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PROJECT BACKGROUND 

The Maine Departments of Health and Human Services (DHHS) is in the process of revising the system 
of crisis supports within the State.  The consulting firm Burns & Associates, Inc. (B&A) is assisting in 
one aspect of this initiative: a review of provider payment rates for crisis services. 

The rate review encompassed several tasks, including: 

 Multiple meetings with service providers and other stakeholders  

 A detailed review of service requirements and DHHS’ policy objectives 

 An analysis of budget data submitted by service providers and development of a provider survey 
to collect supplemental information  

 On-site visits with three providers 

 Identification and research of other available data to inform the development of rate models 

Based on this work, detailed rate models were developed for crisis services.  These models include 
assumptions regarding the specific costs providers face in the delivery of each service, such as direct 
support workers’ wages, benefits, and billable time; clinical support and supervision; and agency 
overhead.   

DHHS presented the proposed rate models and related documentation to providers and other stakeholders 
on March 13.  Interested parties were asked to submit their comments in writing to a dedicated email 
account.  The comment period lasted until April 6, but comments submitted after the deadline were also 
considered.  

Comments were received from 12 providers and other interested parties.  All comments have been 
reviewed and summarized and responses to each have been prepared.  Several changes to the proposed 
rates have been made in response to these comments.   

Comments were thoughtfully written and constructive, and DHHS appreciates all those who took time to 
offer feedback.   

DOCUMENT SUMMARY 

In total, 61 unique comments related to the proposed rate models and changes to service requirements 
were received.  The comments were summarized and organized into topical areas as follows:  

 Requests for Proposals (beginning with comment 1) 

 Financial Issues (beginning with comment 10) 

 Service Requirements and Limitations (beginning with comment 17) 

 Crisis Worker Wages, Benefits, Productivity, and Training (beginning with comment 31) 

 Crisis Stabilization (beginning with comment 39) 

 Crisis Resolution (beginning with comment 48) 

 Peer Supports (beginning with comment 57) 
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Based upon the comments received, DHHS has made a number of revisions to the rate models: 

 Updated wage assumptions with Bureau of Labor Statistics data from May 2014. 

 Increased the wage assumed for clinical support and supervision staff. 

 Increased the number of assumed days of paid time off (holidays, vacation, and sick leave) from 
25 days per year to 30 days. 

 Increased the training assumption for MHRT I and MHRT/CSP staff from 60 hours annually to 
80 hours. 

 Revised the psychiatric support components of the rate models to better indicate that this 
assumption is intended to reflect the cost of on-call staff and other indirect support; direct 
psychiatric support will be billable in addition to crisis services. 

 Added assumed costs for MHRT/CSP on-call pay to the Crisis Resolution rate model. 

 Revised the two-person Crisis Resolution response rates to incorporate the allocated cost of on-
call pay and clinical support and supervision for the second staff person. 

 Created multi-staff Crisis Resolution Travel rates. 

 Adjusted the assumed crisis stabilization unit occupancy rate from 80 percent to 82.5 percent. 

 Reduced the overnight staffing assumption in crisis stabilization units from one MHRT I for 
every three beds to one MHRT I for every four beds. 

 Increased the assumed daily cost of food for persons in crisis stabilization units from $8.40 to 
$10.07.   

 Added clinical consultation and supervision to the Peer Supports rate model and reduced the 
overhead component of the rate from 35 percent to 28 percent. 

The remainder of this document provides DHHS’ responses to each specific comment.  

REQUESTS FOR PROPOSALS 

1. One commenter suggested that implementing the new service requirements and rates in January 
2016 is too short a timeframe and that additional input from stakeholders should be solicited. 

DHHS believes that implementing the new crisis contracts, service definitions, and rates on January 
1, 2016 represents an aggressive, but achievable, timeline.   

2. One commenter asked whether the rates assume that all crisis providers will be expected to follow 
the Maine Crisis Standards and maintain current credentialing standards. 

DHHS continues to review the existing Maine Crisis Standards and credentialing requirements, and is 
interested in working with providers and other stakeholders to consider potential revisions.   

3. One commenter asked if only providers with a crisis contract will be permitted to bill for crisis 
services.  Another commenter objected to allowing ‘any qualified provider’ to provide services.   

DHHS is in the process of finalizing the criteria for crisis services providers.  Once complete, DHHS 
will publish the requirements to be met to provide services. 
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4. One commenter suggested that allowing multiple providers to serve a region will increase overhead 
costs and create confusion.  Another commenter asked whether a provider must have an existing 
Crisis Stabilization Unit in order to qualify to respond to the RFP or whether they would be able to 
demonstrate that they could operate a CSU.  A third commenter asked if a provider can deliver 
both Crisis Resolution and Crisis Stabilization in one district and then provide or subcontract just 
one of those services in another district.  A fourth commenter asked whether providers will be able 
to propose to serve only a portion of a district (for example, a specific county within a district).   

DHHS appreciates these comments and questions.  These issues, however, are outside of the scope of 
the rate review, but will be addressed in the forthcoming request for proposals. 

5. One commenter asked what efficiencies are anticipated with a centralized Hotline and why DHHS 
is not instead identifying efficiencies within the current structure.  Another commenter asked how 
much savings are projected from the establishment of a single statewide contract for the Hotline.   

In general, it is anticipated that a centralized Hotline will result in increased consistency in the 
treatment of individuals across the State while eliminating the need for multiple providers to devote 
staff to the operation of a 24-hour call center.  Additional discussion of the goals of the Hotline will 
be outlined in the forthcoming request for proposals.   

Savings may or may not result from this consolidation as the award for the contract will be based on 
the best value to the State, which is not exclusively a financial consideration. 

6. Two commenters expressed concern with the proposal to establish a statewide Hotline because the 
centralized staff may not have the same familiarity with an area and individual clients as a local 
provider might.  One of these commenters asked whether the single awardee could provide Hotline 
services through regional subcontractors. 

The function of the Hotline will be to triage calls and determine whether referral to a local provider is 
necessary.  In these cases, the caller will be handed off to a crisis provider in the caller’s district.  The 
local crisis services provider will then provide assistance and link the individual to other local 
resources as warranted. 

Any restrictions on the manner in which potential providers operate the Hotline will be included in 
the forthcoming request for proposals. 

7. Two commenters asked several questions regarding how a centralized Hotline will triage calls and 
then make referrals to local providers.  Specific questions included: 

- In areas with multiple providers, how will the Hotline determine which to contact? 

- Will multiple providers serve the same individual and, if so, how will records be shared? 

- Will the Hotline call the agency or specific workers? 

