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Introduction 

 

 

This annual Quality and Utilization Management Evaluation reflects the first full year of 

Northeast Behavioral Healthcare Consortium (NBHCC) and Community Care Behavioral 

Health‟s (Community Care) collaboration. This report details the myriad of ways in which these 

two organizations oversee the quality of behavioral health services provided to our members in 

Northeast PA and the many efforts to improve those services.  

 

This document reflects the Northeast HealthChoices Program‟s commitment to quality 

improvement and is designed to highlight the following: 

 Extensive monitoring activities which focus on coordination of care. 

 Evaluation and analysis of services received by members. 

 Monitoring and evaluation activities which focus on the provider network. 

 Internal monitoring of processes within Community Care. 

 Clinical improvement initiatives. 

 Process improvement activities. 

 Outcomes efforts 

 Assessment of the Quality Improvement Plan 

 Educational and outreach activities. 

 

NBHCC and Community Care have a shared commitment to insure that our members are 

afforded the best services possible to meet the needs of each individual.  We have initiated a 

variety of mechanisms to monitor, measure, respond to, and improve our services. We are 

pleased with our accomplishments to date, and we look forward to further enhancements in the 

future.  
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Section 1:  Overview 

NBHCC 

 

The Northeast Behavioral Health Care Consortium (NBHCC) is a not for profit organization 

created by the Counties of Luzerne, Lackawanna, Susquehanna and Wyoming to manage their 

shared HealthChoices behavioral health program.  Through a formal Memo of Understanding, 

the four counties joined together to establish a centralized structure, NBHCC, to manage the 

local HealthChoices Program, via a risk-based contract, on behalf of the participating counties.  

NBHCC maintains executive leadership of the program, as well as policy development, financial 

monitoring, quality improvement leadership, responsibility for second level complaints and 

grievances, and system coordination. In addition, NBHCC engaged Community Care Behavioral 

Health Organization to perform network management, care and utilization management, claims 

processing, financial and data services, member services and first level complaints and 

grievances.  NBHCC also contracts with The Advocacy Alliance to manage the CFST, annual 

member survey, and annual provider survey processes.  

 

The NBHCC has deep roots in the communities we serve via the Human Services 

Administrations, MH/MR Joinders and SCA‟s that planned it and operate it. NBHCC recognizes 

that the HealthChoices Program offers new opportunities for system management including 

improved access to services, greater choice for members, enhanced quality of services, and 

enhanced opportunities for stakeholder involvement into systems development. In addition, one 

of the most important aspects of our commitment to stakeholder involvement has been the 

inclusion of persons in recovery and family representation on the NBHCC Board of Directors 

and working committees.  Our working relationships include: 

 The NBHCC Board of Directors, comprised of a Community Representative, County 

Human Service Directors, County MH/MR Administrators and Deputy Administrators 

and SCA Administrators from within our four Counties ensure continuity and local 

experience in the oversight of the plan and the relationships with our communities and 

Community Care, our administrative services organization (ASO).   

 NBHCC staff and local Community Care staff work in one office location.  The benefit 

of the arrangement is a local operating entity under the daily management control of the 

Chief Executive Officer who reports to the NBHCC Board.  Hiring has focused on 

recruitment from within communities in NE PA, to further support the availability and 

application of regional experience and expertise in the management of our plan. 

 NBHCC has a full complement of committees, duly empowered to carry out the 

overarching goals set by HealthChoices, the NBHCC Board of Directors, and our 

communities.   

 

Committees are the primary way that our communities have input directly into the management 

of the program.  Among the committees in place, the following ones are most crucial to our 

success: 

 The NBHCC Board of Directors‟ Executive Committee 

 The NBHCC Board of Directors‟ Personnel Committee 

 The NBHCC Board of Directors‟ Finance, IT and Audit Committee 

 The NBHCC Board of Directors‟ Program Development and Reinvestment Committee  

 The NBHCC Board of Directors‟ Nominating, Bylaws and ad hoc committees 



Confidential Northeast Region 2/26/08  6 

 The NBHCC Board of Directors‟ Stakeholder Committee 

 The Quality Management Committee, which has primary coordinating oversight of: 

 Complaint Panel 

 Grievance Panel 

 Inter-systems Committee 

 Outcomes & Satisfaction Committee 

 

NBHCC performs oversight and quality management functions on a day-to-day basis, including 

overseeing the operations of Community Care.  Key NBHCC oversight areas over Community 

Care include but are not limited to: 

 Member Services 

 Network Contracting and Management 

 Care Management 

 Data Collection and Reporting to NBHCC 

 Claims Adjudication, with Claims Payment  

 Defined Quality Management functions 

 Inter-systems Coordination Assistance 

 Provider Training 

 Member Outreach and Training Assistance 

 Fiscal Performance Monitoring and Reporting 

 Data Integrity 

 

Our goal is to utilize data to generate near-real time information to guide decision making and 

service systems improvements.  Further, by sharing our investments in technology and data 

management with key stakeholders, our goal is to ensure the highest level of informed decision-

making capabilities with members, families, stakeholders and our managed care subcontractor in 

order to engage successfully in Continuous Quality Improvement. 

 

 

Community Care 

 

Community Care Behavioral Health Organization (Community Care) is a Not for Profit 

behavioral managed care organization, 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 services at the lowest possible cost, delivered in 

an environment that provides prompt access to services and continuous quality improvement.  As 

such, Community Care uses the resources at its disposal to encourage the development of cost-

effective, innovative as well as traditional integrated care services to eligible individuals.   

 

In 2007, Community Care expanded into 35 counties and is the only BH-MCO with contracts in 

every Pennsylvania HealthChoices region (Southeast, Southwest, Northeast, North Central, and 

Lehigh-Capital).  Community Care programs are built on a foundation of dedication to high 

quality behavioral health care, collaborative relationships with customers, and commitment to 

continuous improvement in care and service.  Community Care shares responsibility with 

NBHCC as well as practitioners, providers, county and other stakeholders and member 
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organizations to provide effective, efficient and timely care and services.  Collegial relationships 

are fostered within the care and service delivery continuum.  2007 was the first full year of 

operation for Community Care in collaboration with NBHCC.    

 

The Quality Management and Care Management Programs at Community Care are committed to 

ensuring that the care offered to our members is quality driven, individualized, and recovery 

oriented. Positive member outcomes are always at the forefront of our actions. 

 

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

and analyze performance, contribute essential information to management and network decision-

making, improve organizational functioning, structures and processes to improve outcomes for 

members.  Community Care‟s commitment to continuous improvement in care and services is 

the underpinning for the quality management program. 

 

The Care Management Program assists members with access to and appropriate utilization of 

behavioral health services to ensure cost-effective, high quality care, consistent with member 

choice, in the 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 members. 

 

The Quality Management Committee (QMC) oversees the development, implementation, 

evaluation, and revision of the Quality Management and Care Management Programs.  This 

NBHCC led Committee is the arena for vetting the Continuous 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 management activities and efforts to use resources appropriately. 

Performance data is analyzed, opportunities for improvement are identified, and interventions are 

determined, prioritized and scheduled for re-measurement. Practitioners, facilities, consumers, 

family 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 findings and solicit feedback 

and input.  Examples of these are meetings such as the Provider Advisory Committee (PAC), as 

well as other provider meetings, such as the Drug and Alcohol, In Patient Mental Health, RTF, 

and BHRS provider meetings.  Member input is also obtained thru NBHCC focus groups as well 

as Consumer Family Satisfaction Team (CFST) surveys.  Results from these groups contribute to 

the depth of feedback and evaluation, which drives the continuous quality improvement process.   

 

The scope of the Quality and Care Management program is comprehensive and encompasses all 

clinical care and service aspects of the organization.  The program includes an array of objective 

quality indicators to measure critical clinical and service processes and treatment outcomes.   

 

The Quality and Care Management Workplan 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 chosen for their 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.  
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The workplan is prepared as a calendar with a rolling schedule and 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, re-measurement, timeframes, and the addition 

and deletion of indicators on an ongoing basis. Performance improvement projects and indicators 

are ongoing and continuous.  They are not discontinuous at the end of the year. The workplan 

includes the critical performance measures, data source, frequency of reporting and the person 

responsible for the task.  In response to feedback received from OMHSAS the sample size was 

added and goals were more specifically outlined to be reasonable and quantifiable. Additionally, 

indicators were more discriminately defined as they relate to high 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 members. Those 

designated as High Volume (HV) measures monitor issues that have the potential to affect a 

great portion of the membership. Problem Prone (PP) indicators measures monitor potentially 

problematic processes.  

 

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

the critical performance measures include inherent member safety issues and are identified as 

such on the workplan.  Additionally, our focus on Recovery and Resiliency Initiatives has been 

enhanced and so has our expectation of providers. Recovery/resiliency (RR) on the workplan 

indicate items that support recovery principles.  

 

Community Care strives to ensure that members receive holistic, integrated care. Ongoing efforts 

are made to collaborate with other behavioral health practitioners, medical practitioners, Physical 

Health Plans, schools and other social service agencies to monitor and improve coordination of 

care. Collaborative activities are included on the Quality Management Workplan and have been 

more clearly defined. 

An evaluation of the Quality and Care Management program is conducted annually. This is a 

collaboratively developed and focused evaluation of the NBHCC and Community Care activities 

that occurred during the preceding calendar year of January through December. The annual 

evaluation is written and presented to the Committee for critical review and approval within the 

1
st
 quarter of the year. Efforts are focused on summarizing treatment outcomes and evaluating 

the overall success or failure of the program to improve services and influence safe clinical 

practices throughout the network.  The annual evaluation is grouped into sections that should 

contain, at a minimum a discussion section, data section (as applicable), analysis section, and a 

2008 proposal section. Other sections may be added dependent upon the topic.  The evaluation is 

designed to easily distinguish significant milestones in the various quality activities. It reflects 

the collaborative nature of the relationship between NBHCC and Community Care.  
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Section 2: Coordination of Care 

 

1. Physical Health and Behavioral Health Collaboration 

 

Discussion 

 

Community Care in the NE Region, and NBHCC have  been meeting with the Physical Health 

MCO‟s over the past year. One goal of this physical health and behavioral health collaboration is 

to utilize pharmacy data to examine medication trends and develop research studies, as 

appropriate.  In 2007, pharmacy data was not yet available therefore collaboration occurred in 

other areas pending our ability to do more data based collaboration.  In 2007, a number of 

accomplishments resulted from this collaboration that included the following: Web site linkages 

were established between Community Care and the PH MCO‟s; Access Plus, one of the PH 

MCOs provided network providers training on member rights and the importance of selecting a 

PH MCO; and special needs program training was provided by all PH MCO‟s to Community 

Care staff. The Special Needs Units are available through the various PH MCO‟s as a resource to 

both Community Care as well as physical and behavioral health providers to jointly address the 

complex needs of members who experience both behavioral health as well as significant physical 

health challenges ensuring needed resources and supports are in place as needed.  

 

Community Care also developed a Pharmacy Newsletter for providers that was first distributed 

in the summer of 2007. These semi-annual publications contain information about new 

indications, updates and warnings for medication, as well as various pharmacy analysis projects. 

 

In 2007, Community Care and the PH MCO‟s began discussion and development of a 

collaborative depression screening education program for PCP offices that we hope to launch in 

2008. This will utilize the PH Q 2, a quick 2 question depression screening tool, as well as 

waiting room informational and motivational items. One of the efforts will be an informative 

poster on mood disorders with tear offs that have the depression screening tool.  

 

Community Care staff have been attending Physical health MCO Regional meetings (RAC).  A 

recommendation was made to the PH MCO quality staff to consider adding an indicator as part 

of their PCP reviews that monitors coordination of care (i.e., PCPs providing behavioral health 

providers medical information). Additionally, Community Care has developed and provided 

Behavioral Health providers and PCPs with a form in an effort to promote improved 

collaboration.  

 

2008 Proposal 

 

In 2008, Community Care will continue to coordinate with the physical health plans. As noted, a 

depression screening program is under collaborative development for launching in 2008.  We 

also hope to have pharmacological data in 2008 which we plan to use to initiate the Metabolic 

Syndrome study as well as a Depression Prescribing Patterns study being done in other regions 

served by Community Care. This data is expected to bring new opportunities for joint studies.   
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2. Collaboration with Schools and Other Service Providers 

 

Discussion 

 

Community Care is dedicated to the education, collaboration, and communication of service 

providers.  This philosophy supports the effective and efficient management of resources.  

Community Care has been actively involved in meeting with school and other service agencies 

as described below: 

 

 

Interventions 

 

Schools 

 

Interagency Service Planning Team (ISPT) Meetings 

 

Care Managers attend Interagency Service Planning Team {ISPT} Meetings for members 

prescribed with Behavioral Health Rehabilitation Services (BHRS) or Residential Treatment 

Facility (RTF) services.  Based on the Child and Adolescent Service System Program‟s 

{CASSP} guiding principles that encourages family focused and child centered care, ISPT 

meetings are a key component to providing comprehensive, effective, and integrated services 

among all child-serving systems.  Care Managers advocate for the member and family to ensure 

quality service planning and coordination of care.  During the ISPT meetings, care managers 

have opportunities to collaborate with schools and any other service providers involved with our 

members. Meetings are usually held at the site (school, daycare, RTF, etc.) where services will 

be requested.  

 

Care managers ask questions regarding the member's current behaviors and what 

accommodations/strategies have been tried that have been found to be ineffective, which led to 

the request for services. Care managers inquire about the member's school placement and discuss 

with school staff. Care managers also have the opportunity to educate school/daycare staff about 

Community Care and our responsibilities, as well as the role of BSC, MT, and TSS within those 

domains. Care managers offer their assistance as a resource to all systems involved with the 

child's treatment.   

 

In 2007, the Consumer Family Satisfaction Teams (CFST) expressed concern that families do 

not adequately understand the purpose or function of ISPT meetings nor how the CASSP 

principles should be addressed within the meeting.  As a result, Community Care developed an 

information sheet for families that explains the purpose and content important for an ISPT 

meetings. This was shared with the. 

 

Children and Youth/ Juvenile Probation Meetings 
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Community Care and NBHCC have met regularly with Children and Youth and Juvenile 

Probation Office agencies in both separate and combined formats in the four Northeast Counties 

to address any questions, problems, or concerns since implementation as well as joint planning. 

Community Care encourages their active involvement in RTF placement as well as discharge 

planning. 

 

 

School Districts 

 

Community Care has developed “A Toolkit for Effective Collaboration between Schools and 

Mental Health Agencies Providing Therapeutic Staff Support,” and has encouraged school 

personnel to implement suggestions and recommendations within this kit.  The identification of 

types of BH services that are occurring, establishing a list of current service providers, 

determining levels of satisfaction with services, and pinpointing strengths and weaknesses of the 

service systems are interventions that were initiated with the intent of enhancing the member‟s 

educational performance. Community Care has been coordinating meetings with individual 

schools in the region and this toolkit has been shared with the schools. In addition, Community 

Care and NBHCC have been addressing potential alternatives to the traditional BHRS delivery 

of care within schools and are collaborating with 2 school districts in the area to consider 

possible behavioral health interventions such as school based case management; expanded 

outpatient services such as an Out Patient satellite/ Brief Therapy or MT; a school wide model 

that places a dedicated team within a school; or a self contained CARE model. 

 

Record Reviews  

 

Community Care measures coordination between behavioral health providers and schools during 

every record review related to children‟s services.  During 2007 Community Care conducted 

reviews of Children‟s Center Based Partial Hospitalization, Children‟s School Based Partial 

Hospitalization, and Behavioral Health Rehabilitative Services (BHRS).  Children‟s Center 

Based Partial Hospitalization providers showed evidence of coordination 97% of the time.  

Children‟s School Based Partial Hospitalization providers showed evidence of coordination 47% 

of the time.  This was the first year Children‟s Partial Hospitalization services were reviewed.  

Eighty-five percent (85%) of the time BHRS providers were coordinating care.  This was an 

increase from 70% in 2006. 

 

 

Letters of Agreement 

 

NBHCC has established over 70 letters of agreement from a wide variety of community 

resources including categorical organizations such as Area Agencies on Aging, County MH/MR 

offices; Children and Youth, Juvenile Probation as well as area school districts, probation 

offices; drug and alcohol programs, county prison systems etc. These letters serve as the basis of 

a collaborative relationship between HealthChoices and the communities we serve.  
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Other Service Providers 

 

Provider Meetings 

 

Each month BHRS and RTF provider meetings are conducted.  The purpose of these meetings is 

to collaborate, educate, share information, and improve communication between Community 

Care and service providers.  In addition, Community Care and NBHCC have met with individual 

BHRS providers on several occasions to address provider concerns, assess the BHRS service 

system, and discuss statistical trends 

 

State Hospital Service Area Planning Meetings  

 

A Community Care representative and NBHCC representative participates in State Hospital 

Service Area Planning Meetings for the purpose of collaboration of care. High Risk 

Caremanagers from Community Care are available to work collaboratively on discharge 

planning as well. 

 

Provider/Prescriber Trainings 

 

Trainings have been conducted for providers to assist them in educating their Behavioral 

Specialist Consultants (BSC), Mobile Therapists (MT), and Therapeutic Staff Support (TSS) 

about the expectations of each role in relation to a Managed Care Organization.  Trainings have 

also been initiated for prescribers of services.  Prescriber trainings are intended to assist 

prescibers in following the Best Practice Evaluation Guidelines when prescriptions for 

behavioral health services are given.  To maximize the effectiveness and efficiency of services, 

these trainings continually encourage the initiative of multi-systems working together. 

 

County Mental Health/Mental Retardation (MH/MR)/Drug and Alcohol (D&A) Meetings 

 

Community Care has also facilitated meetings with the MH/MR Program and D&A Commission 

to address any questions and concerns since implementation as well as coordinate systems 

planning.  

 

 

Provider Advisory Meetings 

 

Community Care hosts a Provider Advisory Committee (PAC) on a quarterly basis.  These 

meetings are facilitated by the Network Management department, but designed to promote a very 

open dialogue in which the providers are encouraged to advise Community Care on any issues 

and concerns.  Additionally, their input regarding positive experiences or suggestions for 

improvement are sought.  There are a variety of topics including staff from varying departments 

within Community Care (such as Quality, Complaints/Grievances and Care Management) who 
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present overviews of their procedures and processes.  Network Management discusses a 

continuum of topics ranging from the authorization process to billing questions, Provider Alerts, 

and expansion requests. The Network department submits a quarterly report on each meeting to 

the Community Care Board of Directors to assess the need for any changes that would improve 

our internal policies and/or procedures. 

 

2008 Proposal 

 

Community Care will continue its efforts to coordinate with physical health plans. Care 

Managers will continue their efforts to attend ISPT Meetings. Meetings with school districts, 

provider, and prescriber trainings, along with other community and service collaborative efforts 

will be ongoing initiatives for Community Care. The ISPT information sheet will be launched 

during 2008 as well. Record reviews will continue to focus on coordination of care.  In addition, 

Community Care and NBHCC have been addressing potential alternatives to the traditional 

BHRS delivery of care within schools and are collaborating with 2 school districts in the area to 

consider possible behavioral health interventions such as school based case management; 

expanded outpatient services such as an OutPatient satellite/ Brief Therapy or Mobile Therapy; a 

school wide model that places a dedicated team within a school; or a self contained CARE 

model. The plan is to work with the schools to analyze their needs and develop a behavioral 

system of care that is both effective and functional in 2008. 

 

 

3. Exchange of information with Other Behavioral Health (BH) Specialists and the Primary 

Care Physicians (PCP) 

   

Discussion  

 

The exchange of information between behavioral health providers and Primary Care Physicians 

(PCPs) was measured in 2007.  Additionally, exchange of information between behavioral health 

providers was also monitored through medical record reviews of high volume practitioners and 

facilities.  Coordination of care is defined as documentation (written correspondence or a note of 

verbal communication) of contact with PCPs and other behavioral health providers.  In 2007, 

adult sub-acute partial hospitalization, children‟s center based partial hospitalization, children‟s 

school based partial hospitalization and BHRS record reviews were conducted over the course of 

the year.  In addition to these levels of care, Best Practice (BP) evaluations for BHRS were 

reviewed for coordination of care with both PCP‟s and other Behavioral Health  specialists.  

 

Goal 

The exchange of information goal for both indicators is 80%.  
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Data 

 

Table  2.3a   – 2007 Coordination or Care between BH Specialist by Level of Care 

 Adult Sub-

Acute PHP 

Children‟s 

Sub-Acute 

PHP 

Children‟s 

School Based 

PHP 

BHRS 

Numerator 15 17 5 19 

Denominator 29 20 10 26 

Rate 56% 85% 50% 73% 

Analysis 

 

Table 2.3a provides the 2007 coordination of care data between behavioral health specialists by 

level of care (LOC).  The rates were 56% for Adult Sub-Acute Partial Hospitalization, 85% for 

Children‟s Sub-acute Partial Hospitalization, 50 % for Children‟s School Based Partial 

Hospitalization and 73% for BHRS.  Children‟s sub-acute partial and BHR services had the 

highest rates for coordination between behavioral health specialists.  This may have occurred due 

to the fact that the adults who have been in partial hospitalization programs have been admitted 

and discharged for many years and may be well known to the programs they are attending.  It is 

believed that the coordination is occurring however is not being well documented.  In addition, 

children‟s school based programs have been relatively new in the Northeast causing  an 

increased need of education in this area.  

 

Table2.3b – 2007 Coordination or Care with PCP by Level of Care 

 Adult Sub-

Acute PHP 

Children‟s 

Sub-Acute 

PHP 

Children‟s 

School Based 

PHP 

BHRS 

Numerator 37 27 27 9 

Denominator 55 30 30 40 

Rate 67% 90% 90% 23% 

 

Analysis 

 

Table 2.3b provides the aggregate data for collaboration between behavioral health providers and 

primary care physicians (PCP) for Adult Sub-acute Partial Hospitalization (67%), Children‟s 

Sub-acute Partial Hospitalization  (90%), Children‟s School Based Partial Hospitalization (90%),  

and BHRS (23%).  Children‟s sub-acute and school based partial met and exceeded the 80% 

goal.  

The Children‟s School Based and Children‟s Site Based Partial Hospitalization records may have 

scored better because they were reviewed on site as compared to via packets as in the BHRS 

review.  By reviewing these partial hospitalization records in their entirety it is believed that 

most providers are asking these questions however the BHRS providers do not routinely submit 

this information within their packets.  It is also believed that the Adult Sub-Acute Partial 

Hospitalization programs have at one time coordinated with the PCP however due to the long-

term nature of the program this coordination does not continue or is not well documented.  
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Barriers 

 

Providers reported many times members do not have a PCP, may not know the name of their 

PCP, and / or that the PCP‟s were not easily accessible.    

