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Introduction

Community Care Behavioral Health Organization (ComityuCare) is a Nofor-Profit

Behavoral Health Managed Carer@anization(BH-MCO), which is committed to improving

the health status of all of our members. The mission of Community Care is to provide members

the highest quality mental health and substance use programs and servicks\egsthgossible

cost, delivered in an environment that provid
ensuring prompt access to services and continuous quality improvement. As such, Community

Care uses available resources to encourage the delbphtosteffective, innovative as well

as traditional integrated care services to eligible individuals.

In 2008, Community Carenaintained responsibility for managing the behavioral health benefit

for thirty-five counties withinsevencontractsCommunity Care continues toethe only BH

MCO with contracts in every Pennsylvania HealthChoices region (Southeast, Southwest,
Northeast, North Central, and Lehi@rapital). Community Care programs are built on a

foundation of dedication to high quality befaral health care, collaborative relationships with
customers, and commitment to continuous improvement in care and séleitenunity Care

shares responsibility with its practitioners, providers, county and other stakeholders and member
organizations t@rovide effective, efficient and timely care and services. Collegial relationships
are fostered within the care and service delivery continuum.

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

The Quality Management Program strives to provide the framework to systematically measure

and analyzeerformance, contribute essential information to management and network decision
making, improve organizational functioning, structures and processes to improve outcomes for

me mber s. Community Carebds commitmeneésist o cont
the underpinning for th@uality Managementri@gram.

The Care Management Program assists members with access to and appropriate utilization of
behavioral health services to ensure -@tctive, high quality care, consistent with member
choice, inthe environment which best meet the needs of the member. Community Care is
committed to working with the individual, family, and community to improve access to quality
behavioral healthcare services for all membéfs.strive to develop services that wiiket the
needs of our members in their areas.

The Quality Management Committee (QMC) oversees the development, implementation,
evaluation, and revision of the Quality Management and Care Management Programs. This
Committee is the arena for vetting ther@inuous Quality Improvement (CQI) process and has
overall responsibility for coordinating all quality management and improvement activities
throughout the organization. The Committee identifies critical performance measures and
prioritizes quality manageent activities and efforts to use resources appropriately. Performance
data is analyzed, opportunities for improvement are identified, and interventions are determined,
prioritized and scheduled for-measurement. Practitioners, facilities, consumensilya
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representatives, county and state oversight staff and other stakeholders are crucial members of
the QMC. Input from these members drives the activities of the Committee. The Quality and
Care Management teams use other venues to present findingsiahtesaback and input.

Examples of these are meetings such as the Provider Advisory Committeea(lad)er

provider meetingsuch as the Residential Treatment Facility (RTF) and Behavioral Health
Rehabilitation Services (BHRS) provider meetingée scope of the Quality and fea

Management gram is comprehensive and encompasses all clinical care and service aspects of
the organization. The program includes an arragbgdctive qualityindicators to measure

critical clinical and service processad treatment outcomes.

The Quality and Care Managemenbkiplan is the schedule of activities for the program and
delineates the critical performance measures that define the scope and range of the program. The
indicators on the workplan are chosentheir relevance to our 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 workplans prepared as a calendar with a rolling scheedud is not static. This dynamic,
working document reflects current activities and is revised and developed more fully in response
to the analysis of performance data, interventions, remeasurement, timeframes, and the addition
and deletion of indicatorsn an ongoing basis. Performanogrovemenprojectsand indicators

are ongoing and continuous. The workplan includes the critical performance measures, data
sourcesample size, goalrequency of reporting and the person responsible for the task.
Additionally, indicatorsare evaluated as they relatehigh risk, high volume, and problem prone
situations. Indicators identified as High Risk (HR) measures monitor events that could be
potentially life threatening or pose a risk for serious harm to mesnbbose designated as

High Volume (HV) measures monitor issues that have the potential to affect a great portion of
the membership. Problem Prone (PP) measures monitor potentially problematic processes.

Community Care is committed to improving membafety throughout the network. Many of

the critical performance measures include inherent member safety issues and are identified as
such on the workplan. Additionallyupofocus on Recovery and Resiliency Initiatives has been
enhanced and so has our eggation of providersA Recovery/Rsiliency (RR) designation on

the workplan indicates items that support recovery principles.

Community Care strives to ensure that members receive holistic, integrated care. Ongoing efforts
are made to collaborate witlther behavioral health practitionensedicalpractitioners, Physical

Health Plans, schools and other social service agencies to monitor and improve coordination of
care. Collaborative activities are included on the Quality CareManagement Workplan dn

have been more clearly defined in response to feedback received from the PEPS.

2008 marked a year of continued growth and maturity in the contéabts. | d ernecasdvsre s

a strong focal area ankde Comprehensive Provider Evaluation Process (CR&®utilized

frequently to investigate quality of care concerns and to make network decisions about providers.
In addition to the claims based provider benchmarking reports, Communitynfdeenented a
process to gather information about a provide@m numerous sourcesncluding contracting

status, current census, and dataignificantmemberincidents(SMIs), record reviews,
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complaintsand other correspondence. Community Care worked collaboratively with OMHSAS
and the counties to conduaimerous onite visits to problem prone facilities to evaluate safety
andensure that our members were receiving adequate services.

An evaluation oftie Quality and Care Managemembgram is conducted annually. This is a
focused evaluation of the activities thatoaed during the preceding calendar year of January
through December, with comparison to\poels years as applicable. The Annuahlation is

written and presented to theM@ for review and approval within the firguarter of the year.

Efforts are focaed on summarizing treatment outcomes and evaluating the overall success
and/or continued need of the program to improve services and influence safe clinical practices
throughout the networkThe 2008 Annual Bvaluationutilizes the new quarterly quality
management report format. The topics are grouped into a series of seventeen key areas, fifteen of
which were identified by OMHSAS in a Program Evaluation Performance Summary (PEPS)
training and two areas, Administrative Compliance and Education and Posvevitich were

added by Community Care. Attention was given to including the most updated data available in
this report
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Executive Summary

As the Northeast contract continued to mature in 2008, many new and exciting initiatives were
started while maitaining and enhancing a number of already existing projects.

Community Care has continued to witness members accessing services in an efficient manner,
with urgent and emergent needs being met 100% of the time. In addition, Community Care
continues to casistently meet goals established for telephone access although the number of
calls received fluctuates on a moitthmonth basis. Industry standards are not only met but
exceeded for both the abandonment rate and average speed of answer. In conjuhdfi@sevit
statistics, our Customer Service Representatives continue to answer calls efficiently, effectively
(able to answer questions for members), and in a courteous manner.

The Care Managers and Professional Advisors associated with the Northeast atsttrac

continue to effectively determine medical necessity criteria as evidenced by consistently scoring
well on Interrater Reliability and Utilization Management Clinical Documentation, again

meeting and exceeding established goals.

Community Care maintans i tso6 focus on Recovery initiati:~
webinars, conferences, and other projects. Community Care will forge ahead in 2009
emphasizing a recovenyriented system of care for all members.

During 2008, Community Care providece@back to itSprovider network through a variety of

ways including but not limited to: record reviews of Partial Hospitalization Programs, Behavioral
Health Rehabilitation Services (BHRS) and Residential Treatment Facilities (RTF); the
complaint procesghe Significant Member Incident (SMI) process; Provider Benchmarking; and
a number of provider meetings covering a variety of levels of care.

Community Care focused much effort on improving the rates of the Performance Improvement
Plans (PIPS): Follovup After MentalHealth Inpatient and Followp After NonHospital
Rehabilitation. Providers consistently received data on these rates and their assistance was
requested in identifying barriers to follemp and more importantly, possible interventions to
improve these rates.

Community Care and NBHCC will continue to work collaboratively with providers to ensure
that BHRS and RTF levels of care are utilized effectively and efficiently. In addition,
collaboration will continue with the Physical Health Managete@rganizations (PHICOS)

with a focus on newly available Northeast pharmacy data. Collaboration will also continue with
schools and other agencies in 2009 in aigoing effort to enhance the already established
collaborative initiatives.
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1. Comprehensive Provider Evaluation Process (CPEP)
1.1 Provider Benchmarking

A. Activity/Measurement
The Provider Benchmarking report is based on claims data from January 1, 2007 to
December 31, 2007. Historical reference data for six months (712/38/0§ in
calendar yea?006 are also included@he levels of care reported on in 2007 were:
Inpatient Mental Health, Short Term Rehabilitation, Long Term Rehabilitation,
Family Based Services, Residential Treatment Facilities, Intensive Case
Management/Resoce Coordination and Behavioral Health Rehabilitation Services.

B. Activity/Measurement Period
January 1, 2007 through December 31, 2007

C. Target
Goals are set for the following indicators:
¢ Inpatient Mental Health:
U 30 day readmission rate: 10% or less
U Average days to followap within 30 days: 7 days or less
e Short Term Rehabilitation:
U Average days to follovup within 30 days: 7 days or less
e Long Term Rehabilitation:
U Average days to follovap within 30 days: 7 days or less

D. Findings
Tablel.17 Inpatient Mental Health
Inpatient Mental Health AU S0 AL/
Means Means
30 day readmission rate 12% 11%
Percentage of 7 day followp 47% 54%
Percentage of 30 day folleup 68% 75%
Average days to followap within 30 days 7.0 6.6

Table 1.2 Inpatient Mental Health (For Members with a Primary Diagnosis of
Schizophrenia)

Inpatient Mental Health 7/1/0612/31/06 2007

(Primary Diagnosis of Schizophrenia) Means Means
Percentage of 7 day followp 50% 65%
Percentage of 30 day folleup 66% 82%
Average days to follovap within 30 days 5.7 5.7

Confidential, Northeast QMC February 24, 2009 Page8 of 111



Table 1.3 Short Term Rehabilitation

Short Term Rehab 7/1/0612/31/06 2007
Means Means
Average Length of Stay (ALOS) 13.5 15.1
Percentage of 7 day folloup 24% 23%
Percentage of 30 day folleup 48% 46%
Average days to follovup within 30 days 9.7 10.0

Table 1.4 Long Term Rehabilitation

Long Term Rehab 7/1/0612/31/06 2007

Means Means
Average Length of Stay (ALOS) 34.8 57.4
Percentage of 7 day followp 14% 30%
Percentage of 30 day foilv-up 23% 38%
Average days to followap within 30 days 8.4 5.8

Table 1.5 Family Based Services

Family Based Services 7/1/0612/31/06 ALYy

Means Means
Average Units per Member 155.56 201.74
% of Members with Inpatient Stay 5.46% 12.7%

Table 1.6" Residential Treatment Facilities (RTF)
RTE 7/1/0612/31/06 2007

Means Means

RTF Average Length of Stay (ALOS) 77.6 203.3

% of Members with IMH Admission 13.3% 7.7%

% Followup within 7 Dayf RTF Discharge 35.6% 45.8%

Table 1.7 Intensive Case Magament/Resource Coordination (ICM/RC)
7/1/06 2007
ICM/RC 12/31/06 Means

Means

ICM/RC Contact During IP Stay (Over 18) 88.4% 85.4%
ICM/RC Contact During IP Stay (18 and under) 89.3% 86.8%
OP Visit within 7 Days of IP Discharge (Over 18) 66.7% 63.6%
OP Visit within 7 Days of IP Discharge (18 and under 57.6% 57.7%
OP Visit within 14 Days of IP Discharge (Over 18) 78.7% 74.7%
OP Visit within 14 Days of IP Discharge (18 and und 63.6% 67.3%
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Table 1.84 Behavioral Health Rehabilitation ServiggHRS)Units Deliveredper
Units Authorized (For members with an Autistic Spectbiagnosisi 299.xx)

Mobile Therapy Rate 26.1% 39.4%
Behavioral Specialist Consultant Rate 42.0% 47.1%
Therapeutic Staff Support Ra 49.6% 57.0%

Table 1.8 Behavioral Health Rehabilitation Services (BHRS) Units Delivered per
Units Authorized (For members without an Autistic Spectrum Diagria2@9.xx)

BHRS 7/1/0612/31/06 2007
Means Means

Mobile Therapy Rate 48.3% 53.2%
Behavioral Specialist Consultant Rate 45.3% 46.7%
Therapeutic Staff Support Rate 50.8% 54.8%

Table 1.8ad Behavioral Health Rehabilitation Services (BHRS) (For members
without an Autistic Spectrum Diagno$i299.xx)

BHRS 2007
Means
Therapeutic Staff SuppbAverage Units Delivered per Member 1221

Table 1.9 Complaints and Denials

. 7/1/06:12/31/06 2007
Complaints
Means Means
Total Complaints 16 66
. 7/1/0612/31/06 2007
Denials
Means Means
Total Denials 192 656

E. Sample/Methodology
e The Provider Bechmarking report is based on claims data from January 1,
2007 through December 31, 2007.
e The methodology for the Inpatient Mental Health and Rehabilitation
indicators includes continuous eligibility.
e Any member who lost their eligibility through CommtynCare at any point
from discharge to 30 days after discharge was excluded from this measure.
¢ The Inpatient Mental Health and Short Term and Long Term Rehab report
methodology was matched to that of the IPRO studies and the Quarterly PIPs.
e Reports wes sent to high volume providers. High volume providers were
defined as:
U 10 or more distinct members/discharges for Inpatient Mental Health,
Short Term and Long Term Rehabilitation, ICM/RC, and BHRS.
U 5 or more distinct members/discharges for RTF.
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U All Family Based providers (excluding one npar provider).
U Complaints and Denials reports were sent to providers who received
another report on any level of care.

