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Introduction

This document provides a new way of, withancekphasigonat Mai
developing a common approachdescribing ahanalyzingpng term services and supports across programs.
Creating this crosystem view required creating some new vocabulagvasttategies fdefining

population groupsThis sectiomlescribes the key features of this new apptbacraluef a comparative

view,as well asome cautions abadriawingquickconclusiongased otthose comparisons.

A New Vocabulary

For a variety of very legitimate reasons, different program areas tend to use their own vocabulary to describe the
services thegffer. While this vocabulary is important within a program area, it often can limit communication

and comparisons across programs. This document introduces a new vocajralgpintpand describing

services across population grouhile thstermirology mageem forgn at firstjt is intended to foster an

easier translation across population grdbgeE?’ROCESS ANDAPPROACHfor more information.

New Strategies for Identifying People with a Continuing Need for Services

Not everyone accessing loegn services and supports has a continuing need for those services. For example,
most people experiencing mental illness do not have a long term need for support. Some people accessing
nursing facility services are there only temporarily beforengehamie. DHHS developed nestrategiefor
distinguishing people witltantinuingheed forservices and suppoftem those with onlgshort term need

for servicesThis report represents the first application of these data definitions and for sdetiepgpoups

the results look different from previous population estimates. DHHS plans to get a better understanding of
those differences in the second phase of this project, and will further refine its population definitions. See
PROCESS ANDAPPROACHfOr more information.

Orientation Around Populatios, Not Prograns

A conscious effort was made to organistbfile around the populations served rather than the programs
serving themFor that reason, the profile captures information on all crifiees accessed by each
populationgroup, not only thosgervices administeredabparticulaprogram. This broader view provides
important information about the full rangeseifvice utilization faach population group.

Uses for a CrosSystems Vew of Long Term Services and Supports
There are many ways Maine can use thissyiiems view. DHHS can use this profile:

Baseline Assesamdrtoal Settilgs a basel i ne assessment of Maine?o:
decision making@und long termsystem widgoals for redistributing services across settings.

Information Sharig.a mechanism for fostering greater understanding across programs, facilitating greater
collaboration and coordinatioRifferent programmayfind opportunitiesto draw onthe expertise of
another program to improve their own.

Identifying Policy QuesTioridentify common or emerging policy questions that should be addressed. For
example, what are the implications of an aging populatonomai Ma | ong term support
there common needs across population groups that can be addressed witlsaationén

Looking at CdiversAs a basis for looking at the differences indcv@rs across population groups.

Why are there dérences? Is there anything that can be learned about one program that can benefit
another?

MUSKIE SCHOOL OF PUBLIC SERVICE 2



Making ComparisonyersuDrawingConclusions

While there is considerable value in being able to compare across prograrogntideeable danger i
drawingquickconclusions from those comparisons. Different population groups have differgetgneeds

some people haae intermittentneed for physical assistawbéde persons with a cognitive disability might
needongoing assistance witbcision makingDifferent programalsohave different constraints on how they

meet those needs.§.budgetary or legal limits on discretion). The similarities and differences between programs
serve only as a basis for further examination: What factors are griledgidifferences? Are these legitimate
differences? Or are they the result of policy or operational decisions that need correction? These questions nee
to be answered before one can responsibly draw conclusions that have budgetary or pabicg forplicat

programs and services.

MUSKIE SCHOOL OF PUBLIC SERVICE 3






Process & Approach

MUSKIE SCHOOL OF PUBLIC SERVICE



Process & Approach

The Stat@rofile Tool grant isthreeyeargrant from the Centers for Medicare and Medicaid Services (CMS) to
theMaineDepartment of Health and Human Senibé#HS). This State Profile completes the first phase of
the work, which involved profiling tleeg term services and suppprtsvided to each of these population

groups

A Adults with mental illness

A Older adultaind adults wittisabilities

A Adults with brai injury

A Adults with developmental disabilities

A Childrenwith need for continuing services and supports

The profile follows th8tate Profile Tool Technical Assistance Gpideided by CMS and includes
information on

A System administration andnagent information

A Information describing each program

A Demographiand dilizationdata

A Key system components associatedatititaned long term supparsystem

Under the SPT grant, DHHS has partnered with the Muskie &cRablic Service tmllect andnalyze the
information in the profileThisinformation can be used by DHHS to establish a baseline and serve as a
foundation br setting goals fats long term services and supports. In addition, through this projedter

of toolswere produced & may be of ongoingse to DHHS, including

A Standard definitions for the populations served and services provided that can be used to foster greater
consistencin data analysis and reporting.

A A common framework and vocabulary for describing seavitegstemand presenting daaaross
programs and population groups, promoting a-sgstsms view of DHHS services.

A A preliminary listing of characteristics designed to measure the restrictiveness of\éthetting.
refinement, this tool may hathe potential to guide policy and purchasing decisions. It might also be
used as a standardized tool for assessing whether a setting is more like an institution or a home.

A Criteria for evaluating keystem componethat can be used asemchmarkor systems
improvements

In the second phase of the grant, the remaining 1¢
Indicator Consultanté  w h ousngthd infornfat®on gathered in the state profil@sftom the
develoment ofnationabalancing indicators.

Project Organization

This project is directed by the Commissionerds Off
A project team is chaired by st aff-leverstinmThisthkaen Co mmi ¢
oversees the development of the state profile and all other project activities. The data group is chaired by

1Eiken, Steven. 2006.e c hni cal Assi st anc donGterm@he SyisteamTHosmsoreMedstah g a St at
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DHHS®6 director of quality improvement and focuses
pulling and interpriety data, and will work with the National Balancing Indicator Consultant to complete the
second phase of the project. A stakeholder advisoryhgspupvidel feedback and guidance on the project

teamds strategi es f or esecontphasetofthe grojdctithe stakehalderegroypivitl f i | ¢
be asked to help DHHS determine the best strategies for translating the information gathered in the State Profile
into goals and policy deci si ons (¢ tate Rrofile Toolbaglate d . T

DHHSG Integrated Management Team. Staff from the N
group and the stakeholder advisory group.

State Profile Tool Project Management

Integrated Management DHHS
Team #1 11 EOOCETTAO

State Profile Tool
Project Team

Stakeholder

Data Grou
P Advisory Group

The State Profile TodRequirements

The State Prdé Tool Technical Assistance Guaiglines the information to be included in the profile. Items
to be included are:

System Administrdon and Management Information

The basic structure of state and local administration of home and cotbasadifgrogims, including the

state agencies responsiblédiog termsupport programs, and the population groups they serve, the

agencies that administer these programs at the local level; recent organizational changes and their rationale;
systems change initaive i n progress; the | egislatureds rol e i
consumers and advocates in systems change

Information for Each Program

A brief description of each home and comnmulm@iged program for the population group including

eligibility criteria; funding sources; maximum benefit amount, if any; whether there is a waiting list and how
many individuals are currently waiting; and commonly used services.

Demographic and Utilization Data
For each population growata that indates the demand fltang termsupportservices and the relative
use of institutional and commundgg termsupportsincluding current, historical gmdjected trends;

MUSKIE SCHOOL OF PUBLIC SERVICE 7



relative spending farstitutional and communityng termsupport services; curremtd historical
institutional care utilization; and current and histbooa and communityasedutilization.

Key System Components

The stateds experience with ei glotgtesrgupporesystem® mp o n e
consolidatedtate agenciesngle access pointsstitution supply contrglgansition from institutions

continuum of residential optigimme and communibased servicedrastructure development

consumedirection quality management.

Developing a CrosSystems Vocabularfor Services

For a variety of very legitimate reasons, different program areas use their own vocabulary to describe the service
they offer. While this vocabulary is important within a program area, it often can limit communicstion acros
programs. Below is a first cut at an alternative vocabulary for grouping and describing services across populatiol
groups. While this terminology may seem foreign at first, it is intended to foster an easier translation across
population groupsThe frstfour categories of services are provided in the community, not as part of a

residential or institutional service.

Service Coordination

Typically, this category of services includes case management services, provided to a particular population grouj
However, some people may receive other kinds of service coordination. A person needinggotestive

might have a case worker who is also providing service coordination. Or a person with complex medical needs
may be receiving care coordinatibinis document acknowledges where those other types of service

coordination may be relevant, although these other services are not addressed in this first phase of data analysis

Daily Living

Daily living serviegnclude direct support servicgsrvice grouped here include personal assistance,
habilitation services, skill development, respitd)epending on the population being served, direct support
can includéhese and other functions

SelCare Assistance with the activities of daily ligAid_s), includingaging, bathing, dressing, mobility,
personal hygiener the instrumental activities of daily living (IADLS), inclligimghousework, laundry,
meal preparation, transportatiandgrocery shoppingssistance with managing safeesmbnsible
behavior

SelManagemeHhitelping a persoexercis judgment with respect to thewn health and wdiking;

Skill Developmérgaching or modeling se#fre and sethanagement skills, physicakfiis, behavior
management, etc.

Moritoring Safelyi r ect ly or indirectly i nhbeiagisvaeriski ng when a

Financial and Material Assistance

Financial and material assistance indluttese supports, public subsidies of room and board, rental assistance,
purchases of equipment, or other financial assistaiscelly these services are funded through other programs,
through state funds or under waiver programs.

Treatment

Treatment services include a broad raihg@ical services. They might inclueleoine nursing and therapies

for people with physical disabilities. Or they could include home based or community mental health treatment
services.

MUSKIE SCHOOL OF PUBLIC SERVICE 8



Residential Services
Residential services include the publicly subsidized place to live or reside \Wiiag dailreatment services
are provided in that setting. Residential services do not include institutional services, defined below.

Institutional
Institutional services include one of the three settings defined as institutions under fedesihéafacilities,
hospitals (for long term stays), and intermechagefacilities for persons with mental retardation-iI&s

Relationship between Service Beriptions and Data Definitions

Developing a crosystems vocabulary can have sonitations when applied to MaineCare claims. While many
MaineCare claims can be grouped under these categories, nsarg tiilied differently. For example, service
coordinationor case managemgamtder the waiver for older adults and adults wabitiies is billed with all other waiver
services, arate ot separated out.
Daily Living, Treatment and Financia
and Material Assistance (in the form
home madifications) are also billed
under waiver The comprehensive Services gr ouped Canappeas MaineCare expendéce
waiver for persons with maht

CrossSystems Vocabulary CrossSystems Data Definitions
for Services for Services

retardationincludes residential service Service Coordination Case ManagementWhaiver (for the
The charto the rightattempts to map Older Adult/Adult waiver
the relationship between the categori Daily Living Community or Waivers
of services and MaineCare expenditt Treatment Community or Waivers
data. Financial and Material Assistance = Waivers
Residential Residential dVaiver(for theMR
See the chart on thext pagéor Comprehensivwaivrér)
more information about the data [EtiEnE] FEhiilies]

definitions usetbr categorizing
MaineCare Claims Data.

