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I EXECUTIVE SUMMARY

In 2006, the Department of Children and Families (DCF), the Department of Social
Services (DSS), in conjunction with a legislatively mandated Oversight Council, formed
the Connecticut Behavioral Health Partnership (CT BHP) with ValueOptions serving as
the Administrative Service Organization (ASO). The Partnership was described at that
time as a redesign of the behavioral health service delivery system for low-income
children and their parents. The program emphasized families as partners in care
planning, serving to enhance cultural competency within the service system, and striving
to improve the quality and availability of community-based services and supports. The
Partnership was a reform initiative designed to help children and parents with serious
behavioral challenges remain in their homes and communities, through the use of
targeted, individualized clinical and support services. The ultimate goal under the
initiative was to allow children and parents to function independently, restore or maintain
family integrity, improve family functioning, achieve a better quality of life, and avoid
unnecessary hospital and institutional care.

Towards the end of 2010, the Department of Mental Health and Addiction Services
(DHMAS) decided to join the CT BHP, so an RFP was issued for an ASO vendor.
ValueOptions bid on and was awarded the contract to be the ASO for the expanded CT
BHP. The new contract went live on April 1, 2011 when more than 200,000 additional
Medicaid members, primarily adults but also including a small number of youth, were
added.

While the goals of the original CT BHP described above remained in place,

ValueOptions,CTas t he ASO is described in the new cont i
vehicle for organizing and integrating clinical management processes across the payer

streams, supporting access to community-services, assuring the delivery of quality

services and preventing unnecessary institutione
expected to enhance communication and collaboration within the behavioral health

delivery system, assess network adequacy on an ongoing basis, improve the overall

delivery system and provide integrated services supporting health and recovery by

working with the Departments to recruit and retain both traditional and non-traditional

providers.

Much of 2011 was focused on the integration of the new business into the existing
service center. By the end of 2011, the new adult business was combined under one
leadership structure within every department. The integration of the adult and child
business lent itself to reassessment of processes and workflows and the identification of
practices from both the adult and child business that would benefit both. This re-
evaluation of processes had a positive impact on the entire service center and resulted
in more consistency and efficiency. .

While 2011 was a year of growth and integration of new business, 2012 was a year of
increased focus on informatics. In the past year we have developed the ability to
integrate external datasets, improved the depth of our analyses of data through the use
of more advanced statistics, and moved towards the ability to measure outcomes.
ValueOptions, CT worked closely with the Departments to study the use of Intensive
Outpatient services and integrated data sets collected by DMHAS to enhance the study.
We expanded our use of DSS claims data to develop claims-based measures of the
frequency and duration of utilization of Home Health services and developed individual



provider profiles to assist these providers in their understanding of how they compare to
their counterparts. We utilized claims data to analyze the service usage by members on
the Autism spectrum. Our analysis contributed to recommendations from a committee of
experts to the governor of CT. The enhanced focus on informatics has resulted in the
re-evaluation of the staffing requirements of the QM and Reporting Departments and the
hiring of staff with more advanced skills that allow us to conduct more robust analyses of
our data.

At the same, the service center is making advances in the use of technology to adapt the
utilization management process to make it more efficient. Through the use of web-
technology, select providers are able to enter clinical information directly into the system
and need only interact with clinical staff when risk indicators require more
communication and planning or when stays are prolonged. These efficiencies are
allowing clinical staff to have more time in the field with providers where they focus more
on the treatment planning of members with greatest need. These efficiencies have also
allowed clinical staff to work more closely with the Regional Network Managers (RNMs)
as they identify network-wide themes that can be addressed by the Provider Analysis
and Reporting programs.

There has also been significant expansion of the Peer Program with the hire of
additional Peer Associates to work with the adult population. Pilot programs have been
developed to improve the connection to follow-up care following inpatient stays and to
decrease readmissions to higher levels of care.

The ValueOptions, CT Quality Management Program

The ValueOptions, CT Quality Management (QM) Program was initiated with the
implementation of the original contract in 2006. The QM Program serves as the
overarching structure to evaluate continuously the effectiveness of ValueOptions CT as
the ASO for the BHP and to ensure that the clinical and support services offered within
the CT BHP live up to their promise for the youth, families and adults served by the
program. The QM Program identifies the key indicators that affect the operation and
then monitors these indicators, analyzes the findings, identifies issues, trends and
barriers, and then initiates actions to improve performance when necessary. The
program also conducts studies in collaboration with the Departments to improve our
understanding the impact of the services on the members we serve.

On at least an annual basis, the QM Program is evaluated. The annual QM Program
Evaluation provides an opportunity to examine completed and ongoing quality activities
and to identify new opportunities for the coming year. The QM Program evaluation
assesses the overall effectiveness of the QM Program including the effectiveness of the
committee structure, the adequacy of the resources devoted to it, practitioner and
leadership involvement, the strengths and accomplishments of the program with special
focus on patient safety and risk assessment, and performance related to clinical care
and service. Progress t owa rgbalstistaleo eypalusged.ifo us year ¢
review of each of the goals is included within this evaluation along with a description of
each goal and sub-goal, commentary regarding their completion status, and
recommendations for whether to carry them over into the Quality Program for the
following year. The results of this program evaluation, together with the additional goals



that reflect the strategic planning done collaboratively with DSS, DMHAS and DCF will
be used to formulate the 2013 Project Plan.

After implementing the new business in 2011, 2012 was a year of developing a better
understanding of who the new adult members are and how they are different from the
adult members within the HUSKY A population. Utilization within the different benefit
packages was reviewed in many different forums and statistical analyses were
performed to gain a better understanding of what variables impacted length of stay and
readmission rate. Providers and groups that served our new adult members were
identified in 2011. Relationships with those entities were further developed in 2012.

