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Location:  Monmouth County Human Services Building, Kozloski Road, Freehold

Date:  March 20, 2009

Attendance:  Bill Daly, Roberto Flecha, Marie Claire Florentino, Joanne Furze, Connie Greene, Manny Guantez, Jonathan Krejci, Harry Morgan, Susan Neshin, Jass Pelland, Fred Rotgers, Vera Sansone, Barbara Schlichting, Sue Seidenfeld, Megan Sullivan, Maria Varnavis-Robinson, Linda Voorhis, Lewis Ware, and Ernestine Winfrey.
State Staff:  Suzanne Borys, Mollie Greene, Raquel Mazon Jeffers, Michael Miller, Geralyn Molinari, Dona Sinton.

Welcome and Introductions:

Manny Guantez welcomed everyone and the membership approved the minutes.

DAS Report:
Announcements

Raquel announced the Evelyn Sullivan was not able to attend today because of the death of her father.

Charlie Brown has been promoted to Monmouth County’s Human Services Director, and as such, is stepping down from PAC.  Norwood Allen, Camden County’s Alcohol and Drug Director, will provide representation for the County Alcohol and Drug Directors.

Ricki Jacobs, who helped promote the passage of the Bloodborne Disease Harm Reduction Act, passed away this week.  DAS is looking into the possibility of naming one of the treatment vans in her honor.

Raquel welcomed Sue Neshin to the PAC Committee.  

Budget Update

Raquel stated that DAS faired well in the Governor’s budget announced March 10.  The Governor and his team worked hard to keep the budget as whole as possible.  There were increases to NJ Family Care and DDD.  DAS did not sustain any significant cuts:

· $1.8 million ATF funds from last year’s DUII fund.  DAS does not anticipate having any unexpended money this year.

· $2.5 million NETI funds from their one-time carryover 2008 and $6.9 million from the Voucher Program.  If DAS demonstrates utilization of vouchers, some of the $6.9 million may be restored.

· $1.5 million of DAS’ IDP administrative account.  This amount does not reflect a cut to county funds but rather a cut to DAS’ administrative costs only.

DAS still has a cliff to cure from the prior administration’s accounting methods. The accounting methods have since been revised; but DAS is still responsible for correcting the money owed.

OMB is pleased with DAS’ efforts to resolve the structural deficit.    

SJI/DUII
DAS’ spending on SJI has dramatically outpaced last year’s spending, and is moving to place agency caps and restrict entire allocation of $2.895 million remaining.  SJI had to be frozen for the remainder of SFY 2009 by DAS.  A small amount of money is left and DAS will decide how to spend that money.  All authorizations for clients currently in treatment will be honored, but no new obligations are being approved.  DAS is asking providers to send discharge plans to SODAT so they can reallocate de-obligated funds.  This situation demonstrates the ideal opportunity for advocating for additional funds due to high demand.   DAS anticipates that the funds will last through the end of April.  

There are many adolescent beds in the North that have been paid for under contracts and are not being utilized, so if there are any South Jersey needs, they can be referred to the North Jersey programs that have beds.  

DAS is also looking at the impact of the Hybrid Policy to help balance out some of the treatment needs.  For 2010, SJI has been allocated $2.89 million and DUII $7.1 million.  DAS will be looking into utilization management strategies for these funds.  The DUII is also well above last year’s spending trends.  Last week DAS de-obligated all the non-utilized vouchers.  

DAS is looking at the ways to better manage the dollars coming through their fee-for-service initiatives and contracts.  Two ideas are to caps agencies and/or the clients.    The PAC Committee was asked to engage in a dialogue to help DAS sort through some ideas and give feedback/suggestions to some of their questions regarding utilization management, such as:

· Is it better to place the caps on the agencies or the clients?

· Is it better for the money to follow the patient or the agency?

· Should detox services only be approved if it is bundled with a step-down?

· How can DAS and the treatment system treat more patients better with the same amount of money?

The SJI fee-for-service funds for adolescents are exhausted, yet the contracted beds in the North Jersey programs are available.   In reviewing the clients who have utilized the funds, 80% were in the 18-24 year-old age group while 20% were in the 13-17 year-old age group.    A comment was made noting the importance of family involvement in adolescent treatment; and if we are going to send a South Jersey adolescent up to a North Jersey program, it will be difficult, if not impossible, for the family to participate.  The group then had several comments all agreeing that it was important for the money to follow the patient rather than the agency.  It also raised the questions whether or not the 18-24 cohort is receiving treatment services in the appropriate treatment setting.  

Co-occurring Network Update

Geralyn Molinari stated that there are two new items being added to this list of reimbursed services:  (1) six units of comprehensive intake evaluation; and (2) medication with limit of $250 per client.

Mollie stated that DAS is looking at modifying the credentialing for psychiatrists, making the criteria more broad to increase eligibility for credentialing.