F. Discussion
Inpatient Mental Health
¢ For the Inpatient Mental Health levels of care there were falicators:

U0 30 day readmission rate: 11% for 2007
U Percentage of 7 day followp: 54% for 2007
U Percentage of 30 day folloup: 75% for 2007
U Average days to follovap within 30 days: 6.6 for 2007

e Providers were asked to complete an anslyStheir rates if their readmission
rate was above 10% or their average rate of follguwvas greater than 7 days.

Inpatient Mental Health (Primary Diagnosis of Schizophrenia)
e For the Inpatient Mental Health level of care with a primary diagnosis of
Schizophrenia there were three indicators:

U Percentage of 7 day followp: 65% for 2007
U Percentage of 30 day folloup: 82% for 2007
U Average days to follovap within 30 days: 5.7 for 2007

e Providers were asked to complete an analysis of theg ifateeir readmission
rate was above 10%. Overall, members with a diagnosis of Schizophrenia
discharged from inpatient mental health facilities had better rates than
members with other diagnoses discharged from inpatient mental health

facilities.

Shot Term Rehabilitation
e For the Short Term Rehabilitation level of care there were four indicators:

U Average Length of Stay (ALOS) 15.1 for 2007
U Percentage of 7 day followp: 23% for 2007
U Percentage of 30 day folloup: 46% for 2007
U Average day to follow-up within 30 days: 10.0 for 2007

e Providers were asked to complete an analysis of their rates if their average
rate of followup was greater than 7 days.

Long Term Rehabilitation
e For the Long Term Rehabilitation level of care there were fudicators:

U Average Length of Stay (ALOS) 57.4 for 2007
U Percentage of 7 day followp: 30% for 2007
U Percentage of 30 day folleup: 38% for 2007
U Average days to follovap within 30 days: 5.8 for 2007

e Providers were asked to complete an anglyStheir rates if their average
rate of followup was greater than 7 days.

Confidential, Northeast QMC February 24, 2009 Pagellof 111



Family Based Services
e For the Family Based Services level of care there were two indicators:
U Average Units per Member 201.74 for 2007
U Percentage of Members with an Inpati&tay 12.7% for 2007
e Providers were not asked to complete an analysis of their rates.

Residential Treatment Facilities
e For the Residential Treatment Facilities level of care there were three
indicators:
U RTF Average Length of Stay (ALOS) 203.3 for2007
U Percentage of Members with an Inpatient Admission.7% for 2007
U Percentage of Followp within 7 days of Discharge 45.8% for 2007
e Providers were not asked to complete an analysis of their rates.

Intensive Case Management/Resource Coordination
e For the ICM/RC level of care there were six indicators:

U ICM/RC Contact During IP Stay (Over 18) 85.4% for 2007
ICM/RC Contact During IP Stay (18 and under) 86.8% for 2007
OP Visit within 7 Days of IP Discharge (Over 18) 63.6% for 2007
OP Visit within7 Days of IP Discharge (18 and undesy.7% for 2007
OP Visit within 14 Days of IP Discharge (OvVE8): 74.7% for 2007
OP Visit within 14 Day®f IP Discharge (18 and undes¥.3% for 2007

c-cCcCcCCcCCc

Behavioral Health Rehabilitation Services
e For Behavioral Hedltt Rehabilitation Services for members with a diagnosis
of one of the Pervasive Developmental Disorders, there were three indicators:

U Mobile Therapy Rate 39.4% for 2007
U Behavioral Specialist Consultant Rate 47.1% for 2007
U Therapeutic Staff Supportaie 57.0% for 2007

e For Behavioral Health Rehabilitation Services for members without a
Pervasive Developmental Disorder diagnosis, there were four indicators:

U Mobile Therapy Rate 53.2% for 2007
U Behavioral Specialist Consultant Rate 46.7% for 207
U Therapeutic Staff Support Rate 54.8% for 2007
U Average TSS units per member 1221 for 2007

e Providers were not asked toroplete analyses of their rates.

Complaints and Denials
The raw datdor complaints and denials is: 66mplaints and %6 denals for
2007.

G. Actions/Interventions
e Community Care sent reports to high volume providers, defined as any facility
that provided services to 10 or more distinct members for Inpatient Mental
Health, Short Term and Long Term Rehabilitation, ICM/RC, BH&RS; 5 or
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more distinct members for RTF; and all Family Based providers (excluding
one norpar provider).
Complaints and Denials reports were sent to all providers who also received a
benchmarking report for informational purposes only.
A total of 129reports were sent #3 distinct providers.
Providers who had rates that fell below goal were asked to conduct an internal
assessment of their rates and determine what actions they could take to
improve the rates.
U A total of 19 assessments were requifitem 16 distinct providers.
Community Care initiadfaceto-face dialogues withwo selectinpatient
Mental Health providers and one Rehabilitagproviderin October and
December 2008 ommunity Care selected these providers through an internal
work group. Theselection was baseddni gh v ol ume ,providers
providers who were outlierproviders who were thought to be able to make a
noticeable positivehange in their rateand/orwhose rates were stagnant or
moving negatively The followinglisting outlines the objectives of the
meetings:
U To develop and foster a collaborative relationship;
U To provide a forum to discuss the purpose, intent and value of the
benchmarking measures;
0 To discuss and review providersoé pr
performance on the measures;
U To explore possible ideas for effective action plans that providers can
take to improve their performance on the measures;
U To assist providers with developing an evaluation plan to determine
the effectiveness of their intexmtions;
U To assist Community Care with further development and
enhancements to the benchmarking process.
e Community Care also initiated discussions regarding Provider Benchmarking
rates with FamilyBased, RTF and BHRS (January 2009) prexscduring
regulaty scheduled provider aetings.

U In these meetings, Community Care encouraged providers to discuss
how improvements can be made on rates for which there was not an
established target. Community Care also elicited provider feedback
regarding how providensse this information and how Community
Care can continue to generate meaningful benchmarking reports for
providers.

H. Follow-up/Outcomes
e Community Care will continue to obtain feedback from providers in order to
ensure meaningful provider benchmarkiegarts.
e Interventions identified from provider analysis will be shared with high
volume providers in 2009.
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2. Record Review Summary

Community Care collaborates with providers within the network to ensure quality of care
and safety of all members.hiB is facilitated through various quality activities, including
annual routine quality record reviews and the Significant Member Incident/Provider
Benchmarking process.

In 2008, Community Care completed routine quality record reviews for three levels of
care, inaccordance with the annual wpt&n. Thdevels reviewed were Adult Sub

Acute Partial Hospitalization, Residential Treatment Facility (RTF) Batgavioral

Health Rehabilitatiorservices (BHRS). The Best Practice Evaluations (BP Eval) were
alsoreviewed at the RTF and BHRS levels of care.

2.1 Adult Sub-Acute Partial Hospitalization

A. Activity/Measurement
Community Care reviewed a total of 20 Community Care member records at four
SubAcute Partial Hospitalization provider sites in the firsaider of 2008.

B. Activity/Measurement Period
The review was conducted in March 2008.

C. Target
The target was 80% on each indicator.
D. Findings
Table 2.1i Adult SubAcute Partial Hospitalization Record Review
# | Adult Sub-Acute Partial Hospitalization Indicator s 2007 | 2008
1 | Intake covers life domains 64% | 75%
2 | Medical necessity for this level of care is clearly documented 64% | 85%
3 | Treatment plan occurs within first 5 days of service 98% | 75%
4 For those 14 +, _ewdence thatmiger was encourag to include Bmily/Guardian in 13% | 53%
treatment planning
5|Treat ment plan includes documentation 67% | 70%
6 Treatment plan documemsember participation in the treatmeat@énning process by 95% | 90%

evidence of memberés signature
Treatment Plan is formulated by a treatment team consisting of a treatment team lead

0, 0,
7 psychiatrist, other apprajte staff and family/guardian 91% | 90%
Treatment Plan includes recovery oriented goals related to housing needs;girenal
8 . ; o2 . 33% | 45%
skill development or meaningful produgtiactivity, and social outlets
Collaboration with other involved agencies including those that support recovery orien
9 . . 22% | 39%
goals is documented in the treatment plan
Treatment plan is reviewed by tlreatmenteam at least every 20 days of service as
10 - . ) 88% | 79%
evidenced by team signatures, member signature
11 | Treatment Plan Contains:
A | Specific goals 64% | 85%
B | Measurable objectives 13% | 75%
C | Measurable interventions 10% | 80%

Treament plan incldes discussionfalischarge planning (active discharge planning beg
D | at admission and includes evidence of realistic, achievable, and individualized goals § 0% 10%
as less restrictive services and community supports to be considered upon discharge
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12 | MISA Assessment:
A | Mental Health assessment 91% | 90%
B | Substance Abuse assessment 87% | 75%
C | Medical assessment (as part of the psychuatian) 87% | 95%
D | Special Needs/Barriers to treatment/Environmental Risks 45% | 80%
E | Appropriate referral iD&A co-occurring disorder identified 54% | 100%
13 | There is evidence of Domestic Violence Screening. (Age 14 and above) 60% | 60%
A | If screen positive, was appropriate referral made? - 50%
14 | Crisis Intervention Plan, including specific interventions isdiedocumented 47% | 15%
15 | Vocational/ Educational:
A | Evidence of inventories and other careerd@e tools; skill assessment 7% 25%
Training and educational programs available to educate and prepare individuals for
B . . g 19% | 42%
employment or meangful, productive activity
16 Evidgnpe Qf implementation of proactive crisis prevention arelsgalation prior tonore 2706 | 250
restrictive interventions
17 | Evidence of focus on housing neetdsgice of housing addressed 55% | 65%
18 | Evidence of focus orocial opportunities, outlets of interest 40% | 50%
19 | Treatment Plan Reviews:
A | Incorporate progress related to recovery oriented goals 46% | 50%
B | Address interventions and treatment progress to date 72% | 68%
C | Address discharge goals and readiness 4% 11%
20 | Documentation of the rationale for niegtion changes 63% | 57%
21 Documentati_on of ps_ychiatrist t_:onsultation with Treatment Team and 57% | 60%
member/familyguardian regarding med changes
29 Daily clinica I_ areeads, @spmser’txtatmerftincludinmﬂrogres@x S 93% | 100%
towards goals and need fongoing treatment is documented
23 | Evidence of biweekly contacts or attempted contacts with the family 6% 26%
24 | Member has access to ongoing medical care atedesr a referral has heenade 83% | 89%
25 | There are current, completed releases of information pertaining to all pertinent parties] 67% | 85%
26 | There is evidence of significant medical history 87% | 95%
27 | There is evidence of allergy screening found in chart 89% | 65%
28 | Evidenceof coordination of care with the PCP 67% | 65%
29 | Evidence of coordination of care with other behavioral health specialists 52% | 62%
30 | Evidence of coordination with CYF, if appropriate - -
31 | Evidence of coordination with Probation, if appropriate 0% | 100%
32 | Evidence of coordination with MH/MR, if dually diagnosed 100% | 50%
33 | Evidence of coordination with A/ appropriate 100% | 0%
34 | Assessment of the need for case management services documented in the treatment| 35% | 21%
35 | Referrals made to apgpriate providers for aftercare 54% | 57%
36 | Completed screening for abuse? - 45%
37 | Completed screening for witness of abuse in home? - 37%
38 | Screen positive or negative? Positive (Yes) Negative (No) - 3Yes
39 | If screen positive, was appropriagferral made? - 33%
40 | Documented use of tobacco? - 35%
41 | Documented weight? - 35%
42 | Documented BMI? - 5%

E. Sample/Methodology
The charts chosen for this review were taken from a random sample osiath®i®
the selected Adult SuBcute Partial Hospitalization Programs from throughout the
2007 calendar year.
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F. Discussion

e Northeast Providers scored well on the following indicators:
U Medical necessity documentation.
U Daily clinical assessment of aeamber.
U Documented member participation in the treatment process.

