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How do these activities affect

outcomes?

For non-custody children, there is . decrease in
the number out-of-state and an increase in those
placed in-state. For children in state custody,
systems were already in place for coordination
and gatekeeping, so less impact isevident. (Table
shows the distinct count of children admitted to
Residential Psychiatric Treatment Centers during
a fiscal year).

Resicetaal Psychiatric Treatment Center Recipiats 'Adnitted™

State Fiscal Year
A ' £
i (i
it
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System Management,

Qutcoi

Quality Improvement:

Formore inform ation: hss.state.ak us/com m issior,er/btkn

The new care coordination team developed a
database to track out-of-state referrals.

The success of educational transitions will be
monitored starting in fiscal year 2008.

The Alaska Automated Information Manage
ment System (AK AIMS) is being developed
to track and monitor behavioral health service
delivery and system outcomes.

An independent evaluator will monitor
outcomes for new Bring the Kids Home
operating grants starting in fiscal year 2008
and continuing in fiscal year 2009.

The Department of Health and Social Services
and the Department of Education and Early
Development developed an agreement
for the committees that review children for
residential care The departments are also
jointly staffing an "Education Subcommittee’
to address system gaps related to education
for children  with  severe
disturbances.

The Department of Health and Social Services
is revising regulations to improve in-state
capacity to serve children and families with
behavioral health needs. One project gave
Behavioral Health regulatory authority to
authorize out-of-state Residential Psychiatric
Treatment Centers.

Behavioral Health developed a new contract
for review of referrals to out-of-state care

re:
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Between fiscal year 2006
and 2007, the exponential
growth in out-of-state
care was reversed: the
number of children
admitted to out-of-state
residential psychiatric
treatment centers
dropped by 37 percent.
This meant that 176 fewer
Alaska children moved

into out-of-state care.

How do these activities affect

outcomes?

As the numbers of youth in out-of-state care fall,
expenditures have stabilized. Fiscal year 2007
expenditures for out-of-state care began to
decline.

Alaska Department of Health i i :
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Overall Bring the Kids Home Outcomes
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Between fiscal year 1998 and fiscal year 2004
the total number of youth with severe emotional
disturbances served2 in out-of-state Residential
Psychiatric Treatment Centers care per year
steadily increased — 46 7 percent per year on
average. However between fiscal year 2006 and
fiscal year 2007 there was:

« a decrease of 19.8 percent in out-of-state

Residential Psychiatric Treatment Centers
recipients;
« an increase of 33.8 percent in in-state

Residential Psychiatric Treatment Centers
recipients; and

« adecrease of 4.8 percent in total Residential
Psychiatric Treatment Centers recipients.

Between fiscal year 2006 and 2007, the expo-
nential growth in out-of-state care was reversed:
the number of children admitted to out-of-state
residential psychiatric treatment centers dropped
by 37 percent. This meant that 176 fewer Alaska
children moved into out-of-state care.3

« adecrease of 36.3 percent inout-of-state non-
custody Residential Psychiatric Treatment
Centers admissions;

« a decrease of 37 percent in out-of-state
Residential Psychiatric Treatment Centers
admissions; and

+ a decrease of 6.6 percent in total Residential
Psychiatric Treatment Centers admissions.

There was also a change in the trend of out-of-
state to in-state care:

* During fiscal year 2004, of the total children
admitted to Residential Psychiatric Treatment
Centers, 22 percent were in-state and 78
percent were out-of-state.

adm itted 10 Residen

dential Psychiatric TreatmentCenters

FY06 & FYO7 expenditures for OUt-0'-state Residen
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* During fiscal year 2007, of the total children
admitted to Residential Psychiatric Treatment
Centers, 52 percent were in-state and 48
percent were out-of-state.

Between fiscal year 1998 and fiscal year 2004, out-
of-state Residential Psychiatric Treatment Centers
Medicaid expenditures experienced an average
annual increase of 59.2 percent and an overall
increase of over 1,300 percent. Between fiscal
years 2005 and 2006 :

+ out-of-state Residential Psychiatric Treatment
Centers Medicaid expenditures increased by
only 4.4 percent;

* in-state Residential Psychiatric Treatment
Centers Medicaid expenditures increased by
3.5 percent; and

* total Residential Psychiatric  Treatment
Centers Medicaid expenditures increased
by only 4.7 percent — the smallest annual
increase since 1998. (Despite an 18-percent
increase in the fiscal year 2006 payment
rate.)

Between fiscal years 2006 and 2007, Medicaid
expenditures for out-of-state residential psy-
chiatric treatment care decreased by 8.16 percent
as fewer children accessed out-of-state care.
This represents the first decline in out-of-state
expenditures for residential psychiatric treatment
since Bring the Kids Home efforts began. In-state
residential psychiatric treatment centers Medicaid
expenditures increased by 46.10 percent to reflect
expanded in-state capacity, while total RPTC
Medicaid expenditures increased by 6.13 percent.
(See the Bring the Kids Home fiscal year 2007

yearly report for more details.)

ring fiscalyear, including those adm itted @previous fiscalyear
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Treatment Centers will begin to decline
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But will Bring the Kids Home

Save Money?

The Bring the Kids Home initiative will shift
expenditures from out-of-state to in-state care
Moving children from expensive out-of-state
residential treatment to in-state residential
treatment may decrease the length of stay
and improve outcomes but increase costs per
day. Even when children remain at home, it is
expensive and intensive to serve children with
severe emotional disturbances and their families.
Thus, developing in-state capacity for children
with severe disturbances is only a partial
solution. The rest of the solution lies in provid: tg
services and supports bnforn the child becomes
severely disturbed The state must invest inearlier
interventions for children and families to keep
problems from becoming severe.