Membership:

In 2012, the ages for youth and adult Medicaid membership were redefined to align with
DMHAS and DSSO6 d e f. iYouih tvereidentifiedl as amembearduadertthe

age of 18 and adults were identified as members 18 and over. The membership for

youth has been relatively stable over the past year, rising only 1.8% from Calendar Year
(CY)611 t o Youth nierhhkgrship has increased annually over the past several

cal endar vyear s, bDBugng 2002 tmere wasm slightYinc@ds8in
member ship of 1. 10% fDCRBinvoN@dyouihlalcountedfoR4 61 2.
approximately 3.0% of all youth members during the quarter (8,731 members) and 4.2%
(13,947) of all covered youth for 2012. The remainder of the youth members were Non-

DCF involved (291,252 members) and accounted for 99% (324,829) of total

membership. There has been a gradual decline of 22.1% (11, 214 to 8,731) in DCF
membership over the past 6 quarters (Q2, 2011 to Q4, 2012), with a 6% (9,289 to 8,731)
decline occurring just within the last quarteri Q4 ¢ The decline is also apparent from

Cy 611 to CY 612, with a 9% (15,321 to 13, 927)

Membership for the adult population has grown since Q2 d1, when the new membership
totals were first collected. This growth is most evident in the HUSKY D population where
it appears that membership increased by somewhat
Q3 o612.



Membership figures for CY 2dot each of the eligibility categories are included in the
following table. Please note: The numbers in the total membership cells of the table will
not add when the figures for youth and adults are totaled nor will the rows by eligibility
category. While the numbers in each of the cells are unduplicated counts, individual
members may be duplicated in different cells. For example, a member may have
belonged to more than one eligibility category during the year or they may have turned

18 during the year.

Eligibility Category Total ~ ~~|Youth —Adults
Membership (<18) (18+)
Family Single 505,777 314,046 202,667
Family Dual 6,105 8 6,098
HUSKY B 21,746 20,666 1,846
DCF Limited Benefit (DO5) 412 412 0
Aged, Blind, Disabled (ABD) 40,219 502 39,705
Single
ABD Dual 58,915 0 58,915
Long Term Care (LTC) Single 3,194 9 3,185
LTC Dual 22,434 0 22,434
Medicaid Low Income Adults
(MLIA) 133,596 25 133,586
Charter Oak 9,254 0 9,254
Total Membership 771,326 329,726 453,478




Key accomplishments of ValueOptions, CT Quality Management Program in 2012
include:

¢ Challenges were identified with sharing PHI with providers in order to coordinate
care for the adult members with substance abuse and solutions were identified
that ensure that care coordination could continue.

¢ Documentation audit processes were refined further to become a collaborative
QM/UM process and now not only assess performance but also allow for CCM
development by providing feedback regarding the quality of the review.

e Continued trainings on complaints and grievances were provided, and led to
improved identification of informal complaints.

e Continued trainings on adverse incidents were provided, leading to further
refinement of the process following the identification of an incident and ensuring
that high risk members connect to care following incidents.

e Quarterly/Annual analysis process evolved to be a collaborative process between
QM and UM with greater discussion about the data prior to submission of the
analysis and executive summaries.

e Further development of our claims knowledge occurred as several more projects
involved pulling claims queries.

e Integration of external data sets with internal data was initiated with the IOP
performance target.

e With support from DSS, the administrative appeal review process was
strengthened. Reasons for overturning administrative denial were re-evaluated
and updated to address current issues.

e Continued trainings were conducted on the denial and appeal process which
allowed for an increase in not only denials but also provider appeals.

¢ New Provider, Analysis and Reporting (PARs) programs were established for
therapeutic group homes, home health and adult inpatient providers.

e Provider, Analysis and Reporting (PARs) programs continued for child and
adolescent Inpatient, PRTF, RTC, Emergency Departments and ECCs.

e Geo-Teams were expanded and co-led by Clinical Supervisors and RNMs.

e Completion of the Autism Spectrum Disorder Feasibility Study with multiple
Departments, external subject matter experts and families participating.

e Audit tool was created and tested in order to assess the ECC providers
compliance with the expectations communicated in the DSS Provider Bulletins.
Audits at the providers6é sites began

o Certificate of Need letters were sent to providers for non-emergent admissions to
PRTF, Solnit and CVH.



Key accomplishments of the CT BHP Utilization Management Program in 2012
include:

¢ Integration of the clinical department - Moved away from an adult and child
division to an integrated regional model which supports provider relationship
development and increased knowledge of the resources within the regions.

¢ Increased interdepartmental collaboration with the regionally-based RNM team.

e Establishment of a strong working relationship with Community Health Network
of Connecticut (CHN) and the evolution of the care coordination identification
process.

¢ Increased collaboration with DCF which evolved into co-location of ICMs within
the DCF regional offices to assist in care coordination and discharge planning for
members in inpatient and residential care.

¢ Increase in ICM and Peer presence at clinical rounds within the community
hospitals as well as Solnit in order to prevent discharge delay and coordination in
discharge planning.

¢ Moving toward National perspective of ICM assignments and utilizing National
platform while keeping the local perspective.

e Movement away from the face to face model for the adult ICMs except around
ED diversion where a Peer was added to assist in the diversion efforts.

¢ Increase in calls to identify open beds at detoxes and inpatient psychiatric
hospital so that the information can be shared with providers if needed.

¢ Began completing the Certificate of Need for non-emergent admissions to PRTF,
Solnit and CVH.

e Established rounds for complex, high risk cases with MD to ensure that members
are receiving the appropriate care.

e Re-assignment of the Residential Care Team with 2 CCMs becoming ICMs and
being deployed to the DCF regional offices; 3 becoming RTC-RNMs and being
actively involved in the RTC/TGH PARs profile development and cohort provider
meetings.

e Child and adult ICMs assisting EDs as needed when volume was elevated or
with participation in case conferences and discharge planning.