 

Interventions  

 

Every record review was used as an opportunity to educate providers on the importance of 

coordinating care. Providers received their individual results along with a combined network 

average for comparison purposes.  Corrective Action Plans were requested from BHRS providers 

who had rates below 80%.   

Community Care focused on the lack of coordination of care with the PCP.  During the record 

review process, an example of a coordination of care letter was provided.  Since then we have 

seen a number of providers adopt this form. Community Care has also provided this form to PH 

MCO‟s along with discussion of the importance of improving communication from PCP‟s to the 

behavioral health providers through the incorporation of this example. 

 

The June 2007 a  provider newsletter contained an article reminding providers on the expectation 

of coordination with PCP‟s.  This newsletter also contained a sample coordination letter that can 

be used to facilitate coordination. This information was also distributed to all providers involved 

in the record reviews.   

 

As mentioned in the barrier section, during a chart review process, providers notified 

Community Care that members did not have PCP‟s that were easily accessible and this 

contributed to poor coordination and members not seeing their PCPs when indicated. This 

feedback was provided to Access Plus, a PH MCO, who provided Consumer and Provider 

Helpline numbers to be used for assistance in this matter. These numbers were handed out at the 

June 2007 Provider Advisory meeting. 

 

Graph 2.3c – Annual Aggregate Comparison of COC  
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Graph 2.3c provides the annual coordination of care comparison rates. The 2006 and 2007 data  

are not completely comparable as several additional levels (child and adult partial) of care were 

measured in 2007 that were not measured in 2006.   

   

2008 Proposal  

 

Community Care will continue to measure coordination of care through the record review 

process and implement interventions to improve the coordination of care between behavioral 

health specialists and with PCPs.    

 

4. MISA 

 

Discussion 

 

Community Care is committed to better serving members with co-occurring (Mental Health and 

Substance Abuse) illnesses. The Mental Illness and Substance Abuse (MISA) screening is a four 

part screening outlined by Best Practice Evaluation Guidelines, to include a Mental Health 

Assessment(MH), Substance Abuse Assessment(SA), Medical/Physical Assessment(PA), and a 

Special Needs/Barriers to Treatment/Environmental Risk Assessment.  In order for a MISA 

Screening to be applicable in record review scoring by Community Care, the individual must be 

age 14 or older at the time the assessment was completed; however, Community Care does 

encourage providers to screen children as young as 8.  

 

The data for this report comes from completed record reviews  between October 2006 and 

October 2007.  This measure reflects the importance of evaluators completing a MH, SA, PH and 

barrier assessment on members age 14 and older as part of their Best Practice evaluation. 

Beginning with the Adult Partial Hospitalization Program review in 2007, Community Care 

changed the methodology to give providers credit for each individual indicator.  This provides a 

clearer picture of the complete screening and if appropriate, where interventions may be targeted.  

As a result of this change, 2006 and 2007 data are not comparable.  Table 2.4a provides the 2006 

data and Graph 2.4b provides the 2007 data.   

 

Goal 

The Quality Management Committee set the goal for this indicator at 80% for members meeting 

the age criteria.    

 

Data 

Table 2.4a 2006 MISA screening 

MISA Screening Goal BHRS 3Q 2006 

Completed MISA 

Screenings 

80% 6 

Total Number of 

Records Reviewed 

80% 8 

Rate N/A 75% 
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Graph 2.4b. 2007 MISA Screening Breakout by Level of Care 
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Analysis 

 

 In 2007, providers did well on the elements of the MISA screening.  BHRS met and exceeded 

all elements with the exception of the substance abuse assessment, which scored 75%.  Although 

the 2006 and 2007 rates are not comparable it is important to note that in 2006 BHRS scored 

75% overall, highlighting the importance of the MISA breakout to determine which element(s) 

may be problematic for providers.  Children‟s site-based partial hospitalization programs met 

and exceeded the 80% goal on each element.  Children‟s school-based partial met and exceeded 

the goal each element with the exception of the special needs/barriers to treatment, which scored 

a 60%.  Adult partial providers met and exceeded the 80% goal for all elements except the 

special needs/ barriers to treatment, which scored 45%.   

   

Barriers  

 

This type of screening is relatively new to providers causing confusion as to what is to be asked.  

In addition there may be times when members are not willing to answer the questions and it is 

not documented that the attempt was made. 

 

Interventions 

 

Providers received a letter documenting their results.  Included in these letters were educational 

comments indicating what was being looked at for the review.  Corrective action plans were 

requested from providers who did not meet the 80% goal.  This feedback should prove useful to 

providers as they review their assessment processes and incorporate this feedback. 

 

During 2007, Mental Health and Drug & Alcohol providers were continually encouraged to 

screen, refer, and collaborate. This effort was promoted on a regular basis by the clinical care 

management staff during level of care specific provider meetings such as IP MH and D and A 

provider meetings as well as at PAC meetings, and via record reviews. Provider and member 



Confidential Northeast Region 2/26/08  18 

newsletters( August of 2007 entitled  “Screening for Co occurring Disorders” found on 

Community Care‟s Website) have also addressed the importance of this issue as well as provided 

an educational tool for our provider network.  

2008 Proposal 

 

In 2008, Community Care will continue monitoring MISA screenings through the record review 

process and will encourage providers to complete screenings on children younger than 14.   

 

Section 3:   Monitoring Activities to Evaluate the Quality and Performance of the Services  

Received by Members 

 

1. Member Satisfaction Survey  

 

Introduction 

 

The Advocacy Alliance is contracted with Northeast Behavioral Health Care Consortium 

(NBHCC) to facilitate the required annual Member Satisfaction Survey in Lackawanna, 

Susquehanna, Luzerne, and Wyoming Counties. During fiscal year 2006 – 2007 the Alliance was 

contracted to conduct surveys with Members who utilize Behavioral Health Services through 

Community Care Behavioral Health Care Organization (CCBHO). 

The following report includes survey results from Members who chose to participate in the 

Annual Member Survey process. From January 2007 through April 2007, the Alliance collected 

908 surveys from Members using the ECHOTM survey. 

Survey Tool and Administration 

The ECHOTM survey tool, which is part of the Consumer Assessment of Healthcare Providers 

and Systems (CAHPS) family of surveys and developed with support from the Agency for 

Healthcare Research and Quality (AHRQ), was used to evaluate behavioral healthcare under 

NBHCC from the adult Member‟s perspective and from the perspective of the family members 

of children and adolescents. 

 

The Alliance, in conjunction with NBHCC, developed a database of Members who used 

Behavioral Health Services through CCBHO from which a random, stratified sample was 

generated, totaling 5,428 unduplicated Members. Surveys were distributed in January 2007 using 

a waved mail out process, which included sending cover letters and survey, followed by 

reminder postcards. Members were also offered the opportunity to respond to the survey via a 

secured website. Upon completion of the process, 908 unduplicated Member surveys were 

gathered. 

Survey Results 

 

Demographics 

Overall, 67% of the Members who responded were Adults receiving Priority (40%) or Non-

Priority (27%) services and 32% were under age 18 and receiving Priority (7%) or Non-Priority 

(25%) services. Also, all Members (63) who filed a complaint/grievance received a survey and 

11 of those Members responded. Their data is included within the appropriate service type. 

Of the 908 surveys completed, 157 Members reported not using Behavioral Health Services and 
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were eliminated from the data. Most Members, both Adult and under age 18, who responded 

were female (60%) and most Members (female and male) who responded were (45%) white. Of 

the Adult Members who responded, most (82%) reported their level of education as completing 

high school/graduate equivalency diploma or higher 

 

Composite Measures 

 

Getting Treatment Quickly – 30% of Members who reported calling someone to get help over 

the phone Always (25%) or Usually (5%) received the counseling/treatment they needed; 71% of 

Members who reported needing counseling/treatment right away Always (42%) or Usually 

(29%) received it; and 77% of Members who made appointments for counseling/treatment 

Always (42%) or Usually (35%) received an appointment as soon as they wanted. 

How Well Clinicians Communicate – 89% of Members who used services and responded to the 

survey question reported that their clinicians Always (63%) or Usually (26%) listen carefully; 

89% that clinicians Always (61%) or Usually (28%) explain things; 89% that clinicians Always 

(65%) or Usually (24%) show respect; 84% that clinicians Always (54%) or Usually (30%) 

spend enough time with them; 92% that they Always (72%) or Usually (20%) feel safe with 

clinicians; and 87% Always (63%) or Usually (24%) are involved as much as they want in their 

treatment . 

Getting Treatment and Information from CCBHO – 56% of Members who responded and 

reported needing approval for counseling/treatment stated that delays in treatment while waiting 

for approval were Not a Problem and, of those Members who called customer service, 63% 

reported that getting help from customer service was Not a Problem. Additionally, of Members 

who reported having experience with the grievance process, 88% were Very Satisfied (24%) or 

Satisfied (64%) and, of Members who reported having experience with the complaint process, 

84% were Very Satisfied (21%) or Satisfied (63%) Perceived Improvement – 64% of Members 

who responded reported that, compared to one year ago, their ability to deal with daily problems 

is Much Better (25%) or A Little Better (39%); 58% reported that their ability to deal with social 

situations is Much Better (23%) or A Little Better (35%); 58% reported that their ability to 

accomplish things is Much Better (22%) or A Little Better (36%); and 61% reported that their 

ability to deal with symptoms or problems is Much Better (23%) or A Little Better (38%) (see 

tables pages 11-12). Information About Options – 48% of Adult Members who responded 

reported that they were told about self-help or consumer run programs and 61% of Members who 

responded reported that they were told about different treatments available for their condition. 

87% of those who responded regarding the treatment their child/adolescent receives reported that 

the goals of their child‟s/adolescent‟s treatment are discussed completely with them; 81% 

reported that their family Always (48%) or Usually (33%) received the help they wanted for their 

child/adolescent; and 76% reported that they Always (47%) or Usually (29%) felt that their 

child/adolescent had someone to talk to for counseling or treatment when he or she was troubled 

(see tables pages 13-14). Single Item Measures – 73% of Members who responded reported that 

they were Always (34%) or Usually (38%) seen within 15 minutes of their scheduled 

appointment; 75% of Members who reported using prescription medication as part of their 

treatment plan were told about medication side effects; 36% of Adult Members who responded 

reported that someone spoke with them about including their family or friends in their counseling 

or treatment; 75% of Members reported that they were given as much information as they 

wanted in their counseling or treatment; 82% felt they could refuse a specific type of medication 
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or treatment; 92% reported they felt that the persons they went to for counseling or treatment did 

not share information that should have been kept private with anyone. Additionally, of those 

Members who stated that their language, race, religion, ethnic background or culture made a 

difference in the kind of treatment needed, 59% reported that their care was responsive to their 

cultural needs and, of those Members who reported using up all of their benefits and still needing 

counseling or treatment, 50% were told about other ways to get counseling, treatment, or 

medicine. Finally, of Members who responded, 83% reported being helped A Lot (50%) or 

Somewhat (33%) by the counseling or treatment they received and 32% of Members who 

responded rated the counseling or treatment they received a ten, with 92% of the total ratings at a 

five or above. 

 

Conclusion 

 

Overall, Members show satisfaction with all services received, with little correlation evident in 

any of  the data. The data collected during this, the year of implementation of NBHCC, will 

primarily be used to establish a baseline to which future data can be compared and emerging 

trends identified. 

It is noteworthy and commendable that the satisfaction levels reported during the year of 

implementation are consistently high through all areas measured. 

 

 

2. Consumer/Family Satisfaction Team 

 

Residential Treatment Facility Report 

(Including Focus Groups) 

 

 

 Introduction 

 

The HealthChoices Program, overseen by the Department of Public Welfare‟s 

Office of Mental Health and Substance Abuse Services, has been implemented 

to ensure that Medical Assistance recipients receive quality care and timely 

access to mental health and/or drug and alcohol services. The goal of the 

Advocacy Alliance‟s (TAA) Consumer and Family Satisfaction Team (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 

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 hopefulness as integral to the overall provision of services. 

The CFST is comprised of consumers 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 is dedicated to the belief that individuals‟ and 

families‟ Recovery and Resiliency processes are directly related to their 

satisfaction with the services they receive. The CFST gathers information 

through face-to-face, telephonic or focus group discussions with adult and older 



Confidential Northeast Region 2/26/08  21 

adolescent Members and/or family members of children and adolescent 

Members receiving mental health and/or substance abuse services through 

Community Care Behavioral Health Organization (CCBHO). 

Following the Department of Public Welfare‟s Appendix L, GUIDELINES FOR 

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 effectively support 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 gathered during the 

report period. 

 

RTF Survey Results  

 Satisfactions/Dissatisfactions RTF 

 

High levels of satisfaction (as delineated in the data appendix) were identified by 

Members and/or family members in the following areas: 

• Parents/Guardians/Other Adults and Child/Adolescent feel staff is respectful 

of their/their child‟s/adolescent‟s spiritual and/or religious background and 

race, gender, sexual orientation and ethnicity.  

• Parents/Guardians/Other Adults and Child/Adolescent understand why they 

were referred to an RTF. • Most Parents/Guardians/Other Adults have a copy of their 

child‟s/adolescent‟s treatment plan. 

 

Low levels of satisfaction (as delineated in the data appendix) were identified by 

Members and/or family members in the following areas: 

• Waiting list to receive services (i.e., length of time it took to receive services). 

• Lack of community case management services helping while child/adolescent 

is an RTF  

• Lack of choice in an RTF.  

 

Challenge /CFST Recommendation 

 

“Adolescents continue to report on the high side that they do not have 

a copy of their treatment plans. It is the C/FST‟s recommendation that the 

RTFs look at their practice of the adolescents having a copy of their treatment plans.” 

 

NBHCC Response: NBHCC and CCBHO met with RTF providers at the monthly RTF meeting 

hosted by CCBHO. Providers were able to discuss their policies related to treatment plans and it 

was confirmed that providers either give copies to the resident or ensure that the resident is 

familiar with where it is maintained and how to access it. 
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Challenge/ CFST Recommendation 

 

“CASSP Principles - Responses from surveys still note a large amount of children/adolescents 

and families reporting they are not familiar with the CASSP Principles. 

A recommendation is that the CASSP Principles be read at each interagency 

meeting and families/adolescents should be offered a copy of the CASSP Principles. 

Adolescents should be knowledgeable and involved in all the issues of their services. 

The CFST recommends more self-advocacy training for adolescents.” 

 

NBHCC Response: At the NBHCC/CCBHO monthly meeting with The Advocacy Alliance and 

the CFST on January 8, 2008, the group discussed the intent of this 

recommendation and agreed that integrating the CASSP Principles into the 

interagency meeting and treatment was the intended goal. RTFs will be 

encouraged to include the CASSP Principles into their admission information. 

During the RTF provider meeting on January 30, 2008 providers discussed and agreed that 

CASSP principles should be integrated into the interagency meeting process. 

 

Challenge/ CFST Recommendation 

 

“Responses to question 9a showed that adolescents felt not all 

community options were discussed prior to their RTF placement. At each Interagency Meeting 

that recommends RTF services, the CFST recommends there should be clear communication as 

to why an adolescent is going to an RTF in regard to what has first been tried in the community.” 

 

NBHCC Response: Care Managers will be educated regarding this concern and 

instructed to ensure that Interagency Meetings include discussion with the 

adolescent/child being considered for RTF placement. The Care Manager 

should verify that the child/adolescent understands the other community options 

that failed and why RTF is being recommended. 

 

Challenge /CFST Recommendation 

 

“Responses for “What he/she likes least about service provider” can range from 

„food‟ to „not enough outings‟, but adolescents at (Provider) reported a 

higher number of concerns about staff cursing, some concerns about 

therapeutic holds not being done responsibly, and other safety concerns. 

31 of 50 adolescents reported they always or usually feel comfortable 

telling staff they don‟t like something about the RTF services. 

The CFST is recommending that an RTF Advocacy Project be put in place 

that provides consistent visits/contact with the children/adolescents at RTFs. 

Whether it is an external advocate, or monthly visits and weekly phone 

contacts, there would be oversight and accountability where the 

child‟s/adolescent‟s complaint/concerns are addressed and monitored.” 

 

NBHCC Response: Case Management Services includes an advocacy 

component and are in-plan benefits with HealthChoices. The January 31, 2008 
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RTF provider meeting will include discussion of advocacy concerns. Providers 

will be encouraged to ensure the RTF residents are informed and reminded of 

complaint and grievance procedures, and provided with their rights in writing. 

These items should be included as discussion items during treatment. 

 

CFST Recommendation 

 

“The CFST accepts all NBHCC‟s responses.” 

 

 

County Children and Youth Services Focus Groups 

 

Section I. Introduction 

 

County Children and Youth Services (CYS) agencies have custody and legal 

responsibility for many children in RTFs. The CFST felt that CYS case workers 

should be included in the RTF survey information gathering. To this end the FST 

facilitated two focus groups, one with approximately ten Lackawanna CYS case 

workers and one with approximately fifteen CYS case workers. Contacts were 

made to Luzerne County CYS and Wyoming County CYS. Wyoming County CYS 

felt they did not have enough children/adolescents in RTFs to participate and 

Luzerne County CYS did not participate in the focus groups. 

 

Section II. Satisfactions 

 

“In both focus groups the CFST observed that CYS feels there are vast 

differences among RTFs. The highest levels and lowest levels of satisfaction and 

dissatisfaction with RTFs were identified by both focus groups as follows: 

• Communication 

• Family engagement 

• Discharge planning 

Case workers also reported that when there is collaboration with community 

mental health providers to assist in RTF placement and discharge planning the 

placement was more successful.” 

 

Section III. Recommendations/Observations 

 

“All case workers reported they had little to no contact with the managed care 

organizations and were not familiar with how to make complaints or about the 

grievance processes. In response to questions about treatment staff, case 

workers reported they did not have much information as to how staff treated the 

child/adolescent or if they built upon the child‟s strengths in regard to treatment 

planning. 

 

After reviewing comments from focus groups, the CFST observed that the 

child‟s/adolescents‟ experience at an RTF is positively affected when the 
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community mental health providers and CYS case workers collaborate on 

placement, monitoring and discharge planning. To help ensure a successful RTF 

placement, it is the recommendation of CFST that there be a mental health case 

manager that assists CYS whenever a child/adolescent is referred to a RTF.” 

Adult Partial Hospitalization 

 

Section II. Satisfactions 

 

“High levels of satisfaction (as delineated in the data appendix) were identified by 

Members and/or family members in the following areas:” 

• Cultural Competency (i.e., staff respectfulness of race, gender, sexual 

orientation, and spiritual and/or religious background).  

• Staff (i.e., general respectfulness and respectfulness of confidentiality. 

• Overall satisfaction (i.e., received needed help and general satisfaction with 

received services).  

Low levels of satisfaction (as delineated in the data appendix) were identified by 

Members and/or family members in the following areas: 

• Community Care Behavioral Health Organization (i.e., Members not receiving 

a handbook, unfamiliar with CCBHO)  

• Empowerment (i.e., lack of information about medication side effects, lack of 

information about additional helpful services, lack of familiarity with 

Community Support Program (CSP).  

 

Section III. CFST Observations/Recommendations 

Challenge Recommendation 

 

“CFST continues to be concerned with the high number of responses 

showing Members are unfamiliar with CCBHO and reporting they 

have not received a Member Handbook.  CFST recommends that Providers have Member 

Handbooks available on site for Members and those Providers regularly discuss Member 

Handbooks at their consumer community meetings.” 

 

NBHCC Response: NBHCC will ensure that all Partial Hospitalization sites 

receive an adequate supply of Member Handbooks. The providers will be asked 

to contact NBHCC if more are needed. Further, providers will be strongly 

encouraged to include regular discussion of HealthChoices rights on a monthly 

basis. 

 

Challenge Recommendation 

“CFST continues to be concerned with the consistent number of 

Members reporting they are not aware of the side effects of their medications. 

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

 

NBHCC Response: CCBHO and NBHCC will be conducting 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 
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Hospitalization Programs will be reviewed for their efforts to educate members 

regarding medication and side effects. Additionally, the CFST recommendations 

will be shared with each provider during the review. 

 

Challenge Recommendation 

 

“CFST continues to be concerned with the trend of consumers 

reporting they are unfamiliar with CSP Principles. Providers should develop a plan of action to 

show how they will address this ongoing concern.” 

 

NBHCC Response: The annual program audit of Partial Hospitalization 

providers will include a tour of the physical sites which will focus on educational 

materials available and on display. Specifically the audit team will look for efforts 

to educate members regarding CSP Principles. Additionally, the CFST 

recommendations and concerns will be shared with providers. 

 

Challenge Recommendation 

“Many individuals are still reporting they do not have a Mental Health 

Advance Directive and are requesting information on Mental 

Health Advance Directives. The CFST encourages providers to make 

available Mental Health Advanced Directive information.” 

 

NBHCC Response: The 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 will conduct a tour of the physical 

site and will look for educational material available for members. Additionally, the 

CFST recommendations and concerns will be shared with providers. 

 

Observations 

 

• The CFST would like to state their appreciation to all the providers and their 

assistance with this project. All provider staff were very helpful to the CFST. 

• Many Members had exceedingly positive things to say about their provider 

staff and felt very supported by them. 

 

 

CFST Recommendation 

 

“CFST accepts NBHCC‟s responses.” 

 

Interventions 

 

The results of this survey were shared with our providers at a PAC meeting as well as internally 

reviewed within Community Care. All new members also receive a handbook mailed directly to 

their home by NBHCC.  
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The RTF C/FST surveys were a source of valuable data for Community Care, both in 

establishing a baseline of satisfaction but also in better understanding the concerns of youth in 

the RTF network. In late November, the CFST team who had just conducted a survey at an area 

RTF contacted NBHCC and Community Care about what they expressed as potential safety 

concerns at one specific program. Community Care responded to that concern by contacting the 

Regional Offices of OMHSAS and OCYF to join us in an unannounced site visit to the program. 

During that visit, we visited with members who confirmed concerns that the staff culture at the 

RTF was not as supportive and recovery oriented for our members as we would expect. A 

workgroup led by the RTF but with consultation from Community Care was developed to 

respond to this issue and will continue in 2008. 

 

 

2008 Proposal  

 

As noted earlier, concern about parent attendance and understanding of the ISPT meetings 

prompted Community Care to develop an information sheet to be launched in 2008. 

The RTF work group established at a regional RTF to analyze and promote a healthier culture for 

the youth being served there will be continued. 

