Region 6 Behavioral Health Board meeting notes
10.15.2013
Board Members in Attendance:  Rick Capell, Amy Cunningham, Linda Hatzenbuehler, Barry Jones, Liz Lovell, Tracey Sessions by phone
[bookmark: _GoBack]Others in attendance: Cameron Ball, Chris Brayton, Amber Davis, Becky DiVittorio, Marco Erickson, Albie Guerra, Mark Gunning, John Hathaway, Fran Lands, Steed Martin, JoAnn Martinez, Lennart Nivegard, Lela Patteson, Brenda Price, Isaiah Sauralt, Dave Sorensen, Brenda Valle, Matt Wadsworth, Sean Waldron, Rosie Andueza, Sarah Bartles, and Shaun Tobler by phone.
Liz Lovell opened the meeting and introductions were made.   
Barry Jones moved to approve the minutes from the Sept. 17, 2013 meeting.  Fran Lands seconded the motion, and the notes were approved by a vote.
Rosie Andueza, DHW – Program Manager
· The PWWC budget has been over spent as compared to the time in year.  
· There is a small cushion in the budget.  It may be used to augment certain population categories that historically have closed because the funds were spent long before the year ran out.  Rosie said that if there are funds left, she would like to open a voluntary population for a period of time.  
· Recovery Coach training is set for the week of October 21 – 24 at State Hospital South in Blackfoot.  Thirty-five people are signed up for the training.  People who would like more information on Recovery Coach can access the website at: http://healthandwelfare.idaho.gov/Medical/SubstanceUseDisorders/RecoveryCoaching/tabid/2287/Default.aspx 
· CCAR is coming in November to train on ethics.  
State Planning Council update – Rick Capell and Dr. Linda Hatzenbuehler
· Rick said that the State Planning Council was meeting this Thursday and Friday to discuss membership for the Behavioral Health Boards.  The Planning Council would like their Board and the Behavioral Health Boards to have the same representation.  
· There was some discussion of whether we should explore the Public Health District option as a fiscal agent for the proposed Behavioral Health Boards.  The legislation will allow for that. 
Cammack Award, Dr. Linda Hatzenbuehler
· There were a number of suggestions for nominees for the Cammack Award this year. 
· Those who nominated were asked to write their nomination and submit to Brenda to be voted on at the November meeting.  The award will be given at the December meeting.
Behavioral Health Legislation – Brenda Price
· Brenda went over changes to the legislation that will be submitted during this legislative session.  Copies of the legislation were included in the meeting packets and the document is also available on the RAC website.  www.rac6.dhw.idaho.gov 
· There were questions about the board positions listed in the proposed legislation, but we should know more after the State Planning Council meets to discuss.  
Legislative event – Liz Lovell led discussion
· There was some discussion of the legislative event.  The group voted to hold an event locally again this year as the past few events have been successful.  
· The board will choose topics for presentations at the November 19th meeting.
Optum Presentation – Becky DiVittorio
· A presentation on the Optum Idaho plan was given by Becky DiVittorio.  
· Multiple questions were taken from providers.  Follow-up answers are attached to this document.
Meeting was adjourned.


Region 6 Questions – 10/10/2013

1. Do we have a local contact number of persons that can handle our questions?  
A. Provider Services Line: 1-855-202-0983 (Meridian Office)
Regional Care Manager - Regions 5, 6, and 7 – Larry Bradley
Direct Dial Phone: (612) 642-7916
Email address: larry.m.bradley@optum.com
Regional Network Manager - Regions 6 and 7 – Brenda Valle
Direct Dial Phone: (612) 642-7925 
Email address: brenda.valle@optum.com
2. Is there a time limit on the length of services provided? We do one hour individuals and two hour groups. We have been told that Optum only allows 45 min individuals and 45 min groups. When we asked for clarification on this we were referred to read the ASAM guidelines and left to evaluate OPTUM POLICY.
A. Authorizations must be supported by specific clinical needs of the individual and evidence of medical necessity. There is no standardized length of authorization. Treatment plans should be reviewed and updated at least every 90 days.* 
*Answer #63 on the FAQ list
 
