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ValueOptions Webinars PRTF Requirements
PSR Transition for Recipients Receiving PSR/CSFCP Development and Level Il Program — IV
CS with other Enhanced Services PCP Development and Day Treatment Providers
Psychiatric Evaluation for Level Il & IV Service Provision Timelines for Endorsed Providers

New Authorizations for Level Il and Level IV LMEs Billing Medicaid on behalf of Providers
Provider Verification and Credentialing Activities

Critical Access Behavioral Health Agency

The Department of Health and Human Services (DHkiff) system stakeholders have been discussingrfor sme the
concept of identifying and recognizing provider agjes who deliver a comprehensive array of serviddge DHHS has
approved a definition and description of a new gaitg of provider agency, a Critical Access Behaalidtealth Agency
for mental health and substance abuse services.réefuirements for designation as a Critical Ac&savioral Health
Agency are attached. Please note that these esggints do not apply to developmental disabilityises.

Our goals in developing the Critical Access Behmaliblealth Agency designation are to:

1. Ensure that critical services are delivered byirsaally competent organization with appropriatedical
oversight and the ability to deliver a robust aroégervices.

2. Move the public system over time to a more cohesentice delivery model that reduces clinical fragwation at
the local level and begins to prepare the providenmunity for the changes that will be requirea@ iwaiver
environment.

3. Ensure that consumer care is based upon a compiebatinical assessment and an appropriate afragraices
for the population to be served. For examplecxiger who will serve only children with mental Hibassues



might offer outpatient therapy, case managemetgngive in-home and day treatment. The arraywaily
depending upon the age and needs of the consumkeesserved by the agency.

Effective January 1, 2010, case management sematdacluded within a “clinical home” service defion will only be
delivered through Critical Access Behavioral Healtfencies. Once the service definition for PegpStt is approved by
the Centers for Medicare and Medicaid Services (LM only agencies allowed to provide that servidl be Critical
Access Behavioral Health Agencies.

Also effective January 1, 2010, any provider seglkindorsement to provide Intensive In-Home, Daafment, or
Community Support Team services will have to meetdriteria for designation as a Critical Accestdgoral Health
agency; this includes providers who may have statiat not completed, the endorsement process, toritanuary 1,
2010. Providers of these three services thatradersed prior to January 1, 2010, but who do nadtriiee criteria for
designation as a Critical Access Behavioral Heafiency will have until July 1, 2010 to meet thosmlifications.
Current providers of Intensive In-Home, Day Treattrend Community Support Team that do not achievtfication as
a Critical Access Behavioral Health Agency by July2010 will have their endorsement to provide #aatice
involuntarily withdrawn and will be terminated frotime Medicaid program.

Critical Access Behavioral Health Agency statud bd certified once for the entire state througk\daew by a
certification team comprised of endorsement staffinfLocal Management Entities (LMES) in the regionvhich the
Critical Access Behavioral Health Provider is l@zhand State staff. Included in the certificajpoacess will be a
demonstration by the agency of its ability to nibetterms of a standardized performance contraeldeed by DHHS.
Included in the contract will be requirements retato geographic areas to be served and requiremssttibiting rejection
or premature discharge of consumers served (nt/reject provisions). The provider will still bequired to enter into
standardized Memoranda of Agreements (MOAS) wittAsMh the catchment areas in which they deliverises and a
standardized contract with those same LMEs foreSiatded services. Continued certification asitidat Access
Behavioral Health Agency will be based upon thenagts meeting or exceeding the required performataadards
established by DHHS.

Services other than case management and peer stipgtarequire endorsement will continue to be eseld for Critical
Access Behavioral Health Agencies on a site/serspeeific basis. Critical Access Behavioral He&ltfencies need not
meet the certification criteria in every locationvihich they deliver case management and peer supgmvices. If a
Critical Access Behavioral Health Agency choosesffer peer support in a location in which theyriit meet the
certification requirements, they must also dele@se management services in that location.

