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This subcommittee will review and make recommendations regarding draft Level of Care and Utilization Management guidelines developed by the Clinical Management Committee (co-chaired by DSS and DCF).
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Next Meeting: Oct. 15, 2008 -- CANCELLED
Attendees: Susan Walkama (Chair -Wheeler Clinic), Connie Catrone (CMHA), Jody Rowell (Clifford Beers), Marie Mermik-Mehler (The Village), Steven Girelli (Klingberg),Cheryl Smith (Children’s Center, Hamden), Jill Benson (CHR),Mark Schaefer (BHP –DSS), Lois Berkowitz (BHP-DCF), Ann Phelan, Allyson Nadeau, Laurie Vander Heide & Samantha Forbes,  (CT BHP/VO), Sherry Perlstien(CGC),(M. McCourt, Legislative staff). 

Psychiatric Residential Treatment Facility (PRTF) Level of Care Guidelines
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Ann Phelan (Value Options) reviewed the PRTF analysis (click 1st icon) that reflects the collaborative process with BHP and the 4 PRTFs to 1) draft new Level of Care Guidelines to ensure consistent high standards of care among the 4 facilities, 2) adjust current utilization patterns to increase PRTF capacity for higher levels of care admissions and 3) expand the age group for PRTFs to 13-17 year olds.  

Discussion:

· Medicaid will reimburse for Axis II (personality DO-not MR) codes only.

· The LOC guidelines are the first step toward to creating a facility performance initiative.

· $140,000 available SFY 08-09 for programmatic change. Present to the BHP OC in Nov for approval.  If approved, the payments will be released in Apr/May to the 4 PRTFs.

· In 2009, BHP expects to develop, with the PRTFs, a length of stay (LOS) performance payment initiative process similar to that developed for psychiatric hospitals.

Next steps with Guidelines:

· Lois Berkowitz will create a summary of the changes to the LOC guidelines for the BHP OC prior to the October 8 meeting and will send final detailed LOC guidelines to S. Walkama.
Enhanced Care Clinics (ECC) “Mystery Shopper”

Laurie Vander Heide and staff (CTBHP/VO) reviewed the form with the contract compliance bolded that includes ECC phone responsiveness and appointment scheduling (denied appointment, told there is a wait list, did not receive a callback from ECC on same day as client call, Spanish language translation available). The form looks at triage issues: initial MS calls will be for routine appointments.  Subcommittee comments, suggestions:

· Define terms (promptly, friendly, knowledgeable) for MS callers for consistency. 

· Add reason for appointment denial (i.e. outside catchment area, clinical need outside scope of ECC practice) to MS form. This information would not be the basis of an ECC corrective action plan. 

· EMPS referral:  new EMPS contracts that are being ‘rolled out’, expectation is 90% mobile response; some emergency services will still be in the office. 

· ECC may consider asking a general question when an appointment time is determined (“anything that might get in the way of keeping this appointment”) that could elicit barriers from the client and an opportunity to resolve them or give client resources to reduce barriers. 

· BHP said the MS would be expected note what ECC did for ‘welcoming and engaging’ client in the positive forms comments/best practices area.

· VO has determined a process to use ‘real’ IDs since clinics ask for this information at different times during the call. 

· MS timelines:  start early October 2008, VO will provide individual direct feedback to each clinic, aggregate summary of MS survey to the ECC work group, this Subcommittee and the BHP OC

The subcommittee will present the PRTF guidelines to the BHP OC in October and may wait until November to present the 23-hour observation bed guidelines.
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B.       PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY

Definition

Psychiatric residential treatment facility  (PRTF) is a community based inpatient facility that provides psychiatric and other therapeutic and clinically informed services to individuals under age 21, whose immediate treatment needs require a structured 24- hour inpatient residential setting that provides all required services (including schooling) on site while simultaneously preparing the child/adolescent and family for ongoing treatment in the community.  Services provided include, but are not limited to, multi-disciplinary evaluation, medication management, individual, family and group therapy, parent guidance, substance abuse education/counseling (when indicated) and other support services including on site education, designed to assist the young person to achieve success in a less restrictive setting. Qualified clinicians are able to meet the cultural, linguistic, ethnic, and recovery needs of all members served within their local community.  This level of care is less intensive than acute inpatient hospitalization and more restrictive than residential treatment or home and community based treatment, including partial hospitalization and home based services.  Youth can be admitted directly from the ED, as well as step down from an acute inpatient hospital.  On occasion, it may be appropriate for children to be admitted directly from the community as a diversion from acute psychiatric inpatient hospital care.  


· Upon admission, the child/adolescent’s parent or guardian will 

be informed of the typical course of treatment and anticipated length of stay, as 

well as the expectation around their level of involvement.