¢ Indicators that demonstrated improvement from 2007 included:
U Documented specific treatment goals and measurable interventions.
U Identification of special needs and barriers to treatment.
U Appropriate ceoccurring referrals.

¢ |dentified areas of improvement for providers included:
0 Documentation of a memberds strengt
U Treament plan inclusion of recovexyriented goals.
U Discharge planning early in the treatment process.

e Overall Adult SubAcute Patial Hospitalization providers improved from the

previous year; however there is still room for improvement.

G. Actions/Interventions

e Community Care asked providers for a Corrective Action Plan (CAP) for any
indicator that fell below 80%.

¢ Results wee reviewed internally with UM Care Bhagement and shared with
the Quality Management Committee (QMC).

e MISA and Domestic Violence provider alerts were made available on the
Community Care website.

e Each year Community Caredsty internal wo
Management department review the record review tool to assess the
effectiveness of indicators, Performance Standards, recovery principles, and
safety measures, as well as revise the tool when necessary.

H. Follow-up/Outcomes
e Community Care will contine monitoring Adult Suti\cute Partial
Hospitalization Programs through the record review process in 2009.
e Community Care will continue requesting corrective action from providers
who fall below the 80% goal.

2.2 Residential Treatment Facility (RTF)

A. Activity/Measurement
e The records of 25 Community Care members were reviewed at five High
Volume Residential Treatment Facility Providers in the third quarter of 2008.
e This was a level of care that had not been previously reviewed through the
quality review process; therefore, the data gathered established a baseline.

B. Activity/Measurement Period
This review was conducted in July 2008.
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C. Target
The target was 80% on each indicator.

D. Findings
Table 227 RTF Record Review
# | Residential Treament Facility Record Review Indicators 2008
1 Coordination of care with other behavioral health specialists 88%
2 | Coordination of care with PCP 88%
3 Coordination of care with other chikkrving systems 92%
4 MISA assessment completed within membleart 100%
4a Mental Health Asessment completed 100%
4b Substance Abuse Assessmenrnpleted 100%
4c Medical Assessient ompleted 100%
4d | Special Needs/Barriers to treatment/Environmental risks 76%
5 | Appropriate reérral made if cenccurring disorder identified in the MISA 100%
6 | Family/Guardian face to face, telephone, or video meeting within 7 days of admiss|  75%
7 | Completed screening for abuse 80%
8a | Completed screening for withess of abuse in the Haige ¥ and older) 26%
8b | Appropriate referral made if screen was positive 25%
9 | Weight obtained 92%
10 | BMI calculated/determined 68%
11 | Tobacco screening completéabe 14+) 32%
12 | Documentation of opportunities to participate in community 68%
13 | If patient d/c on psych meds, there is clinical rationale for each of the meds 50%
14 | Follow-up appointment within 30 days 46%
15 | Documentation sent to aftercare provider 7 days prior to discharge 23%
16 Before initiating a psychotropic medication the presogkelinician should note the 100%
presence or absence of present psychotropic use
17 Before initiating a psychotropic medication the prescribing clinician should note the 100%
presence or absence of past psychotropic use
Before initiating a psychotpic medication the prescribing clinician should note the
18 7 87%
presence or absence of current adverse effects of medication
19 Before initiating a psychotropic medication the prescribing clinician should note the 7394
. . 0
presence or absence of past adverse efféctedication
20 When initiating a psychotropic medication the height and weight of the gbotld be 93%

documented within two weeks

Before initiating a psychotropic medication the prescribing clinician should note the
21 | presence or absence ofpar current thoughts of harming self or others, suicide 94%
attemptsand/or seHinjurious behaviors

When an antidepressant is initiated a client should be monitored for suicidal ideati

22 agitation or manic symptoms no $ethan twice in the first onth /1%
23 | If an episode of selfiarm occurs, an assessmenthaf youth's intent should occur 100%
24 | If an episode of selfiarm occurs, an assessment of the youth's ongoing risk 100%
25 | If an episode of selfiarm occurs, an assessment of the yootigming thoughts 100%
26 | If an episode of selfiarm occurs, a plan for maintaigi safety should be implemented| 100%
27 | If an episode of selfiarm occurs, a pareat guardian should be notified 40%
o8 Before initiating an antipsychotic the prescripiclinician should graph the height for 679%
. N - 0
weight percentile ocalculate the body mass index
29 Before initiating an antipsychotic the prescribing clinician should note the presence 94%

absence of cuent and past abnormal movements

E. Sample/Methodology
The charts chosen for this review were taken from a random sample of new
admissions from the third and fourth quarters of 2007.
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F. Discussion

e Northeast Providers scored well on the following indicators:

U Coordindion of Care with primary care physicians, other behavioral
health specialists, and other child serving systems.

U MISA assessments.

U Assessment of current and past abnormal movements.

U Selfharm assessments and safety plans.

e Identified areas of improvementrfproviders included:

U Domestic Violence screenings.

U Tobacco assessments.

U Documentation sent to the aftercare provider seven days prior to
discharge.

U Clinical rationale for medication discontinuation.

e Overall it would seem as though given this was the ygar for RTF quality
record reviews, providers did in fact do reasonably well on this review.
However, it should still be noted that there is still significant room for
improvement.

G. Actions/Interventions

e Community Care asked providefior a CAPfor any indicator that fell below
80%.

e Resultswere reviewed internally with Caredvilagement staff and shared with
the QMC.

e Ongoing discussion, education, and opportunities for collaboration with
providers were available in a provider centered meetings.

e Eachyear Community Careds internal wor k¢
Management department review the record review tool to assess the
effectiveness of indicators, Performance Standards, recovery principles, and
safety measures, as well as revise the tool when r@gess

H. Actions/Interventions
e Community Care will continue monitoring Residential Treatment Facilities
through the record review process in 2009.
e Community Care will continue requesting corrective action from providers
who fall below the 80% goal.

2.3 Behavioral Health Rehabilitation Services (BHRS)

A. Activity/Measurement
The records of 35 Lackawanna, Luzerne, Susquehanna, and Wyoming County
members were reviewed from seven of the highest volume BHRS providers in the
fourth quarter of 2008.

B. Activity /Measurement Period
The review was conducted in October 2008.
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C. Target

The target was 80% on each indicator.

D. Findings
Table 2.3 BHRS Record Review
# BHRS Record Reviewindicator s 2006 | 2007 2008
Coordination of Care

1 Attempt to coadinate care with other behaviorg

health specialists 56% 73% | 100%
2 | Coordination of care with school 70% 85% 97%

Treatment Planning/Recovery

3 | Treatment Plan identifies family's role 90% 90% 97%
4 | Strengths are incorporated in treatment plagn| 88% 98% | 100%
5 Does the plan include therapy or behavioral

interventions specific t&SD treatmer 100% | 67% | 100%
6 Treatment Plan identifies how the consumer

transition to less intensive services - - 60%
7 | Disposition issues identified - 33% 83%
8 | Documentation of active discharge planning 71% 38% 43%
9 | Documented use of community/natural suppor  53% 83% 100%

MISA A ssessment

10 | MISA Screening - - 100%
A | Mental Health Assessmen 100% | 100% | 100%
B | Substance Abuse Assessment 75% 75% | 100%
C | Medical Assessment 100% | 100% | 100%
D Special Needs/Barriers to

Treatment/Environmental Risks 88% | 100% | 100%
11 | Appropriate referral if c-occurring D&A 0% 100% | 100%

E. Sample/Methodology

High Volume Providers were defined as providers with 80% of the total number of

distinct members with service authorizations during the previous calendar year.

Records were takdnom a random sample of Continued Stay Requests received from
theseselected providers in July, Augusind September 2008.

F. Discussion

Confidential, Northeast QMC

Northeast Providers scored well on the following indicators:

U Coordination of Care with primary cap@ysicians, other behavioral
health specialists, and other child serving systems.

U Completion of MISA assessments.

U Documentation of community/natural supports.

U Active discharge planning.
U Treatmentplads i dent
service would occur.

i f

U Identification of disposition issues.

U Interventions specific to the treatment of Autism Spectrum Disorders.

U Substance alse assessments.
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Identified areas of improvement for providers included:

i on of how

Indicators that demonstrated improvement from 2007 included:
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e Overall BHRS providers improved from the previous year; however there is
still room for improvement.

G. Actions/Interventions

e Community Care asked providefor a CAPfor any indicator that fell below
80%.

e Resultswere reviewed internallwith Care Management staff and shared with
the QMC.

e Ongoing discussion, education, and opportunities for collaboration with
providers were available in provider centered meetings.

e Each year Community Careds internal wo
Management deartment review the record review tool to assess the
effectiveness of indicators, Performance Standards, recovery principles, and
safety measures, as well as revise the tool when necessary.

H. Follow-up/Outcomes
e Community Care will continue monitoring Behaxal Health Rehabilitation
Serviceghrough the record review process in 2009.
e Community Care will continue requesting corrective action from providers
who fall below the 80% goal.

2.4 Best Practice Evaluations (BP)

A. Activity/Measurement

e The psychatric evaluations of 25 Community Care members at an RTF level
of care were reviewed in the third quarter of 2008.

e The psychiatric evaluations of 35 Community Care members at a BHRS level
of care were reviewed in the fourth quarter of 2008.

e The evalutions were assessed for adherence with the DF\Edition of The
Life Domain Format for Psychiatric/Psychological Evaluati@ssthe new
edition was announced in 2008.

B. Activity/Measurement Period
Best Practice Evaluations were reviewed conjointly withRiesidential Treatment
Facility (RTF) Record Review (July 2008) and with the Behavioral Health
RehabilitationServicef BHRS) Record Review (October 2008).

C. Target
The target was 80% on each indicator.
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D. Findings
Table 2.4i Best Practice Evaluations

Best Practice Evaluation Indicators BHRS | BHRS | BHRS | RTF
2006 | 2007 | 2008 | 2008

Identifying Information

Racial composition of member 83% 90% 94% 80%
Racial composition of family 53% 90% 43% 24%
Relevant Information

Child/adolescent stretigs in multiple domains 65% 85% 97% 48%

Identification of concerns which includes:

Current description of child's behaviors, symptoms, and

serious emotional disturbances 93% 93% | 100% | 100%
Frequency of child's behaviors, symptoms, and gerio

emotional disturbances 40% 53% 86% 71%
Severity of child's behaviors, symptoms, and serious

emotional disturbances 75% 65% 91% 92%
History of child's behaviors, symptoms, and serious

emotional disturbances 83% 83% | 100% | 96%

Identification of family i nformation which includes:

Family composition and relationships: Identified family
roles and primary caregiver or changes in primary

caregiver 93% 93% 100% | 92%
Family history of psychiatric disorder 80% 90% 94% 88%
School/Vocational

Level of functioning in school or vocational program,

including academic performance. 74% 95% 97% 88%
Community

Eval contains elements of consultation with other child

serving systems 46% 61% 94% 59%

Eval contains community supports, whiinclude
community activities (current/past, including
employment), use of leisure time, use of natural supports,
and degree of church or spiritual involvement 60% 80% 97% 52%

Peer Relationships

Nature of peer culture (l.e., violemcdrug use, criminal
activity) 50% 85% 97% 56%

Drug and Alcohol

Child's current use/abuse of D&A (type, frequency,

severity) 62% 80% 94% 84%
Assessment of tobacco use - - 89% 29%
Past history of use (including age of onset) 60% 72% 94% 79%
Past D&A treatment and response to treatment (include

age of onset) 13% 73% 94% 54%
Family substance abuse history 60% 83% 91% 68%
MISA Screening