Providers may experience delays in endorsementitéesion a local level over the next several menthile LMESs are
trained to implement new service definitions andathsheets and learn about this new certificatiocgss for the Critical
Access Behavioral Health Agency.

We recognize that the implementation of Criticac@ss Behavioral Health Agency certification repnesea significant
change for the public mental health, developmaditalbility, and substance abuse services systgraciedly at this time

of funding reductions and rate cuts. However, ekebe that this action is necessary to assurectiradumers have access
to clinically appropriate and competent servicAslditional information on the implementation of seerequirements will
be coming in the next several weeks.

ValueOptions Webinars

ValueOptions is conducting multiple webinars in doening weeks to clarify the documents requiredfierauthorization
of behavioral health services covered by North @@dVedicaid, to identify helpful websites anddanfation resources
related to the authorization process, and to re$pmprovider questions. The intended audiengeasiders who are new
to performing clinical home functions such as cagtipg documentation and submitting requests to &@utions for
review. Specific focus will be on changes relatedocumentation requirements for Community Suppod Level IIl and
Level IV Residential requests discussed in Impletatin Updates #60, #61 and #62 available on thésDin of Mental
Health, Developmental Disabilities, and Substanbesk Services (DMH/DD/SAS) website:
http://www.ncdhhs.gov/mhddsas/servicedefinitions/defupdates/index

Providers may register for an upcoming webinar ding to
http://www.valueoptions.com/providers/Network/Nor@arolina_Medicaid.htrand scrolling down to “Provider Training
Opportunities” and selecting a date to attendaddition, providers are encouraged to also registes webinar to learn
how to submit Enhanced Service and Residentialegtguto ValueOptions electronically via Provider@ect.

Providers can find instructions for completing apdtient Treatment Report (ITR), the ITR templaténk to Person
Centered Planning (PCP) training, and a link teaviger training presentation at the same webssted above.



Transition to Psychosocial Rehabilitation Servicefor Recipients Receiving PSR and Community Support

All Psychosocial Rehabilitation (PSR) service auttations, for recipients currently receiving PSila&Community
Support (CS) services, which are end dated DeceBihe2009 or earlier will follow the below procdes reauthorization
that must occur prior to the date that the curRSIR authorization expirés.

* The PSR provider must work with the CS provideolttain the current PCP.

* Inthe event that the PSR provider is unable taialihe PCP after reasonable efforts, the LME negdntacted
to assist in the process.

» PSR providers must submit the ITR and a PCP UpRlatésion with appropriate signatures to ValueOitor
the reauthorization request. A service order sigeafor medical necessity by an MD/DO, PA, APNDP
psychologist) is only required if a new servicadgled to the PCP.

e The maximum authorization may be up to 180 days.

* The PSR qualified professional, in addition to @itsoof “PCP Thinking,” must complete the requiredairs of
“PCP Instructional Elements” training. The PCBttactional Webcast Training
(http://www.ncdhhs.gov/mhddsas/pcp.hton other PCP planning/writing training may fultthis requirement.
The qualified professional must be complete ttaming within sixty (60) days of this U #63 or Wwih 30 days of
hire, whichever comes first.

* NOTE: For the following situation, the above procegsaiathorization cannot be used. When the annuatite of the
PCP is due prior to December 31, 2009, a rewrft€RP must be developed with a new service ordenémtical necessity
obtained. The Date of Plan on the Complete PGleislate on which the annual rewrite of the PCGiRues

All subsequent requests must follow the establishétorization procedure outlined in the PCP maandl
implementation update #39.

It is our understanding that there are concernsRE& providers will be responsible to becomet‘fiesponders’ and also
provide transportation and medication managemenices. As a reminder, PSR providers will be rewiole for
developing the crisis plan which is a part of P@Ralopment. PSR providers are not required to be the “first
responder” As a part of the crisis plan, the PSR providesnmoordinate with the LME and the recipient toniify local
crisis services that can be accessed.

