Provider Meeting March 7, 2011

Introductions

Contracts- Doug

CBHS is putting increasing emphasis on contracts, and on monitoring compliance with contract provisions.  We strongly encourage the program directors are agencies to become familiar with the contract, if you are not already.  When you look at your contract, please note the period of time it covers.  Some contracts will come due in July and others in October.

 The contract that CBHS has with each of the agencies specifies program (and other) requirements in considerable detail.  The contracts have many components, and are complex.  CBHS has been working to make sure that service descriptions in contracts are consistent with MaineCare requirements, so some language from the MaineCare regulations appears in the contracts.   

We want to let agencies know what kind of data CBHS looks at, and we want to get feedback to agencies. We are looking at delivering more accurate, clean data back to agencies. Some of the data comes from APS’s data system, Care Connections. The Commissioner wants us to look at performance based contracting.   We expect more information about that in the coming months.

Please make sure that the information in the contract is accurate. If the contact person at your agency has changed, make sure that is noted. When in doubt, please send that information to Rachel Posner and/or Mike Parker. The Program Administrator for CBHS contracts is one of the Team Leaders, and their name appears in the contract, along with the name of the Agreement Administrator (from Purchased Services). 

The structure of contracts is as follows:

· Rider A begins with General Requirements.  These include a requirement for the agency to submit a Quality Improvement plan to CBHS.  This has to be done by the end of the first quarter. The next part of Rider A contains Specifications of Work to be Performed.  This section describes the contract requirements for the type of service being provided (e.g. case management), and includes an estimate of the amount of services to be provided.  

· Rider B is about Payment and other Provisions.  It includes payment information, records information, insurance requirements, severability, etc.

· Rider C contains exceptions to Rider B.  

· Rider D contains additional requirements around audit, confidentiality, environmental, lobbying, background checks, sub-agreements, 

Rider E  contains the meat of CBHS’s program requirements. Language on eligibility, discrimination, etc is in this Rider.  Language access is in this Rider. Trauma informed system of care is in Rider E, as is co-occurring system of care.   Regardingthe system of care/trauma informed CQI plan, we want to work towards achieving goals with agencies. As issues come up we want to work with you and your QI plan. The whole process is to have quality improvement planning. Working into the future there will be one QI plan for an agency with different parts that
Trauma Informed Agency Assessment- Doug
System of Care Principals- System of Care is hard to grasp. SAMHSA has adopted system of care principals. There is a need to develop more systematized understanding and implementation of those principals. ( see rider A here) Department wanted to focus on this. It has been reported back to agencies along with an organizational guide. Specific competencies have been on the Muskie website for years. There is a webinar on the Thrive website that agencies should view. More information will be coming out in the spring. We are asking that this continues into the future. There should have been a formal statement listing out 1-9 available to staff and consumers. 
Q: Is there a percentage of parents that need to respond? It is dependent on the number served. The information will be coming out .

Co Occurring Disorders Initiative. – Claudia Bepko
Trying to clarify co-occurring capability. Agency needs to have a policy statement that it is your intention to provide care that is integrated. that there is a CQI indicator that speaks to how your are implementing a co-occurring capability. Need to have a standardized screening tool (AC-OK), training, etc. Right now for substance abuse agencies there is a requirement of 4 hours of training annually.
Most children will have a co-occurring disorder. As children move into adolescence it is very likely that they will have co-occurring disorder. There are instances where children have been given substances as early as 4 years old. Screening is “as clinically indicated”. If it is not clinically appropriate for a child document it. 

Agency is thinking differently in reference to substance abuse issues. Agency will make appropriate referrals to coordinate care.

Agency self assessment- On the website there is a self assessment tool for agencies. Agencies are required to complete one of the self assessment tools by June. 

www.maine.gov/dhhs/cosi 

There is a link on the CBHS website. 

Evidence Based Practices and Level of Care- Lindsey Tweed

                                   Levels of Care and ITRT Applications

I. Treatment of youth in their family and community is preferable to treatment outside the home.

a. Problem of generalizing gains in residential treatment to family and community settings

b. Lack of high-quality data supporting long-term effectiveness of residential treatment

c. Sometimes, residential treatment is the only safe level of care

d. High-quality residential treatment is therefore a key component of any well functioning System of Care.

II. Our System of Care has made much progress in ensuring youth have the opportunity for intensive in-home treatment before residential treatment

a. Thanks to all whose hard work has contributed to this progress!

b. Home and Community Treatment (HCT) and Assertive Community Treatment (ACT)

III. It does still sometime happen that ITRT applications are made when appropriate intensive in-home services have not been tried. Here are some examples:

a. We have had a couple of recent ITRT applications for detained youth in which intensive in-home has never been tried. 

b. Youth discharged from an ITRT; no in-home services; application for an additional course of ITRT. Please consider 30 day overlap whenever possible.

c. Sometimes a youth/family is involved in Wraparound Maine; this is a treatment planning process, though, not intensive in-home treatment. Wraparound does not replace intensive in-home treatment, although it certainly can complement it very well.

d. LearningWorks’ Alternatives to Detention can be an excellent adjunct to intensive in-home treatment; it is not a replacement

e. If in ITRT application is submitted without an attempt of intensive in-home treatment, we will be calling you to try to understand what the barrier was.

