










 
 

Provider Working Group Meeting 
September 15, 2014 
9:00 am-11:00 am 

Pleasant Acres Annex, Training Room 1 
**NOTICE: For the purposes of meeting notes, a digital recorder is in use** 

 
Introductions 

a.     Providers (Providers may also BRIEFLY share any relevant program updates or changes.) 
No updates shared. 

b.      YADAC Staff 
 
Guest Speaker: Cameron Romer, Drug Treatment Court/MH Court coordinator/DRC 

 
Currently seeking providers who would like to attend their meetings. Sarah Hawkins (WDR) is present once/month-Drug 

Court meeting. DUI Court/MH Court-looking for providers to come in and meet with judge, DA, public defender, case managers, 
herself and PO. Providers’ services are used, but at times unable to get input. Aware of what can/can’t be disclosed in court, but if 
there’s a case/client that has been in program or could benefit from higher level of care, the provider could give input. Working with 
Billie regarding what would be beneficial. Would like to arrange a rotation schedule, if providers would be interested. Not asking for 
commitment, looking for interest and start email regarding schedule. Billie commented that the programs are looking for clinical 
advice/expertise on what may be appropriate or inappropriate for individuals. Cameron stated Drug Court is at capacity with 140 
clients, MH Court is at capacity with 35 clients, and DUI Court has 115-120 clients. DUI Court meets Tuesdays at 8:30am, Drug Court 
meets Thursdays at 8:30am, and MH Court meets Thursdays at 2:30pm. How long does the meeting last? 8:30-10:30am (full 
schedule). Court session begins at 10:30; every case in court that week is reviewed.  Providers would sign releases good for one year 
if attending Treatment Court meetings. Also welcome to stay for court session(s).  

 
DRC- most intensive program in probation; doesn’t have a judge that operates weekly court system. Offenders sentenced 

to DRC are IOP eligible; level 3 or 4 offenders and must be substance abuse dependent. Clients work with PO and Lori and 
sometimes the employment specialist. Difference with DRC participants-they don’t go to court every week and they’re already 
sentenced. If clients fail the program, they’re sent to county or upstate. Due to amount of substance abusers, it’s beneficial to 
structure program more like treatment court minus the judge. Recently made (cases) to be similar to Drug Court, DUI Court and MH 
Court. Clients meet with Lori and check in with PO every day; required to be employed, seek treatment, and participate in CBT 
groups. The program is relatively new; successful-changes are positive. 

 
Health Choices: Colleen Dwyer 
Audrey: Collaborating with Health Choices for D&A Reinvestment Projects 

1. Reinvestment Project Updates 
a. There is 1 completely approved reinvestment project and a few started in the pipeline.  
b. D&A Halfway House-bid on a property accepted. Waiting to disclose location due to business currently operating 

there and issues to work through. Property-16 bed unit-males only. Each unit has a private bath and “in-room” 
suite. Reinvestment proposal had to be completed by 6/30/15; 

c. hope and expect to open doors before then. Must happen by then; 1 year extension already given and unable to 
get another extension. 

d. (Buprenorphine) Coordinating Care 
i. York/Adams counties. RASE currently provides Buprenorphine coordinating care through a grant; grant is 

ending. Hoping to time transition with no interruption of service. Meeting with RASE tomorrow to do 
enrollment with CCBH. Cost to cover a location still in the pipeline. Getting RASE whether or not cost to 
cover location is received. Requesting funding for start-up cost, to identify location and cover operating 



 
costs for the first 6 months. Reinvestment to cover what is not covered by revenue. It doesn’t cover 
everything. If staffing not covered by revenue: if revenue is $13,000 and staffing is $15,000, reinvestment 
pays $2,000. Hoping that will be done shortly. Preliminary application-revisions were requested and 
submitted. Resubmissions to be voted on next Tuesday. 

e. Drop-In Center 
i. For people on Suboxone, Buprenorphine, or methadone. Co-located with RASE location. Also be open 

with community space, drop-in center, computers for vocational use (resumes, etc). Open to all providers 
to have groups and meetings there. Looking at any type of life skills classes for people struggling with 
recovery (to support recovery). Life Skills: gender-specific, 4 nights/week. 12-step meetings: not sure how 
frequently. Proposal: coffee shop. Space in front on street-view to help sustain the center (funding is for 3 
years only). Trying to create a sustainability plan. To be open to the public. Meeting rooms in the back. 
Entertainment. Drug-Free Zone. RASE present with offices. Open to the community for any D&A related 
educational programming. Written to include teens if there’s a need for life skills or programming. 

