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Chair:  Sherry Perlstein 
Meeting Summary:  April 5, 2011
Next meeting:  May 3, 2011 @ 9:30 AM at CCPA.
1. Proposed Rate Change for Extended Day Treatment: Review of Revised Analysis: 
Dr. Bert Plant & Dr. Karen Anderrson (click icon below to view report- peach color data OK per provider, yellow new data provided)
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Revised DRAFT EDT Rate Analysis 03-28-11.xls


Sherry Perlstein, Chair, thanked DCF & DSS for considering the Committee’s feedback regarding the EDT rates in their reanalysis. The agencies’ reanalysis included those EDT providers that resubmitted their billing data.  
· The reconfigured rate is now $82.03, an increase from $79.02.  
· Implementation date is July 1, 2011: this will give DSS time to put this in a Medicaid State Plan Amendment.  DSS said there will not be retroactive rate application.  DSS will follow up on clarifying the retroactivity of the 1% across the board increase for CTBHP providers. (Providers were given dollars reflecting the proposed 1% increase to reduce service disruption. There will be a reconciliation of these payments and established rates). 

Committee Action: Based on the Committee discussion Sherry Perlstein will propose to the Council acceptance of the Committee recommendation that CTBHP implement the new rate when the SPA is approved July 1, 2011.
 2. IICAPS By-Pass Program Update and Discussion:  Dr. Bert Plant 
Dr. Plant (DCF) discussed the group meetings with Yale, DSS, DCF and VO and parallel meetings with IICAPS providers to match utilization, process and benchmarks with model fidelity, focusing specifically on program length of stay (LOS) and intensity of services. 
· The model expects LOS in IICAPS to be 4-7 months, which provides case flexibility. Services provided for less than 4 months are not expected and suggests a case is closed prematurely.  The standards will be communicated in a DCF memo.
· The BHP OC Provider Advisory Group (PAG) Committee will review the Agencies’ internal Clinical Management changes in the IICAPS level of care guidelines in May.

· IICAPS bypass program was adjusted to include 2 previously excluded providers; VO will notify these providers by the end of the day 4-5-11. 

Discussion points related to IICAPS included the following:

· How are other levels of care (LOC) impacted with client transitions from IICAPS? The child/adolescent still may be deemed too ’high risk’ for once a week outpatient services, yet there may not be the capacity or intermediate service to meet this ‘step down’ service need.  VO noted outpatient PA is for 90 units that can be used as needed.  A review of IICAPS data (Yale stated they collect data on what happens to the client post discharge) will inform CT BHP about gaps in LOC services and/or service capacity post-discharge from intensive home based services.  Dr. Plant stated any intermediate LOC needs to be evidenced based and welcomes information about this.  
· Sherry Perlstein stated this review of service level gaps/capacity of existing services is broader than just IICAPS: CTBHP needs to look at discharge referrals from intensive level services (i.e. hospital, in-home, EDT) through PA and claims data to identify client participation in type of referred services (since 2008  change to the Interchange system, claims data was not available – VO reports on PAs.  This PA/claims ratio is generally 1:1 for hospitalizations, but may have different ratios for non-institutional services). 
· Questions were also raised regarding why BHP was only authorizing two months at a time of services, for those agencies not on the by-pass program, if the model requires a minimum of four months of service. Concern was expressed about the amount of clinician time required to discuss the cases and some difficulty that had been experienced when reviewers who are less familiar with IICAPs were conducting the reviews. Anne Phelan from BHP explained that with the expansion of BHP to cover new populations there had been some challenges in bringing on and orienting new staff, but there will be greater consistency in the select group of qualified individuals who will be conducting these reviews going forward.
· Dr. Andersson noted other states are experiencing similar issues in identifying what services will meet the need of chronic complex clients that may have developmental co-morbidities. Identification of the type and level of services can be developed (interagency) to meet needs of clients with autism or other developmental disorders versus the clients with high intensity psychiatric disorders. 
· Heather Gates stated while the Yale/agency/provider work groups clarify IICAPS model integrity, there is a need for a different discussion at the BHP OC regarding identifying level of service gaps, analytical evaluation of all services and outcomes and the overall impact of various budgetary cuts to behavioral health services in the community.
· Sherry Perlstein noted  the complexity of meeting different requirements for BHP authorization, model fidelity, DCF grant mandates, Level of Care Guidelines and Medicaid compliance, is challenging and costly for providers. Greater consistency in expectations would be extremely helpful.     
3. One-On-One Authorization Process: Utilization Analysis: Dr. Karen Andersson  
Dr. Andersson reviewed the results that have been achieved in the VO authorization process for “One-to-One Specialing” service, since moving it out of the DCF area offices and centralizing it at BHP. One on One is designed to assist an identified youth in congregate care address specific behavioral issues through assessment and safety/risk factor management.  The PA process is used to ensure that the service is applied to the appropriate situation and for a prescribed and carefully monitored period of time, to identify alternative resources for care, obtain financial savings through utilization management of the service and efficiency of service delivery through a centralized approval process.  From August 15 through Dec. 31, 2010 a 57% savings was realized in 2010 compared to the same time period in 2009 with a projected $1M savings over a 12 month period.  These services are used in congregate care settings and EDs to prevent harm/modify harmful behavior to others. The number of clients with MR/DD represents a small number of the total clients using this service but require the highest number of service hours compared to other clients.  Question was raised about the impact on safe homes, of cutting budgeted funding for 3 therapeutic group homes, where clients are often referred to while attempts are made to identify resources for other needed services.  Is this the best (safest) placement for these children?  This seems to part of the broader BHP OC discussion about program changes/availability of services.  Dr. Andersson will present information on this service and the PA process to the BHPOC.
4. Other Issues:  EDT provider has requested that the committee address reductions in the number of units of services being prior authorized requiring more frequent Continuous Reviews (CCR). 
Next meeting: May 3, 2011: agenda items include EDT length of stay PA, the impact on services that would result from proposed reductions in DCF budget and how DCF will track this impact.  Please contact Sherry Perlstein with any suggestions for future meeting topics.
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DRAFT EDT Rate Analysis 

