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Behavioral Health Partnership                                                          Oversight Council

Provider Advisory Subcommittee
Legislative Office Building Room 3000, Hartford CT 06106

(860) 240-0321     Info Line (860) 240-8329     FAX (860) 240-5306

www.cga.ct.gov/ph/BHPOC

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).

Co-Chairs:  Susan Walkama & Hal Gibber
Meeting Summary:  August 19, 2009
Next meeting: Sept. 16, 2009 @ 2:30 PM at ValueOptions, Rocky Hill 
 VO announced all home-based services will be authorized via the web system beginning October 1.  Trainings will be provided between now and Oct. 1.
Role of Dept. of Mental Health & Addiction Services (DMHAS) in the CTBHP
From the DCF perspective, DMHAS would, in the instance of Enhance Care Clinics (ECCs) adoption of co-occurring disorders (COD) criteria, participate with the CTBHP agencies in the context of their expertise to:

· Review RFAs,  
· Develop new requirements

· Monitor compliance with COD ECC criteria
DMHAS commented on their perception of their role:

· Lend their adult mental health services expertise to DSS for adult Medicaid clients.
· Regarding auditing role, DMHAS would build consensus with providers and CTBHP on the tool for an identified population (i.e. ECC/COD, Medicaid adult population in SAGA).
· Share their extensive experience I building provider performance incentives. 

· Work with DSS to identify small ECC MH clinics that primarily work with TANF population and assess their capacity to take on the larger Medicaid adult population.

· Training role: for example DMHAS has a contract with an entity to do COD training.  DMHAS is also working on developing on-line training with COD modules. DMHAS offs free training thru their contractor to those staff involved with clinical services that are required to be trained. 
· DCF noted CTBHP has provided training on ECC access criteria – correct data entry procedures.

Training sustainability at the practice/clinic level was discussed.  E-Learning is available at some large clinics.  The professional organization, CCPA can offer this to their members, adding modules such as COD training. 
ECC ADULT COD criteria questions on policy transmittal
The COD adult policy relates to adults in HUSKY, Charter Oak Health Plan and SAGA.

Susan Walkama aggregated emailed provider questions for the meeting; these were discussed and several clarifications suggested by the SC that will be in the revised policy transmittal.  
Action Steps/Plan:  DCF will send the Subcommittee the final policy draft and Susan Walkama will request that further questions be submitted to her by X date. Once the policy is finalized, Susan Walkama will bring it to the BHP OC for their information.  Unlike Level of Care guidelines that are voted on by the Council, policy transmittals are not.  Questions/summary of answers (blue font): 
1. The intersection of licensing/ECC standards/reimbursement requirements needs to be carefully examined.  I understand the ideal, but do the financing streams support this?  If this is going to be a policy under the HUSKY program then all requirements need to be supported by the Medicaid rate.  It should not require grant funding from DMHAS or CSSD to implement and sustain.  I would like DMHAS to clarify in writing what licenses they are requiring of their providers. In DMHAS programs, DMHAS follows the DPH licensing rules.  DMHAS and CTBHP met with DPH about licensing requirements for “co-occurring disorders”.  
a. According to DPH both MH and SA clinic license is required for COD. Noted again that clinic multi-service licensing application is not uniform. Susan Walkama suggested CCPA request clarification in writing from DPH. 
b. Eventually there will be one behavioral health license (statute effective date Jan. 2011). 
2. What codes should be used for the reimbursement of the family psychoeducation groups and multi-family groups as required by the policy?  While “psycho education” alone is not billable in Medicaid, interventions (group, family, individual) usually include “psycho education” component; the language in the policy will be changed. 
3. What codes should be used for the peer supports for people with co-occurring disorders as required by the policy? Will evidence of referrals to AA, NA, and other self help groups meet the requirement?  The policy will define “linkage” of integrated services.  The criteria is in the DMHAS adult policy transmittal.  Discussion points:
a. BHP case management is Medicaid reimbursable only for clients under age 21. 
b. DMHAS adult program, representatives from Community programs such as AA, NA, etc are invited to attend a group meeting and explain the programs, which represents integration of all elements into treatment session.  For ECCs there are multiple ways to meet the integration goal such as including this in the curriculum of the group session.  
c. Strongly suggested the Medicaid DSS auditors (for reimbursement versus CTBHP ECC review of contract compliance) attend the meeting to discuss final policy and ensure acceptable Medicaid billing for established criteria.
4. In creating MOUs for service referral and coordination can providers use the geographically closest substance abuse provider if none exist within the immediate community? Unclear what is being asked.
5. Are only clinical staff that will bill under Medicaid required to participate in training components?  
a. ECC staff providing billable Medicaid services (i.e. adult case management not reimbursable, so training in CM is not required) are required to receive COD training.  
b. DSS suggested Clinics identify appropriate staff for training and training criteria for new staff if done within the clinic. (See above re training sustainability).
c. Clinics would find it helpful if DMHAS takes on an administrative role for the COD training programs done at the clinic level and provides supervision of any new adult evidence-based practice training. 
6. Each program needs to have the capacity to admit individuals with serious and complex symptoms.  Are we able to triage to a higher level of care if clinically indicated even if it means referring to another provider? Clinical judgment/CTBHP level of care guidelines provide such guidance in referring ECC clients to a higher level of care. 
7. What is the expectation around relapse prevention services?  For example, the fidelity scale for IDDT states unlimited treatment but this may not meet medical necessity criteria for continued OP care.  Not an issue in ECCs. 
8. Define the audit (CTBHP compliance ECC review) process for insuring that the standards are  met.  If the audit determines that there are issues with compliance what period of time will the provider have to address the issues? How will the norms for acceptable performance be determined as the practice standards are quite broad? Will be in the policy transmittal as with the other criteria.
9. In section 4) Staffing: there is a requirement to “incorporate into policies competencies … in the hiring, clinical supervision and evaluation of staff”.  Is it up to each provider to determine these, or are there set requirements? DMHAS said the professional work group will identify criteria that indicates standard is met. 
10. Does the training offered by DMHAS have adequate capacity to handle the initial training that may be required and on an on-going basis as there is staff turnover?  It is not infrequent that staff try to sign up now and there is no space available.  This needs to be addressed if training is an integral part of achieving compliance with this standard.(see discussion under question #5)
11. If a clinic has properly credentialed staff per requirement 4) but then staff turnover results in a vacancy what period of time will a provider have to rehire the proper credential? DCF prefers the ECC talk with CTBHP about pending staff losses.  Recognizing the clinic needs time to ‘regroup’ from staff losses, a corrective action plan over a quarter is not a negative assessment of a clinic, rather an opportunity to allow it to recoup staff losses. 
12. If a provider opens a new ECC how long will they have to meet the requirements? Letters of agreement (LOA) for previous access, and PCP/BH MOU criteria identified no less than a 6 month criteria  compliance period from the date of the LOA; as with past ECC access criteria, the date for measurement of compliance was not set for a year.  DMHAS wants to test the COD compliance review tool to make sure providers learn skills in the spirit of ECC enhancing ECC skills and capacity for COD.  Secondary sites were exempted from meeting some of the previous ECC criteria.  CTBHP will look at this for the SC.
September 16th meeting agenda will include: 1) final look at the ECC COD policy, 2) DCF provider Certification Regulations, 3) finish ECC Access policy (page 2). 