¢ Built relationships with CHN, Advanced Behavioral Health (ABH), Local Mental
Health Authorities (LMHAS) and adult hospitals.

e Expanded work with National Alliance on Mental lllness (NAMI) and Connecticut
Community for Addiction Recovery (CCAR) with inclusion at the joint ICM/Peer
staff meeting.



EVALUATION OF OVERALL EFFECTIVENESS OF THE VALUEOPTIONS, CT QM
PROGRAM STRUCTURE

A. Committee structure
The following QM committee structure is in place at the time of this evaluation:

VO-CT Quality Management Committee (QMC)

The QMC was established to provide oversight of the VO-CT QM program. The
QMC is co-chaired by the Vice President (VP) and the Associate Vice President
(AVP) of QM. The QMC reports to the ValueOptions Corporate Quality Council and
is also guided by the Senior Management Quality Management Steering Committee
(also known as CORE) which is attended by representatives of the Departments as
well as ValueOptions, CT senior leadership. .

The membership of the QMC includes representatives from all departments within
the Service Center including the leadership of the service center. Included are:
Chief Executive Officer

Chief Operating Officer

Medical Director or designee

VP of Quality Management

AVP of Quality Management and QM staff

VP of Recovery and Clinical Operations

VP of Health and Wellness

VP of Provider and Customer Relations

Clinical Director

Director of Community Support

Director of Customer Service

Director of Human Resources

Director of Finance

Director of Provider Relations

The QMC met on a quarterly basis during 2012. The focus of the committee during
2012 was on continued review of performance on the operations indicators as well
as the PARs program and clinical studies. Attention was paid to telephone access,
turn-around times for UM decisions, new protocols for medical necessity denials and
partial denials, and adverse incidents. The Safety and Risk Management program
continued to receive the attention of the committee as processes for identifying and
managing high risk members continued to be enhanced and expanded as a result of
differences in the new population.

Safety and Risk Management Sub-Committee

The Safety and Risk Management Sub-Committee reports to the QMC and is co-
chaired by the Medical Director and the AVP of Quality Management. In addition to
the co-chairs, the membership of the committee included:

VP of Quality Management (ad hoc)

QM Coordinator

VP of Recovery and Clinical Operations

VP of Health and Wellness



Care Manager
Regional Network Manager

In 2012, the sub-committee met weekly to review adverse incidents as well as quality
of care and service issues identified by ValueOptions staff, members, providers, and,
on request, the Departments. The focus of the sub-committee was on verifying that
high risk members were connecting with care and ensuring that established tracking
processes were working effectively. The sub-committee reviewed all issues
identified during the previous week and followed up on the results of actions and/or
investigations previously identified by the committee. The sub-committee
periodically reviewed the trends of specific facilities or programs. Due to the large
volume of adverse incidents reviewed in 2011, the committee reviewed the criteria
necessitating an adverse incident and the decision was made to return to original
criteria established by National VO. Upon review with the Medical Director and VP of
UM it was determined that care managers were assessing risk appropriately and that
the focus of the sub-committee would return to the members at the highest risk.
While all adverse incidents are reviewed at the time of receipt by the AVP of QM, the
sub-committee reviews the incidents that the committee identifies to ensure that high
risk cases are being reviewed with Clinical Supervisors, Directors and Medical
Directors.

Network Management Sub-Committee and Provider Analysis and Reporting
(PARs) Workgroup

The Network Management Sub-Committee meets weekly and reports to the QMC.
The sub-committee is chaired by the Director of PARs and VP of QM. Its members
include:

Regional Network Managers
VP of QM

AVP of QM

QM Analysts

CEO (Ad Hoc)

Medical Directors (Ad Hoc)

The primary focus of this committee continues to be on the developing strategies to
improve systems of care, with particular focus on addressing issues generated by
the PARs and Performance Incentive programs. The complexity of the PARs
program has necessitated the formation of several workgroups off of the Network
Management Sub-Committee, including workgroups focusing specifically on the
inpatient, ECC, RTC, and PRTF programs. The Network Management Sub-
Committee then focuses on improving the consistency of strategies across the PARs
program and the development of new indicators for the various programs.

This committee also provides oversight of the five (5) Geo-Teams. The Geo-Teams
include ValueOptions staff, both clinical and administrative, who are involved with
facilities and programs in specific geographic regions. These teams reviewed PARs
data and the results of Performance Incentive programs for providers within specific
geographic regions. The Geo-Teams members also provide their perspective on the
findings, and develop strategies for improving the performance of the facilities and
programs in the region.

10



During the implementation of the new business, the Geo-Teams did not meet as
frequently as usual. By the end of 2011, as the Clinical Department moved towards
the development of regionalized clinical teams, the Geo-Teams were reinvigorated
and membership of the teams was expanded to include both adult and youth
clinicians.

The PARs Workgroup was established late in 2007 as the vehicle to oversee the
development and implementation of the PARSs initiatives and to provide the
opportunity for all departments to provide their input into the various programs.
During 2011, the workgroup met weekly to assess profiles for each of the PARs
programs, review data, hear feedback and recommendations from providers involved
in the PARSs programs, and to share the findings of the PARs programs with other
departments. As new staff were included in the Workgroup and the histories of the
various programs were reviewed, the work of the committee necessarily slowed.
Additionally, with the implementation, existing programs had to be adjusted to
include the new adult population. Additionally, with the implementation, existing
programs had to be adjusted to include the new adult population. Existing indicators
and methods of measurement had to be reassessed to consider the impact of the
new populations.

