SAAC Juvenile Justice Meeting 

Independence Center

September 14, 2011

________________________________________________________________

Present: Wendy Barrera-Andazola (JDC), Jerome Barry (Ind.Center), Kelli Czarnick (CGC/YAC),Bev Hoagland (Probation), Sara Hoyle (Lancaster County), Sara Kliewer (Cedars), Stephanie McLeese (Centerpointe), Patte Newman (SAAC), Vicky Thompson (Cedars), Sara Wolter (LMEP/SCIP)
Guest: Roxie Cillessen
After self-introductions, Sara turned the meeting over to Roxie who handles Medicaid for Health and Human Services (HHS). 
Roxie said she was happy to update the group on children’s services since her last visit in January. She said that as we all know, the state is in the middle of a corrective action plan with the federal agency Center for Medicare and Medicaid Services (CMS). She said the state was paying for services in Institutions of Mental Disease (IMD) facilities that did not meet PRTF standards of more than 16 beds with 51% having a diagnosis of mental disease or are on psychotropic medication. The state had to make assurances that they would meet these standards of care, change the state plan and strive for full compliance by July 1st. One problem is that the regulations are still in draft form and not yet promulgated. Had the state not tried to get things up and running Nebraska could have lost 60% of the funding for children’s health services. All involved are making progress toward this high standard of in-patient care and final date for compliance is July 1, 2012. CMS says any 24 hour residential services paid have to be an in-patient psychiatric residential treatment facility (PRTF). For facilities with fewer than 16 beds there is another model of community based services for sub-acute cases. Therapeutic group homes should have fewer than eight beds based on a promising practice model showing better outcomes. Medicaid can only pay for treatment services in residential facilities that are not PRTFs so legal guardians are responsible for room and board for children placed in Therapeutic Group Homes. Another option is Professional Resource Family Care (PRFC), which is likened to treatment foster care, but a very different service which is another promising practice. This allows an alliance between the biological family and a professional family. She explained that if a youth in a PRTF is discharged and shows progress for awhile, and then beings to have severe symptoms again, the next step could be brief intervention in PRFC to continue working to get that kid back into the community. On July 1 they implemented the last changes and CMS asked them to sunset old language. Consequently, Nebraska had to implement a new rate methodology that CMS would approve. She said that one bundled rate does not apply any more. CMS has required us to unbundle Therapeutic Group Home, PRFC, Day Treatment and Intensive Outpatient  rates. Agencies with these services will implement a fee for service system so each therapist will be paid separately in line item billing. The Affordable Care Act will create a system that bills for episodes of care and for outcomes. This could result in bundling of services again in 2014. Roxie said an example would be having one dollar amount for an appendicitis procedure rather than multiple charges for various things involved in that surgery.  So if there is a diagnosis of alcohol dependency there would be one Medicare rate of say $2,800 for the client regardless of the time spent. It could run from four days to forty days for treatment. 
CMS is the center for both Medicare and Medicaid services and are trying to get both programs as similar as possible. One rate methodology used in the determining rates for the new unbundled services was a percentage of the Medicare physician rate.
Roxie said July 1st came and went and the world did not end and most claims are paying appropriately.  There have been some glitches but they are working through the problems. 
Jerome said that NABHO is meeting with Vivianne Chaumont, state Medicaid director, to discuss at risk contracts. They wonder if things will all change again. Roxie explained that there are two types of managed care, at risk and Administrative Service Organizations (ASOs). An oversimplified explanation would be with at risk, an actuary calculates what is spent per member per month. They add up all categories of claims and divide the total spent by the total number of clients lives covered. That figure is amended with an inflation factor for the next year so they have an idea of what it takes to serve each member, each month. This depends on the health of the population so if open heart surgery is included it is part of the total. Generally the Medicaid population is not a healthy population. State wards are a high cost population carrying high financial risk. So it is difficult for private HMOs to bid on the public sector. . Currently there are only four or five managed care companies bidding for public sector contracts  because of financial risk. An example given was if a household is given $1500 for an annual water bill and can keep the kids from using water they could save the difference. Roxie said they might make significant investments such as low flow toilets which is initially a high expense, but that could save money in the long term which could be spent in other ways to benefit the family. The safeguards are that CMS has to approve things so companies could not low ball the bid and then not be able to deliver the services. That is why actuaries are required to provide rates that are realistic. Companies like Magellan or Coventry can use Medicaid funds to provide services in IMDs in lieu of payments to hospitals and more expensive services. If the managed care company determines that it is more cost effective to put a patient in the Cornhusker Hotel instead of a hospital they can do that in lieu of payment to a more expensive service as long as the outcomes are achieved. 
Jerome said that NABHO wants to go to at risk managed care to save the facilities in Nebraska that have more than 16 beds and are IMDs. Roxie said that Medicaid has never been able to pay for anyone at the regional center which is an IMD for ages under 65 years. The younger than 21 exception is for  IMDs that are PRTFs. Vivianne Chaumont, Medicaid Director has knowledge of at-risk managed care having worked in other states. This solution has been accepted by most Nebraska providers as the solution to the IMD problem in Nebraska.
Magellen is not at risk here (but have been in Iowa for 15 years). They do utilization reviews, provide quality assurance and ensure that providers are appropriately credentialing but do not make money nor are they at risk of losing money on services. They are paid for administrative services rendered and Nebraska Medicaid pays the claims. The goal of at risk managed care would be to receive competitive bids which will get the most services at the least cost for the state.
Roxie said they will pursue at-risk contracts. CMS was just sent a letter to assure them adults would not be served in IMDs and they hope to be in total compliance by July 1, 2013. They will see what the response from CMS is. Changes take time to implement properly if they have to use RFPs and the state procurement process. 
Roxie was asked about juveniles who sexually harm. What facilities are available here and not out of state? Child Guidance is the only Therapeutic Group Home and has a great program but there is a waiting list. Roxie said it is a difficult population and smaller facilities work best. It is difficult to bring up new sex offender treatment facilities because of security involved and community opposition. The only PRTF serving juveniles who sexually harm in Nebraska is the Lincoln Regional Center which is also a very good program that does have available beds for kids needing PRFT level of care. The goal is to deal with the diagnosis that affects behavior instead of applying labels which is difficult since children must have a diagnosis to receive treatment. 