ii. Audrey: Cyndy and Dan Roeder(Health Choices) went to the Council of Southeast PA. Similar drop-in 
center in Philadelphia. Great idea. People getting so much being in the drop-in center, working on non-
treatment needs. Audrey feels it’s supportive of providers, especially with life skills classes and 
supplemental services. Colleen doing an excellent job coordinating that. 

f. Recovery Homes 
i. Looking at subsidizing 90-day stay in recovery home. Other counties-CAP has 60 days-$200/month. Would 

use a sliding scale up to 90 days-hope that by the last month client covers themselves but if they’re short 
$50, reinvestment would work on it because they believe in having 90 days of support after stepping 
down from higher level of care. Looking to form a group to help decide what standards would be for 
recovery homes to authorize for program. Getting and accepting volunteers. Want representation from 
neighborhood associations and police. Setting community-driven standards so recovery homes are 
accepted by neighborhood, has curb appeal, and people are welcomed to the neighborhood versus having 
tension. Hoping to step up the quality of recovery homes and keep clients focused on recovery. So many 
different recovery homes out there. Proposal includes incentive: if recovery homes focus on dual-$7500. 
None focus on MH/medications and recovery; $7500 if a recovery home wants to establish that. Also no 
recovery homes (known) that include single parent with child-$7500 for that service also. Broken up for 
some renovations and some furnishings. Finally: no recovery homes for people on Suboxone, 
Buprenorphine, etc; a lot of times recovery homes don’t like to have that in there too. Again-$7500 
towards that service.  

ii. Imbedded a rapid rehousing incentive-would give up to $200/month towards rent for up to 6 months for 
people ready to move into their own apartment or don’t need recovery home. People who do that need 
to sign a commitment to stay in recovery those 6 months and attend weekly 12-step meetings. Trying to 
help people who maybe a recovery home isn’t the right environment or they have family obligations, have 
a job, or are ready to go back into apartment. Want to give them a little help but require the commitment 
letter that they’ll participate in recovery program during time receiving funding. That just went in with 
adjustments; may take a little longer. With all the other things on the horizon, not pushing it although we 
need it. It’s just there are only so many of us who can get things launched. Pretty excited; tried to build a 
few other things in there while we had the opportunity. 

iii. Getting ready for a new reinvestment proposal submission; every year beginning of March. At this time, 
major thing to look at is housing; big challenge within our communities. No long-term plan for 
homelessness and for people with mental health issues. If there’s extra funding (so many proposals went 
in this past year), talking about putting some good money into housing to keep that program sustainable. 
Open to other ideas.  

iv. Clearly focused on D&A this past year. Haven’t been getting a lot of proposals from other system 
providers. Did imbed money for training in drop-in center. Probation requested moral reconation therapy 
training. Hard to get training funding through, unless it includes equipment. Unsure what that means or 
why it is that way. Can’t get evidence-based training through unless it includes equipment. Try to bury it 
in some of our reinvestment plans so they don’t really see it. When we meet with provider during the 



 
launch, they have to agree that’s what we want. We try to throw our weight around a little bit in order to 
get things we need for our county. Probation department is talking a lot with us about evidence-based 
practices; they don’t want to send people to any kind of provider unless they have clear understanding of 
what evidence-based practices the parolees/probationers will be participating in. Trying to sneak staff 
development funding in without putting a label on it. 

 
2. Crisis 

a. Health Choices has meetings with crisis every quarter. At meetings-discuss the type of individuals that came in 
through crisis in last 3 months. Some attachments in the packet have some preliminary detail that was shared from 
Wellspan Crisis. Have a True North Crisis that operates out of Gettysburg Hospital and Memorial Hospital. 
Wellspan operates out of Edgar Square. 

i. Interjection from Bobbie Hickox: Not correct. True North operates a mobile wellness center-it’s a drop-in 
center that they go out to. Wellspan has their own crisis workers on weekends in Gettysburg. True North 
doesn’t do all of Gettysburg. 

b. Unsure whether information distinguishes everyone that comes in; some may be coming                                                                                                                                 
from Gettysburg. There are 2 providers-True North and Wellspan. The information only has Wellspan provider 
detail. True North has started collecting this information but hasn’t sent any yet.  

c. The purpose of the meeting is to discuss any types of challenges that they’re having. YADAC was invited to the 
meetings; attending for almost 1 year. Very helpful-one of the stumbling blocks being encountered over the last 
year is people that are in these recovery houses who use are kicked out of recovery houses and told they have to 
clean up and go through detox before they’re welcome back. They’re even coached that you can get this done at 
York Hospital if you tell them you’re suicidal. So people show up in crisis saying they’re suicidal and need detox. It’s 
been doing a number on how we manage psych beds. Find that a lot of psych patients have to be sent 2-3 hours 
away for a bed. Doing a lot more bed searches; it’s becoming a huge problem. The hospital has made some 
changes as a result of that, but this has been going on for a year. This is one of the reasons the recovery house 
proposal was started-to try to have standards with recovery houses and manage how information is shared with 
the people staying there. 