In the second phase of this project, these service categories will be further refined, making it possible to provide
more detail within each service category. It may be useful to create subgroups withiregi@chfgopeople

in institutions, in residential settings, on waiver programs, and in the community to more fully understand
differences in cost drivers across these settings. Other refinements include dividing into two groups those who
are eligible fadboth MaineCare and Medicare, and those who are eligible for MaineCare only.

Defining Population Groups and Services

Not everyone accessing long term services and supports has a continuing need for those services. For example
most people experiengimental illness do not have a long term need for support. Some people accessing
nursing facility services are there only temporarily before returning home.

The Data Group was responsibledjpecifingthe criteria that would be used to define thelp&dmo were

using long term services and supports within each population\gtdlgonot a trivial taskyis work is an

important first step in redefinitang term services and suppotlaine and orientiqgogrammanagers to the

full range oheed®f the individuals that they serve. The populations and definitions were not limited to those
using an HCBS waiver or nursin¢CF-MR facility. People in residential care settings, people receiving certain
case management services and people restteénglan long term care services were also incliuked.

method of defining people who use long term services and supports is a departure from previous methods that
typically focused on services as the unit of measurement. The State Profile Teaocerpiecie to review

and refine this methodology and the presentation of the data as part of the second phase of this project.

MUSKIE SCHOOL OF PUBLIC SERVICE g



MaineCare Claims DataServiceCategory Definition$
Service Category = Services Included

Ma i noarbiane &nccommunitybenefits waivers:

A Comprehensive wair foradultswith mentalretardatior{821)
A Community support wadr foradultswith mentalretardatior{829)
_ A Physicallyiisabledvaiver foradultsvho choose to seffirect(§22)
Waiver A Olderadults &adultswith dsailitieswaiver(§19)
Each population group had some claims for services provided thrdioghwlaévers.The
services grouped under the waiver can include services under the Daily Living category

Treatment category. In the case of the waiveidiar adlults and adults with disabilities, sen
coordination is also grouped here.

All'in-home support services, populapecific outpatient services, atiterservices offered
in the community that are not veier case managementisesmcludng
A Daily living supports skills developmentlaysupportserviceg§17)
A Assertivecommunitytreatmentputpatientpsychiatricerviceserisisintervention,
_ medicatiormanagemer{§17)
Community A Privateduty nursing and grsonatareservice896) consumedirectecktendantservices
_ (812)dayhealth servicg§26)
A Day habilitation(24) schootbasedehalilitation (841)
A Rehabilitation fopersonswith braininjury (§102)
A Substance abuse treatment services
A Other sevices offered in the community
The type and mix of community services varies by population group.

Case management is provided by various agencies and billed under certain programs.
Management includiegensivecasemanagemergndcommunityintegratiorserviceg§17) and
Case Managemen targete¢asemanagemer(g13)

Case management for thaiver servinglderadults anddults withdisabilities waiver is
includedas awaiver cost

Residential servic€897)for specific population groupeludingpersms with nentalillness,
Residential mentalretardationmedical andemedial needs, and substance abuse disd/iéenbers in eact
Services population group had claims under different typessiofential serviceAdult familycare(§2)
andassistediving (86) are also ilcled here.

Institutional Institutional services are providedbagingfacilitiesintermediatearefacilities for person with
Services mentalretardation (ICFMR), andinpatientpsychiatric units.

The Medical Services categoudes claims for services used by these members that are
primarily acute, medical or routine health services. These services are not specific to a
program or population. This category includes claimgsnieralnpatientgenerabutpatient,
physiciangdentaldurable medical equipmdab,medicatransportatiorgeneratherapies, etc.

Medical Services

2 Citations are to sections withinl¥2l CMR Chapter 10dlaineCare Benefits Manual, Chapter Il
MUSKIE SCHOOL OF PUBLIC SERVICE 1C



Some of the issues that were raised and discussed included how and whether to separate out children and adult
services and what age to use for definimhjchd n s services; how and whether
werel® 1 and transitioning from childrends services
children €.gprivate duty nursing services) when the program was astadnistthe Office of Elder Services;

how to categorize people with physical disabilities who use consumer directed services (in a waiver or on state
plan servicesPefining long term services for people with Brain Injury was also a difficult task.

A population definition review template was developed to fadlgaussions with each of tbeeddHHS
programareas. The DHHS Office of Quality Improvement conducted meetthgeachprogramoffice to
discuss and define the gdpulation of individuaiwho requiréong termservices and supports and develop
specific criteria for use in identifying these populations in the MaineCare Paid Claims Data System.

Criteria for inclusion in a population group include factors such as diagnosis, age,nésiderafecartain

services. For examplee number of times in a year a person used the psychiatric\waspitalparameter

for defining use of long term services for people with mental(glgdss or mare psychiatric hospital visits).

Peopldan nursing homes had to have a length gb$tmore than 30 days to be considered long term service

users.In some cases use of a service was further qualified by the need for a particular diagnosis, for example, us
of neurerehabilitation services aatbrain injury diagnosis.

For this first round, the analylsisugson Mai neCare ( Maineds Medicaid and
claims dataPaid claims from state fiscal year (SFY) 2008 (7/:668072008) based on service date use were
examed. Items that were not available from claims dag&CAFAS or CHAT scores, stately funded

programs) were not included. Additionally, while service use and costs are fairly complete in claims data,
diagnostic criteria may be incomplete. Fariost an individual may have a mental illness but not have a claim

filed during a year with a mental iliness diagnosis, particularly given that prescription drug claims do not include &
diagnosis. Also there are MaineCare costs, settlements, adjushatmssind other affaim adjustments that

are not captured in claims data. For

these reasons, the population definitions

are considered preliminary and will be = Nearly 2,000 Adult Users of Long Term Services and Supports

refined in the second study year. (LTSS) Belonged to Multiple LTSS Population Groups in SFY 2(
It is important to note that adults can be Number of Number Percent
categorized dnincluded in more than Population Groups of Members of Members

one population group. Part of this

. . . . . Y
ongoing analysis will be identifying the Sl AT S
number of people and te&penditures Two 1,940 6.5%
associated with peoglerved by multiple Three 50 0.2%
programs.Nearly 7% of Mainleng Four 2 0.0%
term services and support users belong Total 30,033 100.0%

to more than one population group.

Children were placed only in one group based on the following hierarchy:

A Children with developmental disabilities
A Children with mental illness; and
A Children with a physical disability

On thenext pagés a summary dtfie populations and a high level description of the definitions of people using
long term services in each of those populations.

MUSKIE SCHOOL OF PUBLIC SERVICE 11



High Level Description of Population Definitiohs
Adults (Age 18+)

With Mental lllness Members receiving mentalalthcasemanagement serviq€4.3) or who aren a residential
care facility for people with mental ill(88F) or who havéwo or more inpatient
hospitalizations during the y€&#6)

Older Adults and Members residing in nursimgmeg867) residential ca(€97)or housing with assisted
Adults with Disabilitie§ living serviceg6) Members rexiving services under the waiver for older adults and a
with disabilities (8§16} private duty nursing@96)or day health servicg26)

With Physical Members receiving consumer directed wsgveices (§22) stat planconsumer directed
Disabilitiesvho personal assistaremrvice$812)
SeltDirect

With Brain Injuries Use ofrehabilitativeervices§102)specializedursingfacilities for persongith brain
injury (867) individuals residing in residential care with diagofdsesn injury* members
with inpatient hospitalization over 30 daysgittor moreemergency departmeigits
during the year withbaain injurydiagnosis.

With Devebpmental | Members in IC&MR (850)or accesseglither waiver serving person with mental retardg
Disabilities or autism (821 & §29)ho haveMR case managemé®t3)or MR residential care facilitie
(897)or residhgin a nursindacility (§67)ith an MR diagnosis.

Children Age0-17)

With Developmental | Children receiving day habilitation servg2#§ 6ervices or with a mental retardation
Disabilities diagnosis.

With Mental Disaless | Children using specific merntiordeiservices including tatgd case managem@it3)
residential treatme(897) behavioral health servi¢885)and 2 or more inpatient
psychiatric stay§46)or crisis stabilization unit stays in the year.

With Physical Childrenreceivingrivate duty nursin@96)
Disabilities

Defining Settings

The State Profile Tod intended tdocumenMa i mwistiigion oflong termserviceand supportacross
institutional and homendcommunitybased settings:or the purposes of the data analysis, the settings are
defined afollows.

Institution Services provided in arsingfacility intermediateacefacilityfor mental retardation (IG¥R),
or inpatient psychiatric unit.

Residential SettBeyvices provided irpavate normedical institutiongdalt family careome, or assisted
living facility.

This simple classification can be misleadingesettings that are licensed and reimbursed as residential
services can look and feel like institutions and@astieution® work very hard ttmok and feetore likea

3 Citations are to sections within1ld3 CMR Chapter 10#laineCare Benefits Manual, Chapter I

4 Brain injurydiagnosis listing was developed by the Maine Center for Disease Control and Brain Injury Service Unit.
Listing is available on request.

MUSKIE SCHOOL OF PUBLIC SERVICE 1z



home® TheProject Teandentified several characteristics that would play into whether a asttingevor
less restrictive including

A Restrictions on privacy

A Restrictions on autonomy

A Size(e.gthe number of licensed beds)

AThedlo o k a n(@lgisfthe settirdy part of a largenpais with multiple levels of care? Or converted
residential beds part of a larger nursing fgcility?

Distinguishing between the extremes with these criteria can be relatively straightforward, as shown in the figure
below.

ﬁ

Most Restrictive s A s s ema oo LeastRestrictive
7TEA08 0 ET AAOD

A No oontrol over privacy A Control overprivacy

A A A lot of privacy and control but licensed x
A No control over _ and paid as an institution? A Control over schedule,

?S::ﬁg#i:qe':c“v't'es' A No privacy and control but licensed 28m/|lrt:jzig;triglr?2|rr]rﬁ;:é|'
gs, . baid as a residential facility? ’ |

communications, meals ) A L.
< - A Some privacy and control, some home A Individual home or
A Large facility features? goartment

However, deciding how to characterize what falls in between is more challeAgi#eNDIR A is adraft
assessmetdol developed collaboratively with the Project Ted@imreview and input providedthg
Stakeholder Advisory Group. Thisltocludes some preliminary thoughts on textairsetting
characteristicsan be used to measure oOrestrictiveness

In the next phase of this projetk Project Team will explore ways to use these (or a modified version of these)
characteristicsimas e ssi ng exi sting institutional and resider
institutional and residential services in the fuBomeof thequestions under discussincdude

A Are these the rigltharacteristi@sls this a workable tool?

