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What Is A Care Management Entity (CME)?

An organizational entity z such as a non profit
Qrganization or public agency - that serves aghe
Ol AOO T £#/ AAAIT Ol OAAEI EQOU
of youth with complex challenges and their

families who are involved in multiple systems

Is accountable for improving the quality,
outcomes and cost of care for populations

historically experiencing high-costs and/or poor
outcomes

Pires S. 2010. Human Service Collaborative



Child and Youth Populations Typically Served
by CMESs

AChildren & adolescents with serious emotional & behavioral challenges at risk of
out-of-home placement in residential treatment, group homes and other institutional
settings

Avouth at risk of incarceration or placement in juvenile correctional facilities

AChildren in child welfare

AReturning children & adolescents from institutional placements in residential
treatment, correctional facilities or other aithome settings

AChildren & adolescents at risk of or returning from psychiatric inpatient settings
Metention diversion and alternatives to formal court processing for juveniles

HOther populations (e.g., youth at risk for alternative school placements)

Pires S. 2010. Human Service Collaborative



Redirecting High Cost, Poor Outcome Spending
through Care Management Entities

Strategies:

A Redirect dollars from high cost/poor outcome
services (e.g., residential, detention, group
homes)

A Invest savings per youth served in home and
communitybased service capacity

APromote divemgi fniecat ingm/ @
residential treatment centers

Pires S. 2010. Human Service Collaborative



The Cost of Doing Nothing:
Racial & Ethnic Disparitie®Jisproportionality

neyouths of col or were
out pati ent therapyeand

resi dent I @uke v&ileh b, Skott, LGLA. S . O

Use of Mental Health Services Among Older Youths In Foster 2204.
Psychiatric Services 55:8817. American Psychiatric Association)

NThe study finds great
centers by black persons and Hispanic persons ti

Il s attri butable I n par
(Source: Snowden, L., Cuellar, E. & Libby, Minority Youth in Foster Care:
Managed Care and Access to Mental Health Treatn28@3. Med Care.

41(2): 26474). University of California Berkley)



Care Management Entitidge ValuesBased*

Care Is:

Avouth-guided and family-driven

Andividualized

AStrengths-based, resiliency focused

ACulturally and linguistically competent

ACommunity -based, integrated with natural supports
ACoordinated across providers and systems
fSolution focused

Mata-driven, evidenceinformed

*Values draw on system of care values

Pires S. 2010. Human Service Collaborative



Care Management Entity Goals

Improve:

KClinical and functional outcomes

ASystemlevel outcomes (e.g., reduction in use of outof-
home placements and lengths of stay)

KCost of care

ACommunity safety (e.g., reduction in recidivism rates or
offense patterns)

AChild safety and permanency

A= ducational outcomes (e.g., improved school attendance,
reduction in school suspensmns)

A-amily and youth experience with care '
A OEAO OUOOAI 06 A@PAOEAI AA xE

Pires S. 2010. Human Service Collaborative



Care Management Entity Functions

At the Service Level

u
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Child and family team facilitation using high quality
Wraparound practice model

Screening, assessment, clinical oversight
Intensive care coordination

Care monitoring and review

Peer support partners

Access to mobile crisis supports

At the Administrative Level:

u
T

i
0
0

Information managemeiitreal time data; webased IT

Provider network recruitment and management (including
natural supports)

Utilization management
Continuous quality improvement; outcomes monitoring
Training

Pires S. 2010. Human Service Collaborative



Variation in Types of CME Entities

MPublic agency as CME z Wraparound Milwaukee

ANon profit organization with no other role Z New Jersey Care
Management Organizations

AExisting non profit organization with other direct service
capability z Massachusetts Community Service Agencies

Adybrid z Non profit organization with other direct service capability
In formal partnership with neighborhood organization z Cuyahoga
County, OH Coordinated Care Partnerships

Mon profit HMO  z Mental Health Services Program for Youth

Pires S. 2010. Human Service Collaborative



Care Management Entity Financing
Mechanisms

A Use of Multiple Funding Streams
A Blended or Braided Funding

A Use of Case Rates

Pires S. 2010. Human Service Collaborati\



Wraparound Milwaukee

Mobile Response & Stabilization danded by
schools, child welfare, Medicaid & mental health