Mental Health Assessment 100% | 100% | 100% | 100%
Substance Abuse Assessment 75% 75% | 100% | 95%
Medical Assessment 100% | 75% | 100% | 100%
Special Needs/Barriers to Treatment/Environmental

Risks 88% | 100% | 80% 81%
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If co-occurring identified, appropriate referral made - 100% | 100% | 83%

Medical
Significant medical history 88% 83% | 100% | 96%
Allergies 40% 50% 91% 64%

Eval contains evidence of prescriber's coordination with
other medical providers involved in member's treatment,
including PCP 15% 23% 83% 40%

Developmental

Developmental history (l.e, pregnancy, delivery, neonatal

period, develpmental milestones) 98% 90% | 100% | 80%
Trauma history (inclusive of allegations and/or

occurrences of neglect, physical abuse, sexual abuse) 63% 83% | 100% | 60%
Domestic violence screeningvitness to abuse in home

(age 14 and older) 14% 50% 80% 25%
If positive response, referral made 0% 0% 0% 40%
Legal

Adjudication as dependent or delinquent 84% 74% 97% 56%
Legal issues (such as pending charges, community

service requirements, criminal activity, etc.) 56% 72% 97% 72%

Service Hitory

Services used in past (inclusive of all levels of care, age
service was delivered, duration of service and past
medication trials) 78% 95% | 100% | 92%

Current Services and Updates

Eval contains evidence of prescriber's coordamatvith
other Behavioral Health providers involved in member's
treatment 53% 46% 100% | 60%

Specific indications for, and use of, psychotropic
medications (l.e., names, dosage, frequency of psychiatrig

follow-up, and with whom the followp will occu) 69% 83% 94% 91%
Interview

Identification of participants 100% | 98% | 100% | 72%
Evidence of consultation with parents/guardians 100% | 93% 97% 68%
Mental Status Exam

Appearance, hygiene, salére of child 100% | 95% | 100% | 92%
Speech 97% 75% 94% 92%
Affect 97% 85% 97% 88%
Mood 92% 78% 97% 96%
Thought process 97% 88% | 100% | 100%
Content 95% 83% | 100% | 92%
Orientation 89% 93% | 100% | 88%
Insight 81% 75% | 100% | 96%
Judgment 78% 73% | 100% | 88%
Suicidal ideation 87% 85% 97% 84%
Homicidalideation 79% 85% 91% 76%
Discussion (rationale for recommended service)

Overview and summary 88% 88% 97% 92%
Clinical hypothesis as to the reason for the presenting

problems 70% 60% 91% 76%

Rationale for recommended services (includes evidence 28% 65% 89% 80%

Confidential, Northeast QMC February 24, 2009 Page?22of 111



that alternative services were discussed with family)

Diagnosis

Presence of-B\xis diagnosis 100% | 100% | 100% | 100%
Eval diagnosis consistent with presenting symptoms 95% 98% 97% | 100%
Recommendations

Inclusion of oher treatment recommendations besides

BHRS/RTF 62% 53% 89% 52%

Discharge criteria presented

10%

28%

57%

32%

E. Sample/Methodology

The best practice evaluations chosen for this review were taken from a random
sample of new RTF admissions from the ttardi fourth quarters of 2007, as well as
from a random sample of Continued Stay BHRS requests submitted during the third

guarter of 2008.

F. Discussion

e Northeast Prescribers scored well on the following indicators:

U Mental Status Examinations.
U MISA screenmngs.

U Presence of the 5 Axis diagnoses consistent with presenting symptoms.

¢ Identified areas of improvement for prescribers included:
0 Racial composition
U Domestic Violence screenings and referrals.

U Discharge Criteria

of

t he

¢ Indicators thatlemonstrated improvement from 2007 included:

U Coordination of Care
U Rationale for requested services.

member 6s

U Frequency and Sevéyiof Behaviors, Symptoms, and Serious

Emotional Dsturbances.

e Overall Northeast prescribers improved from the previous year; howwrer t

is still room for improvement.

G. Actions/Interventions

e Community Care asked provideior a CAPfor any indicator that fell below

80%.

e Results were reviewadternally with Care Mnagement staff and shared with

the QMC.

e Ongoing discussion, educaticand opportunities for collaboration with
providers were available in provider centered meetings.

e Each year Community

Careds internal

Management department review the record review tool to assess the

effectiveness of indicatorBerformance Standards, recovery principles, and

safety measures, as well as revise the tool when necessary.
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H. Follow-up/Outcomes

e Community Care will continue monitoring Best Practice Evaluations through
RTF and BHRS record reviews in 2009.

e Best Pratice Evaluations will be assessed for adherence with the BPW
Edition of the Life Domain Format for Psychiatric/Psychological Evaluations
as the new edition was announced in 2008.

e These changes include the expanded components of resiliency, trauma
exposire, medication history, cultural and spiritual considerations, substance
use and abuse, and recommendations regarding titration, transition, and
discontinuatiorof services.

e Community Care will continue requesting corrective action from providers
who fall below the 80% goal.

25 MISA Screenings

A. Activity/Measurement
Completed MISA Screenings documented during the examination of 80 records with
Record Review Tools, and 60 records with Best Practice Evaluation Tools.

B. Activity/Measurement Period
January 1, 2008 through December 31, 2008

C. Target
80%
D. Findings
Table 2.5 Rateof 2008 MISA Screening Indicators
Appropriate
Mental Substance Special Needs/ Referral if
Health Abuse Medical Barriers/ Co-occuring
Assessment | Assessment| Assessment Risks Identified
Adult PHP 91% 87% 87% 45% 54%
RTF 100% 100% 100% 76% 100%
RTF BP 100% 95% 100% 81% 83%
BHRS 100% 100% 100% 100% 100%
DORS 100% 100% 100% 80% 100%
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E. Sample/Methodology
A sample of Behavioral Health Rehabilitati Services (BHRS) and Residential
Treatment Facility (RTF) treatment record
reviewed for completed MISA Screenings.

F. Discussion

e Reported MISA screening data is only applicable to those members age 14
and over aithe time of the assessment; however, Community Care encourages
that screenings be completed on members aged 8 years and older.

e In order for a MISA screening to be considered complete, all four indicators
must be met.

e During both RTF and BHRS recordviews, Community Care looked at
MISA Screenings that were completed on both the BP Evaluation Tool and
the Record Review Tool.

¢ Northeast BHRS & RTF Providers scored well on MISA assessments.

e The Adult SubAcute Partial Hospitalization Programs scored wethree of
the areas of the MISA Screening, but need improvement in identifying the
Special Needs/ Barriers/Risks area as well as making appropriate referrals if
D&A co-occurring disorders are identified.

G. Actions and Interventions
Corrective ActionPlans (CAPs) were requested for facilities that did not meet the
80% goal of completed MISA Screenings.

H. Follow-up/Outcomes

Community Care will continue to monitor MISA Screenings. CAPs for facilities that
do not meet the 80% goal will be requested @viewed.
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3.  Adverse Incidents
3.1 Significant Member Incidents

A. Activity
A Significant Member Incident (SMI) or sentinel event is an unexpected and
undesirable outcome that has an adverse
SMiIs are monitoredoir quality of care and safety issues.

B. Measurement Period
The data range for this report is July 2006 through December 2008. The measurement
period is January 1, 2008 through December 31, 2008.

C. Target
Not applicable
D. Findings
Table 3.1i SMIs (RTF)
RTF 2006 2007 2008
Totals | Totals Totals
Critical
RTF to Inpatient 14 23 46
Death 0 0 0
Suicide attempt 1 0 0
Apparent homicide by member 0 0 1
Physical/Sexual assault by member 6 14 24
Physical/Sexual allegation against provider 3 4 27
PhysicalSexual assault/neglect incurred by member 13 17 30
Iliness/injury at provider site requiring hospitalization 1 1 6
Fire 0 4 0
Arrest 0 5 1
Police involvement (no arrest) 32 26 41
RTF consensual sexual contact between peers 0 7 23
Elopement while onhterapeutic leave 0 2 4
Juvenile detention placement 0 5 1
Other Critical incidents 2 10 13
ProviderMember @ntered
Elopement from facility 17 22 38
Staff assault 8 12 8
Failure to follow mandated Childline reporting requiremer 0 0 0
Violation of confidentiality 0 0 0
Medical
Adverse effect of medication requiring medical attention 0 0 0
Injury during restraint 1 6 6
Iliness/injury at provider site requiring medical attention 13 62 138
Self injuring behavior 11 28 27
Other Medical inciénts 0 2 16
Total SMls 122 250 450
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Table 3.2 SMIs (Excluding RTFs)

2006 2007 2008
NON -RTF Totals | Totals | Totals
Critical
Death 13 30 28
Suicide attempt 2 4 22
Apparent homicide by member 0 0 1
Physical/Sexual asskiby member 1 35 67
Physical/Sexual allegation against provider 1 3 9
Physical/Sexual assault/neglect incurred by member 10 123 187
lliness/injuryat provider site requiring hospitalization 4 18 10
Fire 0 9 2
Arrest 6 58 65
Police involvement (no aest) 17 144 246
Elopement while on therapeutiedve 0 1 2
Juvenile detention placement 0 29 27
Other Critical incidents 14 63 79
ProviderMember @ntered
Elopement from facility 22 108 100
Staff assault 2 12 12
Failure to follow mandated Chilidie reporting requirements 0 0 0
Violation of confidentiality 0 0 1
Medical
Adverse effect of medication requiring medical attention 1 7 2
Injury during restraint 4 9 3
lliness/injury at provider site requiring medical attention 19 59 72
Self injuring behavior 5 18 21
Other Medical incidents 2 11 18
Total SMIs 123 741 974

E. Sample/Methodology
e SMis are tracked in three subcategories:
U Critical incidents
U Providermember centered incidents
U Medical centered incidents
e The expetation is that providers notify Community Care of unusual incidents
concerning members within 24 hours of the event.
e Each SMl is initially reviewed by the Quality Clinician. Additional
information may be requested from the provider to assist in invastigait
the incident. The Quality team as well as the Medical Director is available for
consultation. When a quality of care or safety issue is identified, providers are
asked to submit corrective action plans to Community Care. If opportunities
for improvanent are identified, providers receive a follaw letter with
recommendations.
¢ The internal SMI process is a collaborative effort between the Clinical and
Quality Departments. There is also collaboration with oversight agencies,
including OMHSAS.
e Data isreported to th€uality Management Committd®MC) on a quarterly
basis.
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F. Discussion
e SMis showed an overall increase in 2008. SMis totaled 1424 in 2008
compared to the 2007 total of 991. Increases were noted in both RTF and
Non-RTF levels of care.ncreases were due to several factors including:
U Increased enrollment of members and providers.
U Educational opportunities for providers and Community Care staff
about the SMI Process anddiisiportance.
¢ Inthe RTF level of care, as indicated in Table 8dine areas that showed a
significant increase include:
U RTF to Inpatient
U Sexual/Physical Abuse incurred by member
U Police Involvement/No Arrest
U lllness/Injury at provider site requiring medical attention
e Areas that indicated a decrease from 2007 include:
U Pdice Involvement /Arrest
U Juvenile Detention Placement
U Staff Assault
e Inthe NonRTF level of care, as indicated in Table 3.2, some areas that
showed a significant increase include:
U Potentially Lethal Suicide Attempt
U Apparent Serious Physical/Sexual AssayltMiember
U Sexual/Physical Abuse incurred by member
U Police Involvement/No Arrest
e Areas that indicated a decrease from 2007 include:
U Iliness/Injury at provider site requiring hospitalization
Serious/potentially serious fire
Juvenile Detention Placement
Elopamnent from facility
Serious/adverse effect of medication
Injury During Restraint

c-cCcCcCCcCC

G. Actions/Interventions

e All SMIs are followed upby the Qualtiy Department. Actions may include a
follow up phone call for additional information, submission of
policies/pra@edures, partial or full review of the medical record and/or an on
sitevisit. A CAP may also be requested.

e Education is provided through annual presentations at provider meetings.

e During 2008, Webex training was presented for Community Care staff and
providers regarding the SMI process.

e The SMI process was simplified for staff due to initiation of a computer based
process versus paper process.