A Canthesecharacteristidse used to evaluate existing residential setitigst DHHS an assess the
nature of their institutional and residential sernmbgshether or not their resources are distributed

_ according to theprogrammatigoal®

A Or should it bea tool usedy consumers to evaluatstitutional oresidential settisg)

A Can these characteristics be usdduelom ratingsystem that identifies where the setting falls along a

_ continuum of least to most restricive

A Can these chatedstics be usdd shapd H H $a@nsing and purchasing podicyoss settin@s

5For example, the Green House Project is an initiative focused on transforming institutional long term caienthey env
homes where people enjoy excellent quality of life and quality of cahttp:Besvw.ncbcapitalimpact.orgbr more
information.
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http://www.ncbcapitalimpact.org/default.aspx?id=146

Although still a work in progress, the tool is includétds documertb raise its visibility and invite input and
discussion.

Defining System Components

The State file ToolTechnical Assistance Guidkentifies severaystem componenassociated with a
balanced long term support systdim put some parameters around the system compongrekerkents were
identified with the guidance and inputhef Project €&am and Stakeholder Grodhe rationale for selecting
theseelementssdescribed iIAPPENDIX B. Many ofthekey elements identifiegjresentraideal that most
states have not achieved. Howehiere was consensus thad Hnalysis provides a foatidn for setting goals
for the future

To make thanalysisore accessible, findgage smmarized using visual flags

s All Key Elements in Place
¥  Some Key Elements in Place
0 Key Elements Not in Place

o} Not Relevant to Population Group

Thisevi ew i s not meant as a oOreport carddé for DHHS.
population status report on where DHHS has already built its systems and where it is already addressing, has
plans to address, or might consider addgespportunities for improving these systems. The Project Team

sees this information as the foundaforsecond phase planning discussidiis. also important to note that

not all of the system components are of equal relevama@ityracross ppulation groups. Given diversity in

the nature of services provided and the progress each program has made in building its community service
system, by necessity different programs will prioritize these system components ditieedipple, Brain

Injury Services is still in its very early stages of development. Some system components are in place and others
are a work in progress.

6 Eiken, Steven. 2006.
MUSKIE SCHOOL OF PUBLIC SERVICE 14



SystemComponents
Identifying Key Elements

The following criteria were used to define and idémikey elements of the System Components
described in the State Profile Tool Technical Assistance Guide. See Appendix B for the ratiol
choosing defining key elements in this way.

Strategic Vision foa Balanced System

1 Vision statement
DHHS has a vision statement for a pexsemeredystenof long term services and
supports The vision statement:
I Defines DHHS® commitment to a long t
comprehensive community service system.
I Is communicated to internal andeemél audiences.
I Is used to guide policy and budgeting decisions.

1 Monitors progress toward vision
DHHS measures and monitors its progress toward achieving its vision:
I DHHS hasanagreed upon definitidar populationgrougs, services and units of
servicdor reporting and planning of long term services and supports
I DHHS has defined measures for monitoring progress.
I DHHS monitors progress against its measures.

Consolidated State Agency

1 Shifting resources
DHHS has a unified budget for long term serviaeswgwports that can be transferred
across institutional, residential and home and community based services within a bud(
cycle.

1 Coordinated policymaking
Programmatic, budgetary, and oversight responsibility for institutional and home and
community baseskrvices is consolidated with a single point of accountability; or highly
coordinated across multiple points of accountability.

1 Uses data to plan for services

DHHS uses data on supply and the demand for home and contrasedyservices to
plan for the @iture and to anticipate and plan for the availability of a qualified workforce.

MUSKIE SCHOOL OF PUBLIC SERVICE 1t



Single Access Points

1 Information and referral
|dentifiable organizations provide information and referral on the range of available cormr
and institutional options:
1 The organization is a visibldr@stedplace for people to obtain information regaythe
full range of long term services and supports.
1 The organization accesses a comprehensive-tmdaip resource database for options
service area.
Staff provide consistent & uniform information.
Access to information and referral is of comgigtgality statewide.
1 Providers of general and specialized information and referral play coordinated and
complementary roles.

— —

1 Linking with services
DHHS uses systematic processes to make sure people understand the full array of sen
might be avilable to them, including housing and residential services, income supports,
caregiver supports, etc.:
I DHHS has a process in place to educate staff, consumers and providers about long
services and supports.
I Consumers are assisted in identifying apgi®pptions in the context of their individual
needs, preferences, val ues and cirieun
a person does not have to access case management services in order to find out wi
service options are aviaidato him or her.

1 Coordinated community and institutional eligibility determination
Before a consumer with long term support needs is admitted to an institution, DHHS en
that the consumer has an opportunity to choose among the full rangensefamati@ble to
that individual.

1 Coordinatedclinical and financial eligibility
DHHS facilitates the process of determining financial eligibility by providing information
support for completing the MaineCare application for long term care @rbdisadbility.
DHHS coordinates the process for determining financial eligibility for long term services
supports with the process of determining clinical eligibility for long term services and su|

1 Person or family centered planning
There is atructured process for a person centered approach to planning:

I Planning involves the person or family in the planning process.

I Planning builds on a personés or fami

I Planning builds on personal relationships with fritardiy and neighbors, as well as pa
professionals.

I DHHS has a process for monitoring progress toward plan goals and updating the pl:
regular basis.

I Agencies and workers are trained on principles of person centered planning.

1 Tracking waiting list
DHHS has a system for gathering and monitoring waiting list information on key service
DHHS has standards for managing waitingdiststandards for frequency for updating
waiting list information or standards for accepting names on a wiaiting lis
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Institutional Supply

1 Privacy and autonomy considered
Licensing or purchasing standards define requirements for optimizing individyanarivac
control over environment and personal space, as appropriate for the neéadiatitred
served. DHHS uses data on the characteristics of its residentialegtiofsroation on the
types and characteristics of the settings, includingflpkieacy, level of personal control, ant
size) to make policy decisions about whether its institutional options meet programmatic
for most integrated setting.

1 Controls on supply
DHHS has pecified criterithat must be metndan approvgbroces for expanding supply of
institutional bed®(g.CON process)DHHS has createdgentives foreducing the supply of
institutional beds

Transition from Institutions

1 |dentifying people for transitioning
DHHS has a process for identifying peopledsted in transitioning from an institution.

1 Funds transition planning
DHHS funds transition planning from institution to home. Assistance includes:

1 Assistance with establishing financial and clinical eligibility for services for home anc
community baseskervices.

I Coordinating the array of services and providers that will be needed on or shortly aff
move.

1 Arranging for transition services that are needed in order toengomeanging utility
hook-up; arranging for home modifications; etc.).

1 Funding for onetime transition expenses
DHHS provides funding for ofteme transition expensesg.security deposits, essential
furnishings, setp fees and deposits for utilities, etc.).

Continuum of Residential Options

1 Privacy and autonomy considered
Licensing or purchasing standards define requirements for optimizing individual privacy
control over environment and personal space, as appropriate for the neéadiatitred
served. DHHS uses data on the characteristics of its residentiglggtioformation on the
types and characteristics of the settings, including level of privacy, level of personal con
size) to make policy decisions about whether its residential options meet programmatic
most integrated setting.
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Continuum of Residential Optionsontinued

1

Range of options
DHHS provides a range of residential options that includes supported services in an
individual 8ds own home; supportive hous

Up-to-date information atut available options

Consumers can access a database with accurat¢cadateinformation about affordable
and accessible housing and residential options that includes searchtéigjes for:
population; current vacancies; unit cost or rents; aocef rental assistance; geographic
location; physical accessibility.

Long Term Services and Supports Irdtaicture Development

1

Case management
DHHS provides case management services for this population group.

Develops workforce to meet needs
] DHHS supports training for workforce to meet needs of population group.
| DHHS addresses workforce supply.

Support for informal caregivers
DHHS has policies and programs that support informal caregivers, including respite,
information and referral, support seegi or education and training.

Uses evidence based practices
DHHS uses evidence based practices in the delivery of services.

Stakeholders participate in planning for services
DHHS involves stakeholders in identifying service gaps and identifymiglememnting
new service models.

ConsumeDirection

1

Individualized budget

DHHS has the building blocks for consumer directed services: DHHS can build a port
individual budget for services using a standardized method for allocating resources ba
individual need for services.

Option to hire own workers
The consumer has an option to hire their own direct care workers.

MUSKIE SCHOOL OF PUBLIC SERVICE 1€



Consumemirection, continued

1 Option to purchase goods and services

The consumer has the option to manage his or her own dndgrirchase goods and
services outside the standard service package.

Quality Management

1 Quality management plan
DHHS develops and uses a quality management plan for each population
I The roles and responsibilities for overseeing quality are dlady de
I The quality management plan is updated periodically.

1 Quality measurement

DHHS uses quality measurement information to inform program performance and syst
improvements:

] Quiality indicators have been identified.
| Quality measures are reviewed omgping basis.

1 Consumer surveys

DHHS routinely asks consumers about their satisfaction with services and sigpports (
consumer surveys are conducted).

MUSKIE SCHOOL OF PUBLIC SERVICE 1¢



Data Sources

MaineCare Claims Da

Because the availability of data for other programs is véoiahls, first roundexpenditures and utilization is
basedoMai neCare (Maineds Medicai d an donlySEdthi®bagelin® gr a m)
analysis, paid claims from state fiscal year (SFY) 2008 (#8/2DQW08) based on service dase were

examined.

I n the next phase of this project, the State Profi
support system by:

A Refining population definitigrsased on claims analysis of currently defined groups; for those dually
eligible and not dually eligible for MaineCare and Medicare; and by setting.

A Looking at overlapping adult populations

A Looking at cost drivers for each population

A Looking at funding through other programs includingfstaded, Medicare and child welfare.

DocumentReview
Program, service asgstem componedescriptions were informed by reviewing the following documents:

A Mainestatutesiegulations and pertinditigationdocuments

A DHHS legislativestudies and reportes] hoaeportsand recommendatis legislative briefing
documentgyrant applicationgrant and project reports.

A DHHS performance monitoring reports

A Policy journal articles and books

A DHHS, provider, consumer and advocate websites

A National data sources

Citations tespecifidocumentsire included in the profile.

Meetings andnterviews
Other hformaion was gathered through Project Team, Data Group and Stakeholder Advisory Group meetings;
from key informant interviews; and fromatisnt akehol de

Grant.

National Data Comparisons

The presentation of the dataddefinitions and formatepreseringa new way of aggregating and

analyzing long term service users and expenditures inTWi@imesults are not easiympaedto

national dataommonly referenced.§ compilations of Medicaid long term case expenditures produced by
Thomson Medstat). To avoid confusion for the different audiences reading this document, those data were
omitted here.
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Overview

Maine has made much progress in improving the balance between institutional and home and community based
services. Its history of-@testitutionalization has been matched by a commitment to building systems of
communitybased services and supparsweer, the continued sustainability of these systems must be

considered in light of their relationship to overall MaineCare expeddit2@88, expenditures for long term
service users were approximately @ddaton,(frelatvelyfhgh Mai r
poverty rates, and the struggle to balance revenue against expenditures will increasingly add pressure on the
system.

This profileprovides a cross/stem view of thgaindaine hasnadeas well aseeds common across
prograns

System Strengths
DHHS long term support system has many strengths. DBE$S

A Shifted its focus from destitutionalization to diverting people from institutional services whenever
possible.

