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Non-Discrimination Notice
The Department of Mental Health, Mental Retardation and Substance Abuse Services (DMHMRSAS) does not
discriminate on the basis of disability, race, color, creed, gender, age, or national origin, in admission to, access to,
or operations of its programs, services, or activities, or its hiring or employment practices. This notice is provided
as required by Title II of the Americans with Disabilities Act of 1990 and in accordance with the Civil Rights Act of
1964 as amended, Section 504 of the Rehabilitation Act of 1973, as amended, the Age Discrimination Act of 1975,
and the Maine Human Rights Act. Questions, concerns, complaints, or requests for additional information
regarding the ADA may be forwarded to DMHMRSAS's ADA CompliancelEEO Coordinator, State House Station
#40, Au,gusta, Maine 04333, 207-287-4289 (V), 207-287-2000 (TTY). Individuals who need auxiliary aids for

I. EXECUTIVE SUMMARY

This document, A Plan for Children's Mental Health Services, represents the final report to the
118th Maine Legislature' s Joint Standing Committee on Health and Human Services, as required
by LD 1744, 1997 Resolve, Chapter 80. The plan culminates six months of intensive effort on
the part of Maine's child serving state agencies, parents of children with emotional and
behavioral needs, legislators, providers of children's mental health services, and many other
interested people from all geographic areas across the State of Maine.
The Department of Mental Health, Mental Retardation and Substance Abuse Services was
charged to take the lead role in designing a comprehensive, integrated system for managing the
delivery of children's mental health services in the State of Maine. Accordingly, this plan does
not focus solely on the mental health services funded by and provided through DMHMRSAS.
Rather, all stakeholders acknowledge that the Departments of Human Services, Education and
Corrections each playa meaningful part in the lives of these children and their families, and will
continue to do so in the future.

The Plan for Children's Mental Health Services is unprecedented in its comprehensive scope,
by the commitment of its participants, and in its contents. The plan's features include:
Current data, developed specifically for this report, and available to members of the Design
Team, provides a foundation for planning. The data estimate that at least 42,000 Maine
children have behavioral or emotional service needs serious enough to warrant treatment , and
that 27,500 are challenged by serious emotional and behavioral difficulties. Information about
services provided across all four child serving agencies, counting both state and federal funds,
show expenditures which impact children's mental health services estimated to be as much as
$151 million in Fiscal Year 1996. Of the $68 million in Medicaid funds spent on behavioral
health services for Maine's children, three out of four dollars were spent in the most costly and
restrictive out-of-home treatment alternatives, reducing Maine's capacity to develop community
services and limiting the number of children who can be served.
A values based foundation, endorsed by all participants promotes a system which is child and
family centered. The strengths and needs of the child and family dictate the types of services to
be provided through an individualized planning process, with families/guardians as equal and full
participants. Services must be outcome based, with management and decision-making
responsibility residing at the local level. Shared values require that services are delivered in the
least restrictive and most clinically appropriate environment, with safety as the first priority.
Stakeholders agreed that prevention and early intervention enhance the likelihood of positive
outcomes and that transition to adult services, when needed, must be ensured and supported.
The structural centerpiece of this plan is the development of a system of care, rather than
fragmented, piecemeal responses that characterize children's mental health across the childserving agencies today. A system of care for children must have a single management authority,
a single mission and a common set of values. The plan endorses an integrated system of care,
led and managed by DMHMRSAS. In this system, entry may come from any point in the
comm~nity and will occur when a mental health need is first identified.
1.

Services will be provided through a Local Service Provider Network, part ofthe systems
infrastructure under development by the DMHMRSAS. The management structure for this
system will be through the Network Manager, an independent entity under contract to the
department, that represents the single point of gatekeeping authority and accountability for the
assessment of need and delivery of services in the local area.
On a day to day basis, the system of care will be managed by the Child and Family Team,
utilizing an individual planning process. The process envisions that whenever a child needs the
services/supports of multiple systems, direct care workers from each ofthese systems will come
together with the case manager, family and other individuals identified by the family to develop
an individual service plan. The team will address issues across all domains to ensure
consistency of approach, sanction the blending of resources across agency lines and coordinate
services from multiple agencies into a unified plan of care. Multi-agency cases may also be
supported through a Local Case Resolution Committee or the Regional Children's Cabinet.
The plan establishes and defines Core Mental Health Service Components that are necessary to
support the system of care. These service components include: prevention; crisis intervention;
case management; family and child supports; clinical services; and residential treatment. The
core service array is intended to provide a blueprint for developing service capacity in the seven
local service areas of the state. Each of the child-serving state agencies currently provides or
funds a number of these services within its own domain.
The Plan addresses state agency roles and responsibilities, including new and proposed
Interagency Memoranda of Understanding. Participants recognize that the mental health needs
of many children, youth and families served by DHS, DOC, DOE and schools are adequately met
by those systems, and responsibility for delivering those services will remain within the existing
agencies. However, in the proposed system of care, closer linkages between the systems will
result in DMHMRSAS playing a major role in developing, providing and monitoring mental
health services within the other child-serving agencies.

Financing strategies to support the development ofthis system include selective restructuring of
Medicaid, redirection of funds from institutional settings to community-based services, expanded
access to federal Title IVE dollars and flexible use of state and federal block grant funds.
Mixing categorical and flexible resources in new ways will result in individualized services that
meet a child's unique needs, as opposed to rigid funding that creates wasteful, "one size fits all"
program slots. Through blendedfunding, parts of each agency's resources can be used to fund a
plan so that services and supports can be provided in a way that maximizes all revenue resources.
The plan addresses implementation strategies to begin the development of a comprehensive
system of care for children and their families. A multi year service development sequence
outlines the types of services that will be needed to support a complete system of care. These
service needs were derived from current service capacity data that show the current utilization
of core mental health services, statewide. The capacity study then estimates future need for
discrete services. The results indicate which services will require additional capacity and which
services show excess capacity. The data show priority needs to develop crisis services, case
management, in-home behavioral health and outpatient services, among others. Excess
capacity is shown for acute inpatient and group homes/residential services. The plan concludes
with a ~etailed First Year Implementation/Work Plan focusing on administrative, policy and
regulatory priorities to be addressed through January, 1999.
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II. INTRODUCTION
HISTORY OF LD 1744

During the first session ofthe 118th Legislature, members ofthe Joint Standing Committee on
Health & Human Services (H&HS) passed a Resolve "To Plan for Services for Children with
Mental Health Needs," which became Chapter 80 ofthe laws of 1997.
The impetus for the Resolve was a series of events and issues relating to children's mental health
that came to the committee's attention during the course ofthe session. Because these issues
touched all ofthe child-serving state agencies, the committee shaped the Resolve to address
problems in. the system from a comprehensive perspective.
The Governor's Office and the Joint Committee demonstrated their commitment to a meaningful,
permanent solution to the problems facing Maine's families by designing the Resolve as a
vehicle for structural systems change. LD 1744 calls for the Department of Mental Health,
Mental Retardation and Substance Abuse Services (DMHMRSAS, or the Department) to take the
lead role, in consultation with the Department of Human Services (DHS), the Department of
Education (DOE) and the Department of Corrections (DOC), in designing a comprehensive,
integrated system for managing the delivery of children's mental health services in the State of
Maine.
THE PLANNING PROCESS

Immediately following passage of Chapter 80, the Department created a steering committee to
guide the mental health system design planning process, with membership representing all major
stakeholder groups. The steering committee included policy level representatives from each of
the child-serving state agencies, three members ofthe H&HS Committee, and representatives
from the mental health service providers' organization and the statewide parent organization.
The Commissioner ofDMHMRSAS served in an ex-officio capacity.
The steering committee assumed responsibility for managing the overall planning process.
Tasks included organizing a division oflabor, defining manageable workgroup responsibilities,
establishing a workplan to address the tasks required by LD 1744, maintaining communication
among stakeholders, and sanctioning changes in direction or timetables when necessary.
Workgroups comprised of representatives of all stakeholders were organized to address three
topic areas: systems/access, services and supports, and finance. Beginning in June, the three
workgroups met on the average of twice a month, and maintained coordination with one another
by meeting as a large group once a month. For each topic area, workgroups came to agreement
on overarching principles, identification of barriers to effective services for children, and
strategies to overcome the identified barriers. The intense work over the summer built a
collaborative atmosphere among the state departments, providers and parents. There is a strong
commitment among all the stakeholders to the creation of a mental health system for children.
More detailed discussion ofthe planning process and a list of all participants is included in
Appendix A. Almost a hundred individuals participated as members of the overall "Design
Team".

Section Two ofLD 1744 required that DMHMRSAS and DHS review current Medicaid rules for
children's mental health services, and adopt new rules consistent with the goal of providing a
comprehensive network of children's mental health services in the least restrictive and most
appropriate settings. In order to implement this section of the Resolve, staff from the two
Departments met a number of times, and with the assistance of an expert consultant, conducted a
review of Medicaid rules applicable to providing care and treatment for children (see section on
Medicaid Rule Review and the report as Appendix B).
The planning process focused on designing a children's mental health system to assure easy,
family-friendly access and a complete and comprehensive range of services and supports,
financed through a creative blend of existing resources as well as reallocation and redistribution
of existing dollars. The workgroups also analyzed recent utilization and cost data. The plan that
follows is based on recommendations from the three workgroups.

WHO ARE THE CHILDREN?
Recent national epidemiological estimates from the Center for Mental Health Services project
that between 14 percent and 20 percent of children and youth between the ages of 0 and 18 years
of age have mental health problems serious enough to require treatment (6.8 to 9.8 million
children nationally), and that 9 percent of children and youth experience serious emotional and
behavioral disturbances (4.4 million children). Applying these prevalence rates to Maine, it is
estimated that between 42,000 and 61,305 children experience behavioral and emotional
problems, and approximately 27,500 are challenged by serious emotional and behavioral
difficulties.!
The following statistics are based on a national evaluation of22 community-based systems of
care for children and families:!

Children Served in Community Systems of Care
•
•
•
•
•
•
•

The children served are predominantly male (63% boys, 37% girls);
Most children (74%) are between the ages of6 and 15 years, with an average age of 14
years;
35% of the children have a history of physical abuse and 25% have experienced sexual
abuse;
A substantial percentage (42%) ofthe children live in single-parent homes;
Over one quarter (29%) ofthe children have experienced one or more previous inpatient
psychiatric hospitalizations;
Two-thirds (67%) of families and 81 % of single-parent families served are living below
federal poverty level;
.
Two-thirds of families served are challenged by mental illness, domestic violence, and/or
substance abuse.

1 Report from CMHS Strategic Planning Meeting, June 18-19, 1997, Washington, DC. The descriptive profile is based on data
obtained on 11,497 children and youth involved in the Center for Mental Health Services National Evaluation of the
Comprehensive Services Program for Children and Adolescents.
"
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One ofthe twenty-two comprehensive service demonstration sites funded by the Center for
Mental Health Services is located in four counties in northeastern Maine. Called the Wings
Project, it has funded and evaluated a local approach to coordinated services for children with
serious emotional disturbances for the past three years. The following chart compares children
and families served in the Wings Project to the national profile

Comparison of Children and Families Served· Wings vs. CMHS National
System of Care Profile
(n=275)

years

(n=11,497)

years

These data show that in the four project site counties in Maine, children with serious emotional
disturbance have a slightly higher incidence of physical and sexual abuse and a higher rate of
mental health problems in the family than the national comparison group. Even more strikingly,
children in the Maine project are hospitalized at almost twice the national rate. This finding
reflects the lack of community-based services throughout the state, resulting in an
over-utilization of inpatient services.
A need for mental health treatment and supports may originate from any single or combination of
factors which may be neurobiological, genetic, environmental, or traumatic in nature. Any of
these factors can decrease a child's well being or ability to function across any or all domains of
hislher life (residential, education/work, interpersonal relations, physical/psychological, safety,
legal, and spiritual/cultural). Mental health services are those clinical interventions and supports
which ~elp stabilize emotional and behavioral problems and teach children the self-management
and social skills needed to improve their level of functioning. Clinical expertise from the mental
3

health system may be used to support children in the context of other service settings, for
example, assisting the school in the reduction of the behaviors which are interfering with a
child's ability to stay in school. Similarly, expertise from the school system may be invaluable
for the clinician in establishing how a child learns so that behavioral plans are developed within a
context that the child can understand. An integrated system of care brings each system's
expertise together in order to address the needs of the "whole" child.

4
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Services: Child

Servill~

Agencies

Maine

• Case Management
• Home Based
Services
• Residential Care
• Sex Offender Tx.
• Substance Abuse Tx.
• Transition Services
• Vocational Services
• Wraparound Services

• Community
Restitution
• Detention
• Electronic
Monitoring
• Foster care
• Independent Living
• JISS Monitoring
• Job Skills Training
• Maine Youth Center

DOC

•
•
•
•
•
•
•
•
. •
•
•
•
•
•

Case Management
Community Support
Crisis Services
Day Treatment
Diagnostic Services
Family Preservation
In-home Services
Parenting Classes
Sex Offender Treatment
Residential Care
Substance Abuse Services
Transition Services
Transportation
Vocational Services

•
•
•
•
•

Day Treatment
Early Intervention
Homeless Services
Residential Care
School-Linked Mental
Health
• Special Education
• Transition Services
• Vocational Services

• Assistive Technology
• Bilingual Education
•
•
•
•
•
•

Adoption Services
Child Abuse Evaluation
Child Protection Services
Day Care Services
Forensic Interviewing
Independent Living
Program

• Foster Care
• Institutional Abuse
Investigation
• Parental Capacity
Evaluation

• Even Start
• GOALS 2000
• General Educational
Services
•
•
•
•

Immigrant Education
Migrant Education
Reading Recovery
School Nutrition

• School to Work
• Student Assistance
Team

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Acute Hospitalizatil
Autism Services
Case Management
Child & Family Advocacy
Crisis Intervention
Child & Family Services
Consolidated Crisis Response
Counseling
Day Treatment
Developmental Therapy
Early Intervention
Homebased Family Services
Homeless Services
In-home Treatment
Infant Mental Health Services
Intake & Referral
Medication Management
Parent/Sibling Support Group
Psychological/Psychiatric
Assessment
Residential Care
Respite
School-Linked MH Services
Self Help-Peer Support
Sex Offender Treatment
Substance Abuse Services
Transition Services
Vocational Services

.

• Risk Assessment

DHS

DOE

. Shaded areas represent specialized services available to children with mental health needs.

DMHMRSAS

LD 1744 - MH SERVICES BY FUNDING SOURCES AND DEPARTMENT

SERVICE CATEGORIES
Case Management

·

Targeted Case Management

Outpatient
MH Day Treatment

·
·
·

Infant MH

DMHMRSAS
General Fund,
Medicaid,
PATH, Wings

DHS
General fund,
Title IV-B,
Family Pres.

.General Fund,
Medicaid,
Block Grant

General Fund,
Medicaid

General Fund,
Medicaid,
Private
Non-Medical
Institution
(PNMI)

Medicaid,
General Fund,
Title IV-E

General Fund, .
Medicaid,
Block Grant,
OSA-Shelters

General Fund,
Medicaid,
Title IV-E,
Family Pres.,
Social Service
Block Grant
General Fund,
Medicaid,
Family Pres.

DOC
General Fund,
Medicaid,
FederalOJJDP,
County Corr.
General Fund,
Federal Justice
Assistance

DOE
General Fund,
Medicaid,
PartH

General Fund,
Medicaid

General Fund,
Local
Educational
Authority
(LEA)
(Educ. Cost
for Res. Treat.
Center)

Children Outpatient
Children Medication
MH Adult Outpatient
Interpreter Services
All Psychologists
Psych Examiners

· Psych RNIMSW
· Hospital Outpatient
Psych Hospital Outpatient
· PhysicianslPsychiatrists
Residential
· Residential Treatment Center
· Group Carel Residence
· Therapeutic Foster Home
· Out of State

Crisis

·

Crisis Response
Crisis Beds

·

Emergency Shelters

Homebased Services
Homebased Community Services
Child/Family Community Suppt.

General Fund,
Medicaid,
(Wraparound)

Family Mediation

·

Wraparound Flexible 1: 1

Family Support Services
Respite Services

·

General Fund,
Fed. Wings

General Fund

Parent Support Groups
Parent Advocacy
SociallRecreation Services
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General Fund,
Medicaid

LD 1744 - MH SERVICES BY FUNDING SOURCES AND DEPARTMENT

SERVICE CATEGORIES
Early Intervention

DMHMRSAS
General Fund

DHS
General Fund
Medicaid,
Preventive
Health Prog.
Mental Health
in Schools
Project

Birth thru School Age

School Based Services

·

Day Treatment
School Psychologists,
Counselors

Substance Abuse Services

·

SA Outpatient

Medicaid
Block Grant

General Fund

Residential (PNMI)

Inpatient Hospital

General Fund,
Medicaid

Childrens Psychiatric

·

General HospitaVPsych Hospital
Out of State

Transportation

General Fund,
Medicaid,
Title IV-E,
Social
Services Block
Grant

0-17
18-21
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DOC

DOE
Federal
PartH

General Fund,
Medicaid,
LEA

III. STATEMENT OF THE PROBLEM
The following section summarize's the major structural problems in the current service delivery system that were identified by the three
workgroups. These issues, and the recommendations for the development of a system of care that follow, are in substantial agreement
with recommendations made in a number of previous studies and reports, including the Maine Task Force, for Mental Health:
Findings and Recommendations Regarding Services for Children (September, 1996), The Commission on Children in Need of
Supervision and Treatment (March, 1989), Interdepartmental Reports per Legislative Resolves (June, 1986), Special Commission on
Governmental Restructuring (December, 1991), and the Task Force on Adolescent Suicide and Self-Destructive Behaviors (May,

1996).
Structural Problems
1. Lack of a System of Care.

Even though Maine spends millions of dollars on behavioral health services for children, there is no unified system for the
provision of mental health services for children, either at the state or local level.

Explanation: The statute creating the former Bureau of Children with Special Needs within the DMHMRSAS limited DMHMRSAS'
involvement to children not eligible for services from any other State agency. This forced each agency to develop mental health services for
the children in their respective systems. Although state and local agencies serving children and youth strive to coordinate services, there is
currently no single system responsible as the lead agency in coordinating a comprehensive system for children's mental health services. This
lack of a systemic approach to managing mental health resources occurs both at the state level and at the local level, where there is no effective
structure for the planning or management of integrated services. Even Medicaid, the state's largest resource for financing mental health
services, does not support a system of care: Because there is no designated entity responsible for coordination, capacity development and
gatekeeping across complex and overlapping services, the policies governing Medicaid-reimbursed mental health services inadvertently
undermine the concept of a system of care (see Medicaid Rule Review in Appendix B). The result is that a myriad of services are paid for
retrospectively by Medicaid without the benefit of a network of care that was prospectively designed to serve Maine's children in the best
possible way.
The lack of a coordinated system of care has also resulted in conflicting definitions of the target population. Moreover, children with multiple
problems (e.g., a severe emotional disturbance and mental retardation) have a particularly difficult time accessing appropriate services.

2. Overutilization of High Cost Services.

Current federal and some state funding rules result in the use of high cost institutional placements. As a result, Maine hospitalizes
children at twice the national rate, and spends three-quarters of its child mental health dollars on the mos't restrictive settings.

Explanation: State Medicaid criteria are complex, with multiple steps required to gain access to low cost options, while criteria for higher
cost services are less restrictive. For example, "non-traditional Preventive Health Program (PHP)," the least restrictive Medicaid reimbursable
service, requires prior authorization, while in-state psychiatric hospitalization has no prior authorization criteria. Guidelines concerning length
of care also tend to favor hospitalization: While length of care requirements exist for four of the least restrictive Medicaid reimbursable
services, psychiatric in-patient length of care decisions are controlled by the admitting hospital. Additionally, current practice has state
agencies responsible for managing Medicaid seed for community-based Medicaid reimbursable services, while psychiatric hospitalization is
covered 100% by the Bureau of Medical Services (BMS), an arrangement that can encourage cost shifting as a way to protect limited agency
resources.
Maine's use of the optional "Medicaid Psychiatric Facility Services" (which covers free-standing psychiatric hospitals) encourages high cost
out-of-state hospitalization. The availability of this option, which covers 100% of costs, encourages the use of out-of-state placements for
many children with severe mental health needs. Continuity of care is more difficult to maintain for children placed out of state, as connections
with families and communities deteriorate and planning for their return is hampered by lack of current knowledge about the child.

Example #1: Emily has been diagnosed with a hearing impairment and significant development delays. In order to receive the specialized,
in-home services she needs, Emily must first be shown to "fail" with traditional home health services, and receive prior authorization for
"nontraditional PHP" from a home health provider. In contrast, if Emily's mother wanted to put her in a hospital, no prior authorization would
be required.

Example #2: There is a thirteen-week limit on home-based services from DMHMRSAS. This service places clinical staff in the home when
a child is in extreme emotional and behavioral crisis: mental health workers help to stabilize the situation, support other family members
affected by the crisis, and help the family to develop the skills necessary to handle the child's behavior. In contrast there is no limit to the total
days that a child in crisis may be hospitalized, and no external UR process to review the need for continued inpatient care.

3. No Single Point of Access -- No Clear Roles or Responsibilities.

There is currently no single point of access to the state's full array of mental health services, and no clear definitions of roles and
responsibilities, resulting in confusion for families about where to go for help.
'

Explanation: Eligibility criteria vary across systems due to varying federal and state requirements and mandates. Services and resources
across agencies are fragmented, and there is no coordinated mechanism for creating a clear point of entry to a full array of services.
Moreover, since each child-serving agency provides some limited mental health services, there is continuing confusion about the
roles of the different agencies. This situation has resulted in part from the limited mandate of the Bureau of Children with Special
Needs, in part from the lack of resources and adequate specialized clinical expertise in the mental health system, and in part from the
lack of capacity for the Department to deliver services on-site in the other child-serving systems.

Example: Wendy Kelly has agreed to provide temporary foster care services for Joe, an 18 year old boy with bipolar disorder and moderate
mental retardation. Although Joe clearly requires supervision, he is currently his own guardian. Joe will continue to receive special education
services until he reaches the age of21, but needs intensive in-home supports in order to remain in the community. Wendy doesn't know
whether the local school district, DHS, or DMHMRSAS should be responsible.

4. Inequitable Distribution of Resources.

Currently, the ability to access resources for mental health care depends to a large extent on where the child lives, as well as on
parental custody arrangements.

Explanation: Federal funding resources which are tied to specific populations of children create barriers to equal access. In addition, because
of the fragmentation of the system, children in the custody of DHS have access to a larger pool of resources than children residing in intact
families. Many families face relinquishment of their custodial responsibility to DHS so that their children may receive services.
There is also an inequitable distribution of resources geographically. A review of service utilization by geographic area reflects large
disparities in use of various service components across the state. For example, children residing in the Northeast, Kennebec-Somerset, and
Western service areas are more likely to receive services in inpatient hospital and residential treatment settings than children residing in other
areas of the state. Without further review of the data, it is not possible to cite specific reasons for this disparity.

Example: Ronnie is a 9 year old whose impulsive and often aggressive behavior places both of his two younger sisters and often his mother,
in danger. His diagnosis of ADHD adds a very short attention span to his behavioral issues. The local education authority is able to educate
the boy with 1: 1 aides and a very structured, individualized program. At home and in the community, however, even with in-home supports,
respite care, and a short crisis stabilization placement, his behavior is unmanageable. The mother is worn out, fears for the safety of her two
younger girls, and has exhausted what have proven to be ineffective community-based services. Her child requires a residential treatment
placement. The local PET feels, appropriately, they are able to educate him in the local school. There is no correctional involvement. The
DMHMRSAS has provided numerous community-based resources, including a crisis placement, but is unable to provide the long-term
residential treatment necessary as there are no funds for room and board. In desperation, the mother seeks DHS custody as the only method
available to her to fund the necessary residential program.

5. No Clear Point of Accountability.

Accountability for effective management of care, and for good client outcomes is divided between several agencies.

Explanation: Although DMHMRSAS, DHS, and DOE have mechanisms in place for limited gatekeeping of the services within their
systems, there is no coordinated gatekeeping procedure for the vast majority of Maine's mental health resources. Approximately 53% of
children placed out of state have no documentation in the case record of an assigned case manager from any state agency. 1 Lacking a single
point of accountability, many Maine children are inappropriately placed in institutional settings, with no agency or individual clearly
responsible for monitoring their treatment or assuring a timely and coordinated return to their community. Fragmented accountability has also
resulted in the state's inability to collect basic data regarding number of children served, how resources are utilized and whether the
interventions provided are effective. Each agency maintains separate information systems and collects different information, making it
difficult to make effective policy and program decisions.

Example: A DMHMRSAS mental health coordinator receives a call from Mrs. Jones. Her daughter, Jeanine is 16 years old and has
been at Charter Brookside Psychiatric Hospital in Nashua, NH for 18 months. Charter Brookside wants to discharge Jeanine. Mrs.
Jones is concerned that Jeanine is showing little improvement and there has been no discharge planning to put supports in place in
Jeanine's home. This is Jeanine's 8th hospitalization. She has never received services from any state agency.
IReport from BMS - DHS Medicaid Surveillance and Utilization Review/Quality Assurance, August 2, 1997.

6. Gaps in Services for Transition-Age Children.

Children often "fall through the cracks" between the children and adult service systems.

Explanation: Inconsistent, age specific agency mandates and funding mechanisms create problems as children whose mental health needs
have been met through special education or DHS custody "age out" and transition to DMHMRSAS, creating waiting lists for adult services
and disruption in continuity of care. Transition issues are exacerbated by out-of-state placements, which sever linkages between the child and
his or her family and community, and by failure to begin interagency transition planning in a timely manner.