H. Follow-up/Outcomes
e During 2008, 77 SMis required review of information related to the medical
record. This isn increase from 26 records reviewed in 2007.
e Three SMIs required an esite visit in 2008 compared to none in 2007.
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o Five CAPsrelated to SMIs were requested in 2008, compared to only 2
requested in 2007.

e Several opportunities for improvement wereoatientified and providers
received a follow letter including these recommendations.

e SMis will continue to be monitored in 2009.
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4. Access to Services
4.1 Access

A. Activity/Measurement
All calls to Community Care that require triage and referral arkyzedhfor
appropriate access.

B. Activity/Measurement Period
The data range f or-Lif¢ TheateniegEmerdgent, ardlUiege nt , N
Threatening Emergent Access and Compl aint
through December 2008. The measurenpeniod is January 1, 2008 through

December 31, 2008. The measurement period
Survey: Urgent, Noilife Threatening Emergent, and Life Threatening Emergent
Accesso is January 1, 2008 through Decemb
C. Target

100% for all indicators

D. Findings
Table 4.h71 Urgent Access
Goal 100% of members will be offered an appointment within 24 hours

2006 2007 2008
Urgent Calls To Community Care 3 6 11
Appt offered within 24 hours 3 6 11
Rate 10094 100% 100%

Table 41b7 Non-Life Threatening Emergent Access
Goal 100% of members will be offered an appointment within 1 hour

2006 2007 2008
NLTE Calls To Community Care 6 2 2
Appt offered within 1 hour 6 2 2
Rate 100% 100% 100%

Table 4.1d Life Threatening Emergewtccess
Goal 100% of members will be offered an immediate appointment

2006 2007 2008
LTE Calls To Community Care 4 2 2
Appt offered immediately 4 2 2
Rate 100% 100% 100%

Table 4.1d Complaints Related to Access
2006 2007 2008

Level 1 ComplaintRkelated to
Access 1 1 2
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Table 4.1 Telephone Survey: Urgent Access (24 Hours) and-NfanThreatening
Access (1 Hour)

2008 Total
Urgent Access (appt. offered in 24 hours) 73%
Non-Life Threatening Access (appt. offered within 1 ho 100%
Goal 100%

E. Sample/Methodology

e The sample includes all calls made to Community Care that are classified as
Urgent, Emergent, or Life Threatening.

e The methodology for this report consists of analyzing member calls to
Community Care requiring triage and referral.

e The indicator assesses patient safety related to accessibility of services.

e In March 2008, Community Care surveyed HealthChoices high volume
outpatient providers by telephone (Table 4.1e). The objective of the survey
was to determine if the providers ddwffer an initial appointment within 24
hours for a member with an urgent need, and within one hour for a member
with a nonlife threatening but emergent need. In order to verify the
appointment date and time, providers were requested to fax copies of th
appointment logs after blackening out any Personal Health Information.

F. Discussion

e As shown on Table 4.1a, for 2008 there were 11 Urgent Access calls to
Community Care. They were all offered appointments within 24 hours which
meets the goal of 100%.

e Table 4.1b shows Nehife Threatening Emergent Access, of which there
were 2 calls in 2008, both of which were offered an appointment within one
hour, meeting the goal of 100%.

e Table 4.1c displays Lit&hreatening Emergent Access. There were 2 calls
meetng the criteria to require an immediate appointment during 2008, both of
which were offered, again with the goal of 100% being met.

e Asseenin Table 4.1d, there have been no trends identified regarding
Complaints Related to Access. Two Level 1 Compldrekated to Access
were filed in 2008 and both were resolved at this level.

e In order to measure access in a different manner, Community Care surveyed
HealthChoices high volume outpatient providers by telephone (Table 4.1e) in
March 2008. In March 2008yqviders were not meeting the goal of 100%
for urgent access, but were for rlifie threatening access. Providers have a
number of ways that they schedule appointments including:

U There is one designated person or department to schedule an
appointment.

U There are differences in scheduling procedures depending on whether
the member is a new client or an existing client.

0 The membersd therapists schedul e
therapists were not able to participate in the survey.
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U Members are directed leave a voice message and await a return call
to schedule the appointment.

e Occasionally, while conducting the survey, the receptionist would direct the
surveyor to the director of the agency as they knew the call was from
Community Care. These sitims may not have happened if a member was
actually calling for their own appointment.

. Actions and Interventions

e Community Careds Network Department
that were not able to accommodate the urgent service request wiinin th
offices to remind them of their contractual obligations.

e Community Care continues to encourage members to contact Community
Care in the event they need an urgent appointment.

. Follow-up/Outcomes
e Community Care will continue to monitor to ensurattmembers have timely
access to services.

42 BHRS Reporting

. Activity/Measurement
The number of members who did not have BHRS commence within 50 days of the
initial evaluation and the percentage of initial members commencing within 50 days.

. Activity/M easurement Period
The data range for this report is October 2006 through June 2008. The measurement
period is Januar$, 2008 through Jung0, 2008.

. Target
100%
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D. Findings

Table 4.24 Lackawanna County

Total # Of Initial

# Of Mbrs That Auths For 3
Didndt Cg Months % Of Initial
Total # Members | Within 50 Days | (Reporting Month Mbrs
With An Open Of Their Initial + The Prior 2 Commencing
Month Auth Evaluation Months) Within 50 Days
January 2008 579 41 37 0%
February 2008 573 38 42 10%
March 2008 573 39 44 11%
April 2008 585 40 57 30%
May 2008 601 44 65 32%
June 2008 592 45 66 32%
Average Oct 0671 Dec 06 Jan 077 Jun 07 | July 077 Dec 07| Jan 08i June 08
% of initial mbrs 24% 27% 32% 19%
commencing
within 50 days
Table 4.2 Luzerne County
Total # Of
# Of Mbrs That Initial Auths
Di dndt Cqg For3Months
Total # Members Within 50 Days (Reporting % Of Initial Mbrs
With An Open Of Their Initial Month + The Commencing
Month Auth Evaluation Prior 2 Months) Within 50 Days
January 2008 1361 106 130 18%
February 2008 1374 85 125 32%
March 2008 1383 77 127 39%
April 2008 1428 62 116 47%
May 2008 1410 67 121 45%
June 2008 1411 72 125 42%
Average Oct 0671 Dec 06 Jan 077 Jun 07 | July 077 Dec 07| Jan 081 June 08
% of initial mbrs 70% 70% 61% 37%
commencing
within 50 days
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Table 42ci Susquehanna County

Total # Of
# Of Mbrs That Initial Auths
Didndét Caqg For3Months
Total # Members | Within 50 Days Of (Reporting % Of Initial Mbrs
With An Open Their Initial Month + The Commencing
Month Auth Evaluation Prior 2 Months) Within 50 Days
January 2008 122 14 7 0%
February 2008 114 7 8 12%
March 2008 114 12 10 0%
April 2008 118 11 16 31%
May 2008 118 15 17 12%
June 2008 110 16 14 0%
Average Oct 067 Dec 06 Jan 077 Jun 07 | July 077 Dec 07| Jan 087 June 08
% of initial mbrs 68% 41% 28% 9%
commencing
within 50 days
Table 4.2d Wyoming County
Total # Of
# Of Mbrs That Initial Auths
Didndt Cd For3Months
Total # Members Within 50 Days (Reporting % Of Initial Mbrs
With An Open Of Their Initial Month + The Commencing
Month Auth Evaluation Prior 2 Months) Within 50 Days
January 2008 106 7 7 0%
February 2008 106 5 4 0%
March 2008 101 9 7 0%
April 2008 103 8 5 0%
May 2008 99 6 6 0%
June 2008 97 5 5 0%
Average Oct 067 Dec 06 Jan 0771 Jun 07 | July 077 Dec 07| Jan 08i June 08
% of initial mbrs 59% 64% 40% 0%
commencing
within 50 days

E. Sample/Methodology
Children/adolescents agee?@ who are prescribed BHRS who did not have
commencement of services within 50 days of the evaluati

F. Discussion

e Most members continue to receive someiporof the BHRS prescription.

For example, a member who is prescribed BSC, MT and TSS services may
have a BSC and MT filling all hours (commenced for each service) but the
TSS may only be compieg partial hours deito particular circumstances.

This member can not qualify as fully commenced until all hours of the BHRS
prescription are filled.
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Barriers to full commencement continue to be staffing related and agencies
continuing to experience agh turnover, especially with TSS workers.
Inaccurate provider reports of authorized services, service commencement
dates and offered dates is a barrier continuously addressed throughout the
following interventiors.

The NE counties were between low anaidle in their commencement

success and it is highly variable.

Although rates are low in the NE region, they are not the lowest rate across all
Community Care regions.

The rates appear to be going down over time, but seem to be connected to TSS
in schols.

There is seasonal variation related to the school year as well.

No one is achieving 100% commencement and the majority of providers
appears to be providing the majority of the prescription but do not qualify as
commenced due to not all hours of epobscribed service being filled.

G. Actions/Interventions
Community Care takes the following steps to aid in the commencement of services
for services that have not commenced as authorized:

Providers submit a written explanation to Community Care onlmeesrwho

do not have all services commencing as authorized.

Care Managers follow up with the family and the provider to ensure service
commencement.

Community Care reporting staff also do one on one follow up with the
providers to verify reasons for serg&not commencing beyond the"stay

from the evaluation.

Community Care holds a monthly BHRS provider meeting where the
reporting results are given to providers and discussed.

Community Care monitors providers on a monthly basis for any trends in
servicedelivery. If a trend emerges, Community Care will require a
Corrective Action Plan from the provider.

Peer Advisors/Psychologists review the results of the BHRS reports monthly
and give feedback to providers at the monthly provider meetings.

Quarterly reord review monitorings doneby Community Care to verify the
accuracy of the provider reported evaluation and commencement dates.

H. Follow-up/Outcomes
Community Care will continue the abeweted interventions in 2009 in an effort to
align prescriptionsor BHRS with the actual delivery of services in a timely and
efficient manner.
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5. Consumer and Provider Satisfaction
51 Experience of Care and Health O

A. Activity/Measurement
The Advocacy Alliance is contracted with Northeast Behavioral Health Care
Consortium (NBHCC) to facilitate the required annual Member Satisfaction Survey
in Lackawanna, Sgsiehanna, Luzerne and Wyoming Counties.

B. Activity/Measurement Period
Surveys were conducted from January 2008 through April 2008.

C. Target
Members who reported using service within the previous twelve months were
included in the survey.

D. Findings
e 50% d the members who responded were Adults
0 18% of adult rembers who responded were receiving Priority
Services
0 32%of adult nembers responding were receiving Other Priority
Services
e 50% of the ,embers who respondeceve under 18
U 7% of child/alolescat members responding were receiving Priority
Services
U 43% of child/adolescent@embers responding were receiving Other
Priority Services
¢ All members (166) who filed a complaint/grievance received a survey and
their data is included within the appropriate sertyge.
e 799 Surveys were completed
e Demographics
U 101 nmembers reported not using Behavioral Health Services and were
eliminated from the data.
U 53% of members were from Luzerne County and 34% from
Lackawanna County.
70% of adult nembers who responded weesrfale.
67% of nembers under 18 who responded were male.
86% of all respondents werehite.
49% of adult rembers reported their level of education as completing
high school/graduate equivalency diploma or higher.
Composite Measures
e Getting Treatment Quidk
U 46% of members who reported calling someone to get help over the
phone felt that they always or usually received the
counseling/treatment they needed.
0 71% of mrembers who reported needing counseling/treatment right
away reported they always or usuallgewed it.

cC:
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i

79% of nembers who made appointments for counseling/treatment
always or usually received an appointment as soon as they wanted.

e How Well Clinicians Communicate

u

i

i

83% of members who used services and responded to the survey
guestion reported thé#teir clinicians always or usually listen

carefully.

88% of members responded that their clinicians always or usually
explain things.

87% of members responded that clinicians always or usually show
respect.

82% of members responded that clinicians alwaysisually spend
enough time with them.

89% of members responded that they always or usually feel safe with
clinicians.

84% of members responded that they always or usually are involved as
much as they want in their treatment.

e Getting Treatment and Infotion From Community Care

U

N

N

51% of members who responded and reported needing approval for
counseling/treatment stated that delays in treatment while waiting for
approval was not a problem.

47% of members who calleduStome Servicereported that getting

help from Customer &vice was not a problem.

34% of members were very satisfied or satisfied with the Member
Grievance Process.

