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Community Service Network 3 Meeting 
Maine Principals’ Association, Augusta 

April 2, 2007 
 

Approved Minutes 
 

Members Present: 
• Susan Seeley, AIN 
• Dick Willauer, Alternative Services Inc. 
• Charlie Clemons, Charlotte White Center 
• Mark Tully, Community Correctional Alternatives 
• Amy Wilmot, Community Mediation Services 
• Terry Casey, Crisis & Counseling 
• Jean Gallant, ESM 

• Tom McAdam, KVMHC 
• Emilie van Eeghen, MaineGeneral/HealthReach 
• Theresa Turgeon, Merrymeeting Behavioral Hlth 
• Richard Weiss, Motivational Services 
• Karen Fatz, Mount St. Joseph 
• Ann Lang, NAMI Family Member  
• Carol Carothers, NAMI-ME 

• Lori Michaud, Redington-Fairview 
• Alan LeTourneau, Richardson Hollow 
• David Proffitt, Riverview Psychiatric Center 
• Ric Hanley, Spring Harbor 
• Donna Ruble, Sweetser 
• Carla Beaulieu, Transition Planning Group 
• Lynn Duby, Youth & Family Services 

Members Absent: 
• Allies Inc 
• Care & Comfort (excused) 
• Community Rehabilitation Services 

• Crisis & Counseling 
• Inland Hospital 
• Langley Vocational Services 

• LINC Club 
• Maine Children’s Home 
• Sebasticook Valley Hospital 

Alternates/Others Present: 
• Bob Colby, Catholic Charities 
• Scott Moore, Crisis & Counseling 

• Mark Rosenberg, Crisis & Counseling 
• Jennifer Raymond, Graham Behavioral Services 

 

Staff Present:   DHHS/OAMHS:  Ron Welch, Marya Faust, Donald Chamberlain, Leticia Huttman, Sharon Arsenault.  Muskie School:  Elaine Ecker. 
 

Agenda Item Presentation, Discussion 

I. Welcome and Introductions Sharon Arsenault opened the meeting and participants introduced themselves. 

II. Review and Approval of 
Minutes 

The minutes from the March 2 meeting were approved as written. 

III. Crisis Services/Crisis 
Stabilization Units (CSU) 

Scott Moore of Crisis & Counseling reviewed their crisis services: 
 Based in Augusta, Waterville, Skowhegan. 
 Response time: Under 2 hours, often less. 
 Available 24/7. 
 Controls all CSU beds in Kennebec and Somerset Counties. 
 Assesses to determine level of care needed. 
 Has clear communication protocols with all hospitals in catchment area (including Inland Hospital). 
 Meets monthly with staff from MaineGeneral’s ER and psychiatric unit. 
 In complicated cases, provides 30-day follow-up for clients: help connect to providers, phone support, in-person 

support, if necessary. 
 Crisis workers transport clients to “wherever they need to go.” 
 The majority of clients do not need medical clearance, only those with medical issues such as diabetes. 

 
Don reviewed the Crisis Performance Indicator data handout for the first two quarters of FY07 and mentioned: 

 Concerned with goal of 30-minute response time from telephone call to face-to-face—though that data is not 
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collected at this time. 
 Low number of contacts for which a previously developed wellness plan, crisis plan, or ISP, or advance directive 

plan was available and used compared to the number of contacts who had case managers:  63 out of 483. 
 Looking to refine what data is collected: what from present data is useful, what else should be collected, what is 

unnecessary. 
 
The members engaged in a lengthy discussion about the purpose and usefulness of the data being collected:  

 Need a discussion about what this data actually means.  Should have explanatory narrative attached to the data, 
so we understand what/why data is collected and what it means. 

