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March 11, 2015 
 
To: Senator Eric Brakey, Chair 
 Representative Drew Gattine, Chair 
 Members of the Joint Standing Committee on Health and Human Services 
 
From:  Maine Department of Health and Human Services 
 
Re:  LR 1852 – HHS WORK SESSION WEDNESDAY - BUDGET GROUP B – WORK SESSION ON BIENNIAL BUDGET 

Includes: MaineCare (including Methadone, not MSP, DEL, PNMI, NF), Substance Abuse and 
Hospitals 

 

MaineCare  
 
Line 426. C-A- 7012 (0100, 0105, 0120, 0122, 0139, 0142, 0146, 0196, 0679, 0700, Z037, Z038, Z040, Z043, 
0452, 0143, 0728, Z036, 0489, 0497, 0129) OFI, RPC, DDPC, OADS, OCFS, COMM, OFI, SAMHS, CDC, DLRS, 
OMSA Provide funding General Fund:  FY ‘16 $725,704; FY ‘17 $730,699 – Federal:  FY ‘16 $16,870; FY ‘17 
$16,870 – Other Special Revenue:  FY ‘16 $416,817; FY ‘17 $402,402 -- Block Grants: FY ‘16 $1,964; FY ‘17 
$1,964 – ARRA: FY ‘16 $26,330; FY ‘17 $26,330 
This initiative provides funding to address the increased costs associated with the rate changes from the Office of 
Information Technology. The Department has been able to absorb most of the costs for the technology budget, but 
the rate increases from the Office of Information Technology have created an unmet need. 
 
Lines 441-442. Page 338, C-A- 1145 (0147) OMS General Fund: FY ‘16 $7,801,624; FY ‘17 $6,318,369 – 
Federal:  FY ‘16 $12,986,077; FY ‘17 $10,607,345 
This initiative provides funding in MaineCare and MaineCare-related accounts to make cycle payments and 
payments to providers. The requested funding would cover the “structural gap” that the Department is forecasting 
between resources available to fund MaineCare versus projected program need over the biennium. The $14.1 
million the Department is requesting represents less than one percent (1%) of forecasted expenditures in Fiscal 
Years 2016 and 2017. 
 
Lines 459-480. Pages 261, 263, 264 , 266, 269, 273, 275, 276, 277, 282, 284, 291, 294, 338, 345, C-A- 7003 
(0147, 0148, 0705, 0731, 0732, 0733, 0734, 0844, 0987, Z006, Z042, Z159, Z160, 0105, 0120) OMS, RPC, 
DDPC Funding adjustment General Fund: FY ‘16 OMS ($16,493,132), RPC ($59,833), DDPC ($5,840); FY ‘17 
OMS ($21,456,186), RPC ($77,694), DDPC ($7,583) --Federal OMS: FY ‘16 $16,492,747; FY ‘17 $21,455,908 – 
Other Special Revenue:  FY ‘16 RPC $59,833, DDPC $5,840; FY ‘17 RPC $77,694, DDPC $7,583 -- Block Grants 
OMS:  FY ‘16 $385; FY ‘17 $278 
This initiative adjusts funding as a result of the increase in the FFY ‘16 Federal Medical Assistance Percentage 
(FMAP) from 61.88% in FFY ‘15 to 62.67% in FFY ‘16.  This will result in a blended rate of 62.47% beginning July 1, 
2016, and a blended rate of 62.67% beginning July 1, 2017. The baseline budget assumed blended rate of 61.80% 
based on the rates for FFYs ‘14 and ‘15. 
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Line 489. C-A- 1147 (0147) OMS Allotment change Other Special Revenue:  FY ‘16 $12,572,275; FY ‘17 
$12,572,275  
This initiative provides funding to align with expected revenues from drug rebates.  
 
Line 490. Page 340, C-A- 7041 (0147) OMS Reduce funding Other Special Revenue: FY ‘16 ($1,754,295); FY 
‘17 ($1,754,295) 
This initiative reduces allotment to align with projected resources in this account.  
 
Lines 491-492. Page 336, C-A- 1119 (0147) OMS Access to preventative care General Fund:  FY ‘16 
$5,644,171; FY ‘17 $7,840,800 – Federal:  FY ‘16 ($5,644,171); FY ‘17 ($7,840,800)                                                       
The Stage A Health Home initiative was established in January 2013 as an integrated care model focused on 
members diagnosed with, or at risk of developing, multiple chronic conditions (such as diabetes, obesity, and 
depression).  The Health Home model is providing additional financial assistance to primary care practices, $12 per 
member per month, to support a team-based approach to managing patient care with a greater focus on data-
informed decision-making, adherence to evidence-based treatment protocols, open access to patients on an as 
needed basis, and the engagement of community care teams, which are reimbursed $129.50 per member per month, 
to support increased focus on high needs patients that encompasses a focus on both the social and the medical 
model.  There are 170 practices with over 50,000 MaineCare members engaged in the Stage A Health Home.  This 
model truly represents the long-ignored investment in primary care with the clear focus on improving health status 
and outcomes for individuals with chronic conditions and reducing costlier use of the healthcare system where that 
use is preventable – such as emergency department use and preventable hospital admissions/readmissions.  We are 
extremely pleased with the performance to date and the opportunity to continue to build on this successful 
model.  Additionally, this model is also foundational to Maine’s recent successful win of the $33 million, three year 
State Innovation Model (SIM) grant that is a state-wide effort led by the Department focused on improving Maine’s 
financial and quality performance of our healthcare delivery system.  Unfortunately, under the Affordable Care Act 
(ACA), the federal government only provided a temporary federal match of 90/10 to support the creation of this 
model.  This enhanced funding ended on December 31, 2014 for Stage A Health Homes, and this initiative seeks to 
continue the support of this initiative by increasing general fund to supplant the loss of enhanced federal funding, in 
SFY ‘15 and in the SFY ‘16-17 biennium.   

Additionally, the Stage B Behavioral Health Home initiative was established in April 2014 much as Stage A was 
targeted as an integrated care model regarding individuals with chronic disease, Stage B focuses on an integrated 
care model for adults with Serious and Persistent Mental Illness (SPMI) as well as children with Serious Emotional 
Disturbance (SED).  The Stage B model is providing a capitated per member per month payment of $365 for adults 
and $322 for children.  There are currently 25 practices with over 70 locations serving approximately 1,800 
individuals under this model.  The focus of this model is on integration of physical and mental health care, person-
centered planning as well as access to peer supports.  Data shows us that adults with SPMI die 25 years younger 
than their counterparts without an SPMI diagnosis, and the cause of death is a medical condition, not a mental 
health condition, that was left untreated.  We are committed to integration so that members are cared for in a 
holistic approach and have an easier pathway to the right service delivery.  This model, along with Stage A focuses 
on preventable ED visits, and avoidable admissions/readmissions, as well as navigation through social and 
economic barriers facing individuals with SPMI and SED.  As was the case for Stage A Health Homes, the funding for 
Stage B Health Homes is time-limited.  The enhanced federal funding is set to expire on March 31, 2016.  This 
request is intended to continue the support for both of these foundational components of the MaineCare healthcare 
delivery system.   

Lines 493-494. Page 336, C-A- 1122 (0147) OMS Access to preventative care General Fund: FY ‘16 
$7,448,493; FY ‘17 $7,409,152 – Federal:  FY ‘16 $12,470,238 FY ‘17 $12,509,580 
Access to primary care is the foundation our healthcare delivery system is built upon.   As I mentioned with the 
previous initiative, over the last several years we have worked to improve Maine’s commitment to primary care 
physicians. Many privately practicing physicians have closed their doors to Medicaid patients or have had to limit 
the number they could care for because the reimbursement rates have been grossly underfunded and failed to cover  
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the cost of care or the needed investments such as electronic medical records, etc.   Again, under the Affordable Care 
Act (ACA), states were afforded temporary assistance to increase the rates of reimbursement to primary care 
physicians up to the Medicare rates.  The federal government provided 100% of the funds to bridge the gap between 
a state’s current Medicaid reimbursement rates and the Medicare rate.  However, that funding was also time-limited 
with a two year expiration.  This enhanced funding ended on December 31, 2014.    More than 540 primary care 
providers have benefited by this increased support.   As many of you are aware, the payment system in Medicaid, 
Medicare, and in private insurance has perversely rewarded and funded the acute care side of the equation but has 
not made the needed commitment to primary care.  Ongoing support will help reduce inappropriate utilization of 
the Emergency Department (ED), and reduce avoidable admissions and repeat readmissions to the hospital.  
Maintaining engagement of our primary care physicians in our efforts around the State Innovation Model grant and 
health system transformation is critical.  The lack of financial support of their reimbursement rates will likely affect 
their ability to commit to these efforts.    This initiative seeks to maintain this crucial funding support for primary 
care providers with the increased general fund support needed to supplant the loss of temporary federal funding.    
Finally, it is important to connect this proposal with the physician parity proposal.  Under the Affordable Care Act, 
hospital-based providers were not eligible for the enhanced primary care reimbursement rate because of the 
current cost settlement provisions for those practices.  The proposal in the budget to maintain the increased 
primary care reimbursement rate would include hospital-based providers.  However, if the proposal related to 
physician parity is rejected, this proposal will need to reflect that, which will reduce the overall general fund costs 
by $8.8 million over the biennium. 

The Department’s expenditures in SFY ’13 were $3.4 billion state and federal.  The total DHHS state funded 
expenditures were $1.5 billion with a General Fund component of $1.1 billion. In SFY ’14, the Department’s 
expenditures were $ 3.9 billion state and federal.  The increased cost from SFY ’13 to SFY’ 14 was attributable to the 
large one-time costs associated with the hospital settlement of $490 million.  The total state expenditures in SFY ’14 
were $1.8 billion with a state General Fund component of $1.1 billion. The anticipated expenditures for SFY ‘15 are 
$3.4 billion with $1.6 billion in total state spending.  The General Fund expenditures for SFY ’15 are anticipated to be 
$1.1 billion.      

For more than a decade, this agency and the Medicaid program have struggled with one financial crisis after another 
with spending outpacing the state’s ability to appropriately fund the program and meet critical core needs.  Over a 
little more than a decade, the Medicaid program doubled in size and in cost, growing by more than $1 billion.  Year 
after year, Maine addressed that shortfall by cutting funding for other state agencies, reducing funds available in 
other programs within DHHS, reducing rates of reimbursement in MaineCare and by adding to the state’s tax 
burden.  

Due to previous reforms and hard work, enrollment and spending in the Medicaid program has moved to a 
sustainable level.  As a result, we are finally in a position where we are not moving from one fiscal crisis to the next 
while staring at a sea of red ink.  We are also paying our bills on time to both more accurately reflect the true annual 
costs of MaineCare and also to dramatically reduce the accumulation of debt owed to hospitals.   The Governor made 
a commitment to pay the debt and he also committed more than $170 million state and federal over the SFY ’12-13 
biennial budget to address the core issue related to the debt accumulation by paying hospitals on a real time basis, 
this at a time when we were also addressing the loss of more than $200 million in temporary federal Medicaid 
funds.   

With those commitments firmly in place and financial stability established, the Department can now chart a course 
and focus on key priorities, namely the elimination of waitlists for services for the elderly and disabled, continued 
support for Maine’s nursing homes, expanded access to primary care and funding for mental health services as 
required by law under the Consent Decree.  All combined those requests represent more than $114 million over the 
biennium in critical investments in those services.  However, the overall budget for DHHS requests net initiatives of 
just $6.6 million and an increase of 1.8% above the SFY ’14-15 biennial budget baseline.  We are supporting these 
initiatives through our ongoing commitment to reform the DHHS budget focused on alignment with the 
Department’s core mission, to set appropriate rates of reimbursement, and to seek improved accountability with the 
use of funds.   
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For purposes of this morning’s public hearings, the focus is largely on the Office for MaineCare Services (OMS).  OMS 
has 156 employees.  OMS had expenditures in SFY ’14 of $2.47 billion with $750.2 million of that in General Fund 
expenditures.  We are anticipating expenditures of $2.5 billion in SFY ’15 with $757.5 million of that in General Fund 
expenditures.  The baseline General Fund budget for OMS in SFY ’16 is $761.6 million and ’17 is $761.6 million. 

Lines 499-500. Page 337, C-A- 1133 (0147) OMS Funding reduction General Fund: FY ‘16 ($3,206,083); FY 
‘17 ($3,188,998) – Federal:  FY ‘16 ($5,336,638); FY ‘17 ($5,353,723) 
Medication Management services relate directly to the evaluation, management, administration, education, and/or 
monitoring of medication intended for the treatment and management of mental health disorders, substance use 
disorders, and/or co-occurring disorders.  

MaineCare providers bill for these services under two Sections: Section 65 (Behavioral Health Services) and Section 
90 (Physician Services). However, the rate of reimbursement MaineCare provides for medication management is 
much higher under Section 65 than under Section 90. Under Section 65, when providing medication management to 
an adult in a mental health clinic setting; Physicians, Physician Assistants, Psychiatrists, Advanced Practice 
Registered Nurses, Psychiatric Mental Health Nurses, Nurse Practitioners, and Clinical Nurse Specialists receive a 
rate of $55.77 per 15 minutes. For children, the rate is even higher: $63.75 per 15 minutes of service. 

In contrast, a physician in private practice, providing an identical medication management service under Section 90, 
receives $24.14 per 15 minutes. Registered nurses (RN) practicing under Section 96 (Private Duty Nursing) receive 
$10.58 per 15 minutes (as RNs cannot prescribe). The only difference between the medication management services 
provided under Section 65 and those provided under Sections 90 and 96 is the setting of the service.   

The Department has concern over the lack of parity between these reimbursement rates. In addition, the 
Department wants to ensure that members are receiving appropriate behavioral health services. There is concern 
that medication management services have been billed at very high levels, particularly when compared to 
outpatient behavioral health counseling.  The Department would like to ensure that for members who receive 
counseling as part of their behavioral health treatment, this service is billed appropriately. On the other hand, 
medication management is a very narrowly focused service and should only be billed when providing the very 
specific service described.  

This initiative would align the Section 65 reimbursement rate with the Section 90 and 96 rates, thereby establishing 
parity between settings and ensuring that providers billing for the same service receive identical rates. 

Lines 501-502. Page 339, C-A- 7020 (0147) OMS Reduce funding General Fund: FY ’16 ($726,921); FY ’17 

($867,657) – Federal:  FY ’17 ($1,209,986); FY ’17 ($1,456,632) 
This initiative proposes to eliminate the reimbursement of Methadone treatment in the MaineCare 
program.  According to the Substance Abuse and Mental Health Services Association, providing primary care to 
individuals with addictions enhances their recovery from substance abuse, and settings that combine primary care 
with addiction care help to ensure that result.  Primary care treatment results in better health outcomes, in contrast 
to back-and-forth referrals between behavioral health and primary care offices that leave up to 80% of individuals 
without care.  

Prevention and treatment of chronic diseases does not occur at Methadone clinics.  Conversely, Suboxone is 
prescribed by primary care providers.  People with addiction require high quality treatment from a team of diverse 
professionals, including specialty substance abuse providers and primary care providers. Under the integrated care 
of a primary care provider, members receive prevention, education, care coordination and treatment for health 
issues, including substance abuse disorders. 

In a randomized trial, researchers compared Methadone clinic-based treatment to PCP office treatment using 
Suboxone. This study found that Suboxone maintenance therapy is an effective treatment for heroin dependence in 
a primary care setting and could substantially increase access to drug treatment services over methadone clinics. 
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Studies have shown that people with substance abuse disorders have nine (9) times greater risk of congestive heart 
failure, twelve (12) times greater risk of liver cirrhosis, and twelve (12) times the risk of developing pneumonia, 
among other health issues.  Additionally, data shows that not having a single primary care provider increases the 
use of Emergency Departments, hospitalizations, and costs for MaineCare members with substance abuse 
disorders.   

There is significant research to support the fact that Suboxone is just as effective as Methadone.  I quote from a 
study by Hornby-Zeller for the Maine Office of Substance Abuse and Mental Health Services commissioned by the 
last Administration:  “Both Methadone and Buprenorphine have been shown to be effective in reducing illicit opioid 
use. The greatest number of studies examining substance use following MAT intervention has shown that both 
Methadone and Buprenorphine improve substance use outcomes over other types of therapy regardless of how 
substance abuse is measured, and there is no statistical significance between the two medications” [e.g., 
Maremmani, Pani, Pacini & Perugi, 2007; Marsch, Stephens, Mudric, Strain, Bigelow & Johnson, 2005] 

Currently, there are more than 3,800 MaineCare members receiving treatment for addiction at eleven (11) 
Methadone treatment clinics with expenditures of over $8 million just for treatment alone.  Factoring in another $10 
million in daily transportation costs, MaineCare spends close to $20 million annually on addiction treatment.  In 
addition, there are approximately 5,000 members receiving Suboxone to treat their substance abuse addiction at an 
annual cost of $9.5 million.  

The risk of addiction and the risk of fatal overdose are both considered extremely high for Methadone, but 
extremely low for Suboxone.  This safety deficit is further exacerbated by the fact that Methadone treatment is not 
reported to the Prescription Drug Monitoring Program (PMP), so other doctors may prescribe pain or other 
medications that can have a seriously adverse or even fatal effect on a patient when combined with Methadone 
treatment.  Suboxone, on the other hand, is reported to the PMP when prescribed, adding another layer of safety in 
the recovery process. 