Example: Sean is a 17 year old boy in DHS custody who has been at Lakeview Neuro-Rehabilitation in New Hampshire for four years. * He
has a history of abuse, fire-setting and severe behavioral problems which made it impossible for him to remain either at home or with foster
parents. On October 1st, DMHMRSAS receives a phone call announcing that Sean is turning 18, and will be returning to Maine. The
DMHMRSAS worker, who has a responsibility for participating in planning for children as they reach 18, has had no prior contact with or
knowledge about Sean, now has one week to find an appropriate residential placement.

*Lakeview serves primarily children with neurological conditions, autism, developmental delays, mental retardation, neuro-head
traumas and/or traumatic brain injury.

IV. WHAT THE DATA SHOW
In order to assess trends in behavioral health service use and expenditures in the current child and
adolescent service system, a series of analyses were conducted using FY 1996 Medicaid claims
data. The current analyses focused on Medicaid service use, since Medicaid funding represents
the single largest funding source for child and adolescent services, accounting for between 60
percent to 70 percent of all service use. These analyses examined service use and expenditures
across the following core service areas: inpatient hospital services, residential/group services, and
community-based services. They also looked at the distribution of service use across designated
geographic_ service areas.
An assessment ofFY 1996 Medicaid expenditures shows that $68.7 million dollars were
expended on behavioral health related service to children and adolescents in Maine. The
following chart shows the distribution of expenditures across three major service areas.

Percent of Total Medicaid Expenditures for Children in Out of Home
and Community Care Settings
Total: $68,664,247

Inpatient Hospital

30,S 13,883
44.4%

Community Care

17,298,082
25.2%

1

~

Seventy-five percent
or $51.4 Million
dollars of the total
Medicaid
expenditures go
toward serving
children and youth in
the most costly and
restrictive
out-of-home
treatment
alternatives
including inpatient
psychiatric hospitals
and residential
treatment centers in
and out-of-state.
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Children stay, on
average, 4 times
longer in
out-of-state
inpatient
psychiatric
hospitals than in
instate inpatient
facilities. Maine
has no long term
psychiatric
hospitals.

InFY 96 539
children and
youth ages 0-17
years were placed
in instate
psychiatric
hospitals* at a per
child cost of
$25,565 and 74
were placed in
out-of-state
institutions at a
per child cost of
$81,516.
*Children cannot
stay more than 30
days in psychiatric
hospitals in Maine.
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Child Admissions to Inpatient Psychiatric Hospitals and Residential
Treatment Facilities by local Service Network
Inpatient Psychiatric Hospitals
60~----------,

ResidentiaVGroup Treatment
50~--------~

Use of Community Outpatient and Case Management Services
by local Service Network
Community Outpatient Services

Case Management Services
120 r - - - - - - - - - - ,
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Children residing in
the Northeast,
Kennebec/Somerset
and Western local
service network
areas are more likely
to receive services
in inpatient
psychiatric hospital
and residential
treatment settings.

Children residing
in Cumberland and
York local service
network areas tend
to use
community-based
services, such as
outpatient and case
management
services less
frequently than
children residing in
other areas ofthe
state.

FACTS ABOUT
MENTAL HEALTH SERVICES FOR CHILDREN IN MAINE
1. It is estimated that between 14 percent and 20 percent (42,000 - 61,305) of children 0 to 18
years of age in Maine have mental health challenges serious enough to require treatment and
9 percent (27,500) have serious behavioral or emotional challenges.
2. A total of $68,664,247 in Medicaid dollars is spent on behavioral health related services to
children annually.
3. Seventy-five percent or $51,366,165 of the total annual Medicaid expenditures go toward
serving children in the most costly and restrictive out-of-home treatment alternatives
including inpatient psychiatric hospitals and residential treatment centers.
4. In FY96 539 children and youth between the ages of 0 and 17 years are placed in instate
psychiatric hospitals on an annual basis at a per child cost of $25,565 and 74 children and
youth are placed in out-of-state inpatient psychiatric hospitals at a per child cost of $81,516.
5. The average length of stay in out-of-state psychiatric inpatient facility is more than 3 times
longer than inpatient stays in Maine (i.e., 133 days out-of-state versus 32 days instate).
6. Children residing in the Northeast, Kennebec-Somerset, and Western local service areas are
more likely to receive services in inpatient hospital and residential treatment settings than
children residing in other areas of the state.
7. Children residing in Cumberland County tend to use community-based services such as
outpatient clinical, case management, outpatient emergency services, in-home family
services, and substance abuse services less frequently than children in other areas of the state.
Note: See Appendix C for child system profile data report

CONCLUSIONS FROM THE DATA
Analysis of Medicaid behavioral health expenditures suggests that there is currently a substantial pool of
resources supporting mental health services for children in Maine, and that an extensive array of
Medicaid-reimbursable service categories has been developed. However, resources are spread across
several agencies, and financial management is not well aligned with policy making authority. In
addition, a large majority of all resources are spent on high-cost services, restricting the state's capacity
to develop community services, and limiting the total number of individuals who can be served. This
pattern of expenditures, which has resulted in part from attempts to maximize federal revenue, is in
direct contrast to nationally recognized systems of care, where the majority of resources are directed to
lower-cost community services.
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v.

DMHMRSAS INFRASTRUCTURE

ACCOMPLISHMENTS TO DATE

Over the past two years, DMHMRSAS has undergone a series of refonns which create an
effective infrastructure on which to implement a coordinated system of care for children. In
1995, as part ofthe Productivity Realization Task Force, the Department reorganized its
operations, creating three integrated Regional Offices. The Regional Offices serve as an
identifiable point of linkage to other service systems at the local level.
Team Leaders with specialized clinical expertise in each of the population areas served by the
Department (mental health, mental retardation, children and substance abuse) work under a
single Regional Director, making it easy to access specialized services, even ifthe individual in
need doesn't fall neatly within one category or another. This structure also improves
coordination between the children's and adult service systems. The full integration of the Office
of Substance Abuse into the Department's operational structure will make it possible for
substance abuse problems to be addressed as an integral part of all ofthe Department's clinical
interventions and prevention activities.
Early in 1996, the Legislature enacted Public Law, Chapter 691, which created seven local
service areas and mandated the creation of "Quality Improvement Councils" to ensure
stakeholder participation in the planning and monitoring of local service systems. These service
areas provide, for the first time, a geographic structure for purposes of planning and systems
development, allowing DMHMRSAS to analyze resource allocation and service utilization
patterns geographically (see map on next page).
The development of local service network areas has also allowed DMHMRSAS to begin
program development in a systemic rather than piecemeal manner. For example, the
establishment of seven "Consolidated Crisis Response Systems" in 1997 has created a single,
integrated crisis capacity in each local area, greatly improving access and coordination of
services. DMHMRSAS has also established a template for the essential ("core") services that
need to be in place in each local provider network. Efforts have begun to build core service
capacity throughout the state. For example, respite care is now available for families in all seven
geographic areas. Ensuring that each geographic area has adequate capacity of all core services
is the first step in ensuring equality of access to services.
In the past two years, DMHMRSAS has also substantially strengthened its clinical capacity and
quality assurance/management infonnation resources. Statewide and Regional Medical Directors
will ensure that DMHMRSAS can provide timely clinical consultation concerning mental health
issues, and a new Quality Improvement/Quality Assurance Division will support systems
improvements through ongoing outcome evaluation and through regular participation of
consumers and family members in service monitoring.
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VI. THE PROPOSED SYSTEM OF CARE
VALVES & PRINCIPLES
A system of care for children must have a single management authority, a single mission, and a
common set of values if it is to be effective in serving children and families. The mission and
values must be shared by all stakeholders within the system, including the executive, legislative
and judicial branches of government; agency staff; parents; providers; communities and payors.
Developing and maintaining a common mission and set of values has historically been impeded
by fragmentation of the service system. Like the proverbial blind men and the elephant, each
child-serving agency has focused on one aspect of reality. For DHS, child safety is the
overriding mission; for DOE, it is child learning and development; for DOC, what matters most
is that the child obeys society's laws; and for DMHMRSAS, the primary goal is to improve the
child's level of functioning.
In the current system, separation of the different child-serving agencies leads to consideration of
each legitimate -- and important -- goal in relative isolation. In addition, each system may hold
oversimplified assumptions about the others, believing, for example, that DMHMRSAS serves
only children with intact families, or that DHS Child Protective Services harms families by
acting too quickly to remove children. Direct care workers, responding to the pressures and
responsibilities of their jobs, concerned about the consequences of failing to adequately fulfill
their obligations, and operating within different structures and with different professional
languages, have often found themselves in conflict.
In contrast, the proposed integrated system of care will support a unified mission and values by
providing the opportunity for ongoing dialogue between different service components, and by
creating a process for integrating different perspectives into a more complex and holistic picture.
Discussions that occurred during LD 1744 workgroup sessions suggest that conflicts of this
nature can be resolved when people have an opportunity to see the situation from the other's
point of view.
The following principles of practice are based on the vision established in December of 1995 by .
the Governor's Children's Cabinet, which specified that children's needs are best met within the
context of relationships at the family and community levels.' These principles will guide the
dev"eiopment, implementation and evaluation of the proposed children's mental health system.

'Statement of Vision, Mission and Goals of the Children's Cabinet, July 15, 1997
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Guiding Principles for a Children's
Mental Health System
1. Child and Family Centered.
The system of care is child and family centered, with the specific strengths and needs of the
child and family dictating the types and mix of services to be provided through an
individualized planning process which addresses all domains of a child's life with
fami.lies/guardians as equal full participants.
2. Outcome-Based
Services provided to a child and family must pursue long-term outcome objectives from a
whole life perspective.
3. Community Based.
The system of care is community-based, with the locus of services as well as management and
decision-making responsibility residing at the local level.
4. Least Restrictive and Most Clinically Appropriate Environment/Safety First.
The system provides access to a comprehensive array of services that address the child's
physical, emotional, social and educational needs within the least restrictive, most normative
environment, with safety always the first priority.
5. Functional Integration of Supports and ServiceslEasy Access.
The system provides services that are integrated, with linkages across all agencies and
programs and mechanisms for planning, developing and coordinating services. There are clear
roles and responsibilities for different child-serving agencies and a single mechanism (carousel)
of access for mental health services so that no matter where a child enters into the system,
he/she receives consistent access to the full range of services.
6. Single Point of Accountability for Clinical Services and Supports Management.
A case management system ensures that multiple services are delivered in a coordinated and
therapeutic manner, and that children can move through the system of services in accordance
with their changing needs. At the management level, a single agency has clear accountability
for ensuring the adequate delivery of children's mental health services.
7. Prevention and Early Intervention.
The system of care, in order to enhance the likelihood of positive outcomes, promotes
prevention, early identification and early intervention for children with, or "at risk of',
emotional problems in order to enhance the likelihood of positive outcomes.
8. Transition to Adulthood.
The system ensures smooth transitions to the community or adult service systems, if needed, as
children reach maturity.
9. Rights Protection and Cultural Sensitivity.
The system protects the rights of children receiving services without regard to race, religion,
'national origin, sex, physical disability, sexual orientation or other characteristics. Services are
sensitive and responsive to cultural differences and special needs.

THE PROCESS OF CARE
Overview. In the proposed system, entry into an integrated mental health system of care may
come from any point in the community, and will occur when a mental health need is first
identified. Services and supports will be determined by the family in conjunction with the case
manager through an individualized planning process and provided in coordination with other
agencies. Access is through a single mechanism so that wherever a child enters the system, the
full array of services is available. Parents will be put in contact, upon admission if desired, with
another parent who has experience with the system of care through Gaining Empowerment
Allows Results (GEAR) (see Appendix E). Services are provided in or near a child's
community, through a local provider network. There is a single gatekeeping mechanism (case
management) to assure that children receive the appropriate level of care. Management of the
system and resources by the network manager occurs to decrease dependence on high cost
services, and resources are redirected into building the capacity to serve children in local
community-based alternatives. Mechanisms are in place to track outcome measures, do service
management, and provide quality improvement to assure system effectiveness and
responsiveness (see chart and detailed explanation on next two pages).
Interagency Individual Planning Process: The Child and Family Team. Whenever a child
needs the services/supports of multiple systems, direct care workers from each of these systems
will come together with the case manager, family and other individuals identified by the family
to develop an individual service plan (ISP). -In situations involving multiple state agencies, the
lead case manager will be selected by the family when not in conflict with statute or court order.
This plan, building on the strengths of the child, family and community, will address needs in all
relevant life domains, including a place to live, family, school or vocational, social, medical,
psychological, legal and safety needs. With the creation of an interagency Child and Family
Team, issues across all domains can be addressed in a way that ensures consistency of approach
throughout all areas of a child's life. It will also allow use of creative blending of resources
across agency lines, the use of natural supports when possible, and coordination of services from
multiple agencies into a unified plan of care. The Child and Family Team will work to
coordinate across agency boundaries, but will not take the place of any mandated plans which
may address one domain within the service plan, e.g., the PET process mandated by special
education.
Children's Mental Health Service Array. A full array of services and supports is a key
component ofthe system of care. Six core mental health service components have been
identified: prevention; crisis intervention; case management; family and child supports; clinical
services; and residential treatment (see matrix on core services). Each core service is available in
varying degrees of intensity, depending on the level of need. This service array will be available
in all service networks. In addition to the core services, flexible resources will be available to
provide for those individual needs identified through the planning process which cannot be
addressed through categorical services.
The core service array is intended to provide a blueprint for developing service capacity in each
geographic area of the state. As the system of care for children matures, retooling of the core
service array may occur. For example, the development of specific "safety net" programs may
strengthen or expand one or more core service areas.

22

THE PROCESS OF CARE
DMHMRSAS

Provider Network

• •

I Network Manager I
plan Approved!

THE PROCESS OF CARE
Activity

Who's Responsible

• Crisis care: Crisis response within one hour; assigned case
manager with 24 hours

Network Manager

AccesslEntry

<

• Urgent care: Child connected with case manager within 24 hours

~

• Non-urgent service need: Child connected with case manager
within 7 days
• Family connected to GEAR, parent-to-parent support

Individualized Services Plan (ISP) Developed
• Assemble team of individuals from all involved systems
• Case manager, family & youth determine strengths, needs, goals
• Create an Individual Service Plan which may include
---services/supports from service array
---natural supports (e.g., big brother, YMCA, parent to parent)
---services from other systems (e.g., probation, special
education)

ISP

Child and Family
Team
Primary Case
Manager (or lead
CM)

• Lead Case Manager identified through the integrated initiative
CM, if applicable
• Funding specific to plan includes use of all eligible federal
funding streams blended with flexible funds
• Plan authorized by Network Manager for 3 months maximum

Plan Implemented
• Provide services on ISP

,/

eM

• Coordination of care, linkage to resources
• Crisis services, if needed
,

,

/

/~\

I

( MIA

~/

)

(LCRC)

Coordination by
Mental Health Case
Manager

Plan Monitored/Adjusted
• Ensure service delivery
• Work with child, family & other systems to modify plan as
needed
• Every three months: C & F team assess progress toward
individually identified goals and modifies plan as needed.
---Review level of care determination
---Plan reauthorized by Network Manager

Mental Health Case
Manager

.

Grievance/Conflict Resolution
• Grievance procedures followed
• Assess t%r service provision to continue during grievance
process

Mental Health Case
Manager

• Refer to LCRC for interagency conflict resolution/resource
management as necessary

System Effectiveness Evaluated
• Progress toward goals

G

• Youth and family satisfaction
• Restrictiveness of living arrangement
• Progress in school
• Involvement with law enforcement and correctional system

DMHMRSAS (with
input from Quality
Improvement
Councils and
Regional Children's
Cabinets)

Prevention/
Consultation

Crisis Intervention

Ildividual Planning /
Case Management

Family & Child
Supports

Core Clinical
Services

Residential
Treatment

Identification of At-Risk Children
Consultation
InformationlEducation

Designed to identify problems and intervene early. Information about health and emotional
development can identify children "at risk" and trigger treatment services. Education activities
inform the community about mental health problems; consultation services address individual
cases and assist other agencies in handling mental health problems.

General Fund
Medicaid - PHP
Part H - IDEA *
Pooled Flexible Funding

I-800-Crisis Line
Crisis Outreach Teams
Crisis Respite
Short Term Crisis Stabilization (In and
Out of Home)
Acute Hospitalization

Involves telephone and crisis outreach support and stabilization services to children and youth in
their horne, school, or other community settings. Services are available 24 hours a day, 7 days a
week. Crisis outreach includes an assessment of risk, identification of immediate needs,
development of a crisis stabilization plan, referral and fonow-up. Specific crisis interventions
may involve activation of a variety of in-horne support services, short term out-of-home
placement in the community, or short term hospitalization. Specialized services are available for
children and adolescents who have
abuse and for those who are at-risk for suicide.

General Fund
Medicaid - Crisis Services
Medicaid - Emergency Services
Medicaid - Inpatient Services

Screening and Assessment
Individual Service Planning
Homeless Youth Outreach
Intensive Case Management

Assessment involves determination of an individual or family's strengths and needs, contributing
factors, and existing assets and resources. An individual service plan is built on the results of
assessment, taking into account child and family strengths, needs, and preferences. Plans reflect
services to be secured, time frames for obtaining services, roles of persons who are natural
supports as wen as service providers, and measurable outcomes expected. An individual plan is
developed through a child and family centered planning process, such as the Child arid Family
Team. Agencies and programs already involved with the child and/or family are included in
planning process. Case management involves brokering services, advocacy, insuring that an
adequate treatment plan is developed and implemented, and reviewing client progress. Case
management involves aggressive outreach to the child and family and working with a wide range
of
and resources.

General Fund
Medicaid - Case Management
Medicaid - Targeted Case Mgmt.
Medicaid - Clinic Services
Part H - IDEA·
Pooled Flexible Funding
Children's MH Block Grant
PATH Grant (Homeless)

Respite
Parent/Sibling Support Groups
Social & Recreational Services

Natural and extended supports designed to strengthen the ability of families/caregivers to
maintain children in horne and community. Services include in-horne respite care, parent and
sibling support groups, and social-recreational services. Services provide respite from constant
caregiving, and each caregiver's problem-solving, communication skins, behavioral interventions
and advocacy.

General Fund
Federal Grant - Wings··
Pooled Flexible Funding
Social Services Block Grant
Federal- Family Preservation

PsychologicallPsychiatric Evaluation
Medication Management
Individual, Group and Family Counseling
School-Linked Mental Health Services
Day Treatment
Home-Based Services

Clinical services consist of a wide range of community-based treatment, including specialized
interventions for substance abuse, trauma, etc. Problem-oriented counseling, skills training and
in-horne behavioral interventions to strengthen and stabilize the family living environment to
minimize the risk of out-of-home placement. School-linked mental health services provide a
variety of educational/psychological assessment & referral, individual & family counseling,
special education and other support services geared specificany to support the child or youth in
the school environment.

Therapeutic Foster Care
Group Homes
Residential Treatment

Out-of-home residential services include specialized therapeutic homes with foster
parents recruited and trained to care for children with serious emotional and behavioral
challenges. Group homes provide a therapeutic living environment with a specific
behavioral or treatment focus shaped in part by common treatment needs of residents
with services available in the residence and the community. Residential treatment
centers provide round the clock staffing, a therapeutic milieu and addresses educational
needs.

; of July, 1998 Part H will become Part C
·ot statewide

General Fund
Medicaid
Federal grant - Wings~·.
Children's MH Block Grant
Substance Abuse Block Grant
Fed Grant- School Linked MH**
Part H - IDEA·
Pooled Flexible
General Fund
Medicaid - PNMI
Title IV-E
Substance Abuse Block Grant
Children's MH Block Grant
LEA - (Educational costs)

SYSTEM INFRASTRUCTURE
Local Service Networks. The infrastructure for service delivery within the system of care is the
local service network. Providers in each ofDMHMRSAS' seven local networks will be formed
into a network through contract arrangements to provide a seamless system of care including
mental health, mental retardation and substance abuse service providers. A network, rather than
contracts with individual providers, provides a structure for continuity through shared
information, shared resources such as the consolidated crisis system, client choice, multiple
points of access into a single system and a "no eject, no reject" policy for the network (not for a
single provider.) Under performance-based contracts, each provider within the network will be
expected to meet DMHMRSAS standards for uniform assessment, clinical standards, and
uniform tracking measures (see section on Quality Improvement).
The management structure for this system will be through the network manager, an independent
non-profit entity. Network managers are the service management intermediary through which
DMHMRSAS, as the single mental health authority, achieves its policy and program objectives.
The Department plans to contract with seven local network managers. These network managers
represent the single point of gatekeeping authority and accountability for the assessment of need
and delivery of services within the network. The network manager will be accountable for
outcome performance standards as outlined in the contract with the Department. This
relationship allows the Department greater oversight power than is currently available and will
allow the Department to establish relationships between dollars spent and outcomes achieved.
The network manager will purchase services from agencies within the network using
performance and incentive-based contracts and is responsible for prompt claims payment.
Through the contract relationship with DMHMRSAS, network managers also have the
responsibility for assessing and developing additional service capacity, ensuring care
coordination and that a full service array is available assuring equity of service access regardless
of region. Network managers must also insure creation of safety net services, data collection and
information sharing within the network.
Coordination with Other Agencies Within the System of Care. As the key link to all other
child-serving agencies within the regional network, the network manager is expected to develop
working relationships with all other agencies to ensure access, coordination of services across
agencies, jointly develop improved interventions in correctional and school settings, and work
collaboratively to solve systemic barriers to services.
The Department and its regional offices will retain accountability in the system through its
contracts with network managers. In addition to quality improvement functions, the Department
is responsible for developing best practice standards and standards and protocols for case
management, clinical services, intake and assessment, consumer choice, access, cultural
competence, confidentiality, and appeals. The Department also provides a direct service
component through case management for children and some crisis functions.
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INTERAGENCY ROLES AND RESPONSIBILITIES
Overview. In the proposed children's mental health system of care, primary responsibility for
the provision of mental health services rests with DMHMRSAS. As the agency designated in
statute as having responsibility for serving individuals with mental illness, mental retardation and
substance abuse, the Department has the infrastructure, service delivery system and clinical
expertise necessary to take the lead in meeting the needs of Maine's children for mental health
care.
The Department recognizes that the mental health needs of many children, youth and families
served by DHS, DOC and schools are adequately met by those systems. Responsibility for
delivering those services will remain within the existing agencies. However, in the proposed
system of care, closer linkages between the systems will result in DMHMRSAS playing a major
role in developing, providing and monitoring mental health services within the other
child-serving agencies. Similarly, the role ofthe other agencies will be strengthened. For
example, DOE will playa greater role in determining the best approach to the learning styles and
needs of children in the mental health system, and so forth. This model will allow DMHMRSAS
to bring clinical expertise in mental health issues to the other agencies, which will then bring
their own emphasis on education, safety, or law-abiding conduct to assist in the overall care of
children with mental health problems.
In addition, the network manager in each service area will ensure that crisis services are available
to children in all systems; establish linkages with the various agencies to ensure access to the
appropriate mental health services; ensure coordination of care within the context of Maine's
Integrated Case Management initiative; and manage the triage, referral, and enrollment process
in the local system of care.
DMHMRSAS will also provide a "safety net" for children and families who have multiple,
complex problems and whose needs cannot be met elsewhere. This will require the maximum
possible flexibility of administrative, clinical and financial structures, as social conditions and
public policies continue to change rapidly. Although DMHMRSAS has traditionally been seen
as the "provider of last resort" for individuals with complex and long-term needs, the current
children's system does not support the Department in this role, either fiscally or administratively.
The proposed integrated system of care will allow the Department to assume this function.
A Functionally Integrated Structure. In the current system, arbitrary boundaries established
by mandates and funding mechanisms have led to the categorization of children as "DHS
children" or "mental health children." In a system of care, children do not belong to any system
but to their families, guardians and communities. However, children do belong in school and
may need the protection ofDHS or the attention of DOC. These systems frequently are the first
to identify a child's need for mental health intervention. If behavioral needs could be addressed
when first identified, many children could be maintained in school, foster care or probation
without additional disruption in their lives.
To provide enhanced early identification and mental health support, the Department will
redeploy staff to work as mental health consultants to other child serving systems. While still
employed or contracted by DMHMRSAS, these clinical consultants/liaisons would work within
the assigned system, with day-to-day supervision provided by the host system and clinical
services provided by DMHMRSAS.
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Interagency Initiatives. Currently, there are many areas where separate agencies duplicate
services in an attempt to "fill the gaps" in the fragmented system of care. As DMHMRSAS
strengthens its clinical capacity and focuses increasingly on bringing clinical expertise to
children whenever and wherever needed, the need for duplication of services will decrease. The
"functional integration" described above will allow more effective interagency programming to
occur.
For example, stationing a team of mental health clinicians at the Maine Youth Center will lead to
better on-site services, earlier identification of emergent mental health problems, and better
mental health after-care when the youth is transitioned back to his or her home community.
Similarly, focusing mental health early intervention specialists on those clinical issues that are
strictly behavioral or cognitive/developmental in nature, and deploying them to work alongside
(rather thari in competition with) DOE's Child Development Services, should strengthen both
systems.
Under the proposed system of care, mental health providers will be available to provide clinical
consultation, engage in cross-training activities, support professional development, and provide
clinical supervision on an ongoing basis for all of the other child serving agencies. This model
places mental health expertise on-site where children and families need it most.
Interagency Problem Solving. To address the needs of children and families who have "fallen
through the cracks", the Children's Cabinet has established local case resolution committees
(LCRCs) consisting of representatives from all child-serving state agencies and a family
member. Pooled, flexible funds have been made available to these local committees to assist in
addressing the specific needs of children and families. Cases which cannot be effectively
resolved by the LCRCs are sent to the Regional Children's Cabinet (see Appendix D).
Currently, LCRCs meet to provide assistance to specific children and families when the child's
needs cannot be met through normal channels. Committee meetings are time consuming, as
members must be briefed on the clinical situation and on what alternatives have already been
tried. As a result, only a few children can be assisted through this process each month.
The proposed system of care will expand capacity in local service areas and remove artificial
funding barriers. Interagency planning for shared responsibility and blended funding to meet the
multiple needs of children will occur through Child and Family Teams as part of the routine
individual service planning process. This will allow the LCRCs to shift from clinical case
review activities to addressing systemic issues such as policy and funding issues, capacity
building, identification of service gaps, and conflict resolution for Child and Family Teams.
Eligibility. A single definition of the target population will be developed based on functional
need and risk criteria rather than diagnostic criteria. This will facilitate communication between
service systems. In addition, any child served within the children's service system will be
presumed eligible for adult services, thus smoothing the transition between systems of care.
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Local Children's System of Care
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Behavioral Management Support for Teachers
MANDT Training for School Staff
MRlAutism Consultant to PETs
Consultation to Student Assessment Teams
Regarding Teen Suicide