For moro information:

hss.stale ak us/com m issioner/btkhireports.htm |
1998-2004 Indicators
2007 Annual Report
2006 Annual Report

2005 Annual Report

Alaska Department of Health & Social Sen :es
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State of Alaska
Department of Health & Social Services
Bring the Kids Home

Sarah Palin, Governor
Karleen K Jackson Commissioner

Brita Bishop, LCSW
Bring the Kids Home Coordinator

P.0. Box 110601
Juneau, Alaska 99811-0601
Telephone: (907) 465-4994

January 2008

This publication was released by the Department of Health & Social Services, Bring the Kids Home, produced at a cost of $6.61 per copy
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Executive Summary

During the next five years, Bring the Kids Home (BTKH) efforts
will build the in-state service continuum and vastly reduce use
of out-of-state residential psychiatric treatment centers for
children with severe emotional disturbances. These efforts
are led by the Department of Health and Social Services ir
partnership with the Alaska Mental Health Trust Authority and

with an extensive stakeholder group.

Funding strategies include using a mix of general fund dollars
with Alaska Mental Health Trust Authority funds for startup,
with a shift to long-term general funding by fiscal year 2013.
These strategies will reduce dependence upon Medicaid
funded out-of-state residential care; increase home and

community based services and natural supports; invest in earlier intervention; and seek partnerships

for system support and development. By the end of fiscal year 2013, if infrastructure is funded and

developed as outlined, BTKH as an "initiative" s expected to end: the in-state behavioral health

service continuum will be in place to serve children with severe emotional disturbances and/or to

continue to develop that continuum.

By fiscal year 2013 the estimated funding required to sustain a system of care that treats children

experiencing severe emotional disturbances and their families in-state is outlined below. Fiscal year

2013 base funding is shown in thousands of dollars. Detailed budget information can be found in

attachment number one.

1 Capacity Infrastructure Development

of X Federal Other TOTAL

$17,480; $1,250.0 $135.0 >18,865.0

2. Community Diversion, Care Coordinationand c ate keeping

Federal TOTAL
>2,905.6

gf/mh

52.361 1 $544.5

3. System Management, Outcomes Trackingand Continuous Quality Improvement
GF/MH Federal TOTN_

$2,203.4 $105.0 2,384

4. Work Force Development

GF/MH TOTAL

$975.0 | >975.0

Alaska Department of Health & Social Services « 5 Year Projected Plans Fiscal Year 2009 - 2013 « Bringing (Keepingl the Kids Home
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Six Primary Strategies

Briria the Kids Home strategies were developed
by the stakeholder group using multiple in-state
needs assessments. over the next five years, Six
strategies will be the primary focus.

BU|Id|ng capacity for lower levels of non-
residential care across the state. This will
include residential care to stabilize children
in their homes/communities or to provide
safe therapeutic homes for children without

dN identified placement.

2 Expanding care coordination to ensure that
children referred to residential treatment
NaVvVe access to lower levels of in-state care

whenever appropriate.

2 Addressing systemic funding gaps and
seeking federal funding support to leverage
system development

- improving reporting mechanismsto monitor
system access, outcomes and service
utilization.

5 Developing partnerships with communities
and in-state providers to organize the
resources and assistance needed to serve
children experiencing severe disturbances
and their families.

6 implementing strategies to develop and
maintain a skilled in-state behavioral health

work force.

- - a Year 2C09- 2013 « Alaska Department of Health & Social Servces
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System Change &

Reinvestment

Bring the Kids Home efforts have resulted insystem
change and reinvestment This is illustrated by the
BTKH performance measures:

37 percent decrease in out-of-state Resi-
dential Psychiatric Treatment Center (RPTC,
admissions and an increase of in-state
admissions of 69 percent between fiscal
years 2006 and 2007

66 percent overall decrease in RPTC
admissions during the same period

Change in placement patterns: 22 percent

of children admitted to RPTC during Tsca

year 2004 were served in Alaska; during fiscal
year 2007 this increased to 52 percent

Drop in out-of-state expenditures for RPTC
care between fiscal years 2006 and 2007 of
8.16 percent (the first drop in out-of-state
expenditures since BTKH began).

Performance Measures

ciscal year 2013 BTKH Performance Measures for
success include:

Alaska Department of Health & Social Services ¢ 5 Year Projected Plans. Fs -

decreasing out-of-state care to no more th<n
50 admissions per year;

decreasing expenditures for out-of-state care
to less than $8 million per year;

achieving client satisfaction with services of at least 75 percent;

achieving client functional improvement cf at least 75 percent and

an increasing percentage of the budget for children's bena . oral nea'th ser\ ice®

expenditures (see figure 2 on page 14).
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5 Year Projected Plan:

Fiscal Year 2009-2013

During the next five years Bring the Kids Home
efforts will

« vastly reduce the use of out-of-state resi-
dents psychiatric treatment centers for
children with severe emotional disturb-
ances

* increase the continuum of in-home, com-
munity, school anc transitional services
available to children with severe emotional
disturbances and their families,

+ invest in services to prevent children and
families from becoming severely impacted
by behavioral health problems;

« increase the proportion of resources
supporting in-home care and decrease the
resources supporting residential care both
in and out-of-state; and

« continue to build management systems,
regulations and policies that support a
family-driven system of care that builds on
the strengths of families.

These efforts are led by the Department of
Health and Social Services in partnership with the
Alaska Mental Health Trust Authority and with
an extensive stakeholder group. Stakeholders
include the Alaska Planning Boards, parent and
family ~organizations, tribal representatives,
mental health and substance abuse providers, the
Department of Education, the Special Education
Service Agency and members of the public.

The primary funding strategy is to utilize a mix
of general fund dollars with Alaska Mental
Health Trust Authority funds for startup, with a
shift to long-term general funding (if needed

r.-s Iseal Year 2009 - 2013 « Alaska Department of Health & Social Services



for sustainability) by fiscal year 2013 A second
strategy is to shift Medicaid funding from out-
of-state residential care to in-state residentia
and community-bhased services. A third strategy
is to pool resources, develop public-private
oartnershipsand maximize use of natural support:
A fourth strategy isto develop tribal health care
service delivery funded by 100 percent feoera
Medicaid The final strategy is to gradually shift
funding from intensive and costly services for a
small number of children with severe disturban :es
towards less expensive and earlier interventions
for a larger number of children and families net
yet experiencing severe disturbances.