- How will the Hotline make referrals to Crisis Stabilization Units and who will be responsible 
for arranging crisis assessments and transportation? 

DHHS appreciates these questions and comments.  These issues, however, are outside of the scope of 
the rate review, but will be addressed in the forthcoming request for proposals. 

8. One commenter asked whether crisis services providers will be able to respond to the RFP for the 
Hotline RFP.   

Yes, providers of crisis services will be able to respond to the Hotline request for proposals. 



  Maine Department of Health and Human Services 
  Responses to Public Comments Regarding Crisis Rates 
  Page 4 
 
 

prepared by Burns & Associates, Inc. July 7, 2015 
 

9. One commenter asked whether providers must serve both adults and children. 

Providers will not be required to serve both adults and children. 

FINANCIAL ISSUES 

10. Several commenters asked whether the rates cover only MaineCare enrollees and uninsured 
individuals or whether the rates also apply to underinsured individuals. 

The fee-for-service rates apply to services provided to MaineCare members as well as individuals 
who do not have insurance coverage for Crisis Resolution or Crisis Stabilization services.   

Providers will be required to bill individuals’ private insurance before billing DHHS.  If a recipient’s 
insurance plan does not provide coverage for crisis services, the provider may bill DHHS.   

11. Two commenters asked how ‘grant’ funds will be allocated and accessed. 

State-only funding (that is, ‘grant’ dollars) will continue to be available to provide crisis services to 
individuals who are not eligible for MaineCare.  However, providers will now bill for the services 
they provide in the same manner that they bill MaineCare, using the same fee-for-service rates.  Thus, 
providers will be paid the same amount for the same service regardless of an individual’s eligibility 
for MaineCare.   

12. One commenter objected to the characterization that the current MaineCare rate for Crisis 
Resolution services includes costs related to the call center function, stating that these costs are 
supported entirely through non-MaineCare state dollars. 

The current rate for Crisis Resolution services is more than $57 per quarter hour, or more than $228 
per hour.  The costliness of this rate, which is greater than some physician rates, cannot be explained 
by the salaries paid to MHRT/CSPs (according to providers’ annual budgets, these staff are paid $18 
or $19 per hour) or even a 35 percent agency overhead rate.  Rather, the rate is high because a 
significant proportion of MHRT/CSPs’ time is not billable.  Based on provider survey results, it 
appears that some of this non-billable time relates to call center functions. 

Regardless of whether a provider currently uses some portion of their MaineCare revenues to support 
the cost of staff operating the call center, the rate model cannot justify a $228-per-hour rate without 
the call center responsibility.   

To provide a basis for comparison, the rates paid for comparable services in other Medicaid Region 1 
states were reviewed.  Service requirements were not examined so it is uncertain whether there are 
significant differences in these services.  However, the comparison does offer some context.  In 
Connecticut, the crisis intervention (S9484) rate is $21.25 per quarter-hour; the crisis intervention 
(S9484) rate in New Hampshire is $23.46 per quarter-hour; Rhode Island’s crisis intervention 
(H2011) rate is $22.50 per quarter-hour; the crisis intervention rate is $55.74 per quarter-hour in 
Vermont; and the Massachusetts rate was not identified.  The new MaineCare rate of $36.31 is 
substantially higher than in three of the four states, though less than the Vermont rate. 
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13. One commenter asked whether the proposed rates reflect costs associated with establishing and 
coordinating a new crisis services structure such as building infrastructure and relationships with 
the statewide Hotline, training staff and community partners in the system redesign, and lost 
productivity and responsiveness during the transition. 

The rate models do not include specific assumptions related to the implementation of new service 
requirements.  That said, the Crisis Resolution and Crisis Stabilization rate models do include 35 
percent and 28 percent, respectively, for agency overhead costs, which should help support the 
investments cited by the commenter.  Although the shift to a statewide Hotline does represent a 
significant change in how providers are first contacted, but the actual delivery of Crisis Resolution 
and Crisis Stabilization services should not be substantially different. 

14. One commenter asked what provisions have been made to address potentially higher than 
anticipated demand for services. 

It is unclear what types of provisions the commenter believes are necessary in order to address an 
increase in the demand for crisis services (or why such an increase would be anticipated).  Services 
will be reimbursed on a fee-for-service basis.  If there is an increase in the amount of services 
delivered, the rates will not change.  Providers, though, would be billing a greater number of services, 
increasing their revenues.  The reverse is also true; if demand decreases, there will be fewer billings 
and less revenue. 

15. One commenter asked what provisions have been made to address short-term and sustained 
increases in service delivery due to seasonal and situational service demands. 

As with the response to comment 14, the rate models do not include any specific provisions to 
address seasonal or other fluctuations in the demand for crisis services.  Services will be reimbursed 
on a fee-for-service basis so providers’ billings and revenues will increase in periods during which 
they provide more services and decrease in periods during which they provide fewer services.  The 
rate models are intended to reflect the ‘typical’ cost of providing services, which may vary at different 
times.  There will likely be times when providers’ costs are higher than assumed in the rate model, 
but there will be other times when costs will be lower.   

16. One commenter stated that the proposed rate models are built on an assumption that 65 percent of 
services are MaineCare eligible, but that their MaineCare eligibility rate is much lower. 

The rate models are not predicated on any specific assumption regarding eligibility.  Rather, the 
models are intended to reflect the ‘typical’ costs of delivering services, which is not a function of the 
eligibility of the individual receiving services.  Thus, although the eligibility mix of a caseload varies 
across providers and over time, these differences do not impact the rate models. 

In fact, variable caseload mixes are part of the reason for adopting fee-for-service rates that will apply 
both to individuals eligible for MaineCare and those not eligible.  Providers will receive the same 
payment regardless of eligibility, offering ‘protection’ against changes in the eligibility of the 
individuals to whom they provide services. 
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SERVICE REQUIREMENTS AND LIMITATIONS 

17. One commenter asked whether an emergency department would contact the centralized Hotline or 
a local crisis provider when an individual is in need of a crisis assessment.  Two commenters asked 
whether a community provider would contact the Hotline or a local crisis provider.  Another 
commenter asked how the rate models provide for direct referrals that bypass the Hotline. 

It is DHHS’ expectation that all requests for crisis services will be called-in to the Hotline.  It is 
recognized that there may be a transitional period during which calls will still be made directly to 
crisis providers.  These providers will only be paid for direct services (which, as discussed in 
response to comment 19, may include speaking to the individual in crisis on the phone as part of the 
initial assessment before the in-person response) and related follow-up so it is expected that providers 
will help educate other stakeholders on the new process for requesting crisis services. 