The workgroup is currently chaired by the VP of QM. Included in its membership
are:

Medical Director

VP of Recovery and Clinical Operations

Directors of UM

Director of IT/Reporting

Regional Network Managers

Quality Department Staff

Provider Relations

CEO (Ad Hoc)

Utilization Management Sub-Committee

The Utilization Management Sub-Committee meets weekly and reports to the QMC.

The sub-committee is co-chaired by the VP of Recovery and Clinical Operations and
the Medical Director. In addition to the co-chairs, the membership of the committee

included:

VP of Recovery and Clinical Operations

Associate Medical Director - Adults

Associate Medical Director - Children

Chief Operating Officer

Director of Intensive Care Management and Peer Support Services
VP of Quality Management

QM Quality Analyst Staff

In 2012 the focus of the committee was to review the quarterly utilization and bypass
data.

11



Consumer and Family Advisory Sub-Committee

The Consumer and Family Advisory Sub-Committee was established in 2006 and
meets monthly. In 2012 the sub-committee was co-chaired by the Director of
Community Support Services and a family member. The committee membership
includes:

Peer Support staff

CEO

Director of Customer Service
Families of members
Member advocates
Consumers

In 2012, the sub-committee continued to advise the Service Center and QM program
of member interests and needs related to behavioral health services and the system
of care. Feedback and input from members was obtained regarding system-related
barriers to accessing care, family engagement, transportation coordination, accuracy
and efficiency of provider referrals, voluntary services programs, language batrriers,
mentoring services, supports for members and their families, and concerns regarding
interactions with DCF. During 2012, the committee provided input regarding the
wellness and recovery initiatives undertaken by ValueOptions and the revision of the
CT BHP Member Handbook to incorporate the new adult business.

Assessment and Recommendations regarding QM Committee and Sub-
Committee Effectiveness:

As the service center nearly doubled in size and folded new business into the
existing business, the QM Committee and sub-committees played a key role in
keeping staff apprised of performance on indicators that allowed us to assess the
ongoing operation of the service center. Participation in the committees allowed new
staff to understand better the key role of data in making decisions concerning
operations. Existing staff were assisted to identify necessary changes in operations
with the addition of populations with different clinical needs than those of the youth
and families previously managed. Many of the committees met more frequently
during 2012 and/or formed workgroups to address the needs of the operation to
assure timely response to identified challenges/programmatic needs. The growing
size of the committees presented a challenge as the service center grew from a staff
that could be housed on a single floor to the need to house several departments on
another floor. Assuring the participation of all committee members in the quality
oversight structure was addressed in several meetings and a team of leadership staff
attended a 3-day, off-site forum designed to assist them in providing leadership and
improved communications to impact this change in our program and physical space.

While the QM committee structure experienced growing pains during 2012, the
structure dependably provided forums for improving the communication around
critical information and obtaining the input of all staff in decisions about how to
proceed.

12



B. Adequacy of QM resources

The following chart is a summary of the positions currently included in the Quality

Management Department, their credentials and the percentage of time devoted to quality

management activities. Additional departmental staff are listed with the percentage of

their time devoted to quality activities.

Percent of time per

Relations

Title Credentials week devoted to
QM
VP Quality Management PhD 100%
Assistant VP QM LCSW 100%
Director of PARs 1 Vacancy 100%
Regional Network Managers . o
(8 FTEs) Master's level 100%
Quality Manager Master's level 100%
5 Master's level and 2
Quality Analyst (6 FTES) Bachelor's level with 100%
experience
Consulting Statistician PhD 20%
QM Coordinator-
Complaints/Appeals (2 2 Bachelor's level 100%
FTESs)
Contract Monitor 1 Associate's level 100%
. . 2 Master's
QM Specialists-Auditor (2 level/Licensed 100%
FTEs) A
clinicians
Director of Compliance Bachelor's level 100%
CEO / VP Service Center MA 20%
Chief Operating Officer PhD 30%
Medical Director (2 FTES) MD 40%
VP of Clinical Operations MA 30%
Director of Utilization Master's level 20%
Management
VP of Health and Wellness Master's level 20%
Director of Health and Master's level 20%
Wellness
Director of Community RN 20%
Support
VP Member and Provider Master's level 20%
Support
Dwec;tor of Customer N/A 20%
Service
Director of Provider N/A 20%
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In 2012, with the addition of new business activities, several positions were added to the
QM Department. While several new staff were hired during the year, there is a steep
learning curve associated with becoming familiar with our data sets. We promoted an
internal subject matter expert to Quality Manager. This position was extremely helpful
during the growth in the department as she was able to train new staff and be readily
available to answer questions and provide direction. It also became increasingly clear
with the growing complexity of the data sets and increased volume of reports and
analyses required, that Quality Analyst staff need a strong educational background in
math and statistics. As a result, the department has begun to hire applicants with an
MBA or a BA in finance or accounting. This background lends itself to improved comfort
with data. Finally, we hired a high level statistician, shared with national ValueOptions,
to conduct more advanced analytics and provide direction and mentoring of the
statisticians in the department.

C. Practitioner Involvement

One of the strengths of the CT BHP QM Program is the active involvement of network
practitioners/providers in the program. Behavioral health practitioners representing
different levels of care are integrally involved in the development and ongoing evaluation
of the PARs program. They are instrumental in establishing measures and in setting
goals for their performance. Providers are also involved in multiple QM Committees and
Sub-Committees, including those that provide oversight of the Partnership at the highest
level. Please see the 2013 CT BHP Program Description for details about those
committees that involve providers.

D. Leadership involvement

Another significant strength of the QM program is the continuing involvement of service
center leadership at the highest level. The CEO and members of the senior
management team are all active participants in the day to day operations of the QM
Program. Their active involvement provides a clear message to all CT BHP staff
regarding the importance of the active involvement and support of the activities. Newly
hired members of the leadership team were quickly introduced to the quality culture of
the service center and to the central role that quality and data play in decision making.