By the end of fiscal year 2013, ifcore infrastructure
is funded and developed as outlined, the goal
s to end BTKH as an "initiative." At that time,
He basic in-state service continuum will be ir
place (or resources will be in place to develop

and mechanisms will be established for system

management and to monitor outcomes and
ensure that youth experiencing severe emotional

Disturbances are treated in-state at the lowest Advisory
evel of care possible. Abuse
Bring the Kids Home strategies were developed years 2005

by the stakeholder group to address system,
development comprehensively and over the long

term. Resources included: tthe t - subgroups

. ) n e and Com-
+ literature reviews, * 5'p)
o 2002 Children & Youth Needs Assessment,
r Busmess
« the 2005 Alaska Rural Behavioral Health
Needs Asses ;ment; . contre
« the 2007 BTKH Summits (Kodiak, Fairbanks .+ -es oential
Kotzebue, Juneau, Bethel and Kenai); re iti e<
o the 2007-2011 Shared Plan from the Alaska m. = ent

Alaska Department of Health & Social Services « 5 Year Projected Pa-* ; -



Bring the Kids Home Projects:

Bring the Kids Home projects are outlined below. Detailed budget information can be found in attachment
number one, and project reports are at: http://www.hss.state.ak.us/commtssioner/btkh/

Fo' n-are information, hss.state at us'commissionei/btkh/reports.html.

Capacity (Infrastructure) Development

Over the next five years, there will be an emphasis on investing funding strategically to address
significant gaps in the current system The primary funding needs are for expanded grant services,
individualized funding and implementing a foster care rate increase

GF/MH Federal Other TOTAL
$17,480 0 $1,2500 $1350 $18,865.0

Fiscal year 2013 base funding in thousands of dollars

1 Build crisis respite stabilization beds to keep 3 Establish grant funding through DHSS for

children safe during a crisis. Most children
move out-of-state from expensive acute
care settings. This happens quickly when
no in-state placement is available: access to
stabilization beds while an in-state service
plan is developed will slow this down. The
project will start in Anchorage, and then in
hubs such as Bethel, Dillingham, Fairbanks,
Homer (or Soldotna), Juneau, Ketchikan,
Kodiak, Mat-Su. Nome (or Kotzebue), and
Prince of Wales

. Establish sufficient grant funding to treat

children in their homes or communities.
Limited services and funding gaps
contribute to the movement of children
into residential care for treatment. Target
projects to:
+ children with challenging presen-
tations (example: self-harming):
+ a family system focus rather than just
services for a specific child;
« younger children and earlier inter-
ventions, and

+ needs identified through community/
regional planning.

school based behavioral health services to:

« develop atool kitto expand behavioral
health services in school settings;

« provide coordination between resi-
dential settings and school districts
to increase the success of transitions
for children movmg out of residential
care, and

« provide startup grants to develop
school-based behavioral health
programs to serve children with
emotional disturbances in their home
school districts

4 Increase the number of foster parents

available for children experiencing severe
emotional disturbances and retain quality
fester parents by raising base rates and
providing training Base rates have not been
raised for nine years.

. Buiid an individualized services account to

finance clinically necessary supports to keep
a child out of residential care when tnere is
no other funding source (Medicaid, grants,
parental resources, community resources,
etc)

6 Bringing Keeping the Kids Home ¢ 5 Year Projected Plans: Fiscal Year 2009 - 2013 ¢ Alaska Department of Health & Social Services
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. Community Diversion, Care Coordinator! and Gate Keeping

Over the next five years there will be an emphasis on  mng families with supports and services wf lie
closely managing access to residential care resout :e-. * A a;ka and out-of-state Partnerships will be
established with families, providers and communite. : mapp:rt children intheir homes.

ofimn Feoe- | TOTAL
S2 361 1 S3-m $2,905.6

Fiscal year 2013 base funding in thousands of dollars

1 Expano assessment and coordination Implement regular review of residentia
available to educate caregivers and assist psychiatric treatment centers both in-state
them to access in-state resources and lower and out-of-state, and actively manage
levels of care. prcvders to obtain desired outcc nes

2. Expand scrutiny of residential psychiatric : Expand parent/peer navigation Statewide
treatment referrals to ensure that out-of- +: nelp families access natural supports and
state care is used only for children who appropriate services, and to keep children
cannot oenefit from, or cannot get into, in- in their homes.

state services

3. Continue Bring the Kids Home planning
summits to identify gaps, develop com-
munity resources and identify additional
resources needed for program planning
and implementation.

4. Develop regional teams to assist in
identifying community resources for
children at risk of residential care and their
families

5. Evaluate criteria used for children to access
acute care, establish a single point of entry
into services and identify strategies to
decrease use of acute care.

6. Continue to develop regulatory and policy
strategies and standards for residential
care as required to manage utilization and
outcomes

Formore informj: abs'.ate ak.US com m ssioner /b tknlreports nim |

Alaska Department of Health & Social Services = 5 Year Projected Plans: Fiscal Year 2009-2013 « Bringing (Keeping) the Kids Home 9



. System M anagement, Outcomes Tracking and Continuous Quality

Improvement:

Over the next five years there will be an emphasis on evaluating individual clinical outcomes, family
outcomes, provider outcomes and system outcomes An investment will be made inthe tools and

activities to improve these outcomes

GF/MH Federa
S2.203 4 $1050
Fiscal year 2013 base funding in thousands of dollars

1 Expand the capacity of the Bring the Kids
Home coordinator to manage projects,
communications and collaboration among
Department of Health & Social Services,
stakeholders, providers, planning boards,
and The Trust by providing a project
assistant.

2. Complete implementation of new regu-
lations developed to: integrate behavioral
health services, expand access to early
childhood services; incentivize in-home
services, and expand the services
available to families of a child with a seve-e
disturbance

3. Incorporate the perspectives of consumers
into Department of Health & Social Ser-
vices planning, policy development and
system oversight activities. There must
be a partnership with consumers and
their families in order for services to be
effective

4. Provide Behavioral Health with resources for
hands-on assistance to children's services
providers for infrastructure development.
Funding will assist providers to meet
performance-hased funding goals and
to improve delivery of integrated, family-

For more inform ation, hss.state.ak.us/commissioner/btkh/reports.htmi

10 bringing (Keeping) the Kids Home ¢ 5 Year Projected Plans: Fiscal Year 20G9- 2013 « Alaska Department of Health & Social Services

TOTAL
$2,308.4

driven and recovery-oriented services. Bring
the Kids Home summits and community
program planning will direct these activities.
Assistance may be provided b> state staff or
contractors, on-site or by teleconference.