In fact, a recent SAMHSA report found that, quote: “The Medical Director of a large, outpatient opioid addiction 
treatment program obtained prescription history data on all patients from a newly established state prescription 
monitoring program.  The Medical Director’s analysis of the data indicated that, unknown to clinic medical staff, 
approximately 23% of patients were being prescribed significant quantities of opiates, benzodiazepines, and other 
controlled substances from providers outside the clinic.  These prescriptions potentially compromised treatment 
and put patients at risk for dangerous drug interactions, continued addiction, overdose, and death.” 

There are approximately 118 physicians in Maine who are publicly registered to provide Suboxone treatment, which 
has been proven to be safe and effective in treating addiction to opioids.  There are approximately 200 more 
physicians in Maine who are privately licensed to provide Suboxone treatment.  Additionally, because there are only 
eleven (11) Methadone treatment centers in Maine, members may not have local access and could have long daily 
commutes or need to move closer to treatment centers for their addiction.  In contrast to this limited access to 
treatment, there are Suboxone prescribers across the entire state.  The logistical advantages of Suboxone stand in 
stark contrast to the danger we often see in people driving themselves home for what is often an hour or longer trip 
after receiving Methadone treatment in a clinic.   

As far as access to treatment, one NIATx case study found that in an addiction recovery facility in Brunswick, Maine 
in one month, five clients made an appointment for opioid dependence treatment and within an average of two 
hours, staff had found a Buprenorphine prescriber for each client.  One staff member added, “Clients did not stay in 
treatment before we offered this service.” 

Suboxone treatment allows patients to take this medication at home, unlike Methadone where individuals have to 
travel seven days a week to a treatment center until they can prove they will not abuse the treatment, at which point 
they are permitted to take home up to seven daily doses.  
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Withdrawal symptoms will always occur for individuals trying to break an addiction.  In fact, patients must be in 
withdrawal to start treatment with Suboxone.  The goal is not the avoidance of withdrawal, but the safe initiation of 
treatment.   
 
In January 2013, the Department implemented a 24-month limit on Suboxone and the results have been 
staggering.  We have seen a significant reduction in the number of individuals receiving a high dose of Suboxone 
(greater than 16 milligrams per day) from more than 1,600 members before this initiative was enacted to under 
1,000 members today.  In addition, we have seen a reduction in per person cost annually of high dose members from 
$4,300 to $2,250.  This initiative was focused on a member’s recovery and re-entry into society as well as titrating 
down to the lowest dose necessary to continue to be successful in recovery.   
 
In sum, Suboxone is safer, less addictive, can be just as effective, is better integrated into a patient’s overall health, 
and is widely considered to improve functioning and employability.  

Lines 503-504. Page 337, C-A- 1134 (0147) OMS Funding reduction General Fund: FY ‘16 ($3,775,499); FY 
‘17 ($3,752,287) --  Federal:  FY ‘16 ($10,357,711); FY ‘17 ($10,390,871) 
This initiative reduces the rate of reimbursement by 10% for Section 65 of the MaineCare Benefits Manual for 
Outpatient Services (therapy and assessments), Children’s Home and Community-based Treatment, and Children’s 
Behavioral Health Day Treatment. It also represents a 10% rate reduction to Section 28, Rehabilitation and 
Community Support Services for Children with Cognitive Impairments and Functional Limitations. 
 
Maine spends over $300 million dollars annually on Outpatient Mental Health Services, which are services provided 
to adults and children in a provider’s office, the person’s home, school, or community. The services assess members 
to identify behavioral health and substance abuse issues, and create a plan to address these issues. When compared 
to other New England states, Maine is an outlier in reimbursement for behavioral health services. For example, 
Individual Therapy performed by a psychologist is reimbursed $88.00 per hour in Maine, compared to $74.94 per 
hour in Massachusetts and $72.00 per hour in New Hampshire.  Similarly, Group Therapy in a mental health agency 
is reimbursed $21 per hour per client compared to $16.74 per hour per client in Massachusetts, $10.28 per session 
per client in Vermont, and $10.65 per session per client in New Hampshire.  These are just a couple of examples of 
the differential between reimbursement rates in Maine and our New England neighbors.   
 
Like other initiatives in this budget, this proposal will bring Maine’s reimbursement rates closer to other New 
England states, further enhancing our commitment to control spending while still providing crucial services to 
Maine’s most vulnerable.  
 
Lines 505-506. CA7134 is the HUM-side of CA1134 which is included above in lines 503-504. 

 
Lines 507-517. CA7050:  Initiative submitted through Bureau of Budget.  DHHS provided no testimony. 

Lines 518-536. Pages 261, 263, 273, 282, 284, 288, 324, 338, 346, C-A- 7006 (0147, 0148, 0705, 0732, 0844, 
0987, Z006, 0978) OMS Funding adjustment General Fund: FY ‘16 $2,010,473; FY ‘17 $2,010,473 – Other 
Special Revenue:  FY ‘16 ($2,010,473); FY ‘17 ($2,010,473) 
This initiative adjusts funding to align appropriations and allocations based on the report of the Revenue 
Forecasting Committee. The Revenue Forecasting Committee recognizes changes in the anticipated revenue 
collection for the Service Provider Tax, Health Care Provider Tax and Hospital Tax. This initiative adjusts the Other 
Special Revenue Funds allocations to align with the Committee's recommendations and adjusts the General Fund 
appropriations to offset the differences. 
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Line 665: Part CCC 

Sec. CCC-1.  PL 2007, c. 240, Pt. X, §2, as amended by PL 2013, c. 368, Pt. VVV, §1, is further amended 

to read: 

Sec. X-2. Transfer of funds. Notwithstanding the Maine Revised Statutes, Title 5, section 1585 or any other 

provision of law, until June 30, 2015 2017, available balances of appropriations in MaineCare General Fund 

accounts may be transferred between accounts by financial order upon the recommendation of the State Budget 

Officer and approval of the Governor. 

SUMMARY 

PART CCC 

 

This part authorizes the Department of Health and Human Services to transfer funds between the General Fund 

accounts of the MaineCare related appropriations for the 2016-2017 biennium. 

 

HOSPITALS 

Lines 481-482 Page 339, C-A- 7021 (0147) OMS Reduce funding General Fund: FY ‘16 ($1,157,315); FY ‘17 
($1,534,864) – Federal: FY ‘16 ($1,926,392); FY ‘17 ($2,576,746) 
Historically, Maine Emergency Department (ED) use has exceeded the national average. The per capita use rates of 
hospital EDs have been higher among enrollees in the MaineCare program than among privately insured Maine 
residents.  In addition, ED use for non-emergent conditions that should be addressed by a primary care provider 
(such as ear infections, headaches, and diaper rash) has risen. Maine spent over $8 million in SFY ‘14 alone on 
emergency room visits for symptoms and diagnoses that would best be treated in a primary care provider’s office 
(for example; diaper rash, headaches and ear infections).   

According to a July 2006 study by the Rutgers Center for State Health Policy, one third of admissions through the ED 
are for typically preventable conditions when patients have access to timely and effective primary care. Such 
conditions include ear infections and asthma, among others.  
 
This is clearly a national issue, as well as one that impacts Maine and our Medicaid payments. As many of you know, 
the Department is committed to encouraging individuals to use primary care as an access point for care delivery 
rather than the ED where resources are taken away from true emergency situations. The ED is also more costly. 
 
Over the past few years, we have worked with MaineCare members who are the highest ED utilizers to help them 
attain or improve relationships with primary care providers, and also educate them on appropriate vs. 
inappropriate use of the ED. This has been a multi-faceted effort, intended to ensure our members are receiving the 
right care at the right time in the correct setting, and also to control Medicaid spending.  
 
The ED collaborative project started as a pilot with MaineGeneral to target inappropriate utilization of the 
Emergency Department, specifically targeting members with multiple ED visits in a 3 month period.  Since this 
initial pilot in 2011, we have expanded to all hospitals across the state providing facilitation support where there 
are already ED resources or stepping in with our own care management nurses to work with these  
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individuals.  Since its inception, we have worked with over 1,700 MaineCare members and have saved over $9 
million.  This initiative is the foundation of healthcare transformation in the MaineCare program as it shows how 
intervention, communication, and access to a primary care provider can change health outcomes.  In the coming 
months, we intend to expand this program to focus on individuals that have mental health and behavioral health 
diagnoses as a high percentage of our over utilizers have a primary or secondary diagnosis of mental/behavioral 
health.   
 
As such, this initiative would reimburse hospital providers the same rates as that of a primary care visit for non-
emergent visits to the ED, further enhancing our efforts toward appropriate utilization of the ED.  
 

Lines 483-484. Page 337, C-A- 1125 (0147) OMS Funding reduction General Fund:  FY ‘16 ($2,554,756); FY 
‘17 ($2,541,142) – Federal: FY ‘16 ($4,252,481); FY ‘17 ($4,266,095) 
Maine’s Critical Access Hospital (CAH) reimbursement is the highest in the nation.  As many of you are aware, CAHs 
are not reimbursed on a pay as you go methodology, but are paid a weekly set amount (known as a Prospective 
Interim Payments – PIP) and are cost settled at the end of each year at 109% of costs.  Currently, the PIP payments 
paid to hospitals total approximately $105 million before any additional cost settlement occurs.  This 
reimbursement is higher than Medicare, which is 101% of costs and all other states that are at 101% or below.  As 
we look across the nation at areas where we are out of alignment, this clearly stands out.  This proposal seeks to 
align reimbursement consistent with Medicare at 101% of costs.  Currently of the 39 hospitals located in Maine, 16 
of them have achieved CAH designation.  CAHs are intended to be limited service hospitals, with no more than 25 
beds and individual patient stays limited to 96 hours. 

Lines 485-486. Page 336, C-A- 1116 (0147) OMS Funding reduction General Fund:  FY ‘16 ($4,370,309); FY 
‘17 ($4,347,020) – Federal:  FY ’16 ($7,274,533); FY ‘17 ($7,297,823) 
As the Medicaid program has become more fiscally sound and we are not constantly in a state of fiscal crisis, we 
have spent some time reviewing the current reimbursement policies for hospital compensated and non-hospital 
compensated physicians. 
 
Under the current reimbursement structure, a physician who provides services at a non-hospital compensated 
practice receives a single payment, which is billed on a form known as the CMS 1500. This reimburses for the 
physician’s time and effort (i.e. “professional services”), as well as a portion of the practice’s overhead costs, such as 
staff, utilities, rent, the capital costs of equipment.  
 
Physicians providing services at a hospital-compensated practice, such as a hospital campus or at a practice owned 
by a hospital, receive a split payment. Their professional service is billed on the CMS 1500, while the overhead is 
billed separately on a form known as a UB04.   
 
Under this methodology, the CMS 1500 rate for a service provided in a hospital is less than the rate paid for the 
same service provided in a private practice because the hospital receives a separate payment which is billed on a 
UB04 claim form to cover their overhead. Therefore, the total payment for services is higher for a hospital 
compensated than a non-hospital compensated practice. 
 
There is an additional factor contributing to this discrepancy as well. At the end of each year, MaineCare settles the 
cost difference between the total professional services reimbursement payments over the course of the year, and a 
fixed percentage of the hospital’s cost of employing those physicians. That settlement amount results in MaineCare 
having a greater differential in what it pays for services provided in a hospital compensated versus a non-hospital 
compensated practice. 
 
As a result of this review, the Department has determined that changes must be made to physician reimbursement 
methodology to allow for parity between the rates paid to hospital-compensated and non-hospital compensated 
physicians when providing the same services.  
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Lines 487-488. Page 337, C-A- 1124 (0147) OMS Funding reduction General Fund: FY ‘16 ($824,002); FY ‘17 
($819,611) – Federal:  FY ‘16 ($1,371,580); FY ‘17 ($1,375,971) 
Today, hospital-based providers bill under Section 45 (Hospital Services) of the MaineCare Benefits Manual and are 
reimbursed both a professional fee, as well as an additional facility fee when they provide mental and behavioral 
health services. In addition to these two components, hospital-based providers are cost settled at the end of each 
year, further increasing the reimbursement discrepancy.  This reimbursement is similar to that of the initiative 
intended to create parity in reimbursement between community physicians and hospital-based physicians.   
Because of this discrepancy, the Department’s budget proposed to equalize the rates paid between community and 
hospital-based mental and behavioral health service providers by requiring that all providers bill under Section 65 
(Behavioral Health Services) of the MaineCare Benefits Manual and receive the same rate of reimbursement.  
 
According to the 2011 Deloitte analysis (commissioned by the Department at the request of the Legislature) 
MaineCare Behavioral Health Outpatient Study: Comparing Services and Associated Costs in Hospital and Non-
Hospital-Affiliated Clinics, hospital-affiliated payments appear to be approximately 25-30% higher than those for 
non-hospital-affiliated. Many of the cost differentiators do not definitively suggest that there should be a difference 
in providers’ reimbursement across settings. 

Not only do hospital-affiliated clinics and non-hospital-affiliated clinics share similar geographical challenges, but 
clients receiving care in a non-hospital-affiliated setting have similar levels of acuity as clients in a hospital-affiliated 
setting.  
 

Line 670: PART HHH 

Sec. HHH-1. 22 MRSA §1714-D, as enacted by PL 2011, c. 687, §9 is amended to read: 

§1714-D. Critical access hospital reimbursement  

Beginning April 1, 2012 July 1, 2015, the department shall reimburse licensed critical access hospitals at 

109 101% of MaineCare allowable costs for both inpatient and outpatient services provided to patients covered 

by the MaineCare program. Of the total allocated from hospital tax revenues under Title 36, chapter 375, 

$1,000,000 in state and federal funds must be distributed annually among critical access hospitals for staff 

enhancement payments.  

SUMMARY 

PART HHH 

This Part authorizes the Department of Health and Human Services to change the rate of reimbursement for 

critical access hospitals. 

Substance Abuse: Pages 635-646 

Lines 635-646:  Baseline 

Line 647. Page 287, C-A-15 (0679) SAMHS-Office of Substance Abuse -Establish New Position for Tobacco 
Enforcement Coordinator -- Block Grants FY ‘16 $77,331; FY ‘17 $79,477 
This initiative continues one (1) limited-period Education Specialist I position through June 10, 2017, and provides 
funding for the related All Other. This position was previously authorized to continue in Public Law 2013, chapter 
368.   
 
The incumbent filling this position is Maine's Synar (Tobacco Enforcement) Coordinator, which is a mandated 
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position within the federal Substance Abuse Block Grant (SAPTBG).  This position collaborates with other state 
agencies to ensure compliance with the federal funding requirements, such as tobacco enforcement and federal 
reporting.  This position works with coalitions and other key stakeholders in Maine on substance abuse assessment, 
prevention, and intervention initiatives. The Education Specialist I expands SAMHS work with other offices within 
state government to align and integrate services and this position is written into grant proposals that SAMHS 
currently implements.  

 
 
Line 648-651. C-A- 7012 (0100, 0105, 0120, 0122, 0139, 0142, 0146, 0196, 0679, 0700, Z037, Z038, Z040, 
Z043, 0452, 0143, 0728, Z036, 0489, 0497, 0129) OFI, RPC, DDPC, OADS, OCFS, COMM, OFI, SAMHS, CDC, 
DLRS, OMSA Provide funding General Fund:  FY ‘16 $725,704; FY ‘17 $730,699 – Federal:  FY ‘16 $16,870; FY 
‘17 $16,870 – Other Special Revenue:  FY ‘16 $416,817; FY ‘17 $402,402 -- Block Grants: FY ‘16 $1,964; FY ‘17 
$1,964 – ARRA: FY ‘16 $26,330; FY ‘17 $26,330 
This initiative provides funding to address the increased costs associated with the rate changes from the Office of 
Information Technology. The Department has been able to absorb most of the costs for the technology budget, but 
the rate increases from the Office of Information Technology have created an unmet need. 
 

Lines 652-653. Page 286, C-A-8–(0679) – SAMHS-Office of Substance Abuse- Increase in Substance Abuse 
Federal Expend. Allotment Request – Federal: FY ‘16 $1,235,000; FY ‘17 $1,235,000 
This initiative requests an increase to the baseline budget to match the federal grant dollars available.  The baseline 
budget is significantly less than the federal dollars that are available for services annually. This increase will allow 
agreements to be encumbered timely without the need for a large financial order at the beginning of each state fiscal 
year. 

Line 660: PART XX 

Sec. XX-1. 34-B MRSA §3011 is enacted to read:  

§3011. Bridging Rental Assistance Program 

The Bridging Rental Assistance Program (BRAP) is established within the department as a 
transitional housing voucher program designed to assist persons with mental illness for up to 24 months 
or until they are awarded a Section 8 Housing Choice Voucher, or alternative housing placement. 

SUMMARY 

PART XX 

This Part establishes the Bridging Rental Assistance Program in the Department of Health and Human Services 
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March 11, 2015 
 
 
To: Senator James M. Hamper, Chair 
 Representative Margaret R. Rotundo, Chair 
 Members of the Joint Standing Committee on Appropriations and Financial Affairs  
 
 Senator Eric L. Brakey, Chair 
 Representative Drew Gattine, Chair 
 Members of the Joint Standing Committee on Health and Human Services 
 
From: Mary C. Mayhew, Commissioner, Department of Health and Human Services 
 
Re: DHHS response to questions from the Public Hearings the week of March 

2nd regarding MaineCare initiatives (including Methadone, Section 28 and 
65 – both adults and children, but does not include MSP, DEL,PNMI or 
nursing facilities), hospitals (not including RPC or DDPC), substance abuse. 