In January 2008, the CFST survey recommendations will be/ were  shared with RTF providers to 

promote awareness of common themes and promote a dialogue about creative and effective 

practices on such matters as accessibility to treatment plans for youths in RTFs, better engaging 

families in the ISPT process, incorporating CASSP principles into those meetings, promoting an 

improved awareness of the role and purpose of RTF level of care for families faced with this 

decision. 

The CFST recommendations will be incorporated into Community Care‟s Adult PHS chart 

review in 2008, with attention to ensuring the availability of member handbooks at each PHS 

site; use of member rights information being built into recovery oriented programming within the 

programs;  periodic orientation for members of CSP and Advocacy information; and clarification 

of program staff‟s role in CSP activities. 

 

C/FST will continue to survey consumers in 2008.   

 

 

3.  Access  

 

Discussion 

 

The Accessibility of Services indicator monitors patient safety related to accessibility of services.   

The rate at which members were able to access non-life-threatening and life–threatening 

emergent and urgent needs was monitored by reviewing triaged member calls to Community 

Care for the urgent and emergent access standards, which are as follows:  

 Urgent access – appointment offered within 24 hours. 

 Non-life threatening emergent access – appointment within 1 hour. 

 Life-threatening emergent access – appointment offered immediately.     
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Data  

Table3.3a  – Urgent Access 

Urgent Calls to Community Care 

Standard: Appt offered within 24 

hours 

2006 

    (Q 3-4) 

2007 

(Q 1-3) 

Numerator  3  6 

Denominator 3  6 

Percentage 100% 100% 

 

Table 3.3b Non- Life Threatening Emergent Access 

Non-Life Threatening Emergent 

Access  

Standard: Appt offered within 1 hour 

(2006) 

 

(Q3-4) 

2007 

 

(Q1-3) 

Numerator  6  2 

Denominator  6  2 

Percentage 100% 100% 

 

Table 3.3c Life Threatening Emergent Access 

Life-Threatening Emergent Access 

Standard: Appt offered immediately  

2006 

(Q3-4) 

2007 

(Q1-3) 

Numerator  4  2 

Denominator  4  2 

Percentage 100% 100% 

 

Analysis  

 

Throughout 2007, Community Care met the accessibility standard for urgent, non-life 

threatening emergent, and life threatening emergent access calls.   Community Care had one 

access related complaint in 2007 which was addressed and resolved.  There were no safety issues 

identified.   If any issues had been identified, the Quality Department would have been made 

aware of incidents through the Provider Benchmarking Process and follow-up would have 

occurred.   

 

2008 Proposal 

 

Community Care will continue to monitor accessibility in 2008 to ensure members have timely 

access to services.   

 

4. Provider Network Availability 
    

Discussion 

 

Community Care monitors the availability of providers to ensure that members have a choice of 

providers within a convenient drive distance. Choice is inherent to the recovery and resiliency 

philosophy. Community Care uses GeoAccess software to conduct analysis of the network.  The 

State Office of Mental Health and Substance Abuse Services (OMHSAS) expectation is that 
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90% or more of the members have access to one or more providers within established drive 

distance standards. Using this methodology, waiver requests are requested from the State when  

availability standards are not met.   

 

The provider availability standards for urban counties are that members should have to travel no 

more than 20 miles or 30 minutes to reach a provider or 45 miles or 60 minutes for rural 

counties.  Currently in the Northeast contract, Luzerne is the only urban county, and 

Lackawanna, Susquehanna, and Wyoming all have a rural designation. The monitoring of 

availability to different provider types includes Inpatient Psychiatric for Adults and Children, 

RTFs, Mental Health Partial for Adults and Children, Mental Health Crisis, Family-Based 

Mental Health, Intensive Case Management/Resource Coordination (ICM/RC), Behavioral 

Health Rehabilitation Services for Children and Adolescents (BHRSCA), Outpatient Mental 

Health for Adults and Children, Clozaril Support, D&A Inpatient Detox, D&A Inpatient Rehab, 

Non-Hospital Detox for Adults and Children, Non-Hospital Rehab for Adults and Children, 

Halfway Houses, Methadone Maintenance, and D&A Outpatient for Adults and Children. Many 

of these levels of care are designated as high volume (HV) or high risk (HR) areas. Please note 

that Community Care is standardizing its methodology for exception requests across Health 

Choices contracts and the data is presented based on time travel standards (in minutes).  

Community Care using local knowledge of the actual travel time, has concluded that the time (in 

minutes) methodology more accurately reflects access to services. 

 

Data 

Table 3.4a. Lackawanna County Percentage of Members Meeting Availability Standards   

 
PERFORMANCE STANDARD: 

Network Sufficiency 
(GOAL) 

PERCENT OF 
MEMBERS WITH 

DESIRED ACCESS 

(ACTUAL) 
PERCENT OF 

MEMBERS WITH 
DESIRED ACCESS 

August 2006 

(ACTUAL) 
PERCENT OF 

MEMBERS WITH 
DESIRED ACCESS 

March 2007 

Inpatient Psychiatric Providers - Adult 1 
Within 45 Miles 

90.00% 100% 100% 

 Inpatient Psychiatric Providers - Child1 
Within 45 Miles 

90.00% 70.88% 100% 

 RTF Providers - Child 1 Within 45 Miles 90.00% 92.90% 100% 

Mental Health Partial - Adult Providers 2 
Within 45 Miles 

90.00% 99.66% 100% 

 Mental Health Partial - Child Providers2 
Within 45 Miles 

90.00% 100% 100% 

Mental Health Crisis Providers1 Within 45 
Miles 

90.00% 100% 100% 

Family-Based Mental Health Providers*2 
Within 45 Miles 

90.00% 99.54% 100%* 

 ICM/RC Providers*2 Within 45 Miles 90.00% 99.54% 100%* 

BHRSCA Providers* 
2 Within 45 Miles 

90.00% 100% 100%* 

Outpatient Mental Health - Adult Providers 
2 Within 45 Miles 

90.00% 100% 100% 

Outpatient Mental Health - Child Providers  
2 Within 45 Miles 

90.00% 100% 100% 

 Clozaril Support Providers  
2 Within 45 Miles 

90.00% 100% 100% 

D&A Inpatient Detox Providers 
1 Within 45 Miles 

90.00% 0% 0% 
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D&A Inpatient Rehab Providers  
1 Within 45 Miles 

90.00% 0% 0% 

Non-Hospital Detox - Adult Providers  
1 Within 45 Miles 

90.00% 99.83% 100% 

Non-Hospital Detox - Child Providers  
1 Within 45 Miles 

90.00% 36.61% 100% 

Non-Hospital Rehab - Adult Providers 
1 Within 45 Miles 

90.00% 99.83% 100% 

Non-Hospital Rehab - Child Providers  
1 Within 45 Miles 

90.00% 36.61% 100% 

Halfway House Providers  
1 Within 45 Miles 

90.00% 69.71% 100% 

Methadone Maintenance Providers  
2 Within 45 Miles 

90.00% 0% 0.56% 

 D&A Outpatient - Adult Providers  
2 Within 45 Miles 

90.00% 100% 100% 

D&A Outpatient - Child Providers  
2 Within 45 Miles 

90.00% 99.70% 100% 

 

Analysis 

 

In 2007, Community Care exceeded the DPW goal of 90% with the exception of Drug and 

Alcohol Detoxification and Methadone Maintenance, which were 0% and .56% respectively.  

Waivers were requested for D&A detox and rehab for both children and adults and methadone 

maintenance.   

 

Data 

Table 3.4b. Luzerne County Percentage of Members Meeting Availability Standards  
PERFORMANCE STANDARD: 
 
Network Sufficiency 

(GOAL) 
PERCENT OF 
MEMBERS WITH 
DESIRED ACCESS 

(ACTUAL) 
PERCENT OF 
MEMBERS WITH 
DESIRED ACCESS 
August 2006 

(ACTUAL) 
PERCENT OF 
MEMBERS WITH 
DESIRED ACCESS 
March 2007 

Inpatient Psychiatric Providers - Adult  
1 Within 20 Miles 

90.00% 99.71% 99.92% 

 Inpatient Psychiatric Providers - Child 
1 Within 20 Miles 

90.00% 82.55% 80.89% 

 RTF Providers - Child  
1 Within 20 Miles 

90.00% 76.50% 79.34% 

Mental Health Partial - Adult Providers  
2 Within 20 Miles 

90.00% 99.97% 99.99% 

 Mental Health Partial - Child Providers 
2 Within 20 Miles 

90.00% 99.90% 99.93% 

Mental Health Crisis Providers 
1 Within 20 Miles 

90.00% 100% 100% 

Family-Based Mental Health Providers* 
2 Within 20 Miles 

90.00% 64.49% 100%* 

 ICM/RC Providers* 
2 Within 20 Miles 

90.00% 99.57% 100%* 

BHRSCA Providers* 
2 Within 20 Miles 

90.00% 100% 100%* 

Outpatient Mental Health - Adult Providers 
2 Within 20 Miles 

90.00% 99.59% 99.72% 

Outpatient Mental Health - Child Providers  
2 Within 20 Miles 

90.00% 99.67% 99.70% 

 Clozaril Support Providers  
2 Within 20 Miles 

90.00% 99.76% 99.85% 

D&A Inpatient Detox Providers 
1 Within 20 Miles 

90.00% 0% 0% 

D&A Inpatient Rehab Providers  
1 Within 20 Miles 

90.00% 0% 0% 

Non-Hospital Detox - Adult Providers  
1 Within 20 Miles 

90.00% 79.90% 79.51% 
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Non-Hospital Detox - Child Providers  
1 Within 20 Miles 

90.00% 79.64% 79.23% 

Non-Hospital Rehab - Adult Providers 
1 Within 20 Miles 

90.00% 80.03% 79.64% 

Non-Hospital Rehab - Child Providers  
1 Within 20 Miles 

90.00% 81.11% 80.59% 

Halfway House Providers  
1 Within 20 Miles 

90.00% 79.54% 79.12% 

Methadone Maintenance Providers  
2 Within 20 Miles 

90.00% 0% 0% 

 D&A Outpatient - Adult Providers  
2 Within 20 Miles 

90.00% 99.97% 99.96% 

D&A Outpatient - Child Providers  
2 Within 20 Miles 

90.00% 99.73% 99.84% 

 

Analysis  

 

 In 2007, Community Care exceeded the DPW goal of 90% with the exception of Child In 

Patient Psychiatric Provider( 80.89%),RTF child (79.34%), Drug and Alcohol In Patient 

Detoxification, Rehabilitation and Methadone Maintenance, which were 0%.  Non Hospital 

Detoxification for adults and Non hospital detoxification for children also fell in the 79.51 and 

79.23 ranges respectively. Non hospital Rehabilitation for adults was 79.64% and non hospital 

rehab for children was 80.89%. Adult Halfway houses were below the 90% goal, at 79.12% 

Waivers were requested accordingly.   

 

 

Data 

Table 3.4c. Susquehanna County Percentage of Members Meeting Availability Standards  

PERFORMANCE STANDARD: 
 
Network Sufficiency 

(GOAL) 
PERCENT OF 
MEMBERS WITH 
DESIRED ACCESS 

(ACTUAL) 
PERCENT OF 
MEMBERS WITH 
DESIRED ACCESS 
August 2006 

(ACTUAL) 
PERCENT OF 
MEMBERS WITH 
DESIRED ACCESS 
March 2007 

Inpatient Psychiatric Providers - Adult  
1 Within 45 Miles 

90.00% 97.29% 97.26% 

 Inpatient Psychiatric Providers - Child 
1 Within 45 Miles 

90.00% 60.27% 52.10% 

 RTF Providers - Child  
1 Within 45 Miles 

90.00% 100% 99.10% 

Mental Health Partial - Adult Providers  
2 Within 45 Miles 

90.00% 100% 100% 

 Mental Health Partial - Child Providers 
2 Within 45 Miles 

90.00% 100% 100% 

Mental Health Crisis Providers 
1 Within 45 Miles 

90.00% 100% 100% 

Family-Based Mental Health Providers* 
2 Within 45 Miles 

90.00% 100% 100%* 

 ICM/RC Providers* 
2 Within 45 Miles 

90.00% 100% 100%* 

BHRSCA Providers* 
2 Within 45 Miles 

90.00% 100% 100%* 

Outpatient Mental Health - Adult Providers 
2 Within 45 Miles 

90.00% 100% 100% 

Outpatient Mental Health - Child Providers  
2 Within 45 Miles 

90.00% 100% 100% 

 Clozaril Support Providers  
2 Within 45 Miles 

90.00% 100% 100% 

D&A Inpatient Detox Providers 
1 Within 45 Miles 

90.00% 0% 0% 

D&A Inpatient Rehab Providers  
1 Within 45 Miles 

90.00% 0% 0% 
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Non-Hospital Detox - Adult Providers  
1 Within 45 Miles 

90.00% 99.50% 99.79% 

Non-Hospital Detox - Child Providers  
1 Within 45 Miles 

90.00% 49.51% 48.11% 

Non-Hospital Rehab - Adult Providers 
1 Within 45 Miles 

90.00% 99.50% 99.79% 

Non-Hospital Rehab - Child Providers  
1 Within 45 Miles 

90.00% 49.74% 48.19% 

Halfway House Providers  
1 Within 45 Miles 

90.00% 62.85% 54.44% 

Methadone Maintenance Providers  
2 Within 45 Miles 

90.00% 0% 0% 

 D&A Outpatient - Adult Providers  
2 Within 45 Miles 

90.00% 100% 100% 

D&A Outpatient - Child Providers  
2 Within 45 Miles 

90.00% 100% 100% 

 

 

Analysis  

 

 In 2007, Community Care exceeded the DPW goal of 90% with the exception of Child In 

Patient Psychiatric Provider( 52.10%), Drug and Alcohol In Patient Detoxification, 

Rehabilitation and Methadone Maintenance, which were 0%.  Non Hospital Detoxification for  

children also fell in the 48.11%. Non hospital Rehabilitation for children was 48.19%.  Halfway 

houses were below the 90% goal, at 54.44%% Waivers were requested accordingly.   

 

 

 

Data 

Table 3.4c. Wyoming County Percentage of Members Meeting Availability Standards  

PERFORMANCE STANDARD: 
 
Network Sufficiency 

(GOAL) 
PERCENT OF 
MEMBERS WITH 
DESIRED ACCESS 

(ACTUAL) 
PERCENT OF 
MEMBERS WITH 
DESIRED ACCESS 
August 2006 

(ACTUAL) 
PERCENT OF 
MEMBERS WITH 
DESIRED ACCESS 
March 2007 

Inpatient Psychiatric Providers - Adult  
1 Within 45 Miles 

90.00% 100% 100% 

 Inpatient Psychiatric Providers - Child 
1 Within 45 Miles 

90.00% 100% 100% 

 RTF Providers - Child  
1 Within 45 Miles 

90.00% 100% 100% 

Mental Health Partial - Adult Providers  
2 Within 45 Miles 

90.00% 100% 100% 

 Mental Health Partial - Child Providers 
2 Within 45 Miles 

90.00% 100% 100% 

Mental Health Crisis Providers 
1 Within 45 Miles 

90.00% 100% 100% 

Family-Based Mental Health Providers* 
2 Within 45 Miles 

90.00% 100% 100%* 

 ICM/RC Providers* 
2 Within 45 Miles 

90.00% 100% 100%* 

BHRSCA Providers* 
2 Within 45 Miles 

90.00% 100% 100%* 

Outpatient Mental Health - Adult Providers 
2 Within 45 Miles 

90.00% 100% 100% 

Outpatient Mental Health - Child Providers  
2 Within 45 Miles 

90.00% 100% 100% 

 Clozaril Support Providers  
2 Within 45 Miles 

90.00% 100% 100% 

D&A Inpatient Detox Providers 
1 Within 45 Miles 

90.00% 0% 0% 
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D&A Inpatient Rehab Providers  
1 Within 45 Miles 

90.00% 0% 0% 

Non-Hospital Detox - Adult Providers  
1 Within 45 Miles 

90.00% 100% 100% 

Non-Hospital Detox - Child Providers  
1 Within 45 Miles 

90.00% 100% 100% 

Non-Hospital Rehab - Adult Providers 
1 Within 45 Miles 

90.00% 100% 100% 

Non-Hospital Rehab - Child Providers  
1 Within 45 Miles 

90.00% 100% 100% 

Halfway House Providers  
1 Within 45 Miles 

90.00% 100% 100% 

Methadone Maintenance Providers  
2 Within 45 Miles 

90.00% 0% 0% 

 D&A Outpatient - Adult Providers  
2 Within 45 Miles 

90.00% 100% 100% 

D&A Outpatient - Child Providers  
2 Within 45 Miles 

90.00% 100% 100% 

 

 

Analysis  

 

 In 2007, Community Care exceeded the DPW goal of 90% with the exception of D and A 

Inpatient Detox and Rehabilitation and Methadone maintenance, each 0%.  

Waivers were requested for D&A detoxification and rehabilitation for both children and adults 

and methadone maintenance.   

 

 

Interventions 

 

When a member cannot access a provider within the standard drive distances, Community Care 

refers members to the closest provider possible or approves services to non-par providers. 

   

Community Care is adjusting the network to meet the enrollee‟s needs.  Although Community 

Care has a well-established network, when appropriate, the network is adjusted to meet the needs 

of enrollees based on requirements determined from the GeoAccess Report as well as our 

priority populations.  Providers are reviewed regarding their interest in joining the network to 

determine if these providers have specialties that would meet the unique necessities of our 

enrollees.  Community Care always corresponds and collaborates with the Counties/ NBHCC in 

determining these needs. 

 

2008 Proposal 

 

Community Care will continue to monitor the availability of providers in the network.  

Community Care will track requests to the levels of care for which waivers have been requested 

over the course of the program year, will monitor any significant member incidents and 

complaints related to access, and will continue to determine the need to either suggest  to 

NBHCC expanding services or seek new providers of any of these levels of care to improve 

access. 
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5. Penetration Rate 

 

Discussion 

The Penetration Rate measures the proportion of members out of the total membership who use 

any behavioral health service during the measurement period.  This proportion is then compared 

to a threshold consisting of a lower bound derived from an average of past users of services. The 

data is based on utilization from claims. The annual membership count is more reliable than a 

quarterly snapshot. Additionally, this yearly measure is more consistent with industry standard 

and allows comparison to external benchmarks. In the Northeast region, the data range for this 

report is for the last 2 quarters of 2006. 

 

Data  

 

Table 3.5a Penetration rate 

Year Current 

2006 31.5% 

 

 

Graph 3.5a – Penetration Rate  

0

10

20

30

40

50

Penetration Rate Lower Threshold

 

 

Analysis  

 

The 2007 [MY Q 3 and 4 2006] penetration rate was 31.5%, which exceeded the lower threshold 

of 20%.  The penetration rate is considered higher than in other regions, reflecting that more 

members are accessing services in the Northeast.  This is likely consistent with a high number of 

BHRS services and a high usage of Partial Hospitalization services in this region. 

 

Barriers 

 

Despite the high rate of penetration that may be driven by two levels of care in the Northeast, 

some members may be unaware of Community Care and the services we offer. 
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Ongoing Interventions  

 

Member packets are mailed by NBHCC to all new members to explain who Community Care is 

and what services are provided.  Community Care Behavioral Health continues collaboration and 

increased communications with the physical plans so they will direct members to Community 

Care, when appropriate.  Recovery oriented conferences have also been held throughout the 

Northeast region in 2007.  

 

2008 Proposal  

 

Community Care will continue monitoring the Penetration Rate and implement interventions if 

the data falls below the lower threshold of 20 % which was accepted as the goal in the January 

2008 QMC meeting. 

 

 

6.  Inter-rater Reliability 

 

Discussion 

 

Inter-rater Reliability (IRR) is assessed through written cases that are initially reviewed by the 

Chief Medical Officer (CMO). The CMO first determines which medical necessity criteria and 

the appropriate level of care to apply.  The written cases are then given to the Care Managers 

(CM) and Peer Advisors (PA) who determine a level of care using the appropriate medical 

necessity criteria.  The cases are then scored to see if the Care Managers and Peer Advisors 

selected the correct MNC set and level of care as determined by the Chief Medical Officer.   

 

The goal for both Care Managers and Professional Advisors for the percent agreement with the 

assigned level of care is 85%.  Each quarter, the Care Managers and Professional Advisors are 

given four cases.  These cases include mental health, drug and alcohol, and child and adolescent 

cases.  The cases are also varied between continued stay and pre-certification.  BHRS Care 

Managers receive two BHRS cases, since this is the only area they review.  

 

 

2007 Data 

Table 3.6a – Peer Advisor IRR 

 

Quarter Goal Numerator Denominator Percentage 

1Q 2007 85% 58 68 85% 

2Q 2007 85% 59 72 82% 

3Q 2007 85% 67 74 91% 

4Q 2007 85% 65 74 88% 

Overall 2007 IRR 85% 62 72 86% 

2006 Comparison 

Rate ( 4Q 2006) 

85% 48 54 89% 
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Table 3.6b – HC Northeast Care Manager IRR 

Quarter Goal Numerator Denominator Percentage 

1Q 2007 85% 96 106 88% 

2Q 2007 85% 91 104 88% 

3Q 2007 85% 89 98 91% 

4Q 2007 85% 88 102 86% 

Overall 2007 IRR 85% 91 102 89% 

2006 Comparison 

Rate( 4Q 2006) 

85% 84 92 93% 

 

Analysis 

 

For Peer Advisors, the results ranged from 82% to 91%.  All Peer Advisors met and exceeded 

the goal of 85% in each quarter except Q 2 2007. An analysis of this found that there was 

inadequate information provided to support the medical necessity determination and that 

feedback was reported by the majority of Peer Advisors. This reinforced the importance of 

receiving sufficient information in order to make a reliable determination. During a regular 

review additional information would have been requested.  As a result, no interventions were 

implemented.  The 2007 overall rate was 86%, also meeting and exceeding the goal of 85%. As 

2006 was our start up year we only have one quarter of comparative data from Q 4, 2006 (89%). 

 

In 2007, the range for Care Managers was between 86% and 91%.  All Care Managers met or 

exceeded the goal of 85% in each quarter. The overall average for 2007 was 89%. Q 4 2006 was 

the first reporting of this data at 93%. It is anticipated that we will see continued improvement as 

the staff and contract matures.  

 

2008 Proposal 

 

Community Care will continue to measure IRR.  Interventions will be implemented if the rate 

falls below the goal.   

 

7. Appropriateness of Service Authorization  

  

Discussion 

 

Community Care uses three main criteria to make utilization management decisions.   

 

They are: 

 Appendix T for Mental Health. 

 PCPC 2
nd

 edition January 1999 for adult drug and alcohol problems . 

 ASAM 2
nd

 edition 2001 for child and adolescents with drug and alcohol issues.. 

