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NBHCC Vision Statement

The Counties of, Luzerne, Lackawanna, Wyoming and
Susquehanna have partnered to create the Northeast Behavioral
Health Care Consortium, which is a regionally focused, non-profit
Behavioral Health Managed Care oversight entity serving Medical
Assistance recipients in our communities in need of behavioral
health (mental health/drug and alcohol treatment) services. Our
Mission is to ensure access to high quality, fiscally responsible and
recovery oriented behavioral health services. Positive outcomes will
be achieved through intensive, ongoing dialogue with consumers,
families, providers and all key stakeholders, resulting in quantifiable
improvements in service delivery.




Table of Contents

Executive Summary

Section 1:

la
1.b

Section 2:
2.a.
2.b.
2.C.

Section 3:
3.a.

3.b.
3.c.
3.d.
3.e.

3.f.

3.9.
3.h.
3.1.
Section 4:

Section 5:

Introduction
NBHCC
Community Care

Administrative Overview
Financial Overview

Program Overview

Information Technology Overview

Contract Performance Management
Priority, Special Population, High Volume Services
and Treatment

Risk Mitigation

BHRS Services

Critical Incidents

Appropriateness of Care/Provider Profiling/
Complaints and Grievances

Treatment Outcomes

Satisfaction

Telephone Monitoring

Network Management

Outreach and Education

Summary

Exhibit A: Outreach and Education Activities

~ 01 O1

11
19
23

26

29
35
35
46

49
61
62
66
67

70

72



Executive Summary

After more than ten years of planning, on July 1, 2006 the Northeast Behavioral Health

Care Consortium (NBHCC) implemented the HealthChoices managed care program

for behavioral health (mental health and drug and alcohol) services in Lackawanna,

Luzerne, Susquehanna and Wyoming Counties. This document chronicles the most

significant challenges and achievementsof NBHCC' s program to dat e,
regard to:

1. The collaborative business model and related results being achieved between
NBHCC and our administrative services organization (ASO), Community Care
Behavioral Health Organization, Inc, hereinafter referred to as Community Care;

2. Highlights of key program activities, including:

¢ Insuring compliance with DPW-mandated functions

e Community outreach and education efforts

e Stakeholder involvement in all levels of functioning

e Comprehensive efforts to enhance the quality and cost effectiveness of
all services but most critically those that support Behavioral Health
Rehabilitation Services (BHRS)

¢ Information technology customization, and

¢ Instituted procedural and monitoring mechanisms to manage the fiscal
challenges presented by working in a cost-sensitive, capitated program
environment

While this Annual Report focuses on post-implementation efforts from July through
December of 2006, it also features our evolving blueprint for the future, which is
characterized by:

Continued engagement of consumers and families in all levels of planning
Accountability to our local citizens

Maximizing funds for services by minimizing administrative costs
Expansion of service capacity

Developing and enhancing partnerships with local service providers; and
Ensuring ongoing coordination with County funded services.

NBHCC is committed to high quality services through the ongoing monitoring efforts of

our committees, community outreach, data analysis, outcomes efforts and staff

oversight. NBHCC is also committed to focusing its efforts on continuous quality

improvement (CQI) and to fostering the principals of recovery and resiliency in all our

management efforts as we continuously strive for the betterment of the well being of
thecit i zens of our regional communi ty. We t hank
Welfare for the opportunity to serve our citizens through HealthChoices.

James Gallagher, CEO
Northeast Behavioral Health Care Consortium



Section 1: Introduction

l.a. NBHCC

The Northeast Behavioral Health Care Consortium (NBHCC) is a not for profit
organization created by the Boards of Commissioners in the Counties of Luzerne,
Lackawanna, Susquehanna and Wyoming to facilitate the State mandated behavioral
health care program called HealthChoices. NBHCC has deep roots in the communities
it serves as is evident by the involvement of the Luzerne and Lackawanna County
Departments of Human Services, the Luzerne/Wyoming Counties and the
Lackawanna/Susquehanna Counties Mental Health/Mental Retardation (MH/MR)
Programs and the Luzerne, Lackawanna, Wyoming and Susquehanna Single County
Authorities (SCAs) on Drug and Alcohol whose leaders planned, designed,
implemented and now support the operation of the HealthChoices program.

One of the most important aspects of NBHCC’s commitment to stakeholder/consumer
involvement has been the inclusion of persons in recovery and family representation
on the planning and oversight committees. This is evident by the composition of the
NBHCC Board of Directors, which includes a Community Representative, County
Human Service Directors, County MH/MR Administrators and Deputy Administrators
and SCA Administrators from within the four Counties. This structure ensures
continuity and local experience in the oversight of the program while maintaining
strong relationships with our communities and with Community Care.

NBHCC's relationship with Community Care is strengthened by the fact that NBHCC
staff and local Community Care staff work in one office location. The benefit of this
arrangement is a local operating entity under the daily management of the NBHCC
Chief Executive Officer. As a result of this relationship, recruitment for professional
positions has focused on hiring individuals who live within the region, thus supporting
and cultivating local experience and expertise in the management of our program.

NBHCC"’ sisoneoof gevernance, oversight, direction and priority setting. We lead
efforts to evaluate and improve services through special studies, the evaluation of
outcomes efforts, committee sponsoring and follow-up activities. We ensure
compliance with the Department of Public Welfare as well as contract compliance by
subcontractors, including Community Care. NBHCC is responsible for the final review
and approval of almost all DPW-required reports.

Community Care is under contract to NBHCC to perform:

Client services such as intake and referral

Care Management

Quality Management support

Provider Network recruitment, contracting and training
The provision of all required data



¢ Claims adjudication and payment

NBHCC’ sommittees are duly empowered to carry out the overarching goals set by
HealthChoices, the NBHCC Board of Directors, and our communities. Committees are
the primary way that our communities have input directly into the management of the
program. The following committees are crucial to our success, starting with our

governance structure:

NBHCC

Board of

Directors

i

Program
Development &
Reinvestment
Committee

Executive
Committee

Personnel
Committee

[

Stakeholder
Committee

Finance, IT

and Audit
Committee

On the operating level, the Quality Management Committee (QMC) is central to many
functions and accountabilities described throughout this document:
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NBHCC performs oversight and quality management functions on a day-to-day basis,
including overseeing the operations of Community Care. Key NBHCC oversight areas
over Community Care include but are not limited to:
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\ OutcomesT
b Support
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Having invested in technology that is explicitly custom-designed to meet the needs of
HealthChoices members and program stakeholders, N B H C Cgoad is to utilize data to
generate near-real time information to guide decision making and service systems
improvements. Furthermore, by sharing the results of our investment in technology
and data management, NBHCC will ensure the highest level of informed decision-
making capabilities with members, families, stakeholders, providers and Community
Care in order to pursue Continuous Quality Improvement.

1.b. Community Care

Community Care is a not for profit behavioral managed care organization, which is
committed to improving the health status of all of our members. A member is defined
as a Medicaid recipient who is eligible for and thus covered under the HealthChoices
program. In its contract with NBHCC, Community Care acts as the Administrative
Services Organization (ASO). The goal of Community Care in the Northeast is to work
with NBHCC to provide our members with access to the highest quality mental health
and substance use programs and services at an affordable cost, delivered in
environments that promote consumer choice while engaging in activities that support
continuous quality improvement (CQI). As such, Community Care uses all of the
resources at its disposal to encourage service providers to develop of cost-effective,
innovative, as well as traditional integrated care services to our members.



The Quality Management, Network Management and Care Management programs at
Community Care are committed to ensuring that the care offered to our members is
quality driven, individualized and recovery oriented. Positive member outcomes are
always at the forefront of our actions.

The scope of the Community Care Quality and Care Management programs is
comprehensive and encompasses all clinical care and service aspects of the
organization. The programs include an array of objective quality indicators to measure
critical clinical and service processes and treatment outcomes. The Quality and Care
Management work plan is the schedule of activities for the program and delineates the
critical performance measures that define the scope and range of the programs. The
indicators on the work plan are chosen for their relevance to the population and
encompass our dedication to ensure member safety, offer choice of and access to
treatment, integrate care and services, and support recovery principles.

The Community Care work plan, which was established for the NBHCC contract was
reviewed and approved by the NBHCC Quality Management Committee and ultimately
the NBHCC Board of Directors, is prepared as a calendar with a rolling schedule, and
is not static. Itis a dynamic, working document that reflects current activities and is
revised and developed more fully in response to the analysis of performance data,
interventions, re-measurement, timeframes, and the addition and deletion of indicators
on an ongoing basis. Performance improvement projects and indicators are ongoing
and continuous. They are not discontinuous at the end of the year.

The work plan includes the critical performance measures, data source, sample size,
frequency of reporting and the person responsible for the task. Indicators are
discriminately defined as they relate to high risk, high volume, and problem prone
situations. Those indicators identified as high risk (HR) measure and monitor events
that could be potentially life threatening or pose a risk for serious harm to members.
Those designated as high volume (HV) measure and monitor issues that have the
potential to affect a great portion of the membership. Problem prone (PP) indicators
measure and monitor potentially problematic processes.

An evaluation of the Quality and Care Management program is conducted annually.
Given a mid-year startup of this contract, this is a focused evaluation of the activities
that have occurred since implementation on July 1, 2006 through December 31, 2006.
After this initial start up 6 month evaluation, future annual evaluations will be based on
a calendar year of January 1 to December 31. The annual evaluation is written and
presented to the Quality Management Committee (QMC) for critical review and
approval within the 1% quarter of the following year. All efforts will be focused on
summarizing treatment outcomes and evaluating the overall success or failure of the
program to improve services and influence safe clinical practices throughout the
network.

Community Care is committed to improving member safety throughout the network.
Many of the critical performance measures include inherent member safety issues, and

are identified as such on the work plan. Additionally, NBHCC’ s and Communi

ty



support of Recovery and Resiliency Initiatives has been emphasized as an expectation
of providers.

Community Care recognizes the potential for fragmentation of care in our delivery
system and strives to ensure that members receive holistic, integrated care. Ongoing
efforts are made to collaborate with other behavioral health practitioners, medical
practitioners, Physical Health Plans, schools and other social service agencies to
monitor and improve coordination of care.

Section 2: Administrative Overview

NBHCC’' s principal means for oveisdeepyrooteyy t he Hea
inits committee structures, Quality Management
also known as its Administrative division. Data analysis, community outreach,

feedback, re-analysis and community feedback are the hallmarks of the cycles of

activities of NBHCC. In order to effectively perform its functions, NBHCC provides

proactive oversight and management of:

Community Care,

TAI Software, the in-sourced technology vendor

Actuaries and auditors

Advocacy Alliance, member and provider satisfaction vendor

On the Inter-systems initiatives, NBHCC takes the lead in the ongoing management of

relationships as delineated in the Letters of Agreement ( L O Awitls stakeholders

throughout our communities. The NBHCC Board of Directors actively engages in
monitoring all of NBHCC's activities on a week
with the NBHCC executive staff, and analyzing and making recommendations on all

reports generated by the Program.

NBHCC and Community Care have created an innovative collaboration in their primary
contractor and administrative service organization (ASO) relationship.

Highlights of the collaborative approach between NBHCC and Community Care
include:

1. Enhanced ability to conference between NBHCC and Community Care both in
ongoing scheduled meetings but also ad hoc meetings as issues arise.

2. Improved collaboration as clearly defined lines of communication are established
between all departments including Administrative, Quality Monitoring, Fiscal, and
Information Technology.

3. Ability to provide high priority consultation/direction in situations requiring an
immediate response.



4. Superior responsiveness to needs of consumers, family members, providers,
categoricals and other stakeholders.

5. Improved ability to react to serious member incidents, provider benchmarking
incidents in a timely and effective manner.

6. Ability to meld those policies/procedures Community Care has historically found
effective with alternative and innovative ones more reflective of the needs of the
Northeast Counties.

Examples of the above advantages being used on an operational level include but are
not limited to:

e Assessing and making recommendations for improvements in services including
the BHRS system

Intervening in RTF transition issues

Refinement of Information Technology issues

Better coordination and monitoring of Network availability, and
Modification of the crisis documentation process.

Going forward, priorities will focus on refinement and increased meaningfulness of
gathered data so that well informed and effective changes in service delivery can be
accomplished in a seamless manner that increases member satisfaction. The NBHCC
team conducting this work is depicted on the following table of organization:

J. Shah, MD
Medical Dir.

J. Gallagher
CEO

In-sourced
Technology
via TAIl

E. Walsh L. Corey P. Devine
QM Dir Community Exec.
: elations Dir, Assistant

E. McCarthy

CAO
R. T. Gattens
Berezensky .
. A IT Dir.
Finance Dir.

J. Jurnak |
Exec.
Assistant
(" h ( P.Farrell
J. Munley )
J. Lancaster Sr Service €
AA, Recept. ' Systems
Accountant
\ y \__ Analyst J
y
4 D 4 i D
A. Alston gé:(vlir::ge
SR Systems al
Accountant
\ y \__ Analyst J
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The NBHCC QM program is often informed directly by its finance division, which
utilizes custom software for the HealthChoices contract. In our next sections, we
highlight them both.

2. a. Financial Overview

Financial oversight of the NBHCC HealthChoices program is an ongoing, cooperative

effort between NBHCC Staff, NBHCCobusty Fi nance/ | T
personnel serving on the NBHCC Board of Directors. Over the initial six months of the

program, solvency, financial targets and State reporting requirements have been the

key focal points of this effort.

NBHCC will also retain an independent public accounting firm to audit various aspects
of its HealthChoices program in accord with guidelines established by the State. Audit
areas will include claims processing, MIS/Encounter data reporting and financial
management and reporting.

NBHCC’ s fstateraents areardviewed monthly by the Finance/IT/Audit

Committee and the Board of Directors. Actual expenses by category of service are

compared to the program budget on both a whole dollar and per-member per-month

(pmpm) basis. NBHCC staff utilizesvar i ous soft wafde wind o las dt @ b+arn inl
additional information regarding significant variances to budget. This has enabled

management to focus its efforts on specific problem areas identified during its monthly

reviews.

Early on, management identified BHRS and RTF as areas in which expenses were far

exceeding projections and the estimates prepared by DPW. Within a few months of

implementation, NBHCC identified the extent of the problem and brought it to the

attention Community Care. Steps were then taken to initiate a provider-focused effort

to facilitate the development of a BHRS Strategic Study Group and BHRS Work Group,

which are described further in this report, in order to identify and provide

recommendations for short-term and long term solutions. NBHCC' s overall obje
to arrange for the delivery of clinically appropriate, readily accessible services to its

members.

The graphs on the next several pages reflect demographic and utilization data for our
members.
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Eligible Members by County- The eligible members, as compared to those who are
actually enrolled in and receiving services, are those individuals who as a function of
being an identified Medicaid recipient are Eligible for Behavioral health services
through HealthChoices. Total eligible members were 80,238 for the period July-Dec
2006.

ELIGIBLE MEMBERS BY COUNTY

50000
45000
40000
35000
30000
25000
20000
15000
10000

5000

Lackawanna Luzerne Susquehanna Wyoming




Member Count by Category of Aid- This is the number of eligible Medicaid members as
defined by their assigned category of aid. Total membership was 80,238 for the period
of July-December 2006. This graph indicates that 80% of the members are included
within three categories: TANF, Healthy beginnings and Healthy Horizons/SSI without

Medicare.

MEMBER Count by Category of Aid

Federal GA -
. Categorically and
Categorically Needy Medically Needy- 1,370,
State - Only GA- 1,463, 205

2%
° Healthy Beginnings-

16,617, 21%

TANF - Categorically and
Medically Needy- 32,709,
40%

Healthy Horizons/SSI w
Medicare- 12,156, 15%

. Healthy Horizons/SSI wo
Medically Needy State - Medicare- 14,989, 19%
Only GA- 934, 1%




Service Categories for All Ages for All Providers - This is the percentile distribution of

expenditures for the main 11 service categories. As can easily be seen BHRS services
is by far the greatest single expense within behavioral services in the Northeast. When
combined with RTF, expenditures for children exceed 60% of all HealthChoices costs.

