RCS28 Provider Meeting

May 17, 2012; 1-3 PM

Introductions of attendees 

Lori Geiger & Jeanne Tondreau from Central Office were present.  Lori reported that they have been working for many months on Provider Entry into EIS.  Barriers to implementation have made the process slower than expected.  Some agencies were asked to review the system; they made recommendations for changes which have been implemented.  

Soon, a memo from Doug Patrick/Therese Cahill-Lowe will be sent to providers to notify them that Provider Entry will begin.  

Agencies will be contacted by Team Leader Teresa Barrows and/or the trainers for Region III (Judy, Ronda & Jessica).  Providers will be trained individually by CBHS staff; one full day at their agency with routine webinars to follow.  This Bidirectional Communication will replace 8 paper forms.  Provider organizations need to identify staff that will be doing the data-entry in EIS.  There will be a limit of 3-5 per agency; these individuals need to be identified prior to the training.  
Jeanne added that the instructional manual will be sent to the providers & it will also be available on the CBHS website—providers will access EIS from the CBHS website as well.  Jeanne encouraged providers to print off the manual for the staff actually doing the data-entry~the instructions are literally step by step (with pictures).  
The Bidirectional Communication will:
· Reduce the time of receiving and providing information

· Provide a mechanism (tickler)—a notification of communication to and from CBHS

· Notify CBHS of time limits when they have been met & exceeded—action must be taken

· Be done electronically instead of paper Requests for More Information, for example

· Improve efficiency, communication with CBHS

· Be consistent statewide, process will be standardized across Maine

· Be a fully functional system of action and response

Providers may print off the forms; may use the ITP at the 90 day review, if they wish.  Central Enrollment will remain the same.  Jeanne discussed that when providers receive their monthly reports from Judy, they are to make the necessary changes to EIS themselves~changes will be documented much more quickly.  The monthly reports should also be used to monitor the expiration of children’s authorizations.
Lori & Jeanne stressed the importance of entering the correct provider location in their Authorization in EIS; explained how the system communicates with MIHMS.  
Providers will be put on a statewide distribution e-mail list; Jeanne will notify all providers of any system notifications.  We will continually review EIS provider entry.  If we need to make improvements, we will do so 2x’s/year.  Lori provided her contact information for follow up questions.

Questions about Bidirectional Communication via EIS:

· Where will the trainings would be for those agencies who serve across multiple regions? 

A:  That question will be put out to the Team Leaders, they will decide with the team leaders—we will work with agencies for what makes the most sense

· Will EIS will be used for Critical Incident Reports—like the Adult world uses it for Reportable Events?
A:  Not at this time

· Is there a date that all providers will be trained?

A:  No, we hope to begin training in June/July

· Will EIS notify providers of Mainecare coverage?

A:  Not yet; it is a project for OIT— they are working on M/C eligibility being displayed in EIS
Agency Updates:  
· Assistance Plus has done some restructuring; Joanna Campbell is the new Children’s Director; they are in the process of hiring an Adult Director.  Joe Costello is the new Marketing Manager; they are looking to expand their Down East Office.  

· MAS Homecare of Maine:  They now provide children’s Case Management; they have opened a Machias office location; they are expanding to include outpatient mental health treatment.  Jen Stephenson is the CM & Children’s Services Coordinator in Machias where they provide HCT, RCS & CM.  

· Behavioral Health Solutions, an ABA Consulting company is new in Bangor.  Lisa Keyser & Linda Orlando provide ABA consultation to various agencies.  Contact information:  http://www.bhsforme.com/
· DownEast Horizons has hired two more children’s administrators: Wesley McFarlin and Cassie Bellefleur; they will be building their Bangor RCS28 program.  

· Northern Lighthouse has hired two new RCS28 supervisors.  

Sharon Swimm explained that the QIS are noticing some trends with RCS28 & needed the help of the Provider’s.  
1. How do Mental Health challenges impact skill building?


~Agencies are seeing a lot of aggressive behaviors; aggression gets in the way of skill building.  

~Staff have to be trained in MANDT.

~RCS28 looks just like 65H without the clinical support.
~Some kids present with Clinical Depression—this gets in the way of motivation & their ability to achieve goals, keep trying.  Mental health issues can make it hard to stay focused on working, the reinforcer has to change.  BHP’s find themselves teaching the child coping skills for their depression.
~Families get more hours from RCS28 than HCT services.  The agencies write creatively to get kids out into the communities to work on social skills there.  

~HCT is limited; families have to go somewhere.  There has been a shift in how services have been changed/utilized.  

~G&H were not skill building, they were mental health treatment.  RCS is not mental health +treatment; it’s a skill building service.  When children have a mental health diagnosis, often times their parents do as well.  When the BHP is not present, all of the hard work of the child is ‘undone’ by the parents.   

