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Strengths and Weaknesses of Using Medicaid Funding for MST Programs
The purpose of this position statement is to summarize the “state of the learning” regarding the strengths and challenges of using Medicaid funding to support MST implementation.  Medicaid funding has emerged as an important part of the MST landscape and is playing a critical role in the financial sustainability of many MST programs across the United States.  However, we caution stakeholders against viewing Medicaid funding as a “silver bullet” solution to their funding troubles, due to the potential limitations and challenges of using Medicaid funds to support the model-adherent implementation of MST as outlined below.
Strengths:

· Many youth and families who can benefit from standard MST are Medicaid eligible.

· Medicaid funding allows states to receive partial federal support for their evidence-based MST programs.

· Once a funding standard for MST is added to the state plan, funding is readily available.

· Medicaid waivers, 1915(b) Managed Care waivers and 1915(c) Home and Community-based Services waivers, and the 1915(i) Home and Community-Based Services state plan option, can be used to give states the flexibility to structure the funding for MST in the form of a per diem, weekly or monthly, billing rate.

Weaknesses:
· Medicaid funding alone is often insufficient to support an MST program.
· Under the Rehabilitative Services Option of the Medicaid code (a.k.a.the ‘Rehab’ option), Medicaid funding will never fully sustain an MST program. (See below for more on this topic.) 

· Not all families in need of MST meet the eligibility criteria for Medicaid.

· The current MST HCPCS (Healthcare Common Procedure Coding System) code available for use by states is based on a 15-minute billing increment. The nature of this increment, being a relatively short increment of time, is leading systems to establish reimbursement structures based on client contacts and is encouraging greater administrative/management focus on the billable nature of clinical work in practice settings. (See below for elaboration on each topic.)
· Under the Rehabilitative Services Option, the Centers for Medicare and Medicaid Services (CMS) is not able to create per diem, weekly or monthly billing rates for MST due to the number of non-allowable activities that are required as part of implementing MST. (See below for more.)
· Many Medicaid systems only reimburse for face-to-face contacts and, at times, only contacts with family members when the youth is present. This type of funding structure can easily lead to non-model adherent practices that over emphasize face-to-face contacts in clinical implementation.  In MST implementation, a therapist who gets the same high-quality outcome with less face-to-face contact is doing a better job.
· A common revenue management practice in fee-for-service Medicaid systems is the use of “productivity” metrics to focus staff on certain activities that are viewed as most appropriate. Many organizations, however, define “productivity” solely on revenue generation (billable activity) rather than clinical outcomes. In the most extreme examples of this, administrators post lists of “productivity rates” (a.k.a. revenue generation rates) publicly within the agency to shame staff into engaging in more billable activity. When properly used, “productivity” metrics can be used to ensure that therapist activities, as monitored through activity logging, are clinically appropriate, model-adherent and are focused on producing better outcomes for clients.
· No states currently have Medicaid funding available for the MST-Psychiatric adaptation of MST. This can lead to inappropriate referrals to standard MST programs of youth with significant psychiatric service needs and for whom these psychiatric service needs are viewed as the primary driver for the youth’s inappropriate behaviors.

CMS feedback regarding funding under the Rehab Options:
Our understanding of the feedback from staff at the federal offices of the CMS is that the following types of services and expenses included in the delivery of MST are not allowable and can neither be reimbursed directly nor built into rates for MST under the Rehabilitative Services Option.  It is our estimate that these kinds of activities constitute at least 10%, to over 30%, of an MST program’s annual budget, depending on the program size, structure, and case-specific service requirements.
· Five-day MST orientation training

· Quarterly MST Booster training  

· Ongoing training, work sample review, etc. with supervisor and/or teammates

· Staff time spent reading relevant clinical material for training purposes or reviewing reference materials
· General supervision activities, including on-site supervision and case review (The exception to this would be the rare situation when the MST client is present.)
· Administrative functions executed by the Supervisor

· Face-to-face delivery of  marital therapies to adult caregivers without youth present (only allowable if issues are directly related to the youth’s behavior or needs)

· Time spent trying to contact and engage families when “no shows” occur and/or when overall commitment to participation in treatment is low
· Staff meetings and non-clinical discussions

· “Flex funds”

· Court appearances

· Start-up expenses prior to client referrals

· Services delivered prior to authorization for billing
Two additional areas worthy of comment are phone contacts and collateral contacts. While CMS does allow these types of activities, they MAY or MAY NOT be allowable in individual states, depending on the standards established by each state.

· Phone contacts with caregivers 

· Collateral contacts with significant others that affect the youth including, but not limited to, the neighborhood, social, educational, and vocational environments, as well as those from the  criminal justice, child welfare, health and mental health systems.
· Phone contacts with collateral contacts 
Conclusions:

While Medicaid funding can be a meaningful part of an MST funding strategy, it is seldom a sufficient source of funding on its own. MST program administrators, operating programs under the Rehabilitative Services Option, consistently report that Medicaid reimbursements can reliably cover about 40% to 60% of a model-adherent MST team’s operating budget. States operating under waivers that grant the flexibility to structure funding for MST in the form of a per diem, weekly or monthly billing rate are often more successful in using Medicaid to fund a greater proportion, or even all, of an MST program’s budget.  Absent such a waiver, we recommend that MST programs create a multi-faceted funding stream that “braids” multiple sources of funding at a budgetary level and incorporates the available Medicaid reimbursements with these other sources of funding (e.g., state services funds from juvenile justice, mental health, etc.) in such a way that model adherence and client outcomes are always the primary focus for every MST clinician and program administrator.
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