Support tribes to expand health service
delivery, including for behavioral health, as
recommended by Senate Bill 61 (Medicaid
Reform report). Funding may support
staff within Department of Health & Social
Services Tribal Health Programs or with-in
Behavioral Health or state contractors.

Expand monitoring :; new Bring the Kids
Horne projects to include independent
evaluation of outcomes by a contractor
funded by The Trust.

. Apply for federal funding to enhance

‘esources available for system development
from The Trust and the department.
Gradually replace federal funding for proven
components of care with general funds for
Bring the Kids Home where required for
sustainability



V. Work Force Development

Over the next five years there will be an emphasis on institutiona : 'q mechanisms to develop a
strong behavioral health work force. Strategies have also been put in f_.ice for advanced training and

mentoring for the work force already in the field

GF/MH TOTAL
S975 0 S$975.0

Fiscal year 2013 base funding in thousands of dollars

1 Develop formal educational opportunities 5. Develop a training site at the new Eklutna

for behavioral health workers residential psychiatric treatment center
to provide paraprofessional training and
clinicai internships for university students

seeking advanced degrees in behavioral
e Expand scholarships for behavioral health health

care providers to obtain certification.

e Support the University of Alaska Rura
Human Services training academy

6. Expand telemedicine capacity and billing
mechanisms Telemedicine is a component
of BTKH work force and capacity expansion

e Expand cross-disciplinary classes for
certification and degrees.

2. Develop training for the new DHSS projects Behavioral Health is expanding
demonstration waiver to keep children access through the Alaska Psychiatric
experiencing fetal alcohol spectrum Institute telepsychiatry project.

disorders out of residential psychiatric
treatment centers through:

e initial training for new provider agencies
at the University of Alaska;

e ongoing mentoring for waiver providers,

and

e online classes for new staff.

3. Establish the capacity to train, monitor,
and mentor providers in planning to wrap
services around children and families and
develop in-state trainers skilled in this wrap

around planning model.

4. Develop the capacity to assess and treat
young children with behavioral health
disturbances and their families. Establish a
project coordinator, learning collaborative

and service grants.

For more information; hss.state  -s commissioner<btkh reports html

Alaska Department of Health & Social SG’\A(S' 5Year Projected Plans H&H].\Gi’zoog - 2113 + Bringing IKeeping the Kids Home



. Capital Funding Needs:

the next five years there will be an emphasis
Supporting small residential options using
‘eis that are sustainable in hub areas and in
- :roing sufficient crisis-respite stab:lization
icity to keep children out of residential care

- mated capital needs between fiscal year 2009

and fiscal year 2013 are
e $7.1 million in general funds

e $6.3 million in federal authorization through

the Denali Commission

Drovide capital and startup funding to
rmplete current residential care projects. For
re information on current projects see the
quarterly report on capital projects at: http://
m.aw.hss.state.ak.us/commissioner/btkh"

Develop three to five residential group homes
' nub communit es as needs are identified
en-ough community planning (and where

jsta;nable).

Establish a smar poc of ongoing capital
eUnding for renovations to develop foster
:are capacity for children with severe needs

Unbreakable glass, etc).

- Assist two agencies to purchase homes
<o long-term therapeutic foster care as an
atemative to residential placement.

rere necessary, supoort development of
me S s respite stabilization with capital funding.

fonoerons =
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Bring the Kids Home Performance Measures:
System Change and Reinvestment
Performance Measure 1: Client Shift (Bed Counts)

Fiscal Year 2013 Goals

The number of out-of-state residential
psychiatric treatment center (RPTC)
adhssas PEryeX w Il decrease from
297 admissions in fiscal year 2007 to less
than 50 admissions to out-of-state RPTC
during fiscal year 2013

The distinct number of out-of-state RPTC

Figure 1-Performance Measure 1~ - ,
Projected Change in Residential Psychiatric Treatment Utilization Over Time

State Fiscal Year

-&- QU-o<SHeRPTC
A inSateRPTC

#- Tod

Vv

Notes on Figure 1.
» This chart shows a projection or change in children served in residential psychiatric treatment care over each fiscal

year

* Hagures for fiscal years
» Hgures for ~scal years

recipients Served poeryeer will decrease
from 596 served in fiscal year 2007 to
less than 100 served in out-of-state care
during fiscal year 2013.2

The distinct number of recipients served
per year at in-state RPTC will stabilize at
nc more than 400 by fiscal year 2013.

%e based on the actual number of children served in RPTC care.

are based on BTKH goals for the number of children to be served m RPTC care.

» Data a'e from Behavioral Health. Policy and Planning section Additional data are available in the BTKH annual reports
at: http. mwww hss.state ak.us/commissioner/btkh/.

Unduphcated total youth admitted to out-of-state RTRC during fiscal year nor induding those admitted aprevious fiscal year
Unduphcated retalyouth served in out-of-state RPTC during hscal year induding those admitted aprevious fiscal year

Alaska Department of Health & Social Services =«

5 Year Projected Plans Fiscal Year 2009 = 2013 -

Bringing (Keeping) the Kids Home 1'



Performance Measure 2: Funding Shift
Fiscal Year 2013 Goals

e Medicaid expenditures for out-of-state
residential psychiatric treatment center
(RPTC) will decrease from $40 million in
fiscal year 2006 tO less than $8 million by
fiscal year 2013

e n-state RPTC expenditures will stabilize at
$20 million or less by fiscal year 2013

e Department of Health & Social Services
will strive to br.ng this number down as
additional capacity to serve children in non-
residentia! care sdeveloped

Figure 2: Performance Measures 2
Projected Bring the Kids Home Reinvestment

State Fiscal Year

a5y Ab o A M I w3
nm BIKH Bz 100%
= NSARPT gy

mm Qut-of- 8%
Sate RPTC
Bxpencitures %

o 3
£

;

Notes on Figure 2

» This chart represents the renvestm ert Of resources into the ‘s-stare System

» The chan captures expend '.res for RPTC care and BTKH funding to develop m-state services and reduce the number
of children moving -to RFTC care

» The first three years 'fiscal y: s 2005-2007) are based or rme actuc. BTKH base buaget and the expenditures for
reside” : al psychiatric treatment center care.