2.   Do the RCS28 providers seek Clinical Consultation for these Mental Health only children/families?

~Clinical directors are being pulled in many different directions to cover both RCS and HCT services


~Clinicians are helping to inform the treatment planning, but it’s a challenge to stay away from the Mental Health goals.  Clinicians may have difficulty with the cognitive challenges of the youth and adapting to the need clinically.

~Assistance Plus changed their supervisory structure for this reason:  Section 28 kids were coming in with clinical needs.  All RCS staff receives individual and clinical supervision at Assistance Plus.  

 
~DownEast Horizons had to hire a clinical supervisor to advise their RCS28 treatment plans.  


~Some agencies treat RCS28 and HCT services exactly the same: it’s easier to organize and the product is a better quality.  There are often more clinical questions from RCS28.


~The rate assigned to the non-specialized (treatment) agencies does not support a Clinical Supervisor or even paying staff with a college degree.  A lot is being asked of someone with only a high school diploma and BHP training.  


~One agency struggles when medication is prescribed to children—because it is not reliably given by parents/guardians & a lot of ground is lost when it is improperly administered.  


~One provider recognized that the average approved hours is 15-20 per week; the service is sometimes used to keep kids from going into residential care.  RCS28 has morphed into a preventative service, when it was opened to the MH kids.  


~Some families don’t want a clinician in their home; they know that RCS28 is a revolving service and can be given for longer periods of time (longer than HCT).   Families ‘don’t want therapy.’


~Some families want RCS28 because the parents don’t want to be involved, especially those kids who had received 24 in the past.  The ‘old 24’ families would have the BS1 pick up the kids and just go with them until the end of the shift.  

3.  TCM Utilization:  How are Case Managers being used?  
· Sometimes they are helpful with referrals, school issues.  
· If parents don’t want Case Management, the RCS28 provider’s hands are tied.

· Some agencies are hearing from Case Managers; requesting that children’s RCS28 hours increase over the summer months for families to avoid daycare costs.  

· HCT services are not being approved after the first approval; Case Managers use RCS28 as a step-down from HCT services.  

4. Vineland Assessments
· RCS28 providers question the subjectivity of the Vineland Assessment.
· If Vineland Scores are too high, families will ‘go shopping’ for another Vineland to qualify.
· There’s a combination of unmet needs and an abuse of the system.  
· Some RCS28 providers administer the Vineland Assessment—they see parents not being honest when answering the questionnaire.  
· One agency sat with a family to complete the CSR paperwork and the family said they hoped they ‘answered the questions right so I can still have the service.’  (Note the lack of understanding about the function of the CSR.)
5. Recommendations from Providers

· One provider felt that there’s nothing anyone alone can do—it would be discriminatory.  Families can’t be screened out because we feel they are being dishonest.  There’s a sense that the service is being used incorrectly, but not one record will show that.  Until the laws about eligibility change, we won’t be able to make a dent in the misuse of the service.
· Another provider recommended looking at center based services instead of Home & Community.  If the children are in the home, families are overwhelmed and can’t work—they need a service to teach functional skills the kids can learn.  
· Parents need to be on board with whatever changes are made.  
· Getting parents to follow through is virtually impossible in some cases.  One agency has developed a disclaimer and contract for all kids and parents to sign.  They are taking a stand with their staff and families; in clinical supervision, they discuss how to get parents involved in the service.  They are finding that they get better results by being so up front with families.  
· Some agencies go over the parental involvement with their families for accountability at the 90 day review. 
6.  High-end users, 30+ hours, help us understand the needs, benefits and risks

· Risk—parental involvement is not required.
· Parent burnout makes it hard to move parents to participation.
· BHP’s need good training; it’s very difficult for an 18 year-old to tell parents what to do.
· Most kids at that level are probably better suited in residential care.
· RCS28 is being used as a catch-all service.  
· 30+ hours leads to BHP burnout—it would be impossible for only one BHP to cover.
· Families become dependent upon the hours, especially single-parent families.  Usually they have burned through their natural supports and the BHP is their only support person.
7.  Is the TCM working to help build natural supports for families?
· It depends on the Case Manager, some agencies work very hard to do this; others don’t spend as much time building a team for the family.  Some families expect the agencies to be the natural supports for the family.

· TCM’s need more (Provider) meetings because they are the link to resources for families.

· Often TCM’s do not go to team meetings with RCS28 providers, although they are invited.  Their philosophy is to ‘empower the parent’ to do what they want to do.  
Other ideas:

· 65H went away because we couldn’t afford it…same sort of explosion of service is happening with RCS28.
· It is getting expensive to train staff; new trainings are needed with less funding to pay for it. Providers are also not able to offer benefits to the BHP’s