A Improvedcoordinatiorecrossprogramsthrough its Iregrated Management Team anbbcation of
policymaking and frontline staff.

A Placech heavy emphasis on person or faraitgered services, in most programs.
A Invested in quality management and incorporated evidsederactice

Policy Directions
This crossystems view provides an opportunity to consider somsystesa policy decisions. For example,
is it possible to:

A Establish a common vision for the appropriate distribofti@sources across settingguice resource
allocation decisiog®ing forward?

AEstablish common criteria for defining oleast r
resources are applied according to its vision?

A Set common expectations and standards for person or family centered servitesaadirected
services?

A Develop common strategies for addressing the impact of an aging population on the long term support
system across population groups?

CrossSystem Capacity
Several progms would benefit from common investments including:

Informadn and Referral and Assistance

A Ensuring thaMainé array of general and specialized information and nefsstates are leveraged to
their maximum advantage to provide needed information and referral of consistent quality statewide.
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A Providng ahigher level of assistandeen peoplaeed to understand the service options that might be
available to them.

Better Support for MaineCare Applicants
A Improved integration dflaineCare eligibility and program eligipittgesses, especiallyenthese two

eligibility processes are interconnectdgvben a level of care determination is required for a waiver, for
_O0Katie Beckettd eladmgsidn)i | ity, or nursing facilit
A AssistancpreparingMaineCarapplicationfor long term care and @i eligibility is conditioned on

proof of a disability.

Waiting Lists

A Developing consistent standards and strategies for managing waiting lists at the provider and systems
levels.

Housing Registry
A Leveraging the housing registry currently beingdbmitiude residential options across programs.

Workforce

A Looking for opportunitie® align training and recruitment and retention strategies for direct support
workers.

Enhancir@onsistency in Quality Management Strategies

A Leveraging the qualitamagement capacity across programs to foster greater consistency.
A Improving the consistency and availability of data across programs.

Areas for Further Examination
A number of issues requiring further examination were identified. Some of these include:

A The need to evaluate #féectivenessf diversion efforts.

A The need for more systematic processéefatifyjng people who might be interested in transition.

A Whether or not programs have the right distribution of services across Mamegiatéunding
ensuring access for people who need servica® mdt eligible for MaineCare because of financial

eligibilityrequirements.

A Whether or not DHHS shouttkfinea policymakinghome for children with physical disabilities.
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Maine has made much progress in improving the balance between institutional and home and community based
services. Its history of-@estitutionalization has beentaeed by a commitment to building systems of
communitybased services and supports. The continued sustainability of these systems must be considered in
light of their relationship to overall MaineCare expenditur@908, expenditures for long termviserusers

were approximately 62% of total MaineCare expendi't
increasingly add pressure on the system.

History of Reform and Systems Change

De-Institutionalization & Diversion

Maine has been onktbe leaders in dastitutionalization. Starting in the 1950s, Maine began reducing the
number of residents served in its only-siadeated institution for persons with developmental disabilities. This
process accelerated in the late 1970s and ima#96, Maine became one of only three states with no state
operated institution for this population group. Beginning in the 1970s, Maine also significantly decreased the
number of people in its two state operated psychiatric hospitals, shiftimgahefecus of these hospitals to

short term acute care and away from long term residential serntiee4990s, Maine introduced a

requirement that anyone seeking admission to a nursing facility be determined eligible based on a standardized
assessmenonducted by an independent assessing agency. For chiddeepeak of 260 children in

residential outf-state placements in 1998, Maine had successfully reduced that number to Iithim 2008.
timeline on th@ext pagdighlights some of thesevdpments.

Community Services

At different points in its history, DHHS has been ahead of the cbnikling innovative community services.

It has been a leademiromotirg consumer direction, streamliratigibility processgmomotingcommunity

inclusion for people with disabilities, enmwdrporatingpeer support and recovemo mental health services
Mainealsotook a very progressive approach in responding to the Olmstead decision, convening a planning body
comprising consumers represenércrossection of population groups and state staff representing five
departmentCommunity services are described in detail in later sections.

Systems Change Initiatige
Maine has leveraged a number of Real Choices Systems Change grantsiadd tifiipfove its long term
support system.

Real Choices Systems Zb@hgerpject activitieelatdto person centered services, quality of services, access
to services, and data integration.

Maine Aging and Disability Resourc@ @)tBidHS pilotedan ADRC i n t hree of Mainedc
on aging.

Workforce Demonstf203) DHH S testedhe impact of two interventions (health care coverage and
oemployer of choiced6 workplace changes) on recruit
long term support programs.

Money Follows the F2883) DHHS developed published rate structums foundation for building consumer

directed for persons with mental retardation and autism. Tested an assessment tool for predicting successful
transition for persongith brain injury residing in residential care facilities.
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1970

1980

1990

2000

2010

State begins new phase
deinstitutionalization at
Pinel and, M
stateoperated DD
institution. 1970s

1700 residing in state
operated psychiatric
hospitals. 1970

Statefunded consumer
directed personal attendan
program established. 1979

Lawsuit challenging
conditiomin Pineland.
1979

Consumetirected and agenc
based waivers programs
established. 1986

MR waiver programs
established. 1983

820 residing in state
operated psyehic
hospitals. 1975

Standardized medical eligibility
determination for all NF admissi
implemented. 1995

Between 1994 & 2000,
members in NF dropped
almost 30%.

Chil drenods
Program established;
Frenchawsuit challenged
wait times for hoimesed
services. 260 children in
outofstate placement.
199798

Risingelawsuit settled. 2002

Pineland closes. 1996

Consent Decree ratifiec
for psychigc hospital.
1990

A History of Reforr

Brain Injury Services established.

322 in private IGHKR. 2007

17 children in enfistate
placement. No waiting times for
services. 2008

192 licensed beds for state
operated psychiathospitals.
2008
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Independence(Bd@8) DHHS develpedinformation, training materials and other tools foopsraith
mental retardation and autism and their family members to support their participation in consumer directed
services. (Unfortunately, funding for the consumer directed waiver program was lost due to budget constraints.)

Improving Quality for People with Disabilities in th@ @s)DHiABydeveloped tools to support quality
managemeribr homeand communitpased services

Comprehensive Employment Optiondd@E®as a CEgrant under the TWWIHunded employment
initiatives. The CEO wor k i s-Inprogram tbi worgersavith Mai ne 6 s
disabilities.

Systems Transforn@2@i05).Maine is working to improve access to services, improve eonBoice and
control and increase access to housing services.

In addition to these grants, Maine has also aceasseiber of other grants, including funding from SAMHSA
to develop a trauma informed system of care (the THRIVE project) and intagedthaakth and substance
abuse services for persons wito@murring disorders (the COSII project).

Reorganization
The 2004 merger of tiepartment of Human Services (Did8Jthe Department of Behavioral and
Developmental Services (BD83% enablegieater coordination across programs including:

Integrated ManageftemDeputy Commissioner for Integrated Services convenes the Integrated Management
Team (IMT), comprising the office directors for each protirar@ffice oMaineCare Services, @enter for

Disease Control, the Division of Licensind Regulatory Servicesand DHHSO® regi onal dir
Operationally, the IMT is responsibledoordinaing policymakingindbudgetingand leading implementation

of thedepartment widstrategic pairities.

Strategic Prioriti2dHS has identified a series of strategic priorities (see the boxext {heyefor
improving its service system, including moving beyond siloed systems df services.

Syseems Management and Integration
DHHS hasakotaken steps to standardize processes, integrate care, and impose more controls on utilization:

Standardizatiorhedevelopmendf enterprisénformation systems and an emphasis on performance
measurement and accountabilityilaesed greater standiaation on the@roces®f determining eligibility
and providing services.

Integration of Gare Care ManageritetMaineCare program has contracted with a care management provider
to provide care managemeatvice$o those at risk for high ugéition The Office of Substance Abuse has
focused on integrating care for persons withccarring conditions.

Utilization Review for Behavioral HealttDE##8d®ess taken its first steps toward implementing a system of
managed care for behavitr@alth services. Beginning in 2007, DHHS entered into a contract with an
Administrative Service Organization (ASO) to provide eligibility verification, prior authorization and utilization
review services. The ASO also supports a management infayséiono facilitate department decision
making, client tracking, reportiagd quality management functions.

7Maine Departmemtf Health and Human Services. 208%ocus Reference Book.
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Lean Process Improv@hiets. uses a set of trained public sector internal consultants to analyze business
process to reduce waste, add \@idereduce delivery tinéean intervention has been used to review
coordination of the clinical and financial eligibility determination processes for homagdanddnstitutional
servicest has been used to review the steps involved for yomghidrging to adult services.

Leadership & Vision

DHHS Mission &/ isionAs part of

t he

2004 reorgani z%@hdi on, t he

DHHS defined its vision. In addition, DHHS has defined key components of its strategic ptharfor fu

refining its organization and operations.

Role @@onsumemsdOtheiSakeholdels recent years, the

voice of adults with mental illness has become strong
through a formal network of advisory councils and
through advocacy organizationsulfsdwith
developmental disabilities have a statewide network
sefladvocacy organizations
advocates have played an important role in changing
|l andscape of childrenos
policymaking and prowidy support to other parents.
For other population groups, legal advocates,
ombudsman programs, and providers often play a sti
role advocating on behalf of consumers, but the
consumers themselves do not appear to be as well
organized.

Legislatur@he Legislature has played an important ro
in the rebalancing of M,
Community services, person centered planning,
independence, personal rights have all been embedc
different parts of DHHS authorizing legislationa As
general rule, however, the Legislature does not spea
single voice when it comes to rebalancing. Legislato
tend to play a mediating role among interest groups ¢
constituents, rather than driving a particular agenda.

Department of Health and Human Services

Mission The mission of the department is to

provide health and human services to the pebpl ~
Maine so that all persons may achieve and mait 0s
their optimal level of health and their full potentiz
for economic independence and personal
development.

1rticiorg

Vision: Maine people living safe, healthy, and
productive lives.

StrategicPriorities

A DHHS supporting infrastructure is easily
accessible, walitegrated and uses best practic

A Health and human service systems are easily? 0 I

_ accessible, well integrated and use best pract

A Caring, responsive, and wedinaged staff work

_ in a safe, efficientdweffective culture.

A DHHS is a caring, responsive and-malhaged
organization that communicates effectively.

S )

Some legislators are thelwes providers or are members of a provider board. In addition, individual legislators
often contact DHHS on behalf of a particular constituent. These interventions might be to expedite the process;

they can also relate

it n@atlyt intoethe nategodes of program eligikplity.eln wh o

dc

general, however, these constituent calls do not necessarily drive DHHS policy toward a more or less integrated

service array.

Over the years, the Legislature has created a number of studyi@osnonissquested reports from DHHS
that relate to improving services for people with disabilities. Some recent examples include:

A Requiring DHHS to develop an ongoing assessment process for adult MaineCare membersdiksing in out

_ state facilities to id&fy people who could benefit from a less restrictive setting.