d. Since June 2013, started tracking number of people coming in with substance abuse. Statistics listed. Wellspan 
crisis averages a little over 300 walk-ins/month; varies between 275 and 350. Almost ½ of those people also have a 
drug problem. The 2nd page has medical assistance statistics. If someone has Medicare as their primary it’s on the 
front page. They may have medical assistance as secondary but it shows up on the 1st page. There’s probably a 
little more medical assistance than what these numbers state. 

i. Audrey: From taking a glance over statistics, appears alcohol remains #1; 48 in July. Remained somewhat 
consistent throughout the past year. 2nd is heroin; 39 in July 2014, 37 in 2013. Appears to remain 
somewhat steady. As far as the disposition, looks like 62 in the month of July have gone to treatment: 7 
for medical detox, 32 to Outpatient treatment, and 23 to social detox. Effective Aug 1st- doctors on psych 
unit @ York Hospital no longer prescribing Buprenorphine. What we want to look at when we get August 
statistics is if there’s a shift in those dispositions to see if less people going to psych unit., as it would be a 
less comfortable detox if going there, so hopefully start going the correct route for detox from here on 
out. Unfortunately don’t have August statistics tabulated at this time. Definitely something we’re going to 
keep an eye on. Also from crisis meeting- there’s a Dr. Lula-private psychiatrist-came into network with 
CCBH for Buprenorphine. He’s on N Beaver St-next to White Rose. Also some information that clients 
were selling drugs on the unit-now restricted to 48hrs for visits. Clients in Emergency Room for 24hrs due 
to lack of bed space. That’s something we want to look at when we get August statistics-see what the 
trends are. Something we can bring to quarterly PWG meetings-see how trend is moving. 

e. Looking at these trends because of adding other initiatives to our system-with RASE program, halfway house, and 
recovery houses. We want to see if any of these things change at all. The one thing that was interesting was that 
despite the press, seems there’s still a steady usage, yet slight uptake of people presenting with heroin, etc. Not 
quite as dramatic as the vibe makes it feel. The word on the street makes it seem worse, not that it is worse on the 
street, but we’ve seen a problem with it for quite a while. It’s not tremendously worse right now; crime rate seems 



 
worse at the moment. The press makes you feel like we’re in a high alert versus where we were a year ago, but 
we’re seeing the same numbers. Not sure if providers are seeing anything different. 

i. Audrey: I think that trend is what we’re seeing internally in our office. We went back and looked at how 
many people we were funding for detox treatment within the past 3 years-it’s been consistent. It will be 
interesting once we get statistics to take a look at-it’s not exactly what you think it would be based on 
what we’ve looked at so far.  

ii. Comment: I think the press is jumping on a bandwagon. We’ve been seeing this for a while. It doesn’t 
surprise me you don’t see a difference in numbers; surprises me that the press thinks this is a new 
epidemic. 

iii. Audrey: One of the things we’re going to be doing is gathering more overdose statistics. Collaborating 
with Health Choices as far as their numbers because unfortunately we can’t pull our statistics from STAR 
System. Plan to map it out in York/Adams counties by zip codes to see where the majority of individuals 
are being served and where overdose deaths are occurring. Also requesting information from medical 
personnel as far as overdoses not resulting in death. Hope to get an accurate perception of what’s going 
on out there. 

A. Colleen: When I did RASE proposal for Buprenorphine coordinating, researched how many 
people are on that medication right now. For the last year: there were over 339 unique 
individuals. 6 months ago (when proposal submitted): there were 177 unique individuals. That’s 
almost a 70% increase. The number of prescribers went from 77 to 131. Interesting changes 
going on with that. Working together on sharing some of our statistics; trying to come up with 
what they need. Numbers can be interesting, but you can’t automatically make any assumptions 
about what they mean; have to talk it through and work with people that are connected with 
what’s going on and get a sense of what’s going on. Love the idea of geo-mapping where deaths 
are occurring, where providers are located and where people getting services and certain 
medications are located.  