IV. Many youth admitted to residential facilities are adolescents with significant externalizing behaviors and/or aggression; we have good access to intensive in-home EST's for these youth

a. Multisystemic Therapy (MST)

b. Functional Family Therapy (FFT)

c. Please consider referral when adolescent with significant externalizing in outpatient therapy behavior is not doing well 
d. e don't get stuck making an ITRT application when outpatient therapy is the only therapy treatment that has been tried

Evidence Based Practice

I. American Psychological Association definition

a. “Evidence-based practice in psychology (EBPP) is the integration of the best available research with clinical experti                                                         se in the context of patient characteristics, culture, and preferences.”

b. From: http://www.apa.org/practice/resources/evidence/evidence-based-statement.pdf
c. Sometimes, the metaphor of a three-legged stool is used: empirical evidence, clinical expertise, and youth/parent preference

II. What are the best ways to learn about best available research?

a. There are some excellent free resources on the Internet

i. The Hawaii Child and Adolescent Mental Health Division and the American Academy of the Pediatrics have collaborated on a summary chart of EBT's: http://www.aap.org/commpeds/dochs/mentalhealth/docs/CR%20Psychosocial%20Interventions.F.0503.pdf
ii. The APA Section 53 (Society of Clinical Child and Adolescent Psychology) website focuses somewhat more on general types of interventions (e.g., Parent Training) instead of specific protocols (e.g., Incredible Years). http://www.abct.org/sccap/?m=sPro&fa=pro_ESToptions
iii. The SAMHSA National Registry of Evidence Based Programs and Practices covers specific interventions and does not combine the specific interventions into general approaches. http://www.nrepp.samhsa.gov/SearchResultsNew.aspx?s=b&q=oppositional%20defiant%20disorder
iv. The CBHS EBP Advisory Committee produced two excellent reports on EBP's in Disruptive Behavior Disorders and Autism Spectrum Disorders. There are links to both reports at http://www.maine.gov/dhhs/ocfs/cbhs/ebpac/index.shtml
v. The California Evidence Based Clearinghouse for Child Welfare is an excellent site that is focused on CW related issues: http://www.cebc4cw.org/
b. A very helpful book on EST's is Evidence-Based Psychotherapies for Children and Adolescents, Second Edition by John R. Weisz PhD and Alan E. Kazdin PhD 2010.
c. Journal of Clinical Child & Adolescent Psychology devoted an entire issue to reviews of EST's of childhood disorders: 37(1) 2008
d. Common Elements approach 
i. Because implementing individual EST's for specific disorders can be difficult, the Common Elements approach can be very helpful. In this approach, the common elements of all of the EST's for the most common problems for which psychotherapy is used are combined.
ii. The Modular Approach to Therapy With Children for Anxiety, Depression, Posttraumatic Stress, and Conduct Problems (MATCH—ADTC) is the only example of this approach is so far. The first study on this treatment will be published soon.

iii. Practicewise.com is a paid site that both summarizes the research literature and addresses the common treatment practices that underlie the EST's

1. Covers "Treatment Families": e.g.,. Parent Training

2. Covers "Practice Elements": e.g., Praise

3. There are detailed instructions for each Practice Element (e.g., Praise), as well as a summary of the research supporting that Element

III. Challenges in implementing EST's

a. Substantial upfront training and consultation costs

b. Nontrivial ongoing fidelity support costs

c. How should ongoing treatment fidelity and outcomes be measured?

d. We will need to continue to think together as a system about how to best overcome these challenges

There are basically 4 reasons children go into treatment. It is important to learn the treatments for those conditions-  Anxiety,  Depression, conduct Disorders, trauma
Section 28- The Department continues to monitor section 28 services and has recently also been processing referrals for section 28 services within the school systems.
Filling out forms- Please be meticulous in filling out all the forms for section 28 services. Pay close attention to names, addresses, diagnoses, adaptive scores, etc. These are all used by the department.
Return receipt- If you are sending in treatment plans via e-mail (password protected) and you use Outlook, it is a good idea to ask for a return receipt so that you will know that we received the plan. 
Service interruptions- Service interruptions need to be reported to the department via a Change of Status form. Agencies have 30 days to find new staff if that is the reason for the interruption and then if the family chooses to, the child should be returned to Central Enrollment where the family may designate the previous agency as a “preferred provider” if they so choose.
Partially served- The rule here is basically the same as a service interruption. The agency should report this using a Change of Status form. The agency has 30 days to fill the remaining hours. If they can not,  then the team should decide if the number of hours they are receiving is OK or if they want the remaining hours of service. If they want the remaining hours filled, the family can choose to have the child return to Central Enrollment where they can wait for the preferred agency or they can be referred to another agency for the remaining hours. If the team is not looking to fill the hours, then the treatment plan should be revised to reflect the lower hours.
Transitioning to a new agency- When a child is transitioning to a new agency, the new agency should carefully check the references of the worker if one is also coming to the new agency. We have found that some workers transfer to new agencies when they are having performance issues. 

The treatment plan of the previous agency can be used once it is reviewed by the team and a new face sheet has been made out. The plan will be effective until the expiration of the original plan.


Whenever possible, agencies should transmit information electronically to the receiving agency but ensure that appropriate confidentiality safeguards are implemented. This information can be exchanged via a disc if there are concerns regarding e-mail.

Discharge from out to review.  When an agency is unable to find staff for a child, the agency should discharge the child from “out to review” status. This should happen at the end of the 30 day period. 
Flex funds- There is a new form for flex funds on the website and we ask that agencies use this form. Please ask that parents co-pay for the item being requested whenever possible.