'" •

•

BCFs..---

• CrisisResponse in Foster Care Settings
• MRlAutism Consultant to Caseworkers
• Services for Parents with Mental Illness

Mental Health
Provider Network

CDS
• Infant Mental Health Services
to CDS families
• Clinical Consultation to CDSTeams
• MRlAutism Consultation to CDS

• MH Team at Youth Center
• MH-MYC Liaison in Local Communities
• Consultation to Law Enforcement Regarding
Teen Suicide

Corrections

FINANCING
The proposed system of care is designed to remove artificial barriers to services by allowing
appropriate categorical funds, irrespective of origin, to be combined to provide the services and
supports identified in each child's individual service plan. Non-categorical state flexible funds
can then be used to meet needs which categorical funding may not be able to fully address. A
blended financing scheme allows leveraging of state funds to maximize the use of federal dollars
for each child. In addition, resources are used to purchase only what is needed, at the intensity
needed, and can be modified to meet the changing needs of the child and family. By mixing
categorical and flexible resources in new ways across funding streams, the system of care will
financially support services designed to meet the unique needs of the child, rather than requiring
the child to fit into an existing (funded) program "slot".
Financial reform is a powerful tool for reshaping the service system. To support the
development of the proposed system, several fiscal strategies are proposed, including the
restructuring of Title XIX (Medicaid), the redirection of funds from institutional settings to
community-based services, leveraging of state resources through the expanded access to federal
Title IVE reimbursement for DMHMRSAS, and flexible use of state and federal block grant
resources. Use of a portion of the newly created federal Children's Health Insurance Program is
included in this proposal as a way to expand capacity and to address the lack of available services
for non-Medicaid eligible uninsured or underinsured children. Finally, these fiscal reform
strategies are based upon the assumption of continued funding by each child serving agency of
those mental health services which fall within the scope oftheir responsibility.
Submission of a 1915B Medicaid Waiver. DMHMRSAS will submit a separate 1915B
Medicaid Waiver for behavioral health benefits to the Health Care Financing Administration
(HCFA) for implementation in 1998. A 1915B Waiver is provided to states by the federal
Medicaid authority to allow a state to retain federal Medicaid funds at an agreed upon level, and
to shift funds from in-patient to community services through assigning services, gaining greater
flexibility and management control.
In October, 1996, Commissioner Peet (DMHMRSAS) and Commissioner Concannon (DHS)
signed a Memorandum of Understanding that broadly describes how the two departments will
pl~ and coordinate Maine's managed care initiatives. DHS has applied for a waiver to manage
Medicaid physical health services. DMHMRSAS, under a separate 1915B waiver, will manage
behavioral health Medicaid services. For the past year, DMHMRSAS has been working in
conjunction with staff from the DHS Bureau of Medical Services and consumer and provider
groups on the technical and design aspects of the new system. The waiver would allow
DMHMRSAS to achieve a single point of gatekeeping authority and accountability for the
assessment of need and delivery of services, effectively managing Maine's mental health
resources, and to reinvest cost savings back into the system. Implementation of a behavioral
health waiver is projected to start after July, 1998.
Title IVE Funding. Title IVE is a federal entitlement program providing partial reimbursement
for the cost of maintaining AFDC-eligible children in out.;of-home care settings. As utilization
of institutional care is decreased, there will be a need to expand the capacity for alternative
treatment settings within the community such as crisis stabilization programs, therapeutic foster
care homes, and transitional living homes. For eligible children, room and board costs for these
services are reimbursable through Title lVE. An agreement b'etween DHS (the federally
designated agency) and DMHMRSAS would allow the use of these funds to offset room and
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board costs for mental health community services. The Department of Corrections has already
entered into such an agreement with DHS, and is currently awaiting DHS approval of proposed
policies and procedures.
Federal CMHS Mental Health Block Grant. Federal funds are available through a Block
Grant mechanism to each state (based on a funding formula) to support the development of a
community-based mental health system. DMHMRSAS currently allocates 50% of funds
received through the block grant for the provision of mental health services for non-Medicaid
eligible children through provider contracts. Beginning with the next block grant cycle,
DMHMRSAS will shift all possible block grant funds to the provision of children's services.
Additional funds will be targeted toward activities identified as priorities by families for which
state funds have traditionally been used. By refinancing these activities with the block grant,
state funds will be made available for use as Medicaid match. Intended use of block grant funds
includes providing support and training to families involved in system planning through the local
QICs; expanding parent-to-parent support activities; and the provision of mental health services
not reimbursable with existing categorical funds.
Children's Health Insurance Program. The Children's Health Insurance Program is a newly
created federal block grant provided to states (based on a funding formula) for the purpose of
providing health care services to uninsured low-income children. A portion of these funds must
be used for mental health services. Options available to states include expanding Medicaid
coverage to uninsured low-income children; obtaining coverage for children under group or
individual plans in the private market; or purchasing services directly from providers. Maine
state agencies are currently planning how best to utilize these funds. Inclusion of a portion of
these funds within the proposed children's mental health system of care is recommended.
Including these federal block grant funds within the proposed new management structure is
important in order not to fragment the Medicaid and non-Medicaid components of the system.
State General Fund Revenues. Although considerable work has been done individually by
each state agency to maximize federal revenue, there has been no comprehensive effort to
maximize federal funds across all child-serving agencies. The use of blended financing tied to
the child's individual service plan will enhance the state's ability to utilize general revenues and
community development funds to provide community-based services not reimbursable under
Medicaid, and to serve non-Medicaid eligible children. With blended funding each agency
retains control of its funds and provides the fiscal support for that specific service or function
identified on an individualized plan for which that agency has responsibility and/or an identified
funding source. Through blending, many of the identified services and support on each ISP can
be provided in a way that maximizes all revenue resources. There may not be an existing
funding source for all services and supports on each ISP. To address these needs, flexible funds
are necessary. While each system has small amounts of flexible resources, the ability to also
pool funds from all agencies is recommended in order to enhance flexibility in addressing
identified needs which are not fundable through Medicaid or for non-Medicaid eligible,
uninsured or underinsured children.

32

MEDICAID RULE REVIEW
Section Two ofLD 1744 requires that the Department of Mental Health, Mental Retardation and
Substance Abuse Services and the Department of Human Services review current Medicaid rules
for children's mental health services and to adopt new rules consistent with the goal of providing
a comprehensive network of children's health services in the least restrictive and most
appropriate settings."
In order to implement this section of the Resolve, staff from the two Departments have met a
number of times. The following decisions have been made.

•

In the longer term (the next 12 to 18 months) a managed care system for children with
behavioral health problems will be established. There is currently a committee working on a
behavioral health managed care system. This committee has been focused on the structural
design for a system to manage care across all ofDMHMRSAS's populations. The next phase
of this work is to address the specific needs of each popUlation including children within this
framework.

• The Departments, with the assistance of an expert consultant, have conducted a review of
Medicaid rules applicable to providing care and treatment for children as required in LD
1744. Eleven policies covering fourteen services in the Maine Medical Assistance Manual
were analyzed as part of this review. The conclusions are that Maine has done an excellent
job of providing a wide range of Medicaid-funded services for children with behavioral
health care needs, but that the services have developed as separate entities and often are not
part of a comprehensive service plan. The Departments are continuing to work with the
consultant to revise the rules consistent with the goals of the 1744 legislation.

•

In the short term, a number of actions are being taken to assure that children are placed in the
least restrictive and most appropriate settings.

• The Bureau of Medical Services in the Department of Human Services is strengthening its
utilization review policies and procedures, including more specific payment authorization for
hospital-based services and a more focused review of hospitals' discharge planning efforts.
A nurse has been hired by the Bureau to strengthen the capacity of the Bureau to carry out
these functions.

• Bureau of medical Services, in a joint effort with the Department of Mental Health, Mental
Retardation and Substance Abuse Services is developing a policy which will require
providers who serve children that do not have a caseworker to contact the Department of
Mental Health, Mental Retardation and Substance Abuse Services before children are
discharged from intensive service settings.

• The Departments are reviewing, with the intent of streamlining, licensing rules that govern
out-of-home placements for children. Rules and regulations which inhibit placement of
children in the least restrictive settings will receive-priority attention.
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QUALITY IMPROVEMENT
In order to effectively manage an integrated system of care for children and youth in Maine,
DMHMRSAS proposes the development of an integrated child information system and
accountability structure that includes common data collection tools and procedures, including
uniform intake and assessment protocols and common protocols and procedures for monitoring
child, family and service system outcomes.
Each of the state child serving agencies currently maintains separate information systems that
track limited client descriptive, service encounter and financial information. Since these existing
information systems were developed, to a large degree, in isolation, contain different data
elements, and are focused predominantly on service and financial information, they provide a
limited, fragmented, and incomplete picture of the child and family and their interaction with the
service system. The current level of fragmentation within existing information systems makes it
difficult to answer with certainty even very basic questions about the individuals served and the
services they receive, such as "What is the total number children served with behavioral and
emotional difficulties?", thus severely limiting the usefulness of the data for making program and
policy decisions.
It is essential for the effective management of the proposed system of care that a comprehensive
child information and accountability system is developed that contains the following core
components:

Uniform Intake and Assessment Tools and Procedures. These procedures will allow for the
systematic collection of child and family descriptive, diagnostic, and level of care information on
all children and youth who enter the system of care. This would provide common profile
information on all children and adolescents who receive services within the system and capture
the behavioral, functional and clinical information necessary to guide decisions on the intensity
of services required to most appropriately support the child and family. DMHMRSAS has
recently established a Uniform Intake and Assessment Development Task Force to assist in the
development of uniform intake and assessment tools and procedures to be used across its
designated target populations. This development group, with expanded representation from other
interagency stakeholders, would be an appropriate form for the development and implementation
of uniform intake and assessment tools and procedures.
Comprehensive Service Use and Encounter Information. This component forms the core of
the integrated MIS and would capture child and family specific service use and encounter data
across all participating child serving systems. This information is essential for assessing service
use and expenditure patterns and trends, monitoring local service system capacity and for
evaluating the extent to which services are individualized to meet the unique and changing needs
of individual children and their families. The DHSIBMS MMIS Medicaid Claims data system
currently captures a large portion (approximately 60% to 70%) of behavioral health related child
service encounters. In order to obtain a comprehensive picture of service use within the
developing system of care the current Medicaid claims data system would need to be expanded
to incorporate all non-Medicaid reimbursable service encounters.
Uniform Individualized Support Planning Protocol and Tracking System. Since the
Individual Planning Process is the cornerstone of the system of care, it is essential to assess the
quality 'and integrity of this planning process, including the degree to which plans are
individualized and based on the needs of the child and family, the degree to which we
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incorporate and build on child and family strengths, and the extent to which goals are clearly
articulated and measurable. This tracking system would also assess individual goal achievement,
the type and amount of service system and community resources used; personal and resource
barriers that prevent the achievement of goals, and the type and number ofunmet needs. This
tracking system would require an integrated computerized case management system that would
serve as an automated case record and planning tool for case managers and as a child outcome
tracking system. A number of initiatives are currently underway in state government to design
an integrated case management system (MACWIS, DMHMRSAS Case Management
Application, etc.) that could serve as the foundation for this system.
System for Tracking Core Child and Family Outcomes. The final component of the proposed
accountability system is the development of a system for assessing and tracking key child and
family outcomes.
Through on-going work in developing performance-based contracts, DMHMRSAS, in
collaboration with DRS and other service system stakeholders (e.g., consumers, family members,
and service providers) has identified key performance goals and measurement indicators for each
of its' child-service program areas, and has selected from this list of outcome domains the
following "core outcome measures":
1.
2.
3.
4.
5.
6.
7.

Child Safety - Absence of abuse and neglect
Child and family behavioral and emotional strengths;
Progress toward individualized goals;
Youth and family satisfaction;
Restrictiveness of living arrangement;
Progress in school;
Involvement with law enforcement and correctional system.

The Department will develop uniform assessment tools and data collection methods for each of
the above outcome areas and will assume ongoing responsibility for management of the quality
improvement process. Over the past six months, the Department's Office of Quality
Improvement has collected a number of measurement tools in each of these outcome areas that
are currently used in other state systems and in child service system research projects. The
Department will establish an interagency stakeholder group to review and select core outcome
measures and data collection strategies for regular use in the proposed system of care.
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BENEFITS OF THE PROPOSED SYSTEM OF CARE
Currently, Maine's child-serving systems are separate and distinct entities, with separate
missions and mandates. Each child-serving agency provides mental health services within the
context of its mandated function. Funding streams are also separate, distinct, and limited and
flow from the federal level to the state level to the community through insular departmental
channels. Whichever system a child enters, that system frequently struggles to provide whatever
services are necessary, including mental health services. Children generally have to penetrate
deeply into a system or be in crisis before obtaining the array and intensity of mental health
services needed. Even then, a full array of services is usually not available unless the child and
family are referred to another system or to the local case resolution committee.
In the proposed system of care, children's mental health needs will be identified early, regardless
of individual family circumstances. Children will receive the same high quality mental health
services regardless of where the child and family lives. Child-serving agencies will each bring
their specialized function to the care of children with mental health problems, although
DMHMRSAS will have the lead responsibility for mental health treatment. And perhaps most
importantly, the new system will flexibly arrange service, supports (and dollars), based on an
individual child's needs.
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Benefits of the Proposed System ofeare
Proposed

Current
•

Lack of coordination between
child-serving agencies

•

Comprehensive system of care

•

Lack of clear agency roles and
responsibilities

•

Agencies roles and responsibilities
defined functionally

•

Fragmented services

•

Local service networks with single point
of authority

•

Access to service limited by point of entry

•

Single mechanism for access to full array
of services

•

Conflicting definitions and priorities

•

Uniform definitions and clear set of
priorities

•

Limited, agency-specific gatekeeping

•

Single gatekeeping mechanism for system
of care

•

Overutilization of in-patient services

•

Expanded community-based capacity

•

Limited funding flexibility

•

Expanded pooled, blended and flexible
funding

•

Limited youth and family participation

•

Partnership model involves youth and
family in all decision-making

•

Gaps in services for transition-aged
children

•

Improved transition between children and
adult services

•

Multiple systems of fragmented
accountability

.•

Single point of accountability

•

Lack of uniform MIS and performance
measures

•

Tracking of uniform cost and outcome
measures
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VII. INTERAGENCY INFRASTRUCTURE DEVELOPMENT
IN SUPPORT OF A SYSTEM OF CARE
The Children's Cabinet, created in 1995 by Governor Angus King, promotes the coordination of
policies and service delivery systems to support children, families and communities. The
Children's Cabinet builds upon the structure defined by the Legislature in 1994 for the
Interdepartmental Council (IDC) and is composed of the commissioners and staff of the
departments directly related to children and families: Corrections; Education; Human Services;
Mental Health, Mental Retardation and Substance Abuse Services; and Public Safety. Through
the efforts of the Children's Cabinet, the following structures and initiatives have been
developed: •

The Children's Policy Committee is composed of Bureau Directors and agency staff who
coordinate and implement interdepartmental initiatives originating in or brought up to the
Children's Cabinet. Activities of this committee include coordination oflegislation
affecting children's policy; communication regarding department budgets; review of
rulemaking; and coordination of new resources. Ongoing committee work includes
oversight of out-of-home service provision, new program development, and rate setting
for residential treatment centers.

•

One current initiative under the direction of Children's Policy Committee is the
School-Linked Mental Health Services Project. This project has identified major mental
health service needs in schools and has developed six local school-mental health pilot
projects. Mental health service expansion to schools under the Children's Mental Health
Service System Plan will be designed in conjunction with this initiative, and will be
based on their recommendations.

•

Three Regional Children's Cabinets have been established which mirror the composition
of the Governor's Children's Cabinet. The regional cabinets are working on coordination
of local services, identification of service gaps, and resolution of barriers to seamless
service delivery. With oversight from the regional cabinets, nine local interagency case
resolution committees have been fonned. These committees work collaboratively with
local providers, staff, and families to identify resources and to help families with multiple
needs access necessary services. In 1997,the Children's Cabinet distributed $1.07
million in "pooled" funds (contributed by participating agencies) to the three regions for
use by the local case resolution committees for the provision of short tenn, flexible
services not available through traditional funding sources.

•

A major initiative of the Children's Cabinet, and a key infrastructure component in a
system of care, is the integrated case management system. Recognizing that people often
have multiple needs requiring multiple service providers, a primary case management
system is being developed that will support the family as an integrated whole, and will
facilitate access to all needed services. When two or more state or federally funded case
managers work with a family, one of these individuals will become the primary case
manager. This decision will be made by the family and involved service providers,
subject to safety and statutory considerations, for example, a child in a protective case
being served by the Bureau of Child and Family Services in DHS. The function of the
. primary case manager will be to review the assets and needs of the family; detennine any
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gaps or overlaps in services provided; use a strength-based process to resolve common
problems; develop a common case plan based upon the overall· case goal; coordinate
services; monitor progress; and convene and chair meetings as needed. A master client
registry and online resource directory is being developed to support the provision of
equitable access.

•

An automated system is also being developed to allow for shared information to track
integrated data elements. The initial components of the automated system include
systems from DRS, DOL, DOC, and DMHMRSAS and community programs such as
Community Action Agencies. Issues of confidentiality and client release of information
are being addressed through the committee with support from the Attorney General's
office. Pilot sites have been selected in Greater Bangor, Downeast, Sanford, Lewiston
and Bath. Informational meetings have been held with each of the sites, regional steering
committees have been formed, and training and implementation plans are being designed.
Implementation is targeted for January, 1998, with each site providing primary case
management to ten families.

Also, many administrative functions which were originally managed independently by
DMHMRSAS and DRS have been combined under one service center. These functions are
auditing and licensing.
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VIII. STATE AGENCY ROLE AND RESPONSIBILITY AGREEMENTS
The state child-serving agencies have agreed that the Department of Mental Health, Mental
Retardation and Substance Abuse Services will be the lead agency for the children's public
mental health service system. While Section 6201 of Title 34-B, MRSA, currently provides
DMHMRSAS with statutory authority for overseeing children's mental health services, this
statute limits the department's responsibility to children who are not currently receiving services
from other systems. In order to create a unified children's mental health system with
DMHMRSAS assuming lead responsibility, this statute will need to be amended.
Responsibilities of the DMHMRSAS as the lead agency include:
•

Design and implementation of a unified children's mental health service system

•

Creation and management of provider networks in seven local service areas

•

Establishment of a single point of gatekeeping authority and accountability for
assessment of children's mental health needs and service delivery within each network

•

Establishment of uniform standards and procedures, including uniform intake and
assessment; clinical guidelines and program definitions; standards for case management;
licensing and certification; procedures to ensure consumer choice; standards of
confidentiality; and a grievance and appeals process

•

Provision of a single service access mechanism in each service area and available to other
children's agencies such as Child Protective Services

•

Development of adequate capacity to ensure access to a full array of services in each
servIce area

• Provision of a consolidated crisis response system, including crisis stabilization beds, that
serves all children, regardless of custody status or living arrangement

• Care coordination for all clients in the children's mental health system, and participation
(when applicable) in Maine's integrated case management system

• Establishment of mechanisms to track individual and system outcome measures

• Management of resources through performance-based contracts with providers, ensuring
that services are provided at the appropriate level of care, and that resources are
redirected from inappropriate high cost services into needed community-based
alternatives

• Provision of continuous quality improvement mechanisms to assure system effectiveness
and responsiveness and to ensure clinical "best practices" are used throughout the system
Making DMHMRSAS the "lead agency" in a "unified system of care" does not simply shift the
responsibility for serving a subset of children from the other child-serving agencies to
DMHMRSAS; nor does it change the overall administrative relationship between the
departments. Rather, it creates a clearly defined partnership between agencies for the express
purpose of providing uniform, high-quality mental health services to children whenever and
wherever it is most appropriate.
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Under this model, a variety of arrangements for the delivery of services will be possible,
depending on the specific needs of the children and the statutory responsibilities of the
child-serving agencies involved. Children who have been adjudicated to the juvenile justice
system will remain in the custody of the Department of Corrections, but will receive mental
health services through DMHMRSAS. Mental health services will be available on-site at the
Maine Youth Center; in the community through joint case management, crisis intervention,
individualized services and specialized outpatient programs; and in secure residential treatment
programs for adjudicated youth with severe mental health problems. A signed Memorandum of
Agreement (see Appendix F) reflects the agreement between DMHMRSAS and DOC to develop
the policy, program and administrative components necessary to provide mental health services
for youth in the correctional system.
Children who are in the custody ofDHS will remain in this legal status, and the mandated role of
the Bureau of Child and Family Services (BCFS) will remain unchanged. However,
DMHMRSAS will be responsible for the delivery of mental health services, under the terms and
conditions of the MOA (see Appendix Gl). These terms strengthen the coordination of the two
departments, ensure access of children in the custody ofBCFS to community mental health
services, and develop specialized treatment programs needed to address the specific mental
health needs of children in DHS custody.
Similarly, a partnership agreement with DOE is currently being negotiated which will include a
wide variety of mental health consultation, assessment and treatment services delivered on-site in
local schools and a single process for accessing mental health services to eliminate the need to
justify residential services on the basis of educational need based on the School-based Mental
Health Initiative. DMHMRSAS and Child Development Services have already agreed to revise
the 1994 MOA to reflect new federal law and the new DMHMRSAS structure, and to explore the
possibility of the co-location and coordination of Infant Mental HealthlDevelopment Specialists
with DOE's local Child Development Services sites (see Appendix G2).
The work of operationalizing new interagency relationships will build on the signed Memoranda
of Agreement, and will culminate in March, 1998, with signed Memoranda of Understanding
between the Department of Mental Health, Mental Retardation and Substance Abuse Services
and each of the other child-serving agencies, formalizing new arrangements for the financing and
delivery of mental health services for children. As the departments work together 'to develop the
new integrated system of care, further refinement of interagency agreements will be necessary,
and new issues (e.g., between child-serving agencies other than DMHMRSAS) will emerge. The
signed Memoranda of Understanding will therefore be revised annually, with the ultimate goal of
developing a single MOU which would be signed by all child-serving agencies, and which would
reflect mutual understanding about the interrelationship among all of the parties.
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ADMINISTRATION OF THE MEDICAID BEHAVIORAL SERVICES PROGRAM
The administration of the state Medicaid program involves numerous functions, the majority of
which are the responsibility ofthe Bureau of Medical Services within DHS as the designated
federal single state agency. These functions include the submission of state plan amendments,
the adoption of rules, and claims processing payment.
In addition to the single state agency requirements, there are other functions which are currently
shared between the Department of Human Services and Department of Mental Health, Mental
Retardation" and Substance Abuse Services as outlined in a 1996 Memorandum of Agreement
between the departments (see Appendix H). DMHMRSAS and DHS are currently drafting a
Medicaid waiver request which will establish a managed care system for behavioral health
services for a designated population in Maine. When this system is in place, the Bureau of
Medical Services will subcontract with DMHMRSAS for certain administrative and/or
management functions. Such functions as contracting, prior authorization, provider enrollment,
certification of medical eligibility, provider relations, utilization review, audit review and budget
management will be the responsibility ofDMHMRSAS, which may directly deliver or contract
for these services (see Report in Appendix I).
During the period of transitioning to this managed care system, the departments have agreed to
the adoption of specific rule changes and changes in practice to support the expansion of
community-based services identified as underdeveloped in the DMHMRSAS service capacity
study (see page 43). Under this agreement, the Medicaid Rule identifying mental health services
administered by DMHMRSAS (Chapter 65) will be modified by emergency rule change to
expand the definitions of crisis services and therapeutic case management, and to add in-home
direct care staff services to the array of services eligible to children through DMHMRSAS
provider contracts. The addition of in-home direct care services will allow greater access to staff
with specialized behavioral skills. Currently, many children are being placed outside of their
homes due to their inability to access these specialized in-home services.
To support this expansion, the departments ofDHS and DMHMRSAS have jointly prepared a
general fund budget request of$2.3 million (federal Medicaid funds will be $5.6 million) for
inclusion in the Governor's proposed budget for FY98 and approximately $4 million for FY99
($7.38 million in federal Medicaid funds). This will provide additional funds to begin expansion
of the community-based services necessary to provide appropriate services to maintain children
in their communities, help prevent inappropriate out-of-home placements, and start building the
capacity needed to return children home from out-of-state placements.
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IX. IMPLEMENTATION PLAN
CAP ACITY STUDY
The chart below describes an "ideal" system of mental health care for children with serious
mental health problems, based on national experience with state-of-the-art service systems.
Capacity estimates have been calculated on the basis of the number of children who would need
to access each of the core service components annually in a "fully mature" system of care. The
specific configuration described here reflects the most up-to-date assumptions available about the
necessary balance between service components, and has been tailored to reflect Maine's rural
geography and unique sociocultural and economic conditions.
It is important to recognize that the process of building a comprehensive system does not proceed
in a linear fashion. For example, during the initial phases there will be an increased need for
crisis services, as the system learns to respond to new challenges and reduces its reliance on
inpatient care. As the system matures, the need for crisis services is likely to decrease. It is
therefore prudent to develop programs that can be converted to other uses as demand changes.
Similarly, the funds currently invested in "excess capacity" (group residential programs and
inpatient services) can only be freed up as alternatives become available. "Bridge funding" is
therefore necessary to begin the conversion process.