Service Categories all Ages all Providers

Residential Treatment
Facility NonJCAHO
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Residential Treatment 0%
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Outpatient Substance
Abuse
1%
Outpatient Mental Health
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44%

Other
3%

Non Hospital Substance
Abuse
3%
Inpatient Substance
Abuse
1%

\Community Treatment

7%

Inpatient Mental Health
10%

@ Ancillary Senices

B BHRS Senices

O Community Treatment

O Inpatient Mental Health

B Inpatient Substance Abuse

@ Non Hospital Substance Abuse

B Other

O Outpatient Mental Health

B Outpatient Substance Abuse

M@ Residential Treatment Facility JCAHO

O Residential Treatment Facility
NonJCAHO
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The following graph reflects the age distribution of members who received services.
The two highest age groups include those adults between ages 21 and 44 and those
children between ages 6 through 12.

Members Served

Members Served By Age
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The following graph is a breakout by age of all eligible members. The two highest age
groups include those adults between ages 21 and 44 and those children between ages
0 through 5.

Eligible Members By Age Group
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The chart below reflects the percentile distribution by race of members receiving
services.

Enrolled Members Served by Race

American Indian or Members served By Race
Alaskan native
0%

Asian
0% |

Native Hawaiian or

Other Pacific Islander
0%

O White

Other or Unspecified m Black
4%

Hispanic

Black 0% 0O Other or Unspecified

O Native Hawaiian or Other Pacific
Islander

| Asian

White
91%

O American Indian or Alaskan native

| Hispanic

The following graph is a simple distribution of enrolled members by gender
demonstrating a split of 48% female and 52% male members.

Members Served By Gender
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Below is a graph demonstrating BHRS utilization by units of service followed by a
graph indicating numbers of members over the six month period between July 1, 2006
and December 31, 2006. The drop-off in months 5 and 6 is not necessarily a drop off in
utilization as much as a function of a lag in billing and claims resolution. BHRS is
focused on here as it alone accounts for approximately 44% of Northeast
HealthChoices expenditures.

BHRS MONTHLY UTILIZATION BY UNIT
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BHRS UTILIZATION BY MEMBER
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2.b. Program Overview

NBHCC conducts analytic work on data of qualitative and quantitative dimensions of all
relevant program operations and shares the information with relevant Committees and
Work Groups for further analysis, direction setting and plan prioritization efforts. This
allows for meaningful dialogue with and input from key stakeholders including
members, family members, other member- serving organizations like Children and
Youth and schools.

Quality Management Committee

The Quality Management Committee holds overall programmatic responsibility for
meeting DPW standards, establishing QM Outcomes priorities, and overseeing the
quality of Community Care functions across the domains of Care Management,
Network Management and Member Services as delegated, First Level Appeals and
Grievances, and Stakeholder, Family and Member involvement in the Community Care
program offerings.

The QMC holds programmatic accountability for all NBHCC directed efforts in the
areas of outreach, training and communications as applied to Member Services,
Member and Provider Satisfaction, Inter-systems Letters of Agreement (LOAs) and
other Stakeholder activities, and specialized service oversight for areas such as BHRS
and Autism. It also reviews and acts on, as indicated, results of the NBHCC clinical
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audits of Community Care, the first of which is to be conducted during the fourth
guarter of the 2006-2007 contract year. It delegates, as indicated, work on various
issues to its subcommittees. The QMC collects information provided from other
committees, subcommittees, and work groups and provides this information to the
NBHCC Board of Directors for their consideration.

The Quality Management Committee sets overarching goals and objectives and
recommends means for attaining them, driven in part by directives that issue from the
NBHCC Board, the CEO, CAO and CQO, and its own Committees and Work Groups.
The Committees and Work Groups break them out into areas that may receive highly
specific scrutiny via occasional as well as ongoing Work Groups (such as the BHRS
Work and Study Groups), which form recommendations, return them for added data
analysis or additional activities, and submit findings and recommendations back to the
QMC, or seek further direction and/or action from the CEO, CQO, CAO, and/or
NBHCC Board and its Committees. The committee meets on a monthly basis.

The table of organization below reflectisNBHCC’' s Commi t:it ee structure

‘ Medical Dir.

Quality
Management
l Committee

BHRS Study
Group
BHRS Work
Group

2nd | evel
Complaint
Panel

2nd | evel
Grievance
Panel

Finance, IT,
Audit

Inter-
Systems
Committee

Outcomes &
Satisfaction
Committee

Inter-systems Committee

The Inter-Systems Committee is responsible for oversight and management of the
relationships between the many Stakeholders affected by the system, including those
represented in the Letters of Agreements (LOAS) as well as including a robust level of
Family and Member policy and procedure activities. A large function of this committee
is to reach out to members, families, and the local system as a whole for input and
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feedback on ways to improve the overall system. Its focus is identifying systemic
barriers and facilitating changes and/or improvement areas.

NBHCC
Board of
Directors

NBHCC CEO

NBHCC CQO

NBHCC
Quality
Management
Committee

NBHCC Inter-Systems Committee
Members and Family Members
NBHCC CEO and CQO
NBHCC Director, Community Relations
NBHCC Director, Quality Management
Community Care Representation
Categorical Representation i MH, MR,
C&Y, AAA, Schools, Adult & Juvenile
Probation, Right to Education Task Force,
IU 19

\

This Committee first met in September 2006. An initial training was provided to ensure
all members understood the NBHCC structure, the role of Quality Management and the
Inter-Systems Committee. The first task the committee took on was identifying its
mission and vision statement:

Mission Statement: To support the Mission of NBHCC in providing enhanced
access and accountability towards high quality, fiscally responsible, recovery
oriented behavioral healthcare services.

Inter-Sy st e ms C o mnoin Statemerit: dt isthe @sion of the Inter-Systems
Committee to ensure improvement opportunities are realized; barriers are identified
and quality services are maintained/upheld. The Inter-Systems Committee will
identify and work to eliminate inter-system barriers.

The next task was to identify goals. The members chose to focusontheChi | dr en’ s
service system, co-occurring disorders and education/training issues.
It was agreed to begin working on the following three goals in this order:

1. Transition — How do we ensure transition is occurring appropriately and in a
timely fashion for children returning from a Residential Treatment Facility (RTF)
back to the community as it relates to enrollment into the school system?

To facilitate attainment of this objective the staff obtained the discharge criteria
and/or policies from the networks contracted Residential Treatment Facilities.
The next Step was to develop a protocol document outlining the requirements
needed to ensure appropriate transitional/aftercare planning occurs for the
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children that are in the RTF setting. This step includes the educational and RTF

systems involvement in both the development and implementation process. A

draft —Enroll ment Pr oces sCohnunityf@man dr en Ret u
RTFI setting was devel oped and presented to
Further review and discussion will occur in the next few meetings.

2. Education and Training — How do we ensure all systems have the information
and knowledge necessary to ensure quality services are delivered to the
customer?

3. Co-Occurring Disorders — How do we improve the coordination of funding and
treatment within the two systems?

Physical Health/Behavioral Health

In the Northeast, Physical Health (PH) remains a voluntary program with multiple
Physical Healthcare Managed Care Organizations (PHMCOs) from which to choose.
Newly eligible Medical Assistance consumers are required to enroll with either Access
Plus or the Voluntary Managed Care organization of their choice within a specified
timeline and select their Primary Care Physician. Newly eligible consumers receive
unbiased information to base their choices along with transportation and special needs
information. They have the right to move from one program to another as long as they
notify the MCO of their desire to do so. Each PH MCO has special needs units to
assist consumers with such issues as special medical conditions, disabilities and other
impediments that would need the intervention of a Special Needs Enrollment
Coordinator. NBHCC and Community Care have begun the process to establish
collaborative initiatives with the PH MCOs serving the Northeast region.

Toward that goal, NBHCC/Community Care hosted its first meeting on August 30,

2006. Community Care and NBHCC shared the role of host. In attendance were

representatives from AmeriHealth Mercy, ACCESS PLUS, McKesson, and Unison.

The focus of this meeting was to meet with regional Physical Health Plans, and initiate

regular meetings to develop opportunities for collaboration between Behavioral Health

and Physical Health care plans. This first meeting resulted in an invitation for

Community Care’s Chief Medical Officer to atte
meeting and this occurred on December 5, 2006. The next joint meeting is scheduled

for February 28, 2007. The focus of that meeting will be to address several initiatives

approved by the Quality Management Committee for further discussion such as:

1. Ensuring Providers and Care Managers have information related to the PH

provider’'s special care units to better mee
and high risk members with physical health as well as behavioral health needs.
This will be accomplished through PH providers, specifically Access Plus doing
presentations for Care Management staff, NBHCC Medical staff and several of
the behavioral health providers in the network. This information will also be put
into the provider newsletters.
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2. Joint outreach/ trainings of BH/PH for providers in the NE Network to ensure all
members have a PCP. This training will be done with all NE Network providers.

3. Links will be established on both the NBHCC and Community Care websites
with PH plans and vice versa.

4. We will measure the exchange of information between BH practitioners and
PCP's through chart reviews.

5. Community Care will provide a depression screening tool to Access Plus who in
turn will send it to their PCP's to educate PCP's on preventive health related to
depression and the importance of depression screening for members with
medical conditions such as cardiac, asthma and diabetes.

2.c. Information Technology Overview

It is NBHCC's Policy to ensure that adequate h
place to meet the business needs of NBHCC and the reporting requirements as laid
out by DPW. The following describes the environment:

Hardware Systems

NBHCC is utilizing a Microsoft Windows 2003 Active Directory Organizational Unit.
This Organizational Unit consists of four (4) Dell PowerEdge 2850 Servers and one (1)
Dell PowerEdge 2950 NAS Server. All four Dell servers are figured identically with two
(2) dual core Pentium 2.8 GHz Xeon processors, 4GB of RAM, 600 GB of Hard drive
storage and are connected to two (2) UPS units. Additionally, two (2) servers have
tape backup units installed. The four (4) servers are located on-site at NBHCC in a
locked server room.

Operating Systems and Business Software

NBHCC utilizes Microsoft Windows 2003 on all servers and Windows XP Professional
on all desktop and laptop systems. The standard desktop/laptop system uses
Microsoft Office 2003 Professional including MS Word, Excel, PowerPoint, Access and
Outlook. The Microsoft Office Suite is heavily utilized by NBHCC for reporting,
presenting and analysis of data.

Data Analysis and Reporting Software Systems Provided BY TAI Software

Claims Explorer

e This application integrates Claims, Authorizations, Eligibility, Capitation, Clinical
Notes, Complaints/Comments, and other pieces of member centric information
in a combination of graphical presentation layer showing day level correlation of
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said information items, as well as, more traditional textual presentation of the
same information.

HealthChoices Reporter (HCReporter)

The HCReporter provides a single location of numerous reporting tools. These
tools range from claims analysis to membership and quality management reporting.
Below are descriptions of each tool found in the HCReporter.

e Claims Dashboard

o This application allows users to create claims-based reports. Reports
can be created based on specific time frames of service dates or paid
dates as well as by specific age groups, Counties and providers. The
user then has the choice to generate these reports to show members,
admits/events or units and dollars all grouped by Financial Category
and/or Rating Group. All results can quickly be exported to Microsoft
Excel for further analysis.

e Simple Membership Reports
o This tool displays membership reports based on a date selected by the
user. The data is displayed by recipient group and can be filter to show
only specific membership by County.

e Quality Management Reporting
o This tool provides seven different quality management reports. These

reports consist of discharge with follow-up in x days, readmissions within
x days, discharge with no follow-up within x days, admission for children
under the age of x, top x members by spending, top x providers by
spending and top x most frequently used services. The x in all of these
reports is entered by the user along with the service date range. These
results can also be filtered by County.

HC Profiler

e Gives the user a sense of utilization and cost of services rendered for a
population, provider or different categories of behavioral health and human
services. The reports can be customized by grouping by date and time, service
category, population, or any other user defined variation. Gives you more
knowledge and more control over the health and human services provided. This
tool displays the information in a graphical interface as well as in a grid for quick
export to Excel.

Anomolizer

e This tool is a batch processor that examines the clinical record and notes any
NBHCC defined situations in a list allowing the NBHCC employees to examine
this short list by situational category in tools like the Claims Explorer.
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Query Tool

This Power tool allows for data aware users of the suite to make ad-hoc queries
into the database to answer questions about what the information is saying
about NBHCC’' s oper atltasaperaional @fbrmationcanbe a s
accessed with this product. The power tool allows for graphical, drag and drop,
guery building and is often the starting point for user facing report generation
where intimate understanding of the information form as its stored is not

required.

Reporting Tools

These are tools that produce the electronic reports that are submitted to
OMHSAS. These reports are created in an automated fashion and allow for
both output into a human readable form for validation as well as in ASCII form
for submission.

Importers/Exporters

This collection of tools has been developed to Import and Export data into and
out of the data system of NBHCC. Importers are used to read in and pre-
process data from the multitude of external entities that send NBHCC
information in a scheduled and one off basis.

FTP Processor

Developed to be a robotic software service that assisted in the distribution and
collection of file based communications between the Plan and necessary
external entities that leveraged the FTP protocol.

Microsoft Dynamics SL

NBHCC will be using this industry standard off the shelf application for all of its
general financial accounting functions such as:
0 General Ledger
Accounts Receivable
Accounts Payable
Fixed Assets
Bank Reconciliation
Financial Reporting driven by the above Modules

OO0 O0OO0O0

Custom and Ad-hoc Reporting

The NBHCC data warehouse utilizes the Microsoft SQL Server environment.
Through this environment, the IT department can create unique reports
requested by NBHCC staff and OMHSAS. For example, reports have been
created to further analyze BHRS services and utilization, denial and grievance
data, BHRS diagnosis data and BHRS services by provider.
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PsychConsult

¢ NBHCChasread-onl y access to Communtsbfiwar€€Car e’ s
system. NBHCC staff uses PsychConsult to compare and validate clinical data
that is used in reports submitted to OMHSAS.

Section 3: Contract Performance Management

Central to NBHCC operations and with particular regard to oversight of Community
Care, NBHCC has followed the QM Work Plan approach as approved by DPW. Each
of the sections that follow is presented in the sequence of activity areas as presented
in the following table, including related work that is being conducted by Community
Care. In some areas, baseline information is under development for the furtherance of
the data analytic efforts particularly in the areas of greatest concern to the program,
such as BHRS.

As detailed in this Plan, BHRS is receiving elevated scrutiny, management and
planning by NBHCC and Community Care in the areas of:

1. Alternative continuums of service being reviewed by the BHRS Strategic Study
Group and BHRS Work Group, detailed subsequently;

2. The evaluation of outcomes instruments and approaches, with two primary
options currently under evaluation;

3. Adjustments in care management to focus on highest need areas by Community
Care;

4. Related adjustments in program monitoring and oversight by NBHCC,
particularly with regard to the use of TAI software to routinely examine, as
examples:

e Statistical analysis of groups such as autism spectrum disorders, high-
volume, most vulnerable, mentally ill and substance abusing (MISA) and all
other identified subgroups.

e Supplemental reporting will be set up to monitor change month to month for
members receiving BHRS services, units received, utilization rates, PMPM
costs, and usage of non-BHRS services, lag reports of units, members, and
dollars for each of the groups, data organized by provider within group.

e The ability to monitor progress with each subgroup that results from changes
in the managed care process of CCBH or other activities. As it stands now,
there could be some positive events that are masked because of the
aggregate way data is currently viewed.

5. Similar to the described plans for BHRS, NBHCC is also planning to review and
analyze data for other cohorts, including the seriously mentally ill (SMI) via the
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refinement of reporting of use of other services either alone or in groups of
services.