 
Medication Management/ Section 65 and 28 
 
1. Have we done any recent reviews/audits related to services billed under medication 

management? 
 

Response:  Program Integrity has not audited specifically on medication management 
services, however we have reviewed the services as part of broader reviews.  

 
2. Is there capacity in the system to continue to provide medication management 

services for Medicaid recipients if the rates are reduced? 
 

Response:  This initiative is designed to align the rate of reimbursement for 15 minute 
increments of service delivered consistent with physician reimbursement under 
Section 90 (Physician Services) of the MaineCare Benefits Manual.  We believe that 
with the current providers under Section 90 and Section 65 (Behavioral Health 
Services), there is adequate capacity in the system.   
 

3. Will any community based service providers have to close if this passes and what will 
happen to access in the communities if closures occur? 

 
Response:  The Department is not in a position to determine business decisions that 
providers will make in regards to changes in reimbursement. 
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4. Have there been recent changes to rates for Section 65 and 28 services? 
 

Response:  Changes since 2010 include: 
 
Section 65 
2010:  Repeal of Section 41 Day Treatment and Incorporation into Section 65.  Schools 
added as provider type. 
2010:  2% reduction in Children’s Home and Community Based Treatment and 
collateral contacts and a 10% reduction in Family Psychoeducation Treatment 
Program Services, Neurobehavioral Status exam, Psychological testing, and Opioid 
Treatment. 
2011:  Adopt a modifier for ACT-HA; correct (increase) rates for collateral services for 
children’s home and community based treatment; adopt group procedure codes for 
day treatment add modifier to crisis services. 
2012:  Methadone reduction from $72 to $60 per week; increase rates for community 
support services- family therapy and collateral services-family therapy. 
2013:  5% rate reduction; restored in subsequent rulemaking same year 

 
Section 28 
2010:  Add new category of members to section 28 – kids 0-3; add schools as provider 
type; add requirement for BHP certification; 2% overall date reduction. 
2011:  Corrected rate for specialized services. 
 

5. Is there a wait list for Section 65 and 28 services? 
 

Response:  DHHS does not maintain a waitlist for these services but we do track 
unmet needs for medication management in Section 65.  As per our recently 
published quarterly report for period ending December 31, 2014 there were 605 
persons identified on the unmet needs list.  We are currently conducting quality 
assurance reviews on this unmet needs list to independently verify those needs and 
will publish them in the next quarterly report. 
 

Methadone 
 
6. Is there adequate capacity in the Primary Care system to absorb additional Suboxone 

patients, and will accessibility remain available? 
 

Response:  Based on data in the Prescription Monitoring Program (PMP), in 2014 
there were 564 physicians who wrote at least one prescription for suboxone.  In 
contrast there are only 11 Methadone Treatment Centers across the state serving our 
members.  Members have to travel excessive distances in some instances to receive 
treatment – and this occurs on a daily basis.  Based on the number of prescribers 
(564) that wrote prescriptions for suboxone last year alone, we believe that members 
will have increased access to service in locations much closer to their homes. 
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7. How did we arrive at the 80% and what will happen to the other 20%? 
 

Response:  Providers submitted prior authorization requests to extend treatment 
beyond the new two year limit on Methadone for approximately 77% of current 
Methadone users.  Based on the rate of prior authorization requests, the Department 
anticipates a similar number of individuals seeking to transition from Methadone to 
Suboxone.  We will be working with each Methadone patient to ensure a transition 
plan is established and followed.  Those who transition to Suboxone will be managed 
through a medically appropriate planned taper to a dose where a safe switch between 
medications can occur. 
 

8. How many of the Methadone patients have been in auto accidents recently, and have 
others been injured?  Particularly as a result of using Methadone? 

 
Response:  The Department does not track this information specifically, but we are 
aware of at least two high profile fatalities in recent months in which Methadone use 
was a contributing factor. 

 
9. Where are the providers who are now prescribing Suboxone located? 

 
Response:  The map provided below shows the distribution of Methadone and 
Suboxone providers across the State. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Red tab = Listed Suboxone provider or 
treatment program   
   
Blue tab = Methadone Clinic 
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10. Are the PCP’s prescribing Suboxone going to provide therapy services? 
 

Response:  The prescribing model for Suboxone is different than that of Methadone.  
With Suboxone treatment we have emphasized the focus of care management through 
an integrated medical and behavioral health strategy.  We currently require a prior 
authorization for this service and as a condition of the prior authorization the patient 
must be engaged in an addiction treatment program.  At the core of this proposal is 
the intent to provide greater opportunity for individuals with an opiate addiction to 
return to as normal of a lifestyle as possible. 

 
Hospitals 
 
11. Please provide the report the Commissioner mentioned providing to AFA regarding 

physician pay parity. 
 

Response:   
 See Attachment 1 for Part MMMM report. 
 The Out Patient Behavioral Health Study from Deloitte (Attachment 2) will be 

forwarded under separate cover. 
 
12. What is the hospital cost settlement process and how does it work? 
 

Response:  Cost reports are filed with Maine within 5 months of the facility’s year end.  
State of Maine has one year to review and issue an interim settlement.  They are based 
on claims processed for MaineCare services in MIHMS.  These claims are aggregated 
by date of service based on the hospital year. Acute Care hospitals are cost settled for 
capital and medical education based on the cost reported on the cost report.  The 
capital and medical education portion of the DRG payment is used as an offset to these 
costs. Hospital based physicians are paid on a fee for service basis and then cost 
settled based the cost report. Final cost settlement is dependent on cost data from the 
Medicare Final Cost Report. 

 
13. Have the Health Home programs been able to reduce the number of ED visits? 
 

Response:  The Stage A Health Homes Initiative is designed to reduce inappropriate 
utilization of the Emergency Department, reduce avoidable inpatient admissions as 
well as focus on reducing overall costs in the healthcare system.  Through the targeted 
efforts of primary care providers, specifically focused on individuals with multiple 
chronic conditions, MaineCare has seen a reduction of the costs for enrolled health 
home members as indicated in the graph below.  In addition, there has also been a 
reduction in Emergency Department utilization attributed to the work of primary care 
providers’ intervention.  Providers are receiving information about the attributed 
health home members in regards to their ED, admission and discharge utilization 
which allows appropriate follow up by primary care providers for adherence to 
discharge plans and education to members regarding appropriate use of the ED. 
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14. Please provide the annual report for SIM Grant. 

 
Response:  Please see Attachment 3 

 
15. Did we set targets and goals for the Stage A and B health home programs? 
 

Response:  Yes, for Stage A, we had targeted that we would have 50,000 members 
enrolled.  We are currently on target.  For Stage B, we had targeted enrolling 5,000 
members.  We are currently at approximately 1,800 members being served.  We are 
continually working with providers on how to address model concerns (specifically 
rates of reimbursement) with the Stage B health homes as well as working with 
providers to increase the number of members served. 
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16. What is the total number of primary care providers in the State and how many accept 
Medicaid? 

 
Response:  There are approximately 6,200 providers in the State. Of the 6,200, there 
are approximately 3,200 enrolled Medicaid primary care providers. It is impossible 
for the Department to identify how many of those providers may have chosen to no 
longer accept Medicaid patients.  

 
17. How does a hospital get CAH status? 
 

Response:  Information on this question can be found at 
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/downloads/CritAccessHospfctsht.pdf. 

 
18. How does Primary Care Case Management (PCCM) fit into the bigger picture of the 

Department’s plans? 
 

Response:  The Department is currently looking at PCCM as it relates to our value-
based purchasing (VPB) initiatives and plan on moving forward. 

 
 
 

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/CritAccessHospfctsht.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/CritAccessHospfctsht.pdf
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EXECUTIVE SUMMARY 

 

In Maine, behavioral health outpatient services can be accessed through both hospital-affiliated clinics 

and non-hospital-affiliated clinics.  MaineCare currently utilizes two different payment systems which 

apply different reimbursement methodologies to hospital-affiliated clinics versus non-hospital-affiliated 

clinics for similar services.  In recent months, some non-hospital-affiliated clinics have merged with 

hospital-affiliated clinics.  This trend may be partially driven by the difference in MaineCare 

reimbursement methodologies for behavioral health outpatient services. 

 

As a result, the Maine Legislature tasked the Department of Health and Human Services (DHHS) with 

performing a study (outlined in Section PPPP-1) to compare the differences in outpatient behavioral 

health services provided in hospital-affiliated behavioral health clinics and non-hospital-affiliated 

behavioral health clinics.   

 

For the sake of comparability between hospital-affiliated settings and non-hospital-affiliated settings, the 

scope of this study was limited to a particular subset of behavioral health services.  The chosen services 

included: Outpatient Services, Outpatient Therapy, Family Psychoeducational Treatment, Medication 

Management Services, and Psychological Testing.   

 

The Provider Work Group identified twelve possible cost differentiators through their responses and 

during the first Provider Work Group meeting.  Based upon all information received, each of the twelve 

possible cost differentiators was allocated into the following categories: Data Supported Cost 

Differentiators, Not Cost Differentiators, Not Required Under MaineCare, and Insufficient Data.  

 

The accumulation of research, data analysis, Provider Work Group feedback sessions, and discussions 

with the DHHS Work Group Committee and Executive Leadership Team (ELT) resulted in the following 

preliminary observations: 

 

Cost Differentiators  

 Hospital-affiliated payments appear to be approximately 25%-30% higher than non-hospital-

affiliated, based on the data analysis  

 A number of the initially identified cost differentiators do not definitively suggest that there 

should be a difference in provider’s reimbursement across settings 

 

Quality Programs & Metrics  

 While each clinic has unique programs and may use different tools, the majority of responding 

providers are measuring the same key metrics across settings 

 

Services Offered by Setting  

 Related to the behavioral health outpatient services included in the scope of this study, service 

delivery may vary by setting, but there does not appear to be any unique services offered in one 

setting and not the other 

 

Upon completion of the study’s analysis, two separate recommendation brainstorming sessions were 

conducted – one with the ELT and one with the Provider Work Group.  Several potential 

recommendations were identified, ranging from the short-term to the long-term time horizons. 

 

The changing landscape related to managed care, healthcare reform, and the ambulatory payment 

classification system will need to be monitored and considered before any policy decisions can be made.  
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INTRODUCTION 

 

Behavioral health conditions touch many individuals – those who are afflicted, their families, and the 

community at large.  In Maine, behavioral health outpatient services can be accessed through both 

hospital-affiliated clinics as well as non-hospital-affiliated clinics. 

 

There is tremendous need in every state for behavioral health services and for effective policy decisions 

that support these services.  These policy decisions will have broad implications and will impact a variety 

of stakeholders with competing interests.  This report is intended to equip the Maine Legislature with the 

knowledge necessary to make informed policy decisions with respect to MaineCare’s reimbursement 

methodology for behavioral health outpatient services. 

 

Overview of the Study 

 

In recent months, the behavioral health provider community in Maine has experienced an interesting 

phenomenon of some non-hospital-affiliated clinics merging with hospital-affiliated clinics.  This trend 

may be partially driven by the difference in MaineCare reimbursement methodologies for behavioral 

health outpatient services.  MaineCare currently utilizes two different payment systems which apply 

different reimbursement methodologies to hospital-affiliated clinics versus non-hospital-affiliated clinics 

for similar services. 

 

To provide insight into the different reimbursement methodologies and their impacts, the Maine 

Legislature tasked the Department of Health and Human Services (DHHS) with performing a study to 

compare the differences in outpatient behavioral health services provided in hospital-affiliated behavioral 

health clinics and non-hospital-affiliated behavioral health clinics.  The study’s major areas of focus, as 

outlined in Section PPPP-1, are as follows: 

 

1. Current Services: A description of outpatient mental health and substance abuse services that 

are reimbursable under MaineCare rules 

2. Difference in Services: A description of outpatient mental health and substance abuse services 

provided by hospitals, specifically identifying how they differ from the services provided by non-

hospital providers as described in department rule 

3. Difference in Reimbursement Rates: A description of current payment systems and rates, 

including but not limited to claims data for hospital and non-hospital providers of outpatient 

mental health and substance abuse services 

4. Difference in Relative Costs: An evaluation of the relative costs associated with the delivery of 

these services in the hospital outpatient setting versus non-hospital outpatient settings 

5. Quality: A description of outcomes and quality of the services delivered in hospital versus non-

hospital settings   

6. Ambulatory Payment Classification: A description of how payment systems and rates for 

outpatient mental health and substance abuse services provided by hospitals will change if the 

hospitals are reimbursed via ambulatory payment classifications rather than as state plan services 

7. Administrative Costs: A description of administrative costs incurred by hospital and non-

hospital providers of outpatient mental health and substance abuse services 

8. Difference in Requirements: A description of the differences between each setting concerning 

regulatory, licensing, and accreditation requirements 
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9. Payer-Mix: A description of the payer-mix in both settings 

10. Access: A description of the types of services provided, programmatic scope in each setting, and 

availability of services across all payers in each setting 

 

Stakeholder Roles and Responsibilities   

 

Maine’s behavioral health system impacts many stakeholders who play unique roles with varying 

priorities and often competing interests.  However, all stakeholders must work together to coordinate the 

financing, regulation, and delivery of behavioral health services.  The success of this study was dependent 

upon the participation and collaborative efforts of the following stakeholders: 

 

 Maine Legislature – The Legislature mandated this study via Section PPPP-1, as referenced 

above.  The Legislature will rely upon the findings of this study to support policy decisions that 

are consistent with the Governor's goal to create a system of health and human services where 

access to services is easier, care is coordinated, and costs are contained. 

 

 DHHS Executive Leadership Team (ELT) – Provided oversight and offered guidance 

throughout the study to ensure the completion of the study and objectivity of the observations.  

The ELT developed potential recommendations based upon the study’s findings. 

 

Figure 1.1 Members of the DHHS Executive Leadership Team 

Brenda Harvey Commissioner 

Muriel Littlefield Deputy Commissioner, Integrated Services 

Geoffrey Green Deputy Commissioner, Operations and Benefits Administration 

Russell Begin Deputy Commissioner, Financial Management Services 

 

 DHHS Work Group Committee – Collaborated in the refinement and precision of the study’s 

analysis.  The committee members provided data and insights based upon their deep 

understanding of the MaineCare program, and acted as sounding boards through an iterative 

feedback process.  

 

Figure 1.2 Participants of the DHHS Work Group Committee 

Muriel Littlefield Deputy Commissioner, Integrated Services 

Donald Chamberlain Adult Mental Health Services 

Guy Cousins Office of Substance Abuse 

Jim Beougher Office of Child and Family Services 

Patty Dushuttle Office of MaineCare Services 

Herb Downs Division of Audit 

 

 Provider Work Group – Consisted of representatives from both hospital-affiliated and non-

hospital-affiliated clinics.  The Provider Work Group supplied pertinent information that was 

relied upon in the study, offered insights and feedback into the study’s objective, and developed 

potential recommendations.  Competing interests were recognized, as a potential change in the 

reimbursement methodology would have a direct financial impact on the hospital-affiliated and 

non-hospital-affiliated clinics’ behavioral health programs.  
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Figure 1.3 Participants of the Provider Work Group 

Acadia Hospital Maine Hospital Association 

Aroostook Mental Health Mercy Hospital 

NAMI Maine St. Mary’s Hospital 

Maine Mental Health Partners MaineGeneral Hospital 

Maine Association of Substance Abuse 

Programs 

Mayo Regional Hospital 

Mid Coast Hospital Sweetser 

Charlotte White Center Youth Alternatives Ingraham  

Behavioral Health Community 

Collaborative  

 

 

 Clients who receive behavioral health services and their families – Although not actively 

engaged in the study, the client’s ability to access a comprehensive level of services was 

considered and incorporated throughout the potential recommendation process. 

 

STUDY METHODOLOGY 

 

Approach 

 

The findings of this study represent a synthesis of the results achieved through: research, data analysis, 

Provider Work Group feedback sessions, and discussions with the DHHS Work Group Committee and 

ELT to understand the current landscape of behavioral health outpatient services in both hospital-

affiliated and non-hospital-affiliated clinics.  An iterative process was used to gather the information to 

support the analysis, to refine the study observations, to incorporate insights and feedback, and to validate 

findings.  The study relied heavily upon the inputs from the stakeholder group in order to provide insight 

into MaineCare behavioral health services from an array of perspectives. 

 

The approach was segmented into five tasks including: select Provider Work Group participants, collect 

data, conduct analysis, identify preliminary observations, and present study findings. 

 

Task 1: Identify Provider Work Group Participants 
 

Participants of the Provider Work Group were identified by the ELT to form a representative sample of 

both hospital-affiliated and non-hospital-affiliated clinics throughout the state. It was critical to balance 

insights from both care settings, as the study’s analysis relied significantly upon input from the Provider 

Work Group. 

 

Task 2: Data Collection 

 

Information provided by various stakeholders formed the basis of the study’s analysis.  This data was 

used to develop observations and support the potential recommendations.  Information was gathered from 

the following sources: 

 

 DHHS Work Group Committee - provided information on the delivery of MaineCare’s 

behavioral health services, and claims data for MaineCare clients who received behavioral health 

services in calendar year 2009 

 Provider Work Group - provided quantitative and qualitative information on their specific 

organizations’ behavioral health services 
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 APS HealthCare (APS) -  provided prior authorization data based on the number of MaineCare 

clients who were authorized by APS to receive behavioral health services in calendar year 2009 

under Sections: 13, 17, 45, 65 and 97  

 External research - provided background knowledge and information regarding behavioral health 

policies and regulations. 