18. One commenter asked whether call centers will continue to maintain 24-hour staffing to respond to 
walk-in and office-based assessments despite the new provision allowing on-call crisis response. 

The State intends to award a single Hotline contract, which will be required to be staffed 24 hours per 
day.  The call center will not be required to accept walk-ins. 

Crisis Resolution providers will be required to have 24-hour availability to respond to individuals in 
crisis, but will be permitted to meet this requirement through on-call staff.  It will be each individual 
provider’s decision whether to staff an office 24 hours per day, to maintain on-call staff, or to make 
use of both strategies. 

19. One commenter asked whether providers will be able to bill for calls received from the Hotline 
contractor as well as for direct calls from individuals. 

The Hotline is expected to determine if an in-person response is warranted and dispatch a Crisis 
Resolution provider as necessary.  If the Crisis Resolution providers’ intervention begins with a 
telephone contact, that time will be billable if an in-person response occurs (which is the expectation 
given the Hotline’s determination that a face-to-face contact is necessary).  Providers will also be able 
to bill for follow-up care, which may be telephonic or in person, subject to the limitations discussed in 
the response to comment 23. 

As discussed in the response to comment 17, it is DHHS’ expectation that the Hotline serve as the 
initial point of contact for crisis services.  Calls made directly to Crisis Resolution or Crisis 
Stabilization providers should be redirected to the Hotline.  

20. One commenter suggested that services provided in emergency departments be limited to three 
hours for an initial assessment and that hospitals could contract for any subsequent services, but 
these would not be billable crisis services.  Another commenter stated that the proposed three-hour 
limit would violate crisis program standards and Medicaid regulations by ‘denying members access 
to services for which they are eligible’ or that they would need to deliver services without payment.  
A third commenter suggested that the daily cap for services delivered in an emergency department 
be increased from three hours to the reported average of 5.4 hours.  A fourth commenter asked 
whether the three-hour assumption includes time spent conducting bed searches. 

As noted by one commenter, Crisis Resolution services provided in emergency departments will be 
limited to three hours per individual per day.  Time spent on bed searches will not be billable.  These 
limitations do not constitute a denial of covered services. 
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As one commenter notes, the average length of an encounter in an emergency department reported by 
participants in the provider survey was about five hours.  In contrast, the average reported encounter 
length outside of an emergency department was three hours.  The three hour per day limit is intended 
to ensure that services do not supplant the responsibilities of the emergency department.  If a hospital 
wishes to have crisis providers deliver additional support, they are able to contract with these 
providers and pay them directly. 

21. One commenter asked whether a hospital may contract with a provider even if the organization is 
not the crisis provider in the district.  Another commenter asked whether hospitals will be required 
to work with and provide space for multiple providers. 

DHHS is not mandating how hospitals work with crisis providers.  . 

22. One commenter asked whether there will be a limit on the duration of initial face-to-face contacts 
and follow-up supports when they occur in a location other than an emergency department. 

At this time, DHHS is not establishing limits on the number of hours of Crisis Resolution 
interventions delivered outside of emergency departments.  DHHS intends to monitor the 
implementation of the changes to the crisis system as well as service utilization to determine whether 
other limits may be appropriate. 

23. Several commenters objected to the proposed service limitation of three follow-up contacts within 
15 days of the crisis assessment.  Specific comments and questions were: 

- One commenter asked how the limits were decided. 

- One commenter asked what constitutes a ‘new’ crisis episode that occurs within the 15-day 
period.   

- One commenter asked whether time spent transporting members will be included in the three 
follow-up contact limit. 

- One commenter asked, if an individual is placed in a crisis stabilization unit and then 
deteriorates such that they need a higher level of care, how the additional assessment would be 
funded. 

- One commenter stated that a prolonged lack of available inpatient or crisis stabilization beds 
results in many reassessments and asked who assumes the cost as a result. 

DHHS believes that three follow-up contacts within a 15-day period is a reasonable limitation.  Any 
billed contact, including the provision of transportation, will apply to the three-contact limit.  
Individuals who require a greater degree of intervention may need to be referred to a crisis 
stabilization unit or other inpatient facility.   

24. Several commenters asked what the process will be to discontinue services once an individual has 
reached a service cap (either three hours of services in an emergency department or three follow-
up contacts in a 15-day period). 

Providers are not required to provide services in excess of the specified limitations.  An emergency 
department is responsible for providing appropriate care to individuals, including any supports in 
addition to three hours of Crisis Resolution services.  The hospital may use their own staff or contract 
with crisis providers to deliver these supports.  In regards to the limitation on follow-up contacts, an 
individual who may require more assistance may be referred to a crisis stabilization unit or other 
inpatient facility. 
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25. One commenter asked for a listing of all activities considered to be ineligible crisis-related services.  
Another commenter asked whether DHHS will eliminate the requirement that providers educate 
the public from the regulations since this function does not appear to be included as a productivity 
assumption. 

Billable activities are defined in regulations.  For Crisis Resolution services, billable activities include 
initial face-to-face assessments and follow-up contacts that may occur in-person or telephonically.  
Travel time related to Crisis Resolution services is separately billable using the new Crisis Resolution 
Travel rate. 

Other activities are not prohibited, but are not billable.  Many of these are included as productivity 
adjustments in the rate model, which are discussed in the response to comment 35.  Additionally, the 
rate model includes funding for clinical support and supervision as well as agency overhead, costs 
which are intended to support many of the other responsibilities that crisis providers have.  Providing 
public education will not part of the Crisis Resolution service requirements. 

26. One commenter suggested that crisis agencies be mandated to enter into memorandums of 
understandings with the police and sheriff departments in the regions they serve. 

DHHS recognizes the value in developing close working relationships between crisis services 
providers and law enforcement agencies.  However, DHHS has no ability to compel police and sheriff 
departments to enter into memorandums of understanding and so is not requiring crisis providers to 
have such agreements. 

27. Two commenters asked how ‘ineligible settings’ will pay for services that are no longer funded by 
DHHS.  One of these commenters suggested that this policy will increase the use of emergency 
departments. 

Commenters referred to two settings that were mentioned in presentations of the proposed rate 
models.  The healthcare of individuals in prison or jail is the responsibility of the correctional agency.  
DHHS will not pay for services delivered in prisons or jails, but correctional agencies may decide to 
contract directly with crisis providers to deliver services.  The other setting discussed was schools, but 
the presentation was referring to providing general education in schools, which is not a billable 
service.  Crisis Resolution services delivered at a school are billable.  