¢ The remaining years are based on the projected BTKH base budget and expenditures for resident a psychiatric
treatment center care based on Performance Measure 1)

* Expend ture awa fo-; sea .ears 2005 and 2006 are from EefavioralHealth Policy and Planning based on paid claims for
Medicaid data Expend t™-e data for fiscal year 2007 are from calculations completed by DHSS Finance Management
ana include all cla”*s Incurred and paid n fiscal year 2007 as we claims incurred in fisca:year 2007 and paid in the first
quarter of fisca yea- 2708 Every attempt was made to rep: cate the parameters used between Behavioras Health and
Frmance Management Services Pa-ameters have nowbeen standardized and future years Will replicate tne parameters
used for fiscalyear 2007

» Additional data are available ¥ the BTKH annual reports at: http ‘wwww.hss.state.ak us-commissioner/btkh/.

FY05 - FYO7 based on actual BTKH budget and expenditures for residential psychiatric treatment center care

14 Bringing (Keeping/ tne Kids Home =+ 5 Year Projected Plans: Fiscal Year 2009 - 2013 +« Alaska Department of Health & Social Services
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Performance Measure 3: Length of Stay
Fiscal Year 2013 Goals

The length of stay in out-of-state residents
psychiatric treatment centers (RPTC' v.:

average 260 days or ess

The length of stay for m-state RPTC v

average no more thar 120 days

Custody
In-State 129.5 I__EI.Efl
Custo t. Out-Of-State
Non-Custody In-State
tody | Out-Cr-itate

Notes on Figure 3.
These data were p-  ded by Behavioral Health. policy and Planning
. ﬁgditional data are avaFable in the BTKH annual reports at hsi  are.air.us/icomm:

hd $Home 15
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Performance Measure 4: Service Capacity
(In-State Bed Counts)

Fiscal Year 2013 Goals

e In-state residential beds for children will
increase 29 7 percent by fiscal year 2013

EindeelH
L

;ta:e Bed Capacity: below
638 821 183 28 7%
| RPTC
ir state P~—~C capacity 166 222 56 33.7%
TOTAL --State Beds 804 1043 239 29 7%

Notes or Figure 4.
These da'a were gathered from Health and Social Services staff based or. current capacity and
est ared capacity increases to behavioral health residential care operated using Medicaid or gt

funding
e Add: ora' data are a\ailable in the BTKH annual reports at hss state.ak.us/comm ssioner/btkh

Performance Measure 5: Recidivism
(In-State Bed Counts)

Fiscal Year 2013 Goals

e Overall average recidivism rates mresidential
psychiatric treatment centers (RPTC) will
stabilize at 7.5 percent Recidivism is defined
as children/youth returning within one year
to the same or higher level of residential
care.

Duing fisca year 207, e ovad reccviamirete
was 7.5 pEaat far areedsian to an RPIC
within 36 chys oftre cite of dedherge

« 5 Year Projected Plans: Fiscji Year 2009 - 2013 +« Alaska Department o* Health & Social Services



Performance Measure 6: Client Satisfaction
Fiscal Year 2013 Goals

Seventy-five percent of children and
families will report satisfaction with services

rendered on an annual basis

Client satisfaction reports will nclude bo-'
residential psychiatric treatment cerne' : ;==*
(in and out-of-state) as well as com m unity-
based services.

lesed seViass ad is dedqag tre

to eqaad ths indcato to indude rescentid
pydhatic trestmeart cates Far fiscd year 20°
Behaviad Heelth youth satifadian with senviaes
is lustrated lodowv

Access to Services
Satisfaction with Services
Participation w  "reatment
C .turai Senst .ty

i Positive Outcomes of Services

Notes on Figure s
These data were provided by Behavioral Heal'Jd . F: s

Alaska Department or Health & Social Services *« 5 Year Projected Plans

= T Yeari



Performance Measure 7: Functional
Improvement

Fiscal Year 2013 Goals

e Seventy-five percent of children and youth
will show functional improvement in one or
more life domain areas at discharge and one
year after discharge

e Functional improvement will be tracked for
residential psychiatric treatment center care
(in and out-of-state) as well as community-

based services

Hgure 6— Performance Measure 7: 2007 Treatment Outcomes
— Client Status Review Youth & Adult

ts Productivity
i

Physical Health

Mental/Emotional Health

Thoughts of Self-Harm

Family & Support Services for Recovery
Feeling Safe

Sense cf Connectedness, Well Being and/or Spirituality
Financial Security

Housing Situations

7
HI’, '*' « 5 Year Projected Plans: Fiscal Year 2909-2013 +« Alaska Department of Health & Social Sen ices
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For more information:

Brita Bishop, LCSW

Bring the Kids Home Coordinator
PO. Box 110601

Juneau, Alaska 99811-0601
brita.bishop@alaska.gov

Phone: (907)465-4994

Fax (907)465-3068

Web: hss.state.ak.us/commissioner/btk-"

Ava'lable on our Web site:
hss.state,ak.us/commissioner/btkh/

2007 Peer Navigation Report AYFN Qtr 1
2007 Family Voice Report

2006 BTKH Annual Report

2006 Capacity Grant Report

2005 BTKH Annual Report

BTKH Funding Focus Area Summary

1998 - 2004 BTKH Baseline Data

Alaska Department of Health & Social Services =« 5Year Projected P:ir.s: Fiscal Year 2009 '2(:]3- Bringing


mailto:brita.bishop@alaska.gov

State JAIaska

Departmﬁt of Wealr&f_ﬁial Services

Sarah Palm, Governor
Karleen K. Jackson, Commissioner

Brita Bishop, LCSW
Bring the Kids Home Coordinator

P.O. Box 110601
Juneau, Alaska 99811-0601
Telephone (907) 465-4994

January 2008

sc -creation was released by the Department of Health & See a Services. Bring the Kids Home, produced at acost of S8 49 per cor .
in response to areauest by the Legislature for a comprehensive report on Bring the Kids Home