The essential components of the Work Plan with due consideration of the above are
presented in the following tables:

Activity Aspect of Performance Goal
Care/Service

Member and Provider Priority, Special The most utilized levels of case  Monitor for trends and outliers; establi

Utilization Monitoring and Population, High county, units and cost and numbe systems epectations; conduct trainings

Profiling Volume Services anc of clients each address and correct utilization issues
Treatment. *  Provider profiles according to

Note that here and elsewhere o Diagnosis

in thistable that data o Age group

collection and reporting o Length of stay/number of visi

customization is occurring in o) Multiple assessmentgithin x

order to provide more detaile: days

and comprehensive views of . Data associated by:

Scope areas such as those o Provider/Service
delineated in the third columr o Client
to the right, as well as other o Client Grouping
areas as mentioned above. 0  Quality Monitors such as
A Readmission within x
days
A Discharge with no
followrup within x days
A Admission for children
under x age

Risk Mitigation e Service utilization by eligibility Appropriateness of intensity of service
category trends and outliers
. Units and costs
. Relapse and readmission rates

BHRS Servis Service utilization by: Appropriateness of care; provider
Diagnosis profiling; trends and outliers

Age groups

Level of service

Provider

Units/Cost

Authorized services vs. delivered

services

Critical Incidents e Frequency and type by populatiol Appropriateness of care; provider
categoy profiling; trends and outliers
. Frequency and type by
service/provider
. Early discharges
e  Other incidents as may be
determined by NBHCC and NBH!

Grievances and Appeals Appropriateness of  NBHCC second levels; examination of Constantly improving Client Satisfactic
care management CCBH first levels. appropriateness of first levels.
decisions; proider
profiling

Activity Aspect of Performance Goal
Care/Service
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Treatment Outcomes

Member Satisfaction

Provider
Satisfaction

Evaluation of the CCBH
Operations

According to
priorities estalished
via data analysis and
reporting, above, but
large focus on BHRS
Special and Priority
Populations and Higlr
Risk Members; BSU
roles

Satisfaction

Satisfaction

Telephones

FirstLevel
Complaints and
Grievances

Network Managemer

TBD, but to include:

e Access to services

. Case follow up: 7 days after
discharge and 30 days after
discharge

. Readmit rees by service and
client: levels of acute:-70
days; 830 days; and within 9C
days

Surveys and postischarge followp,
community input, committees

Surveys and postischarge followp,
community input, committees

e  Total number of calls

e  Total number of calls
answered

e  Total numer of calls

abandoned

Average speed of answer

Average abandonment dela:

Average length of call

Complaints by type

Complaints resolved

Processed within timelines

By level of are and category

Provider capacity report

Changes in network including

PE&O activities report

Availability and capacity of

outof-network and owuif-area

providers.

. GeoAccess Reports

e  Screerfor possible duplicate
charges

. Multiple assessments within
time frame

. Monitor assessments and
psych testing done by same
provider entity

. Monitor referrals when
assessor and referred provid:
have common ownership

. Review fraud and abuse

reports by CCBH

Improved access and continuity of car
and outcomes over time

Contiruous improvement

Continuous improvement

Improved Client and Provider

Satisfaction

Improved Client and Provider

Satisfaction

Improved Client and Provider
Satisfaction
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With regard to the above, NBHCC has made significant inroads into finalizing the
needed technology customization to support the requisite oversight and monitoring
functions to which it has committed and in other areas the NBHCC efforts are rapidly
reaching full maturity. The following sections review the categories cited in the
following sequence:

Priority, Special Population, High Volume Services and Treatment (3.a.)

Risk Mitigation (3.b.)

BHRS Services (3.c.)

Critical Incidents (3.d.)

Appropriateness of Care, Provider Profiling, Grievances and Appeals (3.e.)
Treatment Outcomes (particularly BHRS) — Note that treatment outcomes
analyses and instruments are currently under evaluation. Under consideration
is a full array of outcomes activities presented to NBHCC by Community Care
as well as the University of Maryland’ s Chi
particularly for BHRS. Therefore, this section is not treated separately as
Treatment Outcomes necessitate more time than has elapsed to date under
NBHCC’ s p HomgveraNBHCC has started the processes attendant to
the data investigations in this domain of the Work Plan, as indicated in the prior
tables, and these have been inserted as section (3.f.)

e Satisfaction (3.9.)

e Telephone Monitoring (3.h.)

¢ Network Management (3.i.)

3.a. Priority, Special Population, High Volume Services and Treatment

Overarching considerations include activities that are all-encompassing for Community
Care’ s wor k and ingBfiH,@rd'then thissactiort neoves on to cases
specific to the heading, above. NBHCC conducts oversight functions of the routine
data collection efforts of Community Care, such as those that are reported below.
Critical data sets and reports are presented to the NBHCC Quality Management
Committee for review of best practices, outliers, trends and other pertinent information
that may be generated for discussion that bears deeper scrutiny. Summary
information is then provided to the NBHCC Board of Directors accordingly for overall
contract compliance as well as for any corrective actions that could be required at the
governance level, if applicable.

Coordination of Care

NBHCC and Community Care value the importance of communication and
collaboration when dealing with the sometimes complex issues of our members.
Coordination of Care is a performance measure on our work plan that addresses
several levels:

e the need for behavioral health providers to communicate with each other to
ensure an integrated and coordinated treatment program that addresses the
treatment needs of our members so that there is clarity of purpose in generating
a referral, no unnecessary duplication of service, minimizing conflicting
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messages between treatment providers, coordination of medication and
psychotherapeutic interventions, awareness of needs and strengths in both the
individual and family systems;

¢ the need for coordination between physical health and behavioral health
providers due to the importance of medication management awareness and
coordination, the role of medical illness in behavioral health and visa versa;

¢ the need for behavioral health and the school system to collaborate to best
address the educational and behavioral needs of the child in a compatible and
mutually supportive fashion;

e the need for behavioral health and child serving systems to work collaboratively
when child in multiple systems.

To facilitate this information exchange we expect providers to do the following:
1. make every effort to educate members on the importance of allowing
information to be shared to assist in good coordinated care;

2. provide and document efforts to communicate with the PCP such information as
Diagnosis, medication, treatment being recommended,;

3. request feedback from the members medical care providers on medical
conditions, medications;

4. provide and document communication/ collaboration between behavioral health
providers;

5. provide and document coordination and collaboration efforts with other child
serving systems such as C and Y, JUVENILE PROBATION OFFICE, school;

6. Complete a MISA assessment on all members age 14 and older and if concerns
are noted, ensure that a referral is made or arrangements made to address it
internally.

Early in the startup of this HealthChoices contract, trainings for providers and members
across all 4 counties were held. Coordination of care was emphasized as a very
important component of quality care for members.

The process used to monitor these provider expectations is through record reviews.
Within the first 6 months of operation, Community Care completed one chart review
with a focus on our highest volume level of care, BHRS services. The 8 highest volume
providers were selected and 40 charts (5 from each provider) were randomly chosen
based on authorizations for service after July 1, 2006. This chart review focused on
Best Practice evaluations, ISPT meeting coordination and Treatment plans. It serves
as a baseline assessment of BHRS charts in the assessment of Coordination of Care
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wi t h

P CP’ #&aviora hedlth providees, schools, community resources such as

Children and Youth Agencies, Juvenile Parole Office, and also MISA related issues.
In regard to exchange of information, the overall network averages are described

below.

COORDINATION OF CARE REPORT
Data Range: 3" Quarter

1. Treatment records reflect exchange of information between Behavioral Health

Care and Primary Care Physician.

GOAL 3Q06 TOTAL*

RATE BASELINE 15%
Exchange of Information 6
Total Number of Records 40
Reviewed

*2006 Q3 rate includes BHRS results from the Best Practice Evaluation tool.

2. Evidence of coordination between BH providers: Treatment records that reflect
the exchange of information between Behavioral Health Providers.

RATE BASELINE 59%
Exchange of Information 19
Total Number of Records Reviewed 32

3. Evidence of coordination with schools: Treatment records reflect evidence of
coordination with schools if care is being provided in the educational setting.

GOAL 3Q06 TOTAL*

RATE BASELINE 70%
Exchange of Information 19
Total Number of Records Reviewed 27

*2006 Q3 rate includes BHRS results from the BHRS Packet Review tool.

4. Coordination with Other Child Serving Systems: The Best Practice Evaluation
was reviewed to determine if it contains evidence of consultation with other child
serving systems. 46% of the charts reviewed reflected coordination with other
child serving system such as Children and Youth (CYS), Juvenile Probation

Office (JPO) and others

RATE BASELINE 46%
Evidence of Coordination 17
Total Number of Records Reviewed 37




*2006 Q3 rate includes BHRS results from the Best Practice Evaluation Review
tool.

5. Evidence of coordination with other community supports, natural supports: The
Best Practice Evaluation was reviewed to determine if it contains evidence of
community supports, which include community activities, use of leisure time,
use of natural supports, and degree of church or spiritual involvement.

RATE BASELINE 60%
Evidence of Community Support 24
Total Number of Records Reviewed 40

*2006 Q3 rate includes BHRS results from the Best Practice Evaluation Review
tool.

6. Evidence of MISA screening, including appropriate referrals made completed for
members 14 and older. Treatment records reflect completion of MISA screening
on those ages 14 and older

RATE BASELINE 75%
Completed MISA Screenings 6
Total Number of Records Reviewed 8

*2006 Q3 rate includes BHRS results from the BHRS Packet Review tool.

The purpose of the above assessments was to establish baselines for comparison
value going forward. Future assessments will monitor for expected improvements over
these baselines in subsequent reviews.

Findings from this chart review set the framework for interventions which have begun
and will continue into the next year. BHRS charts will be reviewed again next year for
the same indicators as a means of determining the effectiveness of our interventions
which include the following:

e Each provider who patrticipated in the chart review had the opportunity to meet
with the quality staff of Community Care and NBHCC to review their findings as
well as where they stood in comparison to the network. These face to face
meetings allowed for education and clarification of the standards and our
expectations. All but one provider took advantage of this opportunity for training
and dialogue. The declining provider received the same materials via the mail.

e Each participating provider was also given additional educational material,
consisting of MISA material, Domestic Violence information for their members
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as handouts, Best Practice Evaluation Life Domain outlines, newsletters that
address the importance of Coordination of Care wi t h  RalGrig wigh relevant
providers alerts.

e Providers were offered individualized trainings by the Community Care clinical
staff on writing effective treatment plans. As of January 2007, the majority of the
BHRS providers have had this training.

e Providers were offered trainings for their evaluators on completing Best Practice
evaluations and using medical necessity criteria.

e Monthly BHRS meetings are held that regularly review materials above as well
as answer provider questions that arise.

While the above relate to all types of cases with specific components that drill into
various special populations considerations, Community Care with NBHCC oversight
also includes the following Clinical Initiatives for High Volume and High Risk services
and treatment. High Risk is defined as a measure that monitors events that could be
potentially life threatening or pose a risk for serious harm to a member. In the
Northeast Region, we view the following services as those with potential for highest
risk:

Mental Health Inpatient Service -child

Mental Health Inpatient Service -Adult

Residential Treatment Facility- adolescent and child

Mental Health Partial Hospitalization service- Adult, acute and regular

Mental Health Services Partial Hospitalization service-child, acute, regular, and
school based

e Mental Health Crisis
e Drug and Alcohol Inpatient

In the first six months of operation, the following has been put in place to monitor these
more closely. A High Risk Care Manager position has been created in the Northeast
dedicated to BHRS and RTF clients. Specialized training was offered to the High Risk
care manager on problem solving interventions with the goal of improving continuity of
care with high risk members. Access to intervention of acute need is monitored for
effectiveness of action when calls from members come to Community Care for such
assistance.

The Care Management System provides ongoing monitoring of members in these
levels of care. Coordination of care is monitored through scheduled chart reviews for
BHRS services. Significant member incidents (S M1) ‘ocgurring in RTF levels of care
are tracked independently. S M| aresmonitored in non RTF care as well, with chart
reviews and additional contact when involving a high risk level of care. Member
complaints capture concern from our members across all levels of care. Outreach staff
makes contact with members leaving in-patient programs to encourage follow up care.
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The Advocacy Alliance is in the process of doing CFST member satisfaction surveys
with members who have been recently discharged from MH IP units. In 2007, an RTF
work group will be formed to address the specific needs of both providers and
members at this level of care.

High Volume is defined as a measure that monitors issues that has the potential to
negatively affect a great portion of our members. In the North East, we view the
following 2 services as serving the highest number of our members:

1. BHRS for children and adolescents- please see the BHRS section below.

2. Partial Hospitalization Services for adults and children and adolescents: In
2007, scheduled chart reviews will be conducted on site at our highest volume
PHS providers. In addition, SMI, complaint, PBI monitoring has been
established for this level of care. Early in the contract, member trainings were
provided on many of these sites to help and encourage members to contact us if
there were any questions or concerns. The Advocacy Alliance is doing CFST
member satisfaction surveys in Adult PHS programs as well as BHRS.

DPW Initiatives

Domestic Violence

NBHCC/Community Care has addressed Domestic Violence by ensuring our provider
Network is aware of the importance of screening for domestic violence. To educate our
providers the following interventions have been initiated: A Provider Alert was sent to
the entire network with educational and screening materials; a Domestic Violence flyer
was handed out at several trainings and provider meetings that providers were
encouraged to share with members as a resource; we included an indicator in the
BHRS record review to ensure providers were completing screenings and then
followed up with feedback and written material to reinforce the importance of this issue;
we plan to do the same for PHS record reviews in 2007.

Childhood Obesity

NBHCC/Community Care participated in a DPW sponsored phone conference on
Childhood Obesity to get an understanding of how this DPW initiative was being
addressed. In 2007, the Quality Management Staff plan to add nutritionally oriented
indicators onto their chart reviews for programs serving children.

Smoking Cessation

As of August 30", 2006, a "Smoking Cessation Programs in Your Area" link was
placecdonCommuni ty Care’s homepage and now include:
counties. This updated list was also redistributed to the Customer Service

Representatives.

We are going to recommend to the committee that we add several new initiatives to the
DPW initiatives work plan with the following topics in 2007:
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These initiatives are primarily educational in nature, efforts made to keep our
members, families and providers up to date on such important topics as:

e Employment

e Trauma informed care, which already has a working, community based
committee in the area. Multiple providers are incorporating trauma informed
care with some doing trauma specific evidence based trauma treatment.

e MISA Integrated Treatment

e Cultural Competency: NBHCC and Community Care are invested in ensuring
our members receive culturally competent and sensitive services that meet their
needs. We have encouraged members to call us if their needs are not being
addressed through the complaint process. We have advised providers through
trainings and provider meetings of the importance to recognize and support
culture in their evaluations as well as programs. We monitor through record
reviews, complaints, and significant member incidents. In 2007, we will be
better able to monitor service utilization by race and ethnicity as our baseline
data matures and as we compare our member penetration rates to the racial
demographics of the Northeast as a whole.

3.b. Risk Mitigation

Kindly note the prior discussions regarding data reporting and analysis customization
efforts currently underway as noted in section2.c and 3.

3.c. BHRS Services

Early in the startup of this HealthChoices contract, trainings for providers and members
across all four counties were held. Coordination of care was emphasized as a very
important component of quality care for members. The process used to monitor these
provider expectations is through record reviews. Within the first six months of
operation, Community Care completed one chart review with a focus on our highest
volume level of care, BHRS services. The eight highest volume providers were
selected and 40 charts (five from each provider) were randomly chosen based on
authorizations for service after July 1, 2006. This chart review focused on Best Practice
evaluations, ISPT meeting coordination and Treatment plans. It serves as a baseline
assessment of BHRS charts in the assessment of
other behavioral health providers, schools, community resources such as Children and
Youth Agencies and Juvenile Probation Offices, and also MISA.