The CEO brings her special expertise and experience in the development of the PARs
and Performance Incentive programs. When possible, she participates in the PARs
Workgroup and meets monthly with the Regional Network Management team to
strategize and shape their projects. The Medical Directors also play an influential role in
the Quality of Care Committee, the development of protocols for handling high risk cases
and the PARs Programs. They are active members of the QMC and provide input to the
design of Quality Improvement Activities, particularly those involving clinical activities.
They help monitor utilization trends and contribute to the oversight of the appeals
process.

E. Patient safety

There has been an increased focus within the service center over the past two years on
patient safety and risk management. With the addition of the increase in adult business
came a very large increase in the reports of adverse incidents. The committee that

reviews these incidents has been expanded to include an additional Medical Director to

14



ensure review of every situation where a hospitalization occurred as the result of an
adverse incident. Discharge planning for this population is also closely scrutinized. As a
result, protocols for review of these cases have been enhanced to assure appropriate
follow-up prior to and following discharge.

15



Il. EVALUATION OF THE 2012 CT BHP QM PROJECT PLAN

Goal 1: Review and approve the 2011 CT BHP QM/UM Program Evaluation, 2012
QM Program Description and 2012 CT BHP QM Project Plan. (Contract reference:
M.3.1, M.3.2, M.3.3)

Description of Activities and Findings that include trending and analysis of the
measures to assess performance over time:

A-C. The 2011 QM Program Evaluation, the 2012 QM Program Description, and the
2012 QM Program Project Plan were submitted to the Departments on April 2, 2012 and
then resubmitted on September 4, 2012 following discussion with the departments about
the content of the QM project plan. Formal approval of the documents by the
Departments was received on September 19, 2012.

Goal 2: Ensure timely response and resolution of member/provider complaints
and grievances. (Contract Reference Exhibit E; 20 A-E)

Description of Activities and Findings including trending and analysis of the
measures to access performance over time:

A-D. Total number of overall complaints and grievances and number of member
(child and adult) complaints and provider complaints

Number of Annual Complaints Received

120 4
103

100
81

80 -
60

47 44 40

u

# of Complaints

40 -
20 -
0 -

.

CY'07

CY'08

CY'09

CY'10

cY'11

CY'12

M Adult Member Complaints 7

16

11

14

21

53

M Youth Member Complaints 24

12

20

20

14

M Provider Complaints

16

16

6

40

36

In 2012, the Service Center received 103 complaints/grievances, an increase of 27.2%
me mber
and represent 51.5% of the complaints/grievance received in 2012. (Note: Adult

members were included in the partnership for only nine months in 2011, April through

from CY

December.)

Complaints/grievances continue to be submitted more frequently by the adult members.

611.

The

adul t

compl ai nt s

The adult members and parents of child members primarily expressed dissatisfaction
with accessing services timely and with clinical issues that they experienced with

providers.

Many

me mber s

di sagreed

wi t h

needed, the treatment approach and the involvement of family members. Providers
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were most frequently dissatisfied with being able to obtain authorization for members
that were not eligible for services with specific licensure types.

Trainings were conducted quarterly for all departments that interface with members,
providers and our state clients to ensure that all staff were educated on what constitutes
a complaint and how it is to be documented in the system. By the final quarter in 2012, it
was agreed with the State partners to modify the complaint reports so that all formal
complaint reasons would be included. Previously the reports included only specific
reason codes based on decisions made at the inception of the contract. Staff are still
given suggested reason codes but this modification should allow for more robust
reporting.

E. Average number of days to resolution

Annual Average Amount of Time to Resolve Complaints

30

20

Average # of Days

0 Ccy'o7 CY 08 CY 09 CY 10 cY'n Cy"12

== Complaints 13.03 17.84 16.28 20.03 18.45 15.30

In CY 612 the average time to resolve a compl air
(18.45 days) to CY 612 (15.30 days). There was
to resolve member compl ai ot LYf rodl® CYMY 66 U2 daxs3j4
decrease was driven by Adult and Child complaint resolution time decreasing 29.1% and

19. 65% respectively, from CY 011 to CY 012. The ¢
complaints remained relatively stable. Complaints continue to get addressed in a more

timely manner as complaint resolution occurs in existing meetings that include the

necessary staff from various departments.

F. Percent of complaints resolved within 30 days

In CY 612 a total of 103 complaints were resol ve
within 30 days. Two (2) complaints were resolved within 31 to 45 days after a 15 day

extension was approved by the complainant. Thus, 100% of the complaints were

resolved within the required timeframe.

G. Most frequent reasons for complaints

Adult Member Complaints: I n CY®612 there were 53 adult membe
received; the reasons were:
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One (1) was classified as complaint regarding benefits.

Two (2) were classified as transportation issues.

Two (2) were classified as issues with the c.
Three (3) were related to provider network accuracy.

Three (3) were classified as billing and financial issues.

Ten (10) were classified as access to services issues.

Thirty-two (32) were classified as issues related to clinical services from

providers.

Child Member Complaints: I n CY 612, 14 child member compl ain
reasons were:

One (1) was classified as billing and financial Issues.

One (1) was classified as an issue with transportation.

Three (3) were classified as issues with the
Nine (9) were classified as issues related to clinical services from providers.

Provider Complaints: 1 n CY 612 t her e mphinterecgiedgndtbevi der co
reasons were:

One (1) complaint was classified as access to services issues.

One (1) complaint was classified as transportation issues.

Two (2) complaints were about benefits.

Three (3) complaints were classified as issues withthe contractor 6s perfor
Three (3) complaints were classified as issues related to clinical services at the

provider level.

¢ Nine (9) complaints were classified as billing and financial issues.

e Seventeen (17) complaints were classified as authorization issues.

The most frequent complaints from providers centered on the authorization process. In
response, several internal process changes occurred to increase timely call backs to
providers.