28. One commenter noted that providers are required to support individuals in crisis, engage in 
debriefings as necessary, educate the public, and act as the communications liaison between 
providers and inpatient units. 

DHHS appreciates the various roles that crisis providers fill.  The rate models seek to accommodate 
these responsibilities both in the productivity adjustments for MHRT/CSPs and the agency overhead 
rate. 

As described in the response to comment 35, productivity adjustments spread the costs of staff’s non-
billable tasks over their billable time.  The Crisis Resolution rate model provides nearly one-and-one-
half hours per day for ‘other activities and downtime’, which is intended to accommodate some of the 
activities listed by the commenter. 

Additionally, the Crisis Stabilization rate model assumes that 28 percent of total funding supports 
agency overhead and operations (see comment 44) while the Crisis Resolution rate model includes 35 
percent (see comment 55).  These amounts are substantially higher than DHHS includes in most other 
MaineCare service rates in order to recognize crisis providers’ various responsibilities. 
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29. One commenter asked whether the requirement that providers have access to psychiatric consults 
can be fulfilled through psychiatric nurse practitioners. 

DHHS is willing to work with providers to further explore this suggestion consistent with the scope 
of practice established by the Board of Nursing. 

30. One commenter asked whether there will be limits on the amount of crisis contacts provided by two 
crisis workers. 

At this time, DHHS has not proposed any limits on the amount of crisis services provided by two 
staff (whether two MHRT/CSPs or an MHRT/CSP and a peer).  DHHS intends to monitor utilization 
of two-staff responses to confirm that services are clinically appropriate and to determine whether 
more formal guidelines are necessary. 

CRISIS WORKER WAGES, BENEFITS, PRODUCTIVITY, AND TRAINING 

31. One commenter suggested that the assumed MHRT I wage in the Crisis Stabilization rate model be 
increased from $13.55 per hour to the weighted average of $13.75 reported in providers’ budget 
submittals.  Another commenter proposed that the assumed wage be increased to a ‘living wage’ of 
$13.80.  A third commenter suggested that the wage should be equal to the assumption of $22.46 
per hour for MHRT/CSPs. 

The wage assumptions included in the rate models are derived from data published by the Bureau of 
Labor Statistics (BLS).  The BLS reports wage levels for several hundred job classifications based on 
surveys returned by Maine employers across industries.  The requirements for the staff providing each 
service were compared to the BLS’ job classification descriptions.  The wage assumptions were set at 
the median BLS wage for the classification that best approximate the service requirements.  The BLS 
data is published annually and the rate models relied on May 2013 figures, the most recent data 
available at the time. 

In the case of Crisis Stabilization, the best match to the BLS classification schema was psychiatric 
technicians (standard occupational classification 29-2053), whose job functions are described as: 

Care for individuals with mental or emotional conditions or disabilities, following the 
instructions of physicians or other health practitioners. Monitor patients' physical and 
emotional well-being and report to medical staff. May participate in rehabilitation and 
treatment programs, help with personal hygiene, and administer oral or injectable 
medications. 

The median wage for this occupation was $13.06.  The rate model includes a 15 percent differential 
for overnight shifts.  Assuming that overnight shifts account for 25 percent of total staff hours, the 
weighted average wage was $13.55.   

Subsequent to the release of the proposed rate models, the BLS published May 2014 wage data.  The 
rate models have been updated with this new information.  The psychiatric technician wage increased 
to $13.54 per hour.  Providing for the same overnight shift differential, the wage assumption in the 
rate model is now $14.05. 

The experience and training requirements for MHRT I’s are substantially different than those of 
MHRT/CSPs so it is not reasonable to expect that the wages paid to staff in these jobs are the same.  
These differences are reflected in current wage levels.  According to the annual budgets submitted by 
providers, the average hourly wage of an MHRT I is $13.75 compared to an average of $18.03 for an 
MHRT/CSP. 
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32. One commenter suggested that the Peer Supports rate model assume an hourly wage of $13.80.  
Another commenter stated that they would expect to pay peers between $13 and $14 per hour. 

Providers that currently employ peers reported that they are paid approximately $11.50 per hour.  The 
Peer Supports rate model assumes an hourly wage of $12.00, which provides a small premium over 
the reported wages.  At this time, the wage assumed in the rate model has not been changed.  In 
addition to the wage, DHHS notes that the rate model also allows for a comprehensive benefits 
package, including paid time off and health insurance. 

33. One commenter asked whether MHRT/CSPs are assumed to be hourly or salaried staff in the rate 
model. 

All of the rate models, including the Crisis Resolution model, are constructed based on an assumed 
40-hour workweek and the resulting cost per hour of staff time.  In practice, these assumptions could 
reflect either hourly or salaried staff. 

34. Several commenters objected to the fringe benefit assumptions for crisis workers.  In particular: 

- Several commenters suggested that the rate models include between 30 and 44 days of paid 
leave (holidays, vacation, and sick time) rather than the 25 days assumed in the rate model.   

- One commenter stated that surveys of nonprofit employers in Maine found that the typical 
monthly employer contribution to health insurance is $491 for an individual plan and $1,119 
for a family plan.  Another commenter stated that an insurance premium of $400 per month is 
not sufficient for employees over 45 years of age.  A third commenter stated that their per-
employee cost for health insurance plan participants is $703 per month with an effective per-
employee cost of $436 after accounting for its 62 percent participation rate.  A fourth 
commenter reported that their cost is $460 per month. 

- One commenter suggested that the rate models include $145 per month for other benefits – 
such as dental, retirement, disability, and life insurance – rather than the $25 per month 
assumption.  Another commenter suggested that $25 per month is not enough to provide a 
benefit package comparable to that of State employees.  A third commenter stated that surveys 
of nonprofit employers in Maine found that the typical benefit package includes – in addition 
to health insurance – dental insurance (with monthly employer contributions of $28 and $66 
for individual and family insurance, respectively), a four percent retirement match, group life 
insurance, accidental death and dismemberment insurance, short- and long-term disability 
insurance, and $4,400 for tuition reimbursement.  A fourth commenter reported that they 
provide a 403(b) match as well as short- and long-term disability and group life insurance.   

DHHS agrees with commenters suggesting that additional paid time off be built into the rate model.  
Accordingly, the assumption has been increased from 25 days per year to 30 days. 

