December 29, 2006

Dr. Allen Dobson

Assistant Secretary for Health Policy and Medical Assistance

Division of Medical Assistance

2501 Mail Service Center

Raleigh, North Carolina  27688-2501

Dear Dr. Dobson:

I am writing to you on behalf of the National Alliance on Mental Illness/NC- North Carolina’s voice on mental illness, also providing family and peer education and support and public advocacy.  

You are aware of course that two memos have recently been promulgated regarding transportation reimbursement.  Certainly, with enhanced scrutiny from CMS, it is important to follow the rules regarding billings based on what the service definition is “costed” to include- i.e. transportation. If it does include transportation, then certainly DSS should not be billed in addition to the service itself.  

We were very pleased to see the corrected administrative letter no 17-06, implementation update #21 dated December l8, 2006.   It is a tremendous help that the following programs may in fact be able to access DSS Medicaid funds if they find that transportation is necessary to get the clients to and from those services, which I list as follows:

PSR

Partial Hospital

Child and Adolescent Day Treatment

Diagnostic Assessment

Ambulatory Detoxification

Opioid OP Treatment

SA Intensive OP Program

SA Comprehensive OP Treatment Services

We are also very pleased to see that you are going to study in January the rate supports for Day supports (CAP/MR/DD) and for PSR.  As you probably are aware the rate for PSR is one of the very lowest in the state for any mental health service.  The impact of the earlier erroneous memo caused the actual closure of a number of PSR programs, and others to consider closure.  One PSR provider in Durham felt they would need to buy bus vouchers at $17K/year, which they can hardly afford on the very low per hour rate.  We have also heard in the Pathways program that two programs have found transportation costs to be so high as to be prohibitive. 

I would like to offer the following suggestions regarding steps NAMI believes should be taken in order to ensure that no further closures of badly needed programs such as PSR take place due to rate related issues, including transportation.

1. Conduct, with the DMHDDSAS, an immediate survey of programs that have shut down over the last 2-3 year period, determining if financial viability is the primary cause

2. Determine those programs that are close to collapse due to financial issues (remember Mountain Laurel, New Vistas) and formulate an emergency strategy for maintenance of necessary clinical services

3. Adopt a performance standard for studying rates that are problematic and promise a set turnaround time.  For example, you are studying PSR in January- can we expect a 30 day turnaround on that rate study? When we learn of closures, tie the solution of rate review to that problem immediately.  Be proactive in determining which rates are problematic throughout the year through surveys.  

4. The system is under considerable strain due to so many changes.  Consider timing changes to coincide with a new fiscal year when there is discretion in timing.

5. Although the DMA 17-06 letter is in fact a correction, I found it very difficult to read, and I believe it contained another error.  Under Background (I) the section ends with the following:

“If transportation is needed for the services outlined in IIA and IIB below, the county DSSs are authorized to arrange for transportation and seek reimbursement from Medicaid for these costs.”

However, if you proceed to IIA and IIB it in fact lists services that have transportation included in the rate reimbursed to the provider so it is not at all consistent with the paragraph above, which says they can go to DSS for transportation funding.

6. Finally, on page 3 of the l7-06 letter, there is a NOTE following the covered   

services grid, which says: “the last five services in the chart above are considered residential services.  As such, the local department of social services would not need to provide transportation.”  I have had numerous years of experience in administering programs and I know for a fact that getting people transported to a medical detoxification program is in fact a huge need that you don’t seem to acknowledge is a valid expense.   The same can be said for getting people to and from the other residential programs.  If we don’t pay for people to get to treatment, we’ll simply be cost shifting those costs, which will be much greater, to the sheriffs’ departments who will be transporting people, or to the emergency departments and the ambulance services.  

Thank you for considering these issues.  I’ll look forward to hearing from you and would welcome a time to talk further about how we can all work together to improve health care delivery to those with severe mental illnesses.  

Sincerely,

Debra G. Dihoff, MA

NAMI/NC Executive Director

Cc:  Sally Cameron

       John Tote
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