51% of members reported they had no experience with the Member
Grievance Process.

33% of members responded they were very satsbr satisfied with

the Complaint Process.

48% of members reported they had no experience with the Complaint
Process.

e Perceived Involvement

i

i

i

i

63% of nembers who responded reported that, compared to one year
ago their ability to deal with daily problems wasich better or a little
better.

60% of nembers who responded reported that their ability to deal with
social situations was much better or a little better.

57% of members who responded reported that their ability to
accomplish things is much better ditde better.

60% of nembers who responded reported that their ability to deal with
symptoms is much better or a little better.

¢ Information and Options

i

i

34% of nembers who responded reported that they were told about
selfhelp or consumer run programs

57% of members who responded reported that they were told about the
different treatment options available for their condition.
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U 87% of members who responded regarding the treatment of their
child/adolescent receives reported that the goals of their
childbesadnt 0s treatment are discus

U 87% of members who responded regarding the treatment of their
child/adolescent reported that they always or usually received the help
they wanted for their child/adolescent.

U 75% of members respondinggarding the treatment of their
child/adolescent felt that their child/adolescent had someone to talk to
for counseling or treatment when he or she was troubled.

e Single Iltem Measures

U 73% of members who responded reported that they were always or
usuallyseen within 15 minutes of their scheduled appointment.

U 79% of members who responded who reported using prescription
medication as part of their treatment plan were told about the
medication side effects.

0 36% of adult rembers who responded reported tlmahsone spoke
with them about including their family or friends in their counseling or
treatment.

U 70% of members who responded reported that they were given as
much information as they wanted in their counseling or treatment.

U 80% of members who respondeéported that they were given
information about their childbs rig

U 76% of members who responded reported that they felt they could
refuse a specific type of medication or treatment.

U 87% of members who responded reported that they felt theope
they went to for counseling or treatment did not share information that
should have been kept private with anyone.

U 64% of menbers who responded and reported that their language,
race, religion, ethnic background or culture made a difference in the
kind of treatment they needed reported that their care was responsive
to their cultural needs.

U 45% of members who reported using up all of their benefits and still
needing counseling or treatment were told about other ways to get
counseling, treatment oradicine.

0 79% of members who responded reported being helped a lot or
somewhat by the counseling or treatment they received.

U 31% of members who responded rated the counseling or treatment
they received a ten.

U 89% of members who responded reported the seling they received
was a five or above.

E. Sample/Methodology
e The ECHOE survey tool was u
NBHCC from the adult member
family members of children and adolescents.

ed to eval
S

s
0 perspect
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e The Advocacy Alliance in conjunction with NBHGd&veloped a databa of
members who used Behavioral Health Services through Community Care.

¢ A random,stratified sample was generated totaling 5,623 unduplicated
members.

e During 20072008, NBHCC and the Advocacy Alliance modified the
sampling process to ensure that eacbd provider agency was well
represented in the random sample.

e Surveys were distributed in January 2008 using a waved mail out process,
which included sending cover letters and survey, followed by reminder
postcards.

e Members were also offered the opmity to repond to the survey via a
securenebsite.

e Upon completion ofhe process, 799 unduplicate@mber surveys were
gathered, with 698 sueys reflecting responses fronembers who reported
using services during the previous 12 months.

F. Discusson
e Overall members showed satisfaction with all services received, with little
correlation evident in any of the data.
e The data collected during this year will primarily be used to establish a
baseline to which future data can be compareeanerging &nds identified.
e [t is noteworthy that the satisfaction levels reported during -2008
continue to be high and are comparable to the responses fron2Q006

G. Actions/Interventions
e This report was presented to the Satisfaction and Outcomes, Quality
Management and the Stakeholders Committees.
e Information was also presentedtetmb er s t hr ough NBHCCOGs

H. Follow-up/Outcomes
The Member Satisfaction Survey will be completed again in -2008.

5.2 Annual Provider Survey

A. Activity/Measurement
The Advocacy Alliance is contracted with Northeast Behavioral Health Care
Consortium(NBHCC) to facilitate the required Annual Provider Satisfaction
Survey in Lackawanna, Susquehanna, Luzerne, and Wyoming Counties.

B. Activity/Measur ement Period
Surveys were conducted from January 2008 through April 2008.

C. Target

All providers who provided services under Comity€are at the time the sample
was drawn were included in the survey.
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D. Findings
¢ Authorization and Pr€ertificationQuestions

0  59% of poviders rated the credentialing process as very good or
good.

U  43% of poviders ratedhe authorization process for Outpatient,
Mental Health Intensive Outpatient, Intensive Case Management and
Resource Gordination as very good or good.

U 39% of poviders ratedhe authorization process foeBavioral
Health Rehabilitation Services, Residential Treatment Facilities,
SchootBased and Family Based Mental Healthvery good or
good.

0  23% of poviders reported the awnt authorization proces$sr
Outpatient, Mental Health Intensive Outpatient, Intensive Case
Management and ResourcedZdination was much better or
somewhat better.

U  25% of poviders reported the awnt authorization process for
Behavioral Health Bhabilitation Services, Residéal Treatment
Facilities, hool Based and Family Based Mental Heathmuch
better or somewhat better.

0  57% of poviders reported that they were very satisfied or satisfied
with the current preertification process as it related to all inpatient
levels of care.

0  48% of poviders reported that they had little or no problems with
the authorization or precertification process.

U  16% of poviders reported that the turn around time for packets for
authorization and preertification as the most frequently ref=al
problem.

e General Satisfaction:

U 92% of poviders reported that they were very satisfied or satisfied
with the courtesy of the Provider Relations Staff.

U 86% of poviders reported that they were very satisfied or satisfied
with their most recent meetifigteraction with the Provider Relations
Staff.

U 48% of poviders reported being very satisfied or satisfied with
Community Caredbds provider disputel/n
to utilization management.

U 43% of poviders reported that they were vedjisied or satisfied
with the Provider ComplaintrBcess.

U 82% of poviders reported that they were very satisfied or satisfied
with the courtesy extended to them
Management Staff.

U 70% of poviders reported that they were very sfi¢id or satisfied
with the courtesy extended to them
Service Representatives.
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0 70%ofp ovi ders reported that Communi't
Staff always or often provided them with consistent and accurate
information.

U 70%of providers reported that Provider Relations Staff always or
often answer their questions to their satisfaction.

U0 59%ofpg ovi ders reported that Communi:t
Representatives always or often answer their questions to their
satisfaction

Consumer/Family Satisfaction Team (C/FST) Satisfaction:

U 16% of poviders reported the C/FST process as very good or good.

U 66% of gpoviders reported having no experience with the C/FST.
Satisfaction with Community Careds Beh
Services (BHRS) for Children and Adolescents:

U 18providers reported being a BHR®pider

U 66% of BHRS poviders reported being very satisfied or satisfied with

Community Carebs BmhbRMgprocess.ni cal deci

0 72% of BHRS poviders reported beingevy satisfied or satisfied with
the accuracy and consistency of information provider by Community
Careds staff. regarding BHRS

U 78% of BHRS poviders reported being very satisfied or satisfied with
the authorization processrfBHRS.

SatisfactionwithCommni t y Careds Cl ai ms Process:

U 48%of providers reported that the accuracy of claims payments was

very good or good.

U 50% of gpoviders reported that the timeliness of claims payments was
very good or good.

U 32% of poviders reported that the current claimsgass is much
better or somewhat better than | ast

U 56% of poviders reported that Community Care is much better or
somewhat better than the other insurance companies with which they

work.

U 59% of poviders reported that they were always oewnfprovided
with consistent and accurate inforn
Representatives.

U 59% of poviders reported that they were very satisfied or satisfied
with Community Careds Claims Remitt

e Satisfaction with ®anageuentiPtogessCar ebds Qu a

U 76% of gpoviders reported that they were very satisfied or satisfied
with Community Careds Quality I mpro
shaing information with them as a networkovider.
U 68% d providers reported that they were veatisfied or satisfied
with Community Careds Quality Servi
U 46% of poviders reported that they were very satisfied or satisfied
with CommunityCa r e 6 s Rmclomarkingenactid®s as
compared to others in the network.
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e Overall Satisfaction:
U 82% of poviders reported that they were very satisfied or satisfied
with being a provider for Community Care
U 48% of poviders reported that they were very satisfied or satisfied
with the Member Grievance Process.
U 51% of poviders reported that they werery satisfied or satisfied
with the Member Complaint Process.

E. Sample/Methodology

e The survey tool was used with permission from Community Care to evaluate
Community Careds services from the pro

e The Advocacy Alliance, in conjuncin with NBHCC, developed a database
of providers who provided services under Community Care at the time the
sample was drawn.

e 109 unduplicated providers were indentified to receive surveys.

e Providers were also given the opportunity to complete the survaysecure
website.

e Providers who did not respond to the survey received a second survey and
cover letter.

e The Advocacy Alliancedllected 44 surveys.

F. Discussion
e Providers showed satisfaction in all areas, with little correlatiteat in any
of the data.
e Thedata collected during this year will primarily be used to establish a
baseline to which future data can be compared and emerging trends identified.

G. Actions/Interventions
e This report was presented to the Satisfaction and Outcomes, Quality
Managemenand Stakeholders Committees.
e This information was also reviewed with Community Care.

H. Follow-up/Outcomes
The Provider Satisfaction Survey will be completed again in 2008.

5.3 ConsumerfFamily Satisfaction Team(CFST)/BHRS

A. Activity/Measurement
The goalofthddvocacy Allianceds (TAA) Consumer
(CFST),in keeping with the intent of the HealthChoices Program, is to ensure early
identification and resolution of problems related to service access, timeliness of
servce delivery, and appropriateness of services and treatment outcomes. The CFST
also wants to ensure that this is accomplished through a process that holds respect,
dignity, and hopefulness as integral to the overall provision of services.
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The CFST izompised ofconsumers of mental health and/or substance abuse

services, persons in Recovery or family members, and family members of children

and adolescents with serious emotional disturbances and/or substance abuse disorders.
The CFST igledicated to theebl i ef t hat i ndividual sd and
Resiliency processes are directly related to their satisfaction with the services they
receive. The CFS@athers information through fate-face, telephonic or focus

group discussionsith adult and oldeadolescent embers and/or family merebs of

children and adolescentambers receiving mental health and/or substance abuse
services through Community Care Behavioral Health Organization.

Foll owing the Department of PEB®OHORc Wel f ar
CONSUMER/FAMILY SATISFACTION TEAMS AND MEMBER

SATISFACTION SURVEYS, the information gathered by the CFST is used to make
recommendations for system improvements and includes a feedback loop that informs
service providers how services can effectivalipport Recovery for adults and

Resiliency in children and adolescents. This report includes an overview of the

results of this reporting period from October 2007 through December 2007, CFST
recommendations, and all data gatkd during the report peripghppendices A and

B). Because this survey time is limited to a few months, provider responses are not
available.

B. Activity/Measurement Period
This report includes an overview of the results of the reporting period from October
2007 through June 2008.

C. Target
Members who reported using BHR Services during the reporting period were
included in the survey.

D. Findings
Higher levels of atisfaction were identified by @mbers and/or family members in the
following areas:

e 99% of Parents/Guardians/Other Aduhnd 100% Children/Adolescents feel staff
is respectful of their/their childrent
and ethnicity.

e 99% of Parents/Guardians/Other Adults and 100% of Children/Adolescents feel
staff is respectful of their/ther hi | dr enés/ adol escent 6s s |
background.

e 96% of Parents/Guardians/Other Adults and 80% Children/Adolescents are 93%
of Parents/Guardians/Other Adults and 95% of Children/Adolescents are aware of
their rights regarding the servicegittheir children/adolescent receive from their
provider.
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Lower levels of atisfaction were identified by @mbers and/or family members in the

following areas:

e 43% of Parents/Guardians/Other Adults and 35% of Children/Adolescents
indicated they wereamiliar with CASSP.
e 45% of Parents/Guardians/Other Adults and 35% of Children/Adolescents

indicated they had been informed about additional services that may be helpful.

e 83% of Parents/Guardians/Other Adults and 75% of Children/Adolescents

indicatedthat hey hayv

E. Sample/Methodology

e a copy of

their/thei

e The BHRS Survey tool was utilized to assess satisfaction among those
members/families receiving BHRS.
e 180 Surveys were completed by C/FST monitors with membersyfamil

members receiving BHRS.