3. Can two services be provided in one day? Some of our folks have transportation problems and are traveling from outlying areas for treatment so it is better to have the individual and group on the same day or even two groups on the same day.  
A. Yes, so long as level of care criteria and medical necessity criteria are met for the outpatient services being rendered. Generally, the evaluation of health care services to determine whether the services meet plan criteria for coverage: are medically appropriate and necessary to meet basic health needs; are consistent with the diagnosis or condition; are rendered in a cost-effective manner; and are consistent with national medical practice guidelines regarding type, frequency and duration of treatment. The Level of Care Guidelines and Best Practice Guidelines that are used by Optum Idaho Care Managers in the determination of medical necessity are available on optumidaho.com. 
*Please see page 15 of the Optum Idaho Provider Manual under “Medical Necessity” for more information

4. Do people have to sign up as a Medicare provider in order to be a Medicaid provider?
A. No, a provider does not need to enroll as a Medicare provider in order to be a Medicaid provider. 
* See also the answer to #5 below for additional information.

5. Final answer please.  Medicare:  If a LMSW, or MFT, or LPC provides counseling to a client with Medicare/Medicaid and the agency is an approved Medicaid provider, can they submit their billing to Medicare, get the denial and then bill/get reimbursement from Optum/Medicaid?
A. Medicaid benefit plans are always the payor of last resort. Optum Idaho adheres strictly to federal regulations and CMS guidelines for submitting and paying claims for behavioral health services when Optum Idaho is the secondary payor. In accordance with federal requirements, providers in the Optum Idaho network must submit claims for dual eligible members to Medicare before billing Optum Idaho Medicaid. Once the Primary payor has adjudicated the claim, either paid or denied, any remaining balances may be submitted to Optum Idaho for claim adjudication.  *
*Answer #45 on the FAQ list

6. Why an “independently licensed clinician” the only approved is master’s level clinician to conduct that diagnostic assessment?  

A. Other Licensed master’s level clinicians (LMSW for example) can perform CDA while under supervision by an independently licensed clinician who will sign off on their work.

7. Please explain the changes to case management, as in what is acceptable practice.  
A. Case Management is a community-based program where a behavioral health professional or trained peer assists members who are at risk of being underserved in their effort to identify, access and utilize medical, behavioral health or social services, or to otherwise achieve goals for recovery/resiliency.  Case Management may be mobile or delivered in an outpatient treatment setting.  Case Management services vary in intensity, frequency, and duration in order to support the member’s ability to utilize behavioral health and medical services, manage functional difficulties, or otherwise realize goals for recovery/resiliency.  
Case Management may be provided by a Bachelor's prepared providers under the supervision of an independently licensed provider. *
*Please refer to the Optum Idaho Level of Care guidelines, pages 8-9, for additional information regarding Case Management and to FAQ #28

8. If a client is on Medicare and Medicaid is only paying their Medicare premiums do they have to go through Optum?  
A. Only clients with full Medicaid benefits (what providers knew as the Basic or Enhanced plan prior to 9/1/2013) are eligible to enroll in the IBHP (and all of those members were automatically enrolled). 
You can check member eligibility at any time via the Provider Express website. In addition we encourage you to discuss with the member the importance of keeping you informed of changes in coverage or eligibility status. Optum will not always have the eligibility information at exactly the same time as the organization that controls the eligibility decisions. *
*Please refer to #23 on the FAQ list under “Eligibility and Benefits”

9. What specific steps are substance abuse providers to take to continue to treat clients after 10/31?
A. *Please refer to # 3 – 16 on the FAQ  list under “Credentialing”

10. What steps are substance abuse treatment providers to take after 10/31 when receiving a new referral completing the GAIN and wanting to engage the person in treatment?
A. *Please refer to #50 on the FAQ list under “GAIN”

11. What is the process to update staff information, adding or deleting?  
A. Roster updates can be made via the Provider Express portal or by filling out an ‘Agency Roster Update Form’ (available on the optumidaho.com site) and sending it to your Regional Network Manager