A Requiring DHHS to develop a comprehensive plan for brain injury $érvices.

A Requiring DHHS and the Department of Labor to jointly develop a statewide implementébioa plan
waiver that pvides supported employment to persons with developmental digabilities.

8 Ibid.
922A MRSA §202(1).

10 Chapter 61Resolve, To Ensure Proper Levels ihfeCEedefty and the Dig2b@Ej
11 Chapter 109Resolve, To Promote Community Integratissigawithddrgin Inj{2g07.
12Chapter 10RResolve, To Create Improved Employment Opportunities for Pe@@®With Disabilities
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ACreating a commission to Ocreate a cohe-basait bl uey
and communitg ar e optionso for el®Wers and adults with d
A Requring DHHS to review eligibility criteria for fairriess.
A Requiring DHHS to study direct care workers infstated and MaineCare funded programs, in
conjunction with the Department of Labor.

The Legislaturalso createsversight committeemdconsuner advisory councils.

The Jud.iThejudiciayydhas pl&/ed ae important role ireladancing of services in MaiAeonsent

decree governing adult mental health services has been a major policy driver, shaping client rights, the
developmetnand delivery of services, performance measurement and other aspects of the delivery system.
Similarly, the Community Consent Decree governs the community services provided for people who once
resided ifPinelandaninstitution for people with developmig! disabilities. Two class actsunits have

reshaped the deliverysystemr chi | dr ends s e waittinoeefa servisesOghari f i cant |y
litigationresulted imew standards faccesag case rmnagement services for adaltelopmentaservices.

- A E IDAmographics

The demographics bfa i mpapdation will continue to drive the use of long term care services inlMaine.
2007, Maine ranked fourth in the nation with the percent of people over age 65 (14.8%). By 2030, Maine will
have the second highest percentage (26.5%) of people age 63 mimy¢ne median age of the population as

a measure, Maine is already consitlehed 0 o0l de st 6 Irstheadaeterm, Mairte tvikseentlzet i on .
largest growth in the populatigyea 5%5 and 654.

Maine Population Projections by Age Groups 2006-2015

108 112
L =N 10
Nt.lr.‘nbtir of Pegs?ns 99 12 ,( {I‘:\l
in thousands) - 7106
g 77 P tel| o 71 94 “ 2015 Projections
e 86 | 86 I 87 \
- = 4 < | 80 84 \/
75 == = 1= 76
70 17073 71 \ g
38
2006 Population Projections 52 > f‘ 37
45 31
39 |~
29 | 29

0-4 5.9 10-1415-1920-2425.2930-3435-3940-4445-4950-5455-5960-64 65-6970-7475-7980-84 85+

Five-Year Age Groups

SourcH.S. Census Bureau, Population Division, Interim State Population Projections, 2005. 1/12/09

13Chapter 20Resolve, To Create the Blue Ribbon Commission to Study thadedtamredoC biomieassd C42908)

14 Chapter 58Resolve, To Review Statutes, Rules and Policies Regarding Mental Retardation, Pervasive Developmental Dis
Cognitive and Developmental 2867Jers

15Chapter 19/Resolve to Improve Retention, Quality toxdBenefitare Health Wda€)8).
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Projected Change in Maine’s Population
by Age Group between 2006 and 2015

+46%
+27% +29%
+3% +3%
—_—

I—

4%

-9%
0-17 18-34 35-54 55-64 65-74 75-84 85+

Age Group (in Years)
SourckS. Census BureawpBlation Division, Interim State Population Projections, 2005. 1/12/09

The Number of Persons in Maine with

ADL Needs Will Grow between 2006 & 2015 28432

23,596

m2006 w2015

6.854 8073

2,750 3,258

3+ ADLs 2 ADLs | ADL IADLs only

Sourcéfhe Lewin Group and the Muskie School of Public Service. P20@&:tions of State
and County Level Long Term Care dNerd Use in Maine, 20P615.

The age group 654 is expected to increase 46% from 2006 to 2015. The population over 85 is also expected to
increase by almost a third. The increase in the older cohorts of the population will be accompanied by an
increae in the number of people in the general population who need help with instrumental activities of daily
living €.gmeal preparation, shopping, housekeeping, etc) and activities of daglyglaseigtance with

bathing, using the toilet, walking) €The greatest increase in the short term is projected to be in the number of
people needing assistance with the more routine activities of daig/dilAil ).
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Percent of Population with a Disability
by Age Group During 2062007

40% 41%

Maine u.s.
16%
0
10% 12%
6%
5t0 15 16 to 64 65+
Age Group

SourceJ.SCensus Bureau, 26P807American Community Survey

Percent of Persons Below Federal Poverty
Level in Maine and the U.S. by Age Group in 2007

18.0%
17.0%
15.4% 14.3%
Maine = U.S.
] [1.4% 10.6%
6% 8.9%  g.5% 8.6% 8.8%
7.1%
0-17 18-34 35-54 55-64 65-74 75+
Age Group

Sourced).S. Census Bureau, American Community S200&ublic Use Microdata Sample for

Maine, andl.S. Census Bureau, Current Population Survey, 2008 Annual Social and Economic
Supplement.

Other drivers of long term service use are the number of people with disabilities. Maine has a higher percent of
people with a disability for those under 65; for t
The number of people whaeabelow poverty is another driver of the use of MaineCare services.

MUSKIE SCHOOL OF PUBLIC SERVICE 31



Long Term Service Use and Cost in Maine

In 2008, expenditures for long term service users were approximately 62% of total MaineCare expenditures.
Users of long term services and suppnclude children and adults across the ageBpafollowing table
shows the distribution of long term service users by age group and sex.

Age Distribution of MaineCare Members Who Used
Long Term Services and Supports in SFY 2008 (N=41,62

28%

21%

Percentf the Total
14% Across Age Groups
11% 12%
8% 6%
0-17 18-34 3554 55-64 6574 75-84 85+

Age Groups

Percent MaineCare Members Who Used Long Term Services
Supports in SFY 2008, by Gender within Age Groups (N=41,6:

O Female D Male 82%
71%

61% 60% 61%

53% 8%
47% ®
39% a4% 40% 39%
29%
18%

1834 3554 55-64 6574 7584 85+
Age Groups
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Long term service users span all
groups:

A 28% of users are 17 or younget
A 29% of users are 65 years or ol

A 29% of users atetween 354

All age groups except children hay
a higher percentage of females

A61%oft hose acces
services are male

A 82% of those 85 and older are
female



Utilization

Percent of LTSS Users Utilizing
Each Type of MaineCare SerVice R
A Of all long term services and supports users, €
are accessing some kind of community service

A Similarly, 6% are accessing some kind of case
92% 88% management services.

0 0 2 )
62% | | 62% A 92% oflong term services and supports users

12% 19% 22% received medical send@d 88% used pharmac
services.

Waive Com Case Residenlinstitutior Medic Pharme
munity Manageme

Unduplicated Count of All LTSS Users: 41,627

AThe percent of LTSS users adds up to well over 100%, because nearly all
LTSS acessed more than one type of MaineCare service during the year.

Expenditures

Distribution of Annual MaineCare .

Expenditures for AllLTSS Users A Waiver and institutional services are the larges
categories of expenditures for all long term
services and supports users.

A Residential services represent the thiyddacost

category.

23% 23% gory
18%

13% 13%

6% 4%

Waive Commur Case Residenlnstitutior Medic Pharmea
Manageme

Annual MaineCare Expenditures: $8&504#n288l Cost per LTSS

"The percent of expenditures add up to 100% because each MaineCare
dollar was attributed to a single service category.

DEFINITIONS AND DATA

These tables represent utilizatiad expenditures for the unduplicatéal of long term service and
support users.

Data SourcMaineCare claims data from the MMDSS extract housed at Muskie and updated as of
2/28/2009. Claims incurred between 7/1/2@)30/2009 based on from seseidate and paid as of
2/28/2009. Hospital payments are estimates based on DHHS established algorithm. Claims payment:
not reflect any adjustments, rebates, settlements or other off claim transactions. LTSS members were
defined using claims servise and diagnostic data.

Thispresentation of dataasnewdefinitions and formgfrepreseting a new way of aggregating and
analyzing long term service users and expenditures inThaimesults are not easily comparedtional
datacommonly refencecbr to other presentations of data that have historically been Msé@tkin

SeePROCESS ANDAPPROACHfOr more detail ohow service categwire defined
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Systems Administration & Management

Within Maine state government, a number of cabinet level departments can touch the lives of persons with
disabilities.The department with the largest role, the Maine Department of Health and Human Services
(DHHYS) is the umbrella department for the nitgtjof long term support and service programs for persons of
any age having a disabilithe Department of Labor oversees the vocational rehabilitation program and
Maineds independent | iving services strgdograrsthater s .
serve people with disabilities, including subsidized housing programs and programs for pedplenelessre
And the Department of Education is responsibladoninisteringarly childhood and special education

programs across schgystemsSeeOTHER SERVICESfor more on the role of these other departments.

The Department of Transportation also plays a role in coordinating transportation policy to improve access for
persons with disabilitie®HHS also coordinates with tbepartment of Correctionsvhichprovides

behavioral health and other services to people within their jurisdidfexcilitaesreentry into the community

for peopleneedingservices and suppoviben theyransition out of prisons

SELECTDEPARTMENTSERVINGPERSONS WITBISABILITIES

Governor
Health &_ Human Labor que State _ Education
Services Housing Authority

1 MaineCare 1 Vocational 1 Subsidized Housing i Early Childhood
1 Elder Services Rehabilitation 1 Shelters X Development
1 Adult Services I Independent Living I Special Education
I Developmental I Blind & Visuall

Services Impaired Services
I Mental Health I Deaf Services
I #EE1 AOAT 6
1 Brain Injury

Services

Within DHHS, direct health and social service programs are under the direction of the Deputy Commissioner

for Integrated Services. In addition, the Deputy Commissioner is responsible for overseeing the operation of
Maineds statervuoesnsTheuOi bnaéeé ef MaineCare Servi
Medicaid program, setting policy, assuring compliance and paying claims. The Deputy Commissioner for
Quality and HealthCare Management oversees key elements of systemtuigfyastluding important health

care management contracts, the division for licensing and regulatorygsatiticésprovemenrdand

information technologyin addition to the offices represented in the cmattie next pagéhe Deputy

Commissioer for Integrated Services also oversees income support programs, substance abuse treatment, and
other functions related to direct health and social services.
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SELECTOFFICES WITHIN THEEPARTMENT OHEALTH ANCHUMAN

Commissioner

) . Quality and . Center for
Financial HealthCare Integrated MaineCare Disease

Services Servces
Management Manacement Control

#EEI AO/
Services
Cognitive &

Physical
Disability

Mental Health

Elder Services

PROGRAMOFFICEPOPULATIONGROUP ANOLOCALADMINISTRATION
State Agency Population Group Local Agents

Adult Mental Health Services Adults with seriou& persistent Regional AMHS & community provider
mental illness primarily

Elder Services Elders and adults with disabilities | Statewidendependent assessing agency
statewideare coordinating agency,
community providers

Adults with Cognitive & Physical | Adults with physical disabilities Statewidendependent assessing agenc)
Disability Services (OACPDS) statewideare coordinating agency
personal assistance wosker

Adults with mental retardation & Regional OACDS & community provide
autism

Adults with brain injury Community providers

Child & Family Services (OCFS) | Children with behavioral health nee, Regional OCFS & community providers
Childrenwith devedpmental Regional OCFS & community providers
disabilities

Office of MaineCare Services Children with physical disabilites | Home health agencies

16 Children who use the Family Provider Services Option (a consumer directed option avddaidadedelty access
this service through the elder and adult statewide home care coordinating ageumsR /ASs@ TS AND ADULTS WITH
DISABILITIES.
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Adults with Mental lliness

Demographics

Age Distribution of Adults with Mental lliness
Served in SFY 2008 (N=11,847)

51% Each Age Group as a Percent

33% ofthe TotalAcross All Age Groups

0,
12% A . <1%

1834 3554 5564 6574 7584 85+
Age Group

Utilization

Percent of Adults with Mental lliness A
Utilizing Each Type of MaineCare Service A 85% of people in this population group accesse
community based services.