Per the current service definition, it has alwagstbthe expectation that PSR providers would aer@sgchiatric services
as needed. Medicaid does not pay for any EnhaBeedce providers to provide transportation. Rerdurrent service
definition, it has always been the expectation BBR provides interventions to help recipients aeghe skills needed to
identify and access transportation options in tbemmunity.

Community Support with other Enhanced Services

This is a clarification to Implementation Updateé#6Authorizations for Medicaid and State-fundedv@aunity Support
services currently in effect as of the date of theamo will remain valid until the current authotipa expires. Therefore,
individuals who receive Community Support serviegh other enhanced services can continue to red@ammunity
Support services, until the current Community Suppathorization expires.

Effective October 12, 2009, no new or concurreqtests for Community Support services can be aizébin
conjunction with any of the following enhanced seeg:

* Intensive In-Home Services

*  Multisystemic Therapy

* Assertive Community Treatment Team

e Community Support Team

» Substance Abuse Intensive Outpatient Program

e Substance Abuse Comprehensive Outpatient Treatment

e Child and Adolescent Day Treatment

» Psychosocial Rehabilitation

e Opioid Treatment

e SA Medically-Monitored Community Residential Treamh

*  SA Non-Medical Community Residential Treatment

» Partial Hospitalization



Requests for Community Support and another enhasmmite for children must follow the establisheatlff and Periodic
Screening, Diagnosis, and Treatment (EPSDT) praescand requirements, which are available at
http://www.dhhs.state.nc.us/dma/epsdt

Independent Psychiatric Evaluation for Children Currently in Level 1l and Level IV

This is a reminder that children currently in Leliéland Level IV residential treatment must haveiadependent
(meaning independent of the residential provider isprovider organization) psychiatric evaluatamone of the
requirements for concurrent (reauthorization) retgie The psychiatric evaluation must be perforimed psychiatrist,
psychiatric physician’s assistant (PA) who is wagkiuinder a psychiatrist’s protocol or an Advanceatfce Nurse
Practitioner (APN) only. The psychiatric evaluatghall determine the clinical needs of the chiid anake
recommendations for the appropriate level of treaiinsuch as residential, Psychiatric Residentiehfiment Facilities
(PRTF), or other level of care. Required compos@fithe psychiatric evaluation can be found inlementation Update
#36 under “Comprehensive Clinical Assessment."agdesee Implementation Update #60 for all Levednid Level IV
reauthorization request requirements. Level It &avel IV providers should be collaborating witletLME and System
of Care (SOC) coordinator throughout this process.

Until December 31, 2009, to facilitate implemerdgatdf the new requirement for an independent psydbievaluation, an
interim 30 day authorization may be granted by ¥@lptions for situations in which the assessmematame completed
in time for the reauthorization request. The S@Grdinator must indicate on the discharge plan uhdeor her signature
the date/time of the evaluation as well as the lpisyist’'s, PA's, or APN’s name. These appointraeme subject to
verification. This evaluation must be completethin the one month period. This grace period &iiltl on December 31,
2009 and all concurrent requests that are not aganiad by the psychiatric assessment will be rethas, “Unable to
Process.”

In addition, since September 28, 2009, some providave had requests returned by ValueOptions aalilé to Process”
because the independent psychiatric evaluatiorsal@sduled but not yet completed, or the psychiatraduation was
completed but the provider did not yet have a aofithe evaluation. Providers may resubmit thegegsts to
ValueOptions if the independent psychiatric evatmatvas completed within 30 days of the authortratiequest. In these
situations, providers may resubmit the originaluesj for reauthorization to ValueOptions and mtisich the completed
independent psychiatric evaluation. Providers Ehoicate on the fax cover sheet of the authdiorarequest
"Resubmitted with psychiatric evaluation for origlity requested Effective Date of <date>."