 

Upon identification of the Provider Work Group, a representative from each organization was sent an 

information request.  Providers were specifically asked to provide: 

 

 Primary reasons as to why the cost for an outpatient behavioral health service type may differ 

among care settings 

 Perceived differences in the availability, effectiveness, and quality of services provided in an 

outpatient hospital setting vs. a community-based setting 

 Outpatient behavioral health claims data 

 Description of the organization’s administrative costs 

 Support for the organization’s outpatient services that would warrant unique reimbursements 

 

A copy of the original information request is included in Appendix A.   

 

Task 3: Analysis Validation and Refinement 

 

A listing of initial cost differentiators and observations was identified through analysis of the initial data 

received and discussions with the stakeholder group.  The first of two Provider Work Group meetings 

were conducted to introduce the stakeholders, provide background information, and to discuss and 

validate the drivers of cost differentials.  

 

Following the first Provider Work Group meeting, further analysis and research was performed in order to 

refine the cost comparisons, identify additional cost differentiators, and incorporate provider feedback. 

Based on the Provider Work Group’s comments, a second information request was distributed which 

included information pertaining to the following items: 

 

 Payer-mix (by Medicare, MaineCare, Private Insurance, Other) for state fiscal year 2009 

 Confirmation of the items included in “Administrative Costs”  

o For hospital-affiliated clinics, data from the applicable General & Administrative section 

of the most recent CMS cost report and the percentage of those costs that are applicable 

to the behavioral health outpatient clinic specifically 

o For non-hospital-affiliated clinics, data from the most recent financial statements 

 Description of “Charity Care” and the dollar amount attributable to Charity Care 

 Dollar amount attributable to “Bad Debt”  

 Description of all programs underway at the representative’s clinic related to quality, outcomes, 

and process measures. 

 

A copy of the refined information request is also included in Appendix A.  

 

Task 4: Identify Preliminary Observations 
 

The accumulation of research, interview responses, data analysis, and the Provider Work Group feedback 

resulted in a set of preliminary observations.  The Provider Work Group identified twelve possible cost 

differentiators (between hospital-affiliated and non-hospital-affiliated reimbursements) through their 
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responses as well as during the first Provider Work Group meeting.  Using the information from limited 

provider responses, each of the twelve possible cost differentiators was allocated into four categories:  

 

1. Data Supported Cost Differentiators: The study’s analysis supports a difference in 

reimbursement rates for the identified cost differentiator 

2. Not Cost Differentiators: The study’s analysis does not support a difference in reimbursement 

rates for the identified cost differentiator 

3. Not Required Under MaineCare: Policies and regulations under MaineCare do not mandate the 

inclusion of this service or provision 

4. Insufficient Data: The data gathered throughout the study is not sufficient to support an 

observation or recommendation for the identified cost differentiator 

 

Task 5: Present Study Findings 

 

Upon completion of the study’s analysis, the identified cost differentiators and observations were shared 

with both the ELT and the Provider Work Group to capture any final refinements or correct any factual 

inaccuracies, and also to brainstorm potential reimbursement adjustment recommendations.  

 

Analysis Limitations & Data Caveats 

 

The study encountered a variety of limitations with the information provided from each of the data 

sources.  The following analysis limitations and data caveats are noted: 

 

 Availability of Data: The study was limited to data provided by the following sources: 

 

o Provider Work Group Response Rate: Due to varying degrees of participation from 

the Provider Work Group, limited Provider Work Group responses were relied upon to 

support the study’s observations. 

 

o MaineCare Services Data: Data analysts employed in the DHHS MaineCare Services 

department provided a data feed that captured MaineCare clients who received behavioral 

health services in calendar year 2009.  The following criteria was used for the data pull: 

 Acute Care Hospitals: Data included Spring Harbor and Acadia acute care hospitals 

 Pediatric Centers: Data reflecting claims from Spurwink Center and the Pediatric 

Clinic of Waterville were excluded from the study 

 Excluded Services: Any claim lines related to an Intensive Outpatient, ACT, or 

Partial Hospitalization visit were excluded from the study 

 Hospital-Affiliated Clinics: Data included Hospital-Based Services, Hospital-Based 

Psychiatrist Services, and Private Psych Hospitals 

 Paid Amount: Data reflected the hospital “adjustment amount” which included the 

actual payment amount plus an estimated amount based on a percent of the allowed 

amount.  This payment reflected a payment without the PIP/Settlement arrangement 

 Definition of a Visit: Data reflected a claim line which may have had multiple billed 

units incurred during one visit 

 Geographic Distribution: The geographic analysis contained duplicate clients since 

the same client may have received services in multiple districts 

 



Comparing Services and Associated Costs in Hospital and Non-Hospital-Affiliated Clinics 

Department of Health and Human Services 

V1 rev. January 15, 2011                                                                8 

o Prior Authorization Data: Prior authorization data captured by APS HealthCare was 

used to provide a data feed of the number of MaineCare clients authorized by APS to 

receive behavioral health related services under Sections: 13, 17, 45, 65 and 97 during 

calendar year 2009.  

 Serious Mental Illness (SMI) clients: DHHS used a proxy of services to classify 

MaineCare clients as “seriously mentally ill” if that individual had been authorized 

for any of the following services: Section 17 Community Support Services: 

procedure codes H2012, H2014, H2015, H2017, H2018, H2019, H0023, H2025, 

H0040; and Section 97 Adult Services: procedure codes 100-219, H0019, H0020. 

The analysis resulted in 4,314 SMI clients from hospital-affiliated clinics and 11,536 

SMI clients from non-hospital-affiliated clinics.  

 

 Reliability of Data: The study relied upon data from various sources with varying degrees of 

credibility and consistency, due to different data reporting methods and control practices.  The 

data relied upon in the study was not audited.  Where possible, reasonability checks were 

performed on the data to ensure appropriateness. 

 

 Insufficient Data: As detailed later in this report, the Practitioner Mix analysis reflected 

MaineCare clients who received behavioral health services in calendar year 2009, by practitioner 

specialty (based on the aforementioned data provided by MaineCare Services).  Data limitations 

did not allow insight into the mix of hospital-affiliated Outpatient Psych and General OP 

practitioners, and thus a conclusion could not be drawn. 

 

 Covered Revenue and Procedure Codes: The study identified pertinent Revenue Codes, CPT 

(Current Procedural Terminology) Codes, and HCPCS (Healthcare Common Procedure Coding 

System) Codes commonly utilized when coding for outpatient services provided under 

MaineCare. 

 

 Comparison by Procedure Code: Due to limitations with the MaineCare data, a comparison of 

specific services by setting (derived from a crosswalk of Revenue Code to CPT Code) was not 

possible. 

 

CURRENT STATE ANALYSIS 

 

Services Reimbursable Under MaineCare 

 

For the sake of comparability between hospital-affiliated settings and non-hospital-affiliated settings, it 

was identified at the outset of this study that the scope would be limited to a particular subset of 

behavioral health services.  The chosen services included: Outpatient Services, Outpatient Therapy, 

Family Psychoeducational Treatment, Medication Management Services, and Psychological Testing.  

Appendix C contains the full listing of codes (Revenue, CPT, and HCPCS) that represent these particular 

services.  Per Section 65 of the MaineCare Benefits Manual, the definitions of these services state: 

 

 Outpatient Services: Comprehensive Assessment, counseling, and therapeutic medically-

necessary services provided to members to improve functioning, address symptoms, relieve 

excess stress, and promote positive orientation and growth.  Services are delivered through 

planned interaction involving the use of physiological, psychological, and sociological concepts, 

techniques, and processes of evaluation and intervention. 
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 Outpatient Therapy: Individual therapy, family therapy, group therapy and similar professional 

therapeutic services as part of an integrated individualized treatment plan.  Services focus on the 

developmental and emotional needs of members and their families.  

 

 Family Psychoeducational Treatment: Evidence-based practice provided in multi-family 

groups and single family sessions.  Clinical elements include engagement sessions, 

psychoeducational workshops, and on-going treatment sessions focused on solving problems that 

interfere with treatment and rehabilitation, including co-occurring mental health and substance 

abuse diagnoses. 

 

 Medication Management Services: Services directly related to the psychiatric evaluation, 

prescription, administration, education and/or monitoring of medications intended for the 

treatment and management of mental health disorders, substance abuse disorders, and/or co-

occurring disorders. 

 

 Psychological Testing: Services include clinical assessment of thinking, reasoning and judgment, 

meeting face-to-face with the member, time interpreting test results, and preparing the report of 

test results.  Services also may include testing for diagnostic purposes to determine the level of 

intellectual function, personality characteristics, and psychopathology, through the use of 

standardized test instruments or projective tests. 

 

Service Variations by Setting 

 

For the services included within this study (as referenced above), no discernable differences in the 

services provided were identified between settings.  That is not to say that unique services do not exist 

(for example, the Intensive Outpatient Program is one that is uniquely offered in the hospital setting); 

however, those unique services were not included within the scope of this study.     

 

Payment Systems and Reimbursement Rates 

 

MaineCare currently utilizes different reimbursement methodologies for hospital-affiliated providers and 

non-hospital-affiliated providers.  Hospital-affiliated clinics are reimbursed on a cost basis, meaning that 

the hospital receives a payment that is relational to the cost of the service delivered.  Non-hospital-

affiliated clinics, providing the same services, are reimbursed on a fee-for-service basis using a specific 

fee schedule.  Fee-for-service refers to a reimbursement model that reimburses for each unbundled service 

separately.  

 

Hospital-Affiliated 

 

Hospital Services are detailed in Chapter 101: Section 45 of the MaineCare Benefits Manual.  Hospitals 

are reimbursed for the outpatient services they provide on a “percentage of cost” basis.  The specific 

percentages for each type of hospital are outlined below: 

 

 Acute Care Non-Critical Access Hospitals: For these facilities, MaineCare reimburses 

outpatient services at 83.8% of cost.  Hospital-based physicians are reimbursed at various 

“percentages of cost”, dependent upon whether the service was performed in the emergency 

room.  Outpatient emergency room hospital-based physician services are reimbursed at 93.4% of 

cost.  Outpatient non-emergency room hospital-based physician services are reimbursed at 83.8% 

of cost.    
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 Acute Care Critical Access Hospitals: For these facilities, MaineCare reimburses outpatient 

services at 109% of cost.  Hospital-based physicians are reimbursed at various “percentages of 

cost”, dependent upon whether the service was performed in the emergency room.  Outpatient 

emergency room hospital-based physician services are reimbursed at 93.4% of cost.  Outpatient 

non-emergency room hospital-based physician services are reimbursed at 83.8% of cost. 

 

 Private Psychiatric Hospitals: For these facilities, MaineCare reimburses outpatient services at 

117% of cost.   

 

 State Owned Psychiatric Hospitals: For these facilities, MaineCare reimburses outpatient 

services at 100% of cost.   

 

Non-Hospital-Affiliated 

 

DHHS contracts with non-hospital-affiliated providers who meet all DHHS and MaineCare guidelines 

and contracting requirements to provide services under Section 65 and who are currently in good standing 

with DHHS.  For the services included within this study, the table below shows the current MaineCare 

reimbursement fee schedule: 

 

Figure 2.1 MaineCare Section 65 Behavioral Health Services Fee Schedule 

Service and Practitioner Level Unit Maximum 

Allowance 

Per Unit 

Outpatient Services-Comprehensive Assessment   

 Psychologist-Independent ¼ hour $22.00 

 Mental Health Agency ¼ hour $21.00 

 Mental Health Agency - Co-occurring ¼ hour $21.00 

 Mental Health Agency – Deaf & Home Based Treatment for Adults ¼ hour $30.75 

 Substance Abuse Agency ¼ hour $21.00 

 Substance Abuse Agency - Non Master’s Level LADC ¼ hour $20.00 

 Substance Abuse Agency - CADC ¼ hour $14.50 

 Independent LCSW,  LCPC, LMFT - Non Agency ¼ hour $13.75 

Outpatient Therapy-Individual/Family   

 Psychologist-Independent ¼ hour $22.00 

 Mental Health Agency ¼ hour $21.00 

 Mental Health Agency - Co-occurring ¼ hour $21.00 

 Mental Health Agency – Deaf & Home Based Treatment for adults ¼ hour $30.75 

 Substance Abuse Agency ¼ hour $21.00 

 Substance Abuse Agency - Non Master’s Level LADC ¼ hour $20.00 

 Substance Abuse Agency - CADC ¼ hour $14.50 

 Independent LCSW,  LCPC, LMFT - Non Agency ¼ hour $13.75 

Outpatient Therapy-Group   

 Psychologist-Independent ¼ hour $5.50 

 Mental Health Agency ¼ hour $5.25 

 Mental Health Agency - Co-occurring ¼ hour $5.25 

 Substance Abuse Agency ¼ hour $9.00 

 Substance Abuse Agency - Non Master’s Level LADC ¼ hour $8.50 

 Substance Abuse Agency - CADC ¼ hour $7.00 

 Independent LCSW,  LCPC, LMFT - Non Agency ¼ hour $3.44 
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Family Psychoeducation Treatment Program Services- Children’s  Monthly $82.03 

Family Psychoeducation Treatment Program Services- Adult’s  ¼ hour $10.50 

Medication Management Services ¼ hour By Report 

Psychological testing   

 Psychologist or Physician 1 hour $88.00 

 Psychological Examiner face-to-face 1 hour $55.80 

 

COST DIFFERENTIATOR ANALYSIS 

 

The Provider Work Group identified twelve possible cost differentiators through their requested responses 

and during the first Provider Work Group meeting.  Based upon all information received, each of the 

twelve possible cost differentiators was allocated into the following categories: 

 

Data Supported Cost Differentiators 

 

Payer Mix 

 

Payer mix was identified as a critical factor in determining the financial viability of hospital-affiliated and 

non-hospital-affiliated clinics.  A balanced mix of payers can provide stability in an uncertain 

environment where reimbursement rates from one payer may change.  Deriving a significant portion of 

revenue from a specific payer or a limited mix of payers can pose long-term financial stability risks. 

 

During the assessment of the payer mix, the study sought to understand the following: 

 Is there a current difference in payer mix across settings which may support a difference of rates? 

 How would a change in the reimbursement methodology impact revenue across settings given the 

current payer mix? 

 How will the current payer mix impact the financial stability across settings if patient utilization 

changes?  

 

The payer mix analysis reflects the hospital-affiliated and non-hospital-affiliated clinics’ behavioral 

health outpatient payer mix (by billed units) for state fiscal year 2009, based on a limited sample of 

responses received from the Provider Work Group.  3 responses were received from hospital-affiliated 

representatives and 7 responses were received from non-hospital-affiliated representatives. 

 

Figure 3.1 2009 Behavioral Health Payer Mix

 
Notes: 
1
Other can encompass Unbilled and Self-Pay amounts. 

 

Based on the limited sample, it appears that non-hospital-affiliated clinics derive a significant proportion 

of their revenue from MaineCare, compared to hospital-affiliated clinics which derive revenue from a 
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balanced array of payers.  Therefore, any change in the MaineCare reimbursement methodology for non-

hospital-affiliated clinics would likely have a considerable impact on the clinics’ revenue stream.   

 

Administrative Costs 

 

Both fixed and variable administrative costs can vary significantly across settings, due to a variety of 

drivers ranging from: indirect and capital costs, ownership structure, business efficiency, and the 

prioritization of maintaining the level of administrative activities required for the provision of safe, 

effective, and high-quality care. 

 

During the assessment of administrative costs, the study sought to understand the following: 

 What are the differences in administrative cost structures in hospital-affiliated behavioral health 

clinics and non-hospital-affiliated behavioral health clinics?  

 

The definition of “administrative costs” used in this study referred to all costs and expenses associated 

with administering a practice, as outlined below.  Hospital-affiliated clinics were asked to provide data 

from the General and Administrative (G&A) section of their most recent CMS cost report and to allocate 

those costs to the behavioral health outpatient clinic.  Non-hospital-affiliated clinics were asked to 

provide data from their most recent financial statements. 

 

Figure 3.2 Costs Included in the Study’s Definition of Administrative Costs 

  
 

For hospital-affiliated clinics, limited provider information suggests that their hospital-wide G&A rate is 

approximately 16%, of which approximately1% is attributable to the applicable outpatient services.  For 

non-hospital-affiliated clinics, limited provider information suggests that their G&A rate is approximately 

13%.  These figures were derived from Provider Work Group responses – 2 responses were received from 

hospital-affiliated representatives and 2 responses were received from non-hospital-affiliated 

representatives.  

 

Taxes 

 

Mandated taxes impose a financial charge to providers which increases non-medical expense liabilities.  

 

During the assessment of the tax legislation, the study sought to understand the following: 

 How do taxes impact the cost structure of hospital-affiliated behavioral health clinics and non-

hospital-affiliated behavioral health clinics?   
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The State of Maine imposes a tax on hospital-affiliated clinics in an effort to help fund the state’s share of 

the MaineCare program.  Hospital-affiliated clinics are subjected to a tax on outpatient revenue that non-

hospital-affiliated clinics are not required to pay.  The required tax is 2.23% of a hospital-affiliated 

clinic’s net patient service revenue.  However, through additional hospital payments, approximately 80% 

of this state mandated tax is returned in aggregate.  Each hospital-affiliated clinic receives a 

disproportionate amount of the supplemental payments based on membership and utilization levels. 