CHILD WELFARE JUVENILE JUSTICE MEDICAID CAPITATION MENTAL HEALTH
Funds thru Case Rate (Funds budgeted for (1557 per month ACrisis Billing
(Budget for Institutional Residential Treatment for per enrollee) Mlock Grant
Care forChildrenCHIPS) Youth w/delinquency) AdMO Commercial Insurance

SCHOOLS

11.0M 11.5M \ / 16.0M 8.5M
youth at risk for

alternative placements— Wraparound Milwaukee

A

Care Management Organizatio
Per Participant Case Rates from $47M Families United
CW ,JJ and ED range from about $440,000

$2000 pcpm to $4300 pcpm I

Provider Network
210 Providers
70 Services

Intensive Care
Coordination

Plan of Care

Wraparound Milwaukee2010).What are the pooled fund#flwaukee, WI: Milwaukee Count Mental Health Division, Child and Adolescent Services Bralith.



Cuyahoga County (Cleveland)

SOC Funders Group
Chaired by Deputy County Administrator
for Human Services

County ASQO:
Management
Entity

-~ FCFC $$ } State Early Intervention
— Fast/ABC $$ & Family Preservation
Residential Treatment Center $$$$
Therapeutic Foster Care $$$

AUnrul yo/ shelter care
Tapestry $$ } System of care grants
SCY $$

Neighborhood
Collaboratives &
Lead Provider
AgencyCare
Coordination
Partnerships

Care Coordination Bundled Rate :
$1602 per child per me.Medicaid

Child/family teams

@nityproviders and natural helpi@

Pires S. 2010. Human Service Collaborative




DAWN Project I Marion County, IN

How Dawn is Funded

$4,088 + $166 = $4,254 PMPM

Child Welfare

Or
. Dawn Project
Special Education Cost Allocatlon

oo Enty
Non profit behavioral .

. . 90% 6% 4%
h e al t h (0] I‘g anization Direct Services Indirect Expenses Administrative

- 0 Vend
(Choices, Inc.) 550 Vndors

Rainbows

$225,000

Choices, Inc. 2008



NJT Contracted Management Structgre CW, MA $3- SirlglePayor

Department of Children and Families
Division of Child Behavioral Health Services

Dept. of Human Services

Medicaid Division

UMDNJ Training
& TA Institute

Contracted Systems A1-800 number
Administrator - PerformCare AScreening
AUtilization management
\ AOutcomes tracking

Stabilization Services
Family Support \
Organizations A Care Management Any licensed DCF provider
‘ Organizations - CMOs

Family peer support,
education and advocacy
Youth movement

Lead non profit agenciemanaging
children with serious challenges, multisystem involvement

Adapted from State of New Jersey 2010



Care Management Entities:
Locus of Management Accountability f@hildren with
Complex, Multisystem Needs

I

P »
< »

\

Ansure Child & Family Team Plan
of Care**

Ansurelntensive Car€oordination
Manage utilization quality and
outcomes at service level

Use Same Decision Support Taol
CANST to determine need for CME

Pires S. 2008. Washington, D.C.: Human Service Collaborative 15



Maryland Regional Care Management Entities

W— State Governance Entity

University of Maryland
Innovations Institute
1115 —
waiver \ / 1
= Maryland Coalition ofFamilies
1915¢ Regional Care Managemen

% -
Contracted private non profit agencies
managing care for children/youth with
multisystem, complex challenges, e.g.
Medicaid PRTF, DHR group home,

DJS detention diversion

AChild and family team

Antensive care management
AJtilization management

MDevelop broad provider network
AVlonitor outcomes

Aink families and youth to peer support



Examples of Outcomes

Milwaukee Wraparound Marion County, IN
Reduction in placement disruption rate from A Reduced recidivism (youth are 78%
65% to 30% less likely to return to a chHderving
School attendance for children in child agency)
welfare improved from 71% days attended t0 4 |mproved scores on CAFAS, CBCL
86% days attended BERS ’ ’