A 97% of people in this population group accesse
some form of medical services and 96% access

97% 96% pharmacy servise

85% 87%

206 13% 4% A 13% of people in this population group accesse
> services in residential settings.

Waive Commur Case Residernstitutior Medic Pharma
Manageme
Unduplicated@d\dhilts with Mental lliness: 11,847

AThe percent of LTSS users adds up to well over 100%, because nearly alll
LTSS accessed more than one type of MaineCare service during the year.

Expenditures

Distribution of Annual MaineCare

are related to medical care services.

A 21% of MaineCare expenditures are relatec

30% residential services.

18% 21%

12%

9
6% 2% 9%

Waive Commur Case Residernstitutior Medic Pharme
Manageme
Annual MaineCare Expenditures: &20@0& AR0lal Cost per LTSS

APercent of expenditures add to 100% because each MaineCare dollar was
attributed to aingle service category.
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System Strengths

Perso@enteredi8icedVhile DHHS believes there are
opportunities for improvement, it has defined standards
implementing individualized planning built into purchas
and licensing requirements asageills training curricula.

TransitioBervices Raople bebigcharged fraesyechiatric
HospitaDHHS builds discharge planning into the servi
planning for psychiatric hospitalization. Community
integration workers are available to helptreitisition and
some funding is available for inee transition costs.

Resident@ptions DHHS residential services are
predominantly available in settings with less than nine |
DHHS is increasingly focused on providing supportive
housingservics i n a home or apa
choosing.

System faiakeholdevolvemensimvicBysteresign and
Implementatidvihile the roles of its Community Service
Networks and its statewide networks of Consumer Cot
are each stélvolving, they both offer the opportunity for
systematic stakeholder involvement in delivery system
service design and implementation.

Areas for Further Examination

Access $oarviceJhere are barriers to information sharing
and steps are ofteapeated for determining clinical
eligibility for different types of services. The process o
applying for MaineCare services can be slowed when
documentation of a disability is required.

ConsumeirectionwWhile consumer direction is not as
common bér mental health services as it is for other
population groups, there is growing precedent for offeri
people with serious mental illness the opportunity to dir
their own services.

Aging Populaton As Mai neds popul
need to evahte its readiness to serve older adults with
severe and persistent mental illness.

MedicaMersus State Funding for SBRId8:0w relies
heavily on MaineCare to fund services for this populati
group, raising questions about access for thosargvho
clinically eligible but not financially eligible for services.

DEFINITIONS AND DATA

Adults witMentalllneswere defined as those members receiving community integration se pvéogse(
with severe and persistent mental iliness) rerinva residential care facility faispeswith mental illness
or had two or more inpatient hospitalizations during the year.

NoTE: The data definition used for this population group may be refineciumber of members
represented in this datdaigger than Program staff expected. For this first analysis, members in this
group were defined by use of services over the course of one year; program staff would like to exar

use of services over multiple years.

Data SourcMaineCare claims datanfi the MMDSS extract housed at Muskie and updated as of
2/28/2009. Claims incurred between 7/1/2@)30/2009 based on from service date and paid as of
2/28/2009. Hospital payments are estimates based on DHHS established algorithm. Claims payment:
not reflect any adjustments, rebates, settlements or other off claim transactions. LTSS members were
defined using claims service use and diagnostic data. These grouping are preliminary and will be refin
year two of this study. Adult members may beore than one office population; therefore, adult office
populations should not be added. Adult totals shown here have been aggregated as distinct counts ant

dollars.

SedPROCESS ANDAPPROACHfOr more detail ohow populations and service categoriedefired
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Adults with Mental lliness

Most people experiencing mental illness do not need lorspteitaes and supportsor somehowever,

mental illness can also have major life consequences, causing a loss of employment, independence, and
communiy roles.In Maine, long terreervices and suppoaie argetedo those with seere and persistent

mental illnessge, persons with a major mental illness or a personality disorder who experience certain functional
consequences of their diagnasg.ljomelessness, incarceration, risk of institutionalization).

Mental illness can be episodic in nature, meaning that a person may have an acute need for services at different
points in time.So, in addition to offering long teservices and suppattse mental health systatsoneeds

to bebothflexible and responsivetteacute need for serviaasl coordinate across hoth additionwith a

changing understanding of mental iliness, the service systpmovidetherapeutic angerson centede

serviceshiat promoteecovenas an achievable goal

Adding to the complexity of providing comprehensive mental lezgitiess the need to also address physical
healthconditions DHHS analysis shovilsat persons with serious mental illneisiMaineCarngopulation

were more likely to have-aocurringphysicahealth conditionthan other MaineCare memlsérSubstace

abuse addictions are another commaesccarring condition, requiring coordination and integration across
systems of carélistorically, physical health care, treatment for addictions, and mental health treatment have
been provided in silos. Integrating across these different delivery systems means overcoming hurdles in both
policy and practice.

Program andServices

Inthel ast 40 years, Maineds mental health system has
community health system, with psychiatric hospitals designedde only acute carlaine has twetate

operated psychiatric hosmitadne iMugustaandthe seconih Bangor.Up until the early 197Q@kese

hospitals provided long term services for persons with mental illness. At tinghgnspace dive years, the

Augusta Mental Health Institute (AMHI) reduced its census from 1500%&350. | ar | vy, Mai neds
facility went from 1200 in 1970 to 470 in 1097 #ollowingthisperiod ofrapidde-institutionalizatiorMa i ne @ s
mental health program experiere@eriof shifting strategies, contentious litigadod heavy financial

investment aimed at building a community mental health 8ystem.

As it has built its community mental health system, DHHS has incorporated servicentodgsigreed to

support consumer involvement in their own recovesy example, DHHS promotes indilized planning,

driven by the individual goals; it funds peer support and recovery centers and plans to incorporate Certified
Intentional Peer Support Specialist services into Assertive Community Treatnfént isdragsitioning its

17Se€l(-144 CMR Chapter 10laineCare Benefits Manual, Chapter I, §B7r@@mmunity Support Services for specific
clinical eligibility criteria.

18 Maine Department of Health and Human Services. Novemberm2@07oor Health Status of Consumers of Mental
Health Care: Prevalence, Quality of Care and Costs for Persons with SMI and Piabetgation by Commissioner
Brenda Harvey, Elsie Freeman, and James Yoe at annual meeting of the American Publacidiatih Ass

19Maine Department of Health and Human Services. Riverview Psychiatric Center, History of the Augusta Mental Health
Institute. ttp://www.maine.gov/dhhs/riverview/histgvindex.html retrieved February 8, 2009.

20Maine Department of Health and Human Services. History of Dorothea Dix Psychiatric Center.
http://www.maine.gov/dhhs/DDPC/history.shtmfetrieed November 24, 2008.

21 Desisto, Michael. 1996. Adult Mental Health Services in Maine: Lessons from the Past; Hope for th&/BRimire. In
Choices 1993 A Preview of State Budget Isstaine Center for Economic Policy.

22f jts state plan amendntés approved by CMS.-184 CMR Chapter 101, MaineCare Benefits Manual, Chapter II,
§17.044.
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residential seices to a Supported Housing model, which is designed to provide flexible supports in integrated
community housing; and it funds supported employment to help people find and maintain a job. Today, DHHS
isusing grant funding focus on the integration ofental and physical health services, and the integration of
substance abuse and mental health services.

Maine hadevelopedhree tiers of psychiatric hospitals, none of which are intended to provide long term

services for their patients. Community i@lspprovide psychiatric services and several have specialized

psychiatric units. These hospitals serve people with short term acute care needs. Maine also has two regional
specialty hospitals, Spring Harbor in South Portland and Acadia Hospitalrin Baese two psychiatric
hospitals serve people whose needs eoparated f@cilitieh e ¢ o mr
serve people with a longer term need for hospitalizéane does have three nursing facilities providing

speciated services for adults with severe and persistent mental illness who also have physical health conditions
that make them eligible for nursing .care

In 2007DHHS introduced utilization revieat its behavioral health systémough an administrative seev
organization (ASO), aimed at making sure services are provided to those that, riedaethigimt amount and

at the right timeDHHS is also pushing the local delivery system to increase coordibidtitihas

developed seven community serviogarks (CSNS) across the state, comprising providers and ceitsumer
each service area. TH&\E are statutorily created and are responsible for devalopitegrated system of
carewithineachgeographical area and eathat core mental heakbrvees are delivered to consumers
promptly and responsivélyCoordination across the mental health system is perceived to be a élaallenge
lack of coordination acrossmmunity providers and hospitals is perceived to be a cause of avoidable
hospitalizatios. Ecause of communication barrimrsveen hospitals and community providisis

avoidance, and other factors, hospitals afterit patients when a crisis might have been resolved in the
community4 Si mi | arl 'y, when it daskofagreareentfamang thiespgatahdar ge p |l an
community providersan reglt in unnecessarily extended hospitalizatiohs begin to address the lack of
coordinationPHHS recently charged each CSN with responsibility for collaboratively designingstecnisis s
in their service area, defining roles, the distribution of resources, and developing a proposed contract and
memoranda of agreeméant.

Mai neds adul t aoureentlyopetateshurdariacamserd gesréee To address deficiencies in one of
Maineds state oper at ethde lapkofycanmuretytservices, ehsaitsvpsifiledain 1889,a s w e
and a consent decree was ratified in 1990. In 2004, fourteen years after the consent decree was ratified, the cot
found that DHHS was fdrom being in complianeéeOn r evi ew, Mai neds Supreme J
DHHS to develop a comprehensive plan for meeting the objectives of the consefitldétides 6 220vpat a n
developed in 2006 and standards for achieving substantial complicaueroxeze in 20057.

