               Summary of 2/11/11 Provider Council Meeting
Issues were discussed as follows: 
· CMS and PRP Case Rates -- Even though CBH is trying to get Congressional help to fend off or delay demands by CMS that MHA make changes to the community service rate structure, including replacing monthly PRP case rates, MHA is making plans to change rates anyway because it believes changes are inevitable. These include preliminary discussions to change PRP case rates to a daily rate or 15-minute increments; replace on-and off-site rates including blended rates with individual and group rates; and apply for a new "I" waiver to cover adult (not child) PRP, SE, ACT, Peer Support and other services to adults with serious mental illnesses. NOTE that MHA intends that changes would be cost-neutral to providers, meaning a lot of current rates would have to change. CBH will be at the table for all decisions (the CBH Board already appointed reps for this). Given the time it takes CMS to approve such things and the time required to change rates via the state regulatory process, rate changes are many months away -- possibly as far off as FY13, which is the time frame the Board said we should push for. 
· Administrative relief -- CBH said: “Att'd is a list of items CBH members have submitted as ways of lightening resource-eating administrative rules and protocols. 
[image: image1.wmf]CBH Regulatory 

Relief Recommen...

 Legislative leaders told CBH and other provider organizations that they would consider putting in a bill to require such adminsitrative relief. Instead, they went with one issue dealing with residential child care staff certification, SB344/HB387 … So, in the alternative, CBH is asking MHA to consider these without legislative dictate. State agencies must recognize that unprecedented budget cuts mean that providers have far fewer resources today as they try to serve more recipients, many of whom have greater and more intensive support needs than ever before. We continue to plead with state agencies to streamline costly administrative rules and procedures such as staff certification if nonprofit entities who do this work are to have any chance of carrying out their missions on behalf of vulnerable Marylanders. Instead, the regulatory hoops only multiply.” 

MHA said it will consider #10,16, 18, 19, 20 and 22. Renata Henry and Wendy Kronmiller told us they are working on #1 and 2. The rest need more advocacy from us because the initial response is no. 
· We said: “Providers report continuing inability to see authorization information once submitted (i.e. once hitting "send"). This was supposed to be fixed. Was it?” VO and MHA said they never agreed to allow retrieval of clinical (gave some HIPAA reason) beyond the basic auth info you can retrive. Providers can also save and print prior to hitting send. 

· We said: “Members report difficulties in obtaining auths for mobile treatment and ACT. For every auth period, VO now wants documentation that the team made an appointment at an OMHC and the consumer failed. This is irrelevant and burdensome, providers say.”  VO said it requests info on OMHC appointments very rarely -- “less than on one hand” -- involving long-term mobile or ACT consumers. There is an expectation of movement from ACT and mobile to more traditional services, although they say they don’t want to rock the boat for those clearly doing well with ACT and mobile.
· We said: “VO is no longer authorizing mobile treatment and on-site PRP at the same time during the transition to PRP, i.e. a less intensive level of care. Why? A minimum period of 3 months should be allowed on a case by case basis based on medical necessity.” VO and MHA said these can be auth’d at the same time for a transition on a case by case basis.
· What has been decided as to how GZ PRP expenditures will be reduced by 14-15% per a recent workgroup? Jamie Miller said there will be no reduction: “I have good news. I was originally concerned about the entire Uninsured PRP budget. To me, this included the CSA managed PRP that is associated with RRP utilization. I recently clarified with MHA that the budget they were holding us to was only for the VO managed portion (U2 and U3 modifiers). So, I re-ran the numbers to find that VO is largely within its monthly budget.”
·     Any update on a meeting with Medicaid to resolve Medicare-Medicaid OMHC crossover discepancies? Lissa hasn’t had time to schedule this but will asap.
·     We said: “Re the legislative auditors looking into uninsured eligibility via a list of providers who will be contacted and asked to provide documentation to back up UI eligibility, concern is what happens if a document like an SSA card (to verify SSN) isn't in the record because the consumer didn't have it? Will this audit make it harder to establish GZ status for people with the same intensive needs as MA-eligibles and cause some to lose services (even though the auditors never have understood the need here and don't care)?”   MHA said it’s unknown if this will result in more denials. 
·     We said: “Re VO claims denials because of no Medicare EOB for age 65+s who don't have Medicare, is VO's system set up to automatically require a Medicare denial for consumers 65 and over? If so, VO should change this; the burden shouldn't be on us to fix this person by person. We know you want to be sure MHA is payer of last resort but the fact is there are people 65 and over who don't have Medicare. It wouldn't show up on EVS or elsewhere so can't VO deal with this itself?” MHA won’t allow VO to remove its age 65 edit because of audit concerns about Medicaid being payer of last resort. VO is looking into flagging those consumers age 65+ without Medicare so that providers could attach a denial one time and avoid denials from then on.
·     We said: “Any MHA response to provider comments to 10.21.25, .03-1B.(6)? This is the provision that says DHMH can retract payments from any provider if an audit finds that ‘the provider failed to comply with the regulations of the chapter under this subtitle that outlines the requirements for the specific program.’” MHA said it’s working on changing this language to be less broad. 
·     A CBH member asked: "If a youth is a being served in a group home facility that is funded by Medicaid, are we able to provide blended services, ie 1 on-site visit in our office and the off-site visits in the group home? The 2nd question is if a youth is involved in a DJS funded aftercare program at DJS’s site which runs from 5:00 – 9:00 pm Monday through Saturday, would a PRP be able to provide blended services, ie one on-site visit at the agency's on-site PRP and the off-site visits at that DJS facility (as opposed to the client's home due to availability." MHA said it’s clarifying. If a group home receives Medicaid rehab option funding (not PRP but a related rehab option reimbursement), this would be duplicative. Otherwise, the services described may not be duplicative and may be allowed case by case. 
·     We said: “Re crisis beds payments for 90816-19 for Medicare folks, CBH members sent you examples of MAPS paying the these without the need for MC denial. You were looking into it.” Done, MHA agreed to pay and is doing so.
·     Is VO imposing further restrictions on case mgmt auths such as described recently by a CBH member: "We have started to get calls from Care Managers asking about authorizing for only 2-3 months as opposed to the usual 6 month Auth and then reevaluating the clients status at the end of that 2-3 month period and then requesting an additional auth." VO said this is happening in a very few instances focused on consumers who may not need intensive level services and could be transitioned to general.

·     Did the following CBH member issue get resolved: "Out of 5 authorizations I received in my daily download, 3 of them have an overall status of “Exhausted” with an open authorization with a start date of 2/1/11. I have sent inquiries into them to be fixed but I thought you should know in order to fix this issue. I have had some VO staff tell me that the claims will still pay with an exhausted status as long as there is an open authorization but that is not the case with claims I have sent in the past. The three inquiries numbers are below for you to look at." VO said this is fixed. 
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