I n addition to the previously cited areas that
work in the area of BHRS, NBHCC has dedicated a large amount of management

effort, including participation by its Board of Directors. Integral to our efforts are the

initiatives described below.
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Community Care and NBHCC are closely monitoring BHRS services due to the high
volume and utilizationoft hi s service in this region.
this first round of review was on the following components:

e Best Practice Evaluation
e [SPT meeting
e Plan of Care summary and the treatment plan

Community Care utilizes the Life Domain Format for the Best Practice Evaluation. The
CASSP Institute has also highlighted evaluations and treatment plans in multiple
trainings in this region and we are conducting provider specific trainings to encourage
use of these tools. We completed the first review to obtain a baseline of what providers
were doing well and identified where opportunities for improvement existed.

Charts from our top 8 high volume providers were chosen and we focused on those
charts that had evaluations completed on or after July 1, 2006; all reviewed were initial
packets. In our next review in 2007, we will again focus on these elements to
determine the effectiveness of our interventions. We utilized standard Community
Care indicator tools that were based on our Performance standards for evaluations
and packets. The network results are represented in the following table:

Commun

BHRS/RTF BP Evaluation Tool | YES | NO | N/A | TOTAL | Network Avg
Identifying Information
A. | Racial composition of member 33 7 0 40 83%
B. | Racial composition of family | 22 18 0 40 55%
Relevant Information
A. | Child/adolescent strengths in multiple domains 26 14 0 40 65%
Identification of concerns which includes:
A | Current description of child's behaviors, symptoms, and serious
emotional disturbances 37 3 0 40 93%
B Frequency of child's behaviors, symptoms, and serious
" | emotional disturbances 16 24 0 40 40%
c Severity of child's behaviors, symptoms, and serious emotional
" | disturbances 30 10 0 40 75%
D History of child's behaviors, symptoms, and serious emotional
" | disturbances 33 7 0 40 83%
Identification of family information which includes:
A Family composition and relationships: Identified family roles and
primary caregiver or changes in primary caregiver 37 3 0 40 93%
B, Family history of psychiatric disorder 32 8 0 40 80%
School/Vocational
A Level of functioning in school or vocational program, including
academic performance 28 10 2 40 74%
Community
A Eval contains elements of consultation with other child serving
systems 17 20 3 40 46%
Eval contains community supports, which include community 24 16 0 40 60%
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activities (current/past, including employment), use of leisure
time, use of natural supports, and degree of church or spiritual
involvement

Peer Relationships

Nature of peer culture (l.e., violence, drug use, criminal

A activity) 19 |19 |2 |40 50%
Drug and Alcohol
A. | *Child's current use/abuse of D&A (type, frequency, severity) 13 8 19 40 62%
B. | *Past history of use (including age of onset) 12 8 20 40 60%
*Past D&A treatment and response to treatment (include age of
onset) 1 7 32 40 13%
D. . .
Family substance abuse history 24 16 0 40 60%
MISA Screening (14 and older)
A. | Mental Health Assessment 8 0 32 40 100%
B. | Substance Abuse Assessment 6 2 32 40 75%
C. | Medical Assessment 8 0 32 40 100%
D. | Special Needs/Barriers to Treatment/Environmental Risks 7 1 32 40 88%
E. | If co-occurring identified, appropriate referral made N/A | N/A | NJA | N/A N/A
Medical
A. | Significant medical history 35 5 0 40 88%
B. | **Allergies 16 24 0 40 40%
C. **Eval contains evidence of prescribers coordination with other
medical providers involved in member's treatment, including PCP | 6 34 0 40 15%
Developmental
A Developmental history (i.e, pregnancy, delivery, neonatal period,
developmental milestones) 39 1 0 40 98%
g. | Trauma history (inclusive of allegations and/or occurrences of
neglect, physical abuse, sexual abuse) 25 15 0 40 63%
c Domestic violence screening - witness to abuse in home (age 14
" | and older) 1 7 32 40 14%
D If positive response to domestic violence screening, referral
" | made 0 1 39 40 0%
Legal
A. | Adjudication as dependent or delinquent 16 3 21 40 84%
B. | Legalissues (such as pending charges, community service
reguirements, criminal activity, etc.) 9 7 24 40 56%
Service History
A Services used in past (inclusive of all levels of care, age service
was delivered, duration of service and past medication trials) 28 8 4 40 78%
Current Services and Updates
A. | Current level of care (hours and site of services) | 38 2 0 40 95%
**Eval contains evidence of prescriber's coordination with other
Behavioral Health providers involved in member's treatment 17 15 8 40 53%
Specific indications for, and use of, psychotropic medications
C. | (l.e., names, dosage, frequency of psychiatric follow-up, and with
whom the follow-up will occur) 18 8 14 40 69%
Interview
A. | Identification of participants 40 0 0 40 100%
B. | Evidence of consultation with parents/guardians | 40 0 0 40 100%
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Mental Status Exam

A. | Appearance, hygiene, self-care of child 39 0 1 40 100%
B. | Speech 38 1 1 40 97%
C. | Affect 38 1 1 40 97%
D. | Mood 34 3 3 40 92%
E. | Thought process 37 1 2 40 97%
F. | Content 36 2 2 40 95%
G. | Orientation 33 4 3 40 89%
H. | Insight 30 7 3 40 81%
I. | Judgment 29 8 3 40 78%
J. | Suicidal ideation* 33 5 2 40 87%
K. | Homicidal ideation* 30 8 2 40 79%
Discussion (rationale for recommended service)
Overview and summary 35 5 0 40 88%
B Clinical hypothesis as to the reason for the presenting
" | problems 28 12 0 40 70%
C. Rationale for recommended services (includes evidence that
alternative services were discussed with family) 11 29 0 40 28%
D. | Prognosis and proposed schedule of service delivery for transfer
of skills 20 20 0 40 50%
Diagnosis
A. | Presence of 5-Axis diagnosis 40 0 0 40 100%
B. | Eval diagnosis consistent with presenting symptoms 38 2 0 40 95%
Recommendations
A Intensity of each services recommendation (l.e., exact number of
hours) 40 0 0 40 100%
B Inclusion of other treatment recommendations besides
" | BHRS/RTF 24 15 1 40 62%
Discharge criteria presented 4 36 0 40 10%

*Safety Initiative

**Coordination of Care Indicator
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Community Care Behavioral Health Organization
Quality Management Committee- HealthChoices (Northeast)
Data Range: 07/01/06-09/30/06

YES NO N/A # records reviewed | Network Average
1 [Attempt to coord care w other beh health
specialists? R 18 14 8 40 56%
2 |Documentation of active discharge
planning from 1st ISPT meeting? 27 11 2 40 71%
3 |Treatment plan contains:
a|Specific Goals 40 0 0 40 100%
b[Measurable objectives 17 23 0 40 43%
c[Measurable interventions 32 8 0 40 80%
4|Treatment Plan indicates how the team
will track/monitor progress* 2 1 37 40 67%
5[Tx. Plan identifies family's role in tx. 36 4 0 40 90%
6 |Does the BHRS plan include therapy or
behavioral interventions specific to the
treatment of ASD? * 3 0 37 40 100%
7 |MISA Screening R (all components
required) 14 and older 6 2 32 40 75%
a|Mental Health Assessment 8 0 32 40 100%
b|Substance Abuse Assessment 6 2 32 40 75%
c|Medical Assessment 8 0 32 40 100%
d|Special Needs/Barriers to
treatment/Environmental Risks 7 1 32 40 88%
8|Documented assessment of consumer's
strengths R 35 5 0 40 88%
9|Appropriate referral if co-occurring D&A
disorder identified? (LOC?) R 0 2 38 40 0%
10 (Medication rationale for
diagnosis/symptoms 1 2 37 40 33%
11|Medication evallre-eval needed? 19 8 13 40 70%
Evidence of coordination of care with
school if care being provided in the
12|educational setting (ISPT/Tx. Plan) R 19 8 13 40 70%
Documented use of community/natural
13[supports R 21 19 0 40 53%

R=Recovery Principles
*ASD Diagnosis only

On review, it appears that our network of providers was strong in some areas and

consistently weak in other areas.

chart review were met with at their sites and given their own scores for each indicator
as well as the network overall score and were encouraged to take the information
provided back to their staff for the purpose of reinforcing the importance of meeting all

standards.

The aggregate network results of the project were shared with the Quality Committee
during its November 2006 meeting. The Quality Committee further recommended that
all BHRS providers receive a copy of the indicators as well as additional education on

Seven out of the eight providers involved in the

the areas that had a poor showing among the providers reviewed.

BHRS Provider meetings

BHRS provider meetings have been held monthly for all four counties. Our

Psychologists have provided information helpful to BHRS providers as well as re-
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standards and billing processes. NBHCC has attended these meetings as well. BHRS
trainings have been completed via multiple treatment plan trainings at provider sites
when asked for by the provider. In addition, we have done Medical Necessity Criteria
training at a provider site.

A formal meeting was held with NBHCC, Community Care and the BHRS providers to
review the first quarter data. In conjunction with the formal group meeting and
individual audits, NBHCC Chief Executive Officer, Chief Quality Officer, NBHCC
Medical Director and Community Care conducted individual meetings with the top
BHRS providers reviewing IT information based on claims submitted and average
standing in comparison with other similar BHRS providers. These statistical findings
and information garnered from the BHRS meetings contributed to the Boards decision
to implement the BHRS Work/Study Groups.

BHRS Denial trends

For the first six months of this contract, there have been a total of 160 BHRS denials.

The great majority of the focus is on a reduction of TSS hours as medical necessity

criteria have not matched the provider’s reque

In 2007, several BHRS related initiatives will be implemented including additional

training for evaluators on medical necessity criteria, procedural non compliance related

to late packets, continued meetings with BHRS providers on utilization of services,

Care manager’'s attendance at all i nitial BHRS
at meetings where there are clinical concerns noted. In addition, some time limited

projects to explore program alternatives will be explored as described below.

BHRS Study Group and Work Group

During the initial HealthChoices transitional months BHRS services were closely
monitored by NBHCC staff including the Chief Executive Officer, Chief Quality Officer,
Quality team and IT Department. On a regular basis, BHRS reports were generated
and reviewed to further explore usage associate with this level of care. Additionally,
Community Care conducted sample audits as requested by NBHCC of the top BHRS
users in the four counties. NBHCC staff and Community care staff participated in face-
to-face meetings with each audited BHRS provider identifying areas of strength and
areas that need improvement.

BHRS Strategic Study Group

The NBHCC Board or Directors, Chief Executive Officer and Chief Quality Officer

developed two separate BHRS Workgroups. Understanding the need to develop a

plan to design and implement improvements in behavioral healthcare services for

children, adolescents and their families NBHCC created the BHRS Strategic Study

Group (BHRS SSG). This group is dedicated to the creation of planning and analysis

products and is resourced by NBHCC staff and technology. The BHRS Strategic

Study Group voting membersi ncl udes consumers’ family member
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and non-Autism members), advocacy, NBHCC Board membership, education and

provider representation. The study group is a smaller group than the BHRS Work

Group and is charged wnd hAdelved opning’ aerCeaitla’ts
3) plan that will consider at a minimum the following areas:

Clinical pathways to modify service delivery

Children and Adolescent Provider Network expansion
Children and Adolescent Service development

Rate Structures

Available outcomes

The BHRS Strategic Study Group is charged with conducting analyses for

improvements and delivering findings and both delivering and receiving

recommendations to and from the BHRS Work Group after receiving direction from the
NBHCCBoardof Directors’ Executive Committee. The
Commi ttee reviews the Strategic Study Group’s
direction as indicated and ultimately presents to the entire NBHCC Board items and

actions that are recommended for adoption as formal NBHCC policies and procedures.

Any Policies and procedures would then be adopted at the Quality Management

Committee level, which utilizes monitors to examine the on-going impact of the agreed-

upon policies and procedures in action.

NBHCC BOARD OF NBHCC BOARD OF
DIRECTORSS DIRECTORSS
STAKEHOLDER EXECUTIVE
COMMITTEE COMMITTEE
l A
h 4
QUALITY
MANAGEMENT
COMMITTEE

BHRS Work BHRS
Group Strategic
Study Group

The Behavioral Health Rehabilitation Services (BHRS) Workgroup has focused thus far
on affording the opportunity for NBHCC, Community Care, members, families and
other stakeholders to be educated and trained on HealthChoices changes and
requirements that were otherwise not in place.
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As of March 2007, voting members have been identified for the Strategic Study Group.
These members identified are:

Chairperson — Joseph DeVizia

Co-Chair- Dr. Ed Heffron

Family member of Autistic Member Representative — Judy Burns

Family Member of a Non-Autistic Member Representative — Donna Tuttle
Advocate Representative(s) — Kathy Wallace, Advocacy Alliance

Education Representative — Theresa Belinski, I.U. #19; Pat Sample,
Tunkhannock School District; Dr Namey, Wilkes-Barre Area School District
Provider Representatives— Ed Heffron, Scranton Counseling; Robert Angeloni,
Friendship House; Tara Koretz, Milestones

OuALNE

~

The BHRS Strategic Study Group is looking at the following considerations:

1. Establishing means for improving Quality and Cost effectiveness of BHRS
services

2. Create Outcome Work Products and make recommendations to the BHRS
Wor kgroup and the NBHCC Board’' s Executive C

3. Recommend Agency Compliance actions to the BHRS Workgroup regarding
Outcome Initiatives

4. Ensure promulgation and implementation of needed policies and procedures at
the Quality Management Committee based on NBHCC Board approvals

5. Develop the NBHCC Plan for the provision of a Comprehensive System of Care
to meet the Behavioral Health Care needs of Children and Adolescents within
the four (4) Counties.

This Study Group conducted its first meeting February 6, 2007. A recommendation
plan would be developed and submitted to the NBHCC Board for review and
subsequent approval no later than June 31, 2007. The group convenes at a minimum
twice monthly.

BHRS Workgroup

The BHRS Workgroup’s primary purpose is to ens
the BHRS Strategic Study Group is effectively implemented. The BHRS Workgroup

includes all BHRS providers including those represented on the BHRS SSG.

NBHCC has formalized a BHRS Outreach and Education plan which is to ensure that
every possible effort is being made to successfully manage the BHRS services. Itis
imperative that all stakeholders be well informed so that Children and Adolescents
receive medically necessary services that are clinically appropriate in the most cost
effective manner. The BHRS Workgroup is focusing on transitioning the BHRS service
system to a more clinical model of services. This committee includes both providers
and family members, which offers opportunities for education and information sharing
regularly. The BHRS Workgroup closely monitors trends and makes recommendations
regarding effective management of BHRS budget and opportunities for improvement to
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the Quality Management Committee based on analyses and recommendations
supplied by the BHRS Strategic Study Group. The BHRS Workgroup ensures that
provider agencies participate maximally in providing sound clinical input and agreed-
upon outcome initiatives.

The BHRS Study Group, as discussed, will have activities and findings that inform and
dovetail with the work of the BHRS Work Group, membership in which includes:

1. Chairperson — Joseph DeVizia
2. Providers —Representatives from all eighteen (18) BHRS providers
3. Family Members

The BHRS Workgroup acts on the following considerations:

1. Provide suggestions and recommendations regarding sound clinical changes to
the current BHRS system.

2. Review the BHRS Strategic Study Group work products and evaluate inter-
systems recommendations to provide feedback to the BHRS Strategic Study
Group in order to make recommendations to the Quality Management
Committee.

3. Enforce goals, objectives and means for improving quality and cost
effectiveness of BHRS services.

4. Ensure agency compliance with BHRS Strategic Study Group outcome
initiatives via agency leadership from within the group.