 

Taxes may support a difference in rates since hospital-affiliated clinics are subjected to a tax on outpatient 

revenue while non-hospital-affiliated clinics are exempt.  Under a simplified approach, the overall 

supported differential is approximately 0.45% which captures the supplemental payment mechanism 

(0.45% reflects the required tax of 2.23% applied to the 20% of a hospital-affiliated clinic’s net patient 

service revenue that is not returned). 

 

Charity Care 

 

Charity care or uncompensated care is health care that is provided for free to low income patients.  DHHS 

establishes its income eligibility guidelines for free care based on 150% of the Federal Poverty Level 

Guidelines (FPL).  The effect of providing services for free impacts the financial viability of hospital-

affiliated and non-hospital-affiliated clinics.    

 

During the assessment of charity care, the study sought to understand the following: 

 Is there a current difference in the amount of charity care provided across settings which may 

support a difference of rates? 

 Is there a requirement that providers must offer charity care? 

 

The charity care analysis reflects the hospital-affiliated and non-hospital-affiliated clinics’ behavioral 

health outpatient charity care amounts based on a limited sample of responses received from the Provider 

Work Group.  2 responses were received from hospital-affiliated representatives and 2 responses were 

received from non-hospital-affiliated representatives.  The relation to MaineCare billed charges is for 

comparison purposes only, as this was the only common denominator between provider responses. 

 

Figure 3.3 Charity Care Attributable to Applicable Behavioral Health Outpatient Services 

 
 

Relying upon limited responses, it appears that hospital-affiliated clinics provide higher proportions of 

charity care relative to their MaineCare billed charges.  Per the Free Care Guidelines outlined in Chapter 

150, “no hospital shall deny services to any Maine resident solely because of the inability of the 

individual to pay for those services”.  Non-hospital-affiliated clinics are not subject to the Free Care 

Guidelines. 
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Not Cost Differentiators 

 

Outcomes and Process Measurements 

 

Several outcome and process measurement programs or tools exist on the market for purchase by health 

care organizations.  Clinics also often have their own internal metrics that they develop and update to 

capture process and health outcome performance.  Evidence-based practice is introducing an array of new 

process measures to track the preferential behavioral health interventions given systematic empirical 

research and evidence of effectiveness.   

 

During the identification of current outcomes and process measurements, the study sought to understand 

the following: 

 Is there a current difference in programs and measurement efforts across settings which may 

support a difference of rates? 

 What is the impact of these programs on cost, access and quality across settings?  

 

The Provider Work Group was asked to describe all outcomes and process measurements in use at their 

respective clinics. 

 

Figure 3.4 Sample of Current Outcomes and Process Measurements 

 
 

While each clinic has unique programs and may use different tools, the majority of responding providers 

measure the same key metrics, regardless of whether they are hospital-affiliated or non-hospital-affiliated.  

 

Acuity 

 

Rising client acuity is an area of focus and a concern for all stakeholders of the health care system 

nationwide, as health care costs continue to rise.  

 

During the assessment of the acuity of MaineCare’s population, the study sought to understand the 

following: 

 Does the acuity of clients differ across hospital-affiliated and non-hospital-affiliated clinics? 
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For this study, an indication of acuity was derived from prior authorization data.  A proxy of services was 

used to classify MaineCare clients with serious mental illness (SMI), as outlined by DHHS.  The 

comparison of acuity was determined based on the type of prior authorization services members incurred. 

Members were classified under hospital-affiliated and non-hospital-affiliated according to where they 

utilized services. 

 

The following metrics were developed from prior authorization data housed by APS HealthCare (APS), 

based on the number of MaineCare clients authorized by APS to receive behavioral health related services 

during calendar year 2009 under Sections: 13, 17, 45, 65 and 97.  

 

Figure 3.5 2009 MaineCare Behavioral Health Top 5 Services Authorized by APS 

 
 

It appears the majority of services authorized by APS are distributed approximately evenly between 

hospital-affiliated and non-hospital-affiliated clinics.  

 

Figure 3.6 Measuring Acuity Based on the Prevalence of Serious Mental Illness
1,3

 

 
Notes: 
1
Maine DHHS uses a proxy of services to classify MaineCare Clients with serious mental illness 

including any person who has had an authorization for the following services: Section 17 Community 

Support Services: H2012, H2014, H2015, H2017, H2018, H2019, H0023, H2025, H0040 and Section 

97 Adult Services: 100-219, H0019 and H0020. 
2
The proxy was based on 4,314 SMI Clients in a hospital-affiliated clinic and 11,536 SMI Clients in a 

non-hospital-affiliated clinic.  
3
Data includes Spring Harbor and Acadia acute care hospitals 

 

Using the prevalence of serious mental illness as a proxy, it appears that clients receiving care in a non-

hospital-affiliated setting have similar levels of acuity as clients in a hospital-affiliated setting. 

 

Geography 

 

Differences in geography can impact access to care and utilization of services, which in turn can impact 

health outcomes.  Special considerations and potential cost drivers resulting from geographical 

differences include: 
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Supply of Professionals and Specialists 

 Rural clinics generally experience more of a challenge in attracting professionals and specialists 

to reside/work in rural areas.  Incentives or higher salaries are often offered in order to attract 

providers, resulting in higher fixed costs for the clinic. 

 Those clinics that do exist in rural areas (and are able to recruit behavioral health professionals) 

are still likely to be many miles from a client’s home, making access to care more burdensome 

than in an urban setting. 

 

Access to Transport 

 The availability of transport is a major factor that influences the accessibility to urban-based care 

for those who live in rural areas.  Rural clients may not seek treatment in a timely manner (due to 

access or transportation barriers) which could potentially result in an escalation of their 

behavioral health needs, likely leading to higher costs in the future. 

 To motivate providers to deliver services in rural areas, rural clinics often offer reimbursement 

for a provider’s travel time/expenses which again adds to the costs of the clinic. 

 

Access to Information 

 Access to reliable, high-quality information can lead to clients feeling engaged in their treatment 

plan and in the behavioral health community.  

 In rural areas it may be more difficult for clients to obtain information about behavioral health 

issues locally because of a lack of infrastructure.  

 

During the assessment of the geographic differences, the study sought to understand the following: 

 Do geographic differences impact the level of costs across settings?   

 

The geographic analysis reflects the distribution of MaineCare clients receiving behavioral health services 

in calendar year 2009 by district, based on data provided by MaineCare Services.  Appendix B provides a 

map of the districts. 

 

Figure 3.7 Comparison of 2009 MaineCare Behavioral Health Membership Distribution by District 

 
Notes: 
1
The identification of each district was provided by DHHS. 

2
The geographic analysis may contain duplicate clients since clients may have received services in 

multiple districts. 
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3
Data includes Spring Harbor and Acadia acute care hospitals. 

 

The majority of districts appear to demonstrate a considerable difference in the distribution of clients 

across settings.  However, both hospital-affiliated clinics and non-hospital-affiliated clinics must 

overcome similar geographical challenges. 

 

Not Required Under MaineCare 

 

Bad Debt 

 

Bad debt expense refers to amounts that are owed to a provider but have not been collected, and all 

reasonable efforts to collect the payment have been exhausted.  The effect of not receiving expected 

payments for services provided impacts the financial viability of hospital-affiliated and non-hospital-

affiliated clinics. 

 

During the assessment of bad debt, the study sought to understand the following: 

 Is there a current difference in the amount of bad debt across settings which may support a 

difference in rates? 

 Should MaineCare be responsible for subsidizing or reimbursing for costs associated with 

business operations? 

 

The bad debt analysis reflects the hospital-affiliated and non-hospital-affiliated clinics’ behavioral health 

outpatient bad debt amounts based on a limited sample of responses received from the Provider Work 

Group.  2 responses were received from hospital-affiliated representatives and 2 responses were received 

from non-hospital-affiliated representatives.  The relation to MaineCare billed charges is for comparison 

purposes only, as this was the only common denominator between provider responses. 

 

Figure 3.8 Bad Debt Attributable to Applicable Behavioral Health Outpatient Services 

 
 

Bad debt amounts relate to business operations as opposed to differences in care models, service delivery, 

or quality.  Thus, the impact of or any differences in bad debt amounts should not be considered as part of 

this study. 

 

Accreditation 

 

Third party accreditation boards can evaluate health care providers and facilities on a variety of quality, 

patient safety, and efficiency measures in order to equip all stakeholders with an independent assessment 

of how that health care organization compares to others. 

 

During the assessment of accreditation, the study sought to understand the following: 
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 Is there a current difference in accreditation costs across settings which may support a difference 

of rates? 

 Is there a requirement that clinics must be accredited? 

 

Figure 3.9 Accreditation Requirements across Settings 

 
Notes: 
1
The Social Security Act available at http://www.ssa.gov/OP_Home/ssact/ssact.htm 

2
CFR Title 42: The Code of Federal Regulations for more information available at 

http://www.access.gpo.gov/cgi-bin/cfrassemble.cgi?title=200742. Under § 488.1, the accredited 

provider means a provider or that has voluntarily applied for and has been accredited by a national 

accreditation program.  Certification is a recommendation made by the State survey agency on the 

compliance of providers and suppliers with the conditions of participation, requirements (for SNFs and 

NFs), and conditions of coverage. 

 
3
Based on Provider Work Group responses – Received 2 hospital-affiliated responses. 

 

Therefore, accreditation does not appear to be a requirement under MaineCare or Federal regulations.  

However, it is required that hospital-affiliated and non-hospital-affiliated clinics that are enrolled as 

MaineCare providers be licensed. 

 

Nurse Utilization 

 

The role of nurses is integral in the delivery of traditional health care services, but nurses do not play as 

significant of a role in the delivery of behavioral health services.   

 

During the assessment of nurse utilization, the study sought to understand the following: 

 Is there a current difference in how nurses are utilized across settings which may support a 

difference of rates? 

 Should MaineCare be responsible for subsidizing or reimbursing for nursing costs which relate to 

a choice of care models and business decisions? 

 

http://www.ssa.gov/OP_Home/ssact/ssact.htm
http://www.access.gpo.gov/cgi-bin/cfrassemble.cgi?title=200742
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The DHHS Work Group Committee expressed a variety of opinions regarding the use of nurses to deliver 

behavioral health outpatient services: 

 

Clinical Value 

 It was unclear if the use of nurses would provide clinical value in the children’s behavioral health 

arena. 

 It was identified that nurses could be of significant clinical value in the delivery of Medication 

Management services in particular. 

 It was observed that nurses are already relied upon heavily and offer value in the substance abuse 

world. 

 

Current Use 

 There is very limited use of nurses in non-hospital-affiliated clinics, with the exception of 

substance abuse services where nurses are utilized in both hospital-affiliated and non-hospital-

affiliated clinics.  

 

Requirement 

 MaineCare does not require that nurses assist in the delivery of behavioral health services. 

 

The degree to which care models utilize nurses varies across settings.  Although it is recognized that 

coordinated practitioner and nurse support may lead to increased quality and improved client outcomes, 

the involvement of nurses is not required by MaineCare. 

 

Insufficient Data 

 

Physician Involvement 

 

Behavioral health services are unique in that traditional medical health care providers (such as physicians 

and nurses) do not deliver the majority of services.  In fact, a substantial amount of the services are 

performed by practitioners such as Licensed Clinical Social Workers (LCSW) and Licensed Clinical 

Professional Counselors (LCPC).  A team approach is often employed whereby a Psychologist, an 

LCSW, and an LCPC may work together on a particular client’s case.   

 

During the assessment of the involvement of physicians, the study sought to understand the following: 

 Is there a current difference in the level of physician involvement across settings which may 

support a difference of rates? 

 Is there a requirement that all services must be supervised by a physician? 
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Figure 3.10 Physician Supervision Requirements 

 
Notes: 
1
The Centers for Medicare and Medicaid Services (CMS) issued Transmittal 128, which clarified CMS 

policies regarding physician supervision of diagnostic and therapeutic services provided to hospital 

outpatient clients. 

 

With the exception of Medication Management services, MaineCare does not require physician 

supervision of behavioral health outpatient services.  For purposes of hospital-affiliated licensing, 

however, federal requirements that apply to Medicare patients must apply to all patients, regardless of 

payment source.  It is unclear if this Medicare licensing requirement translates to Medicaid physician 

involvement. 

 

Practitioner Mix 

 

Practitioner mix variations can result from different models of care, different business structures, and 

different service delivery philosophies.  The way in which practitioners are utilized could provide insight 

into a clinic’s efficiency, cost effectiveness, and quality.     

 

During the assessment of the practitioner mix, the study sought to understand the following: 

 Is there a current difference in practitioner mix across settings which may support a difference of 

rates? 

 How would a change in the reimbursement methodology impact revenue across settings given the 

current practitioner mix? 

 

The practitioner mix analysis reflects the distribution of MaineCare clients receiving behavioral health 

services in calendar year 2009 by practitioner specialty, based on data provided by MaineCare Services. 
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Figure 3.11 2009 Top 5 Practitioner Specialties Based on Total Paid Amount 

 
Notes: 
1
Paid Amount reflects the hospital adjustment amount which includes any actual payment amounts plus 

an estimated amount based on a percent of the allowed amount. 
2
Hospital-Affiliated includes: Hospital-Based Services, Hospital-Based Psychiatrist, and Private Psych 

Hospital. 

 
3
Data includes Spring Harbor and Acadia acute care hospitals. 

  

Data limitations do not allow insight into the mix of hospital-affiliated Outpatient Psych and General 

Outpatient practitioners.  Given the data limitations, the findings are inconclusive as to the cost of using a 

variety of practitioners under different care models. 

 

FINDINGS 

 

Relative Costs by Service and Setting 

 

The average paid amount per client analysis reflects the reimbursements for MaineCare clients receiving 

behavioral health services in calendar year 2009, based on data provided by MaineCare Services.  

Appendix C lists the behavioral health revenue codes and procedure codes included in the data. 

 

Figure 4.1 2009 Average Paid Amounts for MaineCare Clients Receiving Behavioral Health Services  

 



Comparing Services and Associated Costs in Hospital and Non-Hospital-Affiliated Clinics 

Department of Health and Human Services 

V1 rev. January 15, 2011                                                                22 

Notes: 
1
Paid Amount reflects the hospital adjustment amount which includes any actual payment amounts plus 

an estimated amount based on a percent of the allowed amount. 
2
Hospital-Affiliated includes: Hospital-Based Services, Hospital-Based Psychiatrist, and Private Psych 

Hospital. 

 
3
Data includes Spring Harbor and Acadia acute care hospitals. 

 

Based on the data provided by MaineCare Services, it appears that hospital-affiliated clinics obtain 

approximately 26% higher payments from MaineCare than non-hospital-affiliated clinics for clients 

receiving care. 

 

Furthermore, the average paid amount per visit analysis reflects the reimbursements for MaineCare clients 

receiving a particular behavioral health service (Outpatient Therapy) in calendar year 2009, based on data 

provided by MaineCare Services.  Appendix C lists the crosswalk of MaineCare procedure codes and 

CPT codes for Outpatient Therapy, based upon current billing practices. 

 

Figure 4.2 2009 Average Paid Amount per Visit for MaineCare Clients Receiving Outpatient Therapy  

 
Notes: 
1
Paid Amount reflects the hospital adjustment amount which includes any actual payment amounts plus 

an estimated amount based on a percent of the allowed amount. 
2
A visit reflects a claim line which may have multiple billed units incurred during one visit 

 
3
Hospital-Affiliated includes: Hospital-Based Services, Hospital-Based Psychiatrist, and Private Psych 

Hospital. 
4
Data includes Spring Harbor and Acadia acute care hospitals. 

 

As a proxy for overall payments across services, the findings from the Outpatient Therapy comparison 

suggest a difference in total reimbursements received across settings of approximately 30%. 

 

Observations 

 

The fundamental tenets of care (cost, access, and quality) were considered throughout the course of this 

study of MaineCare’s behavioral health program.  The accumulation of research, data analysis, Provider 

Work Group feedback sessions, and discussions with the DHHS Work Group Committee and ELT 

resulted in the following preliminary observations:  

 

Cost Differentiators  

 Hospital-affiliated payments appear to be approximately 25%-30% higher than non-hospital-

affiliated, based on the data analysis  

 A number of the initially identified cost differentiators do not definitively suggest a difference in 

provider’s reimbursement across settings 
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Quality Programs & Metrics  

 While each clinic has unique programs and may use different tools, the majority of responding 

providers are measuring the same key metrics across settings 

 

Services Offered by Setting  

 Related to the behavioral health outpatient services included in the scope of this study, although 

service delivery may vary, there does not appear to be any unique services that are offered in one 

setting and not the other 

 

Several cost differentiators were identified throughout the study.  It is unclear if the differentiators 

substantiate the current difference in the reimbursement rates of behavioral health outpatient services 

between the two settings.  

 

Potential Recommendations: ELT and Provider 

 

Upon completion of the study’s analysis, two separate recommendation brainstorming sessions were 

conducted – one with the ELT and one with the Provider Work Group.   