A 60% reduction in recidivism rates for youth A

in juvenile justice from one year prior to Improved school attendance and

enrollment to one year post enroliment academic performance
Decrease in average daily RTC population A 86% of families reported that services
from 375 to 50 were helpful

Reduction in psychiatric inpatient days from 0 :
5,000 days per year to less than 200 A 82% of youth reported that services

were helpful
§¥?£88?OT%r}tE'ﬁ%‘?Sggffﬁfjﬁf}grﬁ‘fg mpared 18 - g504 of families reported that services
detention, $18,000 for psychiatric reflected their f
hospitalization) culture

New Jersey estimates it has saved over $30m in inpatient costs alone ov
the past three years
17



Potential of Care Management Entity as Health Home

A Comprehensive care management

A Care coordination and health/mental health promoti
A Transition care across multiple settings

A Individual and family support services

A Linkage to social supports and community resource:

Focus on improving the quality and cost of care for

populations withi

A Co-occurring chronic conditions

A Serious behavioral health challenges, including chilc
at risk

Pires S. 2011. Human Service Collaborative



CHIPRA Quality Demonstration Grant
Care Management Entities: A Model to
Improve Child Behavioral Health Outcomes

A Multi -State CHCS Quality Improvement
Collaborative of Maryland, Georgia and
Wyoming

TAP Summer 2011 System of Care Community
Training July, 2011

Dayana Simons

Senior Program Officer, CHCS

dsimons@chcs.org

This document was developed under grant CFDA 93.767 from the U.S. Department of
Health and Human Services, Centers for Medicare & Medicaid Services. However, these

contents do not necessarily represent the policy of the U.S. Department of Health and
Human Services, and you should not assume endorsement by the Federal Government.



CHCS Mission

To improve health care guality for low-income children and
adults, people with chronic illnesses and disabilities, frail
elders, and racially and ethnically diverse populations
experiencing disparities in care.

s Our Priorities
AEnhancing Access and Coverage to Services
Almproving Quality and Reducing Racial and Ethnic Disparities
Alntegrating Care for People with Complex and Special Needs
ABuilding Medicaid Leadership and Capacity

20



CHIPRA Quality Demonstration Grants

ACMS awarded 10 grants t ¢
and evaluate a national quality system for
chil drendos health care \
provided through the Medicaid program and
CHI P. o
3 Test new measures for quality of care
s Promote the use of HIT
s Evaluate provider -based models
3 Demonstrate impact of a model EHR format
s Adopt/modify one 1 or more 1 of the above

For more information:
http://www.insurekidsnow.gov/professionals/CHIPRA/grants summary.html#flo

21


http://www.insurekidsnow.gov/professionals/CHIPRA/grants_summary.html

Maryland, Georgia and Wyoming
Collaborative CHIPRA Grant Project

AAl mprove the heal th and soc/i al outco
behavioral health needs by implementing and/or expanding a Care
Management Entity (CME) provider model to improve the quality - and
better control the cost - of care for children with serious behavioral health
chal l enges who are enrol/l ed i n Medic
Program. o

The states will show:

A Improved clinical and functional outcomes
A Improved cost outcomes

A Increased resiliency for youth and families

through a Care Management Entity approach

22



CHCS Quality Collaborative Technical

Assistance
CHCS is:

A Coordinating entity for the states in the CHIPRA
Collaborative

A Responsible for the Quality Framework and Internal
Al ndependent o Evaluati on

A Lead Technical Assistance Provider:

3

Webinars
A 2010 Series, 2011 Series
Shared Online Resource Space for Collaborative States
Monthly Individual Technical Assistance Calls
Quarterly All-States Meetings

Learning Community WwwWw.chcs.orq

23


http://www.chcs.org/

CHCS Quality Framework:
A Model for Change

=p Typology for Improvement

Measurement and Evaluation

Complex
Population &
System

—» Rapid-Cycle Improvement

—p Sustainability and Diffusion

24



Typology for Quality Improvement

A A systematic approach to identifying and
solving problems.