Overall, DHHS believes that the revised assumptions regarding staff’s benefit packages are 
reasonable.  Detailed information regarding the benefits offered to staff was not specifically collected 
in providers’ annual budget submittals or in the provider survey.  However, the benefit rate as a 
percentage of wages included in the rate models was compared to the benefit rates included in the 
budget submittals, which does not differentiate between types of staff.  In general, the benefit rate 
assumed in the rate model for MHRT I’s exceed the rate reported by providers, while the benefit rate 
assumed for MHRT/CSPs is less than reported.  Thus, while individual benefit assumptions may be 
less than providers’ current experience, the overall benefit rate is consistent with that experience. 
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35. Several commenters objected to the productivity assumptions for MHRT/CSPs providing Crisis 
Resolution services; specifically: 

- Two commenters suggested that the rate models should only expect that staff provide billable 
services for 26 percent of their shifts, consistent with provider survey findings.  These 
commenters stated that the rates should support the requirement of maintaining staff presence, 
that there should not be an expectation of a high rate of productivity on overnight shifts, and 
that significant billing for travel is not anticipated.   

- One commenter suggested that 35 percent would be a reasonable assumption of direct billable 
time, when coupled with on-call staff. 

- One commenter stated that their staff’s productivity ranges from 5 to 30 percent, depending on 
the shift. 

- One commenter generally stated that the assumptions do not accurately reflect agencies’ 
experience, particularly at ‘peak demand’. 

The Crisis Resolution rate model assumes that MHRT/CSPs working on the first and second shift 
provide four hours of billable service during an eight hour shift, that MHRT/CSPs on the third shift 
provide two hours of direct services, and that there is one-half the number of MHRT/CSPs working 
on the third shift as on the other two shifts.  In total, this translates to an average assumed productivity 
rate of 45 percent; that is, staff provide an average of 3.6 hours of billable service during an eight 
hour shift.  This assumption has not been revised. 

MHRT/CSPs have a number of responsibilities that are not billable, but that represent a real cost to 
their agencies.  In the rate models, these other responsibilities are labeled ‘productivity adjustments’.  
In effect, these adjustments spread the cost of non-billable tasks over billable time.  In the case of 
Crisis Resolution services, the assumed cost of an MHRT/CSP’s wages and benefits is $33.03 per 
hour, but after applying the productivity adjustments, the cost per billable hour is $73.40. 

Specifically, the Crisis Resolution rate model includes productivity adjustments for collateral contacts 
(assumed to comprise 11.25 percent of an MHRT/CSP’s time), recordkeeping (11.25 percent), 
employer time (12.50 percent), training (3.85 percent), and other activities/downtime (16.15 percent). 

The assumption that 45 percent of MHRT/CSPs’ time is billable is somewhat higher than reported by 
participants in the provider survey.  After disregarding time accounted for elsewhere – time spent 
receiving Hotline calls, travel time, and paid time off – and accounting for all reported billable time, 
reported productivity was a little higher than 40 percent.  However, DHHS believes that an 
expectation of 3.6 hours of billable service per eight-hour shift is reasonable and consistent with 
revised service requirements.  Some of these revisions are intended to result in a higher productivity 
rate, including allowing agencies to rely on on-call staff rather than keeping an office open 24 hours 
per day as discussed in the response to comment 18.  As suggested by one commenter and discussed 
further in the response to comment 49, funding for on-call staff has been added to the rate model.  
Another example discussed in the response to comment 25 is the elimination of a requirement that 
agencies provide public education. 

36. One commenter suggested that MHRT/CSPs provide more billable services than assumed in the 
rate model. 

As discussed in the response to comment 35, DHHS believes the productivity adjustments – and the 
resulting proportion of MHRT/CSPs’ time that is billable – are reasonable.  If an MHRT/CSP delivers 
more billable service than assumed (that is, they are more ‘productive’), the revenue that a provider 
earns for that staff person will be greater than implied by the rate model.   
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37. Several commenters suggested that the training assumptions were too low: 

- One commenter noted that training new crisis workers is labor intensive and, in particular, on-
the-job training takes weeks.   

- One commenter asked whether the rate models include a four-to-six week start-up period to 
prepare crisis workers to provide and bill for services.   

- One commenter asked whether the rate models include costs associated with an eight-week 
training and certification process.   

- One commenter stated that training requirements are 305 hours in staff’s first year of 
employment and 60 hours in each subsequent year.   

- One commenter stated that their organization provides 174 hours of training to MHRT I’s in 
their first year of employment.   

- One commenter suggested that the rate models provide for 80 hours of annual training for all 
crisis workers, including peers.   

The proposed rate models included a productivity adjustment for staff training based on an 
assumption of 60 hours of paid training per year.  This training is intended to be an average across all 
staff as it is assumed that training requirements will be greater in the first year of employment and 
less in subsequent years.  Additionally, DHHS notes that some on-the-job training can be 
accomplished, and paid for, through the use of the two-staff rate discussed in the response to 
comment 52. 

The 60-hour assumption translated to 2.88 percent of staff’s time (60 hours divided by a full-time 
work year of 2,080 hours), which is greater than the 2.1 percent for Crisis Resolution staff reported by 
participants in the provider survey (the question was not included in the Crisis Stabilization portion of 
the survey).   

However, in response to the comments received, the training assumption in the Crisis Resolution and 
Crisis Stabilization rate models has been increased to 80 hours per year, or 3.85 percent of staff’s 
time.  It is noted that the change does not change the Crisis Resolution rate because the additional 
training is assumed to reduce the amount of time dedicated to other activities and downtime rather 
than to billable activities. 

38. Two commenters suggested alternatives to the $24.65 per hour wage assumed for clinical support 
and supervision staff.  One proposed that the rate models use the weighted average of $30.02 
reported in providers’ budget submittals while the other suggested using the Bureau of Labor 
Statistics’ Social and Community Services Managers classification. 

The proposed Crisis Resolution and Crisis Stabilization rate models include a component to account 
for staff that provide clinical support and supervision.  In the models, the wage assumption for these 
staff used the Bureau of Labor Statistics’ job classification for mental health counselors (standard 
occupational classification 21-1014) in order to recognize their clinical qualifications.  As with other 
wage assumptions, the proposed rate models used the median wage, but then added an additional 10 
percent premium to account for supervisory responsibilities.   

In response to the comments on this assumption, the rate models have been revised to use the wage 
for social and community service managers (11-9151).  This occupation more directly reflects 
supervisory responsibilities so the rate model, therefore, uses the median wage of $26.38 without an 
increase to account for supervision expectations. 
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This wage is higher than reported by Crisis Stabilization providers in their annual budget submittals 
to DHHS, but less than reported by Crisis Resolution providers.  However, DHHS believes that the 
BLS data provides a reasonable reflection of competitive wages.  For other occupations included in 
the rate models, the BLS data results in a wage higher than reported by providers. 