 

In addition, Community Care developed additional criteria for other levels of care where a gap 

existed.  Criteria for Psych Testing, NeuroPsych Testing, IRT/CRR, ECT, Acute Stabilization 

and Diversion (adult and adolescent), Psychiatric Rehabilitation,  Mobile Medication Team and  

Long Term Structured Residential Rehab have been developed.  IPMH criteria, that was 
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developed by Community Care in 2006 received OMHSAS approval in 2007 and was formally 

incorporated into Community Care‟s medical necessity review process. 

 

Annually Community Care‟s Chief Medical Officer gathers input from Community Care 

Behavioral Health Organization staff, peer advisors, practitioners and any other input regarding 

the Medical Necessity Criteria received since the previous year‟s review.  As part of the annual 

review, the Chief Medical Officer conducts a literature search for any relevant, recently 

published literature related to Medical Necessity Criteria for managed behavioral health.   

 

Analysis / Interventions 

 

There were no changes to Appendix T, PCPC, or ASAM in 2007, therefore there were no 

recommendations made for the criteria based on the literature search. The criteria and 

Community Care‟s policy and procedure on the application of MNC were approved for 

continued use by the QMC.   

 

In 2007, Community Care also developed a draft Medical Necessity Criteria to supplement the 

Appendix T criteria for ECT.  Community Care proposed the use of this criteria for mental 

health services, as they are more recovery oriented, which is consistent with OMHSAS and 

Community Care‟s vision for recovery oriented treatment.  The criteria are also more applicable 

and appropriate for HealthChoices members and the Seriously Mentally Ill population.  This 

criteria has been forwarded to OMHSAS for approval.  

 

2008 Proposal 

 

Community Care will continue to use the three main criteria and the supplemental criteria.  

 

8. Complaints 

 

Discussion 

 

A complaint is defined as an expression of dissatisfaction that a member presents, either in 

written or oral form, which is subject to resolution by Community Care within a 30-day 

timeframe.  It may be a dispute or an objection regarding a participating health care provider or 

the coverage, operations, or management policies of Community Care, including, but not limited 

to 1) a denial because the requested service is not a covered benefit; 2) failure of Community 

Care to meet the required timeframes for providing a service; 3) failure of Community Care to 

decide a complaint or grievance within the specified timeframes; 4) a denial of payment after a 

service has been delivered because the service(s) was provided without authorization by a 

provider not enrolled in the Pennsylvania Medical Assistance Program; or 5) a denial of payment 

after a service has been delivered because the service is not a covered benefit.  Complaints are 

tracked to identify trends and needed interventions. The six complaint categories by topic (and 

definition) are as follows: 

 

 Access – when a member is having difficulty obtaining an appointment within a certain 

time period or within a certain distance.  
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 Attitude & Service – non-clinical customer service complaints, including the behavior of 

the clinician.  

 Quality of Care – complaints regarding treatment received, including medication and 

treatment decisions. 

 Billing and Financial Issues – when a member receives a bill for a covered service, 

including co-payment, deductible, and/or coinsurance amounts. 

 Benefit Issues – complaints regarding non-covered services, benefit exceptions or 

requests for treatment with a non-participating provider. 

 Cultural Competency - barriers to treatment based on the following topics:  race, 

ethnicity, language, age, region or country of origin, degree of acculturation (such as 

speaking with an accent or a particular dialect), gender, socioeconomic class, religious 

beliefs, sexual orientation, special needs, HIV/AIDS, or pregnant substance abuser. 

Data  

Table 3.8a - 2007 First and Second Level Complaints   

 Total  Complaints 

 
1

st
 Level 2

nd
 Level per 1000 Members 

1Q 07 19 3 0.96 

2Q 07 10 7               0.50 

3Q 07 16 0               0.79 

4Q 07 20 0 0.98 

2007 Total 65 10 0.81 

2006 16 3               0.52 

  

Table 3.8b – 2007 Complaints by Category 

 Access Attitude & Svc Quality of Care 

  1st 

Level 

2nd Level 1st Level 2nd Level 1st 

Level 

2nd Level 

1Q 07 0 0 9 3 10 0 

2Q 07 1 0 1 5 8 2 

3Q 07 0 0 8 0 7 0 

4Q 07 0 0 5 0 12 0 

2007 Total 1 0 23 8 37 2 

2006 1 0 4 0 9 3 

 

Table 3.8c – 2007 Complaints by Category  

 Billing & Financial Benefits Cultural Competency 

 
1st 

Level 

2nd Level 1st Level 2nd Level 1st Level 2nd Level 

1Q 07 0 0 0 0 0 0 

2Q 07 0 0 0 0 0 0 

3Q 07 1 0 0 0 0 0 

4Q 07 1 0 2 0 0 0 

2007 Total 2 0 2 0 0 0 

2006 0 0 2 0 0 0 
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Analysis 

In the four quarters of 2007, there were four times the number of level one complaints filed than 

in the two quarters of 2006.  While there are a larger number of complaints when comparing 

amounts per thousand  year to year there was only small increase( .52 to .81per thousand) . There 

were a total of 65 first level complaints in 2007 compared to the 16 filed with us in 2006.  Some 

members had multiple complaints, which may account for the increase in the number of 

complaints.  The category with the highest number of complaints (57%) was the quality of care 

category which is consistent with the 2006 data( 56%). Attitude and service was an issue 35% of 

the time in 2007. There were 2 billing related complaints and one access related complaint which 

was resolved. There were no complaints that were considered clinically urgent.  There were no 

cultural competency complaints in 2007.  

 

Community Care continued to improve the complaint investigation process in 2007.  Quality 

issues identified during the complaint process were addressed with providers through re-

education or requests for corrective action.  All complaints but one met standards for timely 

resolution. In 2007, Community Care continued to document each step in the complaint process. 

A meeting held with the Dept of Health and OMHSAS proved very helpful in helping staff 

understand the importance of thorough investigation and documentation of efforts.  In 2007 

Community Care also worked to improve the timeline for acknowledging a complaint, moving to 

a five business day window. 

 

Interventions 

 

The Complaint and Appeals Coordinator worked closely with our providers and internal care 

management staff to ensure that differences between providers and members related to Quality 

of Care were resolved quickly, reasonably, and (if possible) to the member‟s satisfaction.  

Members are educated about their right to file complaints through their member handbook as 

well as through Community Care‟s website. We have asked providers to list Community Care as 

a resource to address unresolved complaints within the provider system. Community Care has 

improved its internal processes through additional staff trainings, weekly meetings to review 

processes, and improved collaboration between clinical, quality, and network staff to address the 

issues raised through the complaint process. Quality issues identified during a complaint 

investigation are addressed with providers through re-education. NBHCC and Community Care 

also worked collaboratively to ensure member‟s needs and concerns were addressed when an 

issue could not be satisfied at the first level. 

  

2008 Proposal 

 

Community Care will continue monitoring complaints in 2008, meeting the standards for 

timeliness, and continue documenting each step in the complaint process.  
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Section 4.  Monitoring Activities to Evaluate the Quality and Performance of the Provider 

Network 

 

1. Record Reviews 

 

Discussion 

 

Community Care collaborates with providers within the network to ensure quality of care and 

safety of all members.  This is facilitated through various quality activities, including annual 

routine quality record reviews and the Significant Member Incident/Provider Benchmarking 

process. 

 

In 2007, Community Care completed routine quality record reviews for four levels of care, in 

accordance with the work plan.  The levels reviewed were Adult Sub-acute Partial 

Hospitalization, Children‟s Sub-acute Partial Hospitalization, Children‟s School Based Partial 

Hospitalization and Behavioral Health Rehabilitative Services (BHRS).  

 

 

Community Care completes record reviews of high volume providers defined as providers who 

have collectively delivered service to 80% of members.  After determining high volume 

providers, a random sample of five member records are selected for BHRS and 10% of 

authorizations with a maximum of 10 records for each partial hospitalization program. 

 

The Quality Department and Care Management/Utilization Management collaborate to 

determine any indicators that may be of concern.   Several DPW initiative indicators were added 

in 2007 and were measured during the BHRS review.  These indicators included documented 

weight, documented Body Mass Index (BMI), documented use of tobacco for those members 

ages 14 and older, completed screening of abuse/ domestic violence, and completed screening 

for witness of abuse/ domestic violence for those ages 14 and older.   

 

When the data is aggregated, providers are asked to submit a corrective action plan to 

Community Care for any indicators that fall below the established 80% goal.  To ensure the 

implementation of corrective action plans, adherence is measured during subsequent reviews.  In 

addition, this may be monitored through ad hoc record reviews related to Significant Member 

Incidents.   

 

Goal 

 

On each indicator, the goal is for providers to score 80% or higher.   

 

Adult Sub-Acute Partial Hospitalization Data 

 

In the second quarter of 2007, Community Care completed quality record reviews for the adult 

sub-acute partial hospitalization level of care.  This was a level of care that had not been 

previously reviewed through the quality record review process; therefore, the data gathered 
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established a baseline.  Community Care reviewed a total of 55 Community Care member 

records at four adult sub-acute partial hospitalization provider sites.   

 

Data 

Table 4.1a - Adult Sub-Acute Partial Hospitalization Record Review Indicators 

 

Goal Adult Sub-Acute Partial Hospitalization  Indicators 2007 

80% Daily clinical assessment of member‟s needs, response to treatment, 

included progress towards goals and need for ongoing treatment is 

documented 

93% 

80% Evidence of Allergy Screening found in chart 89% 

80% Evidence of Domestic Violence Screening (Age 14 and older) 60% 

80% Coordination of Care with PCP 67% 

 

Analysis / Interventions 

 

Table 4.1a. identifies some highlights as well as opportunities across the network.  Providers 

scored well on documenting daily clinical assessment, evidence of allergy screening along with 

significant medical history.  Some opportunities for improvement that were identified across the 

network were domestic violence screenings and coordination of care with the primary care 

physician.   

 

Providers received education regarding the additional DPW record review indicators through a 

provider newsletter during the month of June 2007.  An intervention that has been implemented 

to address domestic violence is education of members and providers.  Providers were given 

Domestic Violence pamphlets for member‟s documenting pertinent information along with 

Domestic Violence Hotlines for all counties in Pennsylvania.  These pamphlets are in both 

English and Spanish.   

 

Overall, Adult Sub-Acute Partial Hospitalization providers scored well on the indicators on the 

quality record review however there is still room for improvement.   

 

Children’s Sub-Acute Partial Hospitalization Data 

 

In the second quarter of 2007, Community Care completed quality record reviews for the 

children‟s sub-acute partial hospitalization level of care.  This was a level of care that had not 

been previously reviewed through the quality record review process; therefore, the data gathered 

established a baseline.  Community Care reviewed a total of 30 Community Care member 

records at three children‟s sub-acute partial hospitalization provider sites.   

 

Data 

Table 4.1b – Children‟s Sub-Acute Partial Hospitalization Record Review Indicators 

 

Goal Children‟s Sub-Acute Partial Hospitalization  Indicators 2007 

80% Evidence of Coordination of Care with the school district 97% 

80% Evidence of Allergy Screening found in chart 93% 
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80% Evidence of Domestic Violence Screening (Age 14 and older) 14% 

80% Coordination of Care with PCP 90% 

 

Analysis / Interventions 

 

Table 4.1b. identifies some highlights as well as opportunities across the network. Providers 

scored well on documenting medical necessity for level of care, documenting member‟s 

strengths, and evidence of allergy screening along with significant medical history. 

 

Some opportunities for improvement that were identified were domestic violence screenings 

along with assessment for the need for case management.   

 

An intervention that has been implemented to address domestic violence is education of 

members and providers.  Providers were given Domestic Violence pamphlets for member‟s 

documenting pertinent information along with Domestic Violence Hotlines for all counties in 

Pennsylvania.  These pamphlets are in both English and Spanish.   

 

Overall, Children‟s Sub-Acute Partial Hospitalization providers scored well on the indicators on 

the quality record review.  As a result, this measure was retired from the workplan for 2008.   

 

Children’s School Based Partial Hospitalization Data 

 

In the second quarter of 2007, Community Care completed quality record reviews for the 

children‟s school based partial hospitalization level of care.  This was a level of care that had not 

been previously reviewed through the quality record review process; therefore, the data gathered 

established a baseline.  Community Care reviewed a total of 30 Community Care member 

records at three children‟s school based partial hospitalization provider sites.   

 

Data 

Table 4.1c – Children‟s School Based Partial Hospitalization Record Review Indicators 

 

Goal Children‟s School Based Partial Hospitalization  Indicators 2007 

80% Child/Adolescent has an extensive inability to function successfully in 

mainstream educational placements and or/other emotional support 

classrooms 

83% 

80% Child/Adolescent has been unsuccessfully treated in lower levels of 

behavioral health treatment. Or child is placed in SBPHP to avoid 

placement in more restrictive environments 

90% 

80% Assessments are in “Best Practice” format 53% 

80% Coordination of Care with PCP 90% 

80% Treatment must include individual, group, milieu and family therapy 6% 

 

Analysis / Interventions 

 

Table 4.1c. identifies some highlights as well as opportunities across the network.  Providers 

scored well on documenting medical necessity for level of care, documenting member‟s 
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strengths, and evidence of allergy screening along with significant medical history.  Some 

opportunities for improvement that were identified included assessments being in Best Practice 

Format, assessing special needs/barriers to treatment/environmental risks as part of the MISA 

assessment.   

 

Interventions implemented during 2007 to address this issue included training for prescribers on 

the Best Practice format for evaluations.  A MISA Screening PowerPoint presentation was given 

to all school based partial hospitalization providers educating them on the completion of a full 

MISA screening for those ages 14 and older.  

 

Overall, Children‟s School Based Partial Hospitalization providers scored well on the indicators 

on the quality record review.   As a result, this measure was retired from the work plan for 2008.   

 

BHRS Data 

 

Behavioral Health Rehabilitation Services (BHRS) were reviewed during the fourth quarter of 

2007.  As part of the record review, Best Practice Evaluations were also assessed.  Community 

Care reviewed a total of 40 County Community Care member records at eight provider sites.   

 

Table 4.1d - BHRS Record Review Indicators 

 

Goal BHRS Record Review Indicators 2007 2006 

80% Coordination of Care with PCP 23% 15% 

80% Specific Goals on Treatment Plan 93% 100% 

80% Documented Use of Community Supports 83% 53% 

80% Coordination of Care With Other Behavioral Health Specialists 73% 56% 

80%  Coordination of Care with School if Services Delivered in 

Educational Setting 

85% 70% 

80% Medication Rationale for Diagnosis/Symptoms 80% 33% 

 

Analysis / Interventions 

 

Table 4.1d. identifies some highlights as well as opportunities across the network.  Providers 

scored pretty well on, specific goals on the treatment plan, medication rationale for 

diagnosis/symptoms, and documenting use of community supports.  BHRS providers improved 

on coordination of care with PCP between 2006 and re-measurement in 2007.  Opportunities for 

improvement that were identified across the network included measurable objectives and 

interventions on the treatment plans, and coordination of care with the PCP 

 

Community Care continues to provide ongoing education regarding treatment planning to 

network providers.  Providers received educational material concerning CASSP treatment plans 

during the record review process. All providers within the network received the June 2007 

provider newsletter containing an article regarding coordination of care with the PCP and a 

sample letter for sending to the PCP.  
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BHRS Best Practice Evaluations Data 

 

Best Practice evaluations were reviewed conjointly with BHRS records.  The evaluations were 

assessed for adherence with the DPW 2
nd

 Edition of The Life Domain Format for 

Psychiatric/Psychological Evaluations.   

 

Table 4.1e - BHRS Best Practice Evaluation Indicators 

  

Goal BHRS Best Practice Evaluation Indicators 2007 2006 

80% Current Description of Child‟s Behaviors 93% 93% 

80% History of Child‟s Behaviors 83% 83% 

80% Overview and Summary 88% 88% 

80% Racial Composition of Family 90%% 53% 

80% Evidence of Consultation with Other Child Serving Systems 61% 46% 

80% Child‟s Drug and Alcohol History 72% 60% 

80% Coordination of Care with PCP 23% 15% 

80% Specific indications for, and use of, psychotropic medications 83% 69% 

80% Assessment of Suicidal Ideation 85% 87% 

80% Assessment of Homicidal Ideation 85% 79% 

 

 

Analysis / Interventions 

 

Table 4.1e. identifies some highlights as well as opportunities across the network.  Providers 

scored well for history and current description of child‟s behaviors and the overview and 

summary.  Opportunities for improvement that were identified evidence of consultation with 

other child serving systems, , coordination of care with the primary care physician and child‟s 

drug and alcohol history.   

 

In 2007, the rate of evidence of consultation with other child serving systems was 61%, 

compared to 46% in 2006.  Coordination of care with the PCP was 23% in 2007, compared to 

15% in 2006.  Assessment of child‟s history of drug and alcohol use was 72% in 2007, compared 

to 65% in 2006.    Providers involved in the reviews received recommendations specific to the 

areas in the review.  The recommendations detailed the information Community Care looks for 

during a review.  Involved providers also received a provider newsletter and letter template 

specific to the coordination with the PCP.  MISA screening information in the form of a 

PowerPoint presentation was also distributed to these provider.  Overall, BHRS providers 

showed improvement on most of the indicators on the quality record review however there is still 

room for improvement 
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Domestic Violence Screening Initiative Data 

 

Table 4.1f - Domestic Violence Screening and Referral for Positive Response 

 

 Domestic Violence Screening – 

Witness to Abuse in the Home (Age 

14 and Older) 

If Positive Response to Domestic 

Violence Screening, Referral 

Made 

   

BHRS 50% 0% 

BHRS Best 

Practice 

Evaluation 

50% 0% 

Children‟s Site 

Based PHS 
14% - 

Children‟s 

School Based 

PHS 

- - 

Adult PHS 60% - 

 

Analysis  

 

Table 4.1f. provides the results of the domestic violence screenings across all the record reviews. 

Adult partial had the highest rate of screening. The sample size for the BHRS and Children‟s 

Partial Hospitalization reviews was small as compared to the Adult PHS review.    

 

Interventions 

 

An intervention that has been implemented to address domestic violence is education of care 

managers.  All care managers participated in a training session about domestic violence.  In 

addition, care managers are routinely asking providers if a domestic violence screening occurred.  

Providers are prompted about making a referral if there is a positive response. During chart 

reviews, providers are educated about the expectation of domestic violence screening as well as 

given a handout that has both English and Spanish versions that provide education and consumer 

hotline information.  Beginning in 2007, providers were asked to submit corrective action if a 

domestic violence screening indicator falls below the goal of 80%. 

 

2008 Proposal 

 

Community Care will continue to complete routine quality record reviews during 2008.  

Behavioral Health Rehabilitation Services and Adult Partial Hospitalization services will 

continue on the workplan with the addition of Residential Treatment Facilities   Child Partial 

Hospitalization services will be discontinued as providers scored well and Community Care will 

use resources elsewhere, Best Practice Evaluations will continue for RTF and BHRS with a new 

Best Practice evaluation tool being launched in 2008. 
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2.  Significant Member Incidents /Provider Benchmarking Incidents 

 

SMI’s 

 

Discussion 

 

A Significant Member Incident (SMI) is defined as a sentinel event that has an unexpected and 

undesirable outcome adversely impacting on the outcome of care.  The SMI process is a 

collaborative effort between Community Care and providers.  A primary goal of the SMI process 

is to monitor for quality of care and safety issues that may have an impact on members.  

Incidents are tracked to ensure that services are being delivered to members in a way that is 

clinically appropriate, in a safe environment, and in adherence with Community Care‟s 

Performance Standards.  

 

The expectation of providers is that they notify Community Care of unusual incidents concerning 

members in a timely fashion. Significant Member Incidents are tracked in four subcategories.  

These include: 

1. Provider Benchmarking Incidents include incidents in which a provider is not adhering to 

Community Care Performance Standards.   

2. Critical Incidents are member-centered incidents, which include deaths, arrests, and fire. 

3. Provider-Centered Incidents include incidents such as elopement. 

4. Medical Incidents are member-centered incidents which require medical attention and/or 

intervention. 

 

Incidents are tracked for members who are considered to be active in treatment, as defined by 

receiving services within the 30 days prior to the incident.  

 

Data 

 

Table 4.2a - Member Safety Incidents 2007 

 

 Q1 

2007 

Q2 

2007 

Q3 

2007 

Q4 

2007 

2007 

Total 

Total Safety SMIs 164 205 365 317 1051 

Death 13 3 12 3 31 

Fire 4 3 7 2 16 

Arrest 6 21 19 24 70 

Elopement From Facility 13 32 53 31 129 

Suicide Attempt 1 2 0 2 5 

Injury at Provider Site 18 30 34 57 139 

Injury During Restraint 7 3 3 6 19 

Sexual/physical Abuse Incurred by Member 30 30 41 49 150 

Injury at Provider Site Requiring Hospitalization 1 3 17 5 26 

Medication Reaction 0 0 0 0 0 

Assault By Member 7 7 21 20 55 

Police Involvement (No Arrest) 12 28 77 54 171 
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RTF/Consensual Sexual Contact Between Peers 4 0 2 1 7 

Self-Injuring Behavior Requiring Medical 

Attention 

12 10 15 15 52 

Juvenile Detention Placement 6 1 12 12 31 

Elopement While on Therapeutic Leave 0 1 1 1 3 

 

Table 4.2b - Member Safety Incidents 2006-2007 Comparison 

 

 2006 

Total 

2007 

Total 

Total Safety SMIs 245 1051 

Death 13 48 

Fire 0 16 

Arrest 6 70 

Elopement 39 129 

Suicide Attempt 3 5 

Injury at Provider Site 32 139 

Injury During Restraint 5 19 

Sexual/physical Abuse Incurred by Member 23 150 

Injury at Provider Site Requiring Hospitalization 5 26 

Medication Reaction 1 0 

Assault by Member 7 55 

Police Involvement (No Arrest) 49 171 

RTF/Consensual Sexual Contact Between Peers 0 7 

Self-Injuring Behavior Requiring Medical Treatment 16 52 

Juvenile Detention Placement * 31 

Elopement While on Therapeutic Leave * 3 

*Indicator Added for 2007 

 

Analysis 

 

Member Safety 

Each significant member incident is reviewed initially by the Quality Clinician.  In addition, a 

weekly meeting is held with the Quality Manager, the Medical Director, and the Quality 

Clinician to review incidents.  After this review, additional information may be requested from a 

provider to assist in the investigation about the incident.  The Medical Director is also available 

for consultation between formal team meetings.  The internal SMI process is a collaborative 

effort between the Clinical and Quality departments.  There is also collaboration with oversight 

agencies, including OMHSAS.  When there are quality of care issues, safety issues, or other 

opportunities for improvement identified, providers are asked to submit corrective action plans to 

Community Care.  These corrective action plans are reviewed by the Quality Clinician, Quality 

Manager, and Medical Director 

 

Every indicator increased in 2007 compared to last year and there was a significant increase in 

member safety incidents in the four quarters of 2007, compared to the two quarters of 2006.  