A Focuses on systems and processes.

A Allows for an iterative approach to
Improvement.

A Uses tools and concepts to facilitate change.

A Presents a context for shared learning.

25



Determine Measurement Strategy

What are we trying
to accomplish 2

i B

How will we know that a
change is an improvement

?

an improvement?

What changes can we
make that will result in

A Aim

A Measure

A Improvement
Strategies

Source: Langley GL, Nolan KM, Nolan TW,
Norman CL, Provost LP. The Improvement Guide
A Practical Approach to Enhancing

Organizational Performance. 26



Evaluation

How do you assess impact?

Develop meaningful measures that are:
A Tied closely to the indicators of interest

A Access, clinical/functional outcomes,
cost, resiliency

27



Rapid Cycle Change

AHel ps to avoid doing f@Am

A Approach in which ideas can be quickly tested
and discarded or disseminated

A Short cycles of planning, intervention,
measurement, and redesign

A Generates data quickly to determine
effectiveness of intervention

28



The PDSA Cycle

for Learning and Improvement

Make necessary
changes and start
next cycle

/N

Plan

Set a plan for
change and data

collection;
Who, what, where, when

Study

Analyze data and
summarize findings

Do

Carry out the change,
collect data and
begin analysis




Keepi ng the End 1 n

Sustainabillity

Ensuring that the qualit
positive change is institutionalized so that it will
continue after the CHIPRA grant ends

Diffusion

Applying the Quality Framework to future system
efforts within the organization.

Dissemination

Sharing the improvements i and Quality
Framework i beyond the organization.

30



A Word About CMEs |

AAre called nAnCommunity Service
A CSAs:

ACoordinate a Apackageo of se
A not bundled, but separately defined and paid which

A can be delivered by any willing provider that meets the

gualifications defined in the State Plan Amendment for
that service

A Are the providers of Intensive Care Coordination/TCM
(Wraparound) and Family Support and Training (Family
Partners), and where all other services are coordinated,
regardless of whether the CSA provider is providing
another service, or another provider does that

A Role was informed by the presence and role of the five
Medicaid managed care entities (MCE)

31



A Word About CMEs 1|1 n

Context:

A class action lawsuit (Rosie D. v. Patrick) filed in 2001 on behalf of
children and youth with serious emotional disturbance alleged MA
Medicaid failed to meet obligations of the federal EPSDT statute.

A January 2006, the Court found that MA Medicaid had not provided

sufficient:

A Behavioral health screening in primary care
A Behavioral health assessments

A Service coordination

A Home-based behavioral health services

A Final Judgment issued June 2007

A Implementation of service coordination and home -based services
beginning July 2009

A Medicaid is the sole financer  -no blending/braiding with
ot her stateydystemse

32



CMEs 1 n MAe

Medicaid in MA (MassHealth):
A Operates under an 1115 waiver (since July 1999)
A Employs managed carel 5 managed care entities

A Lawsuit remedy services and Targeted Case
Management operate under State Plan Amendment ,
and all other BH services operate under the waiver

A Use of State Plan Amendment for Targeted Case
Management was legal strategy to ensure
well-defined terms; service level & target group

approval by CMS.

A Capitation, Quality Management and utilization
management functions occur at the MCE level

33



Visit CHCS.org to

A Download practical resources to improve the quality and
cost-effectiveness of Medicaid services.

A Subscribe to CHCS e-mail Updates to learn about new
programs and resources.

A Learn about cutting-edge efforts to improve care for
Me di c ali d éneedmighedi-eost beneficiaries.

34



WRAPAROUND MARYLAND CmE




MANAGEMENT ENTITIES (GMES)

The CME contract in Maryland started in
December 2009.
At the start of the contract, Wraparound
Maryland employed 8 staff and served
about 40 families.
At this time, Wraparound Maryland employs
55 staff, 30 Care Coordinators, and serves
about 300 families.




CARE COORDINATORS

Assume responsibility for the development and management
of services to meet Plan of Care objectives for all life
domains, with accountability for achieving outcomes.