Authorization Process for New Requests for Level lland Level IV Residential Services

Children admitted to Residential Level 11l and Igrgices after September 28, 2009 must follow aightion procedures
for new requests as outlined in Implementation Wpd®0. For these new admissions to child resiglesgrvices, length
of stay is limited to no more than 120 days. Adeipendent psychiatric evaluation does not needdomapany requests
for the first 120 days of service, unless clinigatidicated. If providers are submitting concutr@eauthorization)
requests for additional treatment after these 36 ,athe provider must follow the authorizationdglines for concurrent
(reauthorization) requests as outlined in Impleragon Update #60 which includes an independentipagric evaluation,
updated Child and Family Team meeting, and updatscharge/Transition Plan. Please see full requéngs in
Implementation Update #60.

Discharge/Transition Plans for Level Il & Level IV_Residential Services

Discharge/Transition Plans for children in Levéldhd Level IV Residential services must accompalhyequests
submitted to ValueOptions. All signatures ancedain the Discharge/Transition Plan must be haittewr The
Discharge/Transition plan may be faxed or scannedudbmission to ValueOptions.

Psychiatric Residential Treatment Facilities (PRTF)Requirements

As part of the Child Residential Level 11l and I¥akeholders planning work group, some issues ikkateules
interpretation for PRTFs were reviewed. PRTF piexs indicated that DHHS was interpreting somenkcee rules for
PRTFs more narrowly than the federal requiremeictaitdd. DHHS has examined the issues and hasatpehe
following modifications of current policy:

1. Orders for seclusion and restraint: Only a phgsi¢iM.D., D.O.), nurse practitioner, physician’siatant or
licensed psychologist may order seclusion andaistr A RN may issue the written order based upeorrbal
authorization from one of the authorized individual

2. The required one hour assessment following restna@ty be conducted by a physician, nurse practtion
physician’s assistant or RN. Since one purpoghisfassessment is to address potential mediemssarising
from the restraint, the assessment may not be ctediby a licensed psychologist.



PCP Development and Level Il Program- IV Providers

Residential Level Il Program — IV providers will besponsible for the development and implementaifadhe Person
Center Plan in instances where a child does nat Rammunity Support services or another clinicahbeervice. Only a
qualified professional delivering the residentiahdce may develop the PCP. Level Il Program -ptoviders may submit
authorization requests to ValueOptions if CommuSitypport services are not available. If a chilceieiving more than
one non-clinical home service, it is expected thatproviders will work together during the ChilddaFamily Team
meetings to coordinate the Person Centered Plan.

PCP Development and Day Treatment Providers

As stated in Implementation Update #60, Day Treatrpeoviders may be responsible for the developraadt
implementation of the Person Centered Plan, inalythe crisis plan in instances where a child da¢save Community
Support services or another clinical home servidaly a qualified professional delivering the Dagatment service may
develop the PCP. As a part of the crisis plathénPCP, the Day Treatment provider must coordinétethe LME and
the recipient to identify local crisis servicesttban be accessed. If a child is receiving moa@ ttme non-clinical home
service, it is expected that the providers will kwtrgether during the Child and Family Team meetitigcoordinate the
Person Centered Plan.

Clarification Regarding Timelines for Service Provsion of Endorsed Providers

In keeping with the intention of Communication Ratih #55, providers are expected to be servinguoess within 60
days of enrollment. If a provider has not accegimusumers and began services to consumers withilags of DMA
direct enrollment, endorsement will be involuntasitithdrawn.

LMEs Billing Medicaid on behalf of Providers

There are certain services for which providers caonrrently directly enroll with the Medicaid pn@gn. These include
Level Il Family Type (therapeutic foster care), Jeted Case Management for DD, and provisionalbnised therapists
performing outpatient therapy. DHHS has requetatLMESs bill these services for providers untitk time as the
providers can directly enroll. Through June 20DBIHS reimbursed LMEs for performing this billingriction on behalf
of providers using Mental Health Trust Funds. Thating source has not been available for thippse for more than a
year.