This rise is attributed to the education of both Community Care staff and providers about the 
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SMI process and its‟ importance.  Quality Staff conducted several of these SMI trainings for 

individual providers.  The Quality Department also conducts an annual training on the 

importance of the SMI process with care managers.  Care managers, in turn, work with providers 

to obtain information on significant events.  Providers are responding and notifying Community 

Care of unusual events.  It is also important to note that there is a disparity between the number 

of incidents and the distinct number of members.  The same member may have had multiple 

incidents. 

 

Interventions 

 

In 2007, Community Care changed the reporting time requirements for Providers. Providers are 

now expected to notify Community Care within 24 hours of the occurrence. Along with this 

change, Community Care developed an explanation for each SMI indicator in the effort to 

improve consistency and a better understanding of the type of events we expect reports. 

Education of the change was accomplished through a Provider Alert as well as several provider 

meetings.  

Record reviews related to the SMI process highlighted the collaborative process.  In 

measurement year 2007, a total of 27 medical records were reviewed. The Quality Department 

also met with providers and visited provider sites to address safety related trends we found. In 

one case, an RTF was reporting a very high incidence of residents accessing glass to hurt 

themselves or others. Our collaboration with the provider resulted in an active improvement 

process to replace the glass with a safer product. The effectiveness of this was measured by the 

dramatic reduction/ elimination of such incidents once the new product was installed.   

 

In another instance, a meeting was held with a Partial Hospitalization provider who was 

reporting a high number of elopements from the program. Our meeting clarified that the provider 

was considered a specialist in this area and in further assessment it was discovered that the 

majority of elopements were indeed one time occurrences thus reflecting the effectiveness of the 

program. This example serves to demonstrate the collaborative nature of this process with our 

provider network. Another safety related intervention highlight involved significantly improved 

coordination between a Drug and Alcohol program and a crisis department.   

 

During the year, there were a total of 31 reported deaths of members.  Of these deaths, 16 were 

reported to be accidental, 13 were attributed to natural causes, and two were a result of suicide.  

Community Care investigated each death.  Opportunities for improvement were identified for a 

several programs and levels of care.  The record reviews that were completed identified 

opportunities for improvement that were related to documentation along with coordination of 

care and outreach to members. Providers were required to submit Corrective Action Plans.  

Community Care continues to educate providers regarding strengths-based, recovery-oriented 

documentation. 

 

2008 Proposal 

 

Community Care views the SMI process as an additional opportunity to collaborate with 

providers to improve quality of care.  In addition to reviewing individual records related to 
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specific incidents, Community Care will also continue to complete an ad-hoc on-site record 

review of multiple records if a trend is noted.   

 

PBI’s: Provider Benchmarking Incidents 

 

Discussion 

 

Provider Administrative Benchmarking Indicators are tracked to determine if there is a trend.    

The Provider Benchmarking Indicators of Late Packet, Care Manager Not Invited to ISPT, and 

Late Invite to ISPT are specific to BHRS providers.  Providers who have submitted 20% or more 

packets fall into this category are asked to submit corrective action plans.  For other indicators, a 

trend is defined as four or more incidents per indicator over the quarter.   

Data 

 

Table 4.2c - Provider Benchmarking Incidents 2007 

 Q1 

2007 

Q2 

2007 

Q3 

2007 

Q4 

2007 

2007 

Total 

Total Provider Benchmarking Incidents 979 795 779 839 3392 

Provider Did Not Precert Within Timely Fashion 0 11 22 43 76 

Provider Did Not Attempt to Develop Coordinating 

Care Plan While Member in Hospital 

2 5 5 3 15 

Provider Kept Member in Facility Without 

Authorization 

0 0 0 1 1 

Provider Did Not Complete Discharge Review in 

Time Frames 

4 26 7 3 40 

Provider Ill prepared for Clinical Review 1 0 3 2 6 

Provider Did Not Review Continued Stay Within 

Time Frames 

2 6 0 0 8 

Provider Did Not Follow Care Plan Developed by 

CM and Facility 

4 2 7 1 14 

Cultural Competency not Met 1 0 0 0 1 

Discharging Provider – Aftercare Not Scheduled 

Within 7 Days 

7 3 5 1 16 

Aftercare Provider – Aftercare Not Scheduled 

Within 7 Days 

2 17 12 1 32 

No Appointment Scheduled After Discharge 0 7 16 2 25 

Late Reporting of Incident 35 37 39 20 131 

Late BHRS/RTF Packet 615 454 528 505 2102 

Poor BHRS/RTF Treatment Plan 73 81 49 44 247 

Psych Eval (BHRS/RTF) Below Standards 109 81 33 38 261 

Provider/Practitioner At Capacity 0 0 0 0 0 

CM Not Invited to ISPT 38 23 24 115 200 

Late Invite to ISPT 19 11 5 46 81 

BHRS/RTF Incomplete Packet 28 6 3 10 47 

Other Provider Benchmarking Issue 37 23 14 4 74 

Incomplete Discharge Summary 2 2 7 0 11 



Confidential Northeast Region 2/26/08  49 

Table 4.2d - Provider Benchmarking Incidents 2006-2007 Comparison  

 

 2006 

Total 

2007 

Total 

Total Provider Benchmarking Incidents 516 

 

3392 

Provider Did Not Precert Within Timely Fashion 3 76 

Provider Did Not Attempt to Develop Coordinating Care Plan 

While Member in Hospital 

0 15 

Provider Kept Member in Facility Without Authorization 0 1 

Provider Did Not Discharge Review Not in Timeframe 10 40 

Provider Ill prepared for Clinical Review 0 6 

Provider Did Not Review Continued Stay Within Time Frames 2 8 

Provider Did Not Follow Care Plan Developed by CM and 

Facility 

0 14 

Cultural Competency not Met 0 1 

Discharging Provider – Aftercare Not Scheduled Within 7 Days 3 16 

Aftercare Provider – Aftercare Not Scheduled Within 7 Days 1 32 

No Appointment Scheduled After Discharge 7 25 

Late Reporting of Incident 5 131 

Late BHRS/RTF Packet 283 2102 

Poor BHRS/RTF Treatment Plan 32 247 

Psych Eval (BHRS/RTF) Below Standards 34 261 

Provider/Practitioner At Capacity 0 0 

CM Not Invited to ISPT 37 200 

Late Invite to ISPT 13 81 

BHRS/RTF Incomplete Packet 17 47 

Other Provider Benchmarking Issue 24 74 

Incomplete Discharge Summary * 11 

*This indicator was not assessed in 2006. 

 

Analysis 

 

There was an increase in provider benchmarking incidents from 2006 to 2007.  In 2006, there 

were a total of 516 provider benchmarking incidents; in 2007, there were a total of 3,392 

provider benchmarking incidents.  This increase may be attributed to increase in reporting time 

as 2006 was six months of data.  In addition care managers began tracking all indicators in 

November 2006.   

 

In measurement year 2007, the total number of late BHRS packets was 2,102, which is an 

increase from 283 late packets in 2006.  The number of late BHRS packets received in 2007 

remained relatively stable across all quarters.     

 

In measurement year 2007 there was a decrease in poor treatment plans submitted across all 

quarters.  There was also a decrease in poor evaluations submitted 
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Interventions 

 

At the end of each quarter, data is analyzed for trends. A trend is identified as 4 incidents in a 

quarter of the same indicator by the provider or for BHRS packet information, 20% of the 

authorizations for that quarter showing the same problem such as a late packet being submitted. 

If a trend is noted, providers are asked to submit a corrective action plan to Community Care. 

The Quality Department continues to collaborate with UM/Care Management staff regarding 

education of when and how to fill out an SMI/PBI form.  Care managers also continue to educate 

providers regarding timelines and performance expectations.  The Quality Department is also 

able to provide ongoing education through the provider benchmarking and quality record review 

process. It is expected that as the PBI process continues providers will become more aware of 

Community Care‟s expectations and there will be a gradual decrease for all indicators.  

 

2008 Proposal 

 

The Quality Department of Community Care will continue to track Significant Member 

Incidents.  Each incident will be monitored to identify any safety or quality of care issues, in 

addition to any other opportunities for improvements that may be noted.  Provider Benchmarking 

Incidents will continue to be tracked, analyzed, and trended.  The Quality Department will 

continue collaborative efforts with clinical staff, providers, and oversight agencies. 

 

3.  Denials & Grievances  

 

Discussion 

 

Professional Advisors (PA) are the only staff that can issue a denial. The changes enacted by the 

Federal Balanced Budget Act (BBA) in August 2003 appeared to have a positive effect on the 

grievance process, enabling Community Care to receive more complete information to assist 

Professional Advisors in making their Level 1 Grievance decisions.  Overall, the PAs are now 

able to gather the necessary information from the provider in a timely way so denials can be 

avoided. The Inter-rater Reliability process, previously discussed evaluates how the MNC is 

being used across all Care Managers and Peer Advisors.  The Denial and Grievance report 

distinguishes between Denials and Grievances, First and Second Level Grievances, as well as the 

decision to uphold/overturn the original Denial.  

 

Second level grievances occur when the member is not satisfied with the first level decision.  

Second level grievances are reviewed by NBHCC.  A panel of three individuals including a 

psychiatrist, a family or member representative, and an NBHCC administrative staff person hold 

a meeting with the member who filed the grievance.  The member can include whomever they 

feel is relevant to the grievance.  The grievance panel decides if the original denial should be 

upheld or overturned. 
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Data 

Table 4.3a – Number of Denials by LOC 

  

LOC 1Q 07 2Q 07 3Q 07 4Q 07 

RTF 2 15 10 6 

BHRS 112 138 134   188 

FBMHS 1 0 0 0 

Other 4 4 2 9 

OMH 0 0 0 1 

D and A 2 2 3 2 

Totals 2007 121 159 149 206 

 

Table 4.3b - Number of First Level Grievances by LOC 

 

LOC   1Q 07 2Q 07 3Q 07 4Q 07 

RTF 1 2 1 0 

BHRS 34 43 35 34 

FBMHS 0 0 0 0 

Other 0 0 0 0 

Total 2007 35 45 36 34 

 

 

Table 4.3c – Number of Second Level Grievances by LOC 

 

LOC   1Q 07 2Q 07 3Q 07 4Q 07 

RTF 1 0 0 0 

BHRS 6 7 14 12 

Other 0 0 0 0 

Total 2007 7 7 14 12 

 

 

Analysis / Interventions 

 

Tables 4.3a-c provide the data based on level of care.  There were a total of 635 denials in 2007. 

BHR services consistently had the highest number of denials in each quarter.  There was a total 

of  190 Grievances; 150 were First Level Grievances, and 40 were Second Level Grievances.  

BHR services also was the primary category for First and Second Level Grievances.  The 

majority of the Grievances were upheld. Community Care successfully addressed the denials, 

level one and level 2 grievances within the allotted time 

standards.
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Care Management staff continued to work with providers to ensure members are in the 

appropriate level of care, minimizing the need for denials and continued to improve their skills in 

applying medical necessity criteria.  Care Managers educated providers as needed regarding 

requests for authorization of treatment and continued active attendance at Interagency Service 

Planning Team (ISPT) meetings, so that Denials and Grievances can be minimized.  Care 

Managers and Peer Advisors requested additional information from prescribers and providers in 

an effort to minimize Denials when the information presented did not meet medical necessity 

criteria.  Community Care Peer Advisors and Care Managers continued to work diligently with 

prescribers, providers and members to appropriately and efficiently handle Denial and Grievance 

decisions in a way that is satisfactory to our members and their families.    

 

2008 Proposal 

 

Community Care will continue to track and trend both Denials and Grievances in 2008, and will 

work collaboratively with the regulatory agencies and our providers and members if further 

interventions are necessary. 

 

4. C/FST Provider Benchmarking   

 

Discussion 

 

NBHCC and the Advocacy Alliance Consumer Family Satisfaction Team (C/FST) in the 

Northeast Region have a mechanism in place for C/FST if any urgent concerns are identified 

through routinely surveying providers.  In 2007, members at one RTF provider reported issues of 

safety related to staff.  
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Interventions 

 

NBHCC and Community Care addressed this issue the next day.  Community Care conducted an 

unannounced site review as a result of the information gathered from C/FST in coordination with 

Regional OCYF and OMHSAS offices.  In addition to a corrective action plan request, senior 

administration of Community Care began meeting with the provider to identify root causes of the 

residents‟ concerns with an expectation that the provider would address and take corrective steps 

to improve the therapeutic culture for the youth being served there. 

  

2008 Proposal 

 

Community Care and NBHCC will continue to collaborate with C/FST through monthly 

meetings as invited guests of NBHCC to ensure providers are aware of member feedback. 

  

5. Provider Satisfaction  

 

Discussion 

  

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. During fiscal year 2006 – 2007 the Alliance is 

contracted to conduct surveys with Providers who provided Behavioral Health Services through 

Community Care Behavioral Health Care Organization (CCBHO). 

 

Survey Tool and Administration 

 

The survey tool was used with permission from CCBHO to evaluate CCBHO‟s services from the 

provider‟s perspective. The Alliance, in conjunction with NBHCC, developed a database of 

providers who provided services under CCBHO at the time the sample was drawn. Forty-four 

providers were identified to receive surveys. Providers were also given the option of completing 

the survey on a secure website. User IDs and Passcodes were included in the cover letter sent 

with the survey and seven Providers completed the survey using the website. Providers who did 

not respond to the survey were reminded via email and/or phone call. 

The following report includes survey results from providers who chose to participate in the 

Annual Provider Survey process. From January 2007 through April 2007, the Alliance collected 

27 surveys, with 14 from providers in Luzerne- Wyoming Counties and 13 from providers in 

Lackawanna-Susquehanna Counties.  

 

Survey Results 

Authorization and Pre-certification Questions 

 

Providers were given a definition of Authorization and Pre-certification (terms that refer to the 

way a provider contacts CCBHO to get approval for services) and were instructed to consider the 

level(s) of care they provide and answer accordingly. 

Overall, providers reported satisfaction with the Authorization and Pre-certification processes 

through CCBHO. Of the providers who experienced the credentialing process, 88% rated the 
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process as Very Good (48%) or Good (40%); of those providers who had experience with the 

authorization process for outpatient, mental health intensive outpatient, intensive case 

management and resource coordination services, 68% rated it as Very Good (21%) or Good 

(47%); of those providers who had experience with the authorization process for behavioral 

health rehabilitation 

services, residential treatment facilities, school based and family based treatment, 71% rated it as 

Very Good (47%) or Good (24%). 

When asked to compare the current authorization process for outpatient, mental health intensive 

outpatient, intensive case management and resource coordination services, most providers (59%)  

answered that they were not contracted with HealthChoices last year and, of those who 

responded, 58% reported the process as Much Better (29%) or Somewhat Better (29%). When 

asked to compare the current authorization process for behavioral health rehabilitation services, 

residential treatment facilities, school based and family based treatment, most providers (52%) 

answered that they were not contracted with HealthChoices last year and, of those who 

responded, 60% reported 

the process as Much Better (30%) or Somewhat Better (30%). 

When asked to rate their level of satisfaction with the current pre-certification process as it 

relates to all inpatient levels of care, of those providers who had experience with this process, 

100% were Very Satisfied (26%) or Satisfied (74%). When asked to identify an area where the 

provider has had problems with the authorization or pre-certification process, 44% of the 

providers reported having Little or No Problems, with 19% of the responses identifying the time 

spent on the phone requesting the authorization or pre-certification as the most frequently 

reported problem. Overall, there were no topics identified by providers that they feel should be 

added to the Provider Manual to make issues more clear. 

 

General Satisfaction 

 

Providers responding to the general survey questions continued to report being satisfied with 

CCBHO, with 100% of those providers who replied to the question being Very Satisfied (77%) 

or Satisfied (23%) with the courtesy of the Provider Relations staff; 96% were Very Satisfied 

(42%) or Satisfied (54%) with their most recent meeting/interaction with the Provider Relations 

staff; 80% reporting being Very Satisfied (40%) or Satisfied (40%) with CCBHO‟s provider 

dispute/member grievance process related to utilization management; 88% Very Satisfied (44%) 

or Satisfied (44%) with the provider complaint process; 100% were Very Satisfied (67%) or 

Satisfied (33%) with the courtesy extended to them by CCBHO‟s Care Management staff; and 

100% were Very Satisfied (58%) or Satisfied (42%) with the courtesy extended to them by 

CCBHO‟s Customer Service Representative‟s. 

 

Seventy-seven percent of Providers responding reported that CCBHO‟s Provider Relations staff 

Always (35%) or Often (42%) provide them with consistent and accurate information; 68% 

reported that CCBHO‟s Provider Relations staff Always (40%) or Often (28%) answer their 

questions to their satisfaction; and 79% reported that CCBHO‟s Customer Service 

Representatives answer their questions to their satisfaction. 
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Consumer/Family Satisfaction Team (C/FST) Satisfaction 

Those providers who reported having experience with the C/FST rated the C/FST process as 

Very Good (60%) or Good (30%), with no provider reporting that any additional topics should 

be added to the C/FST survey tool that would help them address the needs of their HealthChoices 

members. 

 

Satisfaction with CCBHO‟s Behavioral Health Rehabilitation Services (BHRS) for Children and 

Adolescents 

 

Fifteen providers reported being a BHRS provider, with 93% reporting being Very Satisfied 

(43%) or Satisfied (50%) with CCBHO‟s BHRS clinical decision-making process; 100% 

reported being Very Satisfied (33%) or Satisfied (67%) with the accuracy and consistency of 

information provided by CCBHO‟s staff regarding BHRS services; 86% reported being Very 

Satisfied (33%) or Satisfied (53%) with the authorization process for BHRS services. Some 

comments made about BHRS revolved around timeliness of approvals. 

 

Satisfaction with CCBHO‟s Claims Process 

 

Seventy-six percent of the responding providers reported that the accuracy of claims payments 

was Very Good (32%) or Good (44%); 72% reported that the timeliness of claims payments was 

Very Good (40%) or Good (32%); 63% or the responding providers reported that the current 

claims process is Much Better (27%) or Somewhat Better (36%) than last year‟s process; and 

compared to other insurance companies, 52% of providers rated CCBHO as Much Better (11%) 

or Somewhat Better (41%) than other insurance companies with which they work. Seventy-eight 

percent of providers who had experience with CCBHO‟s Claims Representatives reported that 

they were Always (26%) or Often (52%) provided with consistent and accurate information; 

91% reported being Very Satisfied (14%) or Satisfied (77%) with the length of time required to 

resolve their claims concerns; 81% reported being Very satisfied (10%) or Satisfied 

(71%) with CCBHO‟s Claims Remittance advice; 97% reported being Very Satisfied (19%) or 

satisfied (76%) with CCBHO‟s Quality Improvement Program as it relates to sharing 

information with them as a Network Provider; 90% reported being Very Satisfied (22%) or 

Satisfied (68%) with CCBHO‟s Quality Service Management; and 94% reported being Very 

Satisfied (12%) or Satisfied (82%) with CCBHO‟s provider benchmarking practices as compared 

to others in the network. 

 

Overall Satisfaction 

 

Ninety-two percent of providers who responded to the question and reported having experience 

with CCBHO were Very Satisfied (44%) or Satisfied (48%) with being a provider for CCBHO; 

86% who had experience with the Member Grievance Process were Very Satisfied (43%) or 

Satisfied (43%); and 84% who reported having experience with the Member Complaint Process 

were Very Satisfied (46%) or Satisfied (38%). 
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Interventions 

 

Ongoing efforts will be made to promote overall provider satisfaction. Much is done through 

provider and staff education including articles in the provider newsletter and trainings for both 

staff and providers.  

 

To help increase the authorization satisfaction rates there were enhancements made to Psych-

Consult to help streamline the authorization process, reduce data entry, and increase turn around 

time for authorization. Phone calls are made to providers if Partial Hospitalization or ICM/RC 

authorizations cannot be processed. Providers will continue to be encouraged to obtain web-

based capabilities for submitting authorizations. A new system allowing providers to review their 

approved authorizations online has proven to be an intervention that has positively impacted 

provider satisfaction in the area of authorizations. 

 

Community Care will continue to educate providers about the member driven grievance process 

and ways they can assist members with an emphasis on increasing the providers knowledge of 

their responsibility in the process. Community Care will also conduct training with staff so they 

are better able to assist the provider through the process. It was discussed that the language used 

might have been confusing as there is not a “provider dispute” process for HealthChoices since 

all grievances are member driven.  

 

In the area of Customer Service and Care Management satisfaction, Community Care will 

continue to provide direct supervision with increased focus on trainings, call monitoring, and real 

time feedback for staff with corrective action required when necessary. 

 

Many claims interventions are ongoing but in addition, providers can now receive E-POWER 

Batch confirmation on the same day a claim is submitted. An 835 Electronic Remittance is 

available to providers. This allows claims to be posted electronically instead of manually for 

providers who submit using E-POWER. Providers will continue to be encouraged to obtain web-

base authorization submission. 

 

In addition to the interventions discussed with the Committee there are other ways Community 

Care obtains feedback and suggestions. As noted, the results of the survey were presented to the 

Provider Advisory Committee. Community Care used this forum to address issues concerning 

areas of concern noted in the survey as well as any other areas the providers wished to discuss. 

The feedback from this group was reported back to the management team in the Northeast.  

 

Conclusion 

 

Providers show satisfaction in all areas, with little correlation evident in any of the data. The data 

collected during this, the initial year of implementation of NBHCC, will primarily be used to 

establish a baseline to which future data can be compared and emerging trends identified. It is 

noteworthy and commendable that the satisfaction levels reported during the year of 

implementation are consistently high through all areas measured. 
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2008 Proposal 

 

The Advocacy Alliance will conduct the 2008 survey. Community Care and NBHCC along with 

the Quality Management Committee will analyze the results and promote appropriate 

interventions. The Committee will identify opportunities for improvement. 

 

 

6. Provider Benchmarking  

 

Discussion 

 

Community Care is dedicated to continuing to improve and enhance the behavioral health 

delivery system and services for its members.  We strive to be the standard bearer of high quality 

behavioral health managed care.  As part of this process, Community Care works closely with 

providers to help ensure that our members receive the highest quality of behavioral health 

treatment available.  To this end, Community Care annually generates provider benchmarking 

reports, to give providers feedback regarding their standing within our network along several 

different measures of quality.   