Schedule Child and Family Teams (CFTs) where and when it is
convenient for the family.

Facilitate the CFT process in an organized way to ensure all
team members feel valued and have a voice in the process.
Supports and services are identified, chosen and coordinated
through the CFT process

Assist in developing a crisis plan at the first face -to-face
meeting and each meeting thereafter as needed.

Assist in the need development and help support the team in
having the important discussions needed to help the family
move toward the actualization of their vision.

Undergo intense training, coaching and supervision included in
the care coordinatorodos cert.i

fi




RECRUITMENT

v, Potential staff are recruited from local, state
and national publications as well as word of
mouth.

v, Staff who excel tend to have experience In
the human service and/or have the patience
and flexibility needed
t akeso.

v, Staff go through a rigorous interview process
that includes individual and group
components with a diverse interview panel
Including family members, youth and current
staff.




ORIENTATION

7. New staff are provided intense orientation
over the first six months of employment.

v Orientation includes a formalized process of
providing information.

v, Essential information iIs reviewed with and
signed off by the supervisor.

¥, Supervision includes regular group and
Individual supervision centering around
required intensity of service, planning for the
entire family, engagement of team members,
needs identification and overall skill
building.




CERTIFICATION PROGRAM

7. The purpose of the certificate program is to
provide practitioners with the necessary
support in attaining high -fidelity and quality
wraparound practice. The certificate
program is designed to support practitioners
through coaching, training and technical
assistance through the phases of the
wraparound process.




CERTIFICATE REQUIREMENTS

¥, Over the course of 24 months, applicants
will need to meet certain requirements In
order to receive certification. These
requirements consist of:

v Submission of the Advanced Wraparound
Practitioner Certification Application
Form.

v Completion of core training requirements

v Completion of 9 categorized Wraparound
Practitioner Training Units




CERTIFICATE PROGRAM

7. Participation in on -site coaching sessions from Innovations
| nsti tuteds trainer/ coach for

v, Participation in practice observations conducted by
Innovations Institute Trainer/Coach including at least:

2 Initial Family Meetings
2 Home Visits

2 CFT Observations (1 could be scored using the Team Observation
Measure as described below)

2 Documentation reviews of Plans of Care (1 could be scored using the
Document Review

Measure as described below)

v, Completion of 3 CFT/Initial visit observations utilizing the
Team Observation Measure (TOM) (collected every 4 months)
for Care Coordinators

2. Completion of 3 Documentation Review Measures (DRM)
(collected every 4 months) for Care Coordinators with a
combined score that meets fidelity




SUPERVISORS

v Training Requirements for CME AND PPSP
Supervisors.

% Supervisors in both the care management
organizations and the family support
organizations must meet the core training
requirements either of the care coordinator or
the caregiver or youth peer support partner
dependent on the organizational representation.

% In addition to the specified core training,
supervisors must complete one additional core
training requirement of Advancing Wraparound
Practicen Supervision and Managing to Quality.
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CERVIFICATION RENEWAL

Continuing Education Requirements to  maintain Wraparound Practitioner Certification

Practitioners (Peer Support Partners & Care Coordinators) must:
Maintain CANS certification by becoming recertified annually
Obtain 9 Training Units (TUs) minimum, including:

3 TUs in Knowledge content area

3 TUs in Skills content area
3 TUs in Values content area

Participate in continued supervision/coaching utilizing, Document Review Forms and Team
Observation Measures with at least one review being provided by Innovations staff.
Participate in coaching observations that include 2 initial meetings, 2 home visits and

2 CFT meetings.

Supervisors must:
Complete 2 Document Review Forms, and 2 Team Observation Measures for each of their staff.
Maintain CANS certification.
Obtain 9 TUs minimum, including:
3 TUs in Knowledge content area

3 TUs in Skills content area
3 TUs in Values content area




TEAM MEMBERS

y.Informal - Community and natural
supports

Community- Support and activities accessible to
youth and caregivers as a result of where they

live
Natural-Individuals accessible to youth and

caregivers as a result of their relationships,
Interests, and activities

yv,Formal- Mandated members and those
people providing purchased services




PARTNERS IN A CiHILD
AND FAMILY TEAM(CFT)

Mental

: Health
Faith-based

Organizations

Family
Juvenile '
Justice C|\(;|m ml;mIty
Substance SITRER
Abuse
Informal Primary Care
Supports

Education
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Provider INetwark LDieedtoor

A The CME employs a Provider Network Director and Community
Resource Coordinators in an on-going effort to engage, recruit and
retain professional, natural, traditional and non -traditional
supports and services.