U 20 were completed by child/adolescent members.

0 138 were completed by parents/guardians.
0 1 was completed by a foster parent.
U 21 were completed by grandparents.

F. Discussion

e Satisfaction levels were overall very high in thisaeing period. Families
reported feeling respected, listened to, and appreciative for the help they receive.
Many families stated they are very thankful for the friendly, helpful staff.
Agencies and their staff should be commended.

e There was an increas®in last year in the number of families that reported

having Interagency Meetings.

e Familiesd comment s

TSS and mobile therapy staff.

G. Actions/Interventions

Challenge

CFST Recommendation

Adolescats and families reported of
the high side that they do not have

copy of their treatment plans.

The CFST recommends that the agencies Iq
at their practice of the children/adolescents
families having a copy of the treatment plan

NBHCC ResponseNo response requested.
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Challenge CFST Recommendation

CASSP Principles Responses from | The CFST recommends the C88 Principles
surveys still note a large number of | be read at each Interagency
children/adolescents and families | Meeting and families/adolescents should be
reporting they are not familiar with | offered a copy of the CASSP Principles.
the CASSP Principles.

NBHCC ResponseNo response requested.

Challenge CFST Recommendation
Some families reported that they do The CFST recommends that this issue be bro
not feel Interagencileetings were | to the provided attention.
always helpful.

NBHCC ResponseNo response requested.

e This report was presented to the Satisfaction and Outcomes, Quality
Management and the Stakeholders Coneegtand to all involved providers.

H. Follow-up/Outcomes
BHRS will not be surveyed during 20@809 due to consistently high levels of
satisfaction and to allow for members from other levels of care to participate in the
CFST process.

5.4 CFST/ Partial Hospitalization

A. Activity/Measurement
The Healt hChoices Program, overseen by th
of Mental Health and Substance Abuse Services, has been implemented to ensure that
Medical Assistance recipients receive quality ard timely access to mental health
and/or drug and alcohol services. The goalofttev o cacy Al Il i anceds (
Consumer and Family Satisfaction Team (CF8Tkeeping with the intent of the
HealthChoices Program, is to ensure early identification asadutton of problems
related to service access, timeliness of service delivery, and appropriateness of
services and treatment outcomes. The CFST also wants to ensure that this is
accomplished through a process that holds respect, dignity, and hope&siness
integral to the overall provision of services.

The CFST izomprised otonsumers of mental health and/or substance abuse

services, persons in Recovery or family members, and family members of children

and adolescents with serious emotional disturtsaoe/or substance abuse disorders.
TheCFSTisledi cated to the belief that indivi
Resiliency processes are directly related to their satisfaction with the services they

receive. The CFS@athers information through fate-face, telephonic or focus

group discussions with adult and older adolescent Members and/or family members

of children and adolescent Members receiving mental health and/or substance abuse
services through Community Care Behavioral Health Organizal@BHO).
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Foll owing the Department of Public Welfar
CONSUMER/FAMILY SATISFACTION TEAMS AND MEMBER

SATISFACTION SURVEYS, the information gathered by the CFST is used to make
recommendations for system improvements and incluflesddack loop that informs

service providers how services can effectively support Recovery for adults and

Resiliency in children and adolescents. This report includes an overview of the

results of this reporting period, CFST recommendations, proviqeonmess to

previous CFST recommendations, and all data gathered during the report period.

B. Activity/Measurement Period
This report includes an overview of the results of the reporting period from October
2007 through December 2007.

C. Target
Members who regrted using Partial Hospitalization Services during the reporting
period were included in the survey.

D. Findings
High levels of satisfactiofas delineated in the data appenduiere identified by
members and/or family members in the following areas:

o 92% d members indicated that staff is always/usually fully respectful of their
race, gender, sexual orientation, and ethnicity.

e 83% of members indicated that staff is always/usually fully respectful of their
spiritual and/or religious background.

e 88% of memters indicated that staff always/usually respects their confidentiality.

e 88% of members indicated overall satisfaction (i.e., received needed help and
general satisfaction with received services).

Low levels of satisfactiofas delineated in the data apdex) were identified by
members and/or family members in the following areas:

e 42% of members indicated they are unfamiliar with Community Care Behalvio
Health Organization (i.e., @mbers not receiving a handbook, unfamiliar with
Community Care).

e 67% ofmembers who were taking medications for mental healthrug and
alcohol difficulties indicated they were told about the side effects of those
medications.

e 63% of members indicated they had been informed about additional services that
might be helpful.

o 42% of members indicated they were familiar witll#ét Community Support
Program(CSP) Principles.
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E. Sample/Methodology
e The Adult Survey tool was utilized to assess satisfaction among those
members/families receiving Partial Hospitalization Services.
e 175surveys were completed by CFST monitors with members receiving
Partial Hospitalization Services.

F. Discussion
¢ Many members had exceedingly positive things to say about their provider staff
and felt much support from them.
¢ Members showed overall satisteon with the Partial Hospitalization services
they received.

G. Actions/Interventions

Challenge Recommendation
CFST continues to be concerned wi CFST recommends that Providers have Meml
the hgh number of responses Handbooks available on site for members and

showing members are unfamiliar wi] those poviders regularly discuss Member
Community Careaand reporting they | Handbooks at their consumer community
havenot received a Member meetings.

Handbook.

NBHCC ResponseNBHCC ensured that all Partidospitalization sites receive an
adequate supply of Member Handbooks. The providers were asked to contact
NBHCC if more are needed. Further, providers were strongly encouraged to include
regular discussion of HealthChoices rights on a monthly basis.

Challenge Recommendation

CFST continues to be concerngith | Providers should develop a plan of action to
the consistent number ofembers show how they will address this ongoing
reporting they are not aware of the | concern.

side effects of their medications.

NBHCC ResponseCommunity Carand NBHCC conducted program audits of all
Partial Hospitalization providers during the first quarter of 2008. The CFST
recommendations will be incorporated into the program review. The Partial
Hospitalization Programs wereviewed for their efforts to educate members

regarding medication and side effects. Additionally, the CFST recommendations were
shared with each provider during the review.
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Challenge

Recommendation

CFST continues to be concerned w
the trend of congmers reporting they,
are unfamiliar with CSP Principles.

Providers should develop a plan of action to
show how they will address this ongoing
concern.

NBHCC ResponseThe annual program audit of Partial Hospitalization providers
included a tour of the pfisical sites which will focus on educational materials
available and on display. Specifically the audit team looked for efforts to educate
members regarding CSP Principles. Additionally, the CFST recommendations and

concerns were shared with providers.

Challenge

Recommendation

Many individuals are still reporting
they do not have a Mental Health
Advance Directive and are requesti
information on Mental Health
Advanced Directives.

The CFST encourages providers to make
available Mental Health Advanc&irective
information.

NBHCC ResponseThe annual audit of Partial Hospitalization providers will include
a review of efforts to inform and educate members regarding Mental Health
Advanced Directives. The audit team conducted a tour of the physical sitelland
look for educational material available for members. Additionally, the CFST
recommendations and concerns were shared with providers.

e This report was presented to the Satisfaction and Outcomes, Quality
Management and the Stakeholders Committeesaalll involved providers.

H. Follow-up/Outcomes

Partial Hospitalization will not be surveyed during 2T®9 due to consistently
high levels of satisfaction and to allow for members from other levels of care to

participate in the CFST process.

5.5 CFST/Residential Drug and Alcohol Rehabilitation

A. Activity/Measurement
The HealthChoices

of Mental Health and Substance Abuse Services, has been implemented to ensure that

Progr am, over seen

by

Medical Assistanceecipients receive quality care and timely access to mental health

and/or drug and alcohol services. The goalotltev ocacy Al |l i anceds

Consumer and Family Satisfaction Team (CF8Tkeeping with the intent of the
HealthChoices Program, is to ensearly identification and resolution of problems
related to service access, timeliness of service delivery, and appropriateness of
services and treatment outcomes. The CFST also wants to ensure that this is

accomplished through a process that

holdse@splignity, and hopefulness as

integral to the overall provision of services.
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The CFST isomprised otonsumers of mental health and/or substance abuse

services, persons in Recovery or family members, and family members of children

and adolescents wierious emotional disturbances and/or substance abuse disorders.
TheCFSTisledi cated to the belief that indivi
Resiliency processes are directly related to their satisfaction with the services they

receive. The CFS@athers information through fade-face, telephonic or focus

group discussionsith adult and older adolescenembers and/or family merebs of

children and adolescentambers receiving mental health and/or substance abuse

services through Community Caretwioral Health Organization (CCBHO).

Foll owing the Department of Public Welfar
CONSUMER/FAMILY SATISFACTION TEAMS AND MEMBER

SATISFACTION SURVEYS, the information gathered by the CFST is used to make
recommendations for sysh improvements and includes a feedback loop that informs
service providers how services can effectively support Recovery for adults and

Resiliencyin children and adolescents.

B. Activity/Measurement Period
This report includes an oveew of the results of this reporting period, January 2008
to June 2008.

C. Target
Members who reported using Residential Drug and Alcohol Rehabilitation Services
during the reporting period were inclubtim the survey.

D. Findings
Higher levels of satisfactiofas delineated in the data appenduere identified by
members and/or family members in the following areas:

e 98% of members indicated they knew what Drug and Alcohol Services would be
part of theirdischarge plan (i.e., discharge plan discusses drug and alcohol
treatment, twele step programs).

e 92% of members indicated they were informed about support groups in the
community.

e 100% of nembers indicated that staff is always/usually fully respecfftheir
race, gender, sexual orientation and ethnicity.

e 91% of members indicated that staff is always/usually fully respectful of their
spiritual background and/or religious background.

Lower levels of satisfactiofas delineated in the data appendiere identified by
members and/or family members in the following areas:

o 19% of nembers indicated that they had received a member handbook.
e 67% of mnembers indicated that they were unfamiliar with Community Care.
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e 75% of members indicated that their treatmgotls are stated in their own
words.

e 37% of members indicated that they were aware of their right to choose where
and what services they want to receive.

E. Sample/Methodology

e The Adult Survey tool was utilized to assess satisfaction among those
members/fanilies receiving Residential Drug and Alcohol Rehabilitation
Services.

e 91 wrveys were completed by C/FST monitors with members receiving
Residential Drug and Abhol Rehabilitation Services.

F. Discussion

e Members had overwhelmingly positive thingssaty about their provider staff and
felt very supported by them.

e Members showed overall satisfaction with the Partial Hospitalization services
they received.

G. Actions/Interventions

Challenge Recommendation
CFST continues to be concerned w| CFST recommends thatqviders have Member
the hgh number of responses Handbooks available on site for members and

showing members are unfamiliar wi] those poviders regularly discuss Member
Community Careand reporting they | Handbooks at their community meetings.
have not received a Member
Handbook.

NBHCC ResponseNo response requested

e This report was presented to the Satisfaction and Outcomes, Quality
Management and the Stakeholders Committees and to all involved providers.

H. Follow-up/Outcomes

VariousDrug and Alcohol Leve$ of Care will be surveyed during 202809 to
allow for more members to participate in the CFST process.

Confidential, Northeast QMC February 24, 2009 Pages0of 111



6. Performance Improvement Plans (PIPS)
6.1 Follow-Up After Mental Health Inpatient Hospitalization 7 and 30 Days

A. Activity/ Measurement
Individuals six years of age and up, including all mental health diagnoses, discharged
from inpatient care.

B. Activity/Measurement Period
The data range for this report is July 2006 through June 2008. The measurement
period is January 1, 200Brbugh June 30, 2008.