12. When we get an authorization, do we have the participant complete a "Wellness Exam" 90 days from the date of the authorization along with the 90 day review?
A. *Please refer to # 55 & 56 on the FAQ list under “Wellness Assessments / ALERT”

13. Does the 90 day review need to be conducted by a licensed individual? If so, what is the billing code and cap for this?
A. Yes. *Please refer to #72  on the FAQ list under “Case Management / Community-Based Rehabilitation Services” 

14. Does the 90 day review need to be conducted by a CBRS worker? If so, what is the billing code and cap for this?
A. Yes.  *Please refer to #61  on the FAQ list under “Case Management / Community-Based Rehabilitation Services” 

15. If there is a change in treatment needed at any time, for example if a participant reached a specific goal on their treatment plan or is hospitalized and needs additional CBRS or Case Management and a new treatment plan needs to be developed, is there a billing code and cap for this?
A. Yes.  *Please refer to #61  on the FAQ list under “Case Management / Community-Based Rehabilitation Services” 

16. Are all reviews due 90 days from the date of the authorization start date?
A. The period of time between reviews shall not exceed ninety (90) calendar days
*Please refer to the Optum Idaho 2013 Level of Care Guidelines for more information

17. On the authorization, if a participant is granted 40 sessions of CBRS, does this mean 40 units? Or 40 sessions at the hours requested on the authorization?
A. The term “sessions” on the authorization form means “units”.  

18. Can group be run by a Master's level provider? 
A. Optum credentialing criteria requires that the staffing model within a provider agency include independently licensed clinical professionals who oversee the services being provided by all staff workers who either do not hold independent clinical licensure of their own or are medical clinicians. Independently licensed clinical professionals include: psychiatrists, psychologists, clinical social workers, professional counselors, marriage and family therapists, and advanced practice registered nurses with prescriptive authority. 
Using a group contract addendum called a Supervisory Protocol Addendum, Optum will execute group contracts with agencies that meet the aforementioned Optum credentialing criteria. This allows for the provision of services by all staff, including paraprofessionals, and non-behavioral professionals (medical physician assistants, nurse practitioners and physicians) under the clinical supervision of the agency’s independently licensed clinical professionals. Supervisors and supervisees are responsible for ensuring that each staff member provides services within their scope of practice.
*Please refer to #6 on the FAQ list under “Credentialing” for more information 

19. Is there an authorization online that can be printed for a licensed person to fill out and be faxed to OPTUM? Or does a licensed person need to call in for authorization? Is there a billing code and cap for this?

A. Category two services; Routine services, for which a standard twelve-month authorization period is granted (allowing the Member open access to any network provider) so long as level of care criteria and medical necessity criteria are met for the routine outpatient level of care. The provider must request the authorization for services in Category Two online at optumidaho.com. The provider can also contact Optum Idaho telephonically, but online requests are strongly preferred.
The provider must request the authorization for services in Category Three by phoning Optum Idaho at (855) 202-0983. Requests for psychological and neuropsychological testing should be submitted by fax using the request form available on optumidaho.com. 
*Please refer to page 30 of the Optum Idaho Network Manual under “Authorization Requirements Categories” for more information


20. What is OPTUM's process for updating about client's moving, switching agencies and closing files?
A. *Please refer to pages 43-44 of the Optum Idaho Network Manual under “Communication with Primary Physicians and Other Health Care Professionals” for more information

21. Historically, Mental health treatment couldn't start until the doctor's signature was obtained. Now that we don't need a doctor's signature, when does the service start? When the participant signs? When the interdisciplinary team signs?
A. Services would start as of the date they were rendered for authorizations that do not require pre-authorization. 
*Please refer to page 29 of the Optum Idaho Network Manual under “IBHP Outpatient Services” for more information

22. Does OPTUM want to see the PIE format on log notes for CBRS and Case Management? Problem, Intervention, Evaluation. 
A. Treatment Record—Content Standards are available in the Optum Idaho Network Manual.  The Level of Care Guidelines, Optum Best Practice Guidelines, and Coverage Determination Guidelines and other resources are also  available on the optumidaho.com site.
*Please refer to pages 47-50 of the Optum Idaho Network Manual under “Treatment Record—Content Standards” for more information

23. Why is it that when we receive an EOB and we compare it to the "claim summary" report, items are being paid that are not on the claims summary and visa versa? 
A. Please contact the Optum provider services line at (855)202-0983 and select option 3 for claims questions.