Alf it is brainstormed and doesn

A MOUG6s are created with the provi
expectation they participate 1in

A Services are identified and authorized in the CFT.
A Providers are monitored and evaluated for its effectiveness within

the team structure and accountability is held and monitored by
each participant.




VENDOR AGREEMEINT

7 Vendor hereby agrees to the following monitoring and oversight
requirements:

A. Reporting. Ensuring services were performed as indicated and authorized
on the Plan of Care as evidenced by an invoice or other documentation
indicating dates of service, times of service, length of service, activities
completed, and progress made toward meeting the identified need as
prescribed in the plan of care.

B. Quality of service. Services will be monitored for quality as it relates to
the needs identified in the plan of care and/or reported by the youth and
family, care coordinator, and/or other team member.

C. Meeting Attendance. All vendors must attend child and family team
meetings for the youth and/or family with whom they are working . In the
event the vendor is unable to attend a scheduled child and family team
meeting the vendor will contact the care coordinator in advance to provide
updates to be shared with the team at the meeting.




CME ADMINISTRATIVE FUNCTIONS

v, Administration of discretionary funds:

Child & Family Team (CFT) members brainstorm
Ideas to meet needs.

Team must agree to any resources and any
associated expenditures.

In order for a vendor / service provider /
community resource to be paid, they must be
l ncluded I n the yout hos




INVENSITY OF SERVICES

v, Services are identified and a POC is
formulated to match the intensity of services
needed to maintain a youth in their homes
and communities.

v Additional services are billable under
medical assistance in Maryland for youth in
the Walver including respite, peer -to-peer
support, crisis and stabilization and
expressive therapies.

¥, Services and supports are actualized to
Incorporate individual needs that allow for
the best chance of success.




IMMIEDIATE CRISIS AND
STABILIZATION

v Immediate crisis stabilization to get through to the
first team meeting

v The crisis plan Is a reactive plan that builds protection
around behavior

v The crisis plan includes:
History/Reason for referral
Safety Issues
Crisis Defined (home, school, and/or community)
Triggers

Action Steps (order from least restrictive to most
Intensive)

Contact Information




EVALUATION AND MONITORING

% Monitoring and evaluations occur at the Local
level, State level and Federal level.

v \Wraparound Fidelity Index (WFI) includes direct
observation from the University of Maryland
staff, interviews with caregivers and youth and
document reviews from trained practitioners.

2. WFI Is completed every six months and
Identifies variables performed to fidelity.




WRAPAROUND FIDELITY INDEX

v, Provides standards of quality to Wraparound
Implementation

v Encourages best practices for care coordination
and family support

zEncourages families to
and reinforces family voice

v, Directly impacts training and coaching strategies

7 Influences procedural changes within Care
Management Entities




2 BIG IDEAS

On why Partnership between Peer to Peer Support
Partner (PPSP) and Care Coordinators is
essential:

1. Wraparound is complex; when the responsibility
Is shared with two people it is more effective
and errors can be corrected.

2. Getting teams to move forward is hard work; it
helps to have a partner who can make the team
work more creatively.




Child & Family Team Meeting
Participation

® Formal Supports
| Informal Supports

52%

Source: ETO




CANSMeasures
% of Participants Demonstrating Improvement
(Participants Enrolled in Wraparound Services > 6
Months)
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THE STATEWIDE FAMILY VOICE
-

7Maryland
Coalition of
Families for

Children's
\ | \Mental Health

A
|\
/

Maryl and Coalition of Famil:

Welcomel!

2010 Chil dreno
Health Day in Annapolis