 

Providers in the Northeast received their results for the first time in 2007 therefore this initial 

Benchmarking report will be used as Baseline data for future year‟s report comparisons.  The 

report shows providers their rates as well as blinded data from other providers in the network to 

provide more comprehensive information for their own internal analysis. It is hoped that this tool 

will prove more useful to our provider network. Community Care collects provider 

benchmarking data on high volume providers in the network for several levels of care including 

IPMH, short and long term D&A, FBMHS,  ICM/RC, and RTF.  

 

Goals 

 

Community Care Behavioral Health goals and DPW gold standards apply where applicable.   

 

Data 

Table 4.7a – Inpatient Mental Health  

IPMH 2007 Means  

[MY 2006] 

30 Day Readmission Rate 2% 

Percentage of 7 Day Follow Up 3% 

Percentage of 30 Day Follow Up 5% 

Average Days to Follow Up Within 30 Days 7.5 
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Table 4.7b – IPMH (Primary Diagnosis of Schizophrenia) 

IPMH (Primary Diagnosis of Schizophrenia) 2007 Means  

[MY 2006] 

Percentage of 7 Day Follow Up 44% 

Percentage of 30 Day Follow Up 61% 

Average Days to Follow Up within 30 Days 6.3 

 

Table 4.7c  – Non-Hospital Rehab 

 2007 Short-Term NHR 

[MY 2006] 

2007 Long-Term NHR 

         [MY 2006] 

Average Length of Stay 

(ALOS) 

13.7 53.4 

Percentage of 7 Day Follow 

Up 

20% 20% 

Percentage of 30 Day Follow 

Up 

45% 27% 

Average Days to Follow Up 

within 30 Days 

10.7 6.6 

 

Table 4.7d – Family Based 

Family Based 2007 Means  

[MY 2006] 

Average Units per Member  153.32 

% of Team Delivered Services 50.9% 

% of Individual Delivered Services 49.1% 

% of Members with IP MH Stay 5.46% 

Per cent of members diagnosed with ADHD 

with a med check completed within 4 

months of service start date 

90.2% 

 

Table __4.7e - ICM/RC 

Contact rate during IP stay for over 18 93.0% 

Contact rate during IP stay for 18 and under 78.6% 

% of  7 day follow-up for over 18 if ICM /RC 

involved 

61.8% 

% of 14 day follow-up for over 18 if ICM /RC 

involved 

72.1% 

% of  7 day follow-up for 18 and under if 

ICM/RC involved 

55.2% 

% of 14 day follow-up for over 18 if ICM/RC 

involved 

58.6% 
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Table  4.7f   -RTF 

RTF 2007 Means 

[MY 2006] 

ALOS 79.3 

% of  7 day follow-up 42.4% 

% of IPMH admissions 8.7% 

 

Analysis  

 

As mentioned, the results were baseline data.  A brief review of the levels of care is provided 

below.   

 

IPMH: 

For  IPMH providers‟ 30 day re- admission rates, the mean was 12%.  The percentage of 

members having follow up within 7 days of discharge was 43%; The percentage of members 

who had follow up within 30 days after MH IP hospitalization was 65%, with the average days to 

follow-up within 30 days being 7.5 days.  For those members with the Diagnosis of 

Schizophrenia, the percentage of 7 day follow-up was 44%; the percentage of 30 day follow-up 

was 61%; the average number of days to follow up within 30 days was 6.3 days.  

 

Short term Drug and Alcohol: 

For short term Drug and Alcohol rehabilitation programs we looked at the Average Length of 

Stay which was 13.7 days as well as what percentage of their discharged members have follow 

up within 7 days (20%) and 30 days after discharge (45%). The average days to follow-up within 

30 days was 10.7 days. 

 

Long Term Drug and Alcohol: 

For long term Drug and Alcohol rehabilitation programs we also looked at their Average Length 

of Stay (53.4 days) and 7 day follow-up rates (20%) and 30 day follow-up rates (27%). The 

average days to follow-up within 30 days was 6.6 days. 

 

Family Based: 

For Family Based programs we analyzed the average amount of service provided per member by 

units( 153.32 units), what percentage of children in this program are admitted to an IPMH unit 

while receiving Family Based services ( 5.46%), and what percentage who are being treated for 

ADHD have a med check within the first 4 months of FB treatment(90.2%).  

 

ICM/RC: 

For ICM/ RC we looked for contact during IP stays for members over 18(93%) and for 18 and 

under( 78.6%); how successful they were in getting their members seen in outpatient treatment 

post IPMH stay (18 and older seen within 7 days of IP Discharge= 61.8% and 18 and under= 

55.2%. 18 and older seen within 14 days = 72.1% and for 18 and under= 68.6%) 
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RTF: 

For RTF‟s we looked for the average length of stay (79.3 days) as well as the percentage of 

members who were hospitalized in IP MH during their RTF stay (8.7%). We also wanted to 

check what percentage of members had follow-up after RTF discharge within 7 days (42.4%). 

 

Complaints and Denials: 

We also looked at complaints (total number of 14 in our region during 2006) and denials (total 

number during 2006 was 176) across the network to see how each provider compared in this 

area. 

 

Intervention  

 

Providers were asked to provide a written analysis of all indicators that were identified as 

“outliers” on their report. Community Care also gave providers a template to help guide their 

analysis.  We encouraged the providers to complete an assessment that focuses on identifying 

items that may be affecting their rate, on areas where improvements can be made and on 

interventions that have been or will be implemented to address these issues. We requested this 

from each provider that had an “outlier” identified.  

 

In an effort to assist providers with a better understanding of the benchmarking process and its 

relationship with continuous quality improvement and with developing more impacting action 

plans, Community Care began a series of direct meetings with select providers to meet this 

objective.  Specifically, the objectives of these meetings were:  

1. To develop and foster a collaborative relationship with providers toward the goal of 

improving a specific provider‟s performance on given benchmarking measures; 

2. To provide a forum to discuss the purpose, intent and value of the benchmarking 

measures: 

a. What the measure means; 

b. How it is an indicator of quality of service; 

c. Why Community Care tracks this measure; 

3. To discuss and review with the provider‟s previous attempts at improving 

performance on the given measure(s); 

4. To explore possible ideas for effective action the provider can take to improve 

performance on the given measure(s); and  

5. To assist providers with developing an evaluation plan to determine the effectiveness 

of their interventions. 

 

The intent of this meeting was to engage the provider in continuous quality improvement 

activities and to encourage the provider to take meaningful action in changing their behavior and 

thus creating positive change in the quality of service provided to our members.  In addition, 

specific outcomes of this meeting would be the establishment of a specific timeline for the 

provider to redevelop and submit an action plan, the establishment of a specific time frame for 

the provider to develop and submit a self-evaluation plan (which may be incorporated in the 

action plan itself), and to schedule a follow-up meeting, approximately four months hence to 

review with the provider the actions they have taken and what impacts they are seeing. 
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The nature of these meetings are such that they are staff intensive for both the provider and for 

Community Care.  Thus only select providers were invited to participate.  In selecting which 

providers to target, Community Care made several careful considerations.  We wanted to 

maximize the impact these meetings will have in terms of members likely to benefit, potential for 

improvement and effective allocation of resources.  Specifically providers were selected to 

participate in this process who have demonstrated no change (or negative change) in measured 

rates despite prior action plans, who have rates which are negatively off from the network 

average, who are utilized by a sizable number of Community Care members (including the 

possibility of members from multiple contracts), and/or who have difficulties in more than one 

area of measurement.  We limited the selection to a maximum of three providers per contract and 

we did not select the same provider by more than one contract.  Consideration was also given to 

a provider‟s openness to this type of constructive feedback.   

 

At a company level we ensured that some providers were included to address each measure for 

which we have a concern.  Providers were selected through a process involving quality and 

senior staff.  The final selection was completed by November 1, 2007, the due date of provider 

benchmarking analyses.  Once the providers were selected, invitation letters were sent to each 

facility by November 15
th

.  In the past, some providers would receive correspondence from the 

Quality Department asking them to revise or adjust action plans.  Providers selected for this 

process did not receive such letters.  The individual meeting with providers were be scheduled to 

occur in December 2007 or (at the latest) January 2008.  The provider was invited to meet with a 

wide spectrum of Community Care staff representing Clinical, Network and Quality, in addition 

to Regional Directors and Medical Directors.  Because the intent of these meetings was to foster 

a collaborative quality improvement process, Credentialing, and Compliance did participate as 

their participation could be intimidating.    

 

Following the meeting, revised analyses, action plans and provider self-evaluation should be 

submitted to Community Care within 30 days (January-February, 2008).  A follow-up meeting in 

which to review and discuss the implementation of changes and related impacts on quality 

indicators will be scheduled for approximately 4 months after the submission of the action plan 

(May-June 2008).  This timing will then allow for the next set of benchmarking reports (end of 

September 2008) to come out about 4-5 months after the interim meeting.  These activities are to 

be part of Community Care‟s intervention efforts to effect change in several of our 

benchmarking rates.  It is important that we establish a collaborative effort with the provider, 

while clearly identifying our expectations.   

 

2008 Proposal  

 

Community Care will continue to report benchmarking results to providers and continue ongoing 

efforts to improve the reports to increase their meaningfulness to providers.  
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Section 5. Monitoring Activities to Evaluate the Quality and Performance of Internal 

Processes 

 

1. Telephone Statistics 

 

Discussion 

 

Community Care monitors and collects data related to all customer service calls in regard to the 

average speed of answer (ASA) and abandonment rate (ABR).  The standard for ASA is <= 30 

seconds and the standard for ABR is < =5% of total member calls per month.  An abandoned call 

means that the phone rang but that the caller disconnected the call before the CSR answered the 

call.   

 

Data 

Table 5.1a – Total Member Calls to Community Care‟s Northeast Line 

 

 2006 2007 

Member Calls   3329 2590 
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Analysis  

 

Community Care met and exceeded industry standards for both the average speed of answer 

(ASA) and the abandoned call rate (ABR) throughout calendar year 2007.  The ASA for 

Community Care‟s line was a low of 5 seconds in July, 2007 and a high of 9 seconds in January 

2007, well below the 30 second goal.   The Abandoned call rate was at a low of 0.0% for May 

and December 2007. The abandoned call rate was at it highest rate of 2.7% in January 2007. 
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Interventions 

 

Community Care continues to monitor the average speed of answer and call abandonment rate on 

a monthly basis. Due to the goals consistently meeting standards, no additional interventions 

have been put in place in the Northeast to date other than assuring coverage for absent staff. 

 

2008 Proposal 

 

Community Care will continue to monitor Average Speed of Answer and Abandoned call rate.  

 

2. Customer Service Representative  statistics 

 

Discussion 

 

The Customer Service Representative (CSR) unit continued to be responsive to members needs 

throughout calendar year 2007.  All customer service representatives were monitored quarterly.  

Five live calls per customer service representative per quarter, were monitored for a total of 15 

reviewed calls for the first quarter of 2007 and, due to a staff leave of absence, 10 calls for Q 2 

and 3 of calendar year 2007.  The CSR was not aware of when the monitoring was conducted.  

Each representative is reviewed for Courtesy and Ability to answer and direct the call.  The 

standard that Community care is to meet is 90%. 

 

Data 

Table 5.2a – Customer Service 

 

Unduplicated 

Customer Service 

Representatives 

1
st
 Q 07 2

nd
 Q 07 3

rd
 Q 07 2007 

Total 

2006 

Total 

Courtesy 15/15 10/10 10/10 35/35 30/30 

Ability to 

Answer/Direct Calls 

15/15 10/10 10/10 35/35 30/30 

Rate 100 % 100% 100% 100% 100% 

*Standard is 90% 

 

Analysis 

 

Community Care scored 100% on all calls for all Customer Service Representatives(CSR) for all 

quarters. A quarterly monitoring report was developed for each CSR based on the results of the 

quarterly monitoring.  The report was shared and results reviewed with each CSR as part of 

regular and on-going supervision.   

 

Customer Service Representatives continued to have monthly staff meetings in order to learn 

about new Community Care initiatives and procedures.  The monthly staff meetings also gave 

Customer Service Representatives an opportunity to ask questions and receive clarity regarding 

policies and procedures.  Community Care experienced staffing changes in the Customer Service 
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department this year.  There was one Customer Service Representative vacancy and one 

representative on extended leave until September.   

 

Interventions 

 

The vacancy was filled in October.  Care Management staff and Customer Service 

Representatives from other offices provided coverage while the region was short staffed by 

manning the incoming telephone lines. 

 

2008 Proposal 

 

Community Care will continue to monitor Customer Service Representatives in 2008.   

 

3.  Care Management Clinical Documentation Audits 

 

Discussion 

 

The Utilization Standards for Care Management documentation are monitored by the Clinical 

Manager. The chart audit is divided by teams:  UM, RTF and BHRS.  At least five cases per care 

manager are audited quarterly. There are more than 30 elements reviewed.   

 

Goal 

An average score of 90% per team is required to meet the standard.   

 

Data 

Table 5.3a  Clinical Care Management Documentation 

0%

10%

20%
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UM CM Average 99% 99% 99% 100% 99%

RTF Average 98% 100% 99% 99% 99%

BHRSCA Average 99% 99% 99% 99% 99%

Aggregate 99% 99% 99% 99% 99%

2007 Q1 2007 Q2 2007 Q3 2007 Q4 2007 rate
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Analysis 

 

All care managers met and exceeded the standard of an average score of 90% for five record 

reviews completed each quarter in 2007.   

 

Interventions      

         

Community Care has an ongoing intervention in place if individual Care Managers do not meet 

the 90% goal.  If an individual care manager scores below 90 on average for the quarter, five 

additional records are reviewed on a monthly basis. As part of the action plan, the care manager 

will be supervised around the specific issue identified.  Other areas for improvement in this area 

may also be indicated on the action plan.  This information must also become an element of the 

care managers‟ performance review.  In 2007, none of the Care Managers required additional 

review of records and supervision.  No additional department wide intervention was required as 

the overall average for Care Mangers met or exceeded the 90% goal.     

 

2008 Proposal  

 

Utilization Documentation will continue to be monitored in 2008 and action will be taken with 

Care Managers, as appropriate. 

 

 

4. UM reports 

 

Discussion: 

 

Community Care monitored utilization data quarterly for various levels of care by adjusted 

monthly authorizations/authorized units per 1000 members.  The levels of care that are reported 

include: Inpatient and Outpatient Mental Health, Inpatient and Non-hospital Drug/Alcohol Detox 

and Rehabilitation, Behavioral Health Rehabilitation Services (BHRS), and Residential 

Treatment Facilities (RTF). The community support category encompasses Family-Based (FB) 

services, Intensive Case Management/Resource Coordination (ICM/RC), and Halfway House. 

As data collection was begun in July 2006, we have a little more than one year to trend for this 

report. 

 

 

Analysis/Interventions 

 

1. IP Acute MH:  We see the reduced use in October 2006 through January 2007 and then a 

spike in usage in the spring of 2007, and a drop in the summer of 2007 which we suspect 

is a seasonal function. In August it begins to trend upward again. There was one 

diversion program until June 2007; we expect that it will cause an upward movement in 

acute hospital stays and we will monitor this.  No access issues have been reported. 
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2. RTF: Overall RTF has returned to a level consistent with where we started at the 

beginning of Heath Choices in the NE Region; RTF MH continues to show a gradual 

decline in usage; ICSI RTF placements still represent a high usage level. Combining that 

data for the overall RTF trending report there is overall stability of RTF usage. Youth in 

the JPO system in particular continue to be admitted to residential programs through the 

court. Once there, they are showing Mental Health issues and the RTF‟s are submitting 

packets that show medical necessity criteria being met. Also, several residential programs 

that were funded by JPO or C and Y in the past have become MA funded due to the ICSI 

initiative by the state. In January 2007, we see a significant spike in ICSI; this was likely 

prompted by ICSI facilities coming under our network contracts around that time. There 

are no access issues reported although there may be wait times for specialty programs. 

RTF access is generally not a problem overall but it varies periodically.  

 

3.  BHRS: Trending shows usage continues to gradually decrease over time.   

Our Care Managers have put a great deal of attention into developing in the interagency  

meetings a collaborative process to promote consideration for using  other services,  

recognizing BHRS as a short term program and transitioning the needed skills to families  

and schools. We anticipate BHRS downward trending to continue over time. Access  

issues are monitored regularly with no significant issues overall. 

 

Within BHRS, we examined MT use versus BSC use as well as TSS use over this time  

frame. TSS is showing a downward trend during the summer of 2007which we know to  

be seasonal variation. A high number of youth in the Northeast use TSS services. The  

high rate and duration of TSS is being addressed in every packet reviewed.  BSC appears  

to be stable; MT utilization continues a downward trend. Continued efforts are being  

made to encourage the use of the Brief treatment model. The continued reduced amount  

of MT time may be attributed to the difficulty providers have in securing this resource or  

a provider preference for using their staff in a BSC role. 

 

 

4. PHS- the trend decreased for a period and then appears to have moved upward again. 

Overall, the trend appears to be unchanged from the start of Health Choices in the 

Northeast. No access issues have been noted. Meetings with Adult PHS providers to 

address other options, such as Psych rehab as an alternative to sub acute PHS will be a 

focus of Community Care in 2008. 

 

5. ICM/RC: ICM/ Resource Coordination is a service that we encourage as it provides 

additional support to families/ members, assists in the navigation of the network, and 

addresses such critical factors as housing, community resources and emphasizes 

recovery. In 2008, meetings with ICM/RC providers will begin with an interest in 

addressing access, resources as well as the most efficient utilization, such as through a 

blended approach. 

 

6. Non Hospital Rehab: NHR is trending upward. There are no access issues in this level of 

care. 
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7. Outpatient: This level of care is not showing a much different rate now than when Health 

Choices began but there was an interim dip in use and then a return to the former level. 

 

8. Family Based: The usage appears relatively stable over time with a higher amount 

authorized than used.  

 

 

 

2008 Proposal  

 

Community Care clinical staff will continue to monitor utilization routinely as well as at the 

leadership level of the Northeast region. 

 

 

Section 6:  Clinical Initiatives 

 

1. Clinical Practice Guidelines 

 

Discussion 

 

Community Care introduced the Schizophrenia Clinical Practice Guideline in November, 2007 

adding a third guideline to the two clinical practice guidelines already in use.  The guidelines are 

evidence based and developed from a recognized source.  Presently Community Care endorses 

the NIDA guideline, Principles of Drug Addiction Treatment: A Research Based Guide, the APA 

Major Depression Guideline (2
nd

 Ed. April 2000) and as of November 2007, the Schizophrenia 

Guideline. The Depression guideline includes a “Watch”, which is a supplement to the guide and 

contains treatment or guideline updates.  This was approved along with the Depression guideline 

by the QMC as a supplement to the 2
nd

 Edition.  Annually, the clinical practice guidelines are 

reviewed by Community Care to ensure the continued appropriateness of the guidelines and that 

they are up to date with the most current research.   

 

Analysis 

 

In 2007, there were no updates to the approved guidelines. The Schizophrenia Guideline was 

approved as recommended. No additional changes or recommendations were made.    

 

2008 Proposal  

 

Community Care will continue to endorse the three clinical practice guidelines to serve as 

resources to our providers in treating common behavioral health disorders.   
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2. High Volume and High Risk services and treatment 

 

a. Residential Treatment Facility (RTF) 

 

Discussion 

 

Community Care has taken an active role in collaborating with and educating RTF providers.  

Monthly RTF Provider meetings have been initiated and facilitated by Community Care.  These 

meetings are structured to disperse specific information related to Community Care policies and 

procedures, performance standards and expectations, as well as a variety of informational topics 

such as changes in mandated child abuse reporting, announcement of topic specific training 

opportunities, and information regarding community behavioral health programs.   

 

In addition, these meetings provide a forum for open communication between the providers, the 

counties, and Community Care.  Some of these open discussions have surrounded topics related 

to potential barriers, effective discharge planning and specific problematic diagnoses. 

Community Care uses these meetings to emphasize the importance of the Inter-agency process 

from admission though discharge to assure continuity of care and family involvement. 

Communication between RTF providers and Community Care regarding reporting admissions 

and discharges is highlighted as a means to maintain active care management. Meetings are held 

with Children and Youth and Juvenile Probation organizations to identify and resolve ICSI 

related issues and review the care management process, medical necessity, and eligibility 

concerns. Coordination of care, use of least restrictive placements, and case management are 

areas of ongoing discussion. 

  

 

 

Interventions 

 

Community Care has also formed two internal RTF workgroups.  One group focused solely on 

streamlining the clinical documentation completed by RTF care managers.  The other workgroup 

is focusing on creating RTF record review tools that are more congruent with our performance 

standards, as well as incorporating Recovery, IPRO, and DPW initiatives into the tools.   

 

At the conclusion of the RTF provider meetings, an evaluation form is distributed for completion 

by those in attendance.  This form solicits feedback regarding the effectiveness and usefulness of 

the meeting and information presented.  It also allows providers to suggest future topics for 

discussion.  This becomes an integral tool for planning the agenda for upcoming RTF provider 

meetings. 

 

The first RTF workgroup was able to successfully complete their task of streamlining the clinical 

documentation process that is done by RTF care managers.  The other workgroup remains in 

place and continues to work on revising and improving the RTF record review tool. 

 

In 2007, NE Community Care visited each RTF in our region, touring the physical plant, 

working with providers on safety related issues, discussing CFST related findings, and educating 
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ICSI flipped providers on Community Care‟s expectations of them as an RTF. Community Care 

and OMHSAS staff participated in three joint visits to RTF‟s providers through 2007 as well.  

 

Community Care‟s care managers also attend RTF, ISPT meetings and we encourage the use of 

local and in network providers. 

 

 

2008 Proposal 

 

Community Care will continue meeting with RTF providers in 2008. The IPRO study will be a 

focus for this upcoming year. In addition, Community Care‟s Quality Department will be 

completing site/ record reviews. CFST teams will also be visiting the members in RTF‟s in 2008. 

 

b. Mental Health Inpatient services 

 

Discussion 

 

Community Care has also taken an active role in collaborating with and educating Mental Health 

In patient providers.  Quarterly MH IP Provider meetings have been initiated and facilitated by 

Community Care throughout 2007.  These meetings are structured to disperse specific 

information related to Community Care policies and procedures, performance standards and 

expectations, as well as a variety of important topics such as quarterly follow up rates, re- 

admission rates, announcement of topic specific training opportunities, and active discussion 

about what they are seeing as barriers and intervention development.  In addition, these meetings 

provided a forum for open communication between the providers, NBHCC and Community 

Care.  Some of these open discussions have addressed topics related to effective discharge 

planning, issues surrounding coordination of care and medication/ formulary challenges.   