23 MaineDepartment of Health and Human Seryioéfice of Adult Mental Health Servicéanuary 15, 200Beport to

the 123 Legislature Joint Standing Coeeniior Health and Human Services

St akeholder Meeting. May 23, 2008. Mapping Access to
Grant.

25| bid.

26 Chamberlain, Don. October 21, 2008. Memorandum to Providers of Mental Healtm@réssaSe Hospitals.

27Bates v. Dublg. 83088 (Maine Superior Court, Kennebec County, May 23, 2004).

28Bates v. Department of Behavioral and Develop(iviitel Seprexes Judicial Court 2004).

2PDepartment of Health and Human Services Adietital Health Services Plan. October 13, 2006. Consent Decree Plan.
30Bates v. Harvidp. 89088 (Maine Superior Court, Kennebec County, Oct. 29, 2007).
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Adult Mental Health Services

Coordination Services
A Community Integration Services (§17)
A Administrative Service Organization
A Protective Services (OES) Daily Living Services
A Guardianship (OES) A skill Development (§17)
A Daily Living Supports
_(817)
A Day Support Services (817
) Treatment Services A Emp|oyment supports
A Assetive Community Treatment
_(817)
A Medication Management (865)

A Home Based Treatment (§65)
A Outpatient Services (865)

Financial & Material Assistance
A Bridging Rental Assistance Program
(AMHS)
Hospital/Institutional Services A shelter+Care (AMHS)
A General Hospital (§45) A Wraparound
A Psychiatric Hospital (§46) A Other income support and food
A StateOperated Hospital (AMHS) programs (OIAS, SSI or SSDI, General

A Nursing Facility Services (§67) Assistance, CAP agncies, housing
vouchers, etc.)

* These services combine case management and rehabilitative dtians, bridging Coordination and Treatment. (Subject
to change under new federal rules governing targeted case management.)

Servicesand Eligibility

DHHS provides an array of treatment and supportive services. Access to community and residential supports is
primarily limited to persons with serious and persistent mergsilillfieree levels of benefits are available,
depending on financial eligibility. Most adult mental health services are funded through MaineCare, which offers
two levels of benefits depending on whether the individual seeiséigeligibility critee. People who are

o0cat egor i basdd brge peedenceg diepehdent ahildren in the houselwltéecause of age or

disabilityhave access to a more comprehensive benefit packagew Adalt d o not quali fy as
el i grnapbwedc at egor i ¢ al Meetfieahdiakeligibilityechteria f € K ticanydccess

coverage for some benefiBeople may also be eligible for gtaided servicesStatefundedservices can also
supplement MaineCare services, when appeofitee figure on pagts SELECTED SERVICESAVAILABLE TO

ADULTS WITHMENTAL ILLNESS BYFUNDING CATEGORY & SERVICEELIGIBILITY CRITERIA, showsvhich

services can be accessed based on emtdaianciadriteria.

31DHHS has proposed a change to the functional criteria used to make this eligibility tetefneathange is

expected to reduce the number of people meeting the eligibility criteria, although DHHS anticipates that any cost saving will
be shifted to serve this group in other ways. Access to treatment services is available based ossitgdical nece
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Adult Mental Health Services

Coordination Services

Community Integration Sé&wiv@sunity integration services combine service
coordination function with a rehabilitative component.

DailyLiving Services

Skill Developmergaching based services that help an individual increase his
independence by learning the skills necessary to access community resourc

Daily Living SuppoRgrsonal supervision and therapeutipastifo help a person
develop and maintain the skills of daily living.

Day Support Servisgencybased training designed to the individual in the
acquisition, retention or improvement of-kelp, socialization, and adaptive skil

Employment SuppbittHS uses state funds to pay for employment supports f
people whose need for ongoing assistance to maintain a job exceedkntitedin
vocational rehabilitation services availatdagh the Department of Labor.

Treatment Services

Outpatient ServiPesfessional assessment, counseling or therapeutic mental
services.

Medication ManagerReggcribing, admitésing and monitoring medications for
treating and managing mental illness.

Home Based Treatrirehbme mental health therapy or medication manageme
persons who are unable to travel to an outpatient setting because of a physi
mental healthripairment.

Assertive Community Treaft@éhis an integrated service approach merging cl
rehabilitative, and support services to people for whom other treatment appr
have been unsuccessful. AQVises are provided by a multidisciplinary team 1
must include a psychiatrist or nurse with advanced training in psychiatric me
health, a registered nurse, a certified rehabilitation counselor, a Certified Inte
Peer Support Specialist (CIRS8)f approved in Maine
state plan)and a substance abuse counselor.

MUSKIE SCHOOL OF PUBLIC SERVICE

Target
Population

Persons with
severe &
persistent
mental illness

Persons with
sevee &
persistent
mental illness

Persons with
severe &
persistent
mental illness

Persons with
mental illness

Persons with
severe &
persistent
mental illness

Funding
Source

MaineCare
817

MaineCare
817

State funds

MaineCare
865

MaineCare
817

4z



Adult Mental Health Services

Residential Services

Reskhtial Servic&esidential services can be transitional redoeased services
or long termresidential services. They might provide minimal supports and i
structure or an intensive level of supports and be highly structured. Resider
senices can be provided in a group setting or offered in individual apartment

Hospital & Institutional Services

Hospital Servidapatient mental health services are provided througligpsych
hospitals or psychiatric units within a general hospital. Maine has two regior
specialty hospitals, Spring Harbor in South Portland and Acadia Hospital in
In addition, DHHS operates two psychiatric hospitals, Riverview Psychiatric |
in Augusta and Dorothea Dix Psychiatric Center in Bangor. These hospitals
adult forensic services and extended inpatient psychiatric treatment.

Specialized Nursing Facility. Seri¢8gunds three specialized community nurs
facilities for people with mental illness. These specialized nursing facilities p
intensive, specialized services not available in other nursing facilities.

Financial and Material Assistance

Bridging Rental Assistance Pldgraridging Rental Assistance Program provic
rental subsidy for up to 24 months or until the individual is awarded a federa
housing 8bsidy, whichever is sooner. BRAP targets people who are leaving
psychiatric hospitals, people who are homeless, and people moving to more
independent living arrangements.

Shelter+Car8helterCareis a federal program funded by the U.S. Department
Housing and Urban Development to provide rental assistance and supportiv
housing services to people with disabilities who are homeless, including per:
chronic mental illness.

Wrap Fund®HHS uses Wrap Funds to meet needs that fall out of the menta
health service package. For example, DHHS can use Wrap Funds to paysfa
mont hds rent, medications, dentur e
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Target
Population

Adultswith
severe &
persistent
mental illness

Adultswith
mental illness

Adultswith
severe &
persistent
mental illness
requiring NF
level of care

Adultswith
severe &
persistent
mental illness

Adultswith
severe &
persistent
mental illness
who are
homeless

Adultswith
severe &
persistent
mental illness

Funding
Source

MaineCare
897

MaineCare
845 & 8§46
State funds

MaineCare
867

State funds

U.S. Dept. of
Housing and
Urban

Development

State funds

4.



N”rg':f\’/i'égg"'ty SELECTEISERVICEAVAILABLE TADULTS WITHENTALILLNESS
BY FUNDINGCATEGORY& SERVICEELIGIBILITYCRITERIA

In-Home Medication
Management

Pharmagcy;.Physician SERVICHEELIGIBILITYCRITERIA

and-Hospital
Other*
Substance Abuse
TrepaHent Severe and persistent mental illnés
Other Residential ] . o .
Services Medicalnecessity.no criteria specified

Mental Health
Residential Services

Other Community Pharmacy,:Physician
Supports and-Hospital
: Substance ‘Abuse

ACT Services Treatment

Community Psychological Service$

Integration

Medication Medication Rental Assict
Management Management® ental Assistance

Outpatient Services

Qutpatient Services®

Wrap Funds

Hospital Inpatient
Psych.Services

Hospital Inpatient
Psych.Service§

State Psychiatric
Hospital Services

Categorical
MaineCare

Non-Categaical
MaineCare

Other Federal or
State Funds*

1 MaineCare services not administered by the Office of Adult Mental Health SentieeSMKS does provide
additional funding to three specialized nursing facility with behaeatita units.)

2 Services administered by the Office of Adult Mental Health Services.

3 Count toward annual maximum of 16 outpatient visits per year.

4 Statefunded services are targeted toward personsewéhe and persistent mental illn¥gsp fundscan
complement MaineCare services.
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Roles in the Delivery System

Roles Description
Eligible Adults with mental iless with particular focus @dults withsevere and persistent mental
Persons illness.

I&R / Outreact People are referred to mental health services by a variety of sources selétatingl,

|/ Referral family me;mbers, primary care phys!dimmitals_, crisis servicgiselters, public safety or

Sources police of_ﬂcers, a(_jult protective services|reensive Case Manageitsite staff located in
DHHS district offices conduottreach, oftein shelters and jails.

Case Manage/ Case management soanponent of Communitytegratiorservices, which is available onl
persons witlsevere and persistent mental illn€smmunity Integration services also foct
rehabilitation ACT services also include a case management component, but A€sTase
primarily treatment and rehabilitative.

Service A Mental health agencies
Providers A Community support providers
A Residential providers
A Individual practitioners
A Hospitals
A Specialized nursing facilities

Utilization Community supporervicesequie priorauthorization byreadministrative service
Management organization (ASO)The ASO does not review finéial provider determination of eligibility
for other services, but does approved continued care for most mental health.

Three regionahental health team leadams responsible for authorizing adiorist
residential services. The housing coordinators match people with appropridie ssidet
based on certairedartment prioritie® (g.people currently hospitalized in a lpigggc facility
take priority over people currently living in the community).

The Delivery System

AMHS contracts with providers to provide mental health services. For almost all mental health services, access
(eligibility determination and enrollmeésimade through the individual provider. AMHS contracts with an
administrative service organization (ASO) to provide prior authorization or continuing review for many of its
services. AMHS itself plays several roles in the deliverydsibtet8 provias outreacthrough its intensive

case manager function, and it serves asiltha&tion maagerfor residential services. Community providers
administer Wrap Funds.

Waiting Lists

DHHS does not have reliable information about waiting lists. Cumenilyers say they have waiting lists for
services; howevBHHS is not able to confirm the accuracy or dimension of these reports, given the

inconsistency in how providers manage waiting lists. DHHS also collects data on unmet need for services which
ako reflects shortages. However, DHHS is just begitawork with this data and ltagstios abouits

accuracy.
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System Components

SeePROCESS ANDAPPROACHfOr an explanation of the criteria

used to determine whether the key elements gydtem KEY
componerd are present. Findings are summarized using th(

to the right This information is meant to provide a current, |
crosspopulation status report on where DHHS has already & 3, Some Key Elements in Place
its systems and where it is already addressing, has plans tc | _

addres, or might consider addressing opportunities for Key Elements Not in Place

improving these systems. ) Not Relevant to Population Group

All Key Elements in Place

StrategicVision for a Balanced System

Vision statement

DHHS® vision for its me hetCansenttDecaaindith accompmryiegidults e mb
Mental Health Sepgs Plan of 2008n the Consent Decree, the parties identified guiding philosophies to
underpin the mental health system: that the State needs to reallocate its significant investment in its state
hospitals to develop a comprehensive mental health aystaralternative to hospitalization; that the

mental health system was to recognize the dignity and individual needs of the persons served; and that
treatment was to be provided in the least restrictive setting, as close to families and frierle82as possib

These principles guide policy and budgeting decisions.