f. Questions for Colleen? 
i. Question asked regarding recovery houses: mentioned potential participants would be using funding 

when stepping down from higher levels of care; would that include someone coming out of prison? Yes. 
We’re not sure how successful we’ll be; we tried to put a sentence in there that was open, that if 
someone’s trying to avoid a higher level of care, we’d consider them. If someone’s struggling and felt they 
needed it but had never gone into higher level of care (not the way it regularly works), we didn’t want to 
close our mind to anything. You have to write a proposal for 5 years and keep it to 4 pages; leave a little 
latitude that can be adjusted depending on what you see happen. We didn’t want to write it so narrow 
that somebody who truly needed it (in order to avoid more expense or cost), would have to be ruled out. I 
try to keep it open. Occasionally they throw something in there I can’t change; they’ll tell me that’s the 
way it has to be. 

ii. What communities are these recovery houses slotted for? They’re already out there. Looking at working 
with ones that are out there or any new ones. I think there are over 200 in York County, only 1 in Adams 
County. (Comment: That one closed down; we have none in Adams County.) Funding is for York/Adams 
County; possibility that people from Adams County stay in York County. Heard Adams County has done a 
good job of keeping them out of the county; you’re really dealing with a county that’s not open to 
recovery houses. We’re trying to clean up the ones we have in York and maybe offer small incentives. 
That $7500 will go pretty quick for the 3 types of recovery houses that we don’t see at all. Hopefully get 
rid of ones not meeting standards. The probation department is involved too; sit in on meetings. Plan: 
they’d like to make it that their people on probation/parole must go to a halfway/recovery house that 
meets those standards. Money is going to help incentivize the ones to stay better and others won’t be 
getting referrals that were commonly accepted before. 

iii. Crisis meeting; wanted WDR to attend next meeting? Thought WDR was invited/added-will check. 
iv. Comment by Michele Britton: Misunderstanding about how system works with detox clients that can’t get 

in one. If somebody calls our system and there’s no detox bed in our system and can’t find bed in 
someone else’s system (99% of time), client expected to call back next day; asked to call every day until 



 
bed available. Reason: used to keep running waiting list; would get available bed, but client may not be 
able to fill that bed. Not good for managing beds. Thing being seen regularly: someone calls York line or 
person only wants to go to York (only 7 detox beds there); trying to get in-taking so long. Employees 
trained to ask if client would go to another facility. Please make sure clients are really getting the 
information. They told us they only wanted one facility or coach them to ask for larger facilities. 
Needlessly waiting sometimes to get into York because they’re unwilling to go to other facility; client(s) 
saying later we didn’t ask them about other facility. 99% of time we’re asking if they’d go to another 
facility. Any concern people are waiting too long, they should consider other facility where there’s more 
than just 7 beds-should help the flow of things. Audrey: client can still call daily even if on a waiting list at 
a specific facility to see if bed opens up somewhere else. 

A. Michele Britton Comment: Have someone trying for a while and they care enough to complain to 
you-that means they care enough-period. In which case, give them my phone number. Someone 
playing phone tag a long time-may be able to get through to them about considering another 
facility. Michelle Britton: 717-968-3640 (not to be given out as 1st point of contact, but if 
someone is really trying/waiting to get in). 

v. Audrey thanked Colleen/Health Choices for attending. Hope it was beneficial to everyone; wanted to talk 
to everyone as a group regarding YADAC collaborating with Health Choices. Helpful bringing Health 
Choices to do a collaborative working group together since topics overlap? Invite to this meeting? Yes. 

A. Colleen: We can learn a lot from providers; help inform our decisions and inform interactions 
with community care.  

B. Comment: Other provider meetings: Health Choices/representatives always welcome to attend. 
C. May extend PWG meeting to 11:30 due to more information. In favor of idea. 

 
Administration-Audrey Gladfelter, YADAC Administrator 

1. FY 14-15 Contract Update 
a.  Contracts and LOA were sent out 
b.   Email has gone out to request those missing be returned by 9/19/14 

  i.   Contracts pending: Daystar, Roxbury, Gaudenzia, and PA Counseling 
        ii.   LOAs pending: Dover SD, York Country Day School, York County School of Technology 

c. Reminder: Treatment services and SAP services still continue 
2. 14-15 Provider Directory 

a. On website and disseminated to providers 
b. Changes to providers 

i. No longer contracting with Wellspan for D&A; still contracting for crisis 
ii. No longer contracting with New Insights York or Lemoyne    

iii. Addition: WDR Lehigh Valley for 3A, 3B, 3B Dual. WDR-YAC relocated. 
c. Reminder for detox providers: level of care assessment not on grid-still responsible as 1st point of contact for 

assessment (per last PWG meeting) 
3. IP Treatment Funding Limitation memo distributed 

a. 3B still limited to Pregnant Substance Users 
i. 3rd year for limitations since 10% funding cuts 