Printed in Juneau, sta:ewd?® distribution.
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Information
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& 5 Year Plan

State of Alaska
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Fiscal Year 2105 - 20'3
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BTKH RELATIVE BUDGETING BY EXPENDITURE CATEGORY
WITHIN CUMULATIVE BASE BUDGET

Rrdydovintasacsoicdas
Relative Budgeting by Expenditure Category
530,000 0
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s gm
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W »-x o %% FYO5 FY06 FYO7 FY08 FY09 FY10 FY1l FY12 FY13
CVakoebdgnat
DWQXDTBTWQW
: & Thason CreGnd o & :
IGraaty (Hesiudue) rdqnart

Attachment One: 3-Year Update and 5*ear Projected Plan 01/15/08 Page Two of Four
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FUND SOURCE DETAIL FOR
BRING THE KIOS HOME RELATIVE BUDGETING BY EXPENDITURE CATEGORY
WITHIN CUMULATIVE BASE BUDGET
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Presenter: No Fee:
Mary Thornton, BSRN, MBA However, you must be registered
National Expert and Trainer to attend. Please complete the

- ” registration form below and email
When:

to Katiec@ ivs.org or fax to Katie

Tuesday, March 4, 2008 Crossley at 789-2106

8:30 a.m . to 4:30 p.m.

V\/here: Jointly sponsored by the Alaska Association of
Homes for Children (AAHC) and the Alaska
Behavioral Health Association (ABHA)

Centennial Hall in Juneau

Registration Form

Medicaid Behavioral Health -Audits. Federa Changes. Corporate Compliance
Training by Mary Thornton on March 4. 2008

NAME OF AGENCY:

Persons Attendina Trainina Titie Email Address

Email to Katiec divs 0ra or fax to Katie Crossley at 789-2106


mailto:Katiec@ivs.org

Behavioral

Mary Thornton & Associates, Inc. COﬂ%%';gﬂve

Solutions

AfcMft BHC8
Are You 'Audit Proof"?

nurtvvr%mvl—lan Downbad these Im portantand tm el artick s by M ary

Protecting Yourself from an Adverse Federal Audit: Mary Thornton,

OIG Work Plan for Fraud and Abuse Focuses on Behavioral Hearth: Mary
Thornton, 2005

I\Alymm Im(m a healthcare consulting firm that

specializes in operational solutions for behavioral health organizations nationwide.
Recently MTA has focused on the revenue cycle within organizations that are
undergoing significant change or need to reorganize and refocus management and
staff attention on the development of diversified revenue sources. Using the
organization's current revenue cycle as a baseline, MTA assists organizations to:

Reduce the time from client referral to cash receipts;

¢ Redirect staff efforts towards billable activities with a focus on
increasing quality of care

¢ Increase staff productivity

¢+ Implement internal controls on revenue generation to ensure
compliance with regulation and law

+ Develop efficient and effective third party billing and reimbursement
departments

¢+ Implement practice management techniques that enhance service
delivery' and revenue generation focusing on the individual practices of
different employee groups - medical staff, clinical staff, community-
based workers

+ Train staff on a variety of subjects that increase the power of the
revenue cycle to positively impact the organization’s bottom line
including - marketing, corporate compliance, practice management;
third party billing and reimbursement with a specialty in the federal
health care programs, mental health rehabilitation services including
delivery systems, documentation, service fidelity

¢ Increase the effectiveness of senior management in their work to

develop flexible, strong, and financially viable organizations.

<>

MTA believes that behavioral health can effectively use tools developed by the
larger business community to implement a strong business-focused infrastructure.
These infrastructures can better support the implementation of best practices,
clinical models and the continuing innovation which are critical to behavioral health's
future. MTA-also believes that management needs to refocus their attention on
payer requirements and regulations and to use those rules to support revenue
maximisation in a high quality environment

Mary Thornton, BSRN, MBA, is the president of MTA and its founder. She is a
talented and engaging consultant and trainer with significant expertise in mental
health rehabilitation reimbursement systems, medical necessity and documentation,
coding and reimbursement, and corporate compliance in behavioral healthcare. She
combines a Bachelor's in Nursing with an MBA to assist behavioral healthcare
service systems and providers in designing efficient, high quality services and
programs. Ms. Thornton was a member of the consulting teams that assisted in the
conversion to rehabilitation option for the states of lllinois, Georgld, Connecticut,
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and 8m OlVrrict of Caumbia. She. « - also the toad consultant on conviance

|aamlor stelao#ChomltsSCQC oject daai to ferthar operational
é’ﬁ'e atandardzed rrer%umard%ﬁdnglnrmdfgaﬁer

andrahabl—labmommaerm I\/Is'momton Is the author of a number of
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Behavioral Health
Services

The New Medicaid Environment

Presented by Mary Thornton

Sponsored by
Alaska Behawvioral Health Association &
Alaska Association of Homes for Children

Medicaid

Shared cost federal and state

Two opinions on quality and content of
services
Greater emphasis rightnow atfederal
level on cost savings

Narrower definitions

Medical mode! - health vs. wellness



Among the Federal Frustrations
with Medicaid

« Fraud efforts are uneven
- Laws do not exist to prosecute as Feds would like
- Win investigating anmrs is inadequate given
I
- Rules are different in each state making national
gﬁﬁver?tge decisions and enforcement appear to be
cu

- Providers implementation of compliance efforts
appear to be inadequate given audit findings
- “Medicaiding™ services and other financing schemes

.  New Auditors

« New landscape in federal oversight and

provider requirements
« PERM : state focus
« DRA: state and provider focus
« RAC: bounty hunters

Increase pressure on states to increase

program integrity activities
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In about 10 states these functions
being centralizetisunder a Medicaid

Inspector General
SeerdsedansAls
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. New Rules