Recommendations for continuing sub-Goal in 2013:
This sub-goal continues to be applicable for 2013 and should be included in the 2013
Project Plan.

Goal 3. Promote patient safety and minimize patient and organization risk from
Adverse Incidents and Quality of Care and Service Issues (Contract Reference
M.11)

Description of Activities and Findings including trending and analysis of the
measures to access performance over time:

A. Quality of Care (QoC) Concerns
1. Number of QoC concerns identified; broken out by child and adult members

In CY 2012, there were 194 QoC issues identified and submitted to Quality Management
for review. The volume in 2012 represents a 6% increase from 2011 when QM received
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183. All of the incidents are reviewed in real time by the AVP or VP of Quality

Management and follow up is completed in real time as necessary to ensure that

member sé safety is maintained. I n addition, the
Safety Risk Management sub-committee or separately with the Medical Director and

AVP of Quality Management due to the limitation ofthe commi tt eeds ti me whi ch
focused on the continued high volume of high risk events. Upon review of QofC

submission, 114 of the concerns submitted were deemed to not be quality of care or

service issues. The remaining 80 were found to quality of care or service concerns and

further categorized. All concerns related to Enhanced Care Clinics (ECCs) and meeting

access standards with given to Regional Network Managers and they addressed the

concerns directly with the ECCs. Concerns related to RTC and Group Homes were

shared with the Department of Children and Families to ensure that DCF Risk

Management was aware of any concerns.

Of the 194 received QoC submissions in 2012, 76 (39.2%) involved youth (0-17)
members, 101 (52.1%) involved adult (18+) members and 17 (8.8%) did not involve a
specific member.
e Of the 80 deemed to be QoC issues in 2012, 40 involved youth members and 35
involved adult members.
e Of the 114 submitted QoCbs that were deemed
youth members and 66 involved adult members.

2. The QoCs issues categorized following the Committee review of the concern.

In 2012, 86.3% of the QofC concerns were categorized as issues related to clinical
practice which remains consistent with previous years.

Quiality of Care Categories Volume

Access to Care Related Issues; Concerns as to: 4
Clinical Practice-Related Issues; Concern as to: 69
CT BHP Other Monitored Events: 2
Not Categorized 3
Provider Inappropriate/Unprofessional Behavior; Accusation of: 2
Total 80

Within the category of Clinical Practice Related Issues, the most frequently sub-
categories were:

# of % of

Clinical Practice-Related: Subcategories QofC QofC
Abandoned member 2 2.90%
Adequacy of assessment 4 5.80%
Concerns of providers lack of supervision 10 14.49%
Failure to attempt to involve family in treatment 2 2.90%
Failure to Coordinate Care 12 17.39%
Failure to follow practice guidelines 2 2.90%
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Failure to monitor medication 1 1.45%
Failure to report required info to DCF (i.e. 136,

Critical incident, abuse/neglect, med changes) 1 1.45%
Inadequate discharge Planning 11 15.94%
Medication error 8 11.59%
Pre-mature discharge 1.45%
Timeliness of assessment 6 8.70%
Timeliness of referral of medication

consultation 1 1.45%

Clinical Practice-Related Issues: Totals 69 100.00%

3. Trend Quality of Care issue by provider

When sorted by Level of Care (LOC), the highest volume of quality of care issues were

identified regarding inpatient (32.5%), RTC (13.8%) and outpatient (12.5%). The

following quality of care issues were identified for specific providers:

Inpatient:

Provider/Facility Name
CVH

Danbury Hospital
Hartford Hospital

Hospital of Central CT

Hospital of St. Raphael
Manchester Memorial
Hospital

Natchaug Hospital
Riverview

St. Vincent's

Waterbury Hospital

Sub-Category/Reason

Inadequate discharge Planning

Precribed wrong, too much, too many, too little medication

Adequacy of assessment
Failure to Coordinate Care

Failure to report required info to DCF (i.e. 136, Critical incident,
abuse/neglect, med changes)

Inadequate discharge Planning
Delay in treatment

Medication error

Concerns of providers lack of supervision
Failure to Coordinate Care

Inadequate discharge Planning
Concerns of providers lack of supervision

Medication error

Pre-mature discharge
Medication issue

Delay in treatment
Failure to attempt to involve family in treatment
Failure to Coordinate Care

Inadequate discharge Planning

# of
QofC
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Yale New Haven Hospital

Residential:

Adelbrook (CHOC)

Klingberg Family Center

Mount St. John

Waterford Country School

Wellspring Foundation

‘

Outpatient:

Ashwini Sabnis

Failure to attempt to involve family in treatment
Failure to Coordinate Care

Inappropriate physical contact

Concerns of providers lack of supervision
Concerns of providers lack of supervision
Concerns of providers lack of supervision

Concerns of providers lack of supervision
Failure to follow adequate search
procedures.

Timeliness of assessment
Failure to Coordinate Care

Failure to provide appropriate appointment
access for member already in care

Dorian Parker, LADC

Inappropriate physical contact

Dr. Daniel Feldman

Medication issue

Greater Bridgeport Mental
Health

Failure to follow practice guidelines

Jose Camacho-Pantoja

Failure to provide appropriate appointment
access for member already in care

Kathleen Ennis, APRN

Abandoned member

Optimus Health Care

Failure to provide appropriate appointment
access for member already in care

St. Francis Hospital

Medication issue

UCONN Health Center

Failure to monitor medication

a N P PN
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B. Adverse Incidents