· Within the first seven days of admission, a member of the treatment team will draft an initial discharge plan that targets the child/adolescent's needs.  The discharge plan will incorporate the child/adolescent’s identified concerns, including but not limited to; living/family situation, medical care, transportation issues, educational concerns, social supports, crisis prevention plan, list of providers recommended and available to deliver services post-discharge, list of prescribed medications and their dosages and possible side effects, and treatment recommendations consistent with the service plan of the relevant state agency for children or adolescents who are also DCF involved. 

· The family’s natural supports , functional strengths, interests and skills will be                      explored and incorporated into the discharge plan to insure that the child’s and family’s needs are addressed in a comprehensive and strength based manner.  Additionally, the treatment team member will document all efforts related to ensuring a smooth transition to the next service (if any), including the child/adolescent’s and family/guardian’s active participation in discharge planning.  Aftercare appointments are scheduled within 7 days of discharge.

· Physician/APRN participation in ongoing team meetings is required.  Medication management appointments are held at clinically appropriate frequencies with the child/adolescent and with input from the guardian/family.

· Barriers to discharge are identified during the initial authorization time frame and will be communicated to all other participating providers including but not limited to family, CTBHP, DCF, all current and future community providers, school placement/supporters, and the treating psychiatrist/clinician.  If appropriate, a peer support referral can be made.  






Authorization Process and Time Frame for Service

This level of care requires prior authorization. Each case will be reviewed on an individual basis.  The expected length of stay  is between 15 and 30 days for individuals diverted from acute inpatient hospital care, and 30 and120 days for individuals stepped down from acute inpatient hospital care depending on clinical and disposition needs. 



Medical Necessity Criteria:

B.1.0  Admission Criteria

B.1.1  Symptoms and functional impairment include all of the following:

B.1.1.1
Diagnosable DSM  IV Axis I or Axis II disorder,

B.1.1.2
Symptoms and impairment must be the result of a psychiatric or substance abuse disorder, excluding V-codes,

B.1.1.3
Functional impairment not solely a result of Pervasive

Developmental Disorder or Mental Retardation, and

B.1.1.4
GAF is less than 40 

B.1.2  The child/adolescent has recently met acute inpatient psychiatric hospital criteria, 

but does not meet continued care criteria for the acute inpatient hospital level of care; or 

B.1.3     Child/adolescent has presented in an emergency department and does not 

meet admission criteria for the acute inpatient hospital level of care; or  

B.1.4   Child/adolescent 

continues to demonstrate vulnerability to acute exacerbations as evidenced by 

intermittent acuity in hospital or history of rapid de-compensation with 

transitions.  Discharge to lower level of care would likely lead to the need for 

hospitalization; or  





B.1.5  Diversion from the PRTF (including but not limited to, adding wrap around community supports, respite, one to one support etc.) level of care has been explored and determined either to not be medically appropriate or unavailable..   





















B.1.4  Intensity of Service Need


B.1.4.1  The child/adolescent meets criteria for discharge from a hospital                but:



B.1.4.1.1  Key components of a residential or community based treatment  plan are unavailable, or



B.1.4.1.2   All less restrictive treatment options have been examined and determined to be ineffective or not immediately available and the individual requires 24-hour supervised care within a psychiatrically staffed residential environment as evidenced by:





▪ The child/adolescent’s behavior is sufficiently unstable to require immediate professional intervention to protect patient from harming self and others; or





▪ The child/adolescent is likely to require intermittent one-to-one supervision, constant observation, or frequent checks for safety; or 





▪ Efforts to manage medical risk, symptoms, or behavior in a lower level of care have been examined and determined to be ineffective or result in an acute escalation of behavior with risk of harm to self or others; or





▪ The child/adolescent requires close medical monitoring or skilled care to evaluate and adjust dosage of psychotropic medications and such medical management and dosage adjustment could not safely be conducted in a residential treatment center, or ambulatory setting; or





▪  The child/adolescent requires a medication taper and re-evaluation in a closely monitored setting.  Previous attempts to taper medication have resulted in behavioral escalations that meet admission criteria for inpatient hospitalization.  


B.2.0  Continued Care Criteria

 B.2.1  The child/adolescent has met level of care criteria within the last seven days; and



B.2.2  There is evidence of active treatment and care management 

as evidenced by:
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B.2.2.1 There is family/guardian and child/adolescent participation in treatment planning and it is consistent with the care plan, or active efforts to engage the family/guardian and child/adolescent are in process.  Type, frequency, and intensity of services are consistent with the treatment plan, and

           

B.2.2.2  A care plan with evaluation and treatment objectives appropriate for this level of care has been established. The care plan includes an updated and working diagnosis. Treatment objectives are related to readiness for discharge and progress toward objectives is being made and monitored daily, and

          B.2.2.3
 









B.2.2.4   

B.2.3  If the child/adolescent does not meet criterion B.2.1. continued stay

 may still be authorized under any of the following exceptional circumstances: 