b. Providers encouraged to still send referrals on ALL clients meeting 3B 
i. This year: while restrictions regarding D&A IP LOC outlined, imperative to give RFA for anyone 

needing IP care. OP Providers-submitting RFAs for anyone meeting IP criteria? 
ii. Clients needing admissions and continued stays: YADAC wants to receive RFAs for individuals; can still 

make exceptions. Is everyone doing that at this time? 
iii. Billie: If we receive RFA for detox only, can only assume they don’t want inpatient or don’t meet 

criteria for inpatient. 
iv. Comment: Only getting RFAs from one facility? Always say detox only? Information probably better 

coming back to us because we think we’re doing this correctly. In our system if you saw Lancaster 



 
always only requesting detox, should let me know (or any other provider). Believe we’ve coached 
staff on this, but maybe we’re missing something. 

v. Billie: David not here to confirm but believe it’s several facilities, not just one; seems to be random. 
Not consistent or able to be identified. If it was every detox referral, would assume it’s not 
understood. They can request for IP as well. May not get funded, but still want to receive it. Have 
conversations with providers-they should be requesting both if it’s recommended for both. 

4. Recovery Month Events 
a. White Rose TV Event 

i. Lisa did a great job as moderator. 3 individuals in recovery told their story. On TV starting Wednesday 
this week. Also on YouTube. 

b. Proclamation 
i. Sept 4th at Cherry Lane with Mayor Bracey, Commissioner Reilly, and Commissioner Hoke. Media 

coverage/article-YDR/CBS 21. YADAC staff was available to offer access to treatment and community 
support. 

c. Baseball game and Recovery Health Fair on 9/14/14 
i. Check presentation-$5000 

d. Listing of all York & Adams County events on website   
i. Events not listed-let Michael or Cheryl know (YADAC office). Want to keep adding events. 

5. Overdose 
a. York County Heroin Task Force Update 

i. Up and running-advocating current legislature 
A.  Senate Bill 1180: Letter of support was issued. Bill to pass prescription monitoring 

legislation/database-“Achieving Better Care”. Physicians query database 1st time prescribing 
patient a controlled substance and includes in patient medical record. Federal and state law 
enforcement officials also use database with restriction for Schedule 2s. All others can use 
database with a court order. Huge gap in PA. Will help physicians track if patients are going 
to multiple physicians for prescriptions. 

B. House Bill 2090: reconciled other bills such as bill building Naloxone and Good Samaritan 
laws. Looking to do a media campaign (press conference at some point). 

ii. Creating website-link with YADAC website-how to access care. Educating D&A services available in 
community. Presented by Steve. 

iii. Sammy Slusser, Collaborating for Youth: at last meeting. Task force impressed by CFY prevention. 
iv. Senator Wagner visited Pyramid; getting an overview of services for priorities. 

b. Overdose Free PA website (https://www.overdosefreepa.pitt.edu/) 
i. Handout in packet 

ii. Collaboration of PCCD and University of Pittsburgh 
A.  Looking to expand grant to include more SCAs. York was chosen. 
B. Contains links to SCAs, statistics, resources-community members and professionals. 
C. Heroin Task Force website linked to this as well. 

c. Overdose Statistics 
i. Map info: show occurring deaths/non-deaths and gaps in D&A services 

ii. Agencies/providers seeing ODs since last meeting? 
A. Previous client-discharged-died of overdose. 
B. Hope Group: Thursday evenings at Bob Allen’s house: N. George Street 7-8pm. For anyone 

affected by disease of addiction (death, incarceration or institutional). Free service for 
community. 

C. Billie: Flyer listed the CHOP office; will be revised. Clients reached out but didn’t feel 
comfortable going into city. Bob Allen’s house is well-lit and not intimidating. 

d. New drugs 
i. Sent information regarding heroin disguised as oxycodone-Delaware County. Unsure if this is closer to 

York/Adams Counties. Pics. Unsure what people are experiencing when taken. 

https://www.overdosefreepa.pitt.edu/


 
ii. New Hampshire: state of emergency regarding synthetic drug 

A. Synthetic marijuana-like drug sold in convenience stores as potpourri. Trend or seeing any? 
B. Comment: Seeing increased K2 synthetic marijuana; not a lot, but it had died down. Older 

ages-30s, not 20s.  
C. To Billie: seeing more in treatment courts?  No. 
D. Lori (DRC): Seeing more positives for K2. 