1. Number of adverse incidents broken out by child and adult

Total Adverse Incidents

300 275

" 251

s 250 -

§ 193

E 200 -

o

2 150 -

o

3

< 100 -

i 29

= 50 A 19

0 — L |
CY'o8 CY'09 CY'10 Cy'11 Cy'12

1 Adult (18+) 6 2 98 159 220
M Youth {0-17) 13 27 95 92 55

In 2012, 989 adverse incidents were reported to QM for review. Incidents are typically
self-reported by providers during authorization reviews conducted by care managers. Of
those incidents, 275 (27.8%) met the ValueOptions Inc. national criteria for adverse
incident and were given a risk severity rating. The remaining 714 were events that
involved the member engaged in high risk behaviors but did not meet standards as an
adverse incident (i.e. did not require urgent or emergent treatment following the incident
and/or were not receiving services or not recently discharged from services managed by
ValueOptions Inc.). The volume of adverse incidents meeting the VO National criteria

increased by 9.6% from CY 611 (251) to CY
involved youth and 80.0% (220) involved adults.
The 275 adverse incidents were categorized

enrollment in treatment at the time of the event and the level of treatment they required
after the event.

e One hundred sixty one (161) were Minimal risk.

¢ Ninety five (95) were categorized as Moderate risk.

e Fifteen (15) were categorized as Major risk.

0 Six (6) involved self-inflicted harm by an adult member, three (3) involved
self-inflicted harm by a youth member

o Two (2) involved alleged sexual behavior by a youth member with another
patient or staff while in a behavioral health setting

0 One (1) involved medication or treatment error of a youth member

o Three (3) involved the unanticipated death of adult members

e Four (4) incidents were categorized as Sentinel risk.

o Two (2) involved alleged sexual behavior with other patients or staff within
the behavioral health setting by a youth member and one (1) by an adult
member

0 One (1) involved the unanticipated death of an adult member.
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o Allincidents were reported to the departments or were determined to have already been
reported to the departments by the facility or provider.

2. Most frequent types of Adverse Incidents identified:

Adverse Incident Category CY '08 CY '09 CY '10 CYy'11 CY'12
Property Damage 0 0 1 0 0
Serious Adverse Reaction to Treatment 0 1 0 0 0
Medication Errors 0 0 0 0 3
Other Occurrences 0 2 3 0 0
Unexpected Death 1 2 2 1 5
Elopements 0 2 5 1 0
Human Rights Violations 1 1 1 1 0
Violent/Assaultive Behavior (non leathal) 2 1 0 5 4
Injuries (Accidents): Urgent or Emergent 3 3 7 7 4
Sexual Behavior 5 12 5 10 8
Self Inflicted Harm 7 5 169 226 251
Total 19 29 192 251 275

Consistent with CY 2011; in 2012 the most frequent type of reported adverse incidents
involved self-inflicted harm (91.3%) which required urgent or emergent treatment.
e Of the 251 incidents involving self-inflicted harm nine (9) were deemed as Major
risk involved either both youth (3) or adult (6) members. The remaining incidents
were classified as minimal or moderate risk.

The next most frequent adverse incident reported involved sexual behavior (8) with other
patient or staff while in a behavioral health setting.
e Three (3) were classified as Sentinel risk, two (2) were classified as Major Risk
and three (3) were classified as Minimal risk.

All incidents were reported to the departments or were determined to have already been
reported to the departments by the reporting facility or provider.

3. Trending of Adverse Incidents by provider

In 2012 there were 17 adverse incidents reported regarding members either recently
(within two weeks of discharge) or currently in treatment at Yale New Haven Hospital,
including their inpatient, outpatient, intensive outpatient, and methadone maintenance
programs. All incidents involved self-inflicted harm; five (5) were classified as moderate
risk and twelve (12) were classified as minimal risk.

There were 12 adverse incidents reported regarding members either recently (within two
weeks of discharge) or currently in treatment at Community Health Resources, including
their outpatient, intensive outpatient, group home and home based service programs. All
incidents involved were categorized as self-inflicted harm except for one (1) which
involved sexual behavior; this was classified as a sentinel risk. The remaining incidents
were categorized as follows: five (5) as moderate risk and six (6) as minimal risk.

There were 10 adverse incidents reported regarding members either recently (within two
weeks of discharge) or currently in treatment at Waterbury Hospital, including their
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inpatient, outpatient, intensive outpatient, and methadone maintenance programs. All
incidents were classified as self-inflicted harm; one (1) was classified as major risk, three
(3) as moderate risk and six (6) as minimal risk.

There were 9 adverse incidents reported regarding members either recently (within two
weeks of discharge) or currently in treatment at Natchaug Hospital, including their
inpatient, residential treatment center, partial hospitalization, intensive outpatient, and
outpatient programs. All incidents were categorized as self-inflicted harm except one (1)
that was categorized as an injury; this incident was classified as a minimal risk. The
remaining incidents were classified as the following: four (4) as moderate risk and five
(5) as minimal risk.

In 2012 there were four (4) sentinel incidents reported.

Three incidents involved sexual behavior from the following providers:
D Chil drendés Ce fPsyehatrioResiddrdiahTreatment Facility)
(1) Community Health Resources (Group Home)
(1) Lakeview Neurorehab Center (Residential Treatment Center)

One incident involved an unanticipated death from the following provider:
(1) Stonington Behavioral Health (Inpatient Detoxification)

All incidents were reported to the departments or were determined to have already been
reported to the departments by the reporting facility or provider.

Recommendations for continuing sub-Goal in 2013:
This sub-goal continues to be applicable for 2013 and should be included in the 2013
Project Plan.