Utilization Management Discussion
There was a discussion between and among PAC members, who made the comments below:
· Harry Morgan stated that DAS has done a great job with managing the Drug Court caps but noted that, as the fee-for-service initiatives grow, it will become much more burdensome for DAS to continue at this level of tracking and accountability.

· If we look to managed care practices that work, but to be careful that in the process, the decisions for care are left with the clinicians.

· Consider the implementation of small client co-payments to reduce the stress placed on State funds.  Raquel stated that DAS is looking at a sliding fee but that raises questions for DAS regarding how to handle the program income.  There would need to be clear parameters set around these funds.

· Since the contract rates do not cover all the cost to render the services, the client co-payments would be used to cover some of those costs.  Most clients will be able to pay at least $5-10.

· Have one contract administrator would help agencies to better manage their contracts.

· Fee-for-service works but is a huge shift for agencies that are used to relying upon contract funding.

· Hybrid policies seem to be a good place to start bridging the gap between contract funding under-utilization and fee-for-service over-utilization.

· If money follows patients, patients will gravitate towards programs that provide better services.

· Fee-for-service incentivizes provider to become creative and provide better care or go out of business.  

· Important to remember that it is about the clients, not the providers. 

· There is a lot of administrative time required to implement fee-for-service programs on the provider end; but there is no reimbursement code for these services.  This needs to be factored in.

· Raquel stated that while DAS is looking to dramatically expand the fee-for-service initiatives, there is no intention to completely eliminate contracted services.  The contract for the DAS fiscal manager has been awarded, which will help facilitate this endeavor.

· Detox does not work without step-down.  

· One concern around fee-for-service is the need to take a look at the array of services that are reimbursed.

· With a smaller number of fee-for-service contracts, the Division can handle monitoring them; but as DAS is going to monitor each patient’s and agency’s caps, it is next to impossible to managed.  Agency caps would work better than patient caps.

· Pay for performance.

· There are a number of individuals who regularly utilized the system, particularly detox services, without going to a different level of care and without trying something different.  There is a tremendous amount of money spent on patients that are sometimes referred to as “frequent flyers”.  If these individuals were treated with a managed care approach wherein if they had two detox episodes within a stated period of time and were again seeking treatment, that they would be required to go to another level of care if they wanted to utilized funding.  

· Capitation is fine from practical point of view and in combination with holding client more accountable through effort like co-payments. 

· Welcome fee-for-service with agency cap since individual patient needs may differ in intensity, but concern that fee structure does not support adequate reimbursement for the services that agencies provide.

· There is a problem with standardized rates for fee-for-service because there may be significant rate variants due to geographical issues that impact the cost for agencies to provide treatment.

· Raquel asked how can we use ASAM to help perform a gatekeeper function.  Would it help to have independent assessment performed for each patient?

· Payment based on performance-based outcomes versus payment for services rendered.

· In mental health, engagement is an important measure.  Total abstinence should not be the only goal.  First look at what are the markers before deciding how to pay.

· It is disturbing to hear that there are people not getting treatment because of lack of funds when there are beds in the State that are not being utilized.

· A concern would be to penalize the program because of a patient’s behavior.  Maybe look at how to impact patient rather than the program in this regard.

· Retention is a key outcomes indicator.  Different benchmarks may be appropriate for different modalities.  Incentivize benchmarks such as retention, treatment completion, vocational education, as examples of indicators.

· There should be qualifiers like patient satisfactions of care, to help determine outcomes, along with evidence-based treatment and follow-up care.

· If choice between capping by provider versus patient, payment to provider should be based on provider behavior versus patient behavior.

· Programs have no control over what clients do but they do have control over what they themselves do.

· Positive outcomes vary by the individuals, by patient populations, treatment modality. 

· Case management helps to improve outcomes.

· Combing different levels of care—i.e., halfway way and OP or IP is one way to utilize more levels of care in combination to help reduce some of the costs while still providing higher level of care.

· Some programs are under-utilizing because the referring agencies are not referring to them.  

· Gap often exists between detox and when individual can be admitted into another level of care.  Within that gap, individuals are hard pressed to find safe environments.

· Increasing number of discharges on medication management make the step down more difficult.

Subcommittee Reports:

Dona Sinton stated that all members are now on a Committee.

Workforce Development Committee:  Liz Conte is chairing the committee and will be scheduling a meeting.

Recovery Supports Subcommittee:  Met once and will be meeting again to establish schedule.

Outcomes:  Committee met on January 30.  The committee is looking at the NOMS and how to modify the outcomes for methadone treatment programs.  One outcome would be to consider the patients’ movements from Phases.

Raquel stated that the next Quarterly Providers Meeting is next Thursday, March 26, 2009 at Mercer County Community College at 9:30 am.
Dona Sinton stated that two professional service contract opportunities are now on DAS’s website.

The next PAC meeting is scheduled for Friday, April 17, 2009.