5. Assist in implementing outreach and education plans for the communities.

The BHRS Workgroup convenes on a monthly basis, having started in February 2007.
The BHRS Work Group has been supplied with all data, reports, alternative treatment
variations that have been developed within the BHRS Study Group. The Group will
further evaluate the information and make additional recommendations and
commentary as the process continues.

The Six Month BHRS Diagnostic Report information below comes from our Claims
data and identifies all diagnoses in BHRS services that are billed. It also indicates our
expenditures by diagnosis. This report will be produced on a semi-annual basis in the
future and will show trends in Diagnostic categories treated. It is interesting to note that
of the approximately 110 diagnosis identified the top 11 account for 73% of total BHRS
expenditures.

The ADHD diagnosis alone is 26% of the total with the Autistic Disorders being 18% of

total. Future reports can be evaluated for changes in trend within our own area. In

addition we can collate data from across the state to assesswhet her t he Nort heas:
trends are consistent or an anomaly.
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Rates of occurrence of a given disorder can theoretically be linked to genetics, ethnic
background, environmental factors or even diagnostic trends and this can contribute to
a better understanding of these Disorders. This has implication for both education and
Treatment needs. It can also figure in to budget allotments and the need for advanced
training of practitioners.

NBHCC i1 July 1to Dec. 31, 2006: BHRS Diagnostic Report

Primary Diagnosis for BHRS Claims from 7/1/2006 to 12/30/06

Diag.
Code | Diagnosis Description Units
314.01 | ATTN DEFICIT W HYPERACT 679797
299.8 | OTHER SPECIFIED PERVASIVE DEVELOPMENTAL 370707
313.81 | OPPOSITIONAL DEFIANT DISORDER 217390
299 | AUTISTIC DISORDER CURRENT OR ACTIVE STA 270998
311 | DEPRESSIVE DISORDER NEC 50422
312.9 | CONDUCT DISTURBANCE NOS 86178
296.8 | BIPOLAR DISORDER UNSPECIFIED 46279
296.3 | RECURR DEPR PSYCHOS-UNSP 26953
295.7 | SCHIZOAFFECTIVE DISORDER UNSPECIFIED 34215
309.4 | ADJUSTMENT DISORDER WITH MIXED DISTURBAN 51550
296.9 | UNSPECIFIED EPISODIC MOOD DISORDER 39117
314.9 | HYPERKINETIC SYND NOS 27774
314 | ATTN DEFIC NONHYPERACT 42618
309.81 | POSTTRAUMATIC STRESS DISORDER 41933
799.9 | UNKN CAUSE MORB/MORT NEC 15140
309.28 | ADJUSTMENT DISORDER WITH MIXED ANXIETY A 24502
296.34 | REC DEPR PSYCH-PSYCHOTIC 12254
300.4 | DYSTHYMIC DISORDER 10106
312.3 | IMPULSE CONTROL DIS NOS 15738
296.33 | RECUR DEPR PSYCH-SEVERE 8607
298.9 | PSYCHOSIS NOS 9654
309 | ADJUSTMENT DISORDER WITH DEPRESSED MOOD 8343
300 | ANXIETY STATE NOS 12377
315.31 | EXPRESSIVE LANGUAGE DISORDER 25087
300.02 | GENERALIZED ANXIETY DIS 11954
296.7 | BIPOLAR | DISORDER MOST RECENT EPISODE 5190
296.89 | OTHER AND UNSPECIFIED BIPOLAR DISORDERS 7343
309.9 | ADJUSTMENT REACTION NOS 4732
312.34 | INTERMITT EXPLOSIVE DIS 8622
296.32 | RECURR DEPR PSYCHOS-MOD 4146
296.6 | BIPOLAR | DISORDER MOST RECENT EPISODE 5919
299.8 | EARLY CHLD PSYCHOSES NEC 33215
309.3 | ADJUSTMENT DISORDER WITH DISTURBANCE OF 7700
300.3 | OBSESSIVE-COMPULSIVE DIS 4030
315.5 | MIXED DEVELOPMENT DIS 7207
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296.22 | DEPRESSIVE PSYCHOSIS-MOD 3585
296.5 | BIPOLAR | DISORDER MOST RECENT EPISODE 4493
296 | BIPOLAR | DISORDER SINGLE MANIC EPISODE 2176
296.4 | BIPOLAR | DISORDER MOST RECENT EPISODE 3665
300.21 | AGORAPHOBIA WITH PANIC DISORDER 1767
296.31 | RECURR DEPR PSYCHOS-MILD 4318
296.23 | DEPRESS PSYCHOSIS-SEVERE 2405
309.24 | ADJUSTMENT DISORDER WITH ANXIETY 2726
300.23 | SOCIAL PHOBIA 3584
296.62 | BIPOLAR | DISORDER MOST RECENT EPISODE 2392
V61.20 | PARENT-CHILD PROBLEM NOS 1158
312.81 | CONDUCT DISORDER CHILDHO 3453
312.9 | NULL 8546
307.23 | GILLES TOURETTE DISORDER 3591
999 | NULL 2891
300.01 | PANIC DISORDER WITHOUT AGORAPHOBIA 1070
309.4 | NULL 6986
295.4 | SCHIZOPHRENIFORM DISORDER UNSPECIFIED 1556
313.23 | SELECTIVE MUTISM 2161
317 | MILD MENTAL RETARDATION 2338
995.53 | CHILD SEXUAL ABUSE 1427
307.9 | SPECIAL SYMPTOM NEC/NOS 2679
299 | NULL 9795
309.21 | SEPARATION ANXIETY 4364
783.4 | LACK NORMAL PHYSIOLOGICAL 452
296.42 | BIPOLAR | DISORDER MOST RECENT EPISODE 1128
312.82 | CONDUCT DISORDER ADOLESC 1088
296.25 | DEPR PSYCHOS-PART REMISS 538
313.89 | EMOTIONAL DIS CHILD NEC 4101
294.9 | UNSPECIFIED PERSISTENT MENTAL DISORDERS 2018
315.39 | SPEECH/LANGUAGE DIS NEC 3149
296.7 | NULL 4908
310.1 | PERSONALITY CHANGE DUE TO CONDITIONS CLA 537
309.3 | NULL 3132
309.89 | ADJUSTMENT REACTION NEC 3013
296.54 | BIPOLAR | DISORDER MOST RECENT EPISODE 1581
319 | MENTAL RETARDATION NOS 2227
312.89 | OTHER CONDUCT DISORDER 752
V71.09 | OBSERV-MENTAL COND NEC 370
V62.82 | BEREAVEMENT UNCOMPLICAT 29
296.6 | NULL 695
312.8 | NULL 536
V61.21 | CHILD ABUSE 75
299 | INFANTILE AUTISM 2242
309 | NULL 1469
313.8 | OTH EMOTIONAL DIS CHILD 2437
307.5 | EATING DISORDER NOS 1714
299.1 | CHILDHOOD DISINTEGRATIVE DISORDER RESID 1366
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315.9 | DEVELOPMENT DELAY NOS 53
299.01 | AUTISTIC DISORDER RESIDUAL STATE 1384
995.5 | NULL 150
315.32 | MIXED RECEPTIVE-EXPRESSIVE LANGUAGE DISO 32
296.41 | BIPOLAR | DISORDER MOST RECENT 119
300.4 | NULL 53
313.22 | INTROVERTED DIS-CHILD 1543
307.2 | TIC DISORDER NOS 8
311 | NULL 42
299.9 | UNSPECIFIED PERVASIVE DEVELOPMENTAL DISO 233
304.4 | AMPHETAMIN DEPEND-UNSPEC 22
314 | ATTENTION DEFICIT DIS 42
314.1 | HYPERKINET W DEVEL DELAY 19
313 | OVERANXIOUS DISORDER 26
188.7 | MALIG NEO URACHUS 0
299.9 | EARLY CHLD PSYCHOSIS NOS 1
Grand Totals 2,354,207

July 1 to Dec. 31, 2006 - BHRS Diagnostic Report

ATTN DEFICIT W HYPERACT

OTHER SPECIFIED PERVASIVE DEVELOPMENTAL

OPPOSITIONAL DEFIANT DISORDER

AUTISTIC DISORDER CURRENT OR ACTIVE STA

DEPRESSIVE DISORDER NEC

CONDUCT DISTURBANCE NOS

BIPOLAR DISORDER UNSPECIFIED

RECURR DEPR PSYCHOS-UNSP

SCHIZOAFFECTIVE DISORDER UNSPECIFIED

ADJUSTMENT DISORDER WITH MIXED
DISTURBAN

UNSPECIFIED EPISODIC MOOD DISORDER

Top 11 diagnoses is 73% of total BHRS expenditures
Top 1 (ADHD) is 26% of total BHRS expenditures

Autistic disorders is 18% of total BHRS expenditures

3.d. Ciritical Incidents

NBHCC has placed a great deal of attention on significant member incidents
(S M1).SsMI ihvslve serious or high risk issues affecting our members. We
have addressed this issue in the following manner:

1. SMl training for network providers at a PAC meeting.
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2. This updated SMI training material was also mailed to our network.

3. Development of definitions across all Community Care contracts for each

SMI to have improved consistency and clarity with DPW definitions
(LTSR and CRR Bulletin).

4. Development of a consistent expectation in our four counties of what
providers are to report to both the county and Community Care.

5. Internal training for our care managers on the SMI process and the value
of our collaboration with them on concerns for member safety.

6. Continuous communication and collaboration with NBHCC related to

SMI " s.
7. Monitoring and i nves tfougcaunty netgworkSMI s acr oss

For 2006, the NBHCC/Community Care provided monthly and quarterly

feedback to the Quality Committee.

The following chartr ef | ect s the number and types of SMI

Incidents 3rd Qtr. 2006 4" Qtr. 2006
Number LOC Chart Number LOC Chart
of Review of Review
Incidents Indicated | Incidents Indicated
RTF to Inpatient 4 RTF 0 10 RTF 1
IMH;PHP; OMH
5 2 6 OMH;ICM;RC 1

Death
Potentially Lethal Suicide 2 PHP:RTE 0 1 IMH 0
Attempt '
Apparent Homicide by Member 0 0 0 0 0 0
Apparent Serious
Physical/Sexual Assault by 3 CRR; RTF 0 4 RTF 0
Member
Life Threatening Injury or lliness o
While on Provider Site Requiring 1 RTF 0 4 3B; 3C/IMH 0
Hospitalization
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Sexual/Physical Abuse
Complaint by Member Against 1 RTF 0 3 IMH;RTF 1
Provider
i RTF ;PHP;
Sexual/Physical Assault Incurred 5 RTF; CRR 0 19 BHRS 0
by Member
Serious/Potentially Serious Fire 0 0 0 0 0 0
Police Involvement - Arrest 0 0 0 S PHPICRR 1
CRR; RTF; FB; GH;RTF;
18 ! Y 0 31 oL 1
Police Involvement - No Arrest BHRS CRR;PHP
RTF/Consensual Sexual Contact 0 0 0 0 0 0
Between Peers
CRR; RTF; RTF; CRR;
1 PHP;BHRS 0 28 PHP; GH 0
Elopement
7 BHRS; RTF; CRR 0 3 RTF 0
Staff Assault
Failure to Follow Mandated
Childline Reporting 0 0 0 0 0 0
Requirements
Violation of Confidentiality 0 0 0 0 0 0
Serious/Adverse Effect of
Medication Requiring Medical 1 RTF 0 0 0 0
Intervention
Incidents 3rd Qtr. 2006 4" Qtr. 2006
Number LOC Chart Number LOC Chart
of Review of Review
Incidents Indicated | Incidents Indicated
Member Injury due to 0 0 0 5 PHP,GH, 0
Restraint/Seclusion RTF
) _ RTF;CRR;
Injury or liness While on 19 CRR;BHRS;RTF;IMH 0 12 PHP; GH; 0
Provider Site Requiring Medical BHRS
Attention
4 RTF; IMH 0 12 RTF;PHP 1
Self Injuring Behavior Requiring
Medical Attention
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RTF; BHRS;
PHP; CRR;
FBMHS; ICM
4 CRR; PHP:RTF 13
Other - Critical
Other - Medical 2 CRR; BHRS 0 0
87 157
TOTAL

RTF = Residential Treatment Facility

IMH = Inpatient Mental Health

PHP = Partial Hospitalization Program

OMH = Outpatient Mental Health

CRR = Community Residential Rehabilitation

FB = Family Based Mental Health Services

BHRS = Behavioral Health Rehabilitation Services GH=
Group Home ** Additional SMI's for 3rd Quarter 1 Life
Threatening injury/iliness while on provider site requiring
medical attention. 1 Sexual/Physical Abuse Complaint by
Member Against Provider. 3 Sexual/Physical Assault Incurred
by member 2 Police Involvement no arrest 3 Elopement 3
Injury/lliness While on Provider Site Requiring Medical
Attention 1 Other Critical

For each SMI, there was an informal review with the assigned Care Manager, a
contact when indicated with the provider for additional information, and a more
thorough investigation when there was either a quality of care concern related to the
event, or in one case, the high number of SM Is being reported by a single provider.
Eight chart reviews resulted from this process. In several instances, a corrective action
by the provider was asked for to address issues that needed to be improved within the
system. Providers accepted the recommendations made and complied with our
recommendations.

3.e. Appropriateness of Care, Provider Profiling, Grievances and
Appeals

Appropriateness of Care

Appropriateness of care includes from the start the successful adherence to requisite
access standards, and NBHCC monitors their performance via the work conducted by
Community Care. Access is measured/monitored by the following tools:
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Calls into Community Care directly by members/family with a life threatening
emergency (requires being seen immediately)

Calls into Community Care directly by members/family with a non life threatening
emergency (requires being seen within one hour)

Calls into Community Care directly by members/family with an urgent need to be
seen (requires being seen within 24 hours)

Care managers handle these calls and arrange for the members to be seen by a
provider within the access standards, confirming that the appointment was completed.
We monitor this weekly and reports are provided to the Committee on a quarterly
basis. For the 3™ and 4™ quarter of our first calendar year of operation, we had the
following results:

1. Urgent Access — Goal: 100% of members will be offered an appointment within
24 hours

3“Q 4" Q 2006
(0]5) 06 Total
Urgent Calls 2 1 3
To Community
Care
Appt offered 2 1 3
within 24
hours
Rate 100% 100% 100%

3“Q 4" Q 2006
06 06 Total
NLTE Calls To 3 3 6
Community
Care
Appt offered 3 3 6
within 1 hour
Rate 100% 100% 100%

2. Non-life Threatening Emergent Access — Goal: 100% of members will be offered
an appointment within 1 hour
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3. Life Threatening Emergent Access — Goal 100% of members will be offered an
immediate appointment

LTE Calls To 2 2 4
Community

Care
Appt offered 2 2 4
within 1 hour

Rate 100% 100% 100%

There were zero complaints related to Accessibility of Services in the 4™ quarter.

Urgent Access: There were three urgent calls to Community Care during the 3" and
4™ Quarter of 2006. These members were given an appointment within 24 hours
meeting the goal of 100%.

Non-life Threatening Emergent Access: There were six non-life-threatening calls to
Community Care during the 3™ Quarter of 2006. All members were given an
appointment within 1 hour meeting the goal of 100%.

Life-threatening Emergent Access: There were four life-threatening calls to
Community Care during the 3™ and 4™ Quarter of 2006. All four members were given
an immediate appointment, meeting the 100% goal.

We also monitor access through member complaints. We encourage members in our
member trainings, as well as through the member handbook, to call and let us know if
providers are not offering them appointments. There were no access related
complaints in the 3" Quarter of 2006. No opportunities for improvement were
identified as all goals are being met.

Access is also monitored through member surveys (C/FST) which will be conducted by
the Advocacy Alliance. The first committee report addressing this is highlighted later in
this document. Also integral to assessments of appropriateness of care are the
internal care management audits that are conducted by Community Care of its own
operations. Added to this will be the Annual Clinical Audit of Community Care to be
conducted by NBHCC. We address the Community Care internal component first.