Roxie said she would like to pitch the idea that if we could treat kids with IOP and day treatment and regular out-patient with family therapy without removing them from their homes, we might be better off than putting kids in residential programs and then offering no services after release. Having kids in and out of residential care is not the answer. However, community based treatment programs are struggling all over the state. Journeys is struggling in Omaha. An agency in North Platte got only three referrals and had to close. We need coordinated efforts to improve the system. If IOP is twelve hours a week, isn’t that considered a significant treatment?  Yet many legal guardians feel if they are denied residential treatment and offered a community based service like IOP or Day Treatment, they have been offered nothing. Concern was expressed that residential treatment cannot simply go away and Medicaid agrees. What would the typical PRTF time be? Roxie said they are trying to find the medically necessary time frame and not standard length of stay.  It was pointed out that it’s difficult to get parents to take their kids for evaluations or treatment, whether due to stigma or money and Roxie said we need to keep trying to get parents involved and engaged. One single adult in a kid’s life can make a difference if they listen to what the kid is saying. We need more adults willing to take that time. Parent education would be effective. One agency said a parent called about the daughter using and got the kid in counseling but she won’t say anything. How do you engage the family unit and get to the problem?  It would be nice to be able to think out of the box to use funding for easier things to tackle to reduce ultimate costs. When dealing with adolescence and addiction the nature is pre-contemplated or less and it’s tough to get that across to a kid in IOP. What is going on is not working. If there are dual issues more intensive services are not available and meeting two times a week is not IOP. If the need is integrated treatment they need to find therapists who have both credentials but you still need funding to pay for the services. Roxie said the discussion is great and with at risk managed care it’s easier to find ways to fund out of the box ideas than with straight Medicaid payments or even with waivers. If you can prove outcomes, you could pay parents $50 to come to a class or to pay for mentors to help kids who need it. 
Roxie said she is happy to answer any questions about the Medicaid side of things or direct calls to others if she doesn’t know the answer. Her cell is 326-2071. For contacts on other questions she suggested Maria Lavicky for child welfare issues, Jackie Hill on higher level of care at Magellan or Tamara Gavin the clinical supervisor. 

Sara thanked Roxie for taking the time to meet with the group. 
Patte said the SAAC Report will be printed shortly. We had amended the report with new data where available. Additional information will include some of the arrestee data from Cornhusker Place, the latest SHARP survey which includes participation from urban schools and some updates on text. 
The group was asked who they would like to attend next month. There are still problems finding who has the legal authority to get releases for youth as it seems to bounce back and forth between KVC and HHS. Sara will see if she can get representatives from both to help solve this problem.

Next Meeting: Thursday, October 20th at 9:30 at the Independence Center. 