See the attached NY TimESarticle

Rehab Rule
CM Rule

Evidence-based Practices: CM S encyclical

Expected Outcome: Rehab Rule

150mm in savings in 2008
2.2 billion is savings from 2008 to 2012

Primary savings to come from Medicaid
not paying for inappropriate services and
services that are “intrinsic”to other
services and already being paid for by

another party
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Changes

Non-covered services:
- Services that provided by non-medical rogram eitheras a
benefit or as an administrative activi
management), including services thai are ntr|n3|c elements
of programs other than Mediicaid.
* Therapeutic foster care

« Packaged services furnished by foster care or child care institutions
for a foster child

« Adoption, family preservation, family reunification
« Routine supervision and non-medical support by teacher’s aides

- Habilitation services: individuals with mental retardation or
related conditions

- Recreational or social activities

- Services provided to inmates

- Services to residents of IMDs (Institutions for Mental
Diseases)

- Room and board
leligible

Proposed Savings: Case
Management Services

Currentcosts: 2006 - $2.84 billion
1.28 billion over 4 years

.37 billion in additional costs as program s
inwhich case management is seen as an

integral parttake on their responsibilities

Net800,000,000 + in potential savings
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Case Management Defined

Direct assistance in gaining access to
services

“In the context of this regulation, itis the
individual’s access to care and services
that is the subject of this management -
not the individual.”

Redefined in Deficit Reduction Act-itwas

effective as of January 1, 2006 .

Case Management and Targeted
Case Management (TCM)

New definition:
- Assessment
-Treatment planning
Referral and referral related activities

Evaluation and monitoring of plan



Case Management and TCM

No monitoring and oversight of client
activities
No supplying services which are ordered

in the underlying treatment plan

Excerpt: *CMS and The Evidence-
Based Practices

Family Psychoeciucation:

» *“consultation with other family members can be a necessary
part of planning and providing care to patients in need of
psychiatric services. Consultation can, however, devolve to a
point where it becomes a means of treating others rather
than, or in addition to, the primary recipient. Medicaid would
not reimburse for services ﬁrovi ed to ineligible family
members for treatment of their problems not related to the
treatment of the Medicaid patient. In addition, Medicaid would
not reimburse for family psychoeducation classes unless
tailored specifically toward the Medicaid beneficiary."

* Definition CM and Rehab confirm this as well

"Center for Medicare & Medicaid Services

T B



Excerpt: *CMS and The Evidence-
Based Practices

Supported Employment:

- Medicaid is statutorily excluded from the provision of
vocational services.

“Therefore, under the State Plan, Medicaid cannot pay
for the employment of an individual. Similarly, payment
may not be made for employment assessments or
ongoing support to maintain employment (emphasis
added) except under an HCBS waiver. However,
Medicaid can pay for the medical services that enable
an individual to function in the workplace.”

. Creating Silos

Braiding not integrating

Establishing separateness of system s = in
new CM rule

- Child Welfare

- Probation/Parole

-School: more limited

Fr'e #Vf V V e \N; C'H , v-tk: 5



Case Management Silo

o Integral components/duplicate services:

Foster Care: includes case planning, case
management activities

-« Child W elfare/Protective services: includes for
some children under protective orders same as
above - child welfare services are considered to
be the “direct services” of the CW system and
not Medicaid CM

« This includes a prohibition on
CW system who are providing
are fulfilling the obligations of the

Case Management Silo

Integral components/duplicate services:

Parole and Probation: functions exist
independent of the Medicaid program
» No parole officers or contractors of the justice
system for TCM
» No services that are in effect part of the
administration of the State’s parole or probation

System



Case Management Silo

o Integral components/duplicate services:

Public Guardianship
« State or locally administered and independent of
the Medicaid program
= You can assist decision-makers but you are not
the decision-maker

= Cannot replace the function or fund the function
= My opinion: this includes rep payee work

Case Management Silo

« Integral components/duplicate services:

- Special Education

» Exception made for CM and other services ordered under
an IEP or IFSP - case manager must be Medicaid eligible
provider.

* |FSP requires a service coordinator from the beginning if
the infant or toddler ias a disability - these can be
Medicaid CM/TCM services

» Cannot cover administrative functions under the
Individuals with Disabilities Education Act (IDEA), e.g.
calling meetings, reports, writing plan



Exclusive Benefit: Family Treatment
Specific and effective treatment: Parenting
Medical necessity: Recovery Goals?

IMD Issues

IMD (Institutions of Mental
Diseases) Defined

Section 1905(i) of the Social Security Act (Act)
and 42 Code of Federal Regulations (CFR)

S 435.1009 define an IMD as a hospital, r.ursing
facility, or other institution of more than 16 beds
that is primarily engaged in providing diagnosis,
treatment, orcare of persons with mental
diseases, including medical attention, nursing
care, and related services. Psychiatric hospitals
(including State-operated and private psychiatric
hospitals) and inpatient psychiatric residential
treatment facilities with more than 16 bheds are
IMDs.



Medicaid Funding

Regulations found at 42 CFR §8§8 435.1008
and 441.13 preclude paying FFP (federal
financial participation) for any services to
residents under the age of 65 who are in
an IMD, except for inpatient psychiatric

services provided to individuals under the
age of 21 and in some instances those

under the age of 22.

Medicaid Funding

Medicaid will pay per diems forroom and
hboard only for those inpatient psych
facilities that are PRTFs.
Certain staffing and facility requirements
Licensing
JCAHO accreoitation
Residential treatment rate setting

concerns - how developed, is room and

board sufficiently covered by other funds.



Virginia/New York

« Medicaid exception for 21 and under is for
inpatient psychiatric services only - not other
medical or denta’services

« NY Appellate Court seem to suggest leniency in
application of this rule by suggesting auditors
could have denied all non-psychiatric services
provided in the hospital but instead chose to
deny only those outside of hospital

Georgia: Child Caring vs. RTC vs.
IPRT

« Developed set of guidelines for children’s

providers
o Lastedit in July 2007

« Based on theirreading of distinct part
hospital guidance, nursing facility

guidance, the experience of Illinois

« Many and big disclaimers - no guarantee



V. Financial/Payment
Issues

« Unbundling

Payment: Case Management

“a state cannot employ a methodology or rate that results
in payment for a bundle of services"

Per diem- no

Monthly-no
- Weekly no
Why: paying for anticipated not actual services; requires a
great deal of federal oversight to make sure the bundled
rate is reasonable.
Yes to: 15 minute or less units of service - do understand
that many case management activities are very brief.