The capacity study describes a system of mental health treatment services for all children in the
target population, regardless of custodial status or living arrangement. Some of this capacity will
therefore need to be deployed to serve children in environments controlled by the other
child-serving agencies, such as school settings, and/or be tailored to the special needs of children
in the custody of other agencies.
The capacity study does not, however, reflect programmatic modifications or enhancements that
will need to occur in the basic (non-mental health) services delivered by the other child-serving
agencies, nor does it address prevention efforts. As the system develops, it will be critical for the
collaborative planning process begun with LD 1744 to continue at both the state and local levels.
Before new services become operational, any potential impact on other systems will need to be
anticipated, and plans made accordingly. At the same time, collaborative efforts (particularly in
local schools) can strengthen, enhance and supplement existing prevention initiatives, such as the
Healthy Families Program.
The capacity study, following the mandate ofLD 1744, does not describe or quantify the services
needed by other children with special needs, such as those with mental retardation, autism, or
other developmental disabilities. Some of these children are currently served by existing
programs (e.g., children's crisis beds), and many face problems of access similar to those of
children with mental health needs. Much ofthe infrastructure and administrative collaboration
designed in this plan will serve as a platform for a system of care that meets their needs.
However, a parallel analysis and capacity study is needed to ensure the availability of a
comprehensive array of services throughout the state. The work of a recent Legislative Task
Force on Autism and ongoing planning efforts of the Developmental Disabilities Council will
help to inform this process.
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:.,n 1744: ~ystem of Care Capacity and Sizing Summary
Estimated # of
Children
Needing Service

Required
Capacity

Current
Capacity (#
served or # of
beds)

Additional Need
(N) I Excess (E)
Capacity

Staffing/Resource Needs

Estimated per
child Cost

Cost for
Additional
Services

14,998
(75% of target)
600
(3% of target)

14,998 children

6,697 (N)
children
200 (N)
families

$1,440
(per child)
$5,884
(per family)

800
(4% of target)

800
families

90
families

710 (N)
families

84 new positions -based on 1:80
staff Iclient ratio
10 two therapist teams (Based on
a team seeing 20 families per
year)
178 In-Home Beh. Specialist
positions (each position serving 4
families per year)

$9,643,680

600
families

8,301
children
400
families

$7500
(per family)

$5,325,000

:ndividualized Planning/Case Management
rherapeutic Case Management 800
(4% of target)

800
children

147
children

653
(N)
children

65 ICM positions (Based on avg.
caseload of 10-12)

$4,143
(per child)

$2,705,379

1,600
children

322
children

1,278 (N)
children

85 positions (Based on avg.
caseload of 15-20)

$3,200
(per child)

$4,089,600

(8% of target)
1,200
(6% of target)

1,200
children

870
children
28 (beds)
(715 children)

330
(N)
children

6 FTE Outreach positions

$210,000

5 (beds) (N)
(120 children)

1-2 crisis workers for each
residence

$636
(per child)
$3,750
(per child)

86 (beds) (E)
(667 children)

No further development needed

$32,043
(per child)

$0.0 2

186 (N)
(226 children)

1-2 trained foster parents (186
new positions)

$41,099
(per child)

$9,288,374

194 (beds) (E)
(236 children)

No further development needed

$71,280
(per child)

$0.0 4

486 (N)
families

121 Respite workers serving 4
families per year

$1,000
(per family)

$486,000

:::~re 'Service

Component

:::ore Clinical Services
:::linicallOutpatient Services
fome-Based Services

n-Home Behavioral Health
;ervices

~ase

Management

:::risis Intervention
~risis Response
~risis

Stabilization:
Crisis Beds

~ommunity

\.cute Inpatient

~esidential Treatment
rherapeutic Foster Care

iroup Homes !Residential
~reatment Services
?amily and Child Supports
tespite Services
totals

1,600

835
(4% of target)

33 (beds)
ALOS 1: 10 days
70% occup.

600
(3% of target)

77 (beds)
ALOS: 40 days
85% occup.)

1000
(5% of target)

822 (beds)
(ALOS=270
90% occup.)

636 (beds)

400
(2% of target)

219 (beds)
(ALOS: 180 days
90% occup.)

413 (beds)

2,000
(10% of target)

2,000
families

1514
families

163 (beds)
(1264 children)

3

$1,176,800

$450,000

$33,374,833

ALOS refers to average length of stay.
A portion of the funding currently allocated to these service areas may be available for diversion to community-based service areas (e.g.,Therapeutic Case Management & Crisis Outreach) once
ufficient service capacity is built in the community.
Includes licensed group home and residential treatment beds - does not include utilization of out-of-state beds.
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Larget Population Assumptions:. 1) 11% of child population 0-21 years (N=386,8l5) will have mental health challenges serious enough to warrant treatment (N=42,550). 2) To further reduce
~e target population it was estimated that 47% of those in need would require public system services (19,998). This estimate is based on service use data from other system of care development
ites (N.c., D.C., S.c.) showing that approximately 53% of children are served with private sector services.

TRANSITION PLAN
Developing a unified children's mental health system which provides a full array of services will
require significant changes in financing: new program development; the implementation of new
administrative structures and collaborative arrangements; and major workforce development
efforts. To reflect the complexities involved in a change of this magnitude, the Department has
developed a five year transition plan for the creation of the necessary service capacity,
infrastructure and management mechanisms.
In addition to having a clear vision of what the system should look like (provided by the capacity
study), effective management of a complex change process requires careful attention to
sequencing and a mechanism for making mid-course corrections. The process will necessarily be
incremental, as resources are shifted and capacity develops.
Initially, substantial effort will be focused on the development of effective alternatives to
high-cost placements and other services for "heavy users" (the relatively small number of
individuals who, due to the lack of appropriate services, consume a disproportionate share of
resources). Simultaneously, capacity must be developed to provide early intervention in order to
reduce the overall need for high-cost services. As dollars begin to shift, gaps in the service array
(particularly for intermediate levels of care) can begin to be filled. Throughout the process,
accommodations must be made for the fact that it will take time for the workforce to develop the
specialized skills needed to deliver new types of services, and in recognition that as the system
develops and becomes more effective, the need for expensive and restrictive services will
diminish.
In selecting priority services for implementation, the needs of three populations of children have
been targeted: 1) children currently placed out of the state due to the lack of appropriate
services; 2) children "at risk" of placement out of state; and 3) children "at risk" of out of home
placement due to the lack of appropriate in-home services. Service capacity to be developed
immediately includes specialized in-home behavioral care attendant services; therapeutic case
management; and expansion ofthe department's consolidated crisis response system to include
additional children's crisis response teams and crisis stabilization beds. Staff from both
DMHMRSAS and DHS report that lack of short term crisis stabilization beds results in children
being placed inappropriately in hospitals both in and out of state. These priority services provide
the cornerstone of a strong community-based system and must be in place in sufficient capacity
as the system shifts to ensure children's needs are safely met during the transition.
The capacity study suggests that Maine currently has excess group home and residential
treatment capacity. However, there is a lack of intensive residential treatment targeted to specific
clinical issues and problem behaviors. For example, children with complicated clinical sequelae
to abuse histories, who often self-mutilate or act out against others, currently have few options
for specialized treatment in Maine. Developing alternatives for a subset of the children placed in
"high-cost" out-of-state residential programs will therefore require the conversion of some
existing group home capacity to more specialized treatment programs over the course of the
transition.
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Currently there is a lawsuit pending in federal court against the Department of Ruman Services
by several families alleging an inability to access, through Medicaid, the necessary home and
community-based services to maintain their children with mental impairment in their homes.
Services targeted for priority implementation are consistent with those identified by the families
initiating the lawsuit. The funding necessary to create and expand the priority services targeted
for development within the first year has been included in the Governor's Part II request.
An additional funding strategy to support the return and/or diversion of a targeted number of
children from out of state placements is the redirection of Medicaid seed funds into the purchase
of appropriate Maine-based services. Through a joint DMHMRSASIDRS project, a targeted
number of children could be redirected from out of state placements, with services coordinated
by a DMHMRSAS or DRS case manager. The existing structure of the regional cabinet would
be used to ensure effective resource management, prevent cost-shifting between systems, and
monitor placements for appropriateness. This would provide a cost neutral mechanism for the
planned diversion or return of children placed out of state, while providing another means to
develop service capacity in Maine. The redirection of existing Medicaid seed funds is a major
financing strategy for the expansion of many of the services identified in the implementation
plan.
INFRASTRUCTURE AND SERVICES/SYSTEM MANAGEMENT

Development of an infrastructure and effective management mechanisms are critical to
implementation ofthis plan. The Department's managed care plan (see report in Appendix I)
provides the long-range framework for the service system described in this document. Several
steps in this direction have already been taken. A Request for Comments on a Network Manager
design has been released for public review. Based on comments, a local service network
management structure will be finalized, with implementation to be phased in over the next three
years. Task forces are already working on service and program standards for uniform intake,
assessment, case management and clinical practice. Finally, continuous quality improvement
measures including outcome measures, performance-based contracting and consumer-family
assessment teams are planned for implementation in 1998.
The Department is considering the option of using the DRS information system, including the
Point of Sale Claims system, the Decision Support system, and the automated child welfare case
management system.
Along with the creation of local provider networks, the Department will also be working to
reform licensing standards to bring regulations in line with the new service structure, and a
management information system is being developed to facilitate access, information sharing
system management and monitoring. Service planning and resource utilization will both be
substantially improved with the development of more sophisticated data systems and
computerized system modeling capacity.
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ONGOING PLANNING PROCESS
Recognizing that no plan is static and that continual monitoring and modifications will need to
be made as the system develops, the Department will continue to work with DRS, DOE, DOC,
families and providers and will reconvene the stakeholder workgroup established through this
process annually to review progress and make needed modifications and recommendations.
Additionally, development of the full service array within a system of care must be consistent
with the unique needs and service gaps as identified by the local service areas and their
respective Quality Councils. While some core services need to be expanded statewide, service
availability varies from region to region. Input from local Quality Councils and family groups,
along with local school districts, and DMHMRSAS, DOC, and DRS regional staff, will help to
guide specific resource development decisions.
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Service Development Sequence
Year 1

Annualized
Service

Description

Unit/Staff

Total
Cost

50
FTE

$1,500,000

3

Location

Funding
Source

Timelines

In Home
Behavioral Specialist

Direct care staff to provide
specialized behavioral supports with
in the child's home for 200 children

Crisis Response Teams

Clinical staff providing telephone and
face-to-face crisis intervention
servIces

Statewide

Medicaid
State seed
(included in
Part II budget
request)

1198 - 6/98

$210,000

Add 1 team
in each
Region

Medicaid State
Seed (included
in Part II budget
request)

2/98 - 6/98

2 in Reg. II
1 in Reg. ill

Medicaid State
Seed
Title IVE
DMHMRSAS
Community
Reinvestment
Funds

4/98 - 6/98

2 person
teams

Crisis Stabilization
Beds

Out of home. facility providing short
term crisis stabilization, medication
management for 77 children

3 beds

$288,750

Case Management

Clinical staff to provide assessment,
individualized planning, coordination
of services, monitoring to serve 400
children

20
staff

$1,280,000

Statewide

Medicaid State
Seed
DMHMRSAS
(included in
Part II request)

1198 - 4/98

Training and Staff
Development

Orientation, skill building training for
new staff

236 staff

$118,000

As
applicable

Medicaid State
Seed
Title IVE
Gen. Revenue
(included in
Part II request)

1198 - 6/98

Service Development Sequence
Year 2

Service

Crisis Stabilization
Beds

Case Management

Core
Clinical/Outpatient
Components

Training and Staff
Development
In-Home
Behavioral Specialist

Description

Add 2 additional beds for total of 5
new beds to serve 43 children

Continued Expansion to serve 400
additional children
Child psychiatric/psychological
assessment,
individual/group/family therapy
medication management to serve
800 children

Additional Annualized
Unit/Staff
Total
Cost
2 beds

20
staff

lOFTE

Orientation and skill building for
new staff

400
staff

Expand to serve additional 600
children for a total of 800 in FY99

150 FTE

Location

$161,250

As detennined
based on need

$1,280,000

Statewide

$1,152,000

Statewide

$118,000

As applicable

$4,500,000

Each service
area

Funding
Source

Medicaid
(see request in
Part II budget)
Medicaid
(see request in
Part II budget)

Medicaid
(see request in
Part II budget)

Medicaid
Title IVE
Gen. Revenue
(Part II Request)
Medicaid
(seed request in
Part II budget)

Timelines

7/98 - 10/98

7/98 - 6/99

7/98 - 6/99

7/98 - 6/99

7/98

Service Development Sequence
Year 3

Service

Early Intervention
MHIMR/Autism
Specialists

Parent Support

Mental Health Staff
Deployed to Maine
Youth Center

Description

Unit/Staff

Staff with expertise in infant mental
health, MR and autism are co-located at
CDS sites to enhance, expand full range of
prevention and early intervention services
from birth - five

16
staff

Annualized
Total
Cost
No
additional
cost

Location

16 local sites

Funding
Source

DMHMRSAS Gen.
Revenue
Medicaid
Through diversion
of CMHS Block
Grant
Gen. Revenue

Parent-to-parent support provided by
GEAR organization

3
staff

$ 75,000

Add 1 each
service area

Provide assessment, individual, group
and family therapy and linkages to
local provider network upon release

5FTE

$576,000

Maine Youth
Center

4

$561,922

Targeted to areas
of high rate of
hospitalization

Medicaid
General Revenue

$1,450,050

5 per service area

Medicaid
General Revenue

$290,000

1 for each service
area

Medicaid
DMHMRSAS
Gen. Revenue

Intensive
Home-Based Services

2 therapist teams provide 13 week
intensive in-home clinical intervention

Therapeutic Case
Management

Intensive case management with a
clinical component. Case load size 10
to 12 families per case manager.

Therapeutic Case
Management Liaisons

Case manager to work with youth in
community corrections system through
DOC regional offices

2 person
teams
35FTE

7FTE

To be determined

Service Development Sequence
Year 4

Service

Description

Therapeutic Foster Care

Develop in conjunction with DRS
existing program for children not in
DRS custody.

Core
Clinical/Outpatient
Services

Expand availability of psychiatric!
psychological assessment, treatment,
and medication management to serve
additional 2400 children

Therapeutic case
management Liaisons to
schools

Clinical/case management to local school
districts to provide consultation,
assessment, services & liaison to network

Respite Services

Continued expansion of respite services
to serve an additional 200

Parent-to-Parent
Support

Continued expansion of GEAR to provide
parent-to-parent support

Training & Staff
Development

Community Specialized
Residential Group
Homes

Unit/Staff

Annualized
Total
Cost

Location

Funding
Source
Reinvestment
Medicaid
Title IVE
Gen. Revenue
Reinvestment
Medicaid
Title XXI
General Revenue

30
beds

$1,520,663

10 beds in each
Region

30FTE

$3,456,000

Statewide

$290,000

1 in each service
area

Medicaid
Additional to be
determined

$200,000

All 7 service areas

General Revenue

7
staff

$225,000

All 7 service areas

CMHS Block Grant
Gen. Revenue

Continued orientation & skill building for
new and current staff.

Approx.
400 staff

$118,000

Targeted as needed

Medicaid
Title IVE
General Revenue

Dual diagnosed small intermediate (6
month) residential treatment program

To be
determined

To be
determined

To be determined

Redeployment of
current group home
use

7
staff

50FTE

, Service Development Sequence: Continued Expansion After Year 4

Service and Description
Continued expansion of full array of services in each service area based
on local service area's identification of need including:

•

•
•
•
•

•

Location
As identified by each
service area

Reinvestment funds
Medicaid
General Revenue
Title XXI

1 in each service area

Reinvestment funds
additional to be determined

Clinical/outpatient (44 positions)
Respite (71 positions)
Home-based services (6 teams)
Therapeutic case management (16 positions)
Case management (45 positions)
Conversion of existing group home beds to serving specialized
populations such as youth sex offenders; dual diagnosis;
independent living for youth in transition.

Development of specific school-based and school-linked services as
identified by the school/mental health task force

Shared DHSIDMHMRSAS expansion of treatment services specific to
the needs of children in foster care as identified by a joint
DHSIDMHMRSAS task force

Funding
Source

Statewide

Reinvestment funds
Medicaid
Title IVE
General Revenue

LD1744
Implementation Plan
First Year Work Plan
Action
Plan finalized

Lead
DMHMRSAS

Others Involved
Steering Committee

PolicylReg. Statutory
Changes
N/A

Benchmark
Copies, of plan to
HHS Committee
Members
Signed DHSI
DMHMRSAS
Agreement re
responsibilities and
funding

Timelines
12-15-97

Create administrative
structure to support
implementation of target
servIces

DMHMRSAS:
Sawin Millett

DHS-BMS

Identify, assess and
provide in-home
services to target
population
Strengthen existing
Medicaid gatekeeping
procedures for out of
state placements
F ormation of 2 local
services networks
Completion of Medicaid
Waiver
Expand crisis response

DMHMRSAS:
Pauline Miller

DHS-BMS
Providers

Contracts amended

DHS -BMS:
Jim Gorman

DMHMRSAS

Applicable Medicaid rule
changes

To be determined

11/97 to
1198

DMHMRSAS:
Nancy Essex
DHS

Providers
QICs
DMHMRSAS:
Sawin Millett
Regional Offices
Providers

Possible PL 691
modification .
MOA

Contracts for services

111198

Submit to HCF A

2/98

Contract amendments

2/98
through
6/98

Providers
Families
BMS
Providers

Standards and protocols
Contracts
Contract

One additional team
in reach Region
3 additional beds
operational
27 additional case
managers
Additional 200 full
time equivalent staff
recruited and trained

Expand therapeutic case
management
Expand Behavioral
Specialist attendant
capacity

DMHMRSAS

DMHMRSAS
DMHMRSAS:
Rhama
Schofield

Emergency rule change
of Chapter 65 - Medicaid
rules

12-19-97

12/97 to
7198

1198 - 6/98
1198 - 6/98

LD1744
Implementation Plan
First Year Work Plan
PolicylReg. Statutory
Changes
N/A

Action
Lead
Complete deployment of DMHMRSAS:
information technology
Gary Sawyer

Others Involved
DAFS - Bureau of
Information
Services

Develop cross-disability
uniform intake form

DMHMRSAS:
Jay Yoe

Unknown

Implement diversion of
children referred for out
of state placement

DMHMRSAS

Providers
Consumers
Parents
Staff
DHS-BMS
Reg. Children's
Cabinet

Create team to review
and assess children
placed out of state

DMHMRSAS

DHS
DOE
DOC
Reg. Children's
Cabinet

To be determined

Agencies finalize
agreements re roles and
responsibilities

DMHMRSAS

DHS
DOE
DOC

Develop mental health
services for youth at
Maine Youth Center

DMHMRSAS

DOC
Providers

Benchmark
All DMHMRSAS
sites and personnel
have access to
information
technology
Implement statewide

Timelines
Completed
6/98

3/98

Target children
referred to
DMHMRSAS
provided case
management, and
di version services
20% of children
placed out of state
receive appropriate
services in Maine

2/98 and
ongoing

To be determined

Signed MOAs

3/98

If needed

Mental health staff
deployed to MYC
and service provided

3/98 - 7/98

To be determined

3/98 - 6/99

LD 1744
Implementation Plan
First Year Work Plan
Action
Develop uniform
outcome measures

Creation of mental
health school group to
design mental
health/school-based
services based on
current initiative
Extend the case
management tracking
system to children's
servIces
Develop care coordination function
RFP for Network
Manager - Region I
Establish linkage to
interagency information
sharing

Lead
DMHMRSAS:
Jay Yoe

DMHMRSAS

Parents
Youth
QICs
Staff
Providers
Michael Lahti
DOE
Local school
representation

To be determined

Benchmark

Timelines

Pilot

3/98

Incorporate outcome
tools and monitoring
in contracts
Service components
identified

5/98

3/98 - 9/98

Budget request
prepared, if needed

DMHMRSAS:
Gary Sawyer

DOL

Privacy and security
implications

Program contract
identified

9/98

DMHMRSAS:
Peter O'Donnell
Holly Stover
DMHMRSAS:
Sawin Millett
DMHMRSAS:
Gary Sawyer

Consumers
Parents
Providers
QICs
BMS
DOL
DOC
DHS
DOE
Community Action

Possible change in
licensing standards or
Medicaid rules

Implementation of
standards

5/98

Contract awarded

798 - 1199

Interagency
agreements and
registry on line

Current 12/98

DHS
Providers
QICs

Standards and protocols

Contracts

Beginning
7/98

.
Develop additional
therapeutic foster care

Others Involved

PolicylReg. Statutory
Changes

DMHMRSAS:
Team Leaders

LD1744

Implementation Plan
First Year Work Plan
Action
Develop secure
MHIDOC treatment
facility for adjudicated
youth
Continued expansion of
therapeutic case
management

Lead
DMHMRSAS

Others Involved
DOC

PolicylReg. Statutory
Changes
MOA

DMHMRSAS:
Team Leaders

Providers

Therapeutic case
managers assigned to
liaison with DOC
regional office
Expansion of respite
services

DMHMRSAS

Begin co-location ofEIS
staff at CDS sites
Training and staff
resource development

Formation of 5 local
service networks

Benchmark
Program standards
and protocols
developed

Timelines
Beginning
7/98

Contracts

75 additional case
managers recruited
and trained

2/98

DOC
Providers

MOA
Contract

Staff recruited and
trained

Beginning
7/98

DMHMRSAS

Providers

Contract

2/98

DMHMRSAS

MOA

DMHMRSAS

DOE
CDS
Muskie Providers

DMHMRSAS:
Nancy Essex

Providers
QICs

25 full time
equivalent staff
available
Co-location complete
a 3 sites
Orientation and skill
specific training
provided to all new
and redeployed staff
Contracts

Contract Curriculum

9/98
Ongoing
2/98-1/99

1/99

*Detailed Implementation Plan covers first year only, in recognition that changes made need to occur in resource or infrastructure
development sequencing for succeeding years.
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APPENDIXA:
The LD 1744 Planning Process,
Legislative Resolve, and Participant List

The Process to Implement LD1744IResolve Chapter 80:
Desia:nina: A System of Comprehensive Mental Health Services
for Children and Youth, and Their Families

Near the end of the first session of the 118th Legislature, members ofthe Joint Standing
Committee on Health and Human Services authored a Resolve "to Plan for Services for Children
with Mental Health Needs" which won passage and became Chapter 80 of the laws of 1997.
The impetus for the Resolve was the unusually high incidence of issues relating to
children's mental health that came to the committee's attention during the course of the session.
Because of the range of children's issues as well as the interdepartmental nature of the problems,
the committee drafted the Resolve to address these issues from a comprehensive perspective,
rather than in a piecemeal fashion.
The Resolve designated the Department of Mental Health, Mental Retardation and
Substance Abuse Services (DMHMRSAS) as the lead department, and instructed the department
to prepare the plan in consultation with the Department of Human Services, Department of
Corrections and the Department of Education. The comprehensive plan for the delivery of
children's mental health services is due for submission to the Joint Standing Committee on Health
and Human Services on December 15th, 1997.

On:anizina: LD 1744 Tasks
The department began organizing its approach to LD 1744 in June, 1997, immediately
after the Resolve was approved. DMHMRSAS created a Steering Committee to guide the
process by soliciting the participation of key policy level staff from the three other child-serving
state agencies. Three members of the Joint Standing Committee on Health and Human Services
were appointed from the legislature. Also serving was the Executive Director of the statewide
advocacy organization representing parents of children with mental health needs, and two
representatives from statewide 'service provider organizations. DMHMRSAS selected the
Director of Internal Operations and the Program Manager for Children's Services. The
Commissioner serves on the Steering Committee in an Ex Officio member.
The first meeting of the Steering Committee, supplemented by Children's Services
regional team leaders, central office staff and parents of children with mental health needs was
held on' June 23rd. This session resulted in an initial work plan that addressed preliminary
timetables for products specified in the body of the Resolve. . This meeting also provided an
opportunity for the group to query legislative members about the background ofLO 1744, and to
explore the parameters ofthe overall charge to the Departments.
The planning group was 'encouraged to undertake its charge within a comprehensive
framework, employing creativity and innovation, rather than from an incremental, "tinkering"
approach. At the conclusion of the initial plenary meeting, it was agreed that the group needed
to expand in order to bring additional stakeholders from all quarters to the discussion.
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A second meeting was held a week later, attended by over 50 interested individuals. The
outcome of this session was to divide the work into three focused groups; Systems/Access;
Services and Supports; and Finance. Each work group was facilitated by a member of the
Steering Committee and staffed by OMHMRSAS personel.