 

Interventions 

 

Community Care staff visited MHIP units and met with staff to educate them on safety incident 

reporting expectations, coordination of care issues, as well as discharge planning. Community 

Care participated in a state wide meeting to address reporting disparities and begin a dialogue 

that will promote a solution to the issue. 

 

2008 Proposal 

 

Community Care will continue meeting with MH IP providers in 2008 with a continued focus on 

discharge planning methods that help promote a high follow-up rate for our members. Safety will 

continue to monitor through the SMI process.  
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c. D and A services 

 

Discussion 

 

Quarterly meetings were held with Drug and Alcohol service providers throughout 2007. Topics 

included the low rate of timely follow-up, the need for member education related to the value of 

treatment follow-up as well as support networks. Barriers to service delivery were discussed and 

a provider shared with us an extensive study that had been conducted earlier regarding this.  

Providers were very involved in addressing better coordination between inpatient and 

community based services. The role of the D and A Case manager also received a great deal of 

attention in the low utilization of this service as well as some of the limitations a D and A case 

manager has compared to the MH ICM‟s.  The CFST team completed a member survey related 

to D and A services as well this year. 

 

 MISA 

 

In all provider meetings we hold, the challenges involved in successfully treating the co 

occurring is addressed. Providers and Community Care have focused on barriers to effective and 

collaborative treatment when a member has multiple appointments in several agencies, the 

housing dilemma in the area that has added challenges, resource issues surrounding levels of care 

such as Methadone Clinics in the region, challenges in discharge planning for a co occurring 

member, and case management limitations in the D and A system. Systemic issues between the 

MH and D and A systems have created challenges for collaboration as well. 

 

Interventions 

 

Community Care meets quarterly with providers to address and better understand the challenges, 

encourage problem solving dialogue, address the value of medication supported treatment, 

facilitate continuity of care, and explore case management‟s role. The Quality and Clinical 

departments monitor and encourage providers to complete MISA screenings as well as prompt 

referrals for those in needs of both focuses.  

  

2008 Proposal 

 

Community Care‟s Medical Director remains committed to continuing the efforts to address and 

resolve the multiple issues impacting our members with MISA issues. Community Care looks 

forward to working with the state in moving the system to a more integrated approach for the 

MISA population. 

 

d. DPW Initiatives 

 

Discussion 

 

In 2007, Community Care continued its‟ proactive stance on the three DPW Initiatives: Domestic 

Violence, Childhood Obesity, and Smoking Cessation.  Community Care collaborated with other 

agencies such as Department of Health in ensuring articles of interest were made available to our 
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provider network and displayed information at Community Care‟s Annual Recovery Conference 

on all three initiatives;  Community Care published provider newsletters  that contained articles 

related to Childhood Obesity and Smoking Cessation. NBHCC published articles provided by 

the state in member newsletters as well. 

 

Domestic Violence Interventions: 

 

Since HealthChoices began in the NE Region in July, 2006, the following actions have been 

taken related to this Initiative. 

1. Care Management staff in the NE have received training on the DV screening protocols 

that have also been incorporated into the standardized reviews completed by CM staff. 

  

2. Quality has incorporated DV screenings as part of the Record Review checklists. 

Providers are being encouraged to ensure that this screening is done for all members in their care 

and are being given reading materials on the subject. 

3. Quality has been providing informational literature to providers to make available to 

members on the subject of DV as well as phone contacts if help is needed. 

4. Community Care  staff have attended the Trauma Consortium in Luzerne County to 

inform them of our interest in this subject as well as our initiatives in the NE; we also sought and 

received input from that group which resulted in our surveying providers for who provided 

specialized care related to trauma. 

5.           NBHCC incorporated Domestic Violence articles from the state into member 

newsletters. A Spanish version was sent, but was recalled and we have not yet  

received a new version.  

6.            The information sheet on Domestic Violence was  

distributed by NBHCC with all new member packets and was given by  

Community Care Quality Department to all providers during chart reviews for  

member distribution.  

 

 

 

 

Domestic Violence Interventions  

Table 6.d a. 

Collaboration with Other 

Agencies 

January 2004 - Posted a link to the Pennsylvania Medical 

Society‟s Domestic Violence Resource Page on our website.  

From 1/30/04 ï 4/11/07 ï 1988 visits 

 

March 2006 – Posted a link to the Rapid Deployment 

Continuing Education (A University of Pittsburgh training 

website) that offers basic online Intimate Partner Violence 

Training.  From 3/14/06 ï 4/11/07 ï 1151 visits 

New Member Packets March 2006 – Began including Domestic Violence 

information in all New Member Packets.  From January 

2007 ï March 2007 –  New Member Packets were sent in 

the Northeast 
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Care Management 

Resource Binders 

PowerPoint slides from Advanced Intimate Partner Violence 

Topics for Behavioral Health Specialists training, which 

occurred during 4th Quarter 2006 are included in the 

Community Care Management Resource Binders 

Care Manager Tracking 

of Domestic Violence 

Screening 

Care Managers are asking providers whether they screened 

members for domestic violence issues during continued stay 

reviews.  The domestic violence questions are included on 

the Clinical Documentation Tool to ensure Care Managers 

are asking providers the questions 

 

Published Provider 

Newsletter Articles 

Continued Inclusion of domestic violence articles in the 

Provider Newsletter.  Providers can view previous articles in 

the newsletter on the Community Care website 

 

 

            

Smoking Cessation  

 

Discussion 

 

This is a DPW Initiative that Community Care addresses through providing educational 

resources for our providers and members.  The smoking cessation initiative raises awareness 

about the dangers of smoking (particularly in pregnant women and women of childbearing age) 

and provides resources so individuals trying to quit can get assistance. The goal is to integrate 

care so that treatment is seamless across medical and behavioral health treatment settings.   

 

Interventions 

 

Care Managers began asking tobacco screening questions during UM reviews in June 2007.  

Quality has added tobacco screening to the record review tools. Providers are being educated 

about this screening as the chart reviews are completed. In the future, providers will be assessed 

on their incorporation of this into their screening process.  

 

   

Interventions Smoking Cessation Table 6.d.b 

Smoking cessation 

resources posted on 

Community Care website 

July 2004 Posted link to DOH smoking cessation resource page.  This page 

provides the PA Free Quitline #, explains what the counselors of the 

Quitline do and has information re: PA smoking statistics, the cost of 

smoking (both monetary and risk of disease), the benefits of quitting, 

quitting resources and how/where to get cessation counseling 

 

3/2/06 Posted list of Smoking cessation programs in each of our counties 

on website. 

 

Smoking During Pregnancy       

 

February 06Provider newsletter articles 
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New Record Review  

Indicators                                     

   June 07 

 

 

Childhood Obesity  

 

Discussion 

 

Community Care‟s role has been one primarily of education to date. We are also educating our 

provider network on the importance of including evidence that weight and BMI were taken 

during medication appointments in behavioral health  as well as continuing to encourage 

coordination between BH specialists and PCPs.  

 

We do know that the Quality teams from the MCO PH side do chart reviews as well and we have 

been told that they have weight/ height, growth charts and BMI on their quality review tools. 

They also look for evidence that there is counseling if a child‟s BMI is out of normal range.  

 

We have asked that these teams add COC with BH specialists as part of their quality reviews and 

continue to encourage PCP‟s to communicate with BH providers.  

 

 Information and website resources are posted on the Community Care website. The Department 

of Health provided very useful educational pamphlets and providers were encouraged to refer 

members to their PCP for obesity and nutritional help.  Quality will continue to include weight 

and BMI as indicators on the record review tools.  

 

Interventions 

 

Collaboration with 

Other Agencies 

March 2006 – Community Care posted the Childhood Obesity 

Information link on our homepage.  This link goes to a page with 

nine different educational links about childhood obesity.  The 

link is monitored for visits and since 3/27/06 ï 4/11/07 ï 349 

visits 

 

 

 Interventions 

Published Provider 

Newsletter Articles 

Community Care will continue to publish articles regarding 

childhood obesity in the Provider Newsletter on a periodic basis.  

Providers can view past articles by viewing the newsletters on 

Community Care‟s website 

Record Review 

Indicators 

2007 – Community Care began to assess whether members‟ 

weights and body mass indexes are being documented by 

providers in the members‟ records via the Quality Management 

record review process 
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2008 Proposal  

 

In 2008 the DPW Initiatives will continue to be developed. In record reviews, providers will be 

expected to incorporate the screenings into their routine assessment process and will be reviewed 

in record reviews for evidence of such. 

 

 

e. Cultural Competency 

 

Discussion 

 

Community Care has defined cultural competency barriers to treatment to include race, ethnicity, 

language, age, region or country of origin, degree of acculturation such as speaking with an 

accent or a particular dialect, gender, socioeconomic class, religious beliefs, sexual orientation, 

and/or special needs such as HIV/AIDS or a pregnant substance abuser. 

In 2007, Community Care monitored Cultural Competency through the complaint process and 

SMIs (Significant Member Incidents). In addition, materials such as member manuals and 

domestic violence information were provided in Spanish for members who would benefit.  

 

Data 

Table 6. e. a– Cultural Competency 

 

 

Complaints 

 

 

2007 

 

Cultural Competency – barriers to 

treatment based on race, ethnicity, 

language, age, religious beliefs, sexual 

orientation, special needs and HIV/AIDS 

 

 

0 

 

 

SMI Indicator 

 

 

2007 

 

Cultural Competency:  Provider did not 

meet member‟s cultural preferences 

 

 

0 

 

 

Analysis 

 

There were zero complaints and SMIs filed in 2007 regarding cultural competency. 
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Intervention 

 

No opportunities for improvements have been identified. 

 

2008 Proposal 

 

Community Care will continue to track complaints and SMIs related to cultural competency in 

2008.  Data will be analyzed for trends, and appropriate interventions will be developed and 

implemented as necessary. Peer Support Specialists will be encouraged to educate members on 

their rights related to Cultural Competency within the behavioral health system. 

 

 

f. BHRS services  

 

Discussion / Interventions 

 

BHRS received a great deal of attention in 2007. Record reviews were conducted with provider 

feedback and education. BHRS monthly meetings were held twice each month with BHRS 

providers to ensure easy access to the meetings. During 2007 discussions that covered multiple 

topics from administrative processes to clinical and performance standards were held. Areas of 

importance have been timely commencement of services, collaboration and referral between 

providers to serve members, review of regulatory issues, treatment planning, and Best Practice 

evaluations. Clinical managers, Professional Advisors, Network, and Quality staff attended the 

meetings to increase the communication with providers. Feedback from providers was sought 

and received as well.  

 

In addition, several trainings were completed for providers on Best Practice evaluations, 

treatment planning, the role of ISPT meetings in ensuring BHRS was the least intrusive, most 

effective treatment indicated, safety related incident reporting, as well as new models such as the 

Brief treatment model.  Care managers continued daily work with the provider network on 

improving the timeliness of packet submission, the importance of ensuring all involved with the 

member are participating in Interagency meetings, addressing the quality of the evaluations, and 

treatment plans. BHRS commencement was closely monitored and issues found were routinely 

addressed each month as well as in face to face provider specific forums.  

 

A survey was completed in late 2006 and repeated in the fall of 2007 to determine the amount of 

TSS staff participating in the schools. This data was shared with providers and was used as a tool 

in discussions with the schools in search of a more functional approach to addressing and 

meeting needs. Utilization through 2007 showed slight reduction of BHRS services yet the high 

volume and percentage of use in the North east remains high. Denials in the Northeast were 

predominantly related to BHRS, specifically reducing the duration and intensity of TSS services. 

An emphasis on BHRS as a short term program with transfer of skills to caregivers and caution 

to not promote dependency were prime areas of focus throughout 2007. Community Care also 

began in June of 2007 sending OMHSAS denials involving members with autism. In 2007 we 

sent 31 such letters, including those who have a rule out of the disorder. 
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NBHCC led BHRS sub group meetings to address the utilization issues in the Northeast along 

with the feasibility of developing a more cost effective and evidence based system of care with 

the schools. Details of Northeast BHRS  initiatives is as follows: 

  

 Strategic Study Group and Work Group 

 

Discussion 

 

Beginning in February 2007 NBHCC created two groups dedicated to compiling, analyzing and 

recommending improvements to the BHRS system.  

 

The BHRS Work group was developed to focus on transitioning the BHRS service system to a 

more clinical model of care. The committee included providers and family members as well as 

staff from Community Care and NBHCC. The monthly group meetings offered opportunities for 

education and information sharing. In addition to monitoring trends, this committee made 

recommendations regarding effective management of the BHRS budget and opportunities for 

improvement based on the analysis and recommendations of the BHRS Strategic Study Group. 

 

The BHRS Strategic Study group met every two weeks from February 6 to May 30 to review the 

current status of BHRS both in the community and the school environment. The committee 

included staff from NBHCC, Community Care, the regional office of OMHSAS, BHRS 

providers, and area School Districts; the group also had family members and individuals from 

NBHCC‟s Board of Directors that participate.  

 

The study group was charged with the task of reviewing the current status of BHRS in our 

communities; research other BHRS models; seek input from families, providers and schools and 

make recommendations for improvement.  The group agreed that five areas must be addressed in 

all efforts:  

 Access 

 Acceptability by schools and families 

 Cost effectiveness 

 Best practice standards 

 Co-occurring disorders 

 

Analysis 

 

The group reviewed all services available to children in the system and alternative models of 

BHRS. The group recommended the addition of the Brief Treatment model of BHRS to be added 

to the HealthChoices continuum of care. The Brief Treatment Model became available in July, 

2007.  Ultimately this group submitted five recommendations: 

 Traditional BHRS to remain available for those children at highest risk. 

 Brief Treatment Model. 

 Community Clinical Teams – this is the school and community based team approach to 

BHRS that is in development. 

 Increased use of Family-Based Mental Health Services, Functional Family Therapy, and 

school based Partial Hospitalization. 
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Quality Improvement Pilot Project 

 

Beginning in January 2007 NBHCC began a pilot QI project with a local BHRS provider. The 

opportunity identified was: to increase the number of children receiving their entire prescription 

of BHRS services within 50 days. 

This project utilized a Plan, Do, Check, Act (PDCA) methodology to examine the obstacles 

involved in staffing and providing the full compliment of BHRS services. 

This project identified the following: 

 Inadequate supply of TSS workers in the system. 

 Not likely that enough TSS workers will be hired and trained in the near future. 

 80% of all BHRS expenditures are for TSS. 

 Some children receive TSS for years. 

 Too many children are trying to enter the Behavioral Health system at the same point. 

The recommendations from this effort included: 

 Improvement of recruitment efforts. 

 Creating other entry points for children. 

 Develop alternative access points. 

 Analyze length of stay issues. 

The result of this pilot project was to reinforce and verify the addition of the Brief Treatment 

model and to encourage the pursuit of a new model for TSS. 

 

 

School Initiative 

 

Due in part to the recommendations and analysis from the Strategic Study group Community 

Care has initiated a School Initiative under the direction of Dr. Judith Dogin. Dr. Dogin, Jeff 

Blau from Community Care and Ellen Walsh from NBHCC make up the team that is in the 

process of working with area school districts to identify gaps, needs and success stories. The 

intention is to craft an alternative method of providing BHRS services which will involve a team 

approach in school and the community.  

 

 

 

2008 Proposal 

 

Both Community Care and NBHCC are excited and encouraged by the school efforts to date and 

hope to have a team approach ready for implementation at the beginning of the next school year. 

 

 

 

 

 

 

 

 



Confidential Northeast Region 2/26/08  78 

Section 7:  Treatment Outcomes 

 

 

1.  Follow up after Mental Health Hospitalization 

 

Discussion  

Community Care continues to monitor ambulatory follow-up appointment within seven and 

thirty days for members discharged from behavioral health inpatient care.  OMHSAS has 

identified follow-up after behavioral health hospitalization as a Performance Improvement Plan 

(PIP) for Community Care and the Gold Standard is 90%.  Interim seven and 30-day goals were 

established by the NBHCC Quality Management Committee as well.  Community Care‟s 

analysis of Follow-up After a Mental Health Hospitalization is a claims based measure.  

Community Care submits quarterly updates detailing rates, interventions, and a barrier analysis.  

The rates are calculated using HEDIS methodology with a 135 day claims lag.  An additional 

measurement was included to capture follow-up services that are unique to Pennsylvania 

including Intensive Case Management (ICM), Resource Coordination (RC), Collateral Family 

Psychotherapy, and Psychological or Neuropsychological testing; Community Care has termed 

this measure PA Specific.  Medicare is excluded from this data; however, Third Party Liability 

(TPL) is included. The measure includes members ages six and above. 

 

Follow-up after a Mental Health Hospitalization is also measured via an IPRO External Quality 

Review Project, with oversight by OMHSAS. As Health Choices was commenced in the four 

Northeast county region in July 1, 2006, 2007 marked the first full year that this follow up 

performance measure study was conducted. 

 

 

2007 Goals 

The OMHSAS gold standard is 90%.   Interim goals have been established while working toward 

the gold standard.  Table 7.1a provides the detail on the goals for each county in our region for  

follow up from Mental Health Inpatient care for 2007.     

 

 

 Table 7.1a  2007 Interim Goals by County 

County  7 Day HEDIS 7 Day PA 

Specific 

30 Day HEDIS 30 Day PA 

Specific 

Luzerne 64% 65% 77% 79% 

Lackawanna 60% 61% 81% 83% 

Susquehanna 61% 61% 74% 80% 

Wyoming 55% 55% 69% 69% 

 

Data 

 

Annual Comparison 

The following tables provide a comparison between the 2006 validated rates with the year to date 

rates( incorporating Q 1 and Q 2 ) in 2007.   
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Graph  7.1.a– Luzerne County 
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Luzerne County Analysis 

 

The year-to-date (YTD) rates for follow-up within seven days, which includes 1
st
 and 2

nd
 

Quarters of 2007, are 67% for HEDIS and 69% for PA Specific.  This is an increase from the 

2006 annualized rates of 48% and 49%, respectively.  Both measures also met and exceeded the 

Interim Goals, which are 64% for HEDIS and 65% for PA Specific, but did not meet the 

OMHSAS Gold standard of 90% follow-up.  

 

The 30-day follow-up rates for 2007 YTD are 79% for HEDIS and 82% for PA Specific.  The 

annualized 2006 rate for HEDIS was 64% and the Interim Goal was set at 77%; the 2007 YTD 

rate of 79% did surpass both  the 2006 annualized HEDIS rate of 64% and  the interim goal of 

77%.  In regards to the PA Specific measure, the 2006 annualized rate was 66% and the Interim 

Goal that has been established is 79%;  the YTD rate of 82% was higher than both of these rates.   

 

Data 

Graph 7.1 b – Lackawanna County 

49 52

72 75

55 57

73 76

0

20

40

60

80

100

7 Day HEDIS 7 Day PA Specific 30 Day HEDIS 30 Day PA Specific

2006 YTD 2007 OMHSAS Gold Standard

 

 

 



Confidential Northeast Region 2/26/08  80 

Lackawanna County Analysis 

 

The year-to-date (YTD) rates for follow-up within seven days, which includes 1
st
 and 2

nd
 

Quarters of 2007, are 55% for HEDIS and 57% for PA Specific.  This is an increase from the 

2006 annualized rates of 49% and 52%, respectively.  Both measures also met and exceeded the 

Interim Goals, which are 60% for HEDIS and 61% for PA Specific, but did not meet the 

OMHSAS Gold standard of 90% follow-up.  

 

The 30-day follow-up rates for 2007 YTD are 73% for HEDIS and 76% for PA Specific.  The 

annualized 2006 rate for HEDIS was 72% and the Interim Goal was set at 81%; the 2007 YTD 

rate of 73% did surpass the 2006 annualized HEDIS rate of 72% but did not reach the interim 

goal of 77%.  In regards to the PA Specific measure, the 2006 annualized rate was 75% and the 

Interim Goal that has been established is 83%; the YTD rate of 76% was higher than the 2006 

annualized rate but did not reach the interim goal established. 

 

Data 

 

Graph 7. 1.c – Susquehanna County 
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Susquehanna County Analysis 

 

The year-to-date (YTD) rates for follow-up within seven days, which includes 1
st
 and 2

nd
 

Quarters of 2007, are 59% for HEDIS and 62% for PA Specific.  This is an increase from the 

2006 annualized rates of 52% and 56%, respectively.  Both measures also met and exceeded the 

Interim Goals, which are 61% for HEDIS and 61% for PA Specific, but did not meet the 

OMHSAS Gold standard of 90% follow-up.  

 

The 30-day follow-up rates for 2007 YTD are 68% for HEDIS and 71% for PA Specific.  The 

annualized 2006 rate for HEDIS was 60% and the Interim Goal was set at 74%; the 2007 YTD 

rate did surpass the 2006 annualized HEDIS rate but not  the interim goal of 74%.  In regards to 

the PA Specific measure, the 2006 annualized rate was 64% and the Interim Goal that has been 

established is 80%;  the YTD rate of 71% was higher than the 2006 annualized rate but lower 

than the established goal.  
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Data 

 

Graph 7.1.d – Wyoming County 
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Wyoming County Analysis 

 

The year-to-date (YTD) rates for follow-up within seven days, which includes 1
st
 and 2

nd
 

Quarters of 2007, are 79% for HEDIS and 79% for PA Specific.  This is an increase from the 

2006 annualized rates of 58% and 58%, respectively.  Both measures also met and exceeded the 

Interim Goals, which are 55% for HEDIS and 55% for PA Specific, but did not meet the 

OMHSAS Gold standard of 90% follow-up.  

 

The 30-day follow-up rates for 2007 YTD are 88% for HEDIS and 88% for PA Specific.  The 

annualized 2006 rate for HEDIS was 74% and the Interim Goal was set at 69%; the 2007 YTD 

rate of 88% did surpass both the 2006 annualized HEDIS rate of 74% and  the interim goal of 

69%.  In regards to the PA Specific measure, the 2006 annualized rate was also 74% and the 

Interim Goal that has been established is 69%; the YTD rate of 88% was also higher than both of 

these rates.   

 

New Barriers Identified in 2007  

 

Barriers that continue to be of concern to the Committee as well as Community Care Outreach 

staff who attempt to reinforce the importance of keeping aftercare appointments with members 

involves the limited housing resources in the area.  Members may have a sense of hopelessness if 

they were discharged from an IP Unit to a shelter, which may contribute to not following up in 

after care treatment. 

 

Community Care also monitored barriers to follow up through the outreach process. The 

outreach team reported the most common barrier to reaching members after discharge is 

inaccuracy of information provided regarding location and contact information 
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As the interventions implemented in Q 4 2006 appear to have had an impact on follow-up rates 

these interventions continue. In addition, in Q 1, 2007, the following interventions were 

implemented to address the identified barriers:  

1. Quality staff met with our CM staff to validate and support their efforts and the impact 

seen of their continued efforts at prompting MH IP programs to ensure a timely aftercare 

appointment is in place at the time of discharge. 