 

The ELT identified five potential recommendations based on the information provided throughout the 

course of this study.  The ELT’s recommendations are divided into a short-term time horizon and a long-

term time horizon: 

 

Short-Term 

1. Solvency Study: Evaluate current provider community’s financial solvency and study the 

financial impact of a change to the current reimbursement methodology 

2. Comparability Study
1
: Identify and benchmark covered behavioral health outpatient services 

and rates in other Medicaid programs throughout the Northeast 

3. Transition to Fee Schedule: Transition hospital-affiliated clinics to a fee schedule and explore 

developing separate fee schedules for hospital-affiliated and non-hospital-affiliated clinics 

Long-Term 

4. Outcome-Based Study: Identify or develop outcome measurements applicable to behavioral 

health services in order to measure and evaluate the clinical outcomes of services provided across 

settings 

5. Outcome-Based Reimbursement Methodology: Integrate outcome indicators into the 

reimbursement methodology to motivate providers to deliver highly effective services 

Notes: 
1
A comparative analysis was previously completed in December 2008 as part of a Standardization 

Initiative Study to provide a general perspective on where Maine behavioral health rates fall in the 

spectrum of other state Medicaid behavioral health rates.  However, the December 2008 study focused 

on the rates of non-hospital-affiliated clinics and did not analyze behavioral health rates for services 

provided in a hospital-affiliated setting.  In addition, the December 2008 study did not include two of 

the services included within the scope of this study (namely, Family Psychoeducational Treatment and 

Psychological Testing). 

 

The Provider Work Group also identified five potential recommendations based on the information 

provided throughout the course of this study.  The Provider Work Group’s recommendations are divided 

into a short-term time horizon and a mid-term time horizon: 
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Short-Term 

1. Solvency Study: Evaluate current provider community’s financial solvency and study the 

financial impact of a change to the current reimbursement methodology 

2. Increase Non-Hospital-Affiliated Reimbursements: Several representatives from the non-

hospital-affiliated clinics suggested an immediate increase to the current Section 65 

reimbursement rates 

3. Suspend Current Mergers: Enforce a suspension of all mergers of hospital-affiliated and non-

hospital-affiliated clinics until further analysis and reimbursement decisions are agreed upon 

Mid-Term 

4. Access Study: Identify and evaluate how access to care will be impacted by clinic mergers or 

closures and changes to the current reimbursement methodology 

5. Charity Care Study: Evaluate the financial impact of requiring non-hospital-affiliated clinics to 

adhere to the same Free Care Guidelines that hospital-affiliated clinics are subjected to 

 

CHANGING LANDSCAPE 

 

Ambulatory Payment Classifications 

 

The Ambulatory Payment Classification (APC) system refers to the reimbursement methodology used by 

Medicare for hospital outpatient services.  It is an outpatient prospective payment system that is 

applicable only to hospitals.  This system does not have any impact on physician payments under the 

Medicare physician fee schedule.   

 

There are over 800 different APCs and each APC is composed of services which are similar in clinical 

intensity, resource utilization, and cost.  A client is thus described by the APC (or list of APCs) that 

correspond to the services provided to that client.   

 

As described earlier in this report, MaineCare currently reimburses hospitals for outpatient services on a 

cost-basis.  If MaineCare were to follow Medicare and reimburse hospital-affiliated clinics via APCs, the 

following impacts would likely be observed: 

 

Financial Risk Sharing 

 Hospital-affiliated clinics would have incentive to provide outpatient services economically, 

efficiently, and profitably 

 APC payment rates are set in advance and so in effect, hospital-affiliated clinics would be sharing 

the risk with MaineCare when treating MaineCare clients 

 If costs exceed the pre-determined payment, the hospital-affiliated clinic would suffer a loss 

 If services are delivered at a lower cost than the defined payment, the hospital-affiliated clinic 

would realize a profit 

 

Administrative Costs 

 Hospital-affiliated clinics may experience increased administrative costs as a result of coding 

efforts (as more intensive coding is necessary under the APC system compared to a cost-based 

reimbursement system) 

 

Limitations of existing MaineCare behavioral health outpatient claims data (due to the aforementioned 

lack of incentive for detailed coding under the current reimbursement methodology) do not allow for a 
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quantitative analysis of the impact of phasing in the APC system for hospital-affiliated behavioral health 

clinics. 

 

Managed Care 

 

Maine is implementing managed care in 2012.  While the details around the implementation are still 

being developed, it is clear that the implementation will impact the behavioral health outpatient services 

within this study.  A few of the managed care implementation implications may be as follows: 

 

 The Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act 

(MHPAEA) of 2008 was created to bring insured health care benefits for mental health and 

substance abuse disorders in line with those for medical/surgical benefits.  Historically, health 

insurance plans have provided more limited benefits for treatment of mental health and substance 

abuse disorders, often including quantity limits on coverage.  The MHPAEA extends the parity 

requirements that were introduced in the Mental Health Parity Act of 1996 to substance abuse 

disorders, and also requires the total integration of mental health and substance abuse disorder 

coverage with medical/surgical coverage.  MHPAEA applies to Medicaid Managed Care plans 

and may expand the required mental health and substance abuse coverage in Maine. 

 While Managed Care Organizations (MCO) may be required to pay at least a minimum of fee-

for-service reimbursements in the first year of the managed care implementation, over time 

reimbursements for these services will be adjusted by the MCO.  The MCO will have the freedom 

to contract with these providers and pay a rate they believe is fair. 

 MCOs may enforce requirements on who can offer behavioral health outpatient services.  While 

there are currently a wide variety of practitioners that provide services, MCOs may limit the 

providers who can be reimbursed for these services under their guidelines. 

 

While much is still unknown about the managed care implementation, it is clear that the services within 

this study will be impacted.  The significance of the impact will be established as the details of the 

implementation become clear. 

 

Healthcare Reform 

 

Healthcare reform as interpreted in Maine includes several initiatives: the Patient Protection and 

Affordable Care Act (ACA), the American Recovery and Reinvestment Act (ARRA/HITECH), ICD-10 

Implementation, and State-specific initiatives.  While all of these initiatives will impact the behavioral 

health outpatient services, the most profound impacts to the information in this study are from the ACA.  

A few of the implications of ACA that impact the services in the study are outlined below. 

 

 Additional settings will be used for behavioral health services.  Recognizing a national shortage 

in behavioral health resources, primary care physicians will be incented and trained to deal with 

many behavioral health issues in the long term.  This may change the costs associated with the 

provision of behavioral health services. 

 Because the intention of the ACA is to offer insurance to nearly all Americans, the bad debt and 

charity care burden to providers should decrease. 

 Because several of the requirements of healthcare reform (such as the implementation of 

electronic health records) require significant capital investment by providers, a trend may emerge 

of smaller providers choosing to form associations with other providers, or larger organizations. 
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As healthcare reform is implemented, other unintended consequences of the changes may surface.  

However, it is clear that the healthcare landscape in Maine will change significantly over the next several 

years due to healthcare reform. 

 

CONCLUSION 

 

Of the twelve possible cost differentiators identified by the Provider Work Group through their responses 

and during the first Provider Work Group meeting, only four of the twelve (Payer Mix, Administrative 

Costs, Taxes, and Charity Care) were classified as a “Data Supported Cost Differentiator”.  While these 

differentiators apparently do exist, they do not necessarily justify differences in reimbursement rates and 

some of these factors cannot be considered for rate-setting purposes in any event.   

 

Based on the data provided by MaineCare Services, it appears that hospital-affiliated clinics currently 

obtain approximately 25-30% higher payments from MaineCare than non-hospital-affiliated clinics for 

clients receiving care. 

 

Upon completion of the study, the ELT and the Provider Work Group proposed several potential 

recommendations for the Legislature’s consideration, ranging from the short-term (such as performing a 

solvency study on all clinics currently offering behavioral health outpatient services statewide, 

suspending current mergers, increasing reimbursement to non-hospital-affiliated) to the long-term (such 

as performing an outcomes-based study and moving towards an outcome-based reimbursement 

methodology).   

 

It is clear that any policy decision that is made will have broad implications and will impact a variety of 

stakeholders with competing interests.  Given that a majority of the details surrounding healthcare reform 

and managed care are uncertain and undefined at this time, Maine Legislature will need to assess the 

impact of the ever-evolving landscape on MaineCare’s reimbursement methodology for behavioral health 

outpatient services as it evaluates the potential recommendations in the months ahead.   
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APPENDIX A 

 

Information Request 1 Sent to the Provider Work Group on August 20, 2010 

 

The purpose of this communication is to introduce the Behavioral Health Outpatient Study initiative and 

the engagement of Deloitte Consulting LLP to assist DHHS in this work. The following elements are 

described below: Purpose, Engagement Timing and Information Request. 

 

Purpose 

 

The Department of Health and Human Services (DHHS) leadership team, with the assistance of the 

Deloitte Consulting LLP Behavioral Health team, will conduct a study to evaluate the relative costs 

associated with the delivery of mental health and substance abuse (behavioral health) outpatient services 

in both the hospital outpatient setting and through community mental health and substance abuse 

agencies.  

 

You have been identified as an informed party interested in this study. We are reaching out to you in the 

hopes that you might be able to provide critical information, and to request that you save two dates for 

conversation on our initial and then final findings.  If you are not the appropriate person for your 

organization, please forward this information to the appropriate person and let me know who will be 

representing your organization. 

 

Engagement Timing 

 

We know you may have been eagerly awaiting the start of this project.  Unfortunately we were delayed 

due to unforeseen circumstances.  We are working hard to get back on track, and look forward to 

speaking with you. 

 

Based on the compressed engagement timeline, it is critical to quickly obtain the necessary data and work 

around the panel dates proposed below.   

 

At our first meeting will go over the data we have received and our research to date.  We will send out 

findings two days prior to the meeting.  We ask that you review this information prior to the first meeting 

and arrive prepared to discuss the findings.  This meeting will take place from 1:00 to 4:00 p.m. on 

September 28
th

 2010 in the Main Conference Room at 221 State Street in Augusta. 

  

At the second meeting, results will be presented that incorporate your feedback.  Again, we will send out 

findings two days prior to the meeting and again request that you arrive prepared to discuss.  This meeting 

will take place October 13
th

 2010 at a yet to be determined location in Augusta. 

 

Dates are subject to change based on stakeholder availability. 

 

Information Request 

 

As the initial step in the comparative analysis, we will need to develop and validate our understanding of 

the current state.  We request the following information to ensure we have a comprehensive view of the 

delivery of behavioral health outpatient services across hospital and non-hospital based settings. Please 

provide the following information by September 1
st
, 2010:  
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 A description of what you believe are the primary reasons why the cost for an outpatient 

behavioral health service type may differ among care settings (i.e. Outpatient Hospital vs. 

Community Based Care). 

 

 What are the perceived differences in the availability, effectiveness and quality of services 

provided in an outpatient hospital setting vs. a community based setting? 

 

 If available, provide three years of outpatient behavior health claim data including: 

o CPT codes, location (hospital or community based service), number of services, and 

payments by coverage (MaineCare, CIGNA, Uninsured, etc.) and provider type (MD, 

Nurse practitioner, peer, etc.).  Please do not include any Personally Identifiable 

Information. 
o Data source(s), time period and potential data limitations. 

 

 Please describe your administrative costs.  What percentage of your MaineCare reimbursement 

typically covers administrative expenses? 

 

 What should be known about your outpatient services that would make your reimbursement 

unique? 

 

We look forward to working with you in this important endeavor.  Please feel free to contact me, the lead 

for DHHS, at Muriel.Littlefield@maine.gov or (207) 287-5159 or the Deloitte lead Laura Kelly at 

lakelly@deloitte.com or (860) 725-3193 with any related questions.  Thank you in advance for your 

interest and participation in this work. 

 

Sincerely, 

 

Muriel Littlefield 

Deputy Commissioner, Integrated Services 

 

ML/klv 

 

cc: Laura Kelly 

 

  

mailto:Muriel.Littlefield@maine.gov
mailto:lakelly@deloitte.com
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Information Request 2 Sent to the Provider Work Group on September 29, 2010 

 

Thank you again for sharing your time with us this afternoon and providing us with feedback and 

information regarding the Behavioral Health Outpatient Study. 

 

As promised, please see below for the list of additional requests: 

 

1. For State Fiscal Year 2009, please provide a summary of your clinic’s specific payer-mix (by 

Medicare, MaineCare, Private Insurance, Other).  Specifically, we are looking for totals by: 

Payer, Billed Units, Billed Charges, and Paid Amount. 

 

2. In this study, “Administrative Costs” will include:  

 

Indirect Costs Capital Costs 

Executives/Administrators Buildings 

Human Resources Land 

Training/Education Equipment 

Technology Support Vehicles 

Scheduling  

Billing  

Claims Processing  

Legal Fees  

Insurance   

 

a. For hospital-affiliated clinics, please provide data from the applicable General & 

Administrative section of your most recent CMS cost report and what you feel is an 

appropriate percentage of those costs that are applicable to the Behavioral Health 

Outpatient clinic specifically.   

b. For non-hospital-affiliated clinics, please provide data from your most recent financial 

statements. 

 

3. Please provide a description of “Charity Care” and how your clinic defines it (please pass along 

your organization’s Charity Care policies, if available).  Please provide the dollar amount 

attributable to Charity Care (for hospital-affiliated clinics, please allocate as necessary to provide 

an estimated amount specific to the Behavioral Health Outpatient clinic). 

 

4. Please provide the dollar amount attributable to “Bad Debt” (for hospital-affiliated clinics, please 

allocate as necessary to provide an estimated amount specific to the Behavioral Health Outpatient 

clinic). 

 

5. Please provide a brief description of all programs underway at your clinic related to quality, 

outcomes, and process measures. 

 

As a reminder, the services covered in this study include: 

 Outpatient Services – Comprehensive Assessment 

 Outpatient Therapy – Individual/Family 

 Outpatient Therapy – Group 

 Family Psychoeducational Treatment Program Services 

 Medication Management Services 



Comparing Services and Associated Costs in Hospital and Non-Hospital-Affiliated Clinics 

Department of Health and Human Services 

V1 rev. January 15, 2011                                                                30 

 Psychological Testing 

 

We would greatly appreciate if you could provide us with your response by this Friday, October 1.  Thank 

you in advance! 

 

 

Sincerely, 

  

Laura Kelly ASA, MAAA 

Deloitte Consulting LLP 

 

 

cc: Muriel Littlefield 
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APPENDIX B 

 

Geographical Districts 

 

 

 
 

Notes: 
1
The identification of each district was provided by DHHS available at http://www.maine.gov/dhhs/dhhs-

districts.shtml 

  

http://www.maine.gov/dhhs/dhhs-districts.shtml
http://www.maine.gov/dhhs/dhhs-districts.shtml
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APPENDIX C 

 

Included Revenue Codes, CPT Codes, and HCPCS Codes 

 

 
 

Code Crosswalk for Outpatient Therapy Comparison 
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EXECUTIVE SUMMARY

Healthcare Reform in Maine funded by the Maine State Innovation Model is based upon six key strategies which Maine believes will lead 
toward the achievement of the triple aim.  All of the SIM objectives funded by the grant are aligned to at least one, if not several, of the Maine 
SIM Strategies.  In the first full test year of the SIM grant, the SIM Program team prioritized the utilization of these six strategies to develop the 
Maine SIM Strategic Framework, providing the organizing structure for integration and alignment of all of the SIM objectives toward the intended 
outcomes.  Before a society can work together to pull a wagon in the same direction toward an end goal, it must first understand what the wagon 
looks like, and the final destination.  The Maine SIM Strategic Framework strives to achieve both the vision and the final direction in a simplified 
manner, enabling stakeholders to begin to move forward in a unified direction in a theater as complicated as healthcare reform.

For SIM test year one, the SIM Operational plan was adjusted to better 
articulate these strategies, and to describe how the SIM objectives are 
expected to contribute to strategy attainment, and ultimately contrib-
ute toward attainment of the Triple Aim.  The ‘driver diagram’ on page 3 
describes the relationships of the SIM objectives to these ultimate goals. 

Year One saw great progress in every SIM objective, and largely every  
SIM objective is progressing according to the SIM Program Plan, also 
known as the Single-Source of Truth (SST).  The SST is used substantially 
to monitor SIM progress, determine and monitor integration points, and 
adjust the SIM program accordingly. 