Community Care Internal Audits

Community Care completed its first Inter-rater reliability analysis in the 4™ Quarter of
2006. The written cases are reviewed with the Chief Medical Officer who then
determines the appropriate medical necessity level of care. The Appendix T is used
for mental health treatment, ASAM criteria is used for adolescent drug and alcohol
treatment and PCPC criteria are used for drug and alcohol treatment of adults. The
cases vary between pre-certification and continued stay reviews. The written cases are
given to the Care Managers/Peer Advisors to read and pick a level of care using the
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appropriate criteria. The cases are then scored to see if the Care Manager/PA picked
the correct level of care. The data is aggregated quarterly and opportunities for
improvement will be acted on if appropriate.

The Peer Advisors were given four cases, which included three pre-certification cases
and one continued stay case. The cases also included mental health and drug and
alcohol scenarios for children and adults as well as BHRS.

4" QTR

0]§)
# Correct 48
Cases
Total 54
Cases
Percentage 89%
Goal 85%

HC Peer Advisors: Accuracy of Application of Medical Necessity Criteria

100%

89%
90%

80%

70%

60%

I % Agreement
—e— Goal

50%

% Agreement

40%

30%

20%

10%

0%

4th-06

Quarter
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The Care Managers were given four cases, which included three precertification cases

and one continued stay case. The cases also included mental health and drug and

alcohol scenarios for children and adults as well as BHRS.

» Agreement

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

# Correct 84
Cases

Total 92
Cases

Percentage 93%
Goal 85%

HC NE Care Manager: Accuracy of Application of Medical Necessity Criteria

93%

4th-06

Quarter

I % Agreement
—e— Goal
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NBHCC Annual Clinical Audit

Over the next six months for its Annual Quality of Care Audit of CCBH, which also
includes verification of the incorporation of Satisfaction information into the operating
environment, NBHCC will do the following:

Audit Components

A review of program materials:

o Policies and procedures
o Clinical criteria
o Job descriptions and resumes for clinical staff
o Organizational charts
A site visit:
o Interviews with and observation of Care Managers who conduct reviews,

support staff (such as Intake), Peer Advisors, Medical Director, Clinical
Supervisory staff, Network Management staff. These activities assist in
identifying:

V Staff qualifications: how rel evant
experience to the position they currently hold?
Adequacy of staff training for this program
Staff expectations: is clinical staff given clear expectations
regarding job performance?
Accessibility to clinical supervision and physician involvement
General workflow: how cases come into the system and are
managed
Level of coordination between clinical and network functions
Appropriateness of referrals: how determinations are made
regarding type of provider, location, level of care, urgency, etc.

<< << <KL

A chart audit with the following components:
o A statistically valid random sample of records
o Review of care management records and the actual treatment record
from the provider for each case audited. Records representing each level
of care being managed will be included in the sample, as well as cases
which have been non-certified, and cases which have been appealed.
The records will be sanitized in order to maintain patient confidentiality.
This audit will include a review for the following:
Timeliness of reviews: Precertification, concurrent, retrospective
Level of consistency with which clinical criteria is applied
Appropriateness of level of care determination
Degree of concurrence with medical necessity determinations
between clinical staff and auditors
Accuracy of care management documentation/information
gathering

< <<<<
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V Quality of care issues: how these are identified and whether or

not there is appropriate intervention

V Level of physician involvement

V Effectiveness in promoting appropriate services and prevention of

recidivism
¢ Review of a sample of provider files for:

V Completeness of the files: current license or certification,
malpractice insurance, signed contract, correct fee schedules,
complete application, etc.

Adherence to credentialing criteria, policies and procedures

How any quality of care issues are addressed with the provider
Accuracy of data entry into the Information System for referral and
claims payment purposes

<<<L

Data from these reviews (interviews, observation, clinical records and provider
files) are collected and reported in a systematic way. Audit staff is oriented to
the process and procedures related to the audit to ensure a consistent
approach.

Staff conducting the audit includes:
e Medical Director
Chief Quality Officer, Licensed Psychologist
Quality Management Director
Community Relations Director
Other NBHCC designees

Provider Profiling

Integral to appropriateness of care and provider profiling are the chart reviews
functions for which Community Care works under NBHCC direction according to the
terms of its contract. Community Care completes scheduled record reviews with
select levels of care throughout the year. These reviews are based on the Best
Practice Performance standards developed by Community Care as well as state
recognized quality standards such as those found in the Life Domain Evaluation and
the CASSP treatment plans. In addition, periodic record reviews are completed as part
our SMI and complaint processes, if a quality of care issue surfaces and requires

further exploration on a member’s care.

In our first 6 months, the Quality Department completed one formal, scheduled chart
review on BHRS level of care and nine issue driven chart reviews based on S M1 or s
complaints which will be addressed more specifically below. For the BHRS chart
review, we completed a review to establish a baseline. We utilized the standard
Community Care review tools (Packet review tool and Best Practice Evaluation review
tool). A total of 40 charts from our highest volume BHRS providers were reviewed,
pulling random charts that indicated they were initial packets with evaluation done
after July 1, 2006. The providers were given a copy of the tool we were using to orient
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them to what we would be looking at. This was completed through BHRS Provider
trainings along with letters sent to individual providers.

The following are the results of review of the packet containing the Best Practice
evaluation, the interagency meeting, the Plan of care summary and the treatment
plan. Review of the Best Practice Evaluation indicators provided the following
information:

e Areas that the network did well on included treatment plans having specific
goals, interventions specific to the treatment of Autism, current description of
behaviors/symptoms on Best Practice Evaluations and detailed developmental
history.

e Examples of areas for improvement included measurable objectives being
identified in the treatment plans, coordination between behavioral health
practitioners, frequency of behaviors/symptoms in Best Practice Evaluations,
collaboration with other child serving systems, absence of allergy screening,
domestic violence screenings on those age 14 and older, rationale for
recommended services and presence of discharge criteria.

The findings were reviewed with NBHCC by provider and with the Quality Committee
in aggregate. The Quality Committee supported the plan which we implemented in
November and December, of going out personally to each review involved provider to
meet with key BHRS staff and go over their own results along with the aggregate
results. This, along with such interventions as BHRS provider meetings held each
month and provider specific treatment plan and Evaluation trainings provided
information regarding expectations, tools, and methods to obtain success and best
practice opportunities for improvement. The providers were not asked for a corrective
action plan for this first round of reviews but were made aware that future reviews
would continue and corrective action plans requested if results fell below the 80%
goal.

While we visited the involved providers, we also handed out the following material as
resource information for them to use to train their staff. Included in this educational
information was: a Domestic Violence Flyer to be distributed to members; a CASSP
treatment plan training; a Life Domain Evaluation; a Community Care Best Practice
Evaluation Performance Standards; a Mentally Ill Substance Abuse (MISA) training
protocol available also on our website; relevant provider newsletters; a letter outlining
our exact findings and why we scored the way we did; and another copy of the tool
used which clearly addresses the indicators we are reviewing along with relevant
provider alerts.

The Quality Committee has suggested that this information be made available to all

BHRS providers and we plan this intervention to be done at the March BHRS meeting.
In the fall of 2007, we expect to review BHRS again as well as do a record review in
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the Spring and Summer on adult Partial Hospitalization Service, site based
child/adolescent PHS and school based PHS.

Provider Benchmarking Incidents (P B |) forsn the initalc or e component of
efforts to initiate provider profiling via the work contracted to Community Care with

NBHCC oversight. P B | d@redracked by the Quality department. These include such

issues as failure to communicate for a review with a Care Manager, poor discharge

planning etc. On December 1, 2006, P B | were expanded in the Northeast to include
trending of BHRS/RTF late packets, poor treatment plans and poor quality evaluations.

The basis of this decision was that the providers had had a chance to become familiar

with the performance standards of Community Care and we needed to track where

there were issues that needed additional training or attention.

The most common PBI issue reported by the Care Managers was late packets,
followed by poor treatment plans and Psychological Evaluations being below standard.
We are now working on interventions to address these. Our plan is to notify providers
that appear to be experiencing problems with these issues due to higher numbers on
these indicators. This personalized letter will serve as a re- educational tool as well as
a friendly reminder of the need to review and correct their internal processes. They will
be educated on the fact that starting in the first quarter of 2007, we will be requiring
formal corrective action plans if the situation is not corrected by evidence of their
exceeding the threshold we have internally set.

In BHRS monthly meetings, the timelines and procedural expectations have been
addressed several times but in March the plan is to again re-train provider agencies as
well as ask them to identify barriers to accomplishing this goal.

Complaints and Grievances

A complaint is when a member is unhappy about something, either with Community
Care, or with a provider. When a complaint is made, Community Care has 30 days to
investigate the matter and resolve it. Community Care sends out acknowledgement
letters to the member and notify the provider of the exact concern as well as what the
member considers to be a desirable outcome to resolve the matter. They work with
the provider and member to find an acceptable solution whenever possible. Member
complaints are tracked monthly.

e 3" Quarter Results: Of the 7 first level complaints and 3 second level that have
come in for the 3" quarter, none were related to access, 1 was related to
attitude and service; 7 were related to quality of care issues, 0 were related to
billing issues, 2 were related to benefits, and O were related to cultural
competency. Although one might look at quality of care as an issue, 4 of the 7
complaints were from one member; therefore, we were reluctant to call this a
trend.

e 4™ Quarter results: There were a total of 9 first level and 1 second level
complaints.
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¢ During the month of October, there were 3 level 1 complaints. There was one
complaint concerning Access and two for Attitude and Service. All three of
these complaints were MH related. They were handled within the Act 68
timeline of 30 days and resolved at the first level.

e During the month of November, there were 3 level 1 complaints. All three
complaints were MH related. There was one complaint concerning attitude and
service and the other two were related to Quality of Care. The Quality of Care
complaint was turned over to Community Care
investigation. These complaints were also resolved within the 30 day timeline
guidelines and were resolved at the first level.

e During the month of December, there were 3 level 1 Quality of Care complaints.
There was also a level 2 complaint related to Attitude and Service that went to
NBHCC. The decision was upheld by NBHCC at the second level.

e The complaint number per 1000 members enrolled during both the third and
fourth quarters is 0.52.

Overall, the number of complaints has remained steady between the 3™ and 4™ quarter
for a total of 16 complaints for the year 2006. Community Care has been successful in
resolving them satisfactorily without the need for the second level process except for
one person who filed multiple complaints and took all to the second level. There was
only one other complaint that went to a second level for resolution. This was turned
over to NBHCC and was upheld. All complaints were resolved within the approved
timeframes, consistent with Act 68 standards.

The Northeast Region had no complaints related to cultural competency and one
complaint related to access. Even though it does not appear to be a trend as of yet,
we are looking closely at the number of Quality of Care complaints (3) within one
provider. Our Quality Department is involved in review of one of these complaints,
completing a chart review.

In member trainings the importance of hearing from members regarding what they feel
are problems was emphasized through the complaint process. Members were also
educated to reference their member handbooks to remind them of their rights and the
complaints process. The Advocacy Alliance joined with us and they continue to
encourage members to file a complaint in their contact with members through the
C/FST and day to day contact they have with the members in the NE Region.
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Next is a graph indicating first and second level complaints information followed by a breakout
of the four areas that these complaints fall into.

Total Comp/1000 Attitude and
Complaints *mbrs Access Totals Service Totals
1st 2nd Comp/1000

Month Level Level *mbrs # % 1st 2nd # % 1st | 2nd
3rd
Qtr 7 3 0.52 0 0% 0 0 1 10% 1 0
Oct-06 3 0 0.47 1 33% 1 2 67% 2
Nov-06 3 0 0.47 0 0% 1 33% 1
Dec-06 3 1 0.63 0 0% 1 25% 1
4th Qtr 9 1 0.52 1 10% 1 4 40% 1
YTD 16 4 0.52 1 5% 1 5 25% 1
Quality of Billing and Cultural

Care Totals Financial Totals Benefits Totals Competency Totals

2n

# % st | d # % Ist | 2nd | # % 1st | 2nd # % 1st 2nd
I 70% 4 3 0 0% 0 0 2 20% 2 0 0 0% 0 0
0 0% 0 0% 0 0% 0 0 0 0% 0 0
2 | 67% | 2 0 0% 0 0% 0 0 0 0% 0 0
3 | 75% | 3 0 0% 0 0% 0 0 0 0% 0 0
5 | 50% | 5 0 0 0% 0 0 0 0% 0 0 0 0% 0 0
12 | 60% | 9 3 0 0% 0 0 2| 10% 2 0 0 0% 0 0
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Denials and Grievances: A denial is based on a request for service that does not meet
the medical necessity criteria for the level of care in question. These decisions are
determined by either our Psychiatrist Peer Advisors or Psychologist Peer Advisors,
depending on the level of care. A denial can be a full denial for a service, or can be a
partial denial for a shorter duration or lesser amount of service (i.e. less TSS hours
approved than requested, which is the most common denial to date).Denials and

grievances are monitored monthly.

| I | |
Total 1st Level : 1st Level : 1st Level 2nd Level : 2nd Level : 2nd Level
Number of Grievances Grievances |  Grievances |  Grievances Grievance ; Grievances ; Grievances
3Q06 LOC Denals Issued Completed Completed | Upheld i Overturned Completed i Upheld i Overturned
RTF 4 1 1 : 1 : : :
BHRS 35 1 1 ' 1 ' ' '
FBMHS 3 : : : :
PHP ' ' ' '
D&A 1
OMH
*Other 3
Total 46 2 2 2 i i i
Number of Total 1stLevel | 1stLevel | 1st Level 2nd Level 2nd Level 2nd Level
Denials Grievances Grievances |  Grievanes |  Grievances Grievance Grievances Grievances
4Q06 LOC Issued Completed Completed ! Upheld ! Overturned Completed Upheld Overturned
RTF 7 1 : : 1 i i 1
BHRS 125 22 19 | 16 E 3 3 E 3 E
FBMHS 1
PHP i i i i
D&A
OMH
Other
Total 146 23 19 16 3 4 3] 1
Total 1st Level 1st Level 1st Level 2nd Level 2nd Leel 2nd Level
Number of Grievances Grievances Grievances Grievances Grievance Grievances Grievances
YTD-LOC Denials Issued Completed Completed Upheld Overturned Completed Upheld Overturned
RTF 11 2 1 1 1 1
BHRS 160 23 20 17 3 3 3
FBMHS 4
PHP
D&A 4
OMH 5 : :
*Other ; ;
Total 192 25 21 18 3) 4 3) 1
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One can see an overall increase in denials between the 3" (# 46) and 4" Quarter (#
146) of 2006. This is in keeping with the start up of a new contract and the need to give
providers transition time. The majority of denials are partial denials, most often of BHRS
TSS hours. Community Care applies the appropriate medical necessity criteria
consistently for all levels of care. We have been giving particular attention to BHRS in
the form of BHRS monthly meetings and BHRS training on treatment planning and
applying medical necessity criteria. Families do have an opportunity to request another
opinion when there is a denial and that process is a grievance.

A grievance is when a member seeks another opinion or review of the denial; in that
instance, Community Care has a reviewer who was not involved in the initial denial
review the clinical material for a second opinion. Based on this second review, that
reviewer can either uphold or overturn the initial finding.

e Overall for the first 6 months of operation, the Northeast has had a
total of 192 denials, compared with a total to date of 25 grievances
completed. The majority of grievances (21 of 25) was resolved at the
first level and were upheld or partially upheld.

e Of the 4 that went to second level, 3 were upheld and 1 was
overturned by NBHCC. There were 4 second level grievances filed
during the first six months of operation.

e The majority, 160 of the denials were on BHRS cases, 11 were RTF
cases; the remaining 21 were a combination of Family Based, Drug
and Alcohol and other.