2. Quality staff also reviewed with CM staff the most common barriers that impact outreach 

efforts that might be related to not getting follow up. This was reported as the inability to 

locate a member to complete the outreach effort after discharge. This barrier and possible 

explanations/ solutions w discussed in the IP MH provider meeting in July, 2007. 

3. A Provider newsletter article entitled “Follow up Initiatives” was published in March 

2007 focusing on follow up initiatives throughout the state which continue to focus 

provider attention on this issue and serve as a reminder of the follow-up expectations 

both for those providers doing the discharging as well as the providers doing the follow 

up appointments. It also described some of the interventions currently being used in 

certain areas in an effort to prompt creative interventions across the entire network. 

4. The Care Manager discharge template was updated in February 2007 to address and 

assess  members engagement in treatment 

5. An article entitled “Provider Benchmarking at Community Care” was published in the 

provider newsletter and placed on the website in March 2007. This article described the 

benchmarking reports, provider- identified barriers to follow up and re-admission, and 

interventions providers are using to address these barriers. The article invited providers to 

contact Community Care with other interventions they have found to be effective as well. 

 

Additional barriers that were identified through provider feedback at a June 2007 Provider 

Advisory meeting(PAC)included: IPMH facility not aware of previous provider involvement that 

leads to poor discharge coordination;  the expectation that PHS providers will discharge when a 

member enters a hospital and go through the full re-admit process to PHS upon Hospital 

discharge; Evaluations that do not meet medical necessity criteria for the service referred to upon 

discharge; lack of ICM/RC resources.   

 

 

Interventions 

 

Interventions in the second quarter of 2007 included a provider newsletter article entitled 

“Urgent and Emergent Access to Behavioral Healthcare” which reminded providers of the 

standards for appointment availability.  In addition, the area‟s crisis in housing for members has 

been a focus in Service Area Planning meetings as well as at OMHSAS where creative and 

individualized planning is strongly encouraged. Community Care staff continue to be involved in 

this committee to identify and address barriers that relate to our members. 

 

Barriers identified at the June 2007 PAC meeting resulted in the following interventions: 

Caremanagers to assist and encourage the IP MH Unit in coordinating with all providers 

previously involved; removal of the requirement to discharge from PHS if entering into MH IP 

short term programs, replaced by the expectation that the PHS program will note and refresh 

their notation and treatment plans accordingly; offering training on MNC criteria for 
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Psychiatrists as well as Psychologists; encouragement of providers to seek an ICM/RC for 

qualified members and alert Community Care if these resources are not available. Providers also 

noted the use of community based resources such as BSU Casemanagement and SAP staff that 

do not count in the aftercare claims based methodology that may contribute to the follow up rates 

being reflected in a lower number than they really are. 

 

Community Care has ongoing interventions to impact barriers previously identified that include 

care managers verifying with the discharge facilities that members‟ follow up appointments are 

valid, a revised care manager discharge template is being used that assesses members‟ 

engagement in treatment and readiness for discharge, as well as barriers to members attending 

their aftercare appointment. Another intervention was the recent enhancement to the outreach 

process where care managers use an active problem solving approach to improve follow up rates.  

A pending intervention that is expected to impact the rate of follow-up in the future is the peer 

support specialist.     

 

2008 Proposal 

 

Ambulatory follow up after inpatient care will continue to be an area Community Care focuses 

on in 2008. The plan is for interim goals to be adjusted throughout the year when the previous 

goal was met for several successive quarters.  Member and provider feedback will be solicited as 

new barriers and interventions are developed.  Peer support services will continue to be an area 

of focus as an intervention.  Based on feedback from IPRO regarding follow up after mental 

health, Community Care Behavioral Health has been developing a more intensive barrier 

analysis.  Community Care Behavioral Health‟s internal workgroup will continue to meet in 

2008 to address the implementation of this recommendation.   

 

 

2. Ambulatory Follow Up after Residential Rehab   

 

Discussion 

 

Community Care‟s assessment of ambulatory follow up for individuals discharged from non-

hospital Substance Abuse Residential Rehabilitation captures vital clinical information about a 

high-risk population for whom pro-active interventions can substantially reduce risks related to 

the reoccurrence of substance use.  Appropriate and timely ambulatory follow up care can result 

in sustained treatment compliance and maintain motivation for treatment and recovery among 

individuals at risk for relapse.  Community Care‟s efforts to ensure timely ambulatory follow up 

care for individuals discharged from non-hospital Substance Abuse Residential Rehabilitation 

play an important role in maintaining and improving member health status demonstrating the 

clinical value behind this quality improvement activity.  

Ambulatory Follow Up after Non-Hospital Rehabilitation (NHR) within 7 days is for members 

with all diagnoses.  Community Care adheres to the 135 day reporting requirement.  In 2007, 

data has been reported to the QMC and submitted to OMHSAS through 2nd Q 2007.   
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2007 Goals 

The OMHSAS gold standard is 90%.  Community Care has established interim goals while 

working toward the gold standard.  Tables 7.2a provides the detail on the goals for each county  

for 7 day follow up throughout 2007.     

 

Table 7.2a - Goals  

2007  Year Goals 

LU 

26.8% 

 

LK 

18.7% 

SQ 

20.4% 

WY 

32.3% 

 

  

Data  

 

Table 7.2b - Follow up After NHR within 7 Calendar Days of Discharge 

Luzerne 
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Analysis 

 

The YTD rate for 2007, which includes 1
st
 and 2

nd
 Quarters, is 23%.  This rate did not meet the 

interim goal of 26.8% but is higher than the baseline rate of 2006( 20.9%) 

 

Data  

 

 

Table 7.2c Follow up after NHR within 7 calendar Days of Discharge 

Lackawanna 
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Analysis 

 

The YTD rate for 2007, which includes 1
st
 and 2

nd
 Quarters, is 19%.  This rate did  meet the 

interim goal of 18.7% but is lower than the baseline rate of 2006( 20%) 

 

 

Data  

 

Table 7.2d Follow up after NHR within 7 calendar Days of Discharge 

Susquehanna 
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Analysis 

 

The YTD rate for 2007, which includes 1
st
 and 2

nd
 Quarters, is 20%.  This rate did not meet the 

interim goal of  20.4% and  is  also slightly lower than the baseline rate of 2006( 20.8%) 

Due to the low numbers, one would expect to see variability. 
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Data  

Table 7.2e Follow up after NHR within 7 calendar Days of Discharge 

Wyoming 

25 26

0
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100

2006 Q1 & 2, 2007 OMHSAS Gold Standard

 
 

Analysis 

 

The YTD rate for 2007, which includes 1
st
 and 2

nd
 Quarters, is 26%.  This rate did not meet the 

interim goal of  32.3% and  is  also slightly higher than the baseline rate of 2006( 25%) 

Due to the low numbers, one would expect to see variability in this county as well. 

 

 

Barriers 

Barriers identified by Care management staff and supported by the Committee included members 

leaving against medical advice (AMA) or refusing follow up care; the inability to find or contact 

the member after discharge; appointments may not be available within 7 days; and provider 

expectations that members make their own follow up appointments. 

  

In the 2Q the committee reported no new barriers.  However it was recommended that IP and 

aftercare providers coordinate in such a way as to eliminate the risk of relapse due to lack of 

support by allowing for the member to be transported directly from the IP setting to the aftercare 

ambulatory setting on the day of discharge for a first appointment and orientation to meeting 

times etc, even consider assigning a temporary sponsor until the member finds one themselves. 

The Committee indicated their view that Drug and Alcohol members could not go for 7 days or 

more without a significant risk of relapse. This recommendation will be shared with providers in 

our next Drug and Alcohol meeting scheduled for August, 2007. 

 

Additional barriers that were identified through provider feedback at a June 2007 Provider 

Advisory meeting (PAC) included a lack of ICM/RC resources.  

Barriers identified at the June 2007 PAC meeting resulted in the encouragement of providers to 

seek an ICM/RC for qualified members and alert Community Care if these resources are not 

available 

 

Interventions 

 

Interventions established and implemented by Community Care as of Q 4 2006 continued 

through Q 1, 2007 and included: 
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1. A High Risk Care Manager was assigned to work more closely with designated high risk 

members to encourage follow-up 

2.  Specialized training was provided for our High Risk Care Manager on the application of a 

motivational technique to better engage members known as the active problem solving 

method   

3. If a member was dually diagnosed, the Care managers began prompting the Drug and 

Alcohol provider to refer to both  Mental Health as well as Drug and Alcohol follow-up 

appointments 

4. Tracking of provider benchmarking indicators began when procedures were not followed so 

that future Corrective Action Plans could be implemented if a recurrent theme for a provider 

appears. 

5. Providers were asked to make a follow-up appointment for members, even if leaving AMA 

 

In addition, the following interventions were added in 2007: 

6. Quality staff met with our CM staff to validate and support their continued efforts at 

prompting Residential SA programs to ensure a timely aftercare appointment is in place 

at the time of discharge. 

7. Quality staff also reviewed with CM staff the most common barriers that impact outreach 

efforts that might be related to not getting follow up. This was reported as the inability to 

locate a member to complete the outreach effort after discharge. This barrier and possible 

explanations / solutions will be discussed in a Drug and Alcohol provider meeting 

scheduled in August, 2007. 

8. A Provider newsletter article entitled “Follow up Initiatives” was published in March 

2007 focusing on follow up initiatives throughout the state which continue to focus 

provider attention on this issue and serve as a reminder of the follow-up expectations 

both for discharging providers as well as the providers doing the follow up appointments. 

It also described some of the interventions currently being used in certain areas in an 

effort to prompt creative interventions across the entire network. 

9. The Caremanager discharge template was updated in February 2007 to address and assess  

members engagement in treatment 

   10.  An article entitled “Provider Benchmarking at Community Care” was  

published in the provider newsletter and placed on the website in March 2007. This 

article described the benchmarking reports, provider-identified barriers to follow up and 

re-admission, and interventions providers are using to address these barriers. The article 

invited providers to contact Community Care with other interventions they have found to 

be effective as well. 

Interventions in the second quarter of 2007 included articles in the provider newsletters.  In a 

provider newsletter, there was an article entitled “Urgent and Emergent Access to Behavioral 

Healthcare” which reminded providers of the standards for appointment availability.  In addition, 

the area‟s crisis in housing for members has been a focus in Service Area Planning meetings as 

well as at OMHSAS where creative and individualized planning is strongly encouraged. 

Community Care staff continue to be involved in this committee to identify and address barriers 

that relate to our members. 

 

Community Care has ongoing interventions to impact barriers previously identified that include 

care managers verifying with the discharge facilities that members‟ follow up appointments are 
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valid, a revised care manager discharge template is being used that assesses members‟ 

engagement in treatment and readiness for discharge, as well as barriers to members attending 

their aftercare appointment. Another intervention was the recent enhancement to the outreach 

process where care managers use an Active Problem Solving approach to improve follow up 

rates.  A pending intervention that is expected to impact the rate of follow-up in the future is the 

peer support specialist.     

 

2008 Proposal 

 

Ambulatory follow up after residential rehab will continue to be an area Community Care 

focuses on in 2008.  Member and provider feedback will be solicited as new barriers and 

interventions are developed.  Peer support services and improved collaboration between IP and 

ambulatory providers will continue to be an area Community Care focuses on as an intervention.   

 

3. Re-admission rates 

 

Discussion 

 

Readmission Rates for 7 and 30 days are monitored on a quarterly basis. This is a claims based 

report that shows the number of members hospitalized and then re- admitted to an IP MH Unit 

within 7 days and within 30 days. These reports are typically run after 135 days of service 

rendered to allow for claims lag.  The data was broken down by age groups of 0-21, 21-64 and 

64+ per a request from the Committee.  The overall intent was to see if there is any particular age 

range at risk for readmission. This report reflects Q 1 and Q 2 2007. 

 

Goal 

The OMHSAS Gold Standard – is a 10% readmission rate 

 

Data  

 

Table   Re-admission rates 

     2006 

(Q 3 and 4 

combined) 

Q 1 

2007 

Q 2 

2007 

7 Day     4.8 % 2.4 % 1.7 % 

30Day  13.4 % 9.7 % 2.6 % 

 

Analysis 

 

In the NE, the goal of 10% or less re- admission rate has been met and exceeded in both the 7 

day and 30 day re- admissions for both Q 1 and Q 2, 2007.  The goal of 10 % or fewer 

readmissions was also met in 2006 for 7 days, but not met for 30 days.  

Due to the rates meeting the OMHSAS gold standard, there have been no interim goals 

established.  The focus is on maintaining the low rates as we move forward. 
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Regarding the Re- admission report, the committee had asked that we get more details such as 

re- admissions based on child vs adult, by diagnostic groups, and if the member had an ICM/RC  

within the 30 days prior to the readmission.   

 

Readmissions by age 

 

The highest Percentage of readmission by age category are the 0-21 year old age group. The 

readmit rate for those 65 and older was zero.  Some factors contributing could be claims lag, 

intense support systems thru personal care homes or nursing homes or family support, the use of 

adjunctive therapies such as animal assisted therapy which is very soothing. Also nursing homes 

enhance the adherence to continued medication compliance. 

 

Readmissions by diagnostic codes 

The most common readmission is for those with the diagnosis of Bi Polar Disorder (34% of all 

readmissions), Depression( 31%), and Schizophrenia( 20%). 

 

 

Readmissions who had ICM/RC involvement in between hospitalizations 

 

 The percentage and number of people who had ICM/RC support who required re-admission 

continued to be quite low, 14% or 42 of the 295 readmissions. Eighty-six percent {86 %} of 

those readmitted did not have CM support.  It was noted that 15 (or 36%) of the 42 re-admits 

with ICM were children and 27 (64%) of the readmits with ICM were adults.  Bipolar Disorder, 

Depression and Schizophrenia were the diagnostic categories seen most frequently in those 

people with ICMs being re-admitted. 

 

Barriers  

 

Barriers that may impact readmission rates include: lack of follow up (and all the barriers 

previously mentioned regarding follow up), a fragmented delivery system, or lack of coordinated 

follow-up, members don‟t know the importance of follow-up, and members need a more robust 

service delivery. 

 

Interventions 

 

Ongoing interventions in place include: outreach, high-risk care management team, Care 

Managers monitor inpatient admissions, and daily census data, crisis diversionary services, 

ongoing collaboration with providers, and peer reviewers review all readmissions within 30 days.  

A pending intervention that may impact the rate of readmission is Peer Specialists.  

 

2008 Proposal 

 

Community Care will continue to emphasize the use of ICM/ RC as well as Peer Specialist to 

decrease the re- admission rates in the Northeast. The Service Area Planning Committee is aware 

of the issue related to housing as it impacts this issue as well and Community care committee 
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representatives will continue to encourage creative planning to address and resolve this for our 

members. 

 

4. RTF 

 

Discussion  

 

In 2008, IPRO will be renewing their review of RTF Indicators. Community Care has oriented 

the RTF providers in our area through the RTF provider meetings and has also explained the 

importance of capturing this via documentation in various visits made to RTFs throughout the 

past year.  There are three performance measures.   

 

The Medication rationale in residential treatment facility services performance measure assesses 

the percentage of members discharged from a residential treatment facility (RTF) in 2006 with 

psychotropic medications prescribed who have the clinical rationale for each medication clearly 

documented in their psychiatric discharge summary/final evaluation. 

 

The Family involvement in residential treatment facility services performance measure assesses 

the percentage of members discharged from a residential treatment facility (RTF) in 2006 whose 

parent(s) or legal guardian(s) were involved in the member‟s RTF care within 30 days after the 

member‟s admission. The first numerator assesses those members whose parent(s) or legal 

guardian(s) were present for a face-to-face onsite meeting with RTF staff within the 30 days after 

the member‟s admission. The second numerator assesses telephone contact with RTF staff 

during the same time frame. The third numerator assesses contact with RTF staff via 

videoconference during the same time period. 

 

The Coordination of outpatient follow up in residential treatment facility care 

performance measure assesses the percentage of members discharged from a residential 

treatment facility (RTF) in 2006 whose ambulatory mental health provider was sent documents 

prior to the member‟s first follow-up appointment post-discharge. The time frame under 

consideration for the evidence that documentation was sent, is the seven days preceding the 

discharge date, inclusive of the actual date of discharge, through the date of the member‟s first 

follow-up ambulatory mental health appointment that occurred within 30 days following that 

discharge. 

 

 

 

 

2008 Proposal 

 

Community Care will begin RTF site visits in 2008. Discharge planning and coordination of care 

will be one of several themes that we will be reviewing. 
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5. Recovery themes 

 

Discussion 

 

Community Care has established a series of recovery initiatives with a goal to mentor mental 

health providers and members in the establishment of person-centered services that support 

recovery.  The initiatives include:  

 Transforming the attitudes of all those who are directly or indirectly involved with the 

behavioral health system to believing that recovery is possible for all, empowerment and 

integration for all behavioral health consumers is essential, and shared decision-making at 

all levels is key. 

 Imparting knowledge to peers and staff regarding innovative and evidence-based 

practices to promote recovery. 

 Building the skills of all stakeholders to promote effective recovery-oriented, consumer-

driven services.  

 

Our work is grounded in the belief that recovery from mental illness is not the privilege of a few, 

but a possibility for everyone. Behavioral health systems that support recovery are characterized 

by: 

 Consumer voice and choice. 

 Person-centered planning. 

 Evidence-based practices. 

 A skilled workforce including certified peer specialists. 

 Medical staff members who are skilled in shared decision making. 

 Community integration outcomes that include a job, home, transportation, and 

discretionary income. 

 

Interventions 

 

Overview of Activities to Date 

 

 Appointment of a Manager of Recovery Initiatives and dedicated staff to support the 

transformation.  

 Creation of a long term consultation arrangement with Pat Deegan, PhD and Associates and 

Advocates for Human Potential to support the recovery transformation. 

 Holding  2-day Recovery Conferences (Recovery- From Concept to Practice) led by Pat 

Deegan at various sites throughout the Community Care Service area to inform and engage 

members, providers and staff. 

 Holding multiple Hearing Voices Train-the-Trainer programs for area consumers. Trainees 

learn to conduct the Hearing Voices simulation and receive ongoing technical assistance for 

the trainings they conduct in the community. 

 Development of a Recovery web-site to support sharing of information 

(www.recoverylearning.com). 

 Development of Community Care Corporate Member Advisory Board to support the work in 

recovery. Service regions hold regular Member Advisory and Family Advisory Committee 

meetings. The first meeting was held on November 6, and another Feb. 7/8, 2008. 

http://nbhcc.org/hasslj2/Local%20Settings/Temporary%20Internet%20Files/OLK9/www.recoverylearning.com
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 Establishing a pilot site for Pat Deegan's Common Ground decision support software. 

 Developing outcomes, measures and tools to assess the impact of the recovery 

transformation. 

 Including recovery topics in all trainings and conferences sponsored by Community Care. 

 Creating a Recovery Transformation Team to support our work across the seven offices. 

 Development of an internal Recovery Works newsletter, distributed twice each month, 

which is designed to improve communication related to recovery trainings and teachings 

across the organization.  

 

2008 Proposal 

 

Ongoing development of a recovery oriented system will be the focus of Community Care in 

2008. Two areas of interest planned to date include but are not limited to: 

 Recovery: Making it real Conference March 19, 2008 in Pittsburgh. 

 2007/2008 Winter Teleconference/Webcast Series included Measuring the Recovery 

Orientation of Mental Health Agencies: An Introduction to State-of-the-Art Recovery 

Measures by Priscilla Ridgway, Ph.D. (Feb. 15
th

). 

 

 

Section 8. Effectiveness of the QM program 

 

Community Care‟s Northeast Region Quality and Care Management Programs continued to 

mature in 2007.  Community Care collaborated with the physical health MCOs addressing 

important health and safety issues. Relationships have been developed that will move us forward.  

When pharmacy data becomes available we look forward to collaborating on relevant studies to 

further monitor and support the health and safety of our members. 

 

An assessment of Community Care‟s Quality and Care Management activities found they were 

relevant to Northeast Region members.  A greater number of members accessed Community 

Care‟s services in 2007.  Member satisfaction rates were high, particularly with Community 

Care‟s provider network.  Findings provided by the C/FS teams led to follow up actions by 

Community Care, a request for a corrective action plan, and the development of collaborative 

meetings to address the safety and well being of our youth in an RTF setting.  

 

Community Care provided feedback to its provider network through a number of mechanisms: 

the member complaint process, record reviews on different levels of care with high volume 

providers, significant member incident investigations and recommendations, provider 

benchmarking incident reports, an annual provider benchmarking report, and ad hoc provider 

meetings to address concerns. 

 

New Domestic Violence initiatives implemented by Community Care promoted screening for 

witnessing abuse in the home across the provider network.  Northeast Care Managers and 

network providers received intensive Domestic Violence training.  Educating members and 

providers about childhood obesity, domestic violence and smoking cessation initiatives 

continued to be a focus for Community Care in 2007.  Community Care‟s local Recovery 

Conferences provided training opportunities for both members and providers.  Community Care 
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sponsored a Hearing Voices training in our region to sensitize and enhance awareness of the 

experience of hearing voices on a day to day basis.  

 

Community Care‟s Quality and Care Management activities receiving the most focus was the 

Performance Improvement Plans (PIPs): Ambulatory Follow Up After Inpatient Mental Health 

and Ambulatory Follow Up After Non-Hospital Rehab.  Barriers to treatment were focused on 

throughout 2007. Barriers identified in other areas thru Community care‟s efforts were reviewed 

as well as barriers unique to the NE Region were explored. Community Care and NBHCC 

solicited information from both members and providers on reasons for lack of follow up.  All 

four measures for ambulatory follow up increased indicating interventions are making an impact.  

Interventions to be highlighted for 2007 include outreach efforts by Caremanagement staff, 

enhanced prompting of discharge planning while hospitalized, and joining with the providers in 

reviewing data and encouraging their continued attention to educating  members and families on 

the importance of follow-up.  The Non-Hospital Rehab rates did not see the same trend but 

methodological issues may be the underlying reason.   

 

Proposed changes for next year 

  

In 2008, Community Care will continue to focus efforts on treatment outcomes including the 

PIPS.  Recovery will be the continuing central theme from Community Care.  Collaboration will 

continue with PH MCOs with the expectation for exciting new study opportunities from 

pharmacy data.  Collaboration with schools, PCPs, behavioral health specialists, and other 

service agencies will continue to occur in 2008.    
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