We recognize that this is a time-limited problerattWill be corrected when providers can directlyodirwith DMA. At
that time, providers will be responsible for thestcof billing Medicaid directly for the servicesethprovide, just like all
other directly enrolled providers do currently. the interim, we believe it is appropriate for LMtescharge providers for
performing this function on their behalf. In orderensure consistency through the system, we éstablished 15¢ per
claim as the allowable billing rate for LMESs to che for this service.

Provider Verification and Credentialing Activities

As noted in the July 2009 Medicaid Bulletin, thegess to re-verify information and credential ele®Medicaid
Community Intervention Services providers is scheditio begin immediately. Computer Sciences Cafian (CSC)
will be notifying providers by mail and sending thetificationpacket to the provider's billing/accounting addreBhis
will include a pre-printed report of informationreently on file with N.C. Medicaid plus a checklistcredentialing-
related documents that must be returned to CS€viders may verify their billing/accounting addsega the DMA
Provider Services NPI and Address Databas$gtat/www.ncdhhs.gov/dma/WebNPI/default.hémby calling the EVC
Call Center at 1-866-844-1113.)

The pre-printed NC MMIS Verification Form includdemographic data and NPI information currently ilewith N.C.
Medicaid and also contains space for providersiterdicense/certification numbers, type of owngrshnd contact
information. Providers must complete the formaelttcopies of documents required for credentiakmgl, return the
verification packet to CSC within 30 days of theedaf receipt. The verification process will take to three weeks from
the time CSC receives the correct and completdication packet from the provider; the return ofamplete or incorrect
information may lead to an interruption in enrollme Lack of compliance in these procedures coeduilt in suspension
of enrollment and eventual termination.

Please pay special attention to the designatio@fenmunity Support Team. Community Support Teaaviplers are
required to submit the verification packet with eggriate credentials including all current Notitiicens of Endorsement
Actions to qualify for enroliment as a provider@dmmunity Support Team services. This will effeely separate
Community Support Child (HO036 HA), Community Suppadult (H0036 HB), and Community Support Groupd(36
HQ) from Community Support Team services.
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Critical Access Behavioral Health Agency

A Critical Access Behavioral Health Agency is a foofit, not for profit, public, or private
behavioral health care company (formal businesgaration or entity) that meets the following
criteria:

Accreditation:

Critical Access Behavioral Health Agencies will baathree year (or longer) accreditation from
an accrediting body recognized by the Secretathii@Department of Health and Human
Services (e.g., the Council on Accreditation [COg Commission on Accreditation and
Rehabilitation Facilities [CARF], the Council on ity and Leadership [CQL], and The Joint
Commission, formerly known as the Joint CommissiaorAccreditation of Healthcare
Organizations [TJC]).

Service Array:
Each Critical Access Behavioral Health Agency puieed to offer the following Core Services:
e Case Management for MH/SA not included in a bundle@ice(may only be provided
by Critical Access Behavioral Health Provider aggnc
» Comprehensive Clinical Assessment
* Medication management
* Outpatient therapy

and

Two additional services from the following list, wh serve to create a continuum of care for the
age/disability of the consumers to be served:

* Intensive In-Home (IIH)

e Community Support Team (CST)

» Substance Abuse Intensive Outpatient Program (SAIOP

* Substance Abuse Comprehensive Outpatient Treaf8&@OT)

» Child Residential Level II, 1ll, and IV

» Therapeutic Family Services (TFS)

* Day Treatment

* Psychosocial Rehabilitation (PSR)

* Assertive Community Treatment Team (ACTT)

* Multi-Systemic Therapy (MST)

* Mobile Crisis Team

Collaboration with Physical Health:

Critical Access Behavioral Health Agencies willdgected to maintain close collaboration
with primary care physicians, public Health Depaits, Federally Qualified Health Clinics,
and Community Care of NC, in order to ensure thatdonsumers being served are treated in a
holistic manner that addresses both their behavath and physical health care needs.