C. Target
e OMHSAS Gold Standard is 90%
e Interim goals are indicated on the chart

D. Findings
Table 6.1d Lackawann&ounty

Follow-up After Hospitalization for Mental lllness (7 & 30 HEDIS Rates)

OMHSAS Gold frandard: 904§

Data Range: 2006 - 6/30/2008

Interim Goal: &0%

Interim Geal: B81%

7 Days 30 Days 7 Days Follow-Up | 30 Days Follow-Up

Measure Period Index Events Follow-Up: Follow-Up: Rate: Rate:
2006 250 116 176 46.4% 70.4%
2007 544 284 284 52.2% 522%
Q108 160 92 129 57.5% 80.6%
Q208 190 114 147 60.0% T74%

Follow-up After Hospitalization for Mental

lliness (7 & 30 PA

Specific Rates)

Data Range: 2006 - 6/30/2008 OMHSAS Gold Standard: 90% Interim Goal: 614 Interim Goal: 838
7 Days 30 Days | 7 Days Follow-Up | 30 Days Follow-Up
Measure Period Index Events Follow-Up: Follow-Up: Rate: Rate:
2006 250 124 186 49.6% 74.4%
2007 544 295 420 54.2% T7.2%
Q108 160 102 131 63.8% 81.9%
Q208 190 126 154 66.3% 81.1%
Confidential, Northeast QMC February 24, 2009 Pageblof 111




Table 6.1F LuzerneCounty

Follow-up After Hospitalization for Mental lliness (7 & 30 HEDIS Rates)

Data Range: 2006 - 6/30/2008 OMUCAS Gold Ctandard: 00§ Interim Goal: 64% Interim Goal: 508
T Days 30 Days 7 Days Follow-Up | 30 Days Follow-Up
Measure Period Index Events Follow-Up: Follow-Up: Rate: Rate:
2006 332 171 220 51.5% 66.3%
2007 865 563 692 65.1% 80.0%
Q108 274 156 204 56.9% 74.5%
Q208 255 181 213 71.0% 83.5%

Follow-up After Hospitalization for Mental lliness (7 & 30 PA Specific Rates)

Data Range: 2006 - 6/30/2008 OMHSAS Gold Standard: 904 Interim Goal: TE4 Interim Goal: BO%
7 Days 30 Days | 7 Days Follow-Up | 30 Days Follow-Up
Measure Period Index Events Follow-Up: Follow-Up: Rate: Rate:
2006 332 174 224 52.4% 67.5%
2007 865 580 714 67.1% 82.5%
Q108 274 166 212 60.6% T7.4%
Q208 255 185 218 72.5% 84.7%

Table 61ci Susquehann&ounty

Follow-up After Hospitalization for Mental lliness (7 & 30 HEDIS Rates)

Data Range: 2006 - 6/30/2008 OMUGAS Gold Standard: 00§ Interim Goal: 618 Interim Goal: 74%
7 Days 30 Days | 7 Days Follow-Up | 30 Days Follow-Up

Measure Period Index Events Follow-Up: Follow-Up: Rate: Rate:
2006 22 11 13 50.0% 59.1%

2007 58 33 44 56.9% 75.9%

Q108 16 7 13 43.8% 81.3%

Q208 14 8 10 57.1% 71.4%

Follow-up After Hospitalization for Mental lliness (7 & 30 PA Specific Rates)

Data Range: 2006 - 6/30/2008 OMICAS Cold Ctandard: 00§ Interim Goal: £8% Interim Geal: BO%
7 Days 30 Days | 7 Days Follow-Up | 30 Days Follow-Up

Measure Period Index Events Follow-Up: Follow-Up: Rate: Rate:
2006 22 11 13 50.0% 59.1%

2007 58 34 45 56.6% 77.6%

Q108 16 9 13 56.3% 81.3%

Q208 14 8 10 57.1% 71.4%
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Table 61d7 WyomingCounty

Follow-up After Hospitalization for Mental lliness (7 & 30 HEDIS Rates)

Data Range: 2006 - 6/30/2008 OMESAS Gald Standard: 90# Interim Soal: 70& Interim Goal: 504
7 Days 30 Days | 7 Days Follow-Up | 30 Days Follow-Up

Measure Period Index Events Follow-Up: Follow-Up: Rate: Rate:
2006 16 9 12 56.3% 75.0%

2007 44 32 35 72.7% 86.4%

Q108 6 4 5 66.7% 83.3%

Q208 15 10 11 66.7% 73.3%

Follow-up After Hospitalization for Mental lliness (7 & 30 PA Specific Rates)

Data Range: 2006 - 6/30/2008 OMEEAS Gold Standsrd: 908 Interim Goal: 704 Interim Goal: 804
7 Days 30 Days | 7 Days Follow-Up | 30 Days Follow-Up

Measure Period Index Events Follow-Up: Follow-Up: Rate: Rate:
2006 16 9 12 56.3% 75.0%

2007 44 33 39 75.0% 88.6%

Q108 6 5 5 83.3% 83.3%

Q208 15 10 11 66.7% 73.3%

E. Sample/Methodology
The methodology consists of folleuwp after discharge from an inpatient mental
health setting within 7 and 30 days using the HEDIS and the PA Specific
methodologyHEDIS is a national standard that captures atlitronal ambulatory
care. The PA Specific indicator reflects the HEDIS methodology but also includes
additional codes that are unique to Pennsylvania such as ICM/ RC, collateral family
therapy, and psych testing. Peer Specialists will also be included.

F. Discussion

e Although there have been fluctuations in the rates over time, they have shown
improvement since implementation and baseline figures.

e Community Care monitors barriers to follow up through the outreach process.

e The outreach team reports thiae biggest barrier to reaching members after
discharge continues to be inaccuracy of information provided regarding their
location and contact information.

e In early 2008, meetings bagwith Case Management providers to address
the coordination/ refertdarriers being described bygdatientproviders.

G. Actions/Interventions

e Community Care continues to conduct meetings with providers to discuss
benchmarking issues.

e Selected providers who had fallbalow the threshold for followp care and
other enchmarking issues were invited to meet jointly with the Quality and
Clinical teams to discuss issuand strategies moving forward. Community
Care distributed a Comprehensive Provider Evaluation Process (CPEP) to
each provider invited to participate iretineetings.
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¢ Meetings continue to be conducted with Case Management providers to
address the coordination/ referral barriers being described by Inpatient
providers and the referral process seems to have improved as a result.

e Mental Health Inpatient Progder meetings will continue with the benefits of
providing feedback related to rates as well as a more in depth look at barriers
and opportunities to support follewp. Housing issues and the homeless
situation continue to be discussed at these meetingslhas

e The first combined meeting of Case Management providers and Inpatient
providers was held on October 28, 2008 and such meetings will continue as
both parties have found them useful.

e Another intervention expected to impact the rate of follgwis thePeer
Specialist initiative. Peer Specialist services have been initiated at two
provider agencies in Luzerne County.

H. Follow-up/Outcomes

e The Case Management Provider meetings coatto lead to a faster referral
process from the inpatient unit to thaseé Management provider as these
providers have made a commitment to desia intake/referrals at the
inpatient unit upon the referral call.

e This intervention has also increased active participation in discharge planning.

¢ An intervention planned for 2@0which is designed toalve a positive impact
on follow-up rates is the initiative currently underway in which Case
Management providers will be notified by Community Care at time of
authorization of an inpatient admission for any of their consumers.

6.2 Follow-Up After Non-Hospital Rehab

A. Activity/Measurement
Members under age 65 seven days post discharge frofnaspital rehab

B. Activity/Measurement Period
The data range for this report is July 2006 through June 2008. The measurement
period is Januar¥, 2008 through June 30, 2008.

C. Target

e OMHSAS Gold Standard 90%
o Interim goals are indicated on the chart
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D. Findings
Table 6.2d Lackawann&ounty

7 Day Rehab Follow-Up Rate (OMHSAS Methodology)
Data Range: 2006 - 6/30/2008 Interim Gozl: 18.73
Measure Period Index Events T Day Follow-Up: 7 Day Follow-Up Rate:
2006 187 38 20%
2007 411 7& 19%
Q2108 108 23 21%
Q208 132 29 22%

Table 6.2 LuzerneCounty

7 Day Rehab Follow-Up Rate (OMHSAS Methodology)

Data Range: 2006 - 6/30/2008 Interim Goal 25.28%
Measure Period Index Events 7 Day Follow-Up: T Day Follow-Up Rate:
2006 230 48 21%
2007 514 126 25%
Q108 129 30 23%
Q208 170 36 21%

Table 6.2d Susquehann&ounty

7 Day Rehab Follow-Up Rate (OMHSAS Methodology)
Data Range: 2006 - 6/30/2008 Interim Soal: 20.4%
Measure Period Index Events 7 Day Follow-Up: 7 Day Follow-Up Rate:
20086 24 5 21%
2007 45 10 22%
Q108 8 2 25%
Q208 4 2 50%

Table 6.2d WyomingCounty

7 Day Rehab Follow-Up Rate (OMHSAS Methodology)
Data Range: 2006 - 6/30/2008 Interim Goal: 32.3%
Measure Period Index Events 7 Day Follow-Up: 7 Day Follow-Up Rate:
2006 20 5 25%
2007 39 ] 21%
Q108 10 4 40%
Q208 7 0 00%
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E. SampldMethodology
The methodology is claims based data and controls for continuous eligibility of
members under age 65 seven days post discharge. Additionally, detox, rehab and
half-way house are counted as one episode of care if transfer occurs within 7 days

F. Discussion

e For the most part, the rates of follay have been above the established
interim goals and improvement in the rates has been noted.

e One barrier that continued to be identified for some time is that the Level of
Care Assessment that hacebaised by some providers as a foHopvservice
had not been considered as a folloprate.

e Treatment philosophy maaiso keep these numbers |®®. meetigs in 90
days are not captured.fallow-up professional appointment is not always
emphasized.

G. Actions/Interventions

e The NE frequently uses the Level of Care Assessment (HO001) as-fgllow
Historically, this service was not included as a billable service in the
methodology the state uses, which meant that many of the individuals in the
NE receied follow-up service but unfortunately the service was not captured.
After multiple requests for consideration of this code, as well as the code for
Targeted Case Managementfor D&A (TGO 006 ) , Communi ty Cz¢
request was granted.

e Community Care contingeto conduct meetings with providers to discuss
benchmarking issues.

e Selected providers who had fallbalow the threshold for followp care and
other benchmarking issues were invited to meet jointly with the Quality and
Clinical teams to discuss issussd strategies moving forward.

e Community Care distributed a Comprehensive Provider Evaluation Process
(CPEP) to each provider invited to participate in the meetings.

e Another intervention expected to impact the rate of foligwis the Peer
Specialist mitiative. Peer Specialist services have been initiated at two
provider agencies in Luzerne County.

¢ In addition, D&A Provider meetings also continue with the benefits of
providing feedback related to rates as well as a more in depth look at barriers
and @portunities to support followp.

H. Follow-up/Outcomes
e The Level of Care Assessment and Targeted Case Management for D&A
codes will be included in the IPRO methodology beginning with the February
submission of rates.
e Also, as the Peer Specialist initiee matures, Community Care will continue
to evaluate the effectiveness of these services on faljpvates.
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7. Treatment Outcomes
7.1. Readmission to Mental Health Inpatient

A. Activity/Measurement
The number of members by age breakot4Dhospialized and then readmitted to a
mental health inpatient unit within 30 days.

B. Activity/Measurement Period
The data range for this report is July 2006 through June 2008. The measurement
period is January 1, 2008 through June 30, 2008.

C. Target
OMHSAS gold sandard is 10%
D. Findings
Table 7.1da Lackawanna County
Readmission Rates for Age Group: 21 to 64 OMHSAS Gold Standard: 10% Readmission Rate
Measurement Period Admissions Beadmissions within 30 Days 30 Day Readmission Rate
2008 254 29 11.4%
2007 468 43 92%
Q12008 122 8 6.6%
Q22008 130 6 4.6%
Readmission Rates for Age Group: 0 to 20 OMHEAZ Gold Standard: 10% Readmissicn Rate
Measurement Period Admissions Feadmissions within 30 Days 30 Day Readmission Rate
2006 107 5 4.7%
2007 187 12 6.4%
Q12008 67 3 4.5%
Q22008 66 0 0.0%
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Table 7.1 Luzerne County

Readmission Rates for Age Group: 21 to 64

Measurement Period Admissions
2006 386

2007 787
Q12008 220
Q22008 209

OMHEAE Geold Standard: 10% Readmiszion Rate

Readmissions within 30 Days 30 Day Feadmission Rate
49 12.7%
o4 11.9%
13 5.9%
19 9.1%

Readmission Rates for Age Group: 0 to 20

OMHEAE Gold Standard: 10% Readmizsicn Rate

Measurement Period Admissions Eeadmissions within 30 Days 30 Day Readmission Rate
2006 160 13 9.4%
2007 336 38 11.3%
Q12008 30 11 12.4%
Q22008 75 2 27%
Table 7.16 Susquehanna County
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