Provider complaints have been monitored and there have been 0 complaints reported to
us through the Provider Complaint process. This may be attributed to the training being
done, the meetings that Community Care and NBHCC Administration are having with
providers, and the efforts of Network to resolve billing and other issues as they come up
to provider’s satisfaction. We do anticipate that as the program matures and our
expectations bring corrective action requests as well as denials of service that do not
meet medical necessity criteria, providers will feel more comfortable registering their
complaints. We look at these, as we do at member complaints, as an opportunity for
dialogue about how to best meet the needs of our providers as well as our members.

3.f. Treatment Outcomes
Kindly reference the notes previously supplied regarding data reporting and
analysis as well as the outcomes initiatives under evaluation for BHRS. The

program is yet too young to be able to demonstrate treatment outcomes at this
stage of its evolution.
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3.g. Satisfaction

NBHCC formed the Satisfaction and Outcomes Committee in accordance with
DPW s mandate for Heal th Choices to:

Control escalating costs to Medicaid
Improve accessibility to services
Improve quality of services

Improve continuity of services

The Satisfaction and Outcomes committee focuses on consumer satisfaction and
identifying opportunities to improve services to all members. It functions as a
subcommittee of the Quality Management Committee (QMC). The QMC sets
overarching goals and objectives and recommends means for attaining them,
driven in part from directives from the NBHCC Board of Directors, the senior
management and community input. The Subcommittees break the objectives out
into areas that may receive highly specific scrutiny, and form recommendations
back to the QMC.

The Satisfaction and Outcomes Committee is charged with the following functions:

1. To review and make recommendations relative to the findings of the
Satisfaction Surveying processes as well as ongoing community and
provider feedback.

2. To assist with the determination of ongoing NBHCC Quality Management
initiatives, their component parts and their prioritization. The Satisfaction
and Outcomes committee met for the first time on October 25, 2006.

Membership

The committee is chaired by the Quality Management Director and membership
includes: NBHCC representatives including CEO, CQO, Medical Director,
Community Relations Director, Community Care Quality Manager, three
member/family representatives, four provider representatives and one
representative from Advocacy Alliance.

Mission Statement
The committee agreed on the following mission statement:

Our Mission is to assist in achieving the goals of Health Choices to provide
high quality, fiscally responsible, recovery and resiliency oriented behavioral
healthcare services:

The Satisfaction and Outcomes committee will review data and statistics
that reflect Health Choices members and providers experience in the Health
Choices Northeast behavioral health system. The committee will ensure
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that quality initiatives and opportunities respond to the experiences of
members and providers in the areas of satisfaction and outcomes.

Meetings

The Satisfaction and Outcomes Committee met for the first time in October, 2006
for Committee Member training and again in November, 2006 for its organizational
meeting. The committee is slated to meet on a quarterly basis. In addition the
Quality Management Staff meets with the Advocacy Alliance on a scheduled
monthly basis to review the survey progress and preliminary findings.

NBHCC has entered into a contractual relationship with The Advocacy Alliance to
survey various populations throughout the first year of Health Choices operations.
These surveys include: an annual member survey and an annual provider survey.
Additionally, The Advocacy Alliance will utilize its Consumer/Family Satisfaction
Teams (C/FST) to conduct consumer surveys in the areas of BHRS (175 surveys),
Adult Partial Hospitalization (175 surveys), Drug and Alcohol Outpatient (75
surveys), and Recent In-Patient discharges (75 surveys).

The Advocacy Al Il i ance’ ssfa@itomTeam{@EST)and Fami

consists of individuals and family members of individuals who use behavioral

health services through Community Care Behavioral Health Organization

(CCBHO) as managed by the Northeast Behavioral Health Care Consortium
(NBHCC). Theteamisdedi cated to the belief that
Recovery and Resiliency processes are directly related to their satisfaction with

the services they receive. The mission of the C/FST is to assure early identification
and resolution of problems related to service access, timeliness of service

delivery, and appropriateness of services and treatment outcomes. The C/FST

also strives to ensure that its mission is accomplished in a process that holds
respect, dignity, and hopefulness as integral to the overall provision of services.

The C/FST surveys are all in process at this point in time. Please note that none
of the four surveys is complete and as such these are very preliminary
results. The initial results of the July 2006 through December 2006 HealthChoices
C/FST surveys show that most individuals and families report satisfaction. The
results show that few members had any trouble getting the help they needed. The
data and information also suggests that education with providers towards a
recovery oriented system of services continues. The following is an overview of
the process and results of this reporting period of July 2006 through December
2006:
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The first part of the survey gathered demographics. Portions of the survey were

modified to be specific to adult services or family/child services and for questions

on specific identified servicesasr equest ed by NBHCC’' s Quality I
Commi ttee and NBHCC’ dheBervicesdocused upbnwere:ct or s .

Adult Mental Health Partial Hospitalization Programs;

Adult and Adolescent Drug and Alcohol Outpatient Services;
Behavioral Health Rehabilitation Services (BHRS); and
Adult Psychiatric Inpatient Discharges.

The survey tool is divided into sections used to gather information relating to:
treatment access and location; treatment environment; treatment staff; cultural
competency; involvement with treatment services; empowerment; treatment
outcomes; and general questions.

Survey Results

Responses to questions about Community Care show that not all survey

participants recall receiving a Member Handbook and that many are unfamiliar

with Community Care. The C/FST cautions the validity of the responses due to

some responses changing to YES after the Member was shown a copy of the

handbook. It was also interesting to note that the YES response by adults in the

mental health system to the questonof —Do you know your right t
and what services you want to receive?l was
relatively new to the service system. Those Members that responded NO were

usually in the mental health service system for 10 or more years.

Treatment

Most adults in the behavioral health service system responded positively to the

guestions involving access and location, treatment staff, and cultural competency.
Responses to questions about treatment staff
treating individuals with dignity, respect f
and staff maintaining confidentiality were for the most part good, showing more

positively in the Drug and Alcohol Outpatient service system. Responses to

guestionsabout an i ndividual’® s involvement in thei
and alcohol services were more positive than those in the adult mental health

system. Families of children reported very positively in all the above areas.

Empowerment

Most responses show a moderate to high level of individual empowerment in the
behavioral health system, which is very positive. Concerns exist with the moderate
to high levels of NO or NOT SURE responses when Members were asked if they
have been informed of additional community services and support groups that may
help them. Two more concerns worth mentioning in adult mental health services
are the noticeably low number of individuals who remember being told about their
medication side effects and the low number of adults who are familiar with
Advance Directives.
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Outcomes

Members were given the opportunity to comment about their treatment by stating
likes and dislikes about their service provider and the services they receive and
what, if anything, they would like to change about their services if they were in
charge of their programs. Following are highlighted Member comments:

Adult likes-

e Allowed to be part of decision making ...met a lot of helpful people

e ...very supportive of my needs

e They way they listen and the education all of us here receive

e Good listeners and good feed back

e Treatment team listens to concerns—gives a lot of support

¢ They take time out and | isten to you.
need more staff

e _listens and helps me towards my goals...very helpful and respectful

e They never give up on anyone and as far as the services | receive...
believe that my therapist

o really listens to what | have to say and gives people feedback that | really
need ..

e _.always willing to listen to my problemsno matt er how big or

o being able to explain my probl ems

e Very professional in their concern for my addiction

e Socialization—friendship

e A place where you can socialize

e Gives structure to day, socialization with other consumers

e Very supportive, they’ve showed ways
counseling

e The wonderful job they do on telling us how to cope when we get stress,
panic attacks and dreams...also help with paperwork

e They never give up on anyone

Adult dislikes-

e People never believed she would get well...now help is good

¢ Doctors all have different plans...would like doctors to listen to his needs

e The caseworker not always being able to see you

e Not always having a chance to talk in groups

e Was not allowed to go home when consumer wanted

e Unavailability of staff...turnover is a problem...art program needs to be

straightened out...nurses should be in the office from 9:30 if someone has
concerns

New staff be more assertive and trained better...does not have fire drills—
would like to have more safety

Lack of available doctor...short visits

Lack of staff, doctor—medication issues
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e Has to share one doctor with another provider

e Need more doctors, lack of attention, misdiagnosed

Clients permitted to disrupt groups, clients borrowing cigarettes and money,
lunch menu

would like] more activities

[would like] lighter lunches, like salads

Better food (diabetic)

No confidentiality

Child/Adolescent — Likes:
e They are very caring and responsive...very personable
They listen and answer questions
Very understanding an d helpful...they can handle the children well
Friendly and helpful—son likes them and he is improving
| like that the services are consistent.

| get to choose which mobile therapist comesintomy house and i f | d
like someone | can say so

Child/Adolescent — Dislikes
e Secretaries can be nasty
¢ | have never gotten any information about how my child is doing in school. |
have not received a copy of the treatment
inter agency meeting i s. I don’t know what m

The Department of Public Welfare requires a comprehensive process that
measures consumer/family satisfaction. That requirement is fulfilled by the
Consumer and Family Satisfaction Team (C/FST) Project. To know when people
are sat i s froteatisfied, taanslre early identification and timely
resolution of problems related to:

e Access to services
Timeliness of service delivery
Unmet needs of consumers
Appropriateness of services
Treatment outcomes

By June 30, 2007 all member, provider and C/FST surveys will be completed and
final reports delivered to NBHCC. These findings will be processed and
incorporated as necessary in upcoming Quality Management Plans as a means of
improving quality and member satisfaction with their Behavioral Health Services

3.h. Telephone Monitoring
On behalf of NBHCC, Community Care monitors incoming phone calls against the

following standards: Length of time until the phone is answered and number of
abandoned calls. Together, we monitor this report monthly and give feedback to
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the customer service and care management staff. For the first quarter of this
contract, we have the following results showing length of time until a call is
answered.

Every month, the number of phone calls coming into Community Care from our
members is reviewed, as are the speed of answer and the abandonment rate. For
the first six months of operation, we had the following results using the following
methodology. The average speed of answer and the abandonment rate are
tracked monthly.

Goal: The insurance industry standard is that a call be answered within 30
seconds or less (ASA); and 5% or less of incoming calls are abandoned.

Results for the 3rd @ “" Quarter 2006:

Date Total Calls ASA O 30/ Abandonment
July-06 458 8 0.7
August-06 942 10 0.8
September-06 1256 12 0.9
October-06 293 10 1.7
November-06 196 6 0.5
December-06 184 7 1.2

Both rates far exceed the industry standard.

During the 3" quarter, July, August and Sept., as you can see in the attachments
provided, the calls increased substantially yet the abandonment rates and speed
of answering rates remained excellent.

We attribute the increase in calls to members calling in as they receive their
member handbooks. Calls in the 4™ Quarter dropped off considerably.

Interventions: CSRs receive weekly feedback on their performance. No corrective
action is indicated as the goals continue to be exceeded.

In 2007, we will continue to build additional quality/ clinical review processes
including such measures as Customer Services response satisfaction and Care
Manager compliance to documentation standards.

3.1. Network Management

Provider network availability

Community Care prepares geo-access analysis of the network by comparing
provider locations by level of care by zip code against the location of the
membership for each quadrant of each county. Providers are assigned by actual
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street address and zip code to the map. Membership information derived from
address and zip code is assigned to the map by actual latitude and longitude.
Once membership locations are compared to provider locations, a calculation of
the number and percentage of members within drive distance is reported for each
level of care. The geo-access software takes into account the actual mapped
route when reporting distance. In urban counties 20 miles equates to
approximately 30 minutes drive time and in rural counties 45 miles equates to
approximately 60 minutes drive time. Quadrant maps by level of care clearly
illustrate membership with access and without access. Using this methodology,
waiver requests are prepared for levels of care by quadrant where less than 90%
of members in the quadrant do not have access. Currently in the Northeast,
Luzerne is the only urban county, and Lackawanna, Susquehanna, and Wyoming
all have a rural designation.

Waivers were requested for the following levels of care in the designated
guadrants for Lackawanna County:

NW NE SW SE
Level of Care Quadrant Quadrant Quadrant Quadrant
IP Detox Adult X X X X
IP Detox Child X X X X
IP Rehab Adult X X X X
IP Rehab Child X X X X
X X X X

D&A Methadone

Waivers were requested for the following levels of care in the designated
guadrants for Wyoming County (rural designation):

NW NE SW SE
Level of Care Quadrant Quadrant Quadrant Quadrant
IP Detox Adult X X X X
IP Detox Child X X X X
IP Rehab Adult X X X X
IP Rehab Child X X X X
D&A Methadone X X X X
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Waivers were requested for the following levels of care in the designated
guadrants for Luzerne County:

NW NE SW SE

Level of Care Quadrant Quadrant Quadrant Quadrant
IP Psychiatric Child X X
RTF X X
Family Based MH X X
IP Detox Adult X X X X
IP Detox Child X X X X
IP Rehab Adult X X X X
IP Rehab Child X X X X
NH Detox Adult X X
NH Detox Child X X
NH Rehab Adult X X
NH Rehab Child X X
D&A Halfway

House X X
D&A Methadone X X X X

Waivers were requested for the following levels of care in the designated
guadrants for Susquehanna County:

NW NE SW SE

Level of Care Quadrant Quadrant Quadrant Quadrant
IP Psychiatric Child X X X
IP Detox Adult X X X X
IP Detox Child X X X X
IP Rehab Adult X X X X
IP Rehab Child X X X X
NH Detox Child X X X
NH Rehab Child X X X
D&A Halfway

House X X X
D&A Methadone X X X X




Service Expansion

The Northeast saw the expansion of several important levels of care with the
introduction of HealthChoices to our region, particularly in Drug and Alcohol (D&A)
services. Drug and Alcohol Intensive Outpatient, Partial and Targeted Case
Management services were addedasawdert he
range of D&A Assessment resources were developed within the region. Providers
continue to be welcome to explore becoming part of the network and there is a
system in place to review all applications and determine need established as a
process by NBHCC in coordination and with input from Community Care.

Specialized service assessment

In keeping with our desire to meet the needs of our members, especially those
with special needs and priority populations, we conducted a provider survey to
better clarify the specialized services available in our area as well as learn of any
unmet needs. The results of this survey reflect a wealth of clinical experience and
willingness to treat our special needs members. The survey results were shared
with local organizations such as the Children and Youth agencies, Trauma Task
Force, in addition to Care Managers and county MHMR and SCA programs.

4. Outreach and Education

The following activities have been completed in support of the Outreach and
Education Plan.

e A QM Outreach Policy and Procedure has been developed and submitted
to the Board of Directors for approval in November 2006. This plan clearly
outlines the mechanisms to maintain communication between the many
stakeholders and LOAs.

e The purpose of this Quality Management/Inter-Systems Outreach Plan is to
provide an on-going vehicle for communication between NBHCC and
members of the stakeholder community within the four (4) Counties. The
primary focus of this outreach plan is to establish an on-going meeting
process with NBHCC Letter of Agreement (LOA) participants through the
use of conference calls, joint meetings and follow-up phone calls to access
any issues or concerns regarding the implementation and ongoing
operation of the HealthChoices Program in Lackawanna, Luzerne,
Susquehanna and Wyoming Counties.

AGENDA FOR EACH OUTREACH EFFORT:

e The Director of Community Relations reviews the structure of the
HealthChoices environment in the counties of Lackawanna, Luzerne,
Susquehanna and Wyoming, specifically, the roles and responsibilities of
Community Care and Northeast Behavioral HealthCare Consortium.
Through this process the Director will provide an opportunity for
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communication between NBHCC, Community Care and Letter of
Agreement (LOA) Participants. Finally, the Director provides an explanation
of the NBHCC committee structure and their functions.

Review with the LOA Participant the implementation of the NBHCC
HealthChoices Plan in relationship to the established Letter of Agreement
(LOA) between the parties. Obtain feedback, concerns, issues, etc. to
report back to the Chief Quality Officer (CQO)/Quality Management
Committee (QMC). This process will assist management in addressing on-
going issues or concerns, which supports the development of a positive
working relationship.