Minimally Required Staffing:

Note: In appointing the Medical Director and Cdiali Director, the provider agency must take
into consideration not only professional certifioas of the candidates but also the knowledge
and experience that the individual(s) have withgbpulations to be served. Depending upon
the size of the agency, the scope of services tebeered, the size of the caseload to be served,
and the experience of the incumbent, a board-maftdr board-eligible psychiatrist may serve as
both the Medical and Clinical Director. In thaseathe positions must be filled by a single
individual working full-time for the Critical AccessBehavioral Health Agency.

Medical Director

A Critical Access Behavioral Health Agency shalv@a Medical Director (licensed physician
or psychiatrist). In total, the Critical AccesshB&ioral Health Agency must have one FTE,
shared by no more than two individuals, of prof@sal time from one or both of the above
disciplines on-site in the agency. The training arderience of the Medical Director must be
reflective of the population to be served. The loisthis position for more than 90 days will
require a review of the agency’s status as a @titkccess Behavioral Health Agency.

The Medical Director is responsible for:

» Overall supervision of all medical/clinical aspeeatshe services delivered;

» ldentifying appropriate evidence-based or emerbeest practices therapies to be
employed by staff in delivering services;

» Oversight of all quality management initiatives;

» Ensuring the coordination between the MH/SA ses/toeing delivered with primary
physical healthcare providers;

» Consulting with primary healthcare providers on ¢heical aspects of the consumers
being served and the implications for those conssipleysical healthcare needs;

» Coordinating with medical staff of other providegesy. state and community inpatient
facilities;

» Supervision of all other medical staff within theywider agency.

Clinical Director
A Critical Access Behavioral Health Agency shalV@@ne FTE licensed clinical director,
shared by no more than two individuals, on-sitdneiiucation and experience sufficient to
provide clinical direction to the staff employed we provider agency. Individuals with
provisional licenses may not serve as the agenicyc@l Director. The Clinical Director must
meet one of the following licensed discipline categs:

* Physician or Psychiatrist

» Licensed Clinical Social Worker

e Licensed Psychologist (Doctorate Level)

» Licensed Psychological Associate

» Licensed Professional Counselor

» Licensed Marriage and Family Therapist

* Mastered Degree Nurse — advanced practice only PNIPs, etc.)

» Licensed Clinical Addiction Specialist

o Certified Clinical Supervisor




The duties of the clinical director include:
» Supervision of all non-medical direct care staftha provider agency;
« Design of the treatment protocols employed withia agency;
* Ensuring appropriate assessments for all consuseeved;
« Implementation of best practice and emerging pragtrotocols;
* Reviews of service quality;
» Design of all staff training.

Quality Improvement/Training Director

A Critical Access Behavioral Health Agency shalv@@ne FTE Quality Improvement/Training
Director (required to provide evidence of qualityprovement activities as required in the
standard agreement/contract). This position regrBachelors Degree and three years
experience or a Masters Degree and one year ofierpe utilizing data to support the
development of quality services.

The duties of the Ql/Training Director include:

* Development of a quality improvement/quality assaeaplan;

* Ensure compliance with all documentation, stafflijaation and all other state and
federal requirements for the services being dedider

* Oversight of staff credentialing process;

» Staff support for the quality improvement committee

» Developing and reporting consumer outcomes and adngthe agency’s performance
to outcomes achieved by other, similar providers.

* Development and implementation of a protocol fantowous staff training designed to
achieve all requirements of the services being/dedd.

Funding Sour ces:

A Critical Access Behavioral Health Agency shaliveeconsumers who are eligible for
Medicaid as well as indigent consumers supporte8tate funds. In serving consumers funded
with state funds, referrals must be for servicewioled by the provider, the regulations
governing the use of funds must be materially simib Medicaid regulations, and the rates paid
for services must be no less than the Medicaidrat@ritical Access Behavioral Health
Agencies must seek to become eligible to be paiddovices by all third party payors that
reimburse for services that the agency delivers (wivate insurance, Medicare, TriCare, etc.).



	implementationupdate63final11-09
	implementationupdate63attach11-09