Not clear if a rounding convention must be used or if minutes can
be counted or if anything that is 15 minutes or less is ok.
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What Needs to be Done

Awareness at state level of potential
impact

Proactive change
Provider support:

Rewriting manuals

-Technical assistance: Compliance, Service

Delivery, Documentation

Legislative advocacy
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February 24 2008 . o
GovernorsofBoth Parties Oppose Medicaid Rules

Bv ROBERT PEAR
WASHINGTON — Governors ofboth parties strongly objected on Saturday to a half-dozen new federal Medicaid
regulations that thev said would shift billions of dollars in costs to the states, forcing them to consider cutbacks in services.

The rules, scheduled to take effect in the next few months, would reduce federal payments for public hospitals, teaching
hospitals and services for the disabled, among others.

State officials voiced their concerns as they arrived here for the winter meeting ofthe National Governors Association.

Federal health officials said the new rules were needed to end creative financing techniques that states had used to obtain
excessive amounts of federal Medicaid money.

But governors said the Bush administration was unilaterally reshaping Medicaid in ways that would harm some oftheir
most vulnerable citizens. Moreover, they said, the rules are taking effect at atime when the national economic slowdown is
cutting into state tax revenues.

‘Governors strongly oppose the changes," said Gov. Jim Douglas of Vermont, a Republican who is chairman ofthe
association’s Health and Human Services Committee. “The timing could not be worse."

One ofthe rules would ban the use of federal Medicaid money to help pay for the training of doctors, a use that has been
allowed since the inception of Medicaid more than 40 years ago. Another would set new lim its on Medicaid payments to
hospitals and nursing homes operated by states, cities, counties and other units of government.

A third rule would lim it Medicaid coverage of rehabilitation services for people with disabilities, including serious mental
illnesses.

Federal officials estimate that the rules will save the federal government $15 billion over five years. But that figure may be
low. California alone says it could lose $12 billion over five years.

Congress delayed some of the rules last year, but they will soon take effect unless Congress intervenes again.

Gov.Arnold Schwarzenegger of California, a Republican, said the rule changes “would effectively end the federal
government's participation in many crucial components ofthe Medicaid program.”

Dr. Rhonda M. Medows, commissioner of the Georgia Department of Community Health, said: “We understand the need

lor financial safeguards, but these rules, taken together, would have a tremendous adverse impact. They would undermine
the health care safety netfor the entire state of Georgia, reducing federal Medicaid payments for hospitals, nursing homes
and school clinics.”

The National Conference of State Legislatures joined governors in criticizing what it described as “the regulatory activism™
displayed in the new rules.

The federal government and the states share the cost of M.dicaid, which provides health insurance to more than 60 million
iow-income people, including 30 million children.

Dennis G. Smith, director of the federal Center for Medicaid and State Operations, said the rules were needed to “protect
the fiscal integrity ofthe Medicaid program.” Since 2003, he said, federal officials have persuaded 30 states to end
“questionable Medicaid financing arrangements.” The purpose ofsuch arrangements is to maximize the use offederal
money while holding down the use of state and local revenue.

Although the most blatant problems have been corrected, the administration says, many states still use federal Medicaid
money for purposes unrelated to Medicaid.

“We believe that paving for graduate medical education is outside the scope of Medicaid’s role, which is to provide medical
care to low-income people,” Mr. Smith said. “There is no explicit authorization under the Medicaid statute to subsidize the
training of physicians.”

Robert M. Dickler, chiefhealth care officer at the Association of American Medical Colleges, said, “It’s alittle surprising
that the federal government would just now discover that there’s no legal basis for the Medicaid payments it's been making
for medical education since 1965.”

Stan Rosenstein, the Medicaid director in California, said the payments were justified because “interns and residents
provide atremendous amount of care to Medicaid beneficiaries."

The federal government says this rule would save $1.8 billion over five years. But New York, which trains 15 percent of the
nation’s doctors, says it would lose more than that alone. State officials are also concerned about a rule that would
eliminate federal contributions for a whole category of public sperding on health care for the poor — specifically, spending



fcvautonomous units ofload governmentlike the Denver Heahh and Hospital Authority.

“As aresultofthis rale, we will lose $6 0 million ayear,” said Dr. Patricia A. Gabow, chiefexecutive ofthe Denver agency,
which operates a477-bed public hospital, the city’s public health department and its ambulance service. “We were part of
the city governmentfor more than 130 years. In 1997, we became an independent governmental entity, but we don't have
taxing authority. Sowe don’t qualify as a public provider, and we can’t draw down critically important subsidies for services
we provide to the entire community.”

Larry S. Gage, president ofthe National Association of Public Hospitals, said the rule’simportance went far beyond
Medicaid because it would compromise the ability of public hospitals to provide vital services like trauma care and burn
treatment.

New York City Health and Hospitals Corporation, the largest municipal health care system in the country, which gets 60
percent ofits budget from Medicaid, said the rules would have “a potentially devastating impact” and could force cutbacks
in services.

A group of 17 states, including Connecticut, Michigan and New Jersey, told the administration that the new restrictions
were “simply awful public policy." Senators Jeff Bingaman. Democrat of New Mexico, and Elizaheth Dole. Republican of
North Carolina, are fighting the rule on public hospitals.

The rule “would have a devastating effect on North Carolina’s Medicaid system, costing our hospitals hundreds of millions
of dollars annually,” Mrs. Dole said.

The Medicaid rules were overshadowed last year by a battle over insurance for children.

“We can have alegitimate discussion about expanding the Children’s Health Insurance Program,” said Governor Douglas of
Vermont. “Butthe Medicaid rules are different. They renege on commitments already made.”

In Vermont, Mr. Douglas said, “we’ve come to rely on Medicaid to help pay for special education and other services to
children with disabilities.”

Medicaid is a crucial part of the foundation on which many states were planning to build coverage for the uninsured.

Deborah S. Bachrach, adeputy commissioner in the New York State Health Department, said, “The new Medicaid rales
make it difficult to pay for current programs and nearly impossible to expand coverage to all.”