The diagram on page 4 is a one page view of the status of every SIM 
objective through SIM Test Year One, each colored square representing 
the objective status in the associated quarter , with green indicating that 
goals are being met, yellow that goals are at risk of not being met ,and 
red  that goals for that particular quarter were not met. 
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• Provide training to primary care practices serving youth and adults 
with Autism Spectrum Disorder and Intellectual Disabilities 
• Provider Claims Information Portal
• MaineCare ED and Inpatient Notification Project
• Provide Practice Reports
• MaineCare Clinical Dashboard
• Implement MaineCare Accountable Communities Shared Savings 
ACO Initiative
• QI Support for Patient-Provider Partnerships

• Implement MaineCare Behavioral Health Homes Initiative
• Behavioral Health HIT Reimbursement Grants
• Connect Behavioral Health to the Health Information Exchange
• Provide QI Support for Behavioral Health Homes Learning 
Collaborative
• Provide Learning Collaboratives for MaineCare Health Homes

• Develop and implement Physical Health Integration workforce 
development component to Mental Health Rehabilitation 
Technician/Community (MHRT/C) Certification curriculum
• Provide QI Support for Behavioral Health Homes Learning 
Collaborative
• Provide Learning Collaboratives for MaineCare Health Homes
• Public Reporting for Quality Improvement and Payment Reform
• Community Health Workers Pilot

• Stimulate Value-Based Insurance Design (VBID)
• Implement MaineCare Accountable Communities Shared-Savings 
ACO Initiative
• Provide Practice Reports
• Provide Learning Collaboratives for MaineCare Health Homes
• Public Reporting for Quality Improvement and Payment Reform

• Tracking Cost of Care
• MaineCare Clinical Dashboard
• Public Reporting for Quality Improvement and Payment Reform

• Implementation of the National Diabetes Prevention Program (NDPP)
• Consumer Engagement and Education Regarding payment and 
system delivery reform
• QI Support for Patient-Provider Partnerships
• Community Health Workers Pilot Project

# active Portal users; 
# of trained Practices

# members in BHHs;
# participating providers

Health Homes meeting
must-pass requirements

# of lives enrolled in 
plans that incorporate 
VBID

# patient lives 
impacted

# providers and patients 
engaged in shared- 
decision making

Strengthen Primary 
Care

Integrate Physical & 
Behavioral Health

Develop New 
Workforce Models

Support Development 
of New Payment 

Models

Use Centralized Data 
& Analysis to Drive 

Change

Engage People & 
Communities

Reduce Non-Emergent 
ED Use

DHHS Goals: Increase 
Individual & Public 
Health

Reduce % members 
with fragmented care

DHHS Goal: Improve 
Self-Sufficiency of 
Individuals & Families

Improved Follow-Up 
A�er Hospitalization for 
Mental Illness

DHHS Goal: Ensure 
Efficient Use of 
Resources to Achieve 
Quality Outcomes

Improved Diabetes 
Care (HbA1c)

By 2017, 
Maine will 

transform its 
healthcare 
system to 

achieve the 
“Triple Aim”:

reduce 
healthcare costs,

advance 
population 
health, and

improve the 
patient 

experience of 
care

OBJECTIVES (sample indicators)
STRATEGIC 

PILLARS
DHHS STRATEGIC

GOALS/SIM METRICS TRIPLE AIM
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STRENGTHEN 
PRIMARY CARE

INTEGRATE PHYSICAL
& BEHAVIORAL HEALTH

DEVELOP NEW
WORKFORCE MODELS

DEVELOP NEW
PAYMENT MODELS

CENTRALIZE DATA
& ANALYSIS

ENGAGE PEOPLE
& COMMUNITIES
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Implement MaineCare Accountable 
Communities Shared Savings ACO 
Initiative

Provide learning collaborative for 
MaineCare Health Homes

HIN’s Health Information Exchange (HIE) 
data will support both MaineCare and 
provider care management of ED and 
inpatient utilization by sending 
automated emails to care managers to 
notify them of a patient’s visit along with 
associated medical record documents

Provide primary care providers access to 
claims data for their patient panels 
(portals)

Provide practice reports reflecting 
practice performance on outcome 
measures

Provide training to primary care practices 
on serving youth and adults with Autism 
Spectrum Disorder and intellectual 
disabilities

Provide QI support for Patient-Provider 
Partnership Pilots (P3)

Implementation and ongoing support of 
MaineCare Behavioral Health Homes 
Initiative

HIN will select 20 qualified Behavioral 
Health Organizations to provide $70,000 
each towards their EHR investments 
including their ability to measure quality

Connect behavioral health providers to 
HIN’s Health Information Exchange

Provide QI support for Behavioral Health 
Homes Learning Collaborative

Provide learning collaborative for 
MaineCare Health Homes

Public reporting for quality improvement 
and payment reform

Provide learning collaborative for 
MaineCare Health Homes

Provide QI support for Behavioral Health 
Homes Learning Collaborative

Develop and implement physical health 
integration workforce development 
component to Mental Health 
Rehabilitation Technician/Community 
(MHRT/C) Certification curriculum

Community Health Workers Pilot Project

Public reporting for quality improvement 
and payment reform

Implement MaineCare Accountable 
Communities Shared Savings ACO 
Initiative

Stimulate Value Based Insurance Design

Provide practice reports reflecting 
practice performance on outcome 
measures

Provide learning collaboratives for 
MaineCare Health Homes

Implementation of the National Diabetes 
Prevention Program (NDPP)

Track healthcare costs to influence 
market forces and inform policy

Public reporting for quality improvement 
and payment reform

HIN’s Health Information Exchange (HIE) 
data will support both MaineCare and 
provider care management of ED and 
inpatient utilization by sending 
automated emails to care managers to 
notify them of a patient’s visit along with 
associated medical record documents

HIN will provide MaineCare with a 
web-based analytics tool referred to as a 
“dashboard.”  The dashboard will 
combine current real-time clinical HIE 
data with MaineCare’s claims data.  This 
is the first test of Maine’s HIE to support 
a “payer” using clinical EHR data.

Implementation of the National Diabetes 
Prevention Program (NDPP)

Community Health Workers Pilot Project

Consumer engagement and education 
regarding payment and system delivery 
reform

HIN will provide patients with access to 
their HIE medical record by connecting a 
provider’s “patient portal” to the HIE.  
The patient will access the HIE record 
via a “blue bu�on” in their local patient 
portal environment.

Provide QI support for Patient-Provider 
Partnership Pilots (P3 Pilots)

MaineCare Objective 1

QC Objective 1

HIN Objective 1

MHMC Objective 4

MHMC Objective 5

MaineCare Objective 4

QC Objective 4

MaineCare Objective 2

HIN Objective 2

HIN Objective 3

QC Objective 3

QC Objective 1

MHMC Objective 3

QC Objective 1

QC Objective 3

MaineCare Objective 3

Maine CDC Objective 2

MHMC Objective 3

MaineCare Objective 1

MHMC Objective 2

MHMC Objective 5

QC Objective 1

MHMC Objective 1

MHMC Objective 3

HIN Objective 1

HIN Objective 4

Maine CDC Objective 1

Maine CDC Objective 2

MHMC Objective 6

HIN Objective 5

QC Objective 4

Maine CDC Objective 1
N/A

N/A

N/A

N/A

N/A

N/A

MaineCare

Quality Counts

HealthInfoNet

Maine Health Management Coalition

Maine CDC



The self-evaluation also began in SIM Test Year One. However, due to substantial delays in the contracting process, SIM outcomes 
did not begin to be measured in that year. Still, substantial progress was made in the development of the self-evaluation plan and the 
foundation was developed to provide to the Lewin Group the data that will be needed for the self-evaluation, effectively setting the 
stage for outcome measurement beginning early in SIM test year two. 
  
There were many challenges faced over the course of the first full testing year of the SIM grant.  The nature of these challenges were 
varied, and many a result of the the very nature of this grant, which is the integration of efforts across many different organizations.  
While it is the power of the combination of these innovations that each organization is delivering that provides Maine with the unique 
opportunity that SIM provides to transform healthcare, the coordination of these innovations is an extremely challenging endeavor.   
The need for substantial governance, communication, and coordination are paramount to aligning efforts for maximum achievement, 
and doing so on a consistent and effective basis was a major focus in Year One, and will continue to be for the remainder of the grant.    

In the remainder of this narrative, the major accomplishments within each SIM strategy are summarized, along with the key challenges 
that exist.  Summaries are included in the SIM Governance and Program administration domains as well, as those are key factors in 
SIMs success.   

SIM GOVERNANCE AND PROGRAM ADMINISTRATION

SIM Governance
The SIM Governance process matured significantly during Test Year One, as all the SIM governance committees and subcommittees 
transitioned from a learning mode to a decision making mode.  The State of Maine serves as the lead convener of the SIM 
governance process, which includes the Maine Leadership Team, the SIM Steering Committee, and three subcommittees: Payment 
Reform, Delivery System Reform, and Data Infrastructure subcommittees, which are facilitated by the Maine Health Management 
Coalition, Quality Counts, and HealthInfoNet respectively.  The Evaluation subcommittee, with the DHHS office of Continuous 
Quality Improvement in the lead, will begin work in the first quarter of year two.  In addition, multiple workgroups were formed 
or enhanced as a result of SIM, including but not limited to, the Accountable Care Implementation subcommittee, the Measure 
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Alignment workgroup, HealthCare Cost workgroup, and the Value Based Insurance Design workgroup, among others.  The 
overwhelming majority of the SIM governance meetings were held as scheduled, and the risk identification and mitigation process 
was developed and matured, facilitating communication between the stakeholder groups who are represented on each committee, 
subcommittee, and workgroup. Some highlights of the governance decisions made during SIM’s first year include the collaboration 
toward a care coordination strategy, the focus on alignment of a core measure set, the initial review of methods to accelerate primary 
care payment reform, and the finalization of a healthcare transformation leadership development program.  Engagement of the 
stakeholders on SIM governance structure remained robust throughout the year.
 
Keeping the work of all of these workgroups, committees, and subcommittees organized has been a major challenge, and one that 
can create confusion for even the most engaged stakeholders. Yet, progress was made during the year in organizing and making 
accessible the meeting documents, outputs, and sharing those outputs between groups.  Ongoing progress in this area will remain a 
focus of the SIM Program.

SIM Program Administration
The SIM Program operationalization matured and solidified over the course of the year, as the SIM Program Plan was enhanced 
to include process that tied together project goals and reporting, invoicing, contracting, and overall integration.  The SIM Program 
Plan, and the associated process, has become known as the ‘Single Source of Truth’, due to the degree to which it serves as SIM 
Command Central, integrating and relating all of the dozens of SIM activities that occur simultaneously and need to remain integrated 
and coordinated.  The process developed to manage Maine’s SIM grant has served as a best practice and has been emulated and 
adapted for use throughout the State of Maine’s Department of Health and Human Services. 

The SIM Program completed hiring as planned during the first year, hiring a SIM Budget and Contract coordinator in the first quarter, 
followed by Project Managers focused on the risk mitigation process and self- evaluation.
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SIM Self-Evaluation
The state’s SIM Self Evaluation began in July 2014 after a complicated contracting process that delayed work by nearly a year.  The 
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evaluation team from the Lewin Group is responsible for measuring and reporting on the outcomes of the initiatives under the SIM 
grant which are focused on lower costs, improved quality, and improved patient experience of care. The Lewin Group is developing 
rapid cycle evaluations, with the intent to enable the SIM governance bodies to determine the impacts of the SIM innovations on a 
regular basis, and consider adjustments to improve results as needed.  

Accomplishments from the first 90 days of the evaluation include an orientation, kick off meetings with staff from the State and the 
SIM partners, the hiring of a Quality Improvement Program Manager, drafting of logic models for the project as a whole and each 
initiative individually, and the development of a plan for the evaluation subcommittee and draft an outline for the evaluation plan.

STRENGTHEN PRIMARY CARE

Health Home Learning Collaboratives 
The Patient Centered Medical Home/Health Home Learning Collaborative continues to progress with success.  In year one, 
1,211 providers were included, along with 6 payers, impacting more than 700,000 beneficiaries across the State.  Among the 
accomplishments in SIM Year One are: 1) rolling in 102 new  single payer (Medicaid) primary care practices to the Learning 
Collaborative, including performing on-site practice assessments, focused support and tracking for achieving NCQA Medical 
Home recognition, and orientation sessions for them on the HH requirements and 10 Core Expectations; 2) convening several  large 

A strong primary care system is foundational to improving the quality and lowering the cost of healthcare in our state.  Primary care 
doctors play a leading role in managing patients’ health and coordinating their care with hospitals and specialists.  When primary care 
doctors have the tools and resources to do their job effectively they are able to keep patients healthy and reduce the need for costly 
emergency care down the road.

SIM test year one saw many capabilities developed that will strengthen primary care practices across the State of Maine, more 
effectively enabling these practices to deliver the proactive care to their patient populations that will help Maine to achieve the triple 
aim.  Some of the capabilities that were developed as a result of SIM are as follows:



face-to-face Learning Session with all the PCMH and HH practices, now totaling about 177 primary care practices, to explore their 
transformation with national experts and network with their colleagues on best practices.  3) succeeding in collecting deliverables 
and reporting requirements from the practices as defined in their participation expectations; and 4) meeting and in many cases 
surpassing our Health Home Learning Collaborative quarterly accountability targets.  
We are pleased with the results from year one of the SIM grant, and have successfully expanded the medical home movement 
in Maine by supporting the HH Initiative, and by January 2015 project that we will have nearly tripled the size of the PCMH/HH 
Learning Collaborative to include well over 200 primary care practices.  We are also learning important lessons about how best 
to support the single payer HH practices in accomplishing their requirements and transforming care in the delivery system while 
they are still working primarily in the challenging environment of a fee-for-service model.  By maximizing the positive, supportive 
relationships and technical assistance provided through the Learning Collaborative, we can use the discipline of quality improvement 
to hone in on the most difficult areas for the practices to ‘move the needle’ and provide customized approaches to facilitate their 
ability to provide high quality, patient centered primary care.

Emergency Room and Inpatient Notifications
HealthInfoNet completed the capability to send secure email notifications for selected events of care for the 1,800 MaineCare 
members identified by MaineCare’s Care Management team to reduce unnecessary ED utilization. The secure emails contain 
personal health information and are sent to the  MaineCare Care Management team for follow up intervention and planning 
in partnership with the hospitals across the state.  During SIM test year one, more than 2,000 emails were produced from this 
project. Both unique events of care and a daily summary of all events of care in a 24 hour period have been tested and validated. 
Development work to produce emails containing clinical documents from events of care began during the 4th quarter. 

Active clinical usage of the HIE and notifications has grown positively over the last year, and HIN exceeded its 3rd quarter goal for 
number of weekly unique user accesses to the HIE Clinical Portal tool. This means that the opportunity to leverage the notification 
service continued to grow throughout SIM test year one.
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INTEGRATE PHYSICAL AND BEHAVIORAL HEALTH

Behavioral health is increasingly being recognized as a vital piece of high quality primary care.  Healthcare providers understand that 
in order to keep patients healthy, equal attention needs to be given to both body and mind.  The following SIM activities are being 
undertaken to strengthen the ties between physical and behavioral health in order to provide Maine patients with comprehensive 
care:

Primary Care Practice Access to Claims Data through Portals  
By the end of SIM Test year one, there were more than 300 individual claims portals in existence deployed in practices across the 
state.  Throughout the year, the Maine Health Management Coalition worked to promote and disseminate the patient portals, as 
well as explore new ways to leverage existing work across other payer data. As work continues into SIM Year Two on AC attribution 
methodology, SIM will be exploring ways to unify attribution processes where possible for use in future portals.

Primary Care Practice Reports
The distribution of Primary Care practice reports was substantially increased in over the course of SIM Year one, with nearly 
three quarters of all primary care practices across the State receiving these reports which included information on Commercial 
populations.  In test year two, the practice reports will be developed to include MaineCare and Medicare populations, and attempts 
will be ongoing to reach every practice and practice group for report distribution.  

Some of the major challenges included the delay in obtaining accurate data from the MHDO which did create a delay in our ability to 
update practice reports.  We expect those delays to be mitigated moving forward. 

Primary Care Practice Training in Intellectual and Developmental Disabilities 
The process of refining the number and type of providers receiving the I/DD training will continue into SIM Test Year Two.  A contract 
for services was developed and awarded at the end SIM Year One with Maine’s Developmental Disabilities Council, an organization 
experienced with working with workforce training for the I/DD population. . 
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Behavioral Health Homes
Behavioral Health Homes were implemented on April 1, 2014, an unprecedented arrangement in the State of Maine, with the 
goal of integrating physical and behavioral health care for adults with Serious Mental Illness and Children with Serious Emotional 
Disturbance. In Maine, 24 community-based mental health agencies at 60 sites partnered with primary care practices in order 
to integrate care for complex populations to achieve improved physical and mental health outcomes. Behavioral Health Home 
Organizations (BHHOs) incorporated two new roles to their team-based approach to care to provide this service: the nurse care 
manager and the peer/family support coordinator. BHHOs also used an electronic portal developed by MaineCare which provided 
claims based data to guide teams in population management and risk stratification. In the portal, BHHOs were able to see aggregate 
quality metrics on their population served as well as drill down to data individual data. For example, one BHHO client had 69 
emergency department visits prior to BHHO services and one visit post BHHO services, which was shown through portal data.

Although the State Plan Amendment was not approved during SIM’s first year, the approval was received on December 17th 2014.  
Behavioral Health Home (BHH) enrollment has fluctuated, but appears to be trending upward. However, the enrollment goal in test 
year one of 8,500 people served was not attained. Just under 2000 people are enrolled in BHHO services.  Approximately 70% of 
those receiving BHHO services are adults BHH leadership is developing strategies to increase the number enrolled in BHH. A key 
goal in the second year is to increase the number of enrolled lives in the behavioral health homes. 

Behavioral Health Homes Learning Collaborative
The BHH Learning Collaborative continues to expand its outreach to and interaction with BHHOs in order to help the 24 BHHOs 
achieve the 10 core expectations and meet Learning Collaborative participation requirements of Learning Session attendance and 
participation in monthly webinars. Key concepts addressed this year by the Learning Collaborative include population management 
and risk stratification; the role of the nurse care manager and the peer/family support specialist on the BHHO team; and strategies 
for integrating physical and mental health as well as enhancing the involvement of families and peers BHH LC staff also conducted 
site assessments for each BHHO and provided this information to the BHHOs for practice improvement and action planning and to 
the Office of MaineCare Services.
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Rich discussion from cross-sector stakeholders continues to inform Learning Collaborative work.  Two groups advise Learning 
Collaborative efforts:  The Behavioral Health Home Working Group and the Quality Counts Behavioral Health Committee. An Ad 
Hoc Committee: the Consumer/Family Peer Group advises the BHH Working Group on strategies to incorporate consumer and 
family perspective into BHH LC activities and educational content. In addition, a team of consultant psychiatrists and a consultant 
behavioral health organization and two consultant consumer organizations advise the BHH LC on its outreach, activities, quality 
improvement, and educational content.