CRISIS STABILIZATION 

39. One commenter expressed concern that the analysis of providers’ current expenses considered both 
crisis stabilization units operating at high occupancy and those operating at low occupancy.  The 
commenter suggested that calculations should only include programs operating at average daily 
occupancy of at least 70 percent.  The commenter further suggested that any CSU operating at less 
than 60 percent average daily occupancy should be evaluated to determine whether it is needed. 

The Crisis Stabilization rate model includes an assumption regarding the occupancy of crisis 
stabilization units (CSU) in order to estimate the number of billable days across which providers are 
able to recoup their costs.   

The proposed rate models assumed an occupancy rate of 80 percent, somewhat more than the average 
rate of 78 percent reported by providers.  However, as noted by the commenter, this average includes 
a number of CSUs in which occupancy is less than 60 percent.  At this time, DHHS is not 
contemplating the forced closure of lower-occupancy CSUs; if providers are able to successfully 
operate a CSU with lower-than-assumed occupancy, they will not be prevented from doing so. 

However, the impact of these lower-occupancy CSUs on the average occupancy across all units was 
reevaluated.  If homes with a reported occupancy of less than 60 percent (meaning that a bed is filled 
on only about 18 days per month) are excluded from the calculation, average occupancy is more than 
87 percent (equivalent to a bed being filled more than 26 days per month).  In response, the 
occupancy assumption in the rate model has been increased to 82.5 percent (so that a bed is expected 
to be filled approximately 25 days per month). 

40. One commenter asked how staffing allocations with an odd number of beds (for example, three, 
five, or seven) will be determined and whether these are adequately covered in the new rate.  
Another commenter asked whether the rate model assumptions regarding the number of MHRT I’s 
per bed and clinical staff ratios are requirements. 

The rate will apply to all size homes.  The staffing assumption included in the rate model was 
developed based on a six-bed example in order to construct a per-bed estimate of the number of staff 
hours required.  Based on the staffing assumptions, the model includes approximately 1.8 full-time 
equivalent MHRT I’s for every bed.  Thus, a CSU with three beds would be expected to have 5.4 
MHRT I’s, a CSU with five beds would be expected to have 9.0 MHRT I’s, etc. 

Like all of the rate model assumptions, the staffing patterns used to construct the rate are not 
prescriptive.  Providers will have flexibility in how they manage their CSUs so actual schedules will 
likely vary from the rate model assumptions.  Partly for this reason, the staffing assumptions included 
in the rate model were reevaluated to more closely align with providers’ current practices.  
Specifically, the rate model now assumes that there is one MHRT I for every four beds during the 
overnight shift rather than the original assumption of one MHRT I for every three beds (the model 
continues to assume one MHRT I for every two beds during daytime hours).  With this change, the 
rate model now assumes that there are 1.81 full-time equivalent MHRT I’s for every bed, which 
remains significantly greater than the average of 1.47 MHRT I’s for every bed reported in providers’ 
fiscal year 2015 staffing plans. 
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41. One commenter stated that it did not appear that the costs of benefits and paid-time off for relief 
staff were incorporated in the rate model. 

Relief staff are required when ‘regular’ staff are not available due to other responsibilities.  The Crisis 
Stabilization rate model incorporates the cost of relief staff.   

In particular, the rate model provides for 3,760 MHRT I staff hour per bed per year.  These hours may 
be provided by either regular staff or relief staff.  For both categories of staff, the rate model fully 
accounts for the cost of their wages, benefits, and non-billable responsibilities.  Specifically, the 
benefit rate includes the cost of paid time off and other benefits.  Since the benefit rate applies to all 
MHRT I staff hours, relief staff are assumed to have access to the same benefit package as regular 
staff.  Additionally, there is a productivity factor for training, which adjusts the hourly staff wage to 
account for the need for relief staff when regular staff attend training.  Again, the adjustment applies 
to the full wage and benefit cost for staff, treating relief staff identically to regular staff and fully 
accounting for the cost of their benefits.  

42. One commenter stated that they provide a significant level of direct psychiatric care in their CSUs 
and asked how they will be able to bill for that service in the redesigned system.  Another 
commenter stated that 15 hours of direct psychiatric support per bed per year is insufficient and 
suggested that at least 25 hours per year be included in the rate model. 

Direct psychiatric care will be billable in addition to the Crisis Stabilization services.  The psychiatric 
support included in the rate model is intended to reflect the cost of indirect support and on-call pay.  
To make this clearer, the rate model has been revised to reflect on-call payments rather than hours of 
support.  Specifically, the rate model now includes $1,500 per bed per year, which is less than in the 
proposed rate model, but consistent with the costs reported by participants in the provider survey.   

43. One commenter stated that the assumed 50 hours of registered nursing coverage per bed per year is 
inadequate.  Another commenter stated that the 50-hour assumption is not connected to specific 
clinical care guidelines and that nursing care should be available as needed. 

As noted, the Crisis Stabilization rate model includes 50 hours of registered nursing support per bed 
per year.  This assumption, which has not been changed, was derived from current support levels 
reported by providers in their annual budget submittals.  DHHS agrees that nursing care should be 
available to individuals as needed.  The 50-hour assumption is intended to reflect an average amount 
of nursing support; some individuals are anticipated to need more nursing care while many others will 
not need any at all.   

44. One commenter stated that a 28 percent overhead rate is inadequate and asked what methodology 
was used to calculate that rate.  Another commenter proposed that the assumed overhead rate be 
increased from 25 percent to the reported average of 28 percent. 

The Crisis Stabilization rate model provides 28 percent for agency overhead.  DHHS believes that 
this amount is adequate as it is consistent with the average overhead rate reported by Crisis 
Stabilization providers in the 2014 budgets submitted to DHHS, as illustrated in Appendix D of the 
rate models document.   
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45. One commenter asked whether actual cost data was used to establish the assumptions regarding 
occupancy and food costs.  Another commenter asked whether the occupancy component of the 
room and board rate model includes maintenance and upkeep of older facilities.  

The room and board rate is comprised of two components: occupancy and food costs.   

As detailed in Appendix E of the rate models document, the occupancy amount was constructed 
based on actual cost data.  Providers’ reported budget data was analyzed to identify occupancy-related 
costs, including maintenance and minor repairs as well as depreciation, rent, interest, utilities.  The 
cost data was then paired with provider survey data, through which respondents reported 101 crisis 
stabilization beds and a total of 65,650 square feet of space in the CSUs (an average of 650 square 
feet per bed).  Divided into the total reported occupancy costs, the calculated cost per square foot is 
$14.90 per year, which the rate model rounds up to $15.00.  Based on observation and data, 25 
percent of total CSU space is associated with administrative functions (such as staff offices), and this 
portion of the cost is incorporated in the CSU rate model.  Multiplying the remaining 487.5 square 
feet by $15.00 yields an annual occupancy cost of $7,312.50 per bed.  As discussed in the response to 
comment 39, the rate model assumes that a bed is occupied 82.5 percent of the time, producing an 
occupancy cost per filled bed day of $24.28. 