iii. Wax:  
A. Seeing in media, not cases; pictures passed. 
B. Concentrated marijuana/butane hash oil; becoming more popular. Drug panic in CA 
C. Butane hash oil has been around for a decade; now more available. 
D. Consumption: vaporized. Popular alternative for cancer patients, elderly, or those not 

wanting to smoke.  
E. Delivers potent dose of psychoactive ingredient THC. Ingredient compared 100 proof vs 50 

proof; like smoking 20-30 joints of marijuana in one shot. 
F. Risks: Explosions (making wax recipes/videos on YouTube) 
G. Easy to conceal: example-lip balm 
H. Haven’t heard of anything nearby 

e. Pharmacies are now permitted to establish take-back boxes 
i. Legislation: allowed to mail medication back to pharmacies 

ii. Comment: Mailing controlled substances? 
iii. Rite Aid has a program. CVS-prescriptions from their clients. 
iv. Mailing vs boxes: more anonymous 

f. Town Hall Meeting at York Vo-Tech 9/30 7pm 
i. Danny’s Story: Charlene Sciarretta. Son died of overdose; prosecuted the person who shot up her 

son. Filming her story to open the meeting.  
6. PACDAA updates 

a. Vivitrol – Vivitrol.com & Value Program 
i. Website: Which doctors are prescribing. New Insights/Dr. Davis. Other doctors in the area? No. 

ii. Value Program: individuals with insurance. SCAs funding it: $800. No limit to number of clients that 
can be prescribed, unlike Buprenorphine. 

iii. Can be prescribed by a nurse 
iv. Bracelet/dog tags- identification/ER awareness 

b. Healthy PA has been approved 
i. Waiting for updates 

ii. Affects YADAC and gap regarding Medical Assistance/PA Marketplace 
c. OMHSAS update 

i. State plans amendments for including more services. Psych rehab, certified recovery specialists, 3A, 
3B, and 2B included. Health Choices plan as mandatory service. 

ii. Discussion regarding Medical Assistance/Act 152-Inpatient services/shifts. Next year: cost analysis for 
services.  

d.   PACDAA Committee priorities  
i. Priorities set for year.  

ii. Treatment Committee: new PCPC roll out. Quality assessment process-meets DDAP quality 
assurance/licensing requirements-one standardized tool. 3B/3C Definition: Additional components of 
long-term rehab. What’s mandatory for each service.  Managed care companies and insurance 
companies have concrete definition. 

iii. Legislative Committee: Opiate-related policies. Monitoring roll out of state-wide Criminal Justice 
Initiative/Health Care Reform. 

iv. Prevention Committee: PBPS: Clear expectations how to collect information. 
v. Administrative Committee: STAR functionality. SDS implementation. Audrey/Lisa attended training to 

do fiscal report through there. New DDAP manuals. 



 
vi. Training Committee: Looking at case management training; something centralized in the near future. 

e. STAR update 
i. Over 200 known issues. Usage and amount of data in system increased. Team is working on it. 

ii. Concrete expectations placed on contractor. Contractor given notice: 3month extension until Sept 30 
to get things in order. If expectations/deadlines are met-another contract renewed for 1 year with 4 
renewals.  

iii. DDAP looking at Plan B. All the time and issues-concerned about thought to scrap system. Do 
everything possible to fix versus going to new system. 

iv. No information available to feds. Using Dept of Health statistics to meet requirements. 
v. Information validity: not accurate; removing reports. 

vi. Billie: Several providers putting PCPCs in STAR. Issue-D&A unable to view; looks like they’re not in. 
Required by D&A to have them in. Now-providers sending screen shot and a paper copy of PCPC.  

vii. Putting project plan in place: system slow/not functioning-Google Analytics will track. Provider 
(would) lose money if that’s happening. 

f. State Plan priorities 
i. DDAP discussed State Plan. Meeting to discuss/determine priorities of PACDAA. 

ii. Share money due to taking clients from other systems (i.e. MH/criminal justice-D&A clients)? 
A. Every system coming our way-why not use parody laws? 

iii. Schools: don’t have SAP funding-no longer getting federal “Drug Safe/Free School” Grant 
iv. Lawsuits: revenue from pharmaceutical companies (reference to tobacco lawsuits) 

g. Bridges to Recovery Initiative 
i. Handout from Secretary Tennis 

ii. Initiative to saturate medical community. Began with Overdose Task Force-disseminating information 
into the medical community in regards to overdose and how to access treatment. 

iii. Grass roots effort: bringing out templates on website. DDAP/recovery information, 
Professionals/roles, Clients, Friends/Family. 

iv. Check website before next PWG meeting and discuss ideas. 
h. PCPC rollout 

i. Original deadline: January 1st. Extended to July 1st per Secretary Tennis. Official announcement 
coming. 