The Director of Community Relations for NBHCC will develop a process to
update and amend the Letters of Agreement (LOAs) between NBHCC and
the LOA Participants.

In addition to implementing the NBHCC Letter of Agreement (LOA) Participant
Outreach Plan, NBHCC staff participates in the following meetings within the four
(4) County area:

CSSH Planning and Continuity of Care Meeting — to ensure representation
from NBHCC in the development of ongoing strategies to decrease State
Hospital utilization and strategizing collectively on ways to provide
diversionary options for individuals within the community to meet their
needs as opposed to the use of Clark Summit State Hospital. NBHCC staff
in attendance at this meeting will report to the Quality Management
Committee (QMC) and ultimately to the NBHCC Board through the QMC
report to the Board.

Local Provider Association Meetings — At the request of the Luzerne-
Wyoming County MH/MR Administrator and Single County Authority (SCA)
Administrator, NBHCC staffat t e nd t h eAssBaiabow/Codireir * s
meetings.

Lackawanna and Luzerne County Autism Coalition Meetings

Local Educational Task Force Meetings

Behavioral Health Rehab Services (BHRS) Monthly Meetings

Community Care Quarterly Provider Meetings

Other meetings as deemed appropriate by the Chief Quality Officer (CQO)

Please see Exhibit A for a listing of all outreach and education events up through
December 31, 2006

NBHCC has been emphasizing the following goals for our first year of operation in
this region:

The importance of obtaining baseline data

The need for educating members, families, and providers on the meaning of
HealthChoices as it relates to rights, responsibilities and performance
standards
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e Developing and providing a consistent and fair internal set of processes,

consistent with Community Care’s operatio

including network functions, Care management functions, Quality functions,
and complaint, denial and grievance processes

e Developing a coordinated and collaborative relationship between
Community Care and its oversight group at Northeast Behavioral Health
Care Consortium

e Securing a clear understanding of state expectations and requirements and
how to best meet them in this collaborative relationship established in the
NE.

e Developing an internal structure of committees and informational exchange
processes that will flow and allow for the maximum positive impact on the
ability to improve quality of care and service delivery in the Northeast
region.

In 2007, we plan to enhance the goal areas with such projects as IPRO studies,
Provider Benchmark Indicators such as follow-up post IPMH discharge and post
substance abuse rehabilitation, as well as re- admission rates. A Recovery
oriented Conference is being planned and recovery oriented indicators are being
incorporated into chart reviews. Our websites contain a great deal of information
and have been designed to be provider, member and family friendly.

Our program has been effective in getting information out to the network and in
beginning the long process of acclimating providers and families and members to
the benefits and increased accountability of a Health Choices managed care
environment. We have successfully set the foundation for clear expectations and
open communication systems to continue to make improvements.

Section 5: Summary

It has been an eventful first six months for the Northeast Behavioral Healthcare
Consortium. The following statements highlight the key accomplishments and, in
addition, show areas where we met DPW requirements:

1. DPW mandated functions

e Establishment of efficient first and second level complaints and
grievances process was implemented. All complaints and grievances
have occurred within the time parameters set by the state. We have
been able to meet the needs of families in our scheduling. While the
ratio of denials to authorizations is quite low the majority of denials
were in the area of BHRS

e Creation and distribution of Member Handbook was completed

e Training regarding the detectonand i nt er venti on
Viol encel situations occurred i
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Participation in a DPW sponsored teleconference regarding

—Childhood Obesityll occurred in prepar
implementation of nutritionally oriented indicators onto chart reviews

|l nformati on regarding —Smoking Cessat.i
Community Care Website and identifies programs in the Northeast

counties

2. Collaborative business relationship between NBHCC and our Administrative
Services Organization (ASO), Community Care

NBHCC performs oversight and quality management functions
overseeing the operations of Community Care in the areas of:
o Network contract and management
Member services
Inter-systems support
Member education support
Claims functions
Outcomes support
Provider Trainings support
Care Management
QM functions
o Providing data
Annual Quality Management audit of Community Care is pending
completion in June, 2007
Claims are processed and reports generated from data downloaded
from Community Cares|. T.Dept.to NBHCC’' s | . T. Dept.

OO O0OO0OO0OO0OO0oOOo

3. Community outreach and education efforts

A Quality and Management Outreach Policy and Procedure process

has been developed

A schedule has been developed to monitor all Letters of Agreement

(LOA” s). These i ncl udecie§ probatidnr en and Yo
departments, Area Agencies on Aging, County MH/MR Offices,

SCA’ s-MCPHs, School Districts, Correcti
State Hospital

Formation of regularly scheduled meetings with Physical Health

Managed Care Organizations, Juvenile Probation Office, Children

and Youth, Area Agency on Aging

A community newsletter has been made available for members at
convenient |l ocations including provide
drop-in centers, senior citizens centers, etc.

QM staff also regularly attend the monthly Luzerne County Providers

Association Meetings, the Autism coalition meetings in Luzerne and

Lackawanna counties, the Educational Task Force meetings

4. Stakeholder involvement in all levels of functioning

Member/family, categorical, provider involvement on all Quality
Committees including Quality Management Committee, Satisfaction
and Outcomes Committee, Inter-systems Committee, the BHRS
Study Group and the BHRS Work Group
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e Member/family participation on 2" level grievance and complaint
panels

e Member/family involvement on Board of Directors, Program
development and reinvestment committee, Stakeholder Committee,

5. Efforts to enhance quality and cost effectiveness of all services but
particularly BHRS.

e Enhanced implementation of, and commitment to, the concepts and
mandates of Recovery and Resiliency both in our own practices and
that of the provider treatment community

¢ Implementation of Quality Management Committee, Satisfaction and
Outcomes Committee, Inter-systems Committee, Network
Committee, Program development and reinvestment Committee, the
BHRS Study Group and the BHRS Work Group with committee
specific mandates, goals, membership and schedules

e Best Practices training and education for provider community with
both group and provider specific opportunities

e The Advocacy Alliance’s Consumer and F
(C/FST) consists of individuals and family members of individuals
who use behavioral health services. They are conducting annual
membership and provider surveys in addition to surveys focusing on
BHRS, Adult Partial Hospitalization, Outpatient Drug and Alcohol,
and recent In-patient discharged members. Final reports will be
submitted by June 30" to NBHCC.

6. Information technology customization

e Both hardware and software products are in place for information
Technology Management. —Projectl softw
the search for performance outcomes systems continues at this time

e Current claims system continues to be refined and focused on needs
of Quality Management staff

e Monitoring of all indices pertaining to contract management, fiscal
management, provider benchmarking, significant member incidents,
Quality Management and performance outcomes continues

7. Fiscal challenges

e Solvency, financial targets, and State reporting requirements have
been the key focal points of this effort.

e Complete efforts to acquire an independent public accounting firm to
complete annual audit process of HealthChoices in the Northeast.

8. Going forward
¢ Increased focus on refinement and meaningfulness of gathered data
to more accurately guide the future de
Behavioral Health System.
¢ Increased coordination between functions of NBHCC and
Community Care to enhance efficiency and eliminate any identified
redundancy of effort

74



e Educational initiatives regarding employment, trauma informed care,
MISA integrated treatment, and cultural competency
¢ As a function of the efforts of the BHRS Groups regarding enhancing
the continuum of children’s behavioral
be made so as to provide more clinical and qualitative alternatives to
the traditional Behavioral Health Rehabilitation Services of Mobile
Therapist, Behavioral Specialist Consultant and Therapeutic Staff
Support

Throughout the start-up process in the Northeast member, family and provider
concerns and issues were given immediate attention as our intentions have been
to promote the positive gains and minimize any downsides to the introduction of
HealthChoices Behavioral Managed Care. This of course is an ongoing process
and we look forward to input from our stakeholders so that continuous quality
Improvement and the concepts inherent to Recovery becomes the shared
expectation of all those involved in Behavioral Health Care Services.
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Exhibit A
Outreach and Education Activities

Contact has been made to all Children and Youth agencies and Juvenile
Probation Organizations. Formal meetings have been implemented and
began with monthly meetings and have moved to quarterly effective in
October 2007. These meetings are held at NBHCC and representatives
from Lackawanna, Luzerne, Wyoming and Susquehanna Children and
Youth and Juvenile Probation, Community Care and NBHCC staff are in
attendance. The following are the dates that these meetings have been
held:

0 September 22, 2006
o October 20, 2006
o January 19, 2007

In addition The Community Relations Director visited the following Children and
Youth agencies:

Susquehanna County Children and Youth visit with Susan Adamec -
October 24, 2006

Wyoming County Children and Youth visit with Greg Porosky — November
2, 2006

Luzerne County Children and Youth visit with Frank Castano — October 19,
2006 and November 2, 2006

A meeting was held with Luzerne County Probation representative Sandy
Brulo at her office on November 14, 2006 and on November 16, 2006 a
meeting was held with Wyoming County Probation representative Chris
Ciprich at his office.

A meeting was held with Luzerne-Wyoming County Drug and Alcohol
Director Michael Donahue at his office on November 1, 2006.

Contact has been made to local Area Agency on Aging. The plan calls for
guarterly conference calls during first implementation year and semi-
annually thereafter. A meeting was held with Luzerne-Wyoming Area
Agency on Aging at their office on November 1, 2006

Primary Health (PH MCO) meetings occur on a quarterly basis. These
meetings began on August 30, 2006. The next PH MCO meeting is
scheduled February 28, 2007.

Meetings have occurred with several local school districts. These meetings
were held at the specific schools administration building.

Hazelton School District on November 2, 2006 with Debbie Yanuzzi
Wyoming Valley West School District on November 3, 2006 with Dr.
Garzella.

Wilkes-Barre Area School District on November 13, 2006 with Dr. Namey.
There has also been attendance at the IU 19 education meeting in
Carbondale by NBHCC representatives on December 20, 2006. At this
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meeting there was representation from all Special Ed Departments within
the I'U 19"s catch man area.

e NBHCC representation is at all Clark Summit State Hospital Planning,
Service Area Planning and Continuity of Care meetings. The last meeting
was held January 11, 2007 and these meetings occur on a monthly basis.
Providers, consumers, county representatives, Community Care, NBHCC
and Clark Summit staff participate in these meetings.

e A training was provided by Jim Gallagher and Tina Wydeen to IU 19 by

NBHCC/CCBH on September 13, 2006.

October 19, 2006- Luzerne-Wyoming County Program Office

November 21, 2006 — video conference — Dunmore DPW building

November 30, 2006 — NBHCC office
January 11, 2007 — Lackawanna-Susquehanna Program Office

NBHCC attends Luzerne/Wyoming Counties MH/MR Providers Association
meetings on a monthly basis. Luzerne-Wyoming providers and county staff are
present at these meetings.

NBHCC attends the local Autism Coalition meetings in both Luzerne and
Lackawanna Counties. Lackawanna Counties meetings are held on a quarterly
basis and Luzerne Counties meeting are monthly. Family members, providers,
school, county representatives and providers are present at these meetings.

e Lackawanna — October 20, 2006 and January 19, 2006

e Luzerne County, December 1, 2006 and January, 12, 2007

The Luzerne County meetings are held at the Luzerne-Wyoming County Program
Office. Lackawanna County meetings are held at Friendship House.

e Attendance at the Educational Task Force meetings by NBHCC and
Community Care on January 9, 2007. Attendance by NBHCC
Community Relations Director will continue. The Educational task force
meets on a monthly basis. Family members, school representatives,
providers and advocates are represented at this monthly meeting.
These meetings are held at the Scranton School for the Deaf and
Wallenpaupak School.

e During the implementation stages of HealthChoices CCBH and NBHCC
conducted several meetings within the community for members,
stakeholders, providers, etc. to participate and attend. These meetings
were held in Luzerne, Lackawanna, Susquehanna and Wyoming
Counties so that all persons had options and locations in close proximity
to there area of service:

Partial Services Training

e March 28, 2006

BHRS Training
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e March 29, 2006

e April 25,2006 Conference Center at Hilton Scranton
Claims Basic Training

e May 1, 2006 Woodlands Care Management Training
e June 12,2006 Woodlands

BHRS Training

e June 13,2006 Conference Center Hilton Scranton
BHRS Training

e June 26,2006 Woodlands Open Forum Training

e August 31, 2006 Victoria Inn QMC Meeting/Training

e Sept. 14, 2006 Claims Training (CCBHO Office)

Along with the initial meetings on-going specific meetings are held with the
provider system, members and stakeholders. These meetings are outlined below:

Community Care BHRS Provider meetings — BHRS providers attend these
meetings along with Community Care and NBHCC staff. They are two locations —
Luzerne County — The Woodlands and Lackawanna County The Hilton. NBHCC
staff is in attendance at these meetings on a monthly basis:

e September 26" and 27", 2006

e October 24™ and 25", 2006

e November 27" and 28", 2006

Community Care Provider Meeting — these meetings are held on a quarterly basis
with providers of the network, Community care and NBHCC. The meetings are
held at the Victoria Inn.

e September 19, 2006
e December 4, 2006

Physicians Meeting-At East Mountain I nn with Dr’s Shah
Presenting to Provider, State and V. A. Psychiatrists. Overview on NBHCC,
Medical Necessity and Grievance process.)

e December 5, 2006

Stakeholder meeting was held at the Best Western Inn. Representation included
County, Board members, local providers, school district/IU representation,
Children and Youth, JUVENILE PROBATION OFFICE, Drug and Alcohol,
Community Care and NBHCC.

CEO Jim Gallagher gave opening remarks and overall update with QM staff
providing a PowerPoint presentation on their efforts.

e January 8, 2007
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Community Newsletter for the first quarter has been printed and disseminated to
all local providers. Local providers will be disseminating to family and members.
Flyers have been disseminated to BSU's, Area Agency on Aging, Advocacy
Alliance, MH/MR offices, Children & Youth agencies, Psychiatric Hospitals, Drug
and Alcohol offices and local providers. Providers and Counties will be ensuring
that the newsletters are placed at local drop in centers, senior centers and waiting
areas

Tip sheets have been developed. Topics include: Teen Violence, Borderline
Personality Disorder, Alcohol and Drug Abuse, Addictions and Co-Occurring
Disorders, Parenting During Adolescents, Signs and Symptoms of Depression
(this was included in October-December Quarterly Community Newsletter)

WEBSITE- The new website is being created by Todd Gattens and Steve King
with input on appearance and content from Executive team and Quality
Managementstaff. Thi s i s being devel oped off
now. The New improved site is scheduled to be uploaded within the first two
weeks of April. This will include information re: NBHCC, CCBHO, complaints and
grievance process, relevant links, contact information, etc.

In addition to the above, the CEO presented HealthChoices updates/overviews to
the following:

e August 22,2006 Meeting with MATP providers and state MATP
officials

September 13, 2006 NEIU 19

September 14, 2006 Lackawanna-Susquehanna Counties MHMR
September 20, 2006 Luzerne-Wyoming Counties MHMR

September 13 2006 Meeting with CMC and state officials re: restraints
October 20, 2006 Clark Summit State Hospital Trustees

November 1, 2006 Trauma Committee, Luzerne County

November 9, 2006 Advocacy Alliance Board

November 27, 2006 Oriented Jim Scott and Jen Holbrook to
HealthChoices

December 6, 2006 Northeast Counseling Services Board

December 11, 2006 BHRS providers at Victoria Inn

December 15, 2006 Providers and Board Chairpersons at Victoria Inn
December 20, 2006 NEIU

January 8, 2006 Stakeholders Meeting

January 9, 2006 Lackawanna Right to Education Task Force

January 22, 2006 United Way, Luz Co, allocation panel
January 24, 2006 United Way, Luz Co, another allocation panel
January 31, 2006 Clark Summit State Hospital clinical/medical staff
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