As discussed in the response to comment 46, the assumption related to food costs is derived from 
benchmarks published by the United States Department of Agriculture. 

46. One commenter suggested that the food cost be based on the USDA ‘moderate-cost’ plan rather 
than the ‘low-cost’ plan.  The commenter also noted that providers may receive USDA grant 
funding for food for children, but not for adults.  Two other commenters suggested that the rate 
model provide for $10 per individual per day. 

The food component of the proposed room and board rate model was based on the federal Child and 
Adult Care Food Program.  Using the federal reimbursement guidelines, the rate model included a 
total of $8.40 per individual per day ($1.62 for breakfast, $2.98 for both lunch and dinner, and $0.82 
for a snack).  DHHS also considered the estimated costs of food plans published by the United States 
Department of Agriculture.  The USDA costs vary based on an individual’s age and sex.  There are 
also four plan ‘levels’: a thrifty plan, a low-cost plan, a moderate-cost plan, and a liberal plan.  For a 
19-to-50 year-old male (the most expensive cohort), the cost of these plans ranges from $6.21 per day 
to $12.41. 

In response to comments, DHHS has increased the assumed daily food cost from $8.40 to $10.07, the 
USDA moderate cost plan for a 19-to-50 year-old male and an amount consistent with commenters’ 
suggestions.  No adjustments have been made to the rate model to account for instances in which 
agencies may also be receiving USDA grant funding for children in their CSUs. 

47. One commenter requested the establishment of an enhanced rate for a medically monitored crisis 
stabilization unit. 

The CSU rate model includes 50 hours of registered nursing support per bed per year.  This amount, 
which is based on information reported by providers in their 2014 budgets, is intended to reflect a 
reasonable average.  Some individuals will likely require more nursing support while many others 
will not require any.  Thus, at this time DHHS is not establishing an enhanced rate for an intensive 
medical CSU, but may explore this issue in the future. 
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CRISIS RESOLUTION (MOBILE CRISIS) 

48. One commenter asked whether Crisis Resolution rates were adjusted downward due to assumed 
cost shifting to the proposed statewide Hotline and what provisions are in place to address possible 
inaccuracies in these assumptions.  Another commenter noted that the number of calls reported in 
the provider survey are much less than an informal count conducted within the Maine Crisis 
Network and asked what impact this may have on the rate model. 

No specific adjustments were made to the Crisis Resolution rate model to reflect the centralization of 
the Hotline function.  Rather, the rate model was developed ‘from the ground up’ to reflect the cost of 
delivering this service.   

The purpose of including providers throughout the development of these rates – through several 
meetings, a provider survey, and this comment process – was to identify and remedy any inaccuracies 
in the rate models.  DHHS will continue to work with providers and monitor the implementation of 
the new rates to determine whether any additional adjustments are necessary. 

Given that the Crisis Resolution rate models are only intended to reflect the cost of providing this 
service, which does not include answering Hotline calls, any variance in the number of calls to the 
Hotline will not affect the rate for this service. 

49. One commenter stated that relying on on-call staff will not be sufficient to facilitate appropriate 
staffing to ‘ensure that a person does not wait any longer than an average of 30 minutes’ for an 
initial crisis intervention.  Two commenters stated the rate models should include funding for on-
call staff, with one suggesting that $75 per shift should be added to the rate model to account for 
on-call MHRT/CSPs. 

Allowing providers to rely on on-call staff to respond to crises, rather than staffing an office 24-hours 
per day, is intended to offer flexibility to providers.  Each individual provider will be able to make 
their own decision regarding whether or not to continue to keep an office staffed at all times or to use 
on-call staff during off-peak hours.  The rate model itself actually provides for around-the-clock 
staffing, assuming that half of the MHRT/CSPs working the overnight shift provide no billable 
services.   

Although the rate model was constructed based on the assumption that there will be in-office staffing 
at all times, the model was adjusted to also provide for an on-call MHRT/CSP.  Specifically, the rate 
model now provides for one on-call staff person for every four MHRT/CSPs during the first and 
second shifts and for every two MHRT/CSPs during the third (overnight) shift.  The model assumes 
$40 per on-call shift, or $120 per day.  This addition translates to $3.33 per direct service hour (the 
daily cost divided by 36 direct service hours, which is 80 work hours – four MHRT/CSPs on each of 
the first and second shifts and two on the third shift – adjusted by a 45 percent productivity factor).  
This figure is consistent with provider survey results.  For providers that reported an on-call cost, the 
average amount was about $1.50 per work hour, which is equal to $3.33 per direct service hour 
assuming a 45 percent productivity factor. 

Between the assumed MHRT/CSP coverage originally assumed in the rate model and the addition of 
an on-call staff person for each shift, DHHS believes that adequate funding is included to meet the 
required average response time for an individual in crisis.  
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50. One commenter stated that the rate model ‘does not justify the clinical support time as a proportion 
of MHRT/CSP time’ and suggested that this component of the rate model be more than doubled.  
Another commenter asked whether the rate model assumptions regarding clinical support and 
supervision ratios are requirements. 

The Crisis Resolution rate model includes funding for clinical support and supervision.  Specifically, 
the model includes one clinician for every five MHRT/CSPs.  This is a more generous ratio than 
implied in providers’ annual budget submittals, which suggested one clinician for every ten 
MHRT/CSPs.  DHHS believes that the rate models allow for sufficient clinical support and 
supervision and this assumption has not been revised. 

The rate model assumptions are not mandates on providers.  For example, providers are not required 
to pay the wages assumed in the rate models.  Similarly, the supervision ratios are not mandatory. 

51. One commenter asked what is included in the 10 hours of psychiatric support assumed in the rate 
model.  Another commenter stated that they believe the 10-hour assumption is adequate since 
direct psychiatric care would be separately billed.  Another commenter asked whether 24-hour on-
call psychiatric support is incorporated in the rate model.   

As discussed in the response to comment 42, the psychiatric support included in the rate model is 
intended to reflect the cost of indirect support and on-call pay.  The rate model has been revised to 
better illustrate this assumption and now provides for $2,000 of psychiatric support per MHRT/CSP 
per year.  This amount is an increase from the proposed rate model and is consistent with the costs 
reported by participants in the provider survey.  Direct psychiatric care will be billable in addition to 
the Crisis Resolution service.   

