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Meeting Summary: April 4, 2007
Special meeting on IOP Service Hour Requirements
Chair:  Susan Walkama
Next PAG Subcommittee meeting is on Wednesday May 16 at 2:30 PM at CCPA.  The April 18th subcommittee meeting has been cancelled.
Susan Walkama convened a special meeting of the subcommittee to review the Intensive Outpatient (IOP) “three hour” service requirement.  Providers of Extended Day Treatment (EDT) and IOP, both clinic and hospital-based were encouraged to attend.
Intermediate Level of Care Guidelines (See www.CTBHP.com under “provider” for this level of care {LOC} guideline) were reviewed by the PAG SC and subsequently approved as recommended LOC guidelines to the BHP Clinical Committee.   The guidelines outline program specific requirements for IOP:

· Child/adolescent (non-substance abuse) requires 2-4 hours/day of structured programming for 2-5 days/week for a “brief period of time”; some specialized IOP programs may require longer LOS. 
· Adult (non-substance abuse) treatment requires same hours/day as for child/adolescent.
· Adolescent/Adult substance abuse clinical requirement is 3-4 hours of structured program time, 
    2-5 days a week; program hours can be tapered off but cannot fall below 3 hours per week.
The BHP Oversight Council recommended that additional dollars, based on HUSKY MCO rate adjustment, be applied to raise the ‘floor’ of rates for EDT, IOP, and PHP in SFY07.  The Council requested the PAG subcommittee respond to provider questions about the BHP policy establishing the minimum as three hours of structured program for IOP.  
Discussion points:

· Practitioner perspective:
· Some IOP programs have young clients that have difficulty focusing for 3 hours; some IOPs are providing 3 hour programs, others 2.75 hours.
· Staffing levels of IOP is such that the ‘added’ $30 in the increase to the IOP “floor’ doesn’t cover the range of services needed.

· Funding issues: 1) psychiatry costs actually contribute to a loss for clinics in running some IOP programs, 2) not withstanding the 3 hours issue; the length of time allowed for IOP is often inadequate because of the client/family acuity. So a clinic may be delivering the intensity level of IOP services under EDT that has a lower rate.  “Bundling” costs (i.e. for a hybrid IOP/EDT program) is unacceptable to CMS for a federal match. Suggestion that there be rate differentials based on staffing resources that are required in order to maintain the child in the community.

· Funding issues can impact those clinics that provide both IOP and EDT and could reduce availability of these community-based services.

· BHP perspective:

· The Council’s approval for increasing the floor rate for IOP was not contingent on establishing the 3 hour program structure.  The BHP policy change to 3 hours was made to make BHP standard consistent with fee-for-service (FFS) and national standards.
· The rate increase brings the ‘floor‘to $120 while FFS remains at $90 for 3 hours IOP.  Dr. Schaefer is aware that the increase doesn’t cover reasonable costs, especially those related to psychiatry & medication management.  
· IOP includes individual, group and family therapy and clearly allows rehabilitative activities that are consistent with the care plan.
· DCF is currently reviewing the EDT model with a work group.  BHP will look at IOP and PH as well next year to ensure that the 3 models fit a continuum of care.  The three models provide flexibility to ‘step up’ the level of care intensity or ‘step down’ the intensity based on the patient/family clinical needs, with PHP being the most intensive non-hospitalized level, followed by IOP, EDT and Outpatient.
· The Governor’s budget includes a 2% managed care rate adjustment that could provide BH investment in SFY08-09 beyond the current SFY07 rates.
· The BHP & ASO are evaluating the feasibility of an automated re-registration process for outpatient services that will reduce phone CCR time.
At this time the SC is not making a recommendation on this BHP policy decision.  The Chair raised the concern about the LOC process and BHP agencies’ policy decisions that may be different from the LOC guidelines and the role of the BHP OC and Provider Advisory SC going forward.  This concern would be expressed to the Council.

The Chair will disseminate a summary of the 4-4 meeting on IOP to the PAG provider list, request further comments prior to the Council meeting next Wednesday, April 11, 2007.