 Validity issues have to be addressed to begin with. 
 Have we identified the quality indicators for which to collect data--need to do that first, then collect the data. 
 Regarding the numbers of those with case managers vs. number where ISP/Advance Directive was used: Need to 

ask hospitals and crisis if that information is actually helpful. 
 When can we expect changes in the report to happen?  Answer: July 1, probably.  We’re still looking for input 

between now and then. 
 It’s important to focus on key elements, rather than what some might like to know.  Should we narrow the amount of 

questions/data collected across all of the services?   
 SAMHSA has a quality crosswalk—would that be helpful to use as a standard?  Answer:  Consent Decree 

standards sometimes match and sometimes don’t match. 
 In general, we need data that shows if in compliance with contracts and the Consent Decree. 
 People being served do not have limitless capacity to provide data—one more question, one more question… 
 Need definitions of data we’re collecting. 
 Would be helpful to know why each piece is collected—put into the column label itself. 
 Licensing needs to be brought to the table on some issues. 
 What have we accomplished in this conversation?  Seem stuck. 

 
Don concluded by noting that CSN members had identified no specific data to collect or anything to address re: crisis 
services. 

IV.   Peer Services Leticia Huttman began the discussion by noting similar questions arise about data collection for peer services.  Presently, 
OAMHS collects “counts” data, but “what does it tell us about services?”   OAMHS will soon be working with an evaluator 
from SUNY on outcomes and measurements, she said, but also asked the members to indicate what data they see as 
important to collect from their viewpoints as consumer, provider, family member, etc. 
 
A member asked what consumers identify as the most important thing they’d like to see re: peer services.  Leticia answered 
that in general, they want peer services that create an environment to move forward in recovery—then need to break down 
further into wellness indicators. 
 
Discussion: 

 Can’t get meaningful data from surveys—get it from engaging in meaningful conversations.  Support increase in 
establishing meaningful personal contact with consumers.  Surveys don’t often reflect honest data—not as 
meaningful as personal conversations. 

 What’s the outcome people want to see?  Maybe the outcome is to find out how many people, if so, then count.  If 
something else is identified as an outcome, let’s measure that. 
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 Historically, data collected was based on desire to measure access, now it’s more important to know about the 
value of service toward recovery. 

 Peer services is about fellowship, I’d hate to see it medicalized—“steps to follow, evaluate…” 
 There seems to be an artificial separation of families.  Families want to be a part. 
 Without doing two things, we will continue to have this same conversation on each service we look at:   

o 1) Establish a list of items that have to be collected, whether useful to us or not.  List them, collect the data, 
and don’t worry about it.   

o 2) Determine what outcomes we want for each service.  Take a small group of people “on the ground” and 
identify the outcomes and then the data that needs to be collected. 

o Also to consider: The intent of national substance abuse data may inform the state as well. Data such as 
SAMHSA collects would provide what the CSN needs.  We should start with a solid base and build upon that. 

V. Report from Subcommittee on 
Peer Services 

Carol Carothers said she put together an inventory of peer services in this CSN (regardless of funding source), sent it out to 
those who volunteered to participate, and one organization responded.  The information has been submitted to OAMHS. 

VI.   Review of Community Support 
Services (ACT, ICI, CI) 

Don mentioned that the number of new admissions not assigned a case manager within 7 days of eligibility indicates a gap 
in some CSNs, but not in this CSN.  “Is it the sense that we have enough Community Support Services (ACT, ICI, CI) in this 
CSN?” 
 
A brief discussion came up around establishing a monthly rate for community support workers, rather than the current 
quarter-hour rate, with one member remarking it would be a “much more manageable system.”  Ron Welch reported that 
the “Feds don’t want it.”  There are legal issues to be investigated---OAMHS has talked with one state that currently uses a 
monthly rate. 
 
Other comments: 

• Would be nice at some point in time to get to sophistication of determining recovery milestones with ACT and ICI. 
• Would be interesting to know if people would get out of the hospital sooner if more ACT services were available. 
• Don’t have adequate re-entry services in any of the jails. 

VII.   Budget Update 
VIII. Rate Standardization 

Ron reported that the biggest outstanding issue for budget appropriation is rate standardization.  He explained that the 4-
page handout members received contains what DHHS originally proposed to meet the required $10M to be saved in each 
biennium of the upcoming budget.  Through subsequent negotiations and discussions with H&HS committee, 
representatives from MAMHS, and others, that $20M has been reduced to $10M, broken down to $3M the first year (FY08) 
and $7M the second year (FY09).  They also propose that three workgroups be established to consider three main areas in 
which savings could be achieved:  1) administrative burdens, 2) design of service structure, and 3) rate standardization.  
“We don’t know what the Governor and Appropriations will do with this,” he said.  This solution is more gradual that what 
would previously have had to happen by July 1. 
 