Plannina= via Lame Committee and Work Groups
From June through mid-September the expanded membership ofLO 1744 undertook a
planning process that supported specializedlintensive small group work followed by large group
meetings on the average of once per month. The purpose of the large group sessions was to .
provide feedback from the small groups as well as to discuss next steps in the overall planning
process. The Steering Committee exercised overall responsibility for shaping the month to
month work plans and any changes or modifications to the production timetable set forth in LO
1744.
;.~

.

Each small group worked independently, developing its schedule, agenda and operational
focus within the topic assigned: As the small group activity increased, so did the number of
participants. . Although choice of participation in small groups was left to the individual,
facilitators for each group were successful in encouraging diverse representation frpm all
stakeholders. ranging from parents to providers to state agency personnel.
Materials produced within each group, including minute~ of meetings, were circulated to
members either prior to at their next meeting. OMHMRSAS support staff coordinated the
distribution of materials generated from work groups to the general membership at large so that
to 1744 products were available for everyone at the regularly scheduled monthly large group
meetings.

Themes from Desia=n Team (Lame Group) Meetina=s:
Three more large group meetings were held during the planning process. Each promoted
a theme and purpose endorsed by the Steering Committee that was felt to be timely, especially in
the context of the planning cycle.
The July 22nd meeting was devoted·to presentations from the four state agencies
serving children and youth with emotional, behavioral or mental health service needs. The purpose
was to: familiarize the group with each department's target population, criteria for accessing
services, type of services available and level of funding for services.
The agenda was shared by a panel of six parents who related their experiences with the
children's service system, which in total touched on all of Maine's child-serving agencies. This
presentation illustrated many of the barriers to service access from a first-hand perspective, but
also included suggestions and recommendations for system improvement.
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The August 20th design team meeting featured a nationally recognized consultant who
provided infonnation about successful models that have addressed children's mental health
services that are delivered in a cOllaborative model, involving multiple agencies. The Starks
County, Ohio model included many of the key principles that the small working groups had
already adopted at this point' in the process. These elements included: family-centered system
values, easy access to the system from any entry point, commitment to address the multiple. need~
of multi-agency children cooperatively and using blended funds, and an emphasis on shifting
dollars away from hospital and residential placements and toward in-home services and
community supports for all children.
Based on first hand experience over the past decade, the. consultant. cautioned that the
simple reorganization of all child~serving agencies into one department, a choice made by a
number of states, had not proven effective in correcting fundamental systems problems faced by
families in those states that were similar to the problems ,identified in Maine. However, the group
was told that the most favorable condition supporting systems change was evidence of the will for
change, noting that LD 1744 reflected the critical components necessary for fundamental change.

Intensive Work Group Activity
By agreement between the Steering Committee and the loint Standing Committee on
Health and Human Services, a systems design preliminary report was scheduled for presentation
in early October. The four week period following the national models presentation focused on
intensive small work group activity with each group reviewing its products in the cOntext of
agreed upon overarching principles, strategies for implementation, and the development of action
oriented recommendations. The three work groups met on the average of once a week in order
to complete their common mission. Groups set aside some time in their agendas for briefings
and reports by state agencies, parents and service providers that were relevant to the topics within
the group's specific systems design assignment.

Systems Costs and Service Utilization
In September, departmental stafffrom each agency serving on the 1744 Data Committee
completed a two draft reports for the small groups to consider during the recommendations phase
of their work. A Child Service System Capacity Profile detailed service utilization across of the
7 mental health local service networks. This report was based primarily on Medicaid data for
Fiscal Year 1996.
.

.

The Data Committee also constructed a financial report which cOmbined 'state general
fund appropriations, non-Medicaid federal funds and Medicaid reimbursements identified by broad
service categories for each child-serving state agency, based on FY 96 data. The draft report
presented "big picture costs" for expenditures impacting children's mental health services, i.e., .
services agreed to be relevant in meeting the emotional, behavioral and mental health needs of
children and their families.
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The data revealed expenditure~ totaling $151 million dollars throughout the whole
child-serving system. The cost data showed that just over one-third of all costs were for Maine,
based Community ~ervlces, while the remaining 61.7% of all funds were spent for Out-of-Rome
Services in hospitals, res~dential programs and out-of-state ~lacements.
Lan:e Group Meetin2 - Preliminary Recommendations
The most recent LD 1744 large group.meeting was held on September 16th for the
purpose,of having each small work group present its findings and recommendations concerning
systems/access, services and supports 'and financing for a new, comprehensive system of
children's·mental health services.
The group reports reflected significant commonality with r~gard to commonly held values
and approaches to overcome recognized barriers. *,ollo~ng an interactive discussion between
group presenters and the design group at large, the products from each group, including
recommendations for the systems design, were given to nMHMRsAS. These materials ,are to
be incorporated in a Preliminary Report on Systems Design, due to the H&HS Committee in mid
October. At the conclusion of this meeting it was agreed that the Department would distribute
the preliminary report to all members of the system design group, and convene another full
meeting to obtain comments and feedback on October 17th.

Next Steps in the Process
Over the next month, the Preliminary Report will be utilized as the major document
around which local disc~ssion can occur. Specifically,the sevenDMHMRSAS Quality
Improvement Councils are being asked for their input, comments and suggestions around the
proposed systems design for children's services. QIC members are'also requested to critique the
in the context of current strengths and needs which exist in their local area.
Beyond incorporating comments from the LD 1744 design group, local QIC's and other
interested readers at large, it is planned that a revised version of the Systems Design Plan will be
written by DMHMRSAS, in Consultation with DRS, DOE and DOC. This version, called a
Substantive Report will be reviewed by the Children's Cabinet and Governor's Office prior to
submission to the H&HS Committee by December 15th, 1997.
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RESOLVES

STATE OF MAINE

IN THE YEAR OF OUR LORD
NINETEEN HUNDRED AND NINETY -SEVEN

S.P. 579 - L.D. 1744

Resolve, to Plan for Services for Children with
Mental Health Needs
Sec. 1. Comprehensive plan. Resolved: That the Department of Mental
Health, Mental Retardation and Substance Abuse Services, referred
to in this section as the "department," in consultation with the
Department of Corrections, the Department of Education and the
Department of Human Services, shall design a comprehensive system
of services for children with mental health needs to ensure that
children receive services in the least restrictive and most
appropriate
settings.
The
system
must
provide
for
the
reinvestment into children's mental health services of any
savings achieved by switching from more expensive to less
expensive means of delivering services. The department shall
consult
with
providers,
including
psychiatrists
and
psychologists,
and consumers
and fami lies
of
consumers of
children's mental health services.
1.
Plan
development.
The
department
shall
define
children's
mental
health
services
and
assign
areas
of
responsibility and accountability for providing children's mental
health services.
2.
Review of services.
The department
shall
review
existing chi Idren' s mental health services and the expendi tures
for those services by the department and the Department of
Corrections, the Department of. Education and the Department of
Human Services.

1-1938(5)

3.
Analysis of need.
The department shall analyze the
current need for children's mental health services and any gaps
and duplications in service delivery.
4.
Study
contracting.
The
depa rtment
contracting wi th public and private agencies and
the delivery of children"s mental health services.

shall
study
providers for

5.
Design a system.
The department shall design a system
for delivering children's mental health services, including a
safety net of services for those most in need.
6.
Develop recommendations.
The department shall develop
recommendations,
including
statutory
and
budgetary
changes,
necessary to achieve the system designed under subsection 5.
7.
Report.
By December 15, 1997, the department shall
submit a comprehensive plan for the delivery of children's mental
heal th services to the Joint Standing Committee on Health and
Human Services; and be it further
Sec. 2. Medicaid rules. . Resolved:
That in order to establish
gatekeeper functions and responsibilities for the delivery of
children's mental
health services,
within 30 days
of
the
effective date of this resolve the Department of Mental Health,
Mental
Retardation
and
Substance
Abuse
Services
and
the
Department of Human Services shall review current Medicaid rules
for chil'dren's mental health services and shall adopt new rules
consistent with the goal of providing a comprehensive network of
children's services in the least restrictive and most appropriate
settings; and be it further
Sec. 3. Progress report meetings. Resolved:
That the Department of
Mental Health, Mental Retardation and Substance Abuse Services
and the Department of Human Services shall meet on a monthly
basis with a
3-member subcommittee of
the
Joint Standing
Committee on Health and Human Services before the Second Regular
Session of the 118th Legislature to report on the progress of the
departments in designing a comprehensive system for the delivery
of chi Idren' s menta 1 hea 1 th services and designating gatekeeper'
responsibi Ii ties and functions.
The subcommittee may not meet
more than 4 times; and be it further
Sec. 4. Reimbursement. Resolved:.That the legislative subcommittee
is entitled to receive,
upon application to. the Executive
Director of the Legislative Council, the legislative per diem, as
defined in the Maine Revised Statutes, Title 3, section 2, and
reimbursement
for
travel
and other necessary expenses
for
attendance at progress report meetings; and be it further
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Sec. 5. Appropriation. Resolved:
That the following funds are
appropriated from the General Fund to carry out the purposes of
this resolve.
1997-98

LEGISLATURE
Miscellaneous Study Commissions
. $660
600

Personal Services
All Other

$1,260

TOTAL
Provides funds for the per
diem
and
expenses
of
legislative
members
to
participate
in
progress
report meetings with the
Department of Mental Health,
Mental
Retardation
and
Substance Abuse Services and
the Department of Human
Services.
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Chih..... en's Mental Health Services D~~ign Team
First

Last

Stephen
Cynthia
Mary Ellen
Christine
Sue
Andy
Robyn
Ron
Kathy
Sabra
Lisa
Vicky
Jennifer
Carl
Jay
Jim
Tim
Neil
Liz
Dean
Marilyn
Dana
Cheryl
Wayne
Lynn
Kenneth
Cynthia
David
Fran
Mike
Ellie
Garv
Linda H.
Larry
Sue
Katie
Becky

Allen
Allen
Austin
Bartlett
Bell
Blanch
Boustead
Bridges
Bubar
Burdick
Burgess
Burwell
Byron
Capello
Caturia
Chaplin
Clifford
Colan
Crawford
Crocker
Dennis
DeVos
DiCara
Douglas
Duby
Dym
Fagan
Faulkner
Finnegan
Fitzpatrick
Goldberg
Golding
Grant
Hames
Harlor
Harris
Hayes Boober
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Company
DHS-BMS
Cumberland OIC
DHS -SURS
DOE
Office of Governor
DMHMRSAS
DMHMRSAS
DMHMRSAS Region I
Wings
DMHMRSAS
DMHMRSAS
DMHMRSAS
DMHMRSAS
DMHMRSAS
DMHMRSAS
ACL Service Center
DHS
' Kennebec Valley MH Center
DHS - BMS
Maine Children's Alliance
The Acadia Hospital
DHS
DHS, Bureau of Health
DMHMRSAS
DMHMRSAS - OSA
Sweetser Children's Services
Sweetser Children'S Services
Day One
DHS-BMS
Spurwink School
Maine Children'S Alliance
Tri-County MH Services
Your Choice, Inc.
ACL Service Center
DMHMRSAS
DHS

Address1

Address 2

Telephone

#11

Augusta, Maine 04333
Sebago, ME 04029
Augusta, Maine 04333
Augusta, Maine 04333
Augusta ME 04333
Augusta, Maine 04333
Augusta, Maine 04333
Portland ME 04101
Bangor, Maine 04401
Augusta, Maine 04333
Augusta, ME 04333
Augusta, Maine 04333
Augusta ME 04333
Augusta, ME 04333
Augusta, ME 04333
Augusta, Maine 04333
Augusta, Maine 04333
Augusta, ME 04330
Augusta, ME 04333
Augusta, ME 04330
Bangor ME 04401
Augusta, Maine 04333
Augusta, ME 04333
Augusta, ME 04333
Augusta ME 04333
Saco, Maine 04072
Saco, Maine 04072
Cape Elizabeth, ME 04107
Augusta, ME 04333
Portland, ME 04103
Augusta ME 04338-2446
Lewiston, ME 04240
Newburgh, ME 04444
Hallowell, Maine 04347
Augusta, Maine 04333

287-3958

state House staiion
HC 75 Box 2380
#11 State House Station
#23 SHS
#1 SHS
#40 State House Station
#40 State House Station
175 Lancaster Street
29 Franklin Street
#40 State House Station
#40 SHS
#165 State House Station
#40 SHS
#40 SHS
#165 SHS
#11 State House Station
#11 SHS
66 Stone Street
#11 SHS, Western Ave
11 Kling St
268 Stillwater Ave
#11 State House Station
# 11 SHS
#40 SHS
#159 SHS
50 Moody Street
50 Moody Street
1000 Shore Road
#11 SHS
855 Riverside Dr
P.O. Box 2446
1155 Lisbon Street
160 North County Rd.
P.O. Box 408
#11 SHS
#40 SHS
396 Griffin Road

Bangor, Maine 04401
Page 1

787-3156
624-5448
287-5951
287-3531
287-4220
287-4251
822-0126
941-2988
287-6949
287-4923
287-9918
287-4254
287-4232
287-5060
626-3455
395-2555
973-6813
287-5362
287-4290
287-6344
284-5981
284-5981
767-0991
871-1204
623-1868
783-4663
622-1613
287-5060
287-4265
561-4197

,
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,

,

Chih..... en's Mental Health Services
First

Last

Company

Barbara
Ron
Roxy
Sandi
Helen
Pat
John
Ann
Tom
Willow
John
Joan
Michel
Mark
Laurie
Susan
Jean
Shirley
Mary Jean
Kate
Marlene
Sawin
Rep. J. Elizabeth
Marsha
Jamie.
Henry
Peter
Rachel
Jane
Senator Judy
Wanda
Melodie
Carl
Lora
Bonnie
Linda
Dr. Doug

Heath
Hebert
Hennings
Hodge
Holmes
Hunt
Jaksa
Jennings
Kane
Kelly
Kierstead
Klayman
Lahti
Lawrence
Lizotte
Longley
Mank
'
Mattson
McKelvy
Mclinn
McMullen-Pelsor
Millett
Mitchell
Moore
Morrill
Nielsen
O'Donnell
Olney
Orbeton
Paradis
Passero
Peet .

Department of correchons
Youth & Family Services
Department of Corrections
DHS
Parent
United Families

Pendleton
Perry
Post
Powell
Robbins

Thursday, November 06,1997

Db~ign

Team

Address1

Address 2

#111

Augusta, Maine 04333
Skowhegan, Maine 04976
Augusta, Maine 04333
Augusta, ME 04333
Skowhegan, Maine 04976
Augusta, Maine 04338-2107
Veazie, ME 04401
Augusta ME 04333
Saco, Maine 04072
Garland, ME 04939
Augusta, ME 04333
Portland, ME 04101
Augusta, ME 04338
Kittery Point, MI:: 03905
Bangor, ME 04401
Liberty, Maine 04949
Bath, Maine 04530
Bucksport, Maine 04416
Augusta, ME 04333
Augusta, ME 04330
Augusta, Maine 04333
Augusta, ME 04333
Portland, ME 04101
Bangor, Me 04401
Bangor, ME 04401 '
Portland, ME 04101
Portland, ME 04101
Portland, Maine 04401
Augusta, ME 04333
Frenchville ME 04745
Presque Isle, ME, 04769
Augusta, ME 04333
Saco, Maine 04072
Georgetown, ME 04548
Manchester, ME 04351
Windham, ME 04062
Portland, ME 04102

state House stahon
P.O. Box 502
#111 State House Station
#11 SHS
RFD #3 Box 2030
P.O. Box 2107
1022 Olive Street
#40 SHS
DMHMRSAS
30 Oceanside Drive
State Representative
PO Box 35
Parent
#23 SHS
DOE
87 Spring St
YWCA
Muskie Training Institute
295 Water St 2nd FI
137/1 Pepperrell Rd
Legislature
29 Franklin Street
Wings
RR 1 BOX 1108
State Senator
33 Edwards Street
Parent
Parent
RR2 Box 605
#40 SHS
DMHMRSAS
Schools Need Parents
Augusta School Dept.
#111 State House Station
DHS-BMS
#40 SHS
DMHMRSAS
130 Eastern Promenade #5
United Families
114 Somerset St
DMHMRSAS Region III
176 Hogan Rd
Community Counseling Center 343 Forest Ave
DMHMRSAS Region I
169 Lancaster St
DMHMRSAS Region I
175 Lancaster St.
Policy & Legal Analysis
#13 SHS
40 US Rte 1
DMHMRSAS
P.O. Box 30
DMHMRSAS
#40 SHS
Sweetser Children's Services
50 Moody St.
Parent
HC-33 Box 1476
Maine Ambulatory Care Coaliti PO Box 390
Windham School Dept.
228 Windham Center Road
Maine Medical Center
216 Vaughn St

Telephone

Page 2

287-2711
474-8311
287-2711
'474-8769
622-3309
297-4207
934-2066
924-3867
287-5950
874-1130

941-2988
589-4353
443-4503
469-7069
287-4250
582-3625
287-2674 '
287-4273
775-1346
947-1216
941-4360
874-1030
822-0270
822-0126
728-4854
764-2120
287-4223
284-5981
371-9022
621-0677
871-2160

Children's Mental Health Services Design Team.
First
Margaret
George
Lynn
Sherry
Rhama
Sylvia
Cindy
Rose Alma
Bob
Lois
Dawn
Barry
Holly
Cyndi
Betsy
Ron
Jeannette
Carol
Ned
Peter
Meg
Julia
Rica
Chris

Last

Company

Ross
DAs-BMS
Russell
KidsPeace
Ryan
Saba
Counseling Services Inc
Schofield
DMHMRSAS
Community Counseling Center
Schroeder
Seekins
Parent
Senatore
CH&CS
The Spurwink School
Small
Snowe-Mello
State Representative
Stiles
DHS
Stoodley
DOC Region IV
.
Stover
DMHMRSAS Region II
Swazey
Parent
Sweet
Moose Ridge Associates
Taglienti
DMHMRSAS Region II
Talbot
ACL Service Center
Tiernan
' G.EAR.
DMHMRSAS
Vitalis
Walsh
DHS
. Waters
Jordan Small School
White
DHS-BMS
Wolman, M.D.
Bureau of Health - D HS
DHS-BMS
Zukas-Lessard
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Address1

Address 2

Telephone

#11

Augusta, ME 04333
Ellsworth, Maine 04605
Hampden, ME 04444
Saco, ME 04072
Augusta, Maine 04333
Portland, ME 04101
Frankfort, ME 04416
Bangor, ME 04402-0425
Portland, ME 04103
Poland, Maine 04274
Augusta, ME 04333
Bangor, ME 04401
Augusta, ME 04333
Bucksport, ME 04416
Hallowell, ME 04347
Augusta, Maine 04333
Augusta, Maine 04333
Madison, Maine 04950
Augusta, ME 04333
Augusta, Maine 04333
Raymond, ME 04071
Augusta, ME 04333
Augusta, ME 04333
Augusta, Maine 04333

624-5220

sAs
PO Box 787, Graham Lake
212 Emerson Mill Rd
PO Box 1010
#40 SHS
343 Forest Avenue
RR 1 Box5256
PO Box 425
899 Riverside St
177 Mechanic Falls Road
#11 SHS
10 Franklin St
#141 SHS
RFD #1 Box 805
P.O. Box 71
#141 SHS
#11 State House Station
15 Rowell Street
#40 SHS
#11 State House Station
423 Webbs Mills Rd
#11 SHS
#11 SHS
#11 SHS
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947-1216
282-7504
287-4259
874-1030
223-5076
871-1220
784-9136
287-5060

469-7488
287-8118
696-0830
287-4255

624-5521
287-5345
624-5518

APPENDIXB:
Medical Assistance Rule Review

The Technical Assistance Collaborative

MEDICAL ASSISTANCE RULE REVIEW
Conducted for the Maine Department of Mental Health, Mental Retardation
and Substance Abuse Services
October 30, 1997
I.

Purpose

This review was conducted for the purpose of assisting the Maine Department of Mental
Health, Mental Retardation and Substance Abuse Services review the Maine Medical
Assistance rules pertaining to mental health, mental retardation and substance abuse
services that are applicable to providing care and treatment for children as required in
L.D. 1744 (Section 2). Thirteen (13) policies covering sixteen (16) services in Section II.
and Section IV. of the Maine Medical Assistance Manual were analyzed as part of this
review.

II.

Scope and Methodology of Review

This review was conducted by an analysis of the Chapters and Sections of the Maine
Medical Assistance Manual as listed on the Attachment to this report. Effective dates of
the reviewed Chapters and Sections are listed in the margin of that attachment.
The methodology for this review was simply to evaluate each Section (rules) by
providing a general overview and by asking three basic questions as follows:
1. Overview: The overview will provide a summary of each policy's provisions
and requirements in the following areas: definition, eligibility criteria, prior
authorization, duration of care, service plan, utilization review and medical
necessity. Special features of each policy will be highlighted.
2. Do the rules move the system toward meeting the goal of providing a
comprehensive network of children's '§ervices in the least restrictive and most
appropriate settings? If yes, in what way? If no, why not?
3. What changes need to be made in the rules in order to establish gatekeeper
functions and responsibilities for the delivery of children's mental health
services?
4. In what way, if any, do the rules provide the means for switching from more
expensive to less expensive means of delivering services?

III.

Findings

Overall the rules reflect a comprehensive range of services being reimbursed under
Maine's Medicaid Plan. The rules are broad in scope, they are both restrictive and lessor
restrictive in their requirements as reflected below. They reflect a strong desire on the
part of the State to assure that all potential service options are made available under
Maine's State Medicaid Plan. Indeed many of the rules were written for services already
in place in order for the State to maximize federal reimbursement and thus free up more
State funds for seed or for services not covered by Medicaid. However, as written they
do not promote or reflect a system of care. From the user's perspective they are complex
and duplicative, with a number of services more difficult to access than others. This does
not appear to be done as an attempt to make these rules more complex but rather the
result of long standing practice and demand on various but separate units of state
government, both in DHS and DMHMRSAS, to expand reimbursement.
Below is a review of each policy highlighting definition, eligibility criteria, prior
authorization, duration of care, service plan, utilization review and medical necessity
provisions.

Chapter II - Section 13: Case Management Services
1. Overview
The following Sub-Sections of Section 13 were reviewed: Section 13.01(Definitions);
Section 13.02 (Eligibility for Services); Section 13.03 (Duration of Care); Section 13.04
(Multiple Case Managers); 13.08 (Case Management Services for Infants and Children,
Birth through age 5, with of at Risk for Developmental Delays) effective 4/29/88 and
3/20/96; Section 13.12 (Case Management Services for Children and Adolescents with
Severe Emotional Disturbance, ages 6 through 20); and Section 13.13 (Case Management
Services for Children and Adolescents with Serious Emotional Disturbance Ages 11
through 17 residing in Cumberland County).
The definition, eligibility and duration requirements for case management are relatively
consistent for targeted case management. The provision for multiple case managers is
however inconsistent with professional practice and with child and adolescent service
system principles. The state's intention is for there to be a single case manager. The
provision was established to assure staff hired staff could work in the child's home and be
eligible for federal reimbursement. Otherwise state hired staff would have to be paid
with state funds only. Other states have used other service categories to solve this
problem. Using another service definition and assuring only case manager is organizing
and arranging for services would eliminate the potential for duplication and differences of
opinion exist between treating professionals or providers it could create confusion and
animosity between and among care providers, educators, the child and his or her family
guardian or case workers regardless of the intent of the definition to limit these problems.

Indeed the definition attempts to ameliorate these problems by adding more
documentation requirements to reduce the potential for duplication. Thus requiring more
work on the part of case managers. This could be avoided by creating a system that
requires all parties to work with a single case manager. This type of system is in place in
a number of states and indeed is mandated in some states.
The rule also creates many different criteria for children of different ages and even
differences for children living in different locales. For example, the reason given for a
separate rule for children who have a serious emotional disturbance and living in
Cumberland County between the ages of 11 and 17 is that there is a program there
sponsored by the Robert Wood Johnson Foundation. I have worked in three states that
had between them six systems development grants for both children and adults with
major mental disabilities over the past decade and in none of those programs did we
create a separate rule for targeted case management in the jurisdictions where the
demonstration was taking place. Nor have I seen this done with projects funded for the
same purpose by the Center for Mental Health Services (HHS).
Both ofthe Sub-Categories for children (Cumberland and non-Cumberland County) ages
six through twenty (Cumberland, ages 11 through 17 only), only allow targeted case
management services for children with severe emotional problems. The definition is
quite limited. Indeed more limiting than the requirements for other more restrictive
services. HCF A will allow case management services for non severely disabled children
and adolescents under a different option thus providing an opportunity for case managers
to serve children who may have serious needs but not meet the extreme definition listed
in these sub-sections.

Chapter 11.- Section 21: Home and Community Based Waiver Services
Home and Community Based Waiver Services for persons with Mental Retardation is a
waivered service meaning rules applying to eligibility for Intermediate Care Services can
be waived to provide more flexibility in service provision for persons eligible for
ICFsMR. However, the process for establishing eligibility (10 steps) and gaining plan
approval for each service or aid is both more time consuming and onerous than other
services reviewed. Very few children receive services under this category in Maine and
this Waiver is slated for renewal in one year. It is recommended the waiver be studied
now to determine if changes can be made to assure these services are as flexible as
possible for persons needing these services. One question to ask then would be the
potential for unbundling care to assure that children can get the services they need
through a less onerous and expensive process of determining eligibility and need.
It should be noted that utilization review is provider controlled and that duration
requirements are vaguely stated.