ii. Offer webinars and more trainings 
iii. Makes sense with Point 5-Early Intervention LOC. Contracts redone in July. 

i. State Budget 
i. Not much information available. 

ii. Budget came out and is flat-funded. 
iii. $1 billion behind from 2013-2014; this was moved into the 2014-2015 budget. If no more revenue 

received, there will be a deficit of $3 million for next year. 
7. PCPC Clinical Integrity 

a. Handouts: Gary Tennis letter: Referenced Policy Bulletin No. 3-13 in letter 
b. DDAP Policy Bulletin No. 3-13 
c. Reminder: As doing PCPC and generating recommendation: if no funding available or client doesn’t want that 

LOC, keep clinical validity of PCPC and recommend LOC. As writing recommendation letters and referring 
clients to treatment, document what clinical LOC actually was. Referenced in new PCPC-3rd edition (What to 
do in circumstances. If not received, coming with training). 

 
  8.    SCA Payer of last resort 

                                a.     CCBH denials 
i. Requests from providers. Example: client has CCBH. CCBH denying treatment or client has insurance 

and insurance refusing to fund recommended LOC (important: clinical validity). Encounter situations-
if funder denying LOC-is this being appealed? Following through with entire appeal process? 
Sometimes stopped at ACT 106 (PA Act) and can’t use. Companies seem to be getting stricter. 



 
ii. Cynthia: Need to know about these issues and report to office (Secretary Tennis) 

iii. Comment: Provider requests treatment 30-60 days; funded for 14 days. Client had negative 
experience. Secretary Tennis stated: all that’s needed is a doctor (licensced physician or licensed 
psychologist certification or referral (if treatment qualifies for Act 106) 

iv.  Talking to Health Choice about CCBH denials. 
v. If denial letter received from funding sources, YADAC wants to see denial letters if funding that 

exception case. 
vi. Comment: Problem-what works for most counties: Agreement from SCA to pay if provider receives 

denial letter as opposed to waiting months to get denial letter. 
vii. Lisa: Past-if request received from provider (CCBH not paying)-make sure denial letter is in client 

chart. Allows time as long as in chart for monitoring. 
viii. Audrey: Internal discussions if prefer to have it sent versus seeing at point in time monitoring to make 

sure we are payer of last resort. Running into situations-LOC assessments (i.e. someone coming out of 
prison goes to agency and CCBH denies). Want to make sure providers are following through on 
entire appeal process. 2nd level appeal-county sits on panel. 

ix. Comment: clarification through SCA from CCBH regarding client leaving prison. Rumors-in jail more 
than 1 month, have to do 3C residential. Asked CCBH-replied “individual basis”. Doesn’t seem to be 
that way; it’s delaying treatment. Previously-precertification. Now-in community, trying to find 
mobile assessors-not sure of LOC. No clinical confidence in CCBH to distinguish those looking for 
clarification regarding prison population. 

x. Colleen/HC: Staff changes at CCBH. Will seek clarification. Dan Roeder will most likely follow up-
manages that aspect. 

b.   Max client benefits 
c.    ACT 106  

 
Prevention/SAP/Training-Cynthia Dixon, Prevention Program Specialist 

1.     Available Grants 
  a.     PCCD for Communities That Care: if requesting/need funding-apply to CTC for subgrant. 
  b.     Other federal grants-human services-coming out in March 
  c.     Audrey: keeping grants on the agenda. Cynthia sends grant information as obtained. 
  d.     Due to funding limitations-please apply for any additional funds 
 2.     6 previous policies written-on website. 

3.     Providers made changes to community plan based on needs of community. Most if not all York/Adams counties being 
served: implementation and evidence-based programming. 
4.     Bringing training back for Girls Circle/Boys Council. There have been a number of requests for it-York/Adams 
 

Case Management-Billie C. Kile, Case Management Supervisor 
1. How to collect MA Eligibility Letters 

a. Required-eligibility letter in client chart for monitoring. Tell individual need to be self-pay until letter is 
returned. Individual’s responsibility to apply for MA (provider can assist with application), follow through 
process, and receive eligibility letter. Timeframe: 45 days? Provider mails application-follow up- DPW has 30 
days to process. Letter/Agreement: client agrees to apply for MA and submit denial/eligibility letter. If not: self 
pay. 

b. YADAC Payer of last resort/other funding options exhausted: YADAC developed/seeks expedited plus plus 
funding. CRC only: IP treatment-seek the funding from individual at those facilities. Asking provider to have 
individual sign consent of redisclosure-gives provider consent to give information to YADAC to redisclose to 
CCBH. 

c. Lisa: can contact CCBH with consent, but if issue-can’t disclose information regarding denial. 
2. T-1 Policy 

a. Emergent care screening policy-posted to website August 7th.  
b. Created: RSC requested updated protocol regarding incoming calls to RSC. 



 
c. Detox limits lifted however have discussions with clients about reoccurring detox.  
d. Try to get consent for RSC to fund consecutive/subsequent detox episodes.  
e. Not necessary for YADAC to be involved-limits lifted. 
f. RSC-CRC York-other CRC facilities-other contracted provider facilities 
g. If RSC isn’t placing individual, provider should notify YADAC and get consent. 