He also reported that the “Plaintiffs’ attorneys” gave the following input re: the workgroups:  1) Consumers/peers are on all 
three workgroups, and 2) any plans or proposals are aired through review process at CSNs.  Timeframes in budget 
language will allow for that, Ron said. 
 
Ron said that Appropriations will be addressing this as a work session, date and time yet unknown. 
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ACTION:  OAMHS will let members know when the work session is scheduled. 
 
Members continued to discuss information contained in the 4-page handout, including the Medicaid rate comparison with 
Maine and other states and the sample rate calculation based on salary, benefits, and costs (direct & indirect), etc.  
Comments: 
 

• All parties do not agree upon these numbers as fact. 
• These are just Medicaid rates—does not include other supplementary funds that may be received by providers in 

other states. 
• One proposed solution is to establish a formula that uses external databases.  For example, for LCSW outpatient 

services, one can go to the national Department of Labor and get salary figures.  Should looks for most objective 
external data source to get a rate.  That takes away focus from the Dept. staff and objectifies information, based on 
actual, factual information. 

• Have an impartial group manage this process. 

IX.   Service Gaps: Response to 
Court Master Concern 

Members received copies of two documents submitted to the Court Master on March 16, 2007:  1) Letter (addressing his 
concerns on the Quarterly Report), and 2) Summary Assessment of Resource Gaps by CSN.  Marya explained: 

 Deadlines required that OAMHS submit this baseline report to the Court Master, using the best information 
available, including: input from CSN meetings, self-reports from agencies, RDS unmet needs data, and MaineCare 
data.  Ongoing review of the core services will continue at the CSN meetings, and input from the CSNs will be 
considered in subsequent reporting to the Court Master. 

 The Court Master appreciates the process of the CSNs, but will not allow for delay in remediation of service gaps 
on their account. 

 
Members reviewed the service gaps/remedies identified in CSN 3: 

 Peer Services: Peers in the emergency department at MaineGeneral. 
 Medication Management: Need to investigate why people wait more than 10 days for services. 
 Supported Housing: Unmet needs data indicates a gap. 
 Vocational Services 
 Though no gap was identified for Outpatient Services, a member made the comment that the 30-day standard for 

first appointment “is a lifetime,” noting that their network experiences a 50% drop-off of people making it to their first 
appointment even with the 7-12 days they currently achieve. 

 Inpatient: What is the standard?  More an issue of appropriate use of beds—addressed in IMD Plan. 

X. Training Marya asked that members be prepared at next month’s meeting to make recommendations or suggestions as to what 
training issues/needs the CSN wants to address to best utilize the Muskie contract.  A member asked that the discussion 
address issues of costs, methods, etc., and how that impacts participation of provider staff. 

XI. Other LD 1745 “CSN Legislation” 
Members received a copy of draft LD 1745, An Act to Improve Continuity of Care within Maine’s Community-based Mental 
Health Services.  Ron reminded that this legislation cleans up language and changes “LSN” to CSN. 
 
Draft Confidentiality Statement
Don asked for feedback from members on this document to pass along to the AAG.  One member gave detailed responses 
to several concerns.  These concerns are documented as comments in bold type within the Statement itself (provided by 
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member), a copy of which will be attached to these minutes.  One other comment was added by another member: 
• Clarify “certain procedural steps are taken” under the section on release to family caretakers. 

XII. Public Comment A member asked about status of rewrite of grievance procedures.  Ron explained that the earliest that could be addressed 
is after the legislative session, perhaps June 1st.  

XIII. April Agenda Items. A member requested that legislative updates be an ongoing agenda item. 
Outpatient Services 
Peer Services 
Medication Management 

 



  

 

Addendum to CSN 3 Minutes 4-2-07 Meeting 
MaineGeneral’s comments contained in document in bold type. 
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