		State Fiscal Year 2010

		Revised DSS Billing and Provider Data

				EDT						IOP								Expenditure

																Expenditure		at New Rate				Total DCF		Total Program		% of

		Provider		EDT Billing		SFY09 Rate		UOC		IOP Billing		SFY09 Rate		UOC		at Old Rates		$82.03		Difference		Slots		UOC		UOC Billed

		Provider A		$   154,621		$   70.70		2,187		$   648,824		$   138.88		4,672		$   803,445		$   562,674		$   (240,771)		8184		9920		0.00%

		Provider B		$   289,234		$   70.70		4,091		$   -		$   138.88		0		$   289,234		$   335,603		$   46,369		8432		9176		0.00%

		Provider C		$   255,722		$   70.70		3,617		$   -		$   138.88		0		$   255,722		$   296,718		$   40,996		7688		7688		0.00%

		Provider D		$   81,588		$   70.70		1,154		$   -		$   180.00		0		$   81,588		$   94,668		$   13,080		4216		4960		0.00%

		Provider E		$   193,577		$   70.70		2,738		$   -		$   138.88		0		$   193,577		$   224,610		$   31,034		3720		3968		0.00%

		Provider F		$   43,198		$   70.70		611		$   68,465		$   138.88		493		$   111,663		$   90,566		$   (21,097)		4960		5952		0.00%

		Provider G		$   80,810		$   70.70		1,143		$   20,000		$   162.60		123		$   100,810		$   103,856		$   3,046		3720		3720		0.00%

		Provider H		$   238,895		$   70.70		3,379		$   417,736		$   138.88		3,008		$   656,631		$   523,954		$   (132,678)		13888		14880		0.00%

		Provider I		$   643,441		$   70.70		9,101		$   -		$   138.88		0		$   643,441		$   746,595		$   103,154		14880		15376		0.00%

		Provider J		$   325,998		$   70.70		4,611		$   -		$   138.88		0		$   325,998		$   378,260		$   52,263		13144		13144		0.00%

		Sub Total		$   2,307,082				32,632		$   1,155,025				8,296		$   3,462,108		$   3,357,503		$   (104,605)		82832		88784		0.00%

																		Expenditure

																Expenditure		at New Rate

		Provider		EDT Billing		SFY09 Rate		UOC		IOP Billing		SFY09 Rate		UOC		at Old Rates		$0.00		Difference

		Hospital X		$   107,676		$   70.70		1,523		$   - 0		$   141.40		0		$   107,676		$   124,938		$   17,262		2976		3968		0.00%

		Hospital Y		$   410,484		$   70.70		5,806		$   - 0		$   141.40		0		$   410,484		$   476,292		$   65,807		14384		14384		0.00%

		Hospital Z		$   134,330		$   70.70		1,900		$   - 0		$   141.40		0		$   134,330		$   155,865		$   21,535		4216		4216		0.00%

		Sub Total		$   652,490.30				9,229		$   - 0				0		$   652,490		$   757,095		$   104,605		21,576		22,568		0.00%

		Total		$   2,959,573				41,861		$   1,155,025				8,296		$   4,114,598		$   4,114,598		$   (0.00)		104408		111352		0.00%

														Total Units		50,157

														New EDT Rate		(Dollars/Units)

																$   82.03

		Notes:

		1)  DSS claims data used in the analysis contain all paid EDT services provided in SFY10 AND any paid IOP service provided in SFY10 to a member who received any EDT between 7/1/2009 through 12/31/2010 from the same billing provider.

		2)  Provider data used in the analysis appear face valid.  The Department reserves the right to verify the data prior to final approval of the rate.

		3)  Hospital providers do not bill IOP for their EDT program.

		4)  The EDT rate from the original analysis was $79.02.

		Provider accepted DSS data

		Provider provided data
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