3. Maximum Client Benefits 
a. Sent to providers/on website 
b. Terminology changes: client/individual 
c. Added LOC assessment/OP. Outlines no restrictions. 
d. Detox section 

i. Lifted limits per FY. 
ii. No length of time for residency requirement but must be a resident of York/Adams for detox. 

iii. Residential rehab: if individual has warrants/detainers-YADAC funding may be denied. 
iv. General rules: provide document of eligibility for MA. Failure to immediately supply the document 

may deem individual ineligible for funding. 
4. T-15 Policy: Failure to Adhere to T-11 Policy for Funding Authorization for Detox, Rehab/Halfway House LOC and 

Continued Stay Funding (if T-11 not followed) 
a. Developed due to influx and increase of paperwork issues 
b. T-11 Policy-refers to paperwork required to request funding for IP treatment, detox treatment, or Halfway 

House 
c. SCA has 2 business days to process request for IP, detox, or halfway house LOC. Staff reviews packet and 

determines if required information is complete and checks STAR for PCPC. 
d. If not correct: corrections checklist sent to provider. Provider has 2 business days to respond and correct 

document. 
e. If not completed: Failure to Adhere Notice sent to provider; 2 more business days given to complete or 

payment denied. 
f. PCPCs required to be in STAR at time of episode. 
g. Sent out 9/11/14; effective 10/14/14 
h. Audrey: will be signing off on payment denials. If problem with STAR/PCPCs, alert case management specialist 

immediately to have alternate documentation regarding PCPCs. Once denial is signed, it is assumed 
communication took place and denials will be final. 

5. Screening Tool 
a. Updated; will be on website. 
b. Wording: RSC. WDR-YAC Information. 
c. Added: Do you feel safe? Yes/No.  Do you have a safe place to stay? Yes/No. Access York phone number and 

emergency shelters listed. 
d. Encourage providers/agencies to do also; not mandatory. 
e. Dealing with populations with domestic violence 

6. RSC/Screening Concerns 
a. Discussed-individuals walking into providers, providers calling YADAC,consents, addressing RSC directly 

7. General Probation Referrals 
a. Receive general probation referrals. 
b. Individuals at York County Prison and need LOC assessments to move from prison to next facility (rehab/OP 

treatment). 
c. YADAC doing assessments-sometimes recommend OP LOC (very specific facility) based on individual needs, 

vocation, where client will live after treatment, etc. 
d. Individuals being released sooner and had assessment-don’t want to reassess. Providers: notify YADAC to 

receive LOC packet (i.e. Colonial House-request individual name after assessment) 
8. 12 Step Meetings 

a. Billie/Brittany attended 12 Step Training 
b. Encourage providers/staff to attend open meetings; better able to explain to individuals about meetings. 



 
c. YADAC staff requires 6hrs/yr-12 Step Training 

9. DRC Memo Review 
a. Memo sent Feb 2014 
b. Aware of DRC billing: send to Lisa at YADAC-mail or email 
c. Submitted 5 business days after last treatment episode of each month 
d. Lisa reports monthly to probation (prior month’s information) 
e. Memo posted on website 

 
Other/Comment- 

Since WDR-YAC moved: no walk-ins. Must call and make appointment. New location: 257 E Market St, York (by library). 717-
668-8035 Also listed in YADAC provider directory on website. Joy is the only one there. Refer individuals to call WDR-York 
840-2308: Donna can schedule assessment at YAC. If clients call for assessment, they’re required to be seen within 7 days. 
 

Fiscal-Lisa Ahmed, CFO 
1.    Fiscal Updates 

  a.     Funding limitations-3rd year for funding limitations. No changes except allowing more detox 
b.     Reminder: OP Providers-DDAP mandated info must be entered in STAR (clients, PCPCs, discharges, etc) 
c.      CCBH/ACT 152: Lisa can request retroactive; now being done monthly versus end of year (1/12). Any overage 

goes to DPW or CCBH. 
d.     Slightly behind on billing 
 

Audrey: Next meeting-December 15, 2014 (Location TBD) 
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