Chapter II. - Section 24: Day Habilitation Services for Persons with Mental
Retardation
Day Habilitation Services are those services or training for persons with mental
retardation that focus primarily upon behavior management, self care, self awareness and
physical, sensory, motor and psychological development. These services are generally
provided by community-based agencies offering a range of residential, day and
professional services for persons with mental retardation and other disabilities.
Eligibility requirements are fairly standard. There are duration requirements that appear
to limit the number of days a person "can receive services. There are limited standards and
approval processes. ICFsMR can provide these services. There are no outside review
mechanisms nor are there prior authorization criteria. There is no requirement for these
services to be provided under a single comprehensive plan for the child nor is there any
requirement to plan services with the educational or other systems. The Bureau of
Mental Retardation (BMR) in DMHMRSAS is required to develop service plans for
children receiving these services if the child is a client ofBMR.

Chapter II. - Section 27: Early Intervention
Early intervention means services provided for children who have or at risk for
disabilities, and increase the support base for families, if needed. There are three covered
services under the broader heading of Early Intervention. These include Developmental
Therapy, Social Work and Collateral Services. Eligibility is based on Medicaid
eligibility and Department of Education eligibility requirements; Duration requirements
are limited to age requirements (eligibility for public school at age 5). An individual
planning process is managed by an Early Childhood Team. Utilization Review is based
within the Department of Education. There are no explicit requirements for coordination
of care with other caregivers.

Chapter II. - Section 37: Home Based Mental Health Services
Home based services are short-term, crisis oriented, counseling services provided in a
child's home or other appropriate setting. Agencies who qualify must be certified by the
Bureau of Children with Special Needs (DMHMRSAS). There are both general and
specific eligibility requirements. The specific requirements include a child being at risk
of removal from the family home or tension related to re-unification to the home.
Duration requirements limit the provision of these services to not exceed thirteen weeks
of service delivered within eighteen consecutive weeks. These can be extended with
clinical approval. Reimbursement will not be made for services aimed at needs that could
more appropriately be met in more traditional settings. Evaluation requirements are very
specific. There is a requirement for a comprehensive written plan for this service.

Chapter II. - Section 41: Day Treatment
Day Treatment Services in this Section are part of an integrated educational program.
There are also clinic based day treatment services covered under the outpatient
reimbursement policy (Section 65). The services "may" be provided in conjunction with
a residential treatment program, other mental health program, or a single or multi-district
school program provided through the school administrative unit. Eligibility is less
stringent than that for outpatient day treatment although medically necessity is
determined by a Pupil Evaluation Team (PET) and then subsequently specified in an
individual Education Plan. Their are no limits on duration and there is a requirement for
an individualized treatment plan solely for this service. There are no specifications
requiring this service be integrated with or part of a comprehensive plan for a specific
child; thus this service can be provided as part of an educational program outside of a
local service delivery system. This policy makes a more detailed explanation of
contracting and rate negotiation requirements than for most other services.

Chapter II. - Section 45: Hospital Services
Hospital Services includes both inpatient and outpatient services. While specific
requirements for medical necessity are not clearly spelled out in this policy. Duration of
care is not covered with the exception of UR requirements. The discharge planning
requirements are limited to assuring there are discharge planning procedures maintained
in a written record. Linkage to community services is not covered. There are no prior
admission requirements for emergency admissions. Continued stay procedures are left to
the discretion of each hospital although it is assumed reimbursement limitations account
for the relatively short lengths of stay in general hospital units.

Chapter II. - Section 46: Psychiatric Facility Services
Psychiatric Facility Services refers to services of a hospital primarily engaged in
providing psychiatric services for the diagnosis, treatment and care of persons with
mental illness. Psychiatric Facilities can provide inpatient, partial hospitalization and
outpatient services. While the policy references children should only be admitted to the
service who can not be served in a lessor restrictive setting, the eligibility criteria related
to duration of illness, both prospective and historically are no greater than that required
for children to receive lessor restrictive services.
Medical necessity determination and Medical Evaluations are required for admission.
Prior authorization for inpatient care except for emergency admissions is required.
There are re-certification requirements at sixty days after admission and every thirty days
after 120 days but these are conducted by facility staff. Plans of care are required for
partial and outpatient services. Utilization Review is also internal. There are discharge
planning requirements which do not require involvement of case management or other

community service staff. A written record of what agencies are available for aftercare is
the only requirement that even hints of a systems approach.

Chapter II. - Section 65: Mental Health Clinic Services
Specific and separate requirements are set forth for the eligibility of children, birth to age
5 and children age 6 to 20 for clinic based day treatment, children's family and
community support services. For children age birth to age 5, an evaluation is required
that establishes either a behavioral impairment, developmental delay, established
conditions, biological factors. An interdisciplinary team is required to determine
eligibility. It should be noted that there is no reference to using either the same team used
for early intervention or for targeted case management for the same age group.
For children age 6 to 20, a child must be diagnosed as having a severe emotional
behavioral disturbance, excluding mental retardation or substance abuse as primary
diagnosis. The diagnosis must have a duration or risk of duration of more than one year,
and results in the child's inability to function in the home, school or community without
supportive services. Additionally in order to receive Children's and Family Community
Support Services, the child must have a combination of functional impairment or specific
symptomotology in one of four areas.
There are no eligibility requirements for Emergency Services, Crisis Resolution and
Crisis Support Services. There are other requirements for serving children between the
ages 0 to 2.
The difference in the scope of Children's Outpatient Services and Children's Family and
Community Support Services seems quite narrow. Child Outpatient is focused on the
child limiting collateral contacts. It may be possible to combine these providing more
incentive for treating professionals to expand upon their approach where indicated rather
than changing codes, treatment plans, etc.
This service requires a single purpose treatment plan and reimbursement for Children's
Family and Community Support Services provided for children and their biological or
foster families who have a letter of agreement or contract to provide such services by one
of two Bureaus in the Department of Human Services.
There are no specific requirements for utilization review, medical necessity or prior
authorization for these services.

Chapter II. - Section 96: Private Duty Nursing and Personal Care Services
This service appears to have potential use for children with mental health needs unless the
eligible child meets Nursing Facility level of care and requires physical assistance, has
limited self-care capability requiring 24 hour care and requires cueing as a result of

cognitive impairment. This rule should be reviewed closely to assure it is both fully and
appropriately used in conjunction with other services.
Eligibility, duration and other requirements are consistent with the services provided.

Chapter II. - Section 97: Private Non-Medical Institution Services
Private Non-Medical Institution Services for Residential and Child Care Facilities are
community residential facilities for four or more individuals. There are no restrictions on
eligibility or duration. There are limited reimbursement restrictions. There are fifteen
covered services for which payment to a provider is permitted under the rules of this
section. A broad range of staff qualify to provide these services. Case management is an
allowable service so long as it is coordinated with case management services provided by
case managers who are "outside" the facility. There is a separate written individual
services plan requirement. There is a requirement for a discharge summary that only
states: "a discharge summary shall summarize the entire case in relationship to the plan
of care, except as may be noted in the appropriate Principles of Reimbursement." There
is no reference to a discharge summary in the reimbursement section of this policy.
There are fewer requirements for this service than any other service reviewed.

Chapter II. - Section 111: Substance Abuse Treatment Services
Substance Abuse Treatment Services include two sub-categories of service: NonResidential Rehabilitation Services and Outpatient Services. Non-Residential
Rehabilitation Services are relatively intense, short-term treatment services. They are
referenced in the definition as "day treatment" and are often labeled "intensive outpatient
services. Outpatient services are considered less intense and of longer duration. Both can
include individual, group or family counseling. Indeed the services are actually more of a
program rather than an individual service and unlike mental health, the substance services
appear to be covered by a single comprehensive treatment plan.
The Non-Residential Services can only be provided for a maximum of 10 calendar weeks,
five days a week, six hours a day, excluding collateral contacts. Outpatient services are
also limited in duration but for 30 weeks, but no more than 3 hours per week. Eligibility
for care is not restrictive but there are limits on pre-admission criteria and limits are set
on reimbursement are more stringent than in some of the other s((rvices. Case
management is explicitly excluded as a reimbursable service under this policy.

Chapter V. - Section 4: Nontraditional PHP Treatment Services
This service is part of the Preventive Health Program! Early Periodic Screening and
Diagnosis and Treatment (EPSDT). The eligibility criteria and duration requirements are
standard for EPSDT services. Covered services requirements include both provision for
authorization as well as a set of provisions for the "quality" of the services including
requirement that the services have scientifically valid evidence of the efficacy of the

proposed treatment or service, not be experimental, be less costly than a comparable
service with a comparable expected remedy and not being available through other means
or at a reduced cost to the public. This is an extraordinary set of requirements not found
in definitions or provision for any other service. Thus the least expensive and least
restrictive service is made more difficult or onerous to obtain.
This is the only service reviewed that requires prior authorization. The documentation of
medical necessity is also more detailed than found in any other service with the exception
of Hospital Services/ Psychiatric Facility both of which require a medical necessity
determination. As with other services, there is a requirement for a separate
comprehensive plan for this service.

Overview Summary
As noted above these rules include a wide range of eligibility, duration, service plan,
prior authorization, utilization review and medical necessity requirements which are
inconsistent, duplicative and confusing. The provisions though provide a wide range of
services that could become the basis of a comprehensive system of care. It is not unusual
that rules written over time, at the request of different departments or providers and/or in
response to new federal designations or rules appear inconsistent, duplicative and
confusing. These rules are no exception to that problem. On the other hand, Maine is
fortunate in developing services that can with improvements be the base of a
comprehensive system of care.

IV.

L.D. 1744 Questions

1. The policies (rules) in general do not move the system toward meeting the goal of
providing a comprehensive network of children's services in the least restrictive and most
appropriate settings. Of the fifteen policies reviewed, only th~ substance abuse treatment
policies call for a comprehensive service plan across all services being delivered for an
individual. And in this situation "all services" refers only to all substance abuse services.
All other services have their own service plans quite separate and distinct from service
plans for other services. Interestingly though the substance abuse service policy
explicitly excludes case management from reimbursement. The policies allow multiple
case managers and indeed there are procedures and protocols governing multiple case
managers. PNMI services actually allow a case manager to work within that setting and
upon discharge the individual loses the services of that case manager. There are
numerous coordinating and committee structures across services none of which intersect.
Inpatient discharge criteria are superficial and there are no PNMI discharge criteria with
only one sentence referencing the requirement for a discharge summary.

For services provided for children under age 5, there are two distinct local coordinating
committees one school based, one not, which establish entry criteria for children into case
management and early intervention services, respectively.
Entry criteria for services are quite complex with multiple steps required generally for
more preventive low cost care and less restrictive criteria for higher costs services with
the exception oflCF-MR services which include 10 labor intensive eligibility and entry
steps. Only Non Traditional PHP, the least restrictive service, requires prior
authorization. Duration of care requirements and caps no service levels exist for six
services not including those with age cut offs, four of which are for the least restrictive
services and two of which, psychiatric inpatient and general psychiatric inpatient are
internally controlled. Two, Private Duty Nursing and Day Habilitation have caps which
mayor may not restrict duration and substance abuse services and home based mental
health have specific limitations.
In summary, the policies governing these services inadvertently discourage and
undermine the concept of a system of care as there is no designated entity responsible for
coordination, capacity development and gatekeeping across what appear to be quite
complex and overlapping services.
2. Do changes need to be made in the rules in order to establish gatekeeper functions and
responsibilities for the delivery of children's mental health services?
Gatekeeper functions could be added to any or all of the services. However, gatekeeper
rules without adding rules or setting forth requirements for "system of care" development
is only a half a loaf. For example if an independent gatekeeper or even an office in either
DMHMRSAS or DHS were established for this function, does this office or independent
entity have responsibility for assuring the development and use of lessor restrictive
services as stated above? The benefits as defined in these rules are sufficient to create a
comprehensive network of care ... they don't guarantee you will have a system of care.
3. In what way, if any, do the rules provide the means for switching from more expensive
to less expensive means of delivering services?
The rules do not by themselves provide the means for switching from more expensive to
less expensive means of delivering services. The service rules could provide the means
to reduce expensive services. However they can not provide the means for "switching"
from more expensive to lessor expensive services.
There are only two means to accomplish that goal. The first is to amend the State
Medicaid Plan to delete optional services that appear to be expensive. These could be
substituted by increasing other services through the State seed that is not being used for
expensive services.. For example, Psychiatric Facility Services (Ch. II-Section 46) is
optional but all but 6 states are using it. Inpatient Services is required but only in general
hospitals.

A significant portion of the $30,513,883 spent by Maine on inpatient hospital
expenditures for children, is reimbursed to Psychiatric Facility Services. By deleting this
category, access to this services is denied. Given that these services have been included
in the benefit package, deleting them now would have repercussions unless a plan for
increasing general hospital inpatient psychiatric care or substituting hospital care for
community care is put into place well in advance of deleting those types of services.
Secondly you could develop a prior, concurrent or retrospective utilization review system
for expensive services without eliminating categories thus reducing providers. This
limits the amount of care a person receives in a particular setting but leaves providers in
business. However, in this situation as in the option to delete categories of services, the
only funds available for re-distribution to community services are state seed funds and
you will not be allowed to limit the number of beds in the system. If you don't provide
services, federal funds will not flow thus you loose that revenue as illustrated above.
Even if you try to shift funds if you aren't successful through utilization review practices,
you could be left with a larger bill.
This may also result in a loss of federal funds because the reimbursement level is greater
for the more expensive services. For example, if an inpatient day costs $800 and a NonTraditional PHP unit costs $ 40, you would need to deliver 20 Non-Traditional PHP
hours for every inpatient day to draw down the same amount of funds.
A Waiver would allow you to retain funds at an agreed upon level and shift fullds through
assigning services. This is the only method you can use to assure the re-distribution of
funds without losing access to the current levels of federal funds available for services.
With a Waiver, you agree to being paid an amount of funds equal to what you were
earning.in a "base" year for all services minus a small percentage for "savings" (generally
5 or less percent or less). This is generally offset with a cost of living increase. Thus a
cap reduces growth while increasing flexibility.
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The Children's Cabinet has been meeting over the last several months to develop specific
recommendations for the establishment of a case resolution system which could provide meaningful
support to families for keeping children at risk in their own homes and communHies. The system
described below is the result of these discussions. It is designed to build on work that has been done
previously, particularly in utilizing local case review committees which have already been established.
Certain principles underlie this system. These principles are:
•

Individualized plans are developed by a local team, comprising the people who know the
child and family best;

•

The plan is needs driven rather than service driven;

•

The plan is family centered;

•

The parent is an integral part of the team and has ownership of the plan;

•

The plan is strengths based;

•

The plan is focused on nonnaUzation;

•

Services are created to meet the unique needs of the .child and family;

•

Services are community based, accessing more restrictive levels of care only for brief
periods of stabilization; and

•

Services are culturally competent.

The model proposed is not a program or a type of service. Rather, it is value based and an
unconditional commitment to create services on a ·one kid at a time- basis to support normalized and
inclusive options for youth with complex needs and their families. It operates on the premise that people
at the community level have the best understanding of the needs of the particular child and family, and
that they are in the best position to develop solutions with that family and child.

THREE KEY CONCEPTS:
1.

THIS IS A NEW WAY OF THINKING ABOUT SERVICES TO CHILDREN AND FAMILIES.
PARTICIPANTS IN THE PROCESS MUST-BE COMMITTED TO CHANGE AND BE ABLE TO '
CHANGE THEIR WAY OF WORKING.

2.. POOLED FUNDS ARE USED AS A SUPPLEMENT TO, NOT A REPLACEMENT FOR,
PROGRAMS AND SERVICES FOR WHICH CHILDREN AND FAMILIES ARE ALREADY
EbIGIBLE.
3.

EVERY EFFORT MUST BE MADE TO REMOVE BARRIERS AT THE LOCAL COMMITTEE
LEVEL. CASES MUST ONLY BE REFERRED TO THE REGIONAL CHILDREN'S CABINET,
OR SUBSEQUENTLY TO THE CHILDREN'S CABINET, IF RESOLUTION IS BEYOND THE
CAPABILITY OF THE COMMITTEE TO RESOLVE.
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ROLE OF REGIONAL CHILDREN'S CABINET:
•

Coordinate, support and monitor the work of the Local Case Resolution Committee;

•

Allocate pooled flexible funding to Local Case Resolution Committees;

•

Provide resolution for cases when Local Committee Is unable to agree, or negotiate for
appropriate services;

•

Collect data from Local Committee, develop regional profile on unmet needs and resources, and
evaluate system;

•

Serve as link to Children's Cabinet; and

•

Refer unresolved cases to the Children's Cabinet.

MEMBERSHIP OF LOCAL COMMITTEE:

Each Committee must have a core membership, with representatives from the Departments of Human
Services, Corrections, Public Safety (or a local law enforcement representative) and Mental Health,
Mental Retardation and Substance Abuse Services, a public school representative, and parent
representatives. Membership from the public agencies must include representation from health, mental
health, juvenile justice, substance abuse and education. In addition, membership should be drawn from
the following groups:
.

•

Front line and -middle management- from public and private provider agencies;

•

Parents (2-3 members; per diem payment to parent representatives);

•

Community organizations (e.g., churches, civic groups);

•

Business representatives;

•

Need a core of constant members with .broad representation (needs to be the same people
on a regular basis; substitutions Interfere with building trust and developing knowledge of the
system);

•

other people may be invited because of the particular case being considered; and

•

Need to be Individuals who have demonstrated the ability to change their thinking and
practice in serving children and families, incorporating the guiding principles above.

ROLE OF LOCAL CASE RESOLUTION COMMITTEE:

•

Establish criteria for referral based on state guidelines;

• --Protect/respect confidentiality (sample statement provided);
•

Meets at least monthly;

•

Develop a common set of values;
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•

Identify child and family strengths and needs, based on existing infonnation (e.g., family
support systems, evaluations, family and social histories, etc.) with family input at the case
review meeting;

•

Develop with the family a comprehensive plan to support the child and family;

•

Identify strategies and resources needed to Implement the plan, Including existing resources
and pooled funds where appropriate;

•

Establish timeframe for implementation;

•

Identify primary case manager to worX with family to assure plan Implementation and
schedule for review (at least annually);

•.

Refer to Regional Children's Cabinet only if baniers to Implementation occur, which are
beyond the scope or ability of the local committee to resolve. The committee must Identify
the barriers which Interfere with Implementation;

•

Manage budget assigned to the committee;

•

Provide required reports of expenditures to next level committee; AND

•

Maintain data as required (e.g., # of referrals, type of referrals, services provided, barriers to
plan Implementation identified - both system and fiscal).

GUIDELINES FOR EXPENDITURE OF POOLED FUNDS:

•

The child has been accepted for review by the committee;

•

Existing resources, Including natural support systems, existing categorical program funds,
community resources (both fiscal and human), must be committed for those portions of the
comprehensive plan for which they are appropriate or eligible;

•

The local case review committee has developed a comprehensive plan;

•

Pooled funds are used flexibly to fill In gaps Identified by the family and committee as being
the highest priority for successful implementation;

•

Purchase of services is not time limited, but dependent on time frames identified in the case
plan;

•

Funding resources and the individual case plan are reviewed in accordance with a schedule
developed by the local committee, but at least annually, to assure continued appropriateness
of particular resources;

• . Local Committees may authorize payment of room and board costs for purposes of
stabilization or as a part of a treatment plan for a period up to three weeks. Any such
expenditures must be reported to the responsible Regional Children's Cabinet; and
•

Plans which identify a need for longer tenn residential services for which other funding
resources cannot be identified must be referred to the responsible Regional Children's
Cabinet. The Regional Children's Cabinet will collect data on these requests to be fOlWarded
-- to the Children's Cabinet. Pooled, flexible funding may not be used to pay for room and
board costs for anything other than short tenn as noted above.

ACCESSING LOCAL COMMITTEE REVIEW
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Targeted populations for review and resolution are children who have multiple and complex special
needs and their families, and those who are served by two or more Departments.

Criteria for referral:
•

Past Informal efforts at coordinating services among agencies have not been successful

•

An appropriate service plan has been difficult to develop due to the severity, multiplicity or
unusual nature of the child's problems

•

Existing resources, accessed through a single system, appear to have been exhausted;

•

Child and family needs ·exceed the ability of a single agency to meet or resolve; and

•

Expertise of multiple disciplines and agencies is required to develop and implement appropriate
case plan.

Process for referral
•

IndivlduaVAgency supporting referral gets parental permisslon·to present case to the committee.

Parents may make their own. referral to the committee for review;
•

Form Is completed and, If possible, sent to the committee contact prior to a scheduled meeting,
detailing current status of the case and Issues to be considered by the Committee; and

•

Parents are strongly encouraged and supported to attend the meeting if possible, as are other
service providers involved with the child and family. Referrer presents case to the committee
(Written material on child and family is retumed at the end of the meeting).
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Pooled Flexible Funding Available
As of November 1996, funding is available to pool in accordance with this initiative as follows:

:-----------,

Ir------------------------------------------~---------Funds to be I
Lapse/Carry
I
allocated
to the :
I
Status
I
I
RCCsas
I
I
follows. RCC I
I
I
I
will bill
I
I
assigned
I
I
I
I
department
I
I
I
Funds Carry
Region II I
I Department of Mental Health, Mental
$500,000
I
: Retardation, and Substance Abuse
I
I
S
'
I ervlces
I
$420,000
Funds Carry
Region III I
Department of Human Services

:

i

: Department of Corrections
: Department of Education

: Total Available as of November 1996

I

$100,000 "

To Be Determined

Region I

150,000

Funds Lapse

Region I

$1,070,000

--------------------------------~----------

I

I
I
I

i

---------- ~----------~

An initial allocation of $200,000 will be allocated to each of the 3 Regions for immediate
dissemination to the Local Case Resolution Committe"es within that Region.

John Milazzo DMHMRSAS;

822-0270

822-0295

169 Lancaster Sl Portland
04101

Dan Harfoush-ActlngDepartment of Corrections ;

822..()8()()

822-0810

-MaIne Youth Center, 675

Andrea Goodman Department of Human
Services

822-2214

Westbrook Sl So.PortIand
04106"
"509 Forest Avenue,
PorUand 04101- .

822-2146

state House station 23.
Augusta.

ConnIe Manter - DOE SocIal studies;

andrea.goodmanGatate.me
.us [at central office)
connie.rMnterGatate.me.u

•

Karen Rumery - DOE Middle School & English
Language A1tsI Reading

287-5985

287-59Z1

~ State House Station
Augusta, Me 04333-0023"

U. Dale Lancaster [eiD I] Department of Public
Safety

657-5710

657-5746

-MaIne State Pollee. elD I,

Usa Burgess -

287-4272

287-4052

State House Station #141.
Augusta 04333

Mar1<Boger

873-6644

8977-0742

-18 Colby Street.
Waterville, Me 04901-

Ann TherrIen

783-5383

783-5368

-PO Box 3098. Auburn,

Rachael Cyr Henderson Department of Human
ServIces',

62~115

62~124

219 C8pItoI st.state House
station '11. Augusta

racheI.c.hendersonGstate.
me.us [at cerml office)

Donald Reut.ershan -DOE Foreign Language;

287-5936

287-59Z1

~

State House
StatIon,Augusta 043330023"

don.reutershanGstate.me.
us

~

mona.baker.Qstate.me.us

karen·rumeryGatate.me.us

1 Game Farm Road. Gray
04039"

~

I

DMHMRSAS;
Department of Corrections:

MaIne-

state House
StatIon,Augusta 043330023"

Mona Baker -DOE Special Ed I Personalized
Education;

Vacant - DOE - Gifted &
Talented
U. Gerard TherrIen [eiD II)
- Department of Public
Safety

287-7502

-18 Meadow Rd. State
House Station 52, Augusta-

287-7277

S1' .1.1..... 1:>1 ~'f'
- C>~rt". P",Io\·' ~

1

Pat O'Brien - DMHMRSAS;
Barry Stoodley Department of CorrectIons

941-3130. [voIcemaU: 9414748)

941-3132

10 Franklin st. Bangor.
04401

Becky Hayes-Boober Department of H!Jman

561-4197

561-4122

396 Griffin Rd.Bangor
04401

ServIces·,
"23 state House Station

287-4484

287-5927

Thomas Keller - DOE -

ScIence
U. Darre/1 OUellette lei 0 III)
- Department of Public
Safety

-

becky.hayes.booberCstate.
me.us [at central offICe)

Nancy Andrews; -DOE English Language Arts I
Writing
William Primmerman DOE - Health Education

home: bhbooberCaol.com
work:

Augusta, Me 04333"

nancy.andrewaCstate.me.
us

"23 state House Station
Augusta, Me 04333"

biU.prlmmermanCstate.me.
us

"23 state House Station
Augusta, Me 04333"

tom.kellerCstate.me.us

941-4071

941-4675

Maine State Police. 106
Hogan Rd. Bangor

"Valerie SeabergDepartment of Education;
Education Team
LeaderlPoIicy Director for
Personnel, Quality
Assurance & ReglOlll!I
Education ServIces"

287-5806

287-5900

Department of
Education.23 State House
Station. Augusta 04333

vaIerie.seabergCstate.me.
us

Rhama Schofield

287-4223

287-4268

DMHMRSAS.stateHouse
Station 40

rhama.schofleldCstate.me.
us

Also:
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Toll free Number provided by United
Families for Children's Mental
Health, Inc.
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GEAR offers ...
•
•
•
•

Parents workin~ to~ether to
help each other and their
children with special needs

;

GEAR was started by parents whm
recognized the need for help and
support for parents coping with the
demands of caring for children with
special 'needs.

j

'

A pro~ram of
CriSis and Counselin~ Centers

encouragement through support
~roup meetings and by phone
workshops on topics of interest
local conferences
social opportunities

•

1 ~

Sponsored by:
Department of Mental Health,
Mental Retardation &
Substance Abuse Services
I

:

~

You are not alone

GEAR

parent representatives have the
experience of loving and caring for a
child with demanding special needs.
They know the Importance of having
someone to talk to who understands
what life can be like coping with issues
at home, in the community, and at
school. .
•

Parents are not judged or blamed for
their child's behavior or other issues.