24. How do providers find out more information about OPTUM's crisis team. Is there a training planned in the near future for those who would like to be trained? Also, this same question applies to peer support specialists? 

A. Community crisis intervention is a service that is being developed in collaboration with behavioral health boards, providers, and stakeholders in each region and we anticipate rolling out such projects sometime in the Fall of 2014.
Peer support services will be rolling out this winter (2013). *
*Please refer to pages 23-25 of the Level of Care Guidelines for more information

25. When will OPTUM be paying claims on a regular basis? Historically, with the Molina system, we would have an idea of finances coming in every Monday so that we were able to plan financially.
A. As of 10/2/2013, Optum Idaho will use a check write process two times per week to ensure network providers experience timely receipt of reimbursement for services rendered.
*Please refer to Billing, Checkwrite and Training updates (10-2-13) for more information

26. Would like to know the step by step process about what is expected when a client comes into our outpatient facility for mental health services. Is the first step is to contact OPTUM?
A. The first step will vary based on the individual needs of the member
*Please refer to the Optum Idaho Network Manual for more information.

27. At one of the first OPTUM meetings, it was stated that PCPs will get lists of behavioral health clients. Will these be coming monthly? Weekly? Or electronically? Will this list have the current services that the patient is getting?
A. *Please refer to pages 43-44 of the Optum Idaho Network Manual under “Communication with Primary Physicians and Other Health Care Professionals” for more information

28. When running eligibility, it is unclear as to what type of Medicaid a client has. Do they have "Enhanced" "Basic" "QMB" "Pregnancy Related."? Historically, we could only provide services for those with enhanced benefits.
A. *Please refer to #23 on the FAQ list under “Eligibility and Benefits” for more information

29. Can 90837 psychotherapy codes be billed until the authorization is in place on October 30/31st?
A. Yes, you can bill for the category three service 90837 (Psychotherapy, 60 minutes with patient and/or family member) without prior authorization until the transition period ends on 10/30/2013.  Starting 10/31/2013, that service will require pre authorization.
*Please refer to #40 on the FAQ list under “Claim Submission / Billing” for more information

30. Is there a diagnostic and/or treatment plan template that OPTUM will put out indicating specific information that they would like providers to assess for and/or include in their documentation?
A. Treatment Record—Content Standards are available in the Optum Idaho Network Manual.  The Level of Care Guidelines, Optum Best Practice Guidelines, and Coverage Determination Guidelines and other resources are also  available on the optumidaho.com site.
*Please refer to pages 47-50 of the Optum Idaho Network Manual under “Treatment Record—Content Standards” for more information

31. Historically, there has been a cap on services at 4 hours for adults even if they could benefit from more PSR. All of the treatment plans were written according to this requirement when a licensed clinician developed the treatment plan. Now that OPTUM is looking more at individual client needs and not putting a cap on services, what is the process that OPTUM would like to see if the clinician wants more for the client, but the current treatment plan reflects 4 hours? 
A. Authorizations must be supported by specific clinical needs of the individual and evidence of medical necessity. There is no standardized length of authorization. Treatment plans should be reviewed and updated at least every 90 days.* 
*See Answer #63 on the FAQ list for more information


32. Historically, we had to pay close attention to what type of Medicaid an individual had (i.e. Basic, Enhanced, QMB, Pregnancy related Medicaid benefit plans, etc). OPTUM's site no longer tells us what type of Medicaid an individual has. Can we now see anyone whose eligibility comes up on the site?
A. *Please refer to #23 on the FAQ list under “Eligibility and Benefits” for more information