B.2.3.1The child/adolescent has clear behaviorally defined treatment 

objectives that can reasonably be achieved within their anticipated length of stay and are determined necessary in order for the discharge plan to be successful, and there is not another suitable environment in which the objectives can be safely accomplished; or

                        



B.2.3.2  The child/adolescent can achieve certain treatment objectives in the current level of care and achievement of those objectives will enable the individual to be discharged directly to the community rather than to another residential setting.  Continued stays for this purpose will be determined on an individual basis by the Care Manager; 

                     B.2.3.3  The child/adolescent is expected to transfer to another institutional setting within thirty days of discharge and continued stay at this level of care, rather than an interim placement, can avoid disrupting care and compromising patient stability.  Continued stays for this purpose will be determined on an individual basis by the Care Manager; or 

        
          B.2.3.4  The child/adolescent is scheduled for discharge, but his/her community-based aftercare plan is missing critical components.  These components have been vigorously pursued but are not available (including but not limited to resources such as placement options, psychiatrist or therapist appointments, day treatment or partial hospital programs, therapeutic school placements and/or other school supports, and/or presenting the child/adolescent and their needs to the local Managed Service System (MSS), etc.  Under such circumstance, the Care Manager or Intensive Care Manager will work closely with the Managed Service System if the child is DCF involved or directly with the local providers of Community Collaboratives to address aftercare needs.  
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Note:  In any of the above B.2.3 circumstances, a case conference will be held with all providers, CTBHP, DCF, family etc. 

In any case in which a request for services does not satisfy the above criteria, the ASO reviewer must then apply the document Guidelines for Making of Level of Care Decisions and in these cases the child/adolescent shall be granted the level of care requested when:

1)   Those mitigating factors are identified and

2)   Not doing so would otherwise limit the child/adolescent ability to be successfully maintained in the community or is needed in order to succeed in meeting child/adolescent treatment goals.

**Time frames to be reviewed again in six months.
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Summary of Revisions to PRTF Level of Care Guidelines


Psychiatric Residential Treatment Facilities (PRTF) had originally been developed as a step-down level of care for children who were stuck in inpatient units.  Their purpose was to bridge the gaps between acute inpatient hospital care and community based or residential services.  Over time the PRTF level of care has continued to be the step down service from acute inpatient hospitals, with little cohesiveness and structure to the treatment model.  The revised PRTF level of care guidelines came about as part of a goal towards strengthening the model.  The level of care guideline for Psychiatric Residential Treatment Facility (PRTF) underwent intensive scrutiny by PRTF providers, CT BHP staff, members of the Clinical Management Committee and the Provider Advisory Subcommittee.  All of these groups have given their support for the current guideline.   The document reflects tracked changes from the original level of care guideline over several months up to the most recent input provided at the Provider Advisory Subcommittee.  The following are the highlights:


· Definition: In comparison to the original level of care guideline, much has been added to the definition section to better reflect the function of the PRTF, such as the need for early discharge planning and communication with all stakeholders.  Other sections reflect a broader focus on recovery and resiliency principles such as the paragraph that focuses on natural supports.  All additions were made with input from the PRTF providers, clinical management committee and Provider Advisory Subcommittee.

· Authorization process and time frame for service:  This section has been extensively revised in comparison to the original LOC Guideline to focus on more individually based authorization decisions.  Initial authorization used to cover thirty days, but ongoing authorization time frames will be based upon the individual needs of the child.  

· Admission Criteria:  All PRTF providers and the Provider Advisory Subcommittee supported the addition of admission criteria that includes the possibility of the use of PRTF as a diversion from acute inpatient hospitalization.  The child could come to PRTF from the Emergency Department or directly from the community.

· Continued Care Criteria:  Changes supported by the Provider Advisory Subcommittee included eliminating a set number of days for achievement of treatment goals with more of a focus on individualized treatment needs.
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PRTF ANALYSIS

2008







History of Use

		Utilized as a step-down level of care from “clogged” inpatient units

		Designed to be the “Discharge Delay” solution of original HUSKY Plan

		Original plan to bridge gaps between acute I/P care, community based or residential services









Why did we pursue this project?

		Need to tighten current utilization patterns

		Opportunity to review LOC guidelines to ensure equal high standards among all four facilities

		Ongoing need for diversion beds from EDs

		Increase capacity/accessibility to PRTFs from higher levels of care

		Expand age group to include necessary services for 13-17 yr olds











Process

 April – August, 2008



		Identified inter-departmental CTBHP team

		Literature review

		Review of current regulations

		Draft New LOC Guidelines

		Review current data

		Involve DCF/ PRTFs for discussion









Process

Sept. – Dec., 2008

		Review LOC guidelines with Clinical Mgmt. Committee

		Review with Provider Advisory Subcommittee

		Create generic referral form for all PRTFs

		Meet monthly with PRTFs to monitor progress and review data