•

Parents can find help through
problem solving and the shared
experiences of other parents in the
GEAR network.

•

Throu~h sharing information, parents

learn about services for children, how
to access them and what has worked
for others.
•

GEAR emphasizes the stren~ths of
children & families and builds on
them.

Contact

GEAR statewide by callin~
1-800-264-9224

to find out more about support groups and other
GEAR sponsored activities In your area.
Toll free Number provided by United Families for Children's
Mental Health, Inc.

Your local GEAR representative is:

GEAR

Phone Numbers

Parent-to-parent encoura~ement
h~ppens when two or more
parents support each other.

Call Services to Children with Speciai
Needs to ~et 800 numbers for crisis,
community support and Respite in your
area.

•
•
•
•
All

by phone,
at local GEAR support ~roup meetin~s
at tralnln~ workshops
at social events
sponsored by GEAR to brin~ parents

Re~ional

offices of
Dept. of Mental Health, Mental
Retardation & Substance Abuse Services Services for Children with Special Needs

to~ether.

GEAR exists to facilitate contact between
parents to prevent isolation and share
knowled~e gained by experiences with
our children's disabilities and contact
with the system of care.

Re~ion

1 - Cumberland & York counties
1-800-492-0846

Re~ion

2 - Kennebec, Somerset, Kno~,
Waldo, Lincoln and Sagadahoc
counties
1-800-866-1814
- Androsco~~in, Franklin,
Oxford counties
1-800-866-1803

One parent's view...
"This support group for parents of children
with special needs has given me a greater
understanding of myself, an acceptance of my
human Imperfections, even as I continue to
strive for a greater quality of life. I feel It Is so
Important to be able to relate with others who
have 'been there'; who go through the same
trials I do, without casting judgment upon me.
The caring Is genuine and heartfelt.
I
experience frustration and uncertainty In a crisis,
but I know that I am not alone. I am free to
share my feelings amongst those who are
Sincere and supportive of my efforts, and where I
feel safe to express my pain. I am encouraged
to continue trying and reinforced by those who
have tried methods and had positive results.
One step at a time, to a greater understanding of
myself and the needs of my 'special' chIld.

Re~ion

1 - Penobscot, Piscataquis,
Hancock & Washin~ton
counties
1-800-227-7706
- Aroostook County
1-800-767-9857

W

~
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APPENDIXF:
Department of CorrectionslDMHMRSAS
Memorandum ofAgreement

MEMORANDUM OF AGREEMENT
BETWEEN
DEPARTMENT OF MENTAL HEALTH, MENTAL RETARDATION AND
SUBSTANCE ABUSE SERVICES
AND
DEPARTMENT OF CORRECTIONS

PURPOSE
The Department of Mental Health, Mental Retardation and Substance Abuse Services
(DMHMRSAS) is the lead executive agency responsible for the children's mental health
services system. This responsibility includes: system design and implementation,
creation and management of local provider networks that provide a full range of services,
establishment ofa single gatekeeping authority, establishment of uniform standards and
procedures, care coordination, monitoring and evaluation.
The Department of Corrections (DOC) is responsible for diverting from the correctional
system, juveniles referred by law enforcement officers supervising youth on probation,
providing care and supervision to youths detained or committed in Maine's juvenile
correctional facilities, and supervising youth on aftercare from those facilities.
The Departments jointly recognize that many youth in the correctional system have
mental health treatment needs, and agree to work together to formalize new roles and
responsibilities for each agency in addressing the mental health needs of children in a
unified system of care.
The following activities will be undertaken during the period 12/15/97-3/1/98, and will
culminate in a signed Memorandum of Agreement Implementation Plan by March 1, 1998.
1. The DMHMRSASIDOC will jointly develop a clinical team to review treatment
needs and to develop a plan for the provision of treatment for children committed to
the Maine Youth Center, including staffing levels and a budget.
2. The DMHMRSASIDOC will jointly develop a protocol for intensive case
management (ICM) staff positions" in each of the three DMHMRSAS regional
offices. ICMs will be assigned to work with regional DOC juvenile caseworkers in
assessment and treatment planning for children under supervision of DOC.
Relevant clinical information will be shared between the two departments.
3. The DMHMRSASIDOC will jointly work to develop a secure facility for
adjudicated youth who, due to severe mental health disorders, mental retardation or
substance abuse issues, would otherwise be inappropriately placed at the Maine
Youth Center.

4. The DMHMRSAS will expand its 24-hour crisis response capacity, including the
development of additional beds, to assure ability to respond to juveniles under
supervision of DOC.
5. The DMHMRSAS/DOC will jointly develop and implement appropriate
cross-training curricula for staff of the two Departments.
6. The DOC will provide the DMHMRSAS clinical team access to adjudicated youth
and all appropriate records for the purpose of assessing treatment needs and
developing appropriate plans of care for children at the Maine Youth Center.
7. The DMHMRSAS/DOC will work jointly to develop necessary financial and
administrative structures and mechanisms to support the above activities and other
components of a unified system of care.

['),/11/'17
Date

Date

'7aJ;
tv)~~
Commissioner, Department of Corrections

~~()~

Commissioner, Depa~nt of Mental Health, Mental
Retardation and Substance Abuse Services

APPENDIX G 1:
Proposed Department of Human ServiceslDMHMRSAS
Memorandum ofAgreement

DRAFT
MEMORANDUM OF AGREEMENT
BETWEEN
DEPARTMENT OF MENTAL HEALTH, MENTAL RETARDATION AND
SUBSTANCE ABUSE SERVICES
AND
DEPARTMENT OF HUMAN SERVICES

The Department of Mental Health, Mental Retardation and Substance Abuse Services and Department of
Human Services joint agree to undertake the following activities during the period of 12/15/97-3/1/98,
and will culminate in a signed Memorandum of Agreement Implementation Plan by March 1, 1998:
1. The DMHMRSAS will expand the availability of 24-hour crisis services, including crisis
beds, for children in foster care and those who come into custody suddenly.
2. The DMHMRSASIDHS will work jointly to assess the treatment and support needs of
mentally ill parents, and to develop appropriate services to strengthen the family and
ensure the safety of the child.
3. The DMHMRSAS will establish formal mechanisms to work with the Bureau of Child and
Family Services to assure the development of state-of-the-art treatment programs for
abused children and for those with severe behavioral problems who need out of home
placements. Priority attention will be paid to those children with specific severe behavior
disorders who have been or are at risk of being sent out of state.

4. The DMHMRSASIDHS will work jointly to develop a no reject policy between the state
and its providers.
5. The DepartmentswilFwork together to develop and implement cross-training to include,
but not be limited to, trauma, abuse, philosophy and legal mandates (federal and state).
6. The Departments will work jointly to develop necessary financial and administrative
structures and mechanisms to support the above activities and other components of a
unified system of care.

Date

Commissioner, Department of Human Services

Date

Commissioner, Department of Mental Health, Mental
Retardation and Substance Abuse Services

APPENDIX G 2:
Proposed Department ofEducationlDMHMRSAS
Memorandum ofAgreement

DRAFT
MEMORANDUM OF AGREEMENT
BETWEEN
DEPARTMENT OF MENTAL HEALTH, MENTAL RETARDATION AND
SUBSTANCE ABUSE SERVICES
AND
DEPARTMENT OF EDUCATION

The Department of Mental Health, Mental Retardation and Substance Abuse Services and the
Department of Education agree to the following framework for discussion and negotiation of respective
responsibilities which will occur during the period of 12/15/97-3/1/98, and will culminate in a signed
Memorandum of Agreement Implementation Plan by March 1, 1998.
The two Departments agree to:
1. Discuss ways of increasing school staff knowledge regarding access to mental health
services, and mental health staff knowledge about the educational system.

2. Define roles and participation of mental health staff on SAT and PET Teams
3. Define mechanisms for access to and utilization of mental health services in addressing
mental health needs of children in schools, as identified through the school-based mental
health initiative.

4. Work with Child Development Services (CDS) to revise the MOA of 1994 to reflect new
federal law and the new DMHMRSAS<structure.
5. Explore the co-location.and coordination oflnfant Mental HealthlDevelopment Specialists
from the mental health system with Child Development Services from DOE.
6. Work jointly to develop necessary financial and administrative structures and mechanisms
to support the above activities and other components of a unified system of care.

Date

Commissioner, Department of Education

Date

Commissioner, Department of Mental Health, Mental
Retardation and Substance Abuse Services

APPENDIX H:

1996 Memorandum ofAgreement between
DHSIDMHMRSAS

Interdepartmental Agreement Between
The Department of Human Services and
The Departmen t of lYlental Health, Mental Retardation
and Substance Abuse Services

.L

Legal Basis

The legal basis for the Department of Human Services (hereinafter DHS) and the
Department of Mental Health, Mental Ret~tdation and Substance Abuse Services
(hereinafter D.MHMRSAS) to enter into this agreement is found in Part 11 ofP.L. 1991
Chapter 591, An Act Providing Unified Appropriations and Allocations for the
Expenditures of State Government, General Fund and Other funds, and Changing Certain
Provisions of the Law Necessary to the Proper Operations of State Government for the
Fiscal Year Ending June 30, 1991, June 30, 1992 and June30, 1993:

IT.

Purpose

The purpose. of this agreement is to set forth the responsibilities of both parties in order to
transfer responsibility for the administrative functions and State funding ofthose Medicaid
Services related specifically to programs for the mentally retarded, mentally ill adults and
mental health services for children with severe emotional disturbapce
and/or
~.
--..•
developmental disabilities from DHS to DMHMRSAS consistent with applicable State _ .
and federal laws and regulatiqns: This transfer is taking place pursuant to Section 11 ofPL
1991, c. 591, An Act Providing Unified Appropriations and AlIo.cations for the
Expenditures of State Government, General Fund and Other Funds, and Changing Certain
Provision~ of the Law Necessary to the Proper Operations of State Government for the
Fiscal Years Ending June 30, 1991, June 30, 1992 and June 30, 1993.

III.

Authoritv and Responsibility
As the designated single state agency responsible for assuring that the State of Maine .
complies with all Federal statues and rules concerning the operation of the Medical
Assistance Program, DRS has the authority to review and monitor the implementation of
this agreement. This authority carries with it the responsibility to· prepare and submit state
plan amendments, conduct the rule-making process in accordance with state and federal
statutes relative to changes in the Maine Medical Assistance Manual or pertinent
Principles of Reimbursement and to notify D1vfHMRSAS of any findings of .
non-compliance with Federal requirements related to functions administered by
Dl'v1H1vlRSAS pursuant to this agreement and to collect and receive monies paid by
Medicaid identified in any and all state and federal reviews, audits or sanctions.
D:rvffi1vfRSAS has the resp<:msibility for carrying out those activities specified in this

2

in the State Plan for
agreem ent in accord ance with Feder al requirements and as provided
the Medic aid progra m and as set forth in policy.
IV.

Respo nsibil ities of D1Vffi, MR & SAS

Menta l Retard ation:
s with mental
The functions listed below pertai~ng to Medicaid services for person
MRSA S as of the
retard ation and/or related disabilities are transferred from DHS to DMFI
by the Social
dates noted pursua nt to this agreem ent. The functions are prescribed
Manua l and all
Securi ty Act, Code of Federa l Regul ations , Maine Medic al Assistance
other applicable federal and State Laws, rules, and regulations.
a.

h.

c.

operat ed by
Rate-s ettmg for ICF's! MR nursing and group home s' not
ursed Boarding
DMH MRSA S, Devel opmen tal Training services, Cost Reimb
management
Home s for person s with Menta l Retard ation, waiver services, case
rted Living
services for person s with mental retardation and the Comm unity- Suppo
for rCF 's/NtR
Arran gemen ts (CSLA ) progra m if funded by RCFA . (Rate setting
accoun t.)
and ~ost-reimbursed board ing homes effective with transfer of seed
becom e a key
Assign staff person who meets qualifications of a Q?v1RP to
tion review of
partici pant in the annual Inspec tions of Care and semiannual utiliZa
rCFsl11R. not
services provid ed to. person s with mental retardation residing in
be part of the
to
operat ed by DNffIM:E:SAS. DNfHMRSAS has a registered nurse
Inspec tion of Care Team.
s with mental
Prepar'ation of policies related to. Medicaid services for person
u of Medical
retard ation to ..~e adopt ed throug h rule-making by DRS, Burea
1, 1991.
Services as part of the Maine Medical Assistance Manual. Novem ber

d.

ued rCFINfR
Certification and recerti ficatio n of the need for admission and contin
services. Decem ber 1, 1991.

e.

r as soon as a
Initial classifications and reclassifications for ICFINfR aitd waive
nurse is available.

f.

1 and set forth in
. Seed accou nt responsibility for services provid ed effective 1211/9
.'
a above. Decem ber 1, ·1991.

g.

operat ed by
Devel opmen t of Princi ples of Reimbursement for rCFsI MR not'
s with mental
DMB1vIRSAS and for cost-reimbursed boardi ng homes for person
199L
retard ation to be adopte d throug h DHS rule-making. Decem ber 1,

3

Service Center,
h. ' Auditing of facilities, by the Auditing, Contracting and Licensing
ed by
whose fiscal year ends after December 31, 1991 except for facilities operat
DMFI1v1RSAS.
MR and
Deten ninatio n of staffing levels, both pennanent and emergency for lCF'sI
1, 1991.
boarding care facilities for persons with mental retardation. December

I.

j.

k.

1.

m.

and
Development of methodology for determining Medicare Upper Limit
upon
calculation of Medicare Upper Limit compliance for ICFIMR. based
laws/rules/regulations published in the CFRlState Medicaid operations
manual/Social Security Act. December i, 1991.
t
Provid er relations concerning interpretation of coverage and reimbursemen
ch will be
policies for the services set forth in the paragraphs ab.ove. Claims resear
retained by DRS. December 1, 1991.
the
Identification and reporting of suspected Medicaid fraud and abuse to
Medicaid,Fraud Control Unit of the Office of the Attorney General.
nts .
Attendance at administrative hearings requested by providers or recipie
ns at
decisio
those
of
concerning decisions made by DMH MRSA Sand defense
.
hearings or during further appeal.

Menta l Healt h
by Medicaid for
The functions listed below pertaining to mental health services funded
as of the dates
persons with mental illness are transferred from DRS to DMHM RSAS
Social Security
n<?ted pursuant to this agreement. The functions are prescribed by the
and all other
Act, Code of Federal Regulations, Maine Medical Assistance Manual
applicable federal and State laws, rules, and regulations.

a.

u of
Prepar ation of policies to be adopted through rulemaking by DHS, Burea
rate-setting
Medical Services as part 'of the Maine Medical Assistance Manual and
'
for the following services:
Menta l health clinic services to adults;
Community Residences for Mentally Disabled Person s .
,
(private Non-Medica! institutions);
Case Management for Mentally Disabled Persons;
. Specialized Units in Nursing Facilities for
Persons with Mental Health Needs
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Community Support SeIVices;
Other mental health services for adults developed pursuant
. to this Agreement.
h.

c.

set forth
Seed accou nt responsibility for mental health services provided to adults,
se to the
in a. above, and the ·state share of Medicaid coslsf or beds added in respon
for
RFP for AMHJ/HMHI replacement beds and funding for state-only costs
private room differential.
ations and
Keeping BMS apprised of planned policy changes, ·subsequent clarific
with mental
timely coordination of policies related to Medicaid .services for adults
.illness.

d.

oratively to
Devel oping residential care and nursing facility programs jointly/collab
services.
meet needs of clients with mental illness and those in need of protective

e.

Annual·certification of compliance with the Keys Amendment to the Social
Security Act.

f.

Devel oping

standard~

for services provided by mental health clinics .

. ..;.

g.

h.

i.

nt
Provid er relations concerning interpretation of coverage and reimburseme
h will be
policies for the services set forth in the paragraphs above. Claims researc
- retained by DRS.
the
Identification and reporting of suspected Medicaid fraud and abuse to
~.
Medic aid Fraud Control Unit of the Office of the Attorney Gener
nts
Attend ance -at administrative hearings requested by providers or recipie
ns at
decisio
those
of
e
. conce rning decisions made by DMHMRSAS and defens
hearings or during further appeal.

Children Servic es
by Medicaid for
The functions listed below pertaining to mental health services· funded
as of the dates
S
persons with mental illness are transferred from DRS to D1'v1B1vfRSA
Social Security
noted pursua nt to this agreement. The functions are prescribed by the
all other
and
Act, Code of Feder al Regulations, Maine Medical Assistance Manual
applicable federal and state laws. rules and regulations.
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u of
Preparation of policies to be adopted throug h rulemaking by DHS, Burea
setting,
te
andra
Medical Services as part of the Maine Medical Assistance Manual
v!RSAS
in conjunction with DBS, for the following sernce s for which DMH1
ed
provides financial suppo rt through a contractual relationship with specifi
providers:

a.

,

h.

c.

d.

e.

f.

g.

h.

.

-Children's mental health clinic sernce s
-Homebased family services
-Case management services

maqe in
Prepar ation of recommendations for policy changes and rate setting,
sibility for
conjunction'with other state agencies having fiscal or progra m respon
Burea u of.'
the services listed below, to be adopted throug h rulemaking by DRS,
,
Medical Services as part of the MMAN:
- Private Non-Medical Institution Services - Residential Child
Care Facilities
-Early, intervention services - developmental therapies
in a. above,
'Seed accou nt responsibility for services provided to children, set forth
do not
where other state agel)cy/federal p1andates and curren t responsibilities
apply." ,
of
Keeping BMS apprised of planned policy changes and timely coordination
disturbance
policies related to Medicaid services for children with severe emotional
and/or developm,ental disabilities.
needs of
Developing conunuriity based programs jointly/collaboratively to meet
ities and to
disabil
al
children y.nth severe emotional disturbance and/or development
avoid unnecessary institutionalization.
the
Developing standards for services described above in conjunction with
Depar tment 's licensing process.
t
Provider relations concerning interpretation of covera ge and reUnbursemen
h will be
policies of the services set forth in the paragraphs above. Claims researc
retained by DBS.
the
Identification and reporting of suspected Medicaid fraud and abuse to
the
and
l
Genera
ey
Medicaid Fraud Control Unit ofthe Office of the Attorn
'
Division of Surveillance and Utilization Review.

6

L

v.

Attendance at administrative hearings requested by providers or recipients
concerning decisions made by D"MHMRSAS and defense of those decisions at
hearings or during further appeal.

Responsibilities of DRS
In accordance with Section 1902(a)(5) of the Social Security Act and Section TIl of this
agreement, the Department of Human Services is the single State agency for the
Medicaid Program. As such, DHS retains the following Medicaid Program functions:

a.

Administer the State Medicaid Plan including the processing and. approval of new
and amended State plan materjal.

b.

Promulgate rules and regulations that are based on policies developed by
DM:H:NfRSA,S and are followed in administering the plan including the adoption of
rules contained in the Maine Medical Assistance Manual and Principles of
Reimbursement for :MR. facilities and other services funded and administered by
DM:H:NfRSAS.

c.

Revisions ofPrinciple~ of Reimbursement for ICFIMR facilities operated by
DM:H:NfRSAS.

d.

Audit of facilities operated by'DMHMRSAS and the audit of all facilities by the
Auditing, Contracting and Licensing SerVice Center under the Maine Department
of Human Services.

e.

Annual Inspections of Care and Semiannual Utilization Review in ICF's&1R. For
ICF'sflv.[R. not operated by Dlv18MRSAS, these reviews will be conducted with
the participation ofQMRP staff from DMFIMRSAS. For state-operated
. ICF'sI.MR, the annual IoC's & semiannual utilization review will be done by DHS
stadB[
.

f.

Processing of claims, third party liability, payment for services and adjustments to
payments.

g.

Researching claims (or providers,'

h.

Licensing and Certification ofICF'sIMR and licensing of adult boarding and foster
homes serving persons with mental retardation ~r mental illness. Regulations for
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g
ity ofD HS but any revisions affectin
state licensure remain th.e responsibil
ped
elo
dev
rdation or mental illness will be
facilities for persons with mental reta
S.
with the participation ofD MH MR SA
Bur eau of
sing facility. programs, including the
Developing residential care and nur
L
Eld er and Adult Services,
Medical services and the Bureau of
s with
RSAS to meet the needs of person
jointly/collaboratively with D:MHM
protective services.
mental illness and those in need of
ng of
of services provided and the reporti
iew
Rev
tion
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Uti
&
nce
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rve
.Su
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ice of the
dicaid Fraud Control Unit oft he Off
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to
federal and stat e law, and pursuant
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ive
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the DlvfH's Hearings Manual and mak
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iliry
Fin anc ial and Pro gra m Responsib
ibility for all
e financial and programmatic respons
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to
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agr
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RS
HM
DM
The
agrees to
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Ser
n
ma
Hu
of
ent
artm
Dep
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s of services
ings or program compliance review
federal government due to ~udit find
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ed
tain
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dat
e
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effe
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.aft
ed
provid
eement.
prior to the effective date of this agr
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Repayment will be either by financia
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directly by DMHMRSA~.
General Fun d for Se~ces provided
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will be collected by DH S. For aud
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ing
years end
iod funded by
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es due. If, after
respective Departments as it becom
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fun
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rate
pro
be
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ck from ,the provider, the state ~d
60 days, payments are made by che
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offsetting
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vider to collect the overpayment
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future payments, the Federal share
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Human Services reserves the right
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.
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RS
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"

,
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appeal, and
le, including those presently und er
recovery of existing accounts receivab
ective
Eff
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d to the appropriate acc oun t in DR
dite
cre
be
will
s
ion
lect
col
h
suc
any
cou nts
HIM R on all transactions in the Ac
DM
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rep
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a
d
sen
l
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Receivable for services seeded by DM
SA § 1714-A,
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For any cost settlement payments DH
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vm.

Liaiso n
by the manner with .
It is recognized that the effectiveness of any agreement is measured
e in this
which it is implemented, and it is expected that some concerns will emerg
Depar tment
process. Therefore, the·acceptance of this agreement confinns that each
ns and
concer
e
will designate staff to serve in a liaison capacity to identify and resolv
.
develop specific procedures to insure an orderly, ongoing process.

IX.

such time as it is
This agreement will be effective July 1, 1996 upon signature and until
ature.
amended as agreed by' both Departments or tenninated by the Maine Legisl
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cost will be
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provided by USM.
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OBJECTIVES OF THE PLAN

The objective of the cost anocation plan is to quantify the administrative costs of the
Department of Mental Health, Mental Retardation and Substance Abuse Services and, further, to
distribute those costs in a fair and equitable manner to the programs administered and/or serviced
by the Department. Once this allocation has been achieved, the plan will then provide the
methodology to assess to what extent certain federally assisted programs should bear their fair
share of the costs incurred in support of those programs.

1

LIST OF PROGRfuVfS""

1vfENTAL HEAL TH SERVICES
geographically distinct
The Department is establishing seven local service t;letwork (LSNs) in
t Council, each netwo rk of
areas encompassing the entire state. Along with a Quality Improvemen
ed by the Department.
providers will be organized to adhere to principles and standards requir
and residential support; case
Services that will be available throug h the network include: housing
as medication prescription
management; vocational; social rehabilitation; treatment services sl\ch
services and 24 hour crisis
and monitoring, psychotherapy, other professional services; inpatient
servIces.
CFITLDREN'SSER~CES

h the seven local service
As in Mental Health services, Children's services will be available throug
crisis, consultation, day
networks. Services that will be available include: case management,
tial, respite,
treatment, community support, home based, homeless, outpatient, residen
sociaVrecreational and wraparound. "
1vfENTAL RETA RDAT ION

SER~CES

s of Maine are equally
This progra m assures that services and programs available to the citizen
and their families. "
available to individmils with mental retardation and individuals with autism
programming, respite
Mental Retardation services include residential, crisis intervention, day
services, recreationlleisure
supported employment, supported living, transpprtation, professional
and" voucher.