Monitors progress toward vision

DHHS has monitoring and reporting systems in place for measuring progress toward its vision and goals.
For example, DHHS produces quarterly reports on itgperice relative to consent decree requirements,

on systems development, on performance and quality improvemést patit.of the process for

completing this profile, DHHS has developed definitions that can be consistently used for its target
populatim and services.

ConsolidatedState Agencies

Shifting resources
Under the Consent Decree, DHHS is required to provide shift resources from its state hospitals to its
community based service system.

Coordinated policymaking

The Officeof Adult MentaHealth Services oversees all mental health services, including institutional,
residential and community servid&sicymaking, budgetingd othecore managemefunctionsare

centralized under the office directAMHS needs t@oordinate policymakimgth the Office of

MaineCar&ervices for Medicafidnded services; wiBurchased Services for contracted seraigbsvith

the Division of Licensing and Regulatory Services for quality assurance functions. AMHS is responsible for
seeing that Consentbree requirements are translated into policy and practice, and produces performance
monitoring reports for the Court MasterH H $héegrated Management Tesma vehicle for
coordinatingolicymaking for adult mental health services with other sandqa®grams.

32Bates v. GloWwo. 89088, Settlement Agreement (Me. Super.Ct., Ken.Cty., August 2, 1990).
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Uses data to plan for services

DHHS uses a variety of data sources to monitor service delivery aRdmpgsampleDHHS tracks

hospital utilization by quarter, monitoring whether an individual has been hospitsdizedheir home
community (defined within the Consent Decree compliance stanbétids).monitors the number of
discharges from Riverview Psychiatric Center that are delayed by lack of resident@HbpBa@iso
collects data on unmet need (although these datd get reliable), including unmet need for residential
servicesDHHS captures unmet need lojlectng information about consumer resource needs that have
not been met, as identified through the individualized support planning pibloesgh this dat is not

yet considered reliable, it has the potential to be an important tool for planning purposes.

Single AccessPoints

£

¥4

£

Information and referral

DHHS provides funding to supp@11 Mainas a general information and referral so@ickMainisa
statewide tolree service for health and human servitegs built on an existing information and referral
service for adult mental health services in southern ain®lainalsooffers an online searchable
database with the ability to seamébrmation by regigrincluding mental health services and housing
servicesCall data indicates tt2dt1 Mainisrecognized as a source of information about mental health
service® in FY 200810% ofcallswere related tmental health serviceDHH S also funds NAMI

Maine, which provides specialized information and referral services for mental health services.

There is inadequate information about whether dnes¢ resources meet the neetti®population
group. Howevernacdotal informaih suggests thatetaus@11 Mainkegan as a southévlaine
enterprise before expanding statewidsibility anccomprehensiveness varies by region. In addition,
maintenance of the information is based on voluntary upgatessiders (with remieds).

Linking with services

For people able to access community integration services (that is, persons with severe and persistent mental
illness), there issgstematic procefss linking people to needed servicesand suppdriti s t he j ob o
community integration worker to make sure that the person is linked to needed services. However, for
people who are not eligible for this level of service, there is no system resource aedilgidete

identify and assess the service options thdteigivailable to them.

Coordinated community and institutional eligibility determination
DHHS does not offer hospitalization as a long term skttipgrsons with mental illnesf¢owever,
stakeholders have identified avoidable hospital adméssiopsoblem that needs to be addréssed.

Maine has only three nursing facilities providing specialized services for persons with mental iliness. Access
to these services is through a single entry point for accessing institutional and home andbam®dhunity
services. S&¥ DER ADULTS AND ADULTS WITHDISABILITIES. For persons with mental iliness, admission

is reviewed by a mental health utilization review nurse.

Coordinated clinical and financial eligibility

The processes for determining cliniggibdity andviaineCareligibility are conducted separataly.

provider may refer an individual to apply for MaineCare but does not necessarily facilitate that process.
Individual providers can confirm eligibility for MaineCare services, althougitésis gan be
cumbersomeDeterminingviaineCareligibility can be challenging for this population groupesigite!ity

is often based on a determination of a disability. The process can be delayed because there are problems in
obtaining copies of miedl records. Alsthere is a perception that denials are more fraghentthe

33Top 21-1 Call Categories FY 08, downloaded fritp//www.211maine.org/call_reports.aapMarch 12, 2009.
34See earlier discussion urlBdGRAMS ANDSERVICES
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claimed disability is a mental illnésgsausa mental health diagnosis is not always clearcomisumer
might be denied eligibilifyhis or her medical records gate dack of clinical consersss

In the absence of a coordinated process, the process would be smoother if consgsistariaalin
preparingaMaineCare applicatitimat involves documenting a disability

Person centered planning

MaineCare rulekefine an individualized service plan as reflecting the strengths and needs of the individual;
services that follow the individual déds goal; and
the community, including the social supporttabiaor in need of being create@ertification as a

community integration worker is competency based. One required competency includes knowledge about
collaborative planning with people with psychiatric disabilities, including goal settingsisiahicessds

training and linking with supports in the commahitycensing standards for mental health services

require that theervice plan be designed so that progress toward goals can be monitored ant evaluated.
Individualized planning is also a e@iee of the consent decree.

% Tracking waiting lists
DHHS doedave a system for tracking waiting lists and a system for monitoring unmet need. However, at
this point in time, DHHS is not confident about the data being produced by either me&tdriSnasks
providers to record those waiting for services in a centralized waiting list managed by the administrative
service organization (ASO). Compliantethis request is still unevddHHS is also attempting to
collect information on unmet neddoweverjssues with the data collection process and feeds into the data
system mean thtlite datdasnot yetreliable

DHHS is currentlyvorking to improve the reliability of its waiting list and unmet need data

Institutional Supply

%4 Privacy and autonmy considered
Hospital licensing standardguire psychiatric hospitals to ensure that the physical environment ensures
privacy and require that patients be allowed to participate in planning recreational activities whenever
possible. However, they dd address patient participation in meal planning and providing patients with
flexible meal or activity scheduled.m&htal health services are governed by the Rights of Recipients of
Mental Health Services, which sets standards for privacy and autchatimgthe right to space for
private communicatioasdthe right to have personal propeiyese rights do not extend to the right to
control one®s o \actorscontributing toansumen@igatysand atdonamy.

Controls on supply

In 2004, Maine replaced its Augusta facility with a new facility, the Riverview Psychiatric Center, which is
licensed to serve a maximum of9Zoday, the Dorothea Dix Psychiatric Center serves a maximum of 100
peopled Increasing the numberoffice ed beds i n Maineds psychiatric

%Stakehol der Meeting, May 19, 2008, Mapping Access to N
Grant.

3610144 CMR Chapter 101, MaineCare Benefits Manual, Chefetitn 17.011.

37Maine Department of Health and Human Services, Office of Adult Mental Health Services. May 2008. Procedural
Guidelines for Mental Health Rehabilitation Technician/Community (MHRT/C) Certification.

3814193 CMR Chapter 6, Meritidalth Licensing Regulations, Section CS.8.

39Maine Department of Health and Human Services. Riverview Psychiatric Center, History of the Augusta Mental Health
Institute. http://www.maine.gov/dhhs/riverview/history/index.htnretrieved February 8, 2009.

40Maine Department of Health and Human Servcies. Dorothea Dix Psychiatric Center.
http://www.maine.gov/dhhs/DDPC/indexigtml, retrieved November 24, 2008.
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Certificate of Need regulatiaghCurrently, DHHS has no plans to increase the number of public or private
psychiatric hospital bed3HHS does not offer incentives to reduce the supjplgychiatric hospital beds.

Nursing facilities are also subject to Certificate of Need regulations. (For more information on CON
requirements for nursing facilities, seéNEBTUTIONAL SUPPLYdiscussion und€LDER ADULTS AND
ADULTS WITH DISABILITIES, below.)

Transition frominstitutions

Identifying peoplefor transitioning

DHHS requires hospitals to have a preliminary discharge plan within three days of admission, with a full
plan to follow seven days lateDHHS moritors the length of time veten the date a person is
determined oOready for di s cRoaexanelénitha rembrtirtgpegioddfat e of
the 2009 fiscal yedR3, or27% of the delayed discharges were related to a lack of housingoptons.

many, this day is associated with highly specialized needs, often including medical needs.

Funds transition planning

A personwho applies for community support services while an inpatient in a psychiatric facility must be
assigned a community support worker witthinworking daysThe community support worker

participatein dischege planning and makes contact with the individihéh threedays ofeturning to the
community DHHS also facilitasghe transition back to the communifycoordinating access to

residential service§&irst piorityis giverto people currently in stadperated psychiatric hospitaégond

priority to hose in specialtyspchiatric hospitals,rith priority to tlose in community hospitas

Whenever possible, DHHS prefersdualop individualized residential supports for people transitioning out
of stateoperated psychiatric facilities, sometimes delaying the transition.

Funding for onetime transition expenses

Wrap Fundsan be usefiir onetime expenseés facilitate tragiton i ncl uding first mon
expenses associated with transitioning out of a hospédtition DHHS has a Bridging Rental

Assistance Program that provides rental assistance while people are on waiting lists for other public housing
assistance. Again, persons transitioning out of a psychiatric hospital are given first priority for these funds.

A Continuum of RsidentialOptions

% Privacy and autonomy considered
Currently, mental health residential services are dually licenskcknsd® regulations for mental health
agencieand the Assisted Housing licensing regulatissisted Housingcensing regulations articulate an
individual s right to privacy and the esidengidit t o ¢
providers to solicit residentsd preferences when
in meal planning and to use their own furnishings in their rooms. The licensing regulations however do not
place a heavy emphasigpanacy and control and do not require staff to be trained in person centered care
or servicesDHHS is currently revising its licensing regulations for residential mental health services.
Howeverdl mental health services are governed by the Riftsipients of Mental Health Services,
which sets standards for privacy and autonomy, including thethigHetst restrictive environment, the
right tospace for private communicati@arl the right to have personal property. These rights do not

4110144 CMR Chapter 503, Maine Certificate of Need Procedures Manual, Chapter 4(1)(B)(5).

4214193 CMR Chapter 1, Rights of Recipients of Mental Health Services, Part B(lII)(E).

4“Maine Department of Health and HamServiceg\dult Mental Health Servic@ztober 2008Performance and

Quality Improvement Standards, Standard 14 Measure Method 6.

“Stakehol der Meeting. May 23, 2008. Mapping Access to
Grant
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