Key BHH LC accomplishments of 2014: 

	 •		96	percent	of	Behavioral	Health	Home	Teams	participated	in	three	Learning	Sessions	held	in	2014.
	 •		BHH	LC	webinars	exceeded	the	50%	participation	goal	set	at	the	launch	of	the	BHH	LC,	with	an	average	participation	rate	
 for the 8 webinars held in 2014 of 71%. Total webinar participation for 2014 254 people.

In January 2015, the BHH LC will welcome three new BHHOs: Evergreen Behavioral Health, Motivational Services, and Sequel 
Services.

Behavioral Health Homes Electronic Health Records
In May of 2014 the Behavioral Health Information Technology Reimbursement Initiative was launched with the initial 20 BH. 
organizations from across the state of Maine. Of the participating organizations all regions of the state are represented: South, East/
North, and Central/West. Approximately 90,000 patients are served annually by the participating organizations. Milestone One 
payments were paid out by the end of the 4th quarter, September 30th, 2014, in the total amount of $375,000, which is substantially 
short of goal and a result of the lack of readiness of BHHs and their her vendor’s readiness for HL7 interoperability. The initiative 
holds required monthly webinar’s and weekly technical calls to provide milestone information and education towards achieving the 
milestones. We expect these required meetings to assist in closing the gap between the goal of BHH EHRs and the current position.  
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DEVELOP NEW PAYMENT MODELS

In today’s fee-for-service payment system, doctors and hospitals are paid based on the amount of services they provide, not for 
making patients healthier.  As part of the SIM initiative, the State is seeking to change this model to align payment with improved 
patient outcomes.  The following describes work being undertaken to promote alternative payment systems:

DEVELOP NEW WORKFORCE MODELS

One of the primary drivers of high costs and poor patient outcomes in our healthcare system is the absence of coordinated 
preventative care.  All too often we are treating health problems as they arise instead of dealing with them before they become an 
issue.  To address this problem, SIM work focuses significant resources on expanding the ability of w providers to reach and serve 
patients.  It will bolster efforts like Maine Quality Counts’ Health Homes initiatives (pillar 2), the Maine Health Management Coalition’s 
transparency initiatives (pillar 4), and Maine CDC’s Community Health Workers (CHWs) Project:

Physical and Behavioral Health Integration Curriculum Development
In Year One, the contract for the development of the Physical and Behavioral Health Integration Curriculum was encumbered, and 
the work plan was drafted and refined.  Current SIM goals associated with this initiative are out of alignment with current work plan 
and expectations, and the SST will be adjusted early in Year Two. Work on the curriculum development is on target and will provide a 
consistent method to provide high quality training to providers. 
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Behavioral Health Homes to Health Information Exchange
HIN has seven active BH HIE connections in place. The first BH EHR vendor has completed  bidirectional HIE testing and is 
scheduled to complete production validation in the 2nd quarter of year 2 to go-live with BH data sharing  for the first time in Maine.  
As the sites participating in the Reimbursement Initiative are connected and begin to share data via a bidirectional VPN connection, 
the accountability targets of 15 BHH connected to the HIE will be accomplished in SIM test year 2.



Public Reporting
In SIM Year one, 1,933 providers and 228 provider organizations were represented in public reporting activities, and a major 
accomplishment of the SIM Year one was gaining a recommendation from both the MHMC Physicians and Systems Pathways To 
Excellence committees to publicly report on the proposed Total Cost of Care/Resource Use index measures. This is an important 
step forward in terms of enhancing transparency at both the practice and practice group level in Maine. The work of the Healthcare 
Cost work group also proceeded smoothly with the group identifying its top three priorities to focus on during its first phase of study:  
price, infrastructure and patient engagement. The Pathways To Excellence Behavioral Health group, newly formed in SIM year one, 
was also established and make great progress through the first year; displaying enthusiasm and drive to get quickly develop its first 
measures for public reporting.

Similarly, the Standard Measures Alignment subgroup continued to progress in its work and picked up the pace throughout the year.  
Additionally, we have observed a growing publicly shared view on the part of Maine payers regarding their interest in aligning their 
own metrics with those publicly reported by the Coalition, and we had been “saving” the conversation around a cost measure for 
later in this workgroup process. The recent recommendation of publication of the Total Cost and Resource Use Indices by the PTE 
groups now provide the basis for a much easier conversation about this within the context of the measure alignment workgroup, and 
is considered a major breakthrough during year one for public reporting and perhaps, payment reform as a whole. 

Work in support of MaineCare’s Accountable Communities initiative progressed throughout the year, with MHMC able to replicating 
Deloitte’s attribution methodology enabling the provision of analytic support that MaineCare requires for this effort. 

The ultimate goal for this objective is to, through public reporting, influence market forces and move a total of 67% of Maine’s 
population to an alternative payment arrangement. In 2013, we reported 85,000 lives covered under alternative payment 
arrangements. A survey conducted at the end of Year One indicates a minimum of 215,000 such lives. This count does not include 
enrollees in two of the major health plans operating in the Maine market, nor any MaineCare enrollees. 
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Accountable Communities
Significant progress has been made in implementing the Accountable Communities (AC) program.  MaineCare expected Round 1 
participation of 5 ACs covering 25,000 lives; instead participation is 4 ACs covering 30,000.  The contracting process took longer 
than expected, with the contracts not being signed during SIM Year 1, but with the contracts’ start date being August 1, 2014.  The 
Department has provided ACs with all required monthly data reports since August and has received extremely positive feedback 
from the ACs.  Delays in the contracting process should not be a problem for Round II, because – unlike Round 1, for which the 
contract was developed after the RFA – the finalized contract will be part of the Round 2 RFA.

Stimulate Value Based Insurance Design
The Value Based Insurance Design initiative included 9 payers representing more than 600,000 beneficiaries with a goal of 100,000 
enrolled lives by the end of the SIM grant.  In year one, the VBID workgroup reviewed and recommended adoption of a strategy for 
rating health plans with regard to their use of value based design approaches; and these ratings have been published on the MHMC 
website (www.mehmc.org).

National Diabetes Prevention Program
The goal by the end of year one was for 5 provider organizations to participate in the NDPP, with an ultimate goal of 15 by the end 
of the grant.  SIM did achieve the NDPP goal for year one.  To support the organizations, training was held with the outcome of 
twenty new lifestyle coaches trained to support NDPP.  Planning for a November NDPP forum to share information about NDPP 
with employers, providers, and payers also occurred.  The forum included a partnership with the Maine Health Management 
Coalition, US Centers for Disease Control and Prevention, and American Medical Association. Partnering with the other SIM grant 
partners (MaineCare, MHMC, MQC, and HIN) provided opportunities to meet with work groups and their subcommittees.  These 
work groups/subcommittees and their members have provided guidance on design and approach with payer/purchasers regarding 
NDPP and how to establish a sustainable structure for payment within VBID/ACO plan designs.  Maine CDC is pleased with the 
opportunity that SIM has provided to the public health community in support of population health and strong community and clinical 
linkages well into the future.  Being invited to participate in the various SIM work groups and subcommittees provides a unique 
opportunity to leverage the work of SIM for both  the NDPP and CHW initiatives of Maine CDC. Important for sustainability is 
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CENTRALIZE DATA & ANALYTICS

Data and analytics are an integral piece of the SIM work currently underway around the state.  Robust data holds not only the 
potential to tell us how costs, utilization and quality vary around the state, but it can also help break down barriers between doctors 
and the patients they care for.  Nearly every SIM objective has a foundation in data and analytics because we know that what gets 
measured gets improved.  The following SIM activities are being undertaken to strengthen data and analytics in the state:

consideration of how future payment and delivery system reform initiatives will support these strategies and the affiliated workforces.  

All Payer Claims Database
The important work of maintaining and refining the claims database and warehouse continued throughout the project year. Previously 
reported issues with the commercial data from the MHDO’s APCD were resolved through  focused efforts on the part of MHMC 
data staff. This effort resulted in providing the MHDO vendor with critical fixes so that the data might be useful to any and all users 
of the APCD, not just to the Coalition in its SIM activities. The data issues, however, did take considerable time to resolve and 
thus generated delays in production timelines for deliverables that rely on commercial data (e.g. practice reports). MaineCare and 
Medicare data sets are now both residing with the Coalition’s data vendor; MaineCare data is refreshed on a regular basis. The 
Coalition has encountered some difficulty in identifying the appropriate DUAs required to share Medicare data with the SIM “local” 
evaluation team (Lewin) and for using the Medicare data in all the ways contemplated under our SIM proposal. Working through 
these issues has required a substantial investment of time on the part of the Coalition, Department and CMS. An appropriate path 
forward was identified in Year Two, Q1 and is now being pursued, but as of this writing, the DUA is still pending with RESDAC.

Over the course of the year, in addition to continually refining the provider atlas, MHMC also began to add behavioral health 
providers to the atlas. This represents a substantial provider population, but is a necessary step in preparing to publicly report on 
behavioral health quality measures.
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Healthcare Cost Workgroup
All meetings are publicized on the Maine Health Management Coalition website, on the SIM website, and are also shared with the 
SIM Steering Committee, the Payment Reform Subcommittee, and the Accountable Care Implementation (ACI) Steering Committee. 
In addition, email invites are routinely sent to all persons on the workgroup’s interested parties list, which numbers  approximately 125 
individuals. At its April meeting, the group had identified price, infrastructure, and consumer engagement as their initial areas of focus, 
and at the May meeting participants began reviewing and discussing various price options for reducing healthcare costs, including 
transparency, reference pricing, bundled payments, and narrow networks. Working from this list of consensus-based priorities, the 
group – with the help of an expert facilitator (Bailit) – developed a recommendation for a voluntary cap on year over year growth in 
risk based contracts, tracking to Medical CPI. This recommendation was presented to a group of 52 attendees at the October 2014 
CEO Summit. Informal feedback from this meeting indicated the intention of certain “pairs” of purchasers and ACOs to implement 
this recommendation. Other, more formal feedback has been a bit more equivocal. Because the lead time on contracting is so long 
(businesses were already well into the process of negotiating coverage arrangements by the time of the Summit), adoption of this 
tactic will only be able to be documented in 2016.

The Healthcare Cost workgroup has now begun to explore the issue of health care  infrastructure, identifying potential areas where 
excess capacity might exist, as well as possible data needs.

Healthcare Cost Data Book
The Healthcare Cost Data Book was compiled and produced, with dissemination beginning in Year One, Q4 and continuing into Q1 
of Year Two. The book has been well received. It is available in electronic form on the Coalition’s website. Hard copies of the book 
were distributed to key stakeholders, including all SIM governance members, key members of the Administration, key members of the 
Maine Legislature and representatives of CMMI.   The book will be updated on a regular basis, with subsequent “editions” released 
every six months.

CEO Summit
In Q3, staff worked to develop topics and recruitment strategies for the CEO Summit and advanced efforts to find a keynote speaker 
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and facilitator. The key note speaker for this event was Alan Gilbert, of GE’s healthimagination initiative. More than 52 individuals 
participated in the Summit; as evidenced by participant feedback, the event was well-received.

Accountable Community Work With MaineCare
Over the course of the year, the Coalition worked closely with MaineCare staff and the Department’s consultants (Deloitte) to 
discuss and refine the Accountable Community methodology. This has necessarily been a very long and very detailed process, so as 
to ensure that the Department is entirely comfortable that the approach reflects its policy decisions. As this process unfolded, new 
issues of policy presented themselves. This required time for the Department to resolve, but leads to a better end product. Because 
of the time taken to work through this process, though, the time line for the Coalition’s work on AC’s was delayed. Similarly, as issues 
crop up in the future, the Coalition’s work will necessarily be impacted as the Department works to resolve new questions. The 
Coalition is now producing monthly reports for AC practices as required.

Clinical Dashboard
In order to produce the Analytics Dashboard to MaineCare, HIN devoted year 1 to completing the design and build of the technical 
environments to store and integrate all MaineCare claims files with the clinical data in the HIE. HIN has received all claims files 
from the fall of 2010 thru the current month and will continue to integrate current data throughout the project. The first “Analytics 
Dashboard” views were demonstrated to MaineCare in November of 2014. The first user access and training implementation sessions 
for the project will begin in the 1st quarter of year 2. The phase of the project that was successfully completed in year 1 was to 
integrate MaineCare’s prescription history within the HIE’s clinical portal to support Clinicians across the state managing medication 
reconciliation for patient treatment. 

ENGAGE PEOPLE & COMMUNITIES

Whether the State Innovation Model work underway focuses on creating a new database or an Accountable Care Organization, the 
purpose is ultimately to provide higher quality, more affordable healthcare to Maine’s people and communities.  As the end-users 
of the work being done, it is important that Maine people are being involved and that they understand the reasons for the changes 
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Health Information Exchange - Patient Portal ‘Blue Button’ Pilot
The 12 month pilot between HIN and Eastern Maine Health System was launched in June. The initial implementation work for the 
pilot has begun with a selected leadership team focused on patient portal implementation and patient engagement. The pilot work 
will begin with an ideal set of primary care practices with strong patient engagement activities already in place during the 4th quarter 
and year 2 1st quarter.  EMHS has approximately 17,000 registered, active users of their Patient Portal system. HIN will measure the 
unique users that access the “blue button” functionality that is being tested once the pilot sites are live. Go-Live is scheduled for 
January of 2015.

Community Health Workers Pilot
Community health workers can be an important bridge between providers and individuals to promote health, reduce disparities, 
and improve service delivery. Q3 of 2014 for the CHW Initiative was focused on readying activities for “CHW Pilot Site contract 
approval”.  Following the release of the CHWPP RFP were a number of preparatory activities that occurred and led up to the review 
of proposals for the CHW Pilot Projects, they included:  a bidder’s Conference (04/01/14), Publishing Questions and Answers specific 
to the CHWPP RFP (4/25/14), accepting Letters of Intent (05/02/14) and full proposal submissions (06/02/14).  Review of the CHWPP 
proposals was completed during the week of June 16th by staff from Maine CDC and MaineCare. Contracts were completed with 
four organizations. 

As part of building the infrastructure and sustainability of CHWs, a CHW Stakeholder Group was convened to inform the CHW 
Initiative and has met nine times since its inception in October of 2013.  The group informs the CHW Initiative in the infrastructure 
and systems development work that parallels and complements the implementation of CHW Pilot Projects.  Shared learning, 
development of guidance, networking and a focus on sustainability anchor the group in its work.  Close to 100 individuals receive 
information regularly from the project and 30 members regularly participate in monthly meetings.  The CHW Stakeholder Group 
has completed the following: CHW core roles and responsibilities, cross-walk of roles and responsibilities to skills and attributes of 

taking place in the healthcare system.  To that end, the State Innovation Model puts a strong emphasis on engaging people and 
communities.
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CHWs, and recommendations for recruitment of CHWs

Community Education Regarding Regarding Payment and DSR
The Coalition has engaged in outreach efforts to inform the public about efforts around payment reform, public reporting, and so 
on.  A video explaining VBID was produced and is now available on the Coalition’s website. The Data Book served as a vehicle for 
outreach to a broad swath of the Maine public. The Coalition’s annual conference served as a venue to spotlight issues central to SIM 
and generated a number of press pieces and interviews. 

The MHMC also supports the Payment Reform Subcommittee, which is one of three subcommittees supporting SIM governance. 
This Committee chose to meet once every two months, alternating with meetings of the Coalition’s ACI group, as many people serve 
on or are interested in the work of both committees.  All efforts were made to ensure that members of the PRSC were kept up to 
date about and welcomed their participation in all relevant SIM activities.  

Only recently has the PRSC been asked to weigh in on issues directly related to SIM governance (e.g. risk resolution), but it is 
anticipated that the level of their activity will increase over the coming months. It has been challenging to maintain members’ level of 
interest, and the subcommittee has a number of open seats.

Patient Provider Partnership Training for Primary Care Practices
The Patient-Provider Partnership (P3) Pilot provides quality improvement support to 10 practice sites across the state to promote 
more effective communication between patients and their health care providers and more active engagement of patients in their 
health care decisions. P3 Pilot sites focus on three priority areas which include the American Board of Internal Medicine Foundation’s 
Choosing Wisely health decision areas, Shared Decision Making involving lower back pain and Shared Decision Making involving 
medication in behavioral health.  In year one P3 pilot sites participated in a P3 Learning Collaborative which has included two day-
long Learning Sessions focused on strategies for implementing Choosing Wisely or Shared Decision Making in their practices to 
better engage patients, monthly educational webinars that have built upon each other to guide the practices through the stages of 
implementation, a quarterly newsletter of information, and toolkits for each area of focus.  Keeping busy clinical practices actively 
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engaged is an ongoing challenge which the P3 Pilot has addressed by providing hands-on technical assistance from P3 Physician 
Consultants through site visits and conference calls to address practice-specific challenges to implementation.
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