SUBSTANCE ABUSE
all of the State's alcohol and
This progra m plans, develops, implements, coordinates and evaluates
~ther drug abuse prevention and treatment activities.
OFFIC E OF ADVO CACY
of the Department. The
The Office of Advocacy investigates claims and "grievances of clients
and regulations, and
Office also advocates for compliance with all laws, administrativ~ rules
clients, and act as a
institutional and other policies relating to the rights and dignity of these
of Advocacy is designated
monito"r of restrictive and intrusive treatments. In addition, the Office
Protective Services Act (22
investigator "agent of the Department under the mandate of the Adult
"
lvLRS .A., Section 3470 et seq.).
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DEVELOPNfENT AL DISABILITIES OFFICE
The Developmental Disabilities Office provides staff support to Maine State Planning and
Advisory Council on Developmental Disabilities. The Office assists the Council in improving and
e"nhancing the network of services available to developmentally disabled persons of all ages in
Maine.
AUGUSTA 1vfENT AL HEALTH INSTITUTE
The Augusta Mental Health Institute is mandated to treat adults who require intensive 24-hour
psychiatric services from the following counties, Androscoggin; Cumberland, Franklin, Kennebec,
Knox, Lincoln, Oxford, Sagadahoc, Somerset, Waldo and York. All services are provided
without regard to race, creed, color, sex national origin, ancestry, age, physical handicap, or
ability to pay.
BANGOR 1vfENTAL HEALTH INSTITUTE
The Bangor Mental Health Institute provides patient-centered multidisciplinary treatment,
habilitation and rehabilitation to adults with psychiatric illness severe enough to require "
psychiatric hospital services and for whom no alternative treatment is available. The Bangor
Mental Health Institute serves northern and eastern Maine.
AROOSTOOK RESIDENTIAL CENTER
The Aroostook Residential Center operates on a 24-hour per day/seven days per week basis.
Residents must be 18 year~ or older and experiences behavioral adjustment difficulties. The
primary purpose of the Center is to provides residential services and behavioral training aimed at
increasing functional dependence to help the adult client live in the mainstream of society." These
services include teaching basic skills, such as, personal hygiene, daily household cleanliness,
individual and group social and recreational skills and overall community socialization.
ELIZABETH LEVINSON CENTER
The Elizabeth Levinson Center serves mentally fragile children with severe and profound mental
retardation, ages birth through twenty, and is a combined"residential and medical program. The
children are accepted to the facility through the Interdisciplinary Team (!DT) process and
approved by the Medicaid criteria.
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DESC RIPTI ON OF DMHM RSAS AD.M lNIST RATIV E UNIT S
AND ALLO CATIO N BASE S

Comm ission er's Office
nuning and administration
The Comm ission er's Office has the overall responsibility for the progra
e system s. This unit is
of the menta l health, menta l retard ation and substance abuse servic
total dollars expended
alloca ted to all progra m areas and state operat ed facilities based on
(Meth od A).
Divisi on of Svstem s Opera tions
re that integra tes all
This Divisi on creates, for the first time, a regional administrative structu
a single point of authority for all
disability group s. Regio nal Direct ors will provid e leadership and
and comm unity services work
behav ioral health and develo pment al services, ensure that hospit al
e the develo pment of Local
to compl iment rather than to compe te with each other, and overse
m areas and state operat ed
Servic e Netwo rks. The cost for this Divisi on is allocated to all progra
The sub-units' of this Division
facilities on the basis of the distribution of employees (Meth od B).
are the three regional office s and Facilit y Operations.
Remo n 1 II and ill
Costs are alloca ted based upon a time study (Meth od C) excep t
of
for the Regio nal Direc tor which is allocated based on the distrib ution
.,
emplo yees (Meth od B).
Facilit y Opera tions
ution
Costs are alloca ted' to sfate operat ed facilities on the basis of distrib
. of emplo yees (Meth od B).
Divisi on of Admin istrati on
operat ions while ensuring
This Divisi on will focus on integr ating funding sources to streamline
mance -based mechanisms
mainte nance of effort for variou s disability grou.ps, develo ping perfor
The introd uction of techni ques
and redistr ibutin g resour ces to the most cost-effective progra ms.
The cost for this Division is
to better manag e care will also be the responsibility of this Division.
of the distribution of
alloca ted to all progra m areas and state operat ed facilities on the basis
n Resou rces, Manag ement
emplo yees (Meth od B). The sub-un its for this Division are Huma
and Conse nt Decre e!Lega l
Inform ation Systems, Accou nting, Reimb ursem ent, Manag ed Care
Servic es.
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Human Resources
Human Resources is responsible for employee relations, benefits management and
other personnel related activities for all personnel reimbursed under the
D.MH1vfRSAS budget. In addition, Human Resources is responsible for all payroll
activities related to D.MHNfRSAS Central Office personnel. The cost for this unit
is allocated to all program areas and state operated facilities on the basis of the
distribution of employees (Method B). The payroll supervisor renders payroll
services exclusively to Central Office personnel. The cost of the payroll supervisor
is based on employee distribution within Central Office (Method B).
Management Infonnation Systems
This Unit exists to design, implement imd support infonnation technology
throughout the Department. Encompassed in the mission of this Unit is the
selection, installation and on-going support of hardware, networks, desktop
productivity software and decision support mechanisms. Because of the ~ distribution of activities within the 1v.1IS unit, the costs are allocated based upon a
time study (Method C).
Accounting
The Accounting unit reviews and analyzes monthly accounts for all program areas
and institutions and monitors the state account for contributing matching funds for
Medicaid programs: mental ~etardation, mental health and children's services.
This unit also implements bu"dgeting, monitoring and control and financial
management activities. Maintains accounting and budget control for the state
Medicaid "seed" funds for D:MHN:IRSAS programs eligible for federal match.
Because of the distribu~on of activities of the Accounting unit, the costs are
allocated based upon a time study (Method C).
Reimbursement
This office supports revenue activity related to billing and collections from all
payors including third parties for services rendered directly by DMHMRSAS
. programs or facilities. Because of the potential distribution of activity across
several program areas, the costs for this unit are allocated based upori a time study
(Method C).
"
Managed Care
The Managed Care unit is comprised of key staffwith financial and program
experience. The unit is responsible for coordinating input from stakeholders
representing children, adulrmental health, mental retardation and substance abuse
5

services to develop a strategy and design for implementation of managed care
elements in the Department's service structure. Specific functions include staffing
the managed care steering committee and subconunittees; researching current
program and funding practices and producing reports as needed; drafting design
proposiils for review by senior administration and steering corrunittee; coordinate
managed care implementation with DRS staff; work with regional and program
staff to implement design components, etc. Because this unit will design and
implement a comprehensive managed care system, the costs are allocated to all
program areas and state operated facilities based on total dollars expended
(Method A).
Consent DecreelLegal Services
The Office of Consent DecreelLegal Services is responsible for monitoring the
implementation of the Department's three consent decrees; overseeing the public
guardianship program and analyzing statutory and regulatory issues involving the
Department. The guardianship program, utilizing the statewide case management
system, provides services to individuals with ment!ll retardation who are
'
incapacitated, in need qf protective services and who have no family members or
friend willing or able to serve as guardian. As the guardianship program is solely
for mental retardation, costs will be directly allocated to the mental retardation
program (Method D). Distribution of activities for the other components of the
Office, will be allocated based upon a time study (Method C).
Division ofProerams
This Division will strengthen the capacity of the system to do data-based planning and evaluation,
to convey a program vision and to implement principles of continuous quality irnprovement(CQI).
cQi efforts will mclude increased involvement of consumers and family members in all aspects of
policy making and operations, the use of normative data to trigger intensive program and budget
reviews and a variety of trairung and technical assistance activities to bolster levels of clinical and
technical expertise. Costs are allocated based on distribution of employees (Method B). The
sub-units of this Division are Quality Assurance and Training, Technical Assistance and
Consultation, Advocacy and Consumer Affairs, Mental Health, Mental Retardation and Children
Program Systems and Sub.stance Abuse.
Oualitv Assurance and Training
The Quality Assurance portion of this unit is responsible for coordinting the
program monitoring and review activities of the Department. The unit will work
with the Quality Improvement Councils, Program Evaluation Teams and regional
offices in perfoIlll,ing quality improvement activities, including establishment and
monitoring of client outcomes for services, program evalution and conununity
evalut"ation. Particular emphasis in these activities is given to information provided
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directly by consUI;ners relating to their experiences of the Department's contract
serYlces.

The training portion of this unit will focus on the provision of appropriate
in-service training, workshops, consultation in order provide cutting edge
information and skill building in the fields of mental retardation, mental health
children's services and substance abuse. This effort is aimed at the Department's
staff but will also include contractor agency staff and conSumers. As part of this .
effort, the Department will work in conjunction with the Muskie Institute's Center
for Public Sector Innovation to create a Center for Learning. This effort will be in
concert with the Department's visions and mission of an integrated and responsive
system that listens and responds to the voices of consumers and continues the
work of System reorganization. Costs are allocated to all program areas and state
operated facilities based on total dollars expended (Method A).
Technical Assistance and Consultation
The Technical Assistance and Consultation unit is the nucleus for information,
training, technical assistance and consultation around specific areas of services that
cut across all disability groups including trauma, client-directed service
approaches, multicultural issues, deafhess, women's issues and HIV Aids. The
team is available for consultation and resource deployment for particular
individuals and agencies for the regional offices and local service networks, and
across all disciplines including mental health, mental retardation, substan~e abuse,
for children, adolescents and adults. The team is responsible, when appropriate,
for needs assessments, program development and policy direction. Costs are
allo:cated to all program areas and state operated facilities based on total dollars
expended (Method A).
Office of Advocacv and Consumer Affairs
Advocacy is responsible for providing case advocacy for the clients in the
Departrnenrthrough 13.5 positions assigned. The Office provides case study and
assessment, case supervision and management for all clients including Medicaid
eligible clients, and provides 'direct care consultation to state agencies and courts.
Costs are allocate based upon a time study (Nfethod C). Consumer Affairs is
responsible for assisting consumers in deve10ping a variety of skills whi~h will help
them to become aware ofthemselves as having lives beyond the limitations
imposed by iIl~ess and the. systems, to raise their level of satisfaction with their
own lives by sponsoring programs which allow them to use, improve, or gain
recognition .of their gifts and talents. As there are three Consumer Advocates, one
for each program, costs will be directly charged to the appropriate .pro gram
(Method D).
.
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Mental Retardation Program Svstems
The Mental Retardation Program Systems unit is responsible for the coordination
of mental retardation programs and for the planning, promotion, operation and
policy development of the complete and integrated statewide community programs
for persons with mental retardation and autism. The Mental Retardation Program
Manager is responsible for the development of clear and effective policies
governing the operation of all programs and for providing support to Regional
Directors and' Regional Mental Retardation Team Leaders in the operation of all
programs for persons with mental retardation or autism. Activities perfonned by
the unit include monitoring'services and expenditures under the Home and
Community-Base Program waiver and managing case management services. The
costs for this unit are directly charged to the mental retardation program (Method
D).
Mental Health Program Systems
The Mental Health Program Systems unit is responsible for planning mental~health
programming across the State, expanding community mental health programs,
encouraging the participation of community residents in these programs, gaining
increased understanding of community mental health programs, encouraging the
participation 'of community residents in these programs, gaining increased
understanding of community mental health needs and securing state and local
financial support. The costs for this unit are directly charged to the mental health
.
program (Method D).
Children Program Systems
The Children Program Systems unit is responsible for serving "children in need of
treatment" with particular reference to children aged 0 to 5 years who are
developmentally disabled or who demonstrate developmental delays, and to
children aged 6 to 20 years who have treatment needs related to mental illness,
mental retardation, developmental disabilities or emotional and behavioral needs
that are not under current statutory authority of existing state agencies. Activities
includ'e managing case management services. The. costs of this unit are dire~tly
charged to the children's services program (Method D).
Substance Abuse
The Substance Abuse unit develops comprehensive plans for combating alcohol
and drug abuse and established operating and treatment standards. It provides
training, consultation, technical assistance and service delivery strategies to help
schools and communities reduce the problems attributable to tobacco, alcohol and
other drugs, DEEP provides or oversees education, evaluation and/or treatment
for all OUI offenders in the State of Maine in order to lessen the incidences of
8

injury and fatalities which result from drinking and driving. The costs for this unit
are directly charged to the substance abuse program (Method D).
State Forensic
The Forensic Evaluation Office evaluates the mental health of persons who have committed
crimes and the court req~ires a judgment as to whether an individual is competent to stand trial.
Because of the potential distribution of activity across several program areas, the costs for this
unit are allocated based on a time study (Method C).
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ALLO CATI ON BASES AND PROC EDUR ES

Metho ds
oftota ! costs.
A. Allocation of costs based upon each unit/program percentage
uted across Depar tment
B. Allocation -of costs based upon the percentage ofpers onnel distrib
sub-units.
d days in each quarter,
C. Allocation of costs based upon a time study of 10 randomly selecte
m areas.
based upon the time spent of available worke d hours on different progra
exclusively to that
D. Charged directly to a partic ular progra m because all adivit ies relate
particular program.
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APPENDIX I:
Draft Managed Care Plan

DRAFT: DECEMBER 5, 1997
DEPARTMENT OF MENTAL HEALTH,
MENTAL RETARDATION AND SUBSTANCE ABUSE SERVICES
REPORT ON
MANAGED CARE PLAN
TO THE HEALTH AND HUMAN SERVICES COMMITTEE

BACKGROUND
The Department of Mental Health, Mental Retardation and Substance Abuse Services
(the Department) has explored the potential for funding and administering services
through a managed care plan over the past two years. This is consistent with the
Department's recognition that better organized systems for the delivery and financing of
serVices will lead to reduced gaps in services, less reliance on the most restrictive of
service options and more opportunity for higher quality and more individualized care.
The creation oflocal service networks in seven regions of the state (c. 691, PL 1995) was
the first step in this process. Since then the Department, in partnership with the
Department of Human Services (DHS), has further explored the potential for managing
benefits (services) covered by the state Medicaid plan for persons who are eligible for
Medicaid. At present the two departments are preparing a Waiver proposed to enroll
select Medicaid recipients in a program which will allow for prior authorization, to access
all necessary behavioral health services l within the capitated benefit package.
The Department is proposing the necessary changes in ·itsdelivery system and
infrastructure to manage all behavioral health services for persons who are enrolled in
Medicaid. This process will require changes in policy, financing and programs over the
next several years. Managing the behavioral health benefit for persons who are Medicaid
recipients is an initial step towards implementing a managed care strategy for many of the
Department's recipients. The Department created a statewide Steering Committee in
1996 to advise on the development and implementation ofthis initiative. This Committee
is made up of consumers, family members, representatives ofDHS, the Department of
Education, DMHMRSAS and other statewide provider and advocacy organizations and
providers.

The Current System
. The current Medicaid behavioral health system is comprised of general hospitals and
other inpatient facilities; clinics; individual practitioners; community mental health
centers; and substance abuse agencies. Services provided by these agencies include:
lbehavioral health is a term used to describe mental health and substance abuse services

•
•
•
•
•
•
•
•

Inpatient psychiatric services
Inpatient detoxification services
Outpatient mental health services
Mental health clinic services
Community support services
Targeted case management
Home based mental health services
Psychological services

The administration ofthese services to Medicaid beneficiaries are the responsibility of
two agencjes: the Maine Department of Human Services and The Maine Department of
Mental Health, Mental Retardation and Substance Abuse Services. A Memorandum of
Understanding (MOD) developed in 1996 outlines the respective roles and
responsibilities ofthe two agencies for the development of Medicaid behavioral health
managed care initiative.

Managed Care Strategy
The Department's initiative focuses on the development of a managed care strategy for
delivering behavioral health services for select persons who are Medicaid recipients and
strategies to address some of the current issues in the behavioral health system. The
initiative has seven goals:
•
•
•
•

•
•
•

Controlling service utilization and costs through the implementation of managed care
principles.
Enhancing linkages between general health and behavioral health providers.
Unifying management authority and accountability for all behavioral health services
provided to select Medicaid recipients.
Designing a financing and delivery system for these Medicaid recipients that assures
timely access to cost effective, high quality, and appropriate services in the least
restrictive setting.
Developing a managed care program which is consumer centered.
Providing incentives for the delivery of services that foster independence, improve
functional ability and lor maintain an individual's well-being.
Creating a federal-state-private partnership that is committed to the above goals.

This plan is aligned with public sector behavioral health managed care plans being
developed in Connecticut, North Carolina, Pennsylvania, Michigan, Washington, Utah,
Arizona, California and Maryland wherein local or regional governmental entities or non
profit organizations are contracting with the state mental health/substance abuse authority
to manage care. Several of these states, Connecticut, Maryland and North Carolina, are
using one administrative services organization to assist the state in the managing

behavioral health services while other states are requiring local or regional management
of behavioral health services.
This approach is different than the private sector models used in Iowa, Massachusetts,
New Mexico, Tennessee and as used by Maine's DRS for primary healthcare. The
primary difference between the public and private sector managed care systems is the
utilization of the existing public system. Public sector managed care systems often
re-invest savings into the service system rather than paying large profits to for- profit
vendors. Public sector managed care systems also have a stronger, oversight and
leadership role of the state mental health! substance abuse authority. The major
difference between the DRS model and the DMHMRSAS model is reflected in this
distinctiol1' In Maine, DMHMRSAS has basic responsibilities for persons who are not
Medicaid eligible who also need their care managed through this system and has
responsibility for expenditures of non-Medicaid funds for services not reimbursable by
Medicaid for persons who are eligible. DMHMRSAS also has significant legal
responsibilities for behavioral health services for those who are Medicaid eligible thus
making the public sector model more desirable and warranted. DRS does not have the
same responsibilities or system to manage.

The Department's Basic System Design
Below is a description of the Department's proposed Medicaid managed care program.
Included is a description of eligible populations, enrollment requirements, covered
services, access and gatekeeping requirements, appeals, the financing model, and the
responsibilities ofDMHMRSAS, the statewide Administrative Services Organization and
Network Managers. In addition, the selection process for Network Managers and the
Administrative Services Organization is described below.

Eligible populations
The Department is proposing to assume the responsibilities for managing the behavioral
health benefits currently administered by the Department of Ruman Services for select
Medicaid recipients. The targeted Medicaid recipients who would be included in the
proposed initiatives would include:
•
•
•
•
•
•
•

Aid to Families with Dependent Children-(AFDC).
AFDC-related.
Supplemental Security Income (excluding individuals over the age of 65).
SSI-related (excluding individuals over the age of 65).
SOBRA eligible children and pregnant women.
Transitional Medicaid eligibles.
Children eligible for Medicaid who are under protective custody

Participation in the program for these recipients will be statewide and will be mandatory.
Individuals will not participate in this initiative if they:
•
•
•
•
•
•
•

Have Medicare coverage; except for the purpose of Medicaid-only services;
Are covered by other insurance;
Are residing in a nursing facility;
Have an eligibility period less than three months;
Have an eligibility period that is only retroactive;
Reside in jail or a state operated IMD;
Are receiving care in a hospital on date of enrollment.

Enrollment
Recipient enrollment in the program will be mandatory and will be performed either
through the enrollment broker engaged to provide enrollment services for the current
DHS managed care initiative or through the Department's selected managed care vendor
(discussed below).

Services
The attached list of services will be covered under this initiative. Behavioral health
services (e.g. pharmacy) not covered under the Waiver will be obtained in the same
manner as under the regular Medicaid program. Medicaid recipients participating in this
initiative will.be informed of the services not covered and the process for obtaining these
servlces.

Access and Gatekeeping Requirements
The Department will be responsible for assuring access to services and for care
coordination, which includes what, is normally termed "gatekeeping". The Department
will assure services under a "no eject! no reject" requirement. This means that the
Department will assure access to services needed by a recipient. Access includes
assuring the availability of a full array of services for every enrolled Medicaid recipient,
information and education provided including the operation of a 24-hour toll frees
number for information and simplified information for every enrollee. Access also
includes a requirement for:
•
•
•
•
•

outreach and for emergency services to be available for all members within an hour of
a request for service;
urgent services to be accessible within twenty four hours;
routine services to be available within a week;
service locations to be established within thirty minutes of a person's residence where
possible;
child care arrangements for families;

•
•
•
•
•

communication and physical accommodation;
choice of providers where available;
access to on call services during non business hours;
culturally competent services; and
reimbursement for out of pocket expenses to get to service locations.

Care Coordination includes the gatekeeping responsibility, care coordination for all
enrollees including intensive care management for individuals at high risk, referral and
discharge planning and arrangements for high cost care.
Gatekeeping includes determining the appropriate level and type of care for each person
needing service, assignment to the agreed upon service ad provider for specifically agreed
upon times, and planning for follow-up care. Arrangements will be made for case
management. The enrollee's functional level, risk, history and diagnosis will determine
the type and amount of case management and other services provided.

Appeals
Enrollees may appeal any service-related decision including admission, continued stay,
termination and level of care. For example, ifthe appeal is concerning a decision made
about emergency services, the appeal must be reviewed and a decision made within one
hour. For urgent services, the decisions must be made within twenty-four hours. For
routine services, the decision must be made within one week.

Financing Model
The Department will be fully capitated fora carve out of behavioral benefits. The
Department will be responsible for meeting the federal and state capitation requirements.
The Department will enter into a performance contract with Network Managers as
described below and Network Managers will be responsible for contracting for a full
array of services for Medicaid enrollees living in the designated geographic area. Those
contracts will be fee for service contracts. In addition, the Department will enter into a
contract with a qualified vendor who will assist the Department in meeting risk
requirements and providing infrastructure support as described below.
The capitated amount the Department receives will be based on funds spent for approved
services (benefits) in a base year to be determined by DRS and the Department and
approved by RCFA. The amount will be carved out of the DRS capitation for its
mandatory Medicaid managed care program and transferred to the Department. For
example, if the amount spent for behavioral health benefits in FY 1996 was $168 million
and FY 1996 was determined to be the base year, then that amount would be the amount
capitated to the Department. As part of a Waiver agreement with RCFA, the state would
determine what amount of that capitation was to be saved. Generally, states are asked to
save 5%, which is taken off the top by RCFA. At the same time, RCFA will approve an

annual cost of inflation based on overall health care cost inflation index (e.g. medical
consumer price index. For this program, the Department will require all additional funds
saved be re-allocated to services within each of the regions. Additional information
regarding how funds are spent and tracked is listed under the responsibilities of the
Department, Network Managers and ASO below.

Department Responsibilities
The Department will be responsible for contracting with a single statewide-qualified
managed care vendor (ASO) and up to seven Network Managers. The Network
Managers will have responsibility for contracting with up to seven regionally based
networks consisting of providers of behavioral health services. The Department in
cooperation with the ASO/ Network Managers will be responsible for:
•
•

•

Written criteria for provider selection and credentialing; clinical, service authorization
and financial performance standards; access and service related standards;
Grievance and appeal procedures for providers; agreement with HMOs regarding
referral protocols for Medicaid recipients identified needing behavioral health
services; and
Protocols for accessing out of network services in emergency, unique situations.

The Department will also be responsible for quality management and quality assurance.
The Department has undertaken an extensive process for ensuring quality improvement
through the development of Quality Improvement Councils, which operate to assist in the
planning, and oversight of mental health services. The responsibility ofthe Councils will
be expanded to include oversight and planning for mental retardation and substance abuse
services over the next year. The Councils include a broad base of representatives
including providers, service recipients, family members and community leaders.

Network Manager
The Network Managers will be discrete regionally designated non-profit organizations.
They will have responsibility for organizing a single system of carethrough a panel of
mental health, mental retardation and substance abuse providers. Their responsibilities
include:
•
•

•

Assessment and Projection of Service Capacity - This includes completing a review
ofunmet service needs collaboratively with Quality Improvement Councils.
Service Capacity Development - This includes assessing ongoing service capacity and
developing new services to respond to services needs within the designated service
area.
Assuring Care Coordination - Network Managers will provide member services
including assuring information is available 24 hours a day and providing outreach and
education. Network Managers will develop and oversee continuity of care

•

•

agreements, uniform discharge planning, assignment of case managers and use of
uniform intake and assessment tools and standardizing treatment planning. This also
includes assuring low incidence and specialty services will be made available and
arranging for out-of-network services.
Procurement and Contracting for Services - Network Managers will contract for
services with eligible providers. Network Managers will assure that providers will
comply with performance requirements. They will credential providers, reimburse
providers and assure flow of information to assure services can be properly authorized
and verified.
Appeals - Network Managers will be responsible for responding to all appeals by
providers and recipients regarding service decisions within the time frames established
by the Department. Ifthe provider or recipient is not satisfied with the result ofthe
appeal the Department will be responsible for resolving such appeals.

Administrative Services Organization
The Department is proposing that these benefits be managed separately from the general
health benefits administered by DRS through health maintenance organizations. The
initiative will be managed statewide through a contract between the Department and one
qualified administrative services organization (ASO). The Department will enter into a
risk-comprehensive contract with the administrative services organization. The
administrative services organization will be responsible for the following functions:
•

Utilization management service authorization - The ASO will be responsible for
performing service authorization functions for all behavioral health benefits.
Specifically, the vendor will be responsible for pre-authorizing all requests for mental
health and substance abuse admissions to inpatient hospitals and authorizing requests
for services for all outpatient and community services identified above.

•

Payment Authorization! Claims processing - The ASO will be responsible for
developing and administering the claims submission process for all credentialed
providers. In addition, the ASO will be responsible for adjudicating claims against
services authorized and be responsible for reimbursing providers. The ASO will also
establish and negotiate rates for services in the benefit package. the Department and
DRS will provide the necessary guidance and oversight on the rate setting process
developed by the ASO. In addition, the ASO will comply with the necessary state
and federal guidelines for processing claims. The ASO will also be responsible for
verification of Medicaid eligibility with the Department of Ruman Services.

•

Developing Management Reports - The Department will need to monitor the
activities of its vendor and the behavioral health system. It is proposed that frequent
management reports will be necessary to assure proper oversight and monitoring. At
a minimum the Department will request the following reports from its ASO:
•

Utilization and expenditure reports

•
•

Provider practice and referral patterns
Management reports (against standards established by the Department and
DHS)
- Requests for authorizations
- Authorizations versus denials
- Timeliness of authorization
- Timeliness of payments
- Grievances and appeals re: authorization/payments

The vendor will be selected through a competitive procurement process. It is anticipated
the vendor will be operational by early SFY 98-99.

Network Manager Selection Process
The Department has developed the Network Manager model over the past year with input
from staff of the Department, DHS and the Department's Managed Care Steering
Committee. After receiving this input, the Department released the basic design on
November 21, 1997 to consumers, families, interested organizations and providers in a
Request for Comment (RFC) for comment and feedback. The Department will host
infonnation sessions across the state this month and will answer all questions about the
design in writing prior to the comment due date of January 22, 1998. Input regarding the
Department's managed care design will be obtained through the RFC process and a
review by the Health Care Financing Administration Afterwards, the Department
proposes to release a Request for Proposals and will select the Network Managers
through a competitive procurement process. It is anticipated Network Managers will be
in operation during FY 1998-99.