52. One commenter asked what is the rate for a second crisis worker.  Another commenter suggested 
that the two-staff response be determined by doubling the rate for a single staff response.  

The Crisis Resolution rate model includes a rate for responses that require two staff.  In the proposed 
rate model, this rate was determined by adding only the wage and benefit costs of a second staff to the 
standard (one-staff) rate.  The rate model has been revised to also include the costs of on-call pay and 
clinical support and supervision.  It does not, however, include additional funding for agency 
overhead costs; that is, overhead funding remains the same regardless of whether one or two staff 
provide the service.   

Compared to the standard (one-staff) rate of $36.31 per quarter-hour, the rate for two MHRT/CSPs is 
$59.90 per quarter-hour and the rate for an MHRT/CSP and a peer is $43.57 per quarter-hour.   

53. One commenter objected to the restriction on billing for ‘collateral contacts’.  Another commenter 
suggested that a separate rate be established for collateral contacts. 

Collateral contacts – such as speaking with law enforcement or an individual’s case manager – on 
behalf of an individual are an important part of Crisis Resolution services.  Collateral contacts will 
not be directly billable; rather, the costs associated with these contacts are incorporated into the rate 
model as a ‘productivity adjustment’.  As discussed in the response to comment 35, productivity 
adjustments spread the cost of staff’s non-billable responsibilities over their billable hours by 
‘inflating’ the cost of MHRT/CSPs’ wages and benefits.  Thus, collateral contacts are paid for in the 
rate models. 

Specifically, the Crisis Resolution rate model assumes that 11.25 percent of each MHRT/CSPs’ time 
is directed to collateral contacts (almost one hour per shift).  This assumption is somewhat greater 
than the 10.4 percent reported by participants in the provider survey (after removing the time reported 
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for receiving Hotline calls, paid time off, and travel – all of which will be funded outside of the Crisis 
Resolution rate).   

54. Several comments were received related to the proposed rate for travel time, including: 

- One commenter stated that travel time should be billed at the same rate as time spent providing 
direct care. 

- One commenter stated that it would be administratively burdensome to track travel time and 
instead proposed that different rates be established based upon the location of service (that is, 
in the office, in an emergency department, or elsewhere in the community). 

- One commenter noted that, although the travel time rate model assumes a per-mile cost of 
$0.575, 5 M.R.S.A. 1541(13)(A) does not permit DHHS-funded programs to charge an amount 
greater than the rate allowed for state employees.  The commenter asked whether this rule will 
need to be revised. 

- One commenter asked whether the travel time rate can be billed for both workers on a two-staff 
response. 

DHHS considered a number of options to account for MHRT/CSPs’ travel time.  These options 
included building travel time into the Crisis Resolution rate model or establishing separate rates for 
office-based and community-based services.  However, due to the unpredictability of crisis services 
and the significant differences in population density across the State, a separate travel rate was 
determined to be the most equitable solution.  The rate provides compensation based on the amount of 
time spent traveling rather than paying the same rate regardless of whether travel takes 15 minutes or 
two hours. 

The Travel rate model differs from the standard Crisis Resolution model in that it includes fewer staff 
productivity adjustments and no agency overhead.  These costs are presumed to be covered in the 
billings for the Crisis Resolution service. 

In response to the comment on the topic, DHHS has established two-staff travel rates in order to 
accommodate instances in which two staff are required.  This rate includes the wage and benefit cost 
of the second staff person (with different rates for a second MHRT/CSP or a peer), but does not 
include additional mileage as staff are assumed to travel together if they are responding to the same 
individual. 

Finally, the rate is billed based on travel time rather than directly for mileage so DHHS does not 
anticipate any conflict with the statute referenced by the commenter.   

55. One commenter suggested that the agency overhead rate be increased from 35 percent to 36.1 
percent, which was the amount calculated based on a review of providers’ submitted budgets. 

The Crisis Resolution rate model includes 35 percent for agency overhead costs.  As the commenter 
notes, the average overhead rate reported in providers’ annual budget submittals was 36 percent.  
However, it appears that some of the costs included in the overhead amount are funded elsewhere in 
the rate models, including the costs of on-call pay, clinical supervision, psychiatric support, and 
transportation.  In any case, DHHS believes that a 35 percent overhead rate is adequate and this 
assumption has not been revised. 
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56. One commenter requested the establishment of an enhanced rate for a walk-in psychiatric urgent 
care center. 

DHHS appreciates the suggestion.  As this time, however, an enhanced rate for a walk-in psychiatric 
urgent care center is not being established.  

PEER SUPPORTS 

57. Several commenters expressed support for the established of a MaineCare-covered Peer Supports 
service. 

DHHS appreciates the support for the addition of a Peer Supports service to MaineCare.   

58. One commenter asked whether the existing contracts for peers in emergency departments will be 
eliminated. 

DHHS will discuss the status of these contracts with the providers delivering these services.  

59. One commenter asked whether peers will be required to be MHRT/CSPs in order to bill for 
services.  Another commenter asked whether Intentional Peer Support certification will be required 
for peers to bill the Peer Supports service.  A third commenter asked how the current Intentional 
Peer Support training will be enhanced and how peers will be supervised to ensure effective 
services.  A fourth commenter suggested that Peer Advocacy training be hosted throughout the 
State, rather than primarily in Augusta, in order to reduce providers’ travel expenses. 

Peers will not be required to be MHRT/CSPs.  Otherwise, DHHS is continuing to develop the 
requirements and training for peers and will consider the comments that were offered.  

60. One commenter suggested that the productivity assumptions for Peer Supports should be consistent 
with the assumptions in the Crisis Resolution rate model. 

The productivity assumptions in the Crisis Resolution rate model reflect the requirement that 
providers be available to provide services on a 24-hour basis.  There will be no similar requirement 
for Peer Supports; consequently, there are differences in the productivity adjustments between the 
two services (that is, there are fewer productivity adjustments in the Peers Supports rate model). 

61. One commenter suggested that additional funding is required for clinical consultation and 
supervision in order to adequately support peer providers.   

DHHS agrees with this suggestion.  Clinical consultation and supervision has been added to the Peer 
Supports rate model using the same assumptions as those in the Crisis Resolution rate model (that is, 
a clinical support position for every five full-time equivalent peers funded based on the same wage 
and benefit assumptions).  Additionally, the assumption regarding the overhead rate has been revised 
from 35 percent to 28 percent (the same rate included in the Crisis Stabilization rate model). 