Goal 4. Establish and maintain CT BHP-specific policies and procedures (P&Ps) in
compliance with contractual obligations that govern all aspects of CT BHP
operations (Contract Reference D.9 and P.2)

Description of Activities and Findings including trending and analysis of the
measures to access performance over time:

A. All CT BHP-specific Clinical, Quality, Customer Service and Provider Relations
Policy and Procedures (P&Ps) are reviewed and revised as necessary but no
less than annually

CTBHP assumes National ValueOptions Policy and Procedures except in cases to meet
contractual requirements. During 2012, Clinical, Customer Service, Provider Relations
and Quality Management each reviewedt hei r own departmentoés
Clinical, Customer Service and Provider Relations Departments reviews found that there
were no revisions necessary. Clarification was made to procedural steps in Quality
Management P&P, Q316 Adverse Incidents, Critical Incidents, Significant Events and
Sentinel Events.

Recommendations for continuing sub-Goal in 2013:
This sub-goal continues to be applicable for 2013 and should be included in the 2013
Project Plan.
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Goal 5. Establish and maintain training program that includes compliance with
state regulatory requirements and HIPAA regulations (Contract Reference V.1 and
V.3)

Description of Activities and Findings including trending and analysis of the
measures to access performance over time:

A. Staff training on state regulatory requirements

Staff training on federal and state regulatory requirements is conducted with our new
employees during new hire orientation and periodically throughout the year in
departmental staff meetings. During 2012, the Compliance Department completed 27
face to face training sessions and sent 16 electronic training alerts to staff. In May 2012,
the service center was involved in Corporate Compliance and Ethics Week. The staff
participated in activities which highlighted the importance of compliance and ethics in the
workplace.

B. Staff training on HIPAA privacy regulations

The CT service center staff completed the annual companywide 2012 HIPAA training.
ValueOptions National Human Resources Department monitored the process to ensure
full compliance with this requirement. Refresher trainings on basic information about
PHI, what constitutes a HIPAA violation and how to report a HIPAA violation were
conducted over the course of the year. There were 10 audits conducted of the service
center staff to ensure compliance with the rules around protecting PHI.

The local and national compliance staff continues to monitor all violations closely. Each
violation reported during 2012 was thoroughly investigated and placed into one of the
categories listed below.

There were no privacy breaches and a total 83 policy and regulatory (privacy) violations
in 2012. The 83 policy and regulatory (privacy) violations equate to .14% of the 59,274
authorizations issued during 2012.

Thirty Six (36) T Policy Violations:
Seventeen (17)-1 nst ances of incorrect information bei
record set; there was no disclosure of PHI
Ten (10) - Emails were either sent unencrypted to the intended party (Low risk as
email went to intended party) or were sent encrypted to an unintended party (Low
risk as email was encrypted) or sent internally with PHI in the subject line (Low risk
as email was internal).
Six (6) T Authorizations were created for the wrong member by the Clinical
Department or Central Night Service, an authorization letter was not generated.
Two (2) i Authorizations were created for the wrong provider by the Clinical
Department or Central Night Service, an authorization letter was not generated.
One (1) i Fax was sent to the intended party (DCF) but inadvertently contained non-
DCF member information (low risk as fax went to intended party)

Forty Seven (47) i Privacy (Regulatory) Violations:
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Thirty Five (35) Authorizations were created for the wrong provider by Clinical
Department or Central Night Service and an authorization letter was generated.
Three (3) Authorizations were created for the wrong member by Clinical Department
or Central Night Service and an authorization letter was generated.

Three (3) - Emails were either sent encrypted to an unintended party (Low risk as
email was sent encrypted and VO does not have a history of being hacked)

Three (3) T Fax was sent to the intended provider and inadvertently contained
member substance abuse information (low risk as fax went to a provider who is
required to adhere to HIPAA requirements)

Two (2) i Letter sent to an unintended provider (Low risk as mail was returned and
the provider is required to adhere to HIPAA requirements.)

One (1) - Discussion with intended provider regarding member substance abuse
information (low risk as provider advised they had a Release of Information from
member. Upon further discussion the provider advised they did not have a Release
of Information on file)

C. Staff training on Denials and Appeals

Clinical staff trainings were conducted two times over the course of 2012 in order to
review the medical necessity denial process. Workflows were reviewed and specific
guestions wer e ans wrghtstaa doctorftdrdoctop corversatibe r s 6
(peer to peer review) prior to a determination of a denial was reiterated and further
explained so that care managers could inform providers better of their rights prior to

the appeal process. The partial denial process was also reviewed as well as

appropriate documentation for when providers are in full agreement with modified
requests.

D. Staff training on Complaints

Trainings with all departments that interface with members, providers and our state
partners occurred two times over the course of 2012. Staff were reminded how to
identify dissatisfaction and what clarifying questions needed to be asked in order to
clearly understand the concern(s). The documentation process of a complaint was
reviewed as well.

Recommendations for continuing sub-Goal in 2013:
This sub-goal continues to be applicable for 2013 and should be included in the 2013
project plan.

Goal 6. Ensure timely telephone access to CT BHP (Contract Reference Q.3 and

Q.4)

Description of Activities and Findings including trending and analysis of the
measures to access performance over time:
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Volume of Calls

Total Number of Annual Service Center Calls
ggggg : cY 2o1o-c2122§528 130,457
100000 -
% 20000 4 70,410
; 60000 | |
= 40000 -
20000 -
1 CY 2010 CY 2011 CY 2012
i Crisis 311 2,982 2,566
i Member 32,008 24,890 27,012
M Provider 38,031 88,386 100,879
INn2012t he t ot al annual call volume increased 12. 2
(CYy 612). domtribwteid chest sigrifieahtly t® this increase, rising by 14.1%
from CY 611 (88,386) to CY 612 (100,879). Me mb €
same time frame. Both increases are |l argely due
a full year of the added adultb usi ness as o p,whicherdy refleststirée 6 1 1

guarters. Based on past yearsddata, member calls continue to exhibit seasonality in that

there is an increase in Q1 call volume that tapers off throughout the rest of the year. On

the otherhand,cr i si s calls decreased by 14. 0% from CY 0
primarily due to providers becoming familiar with telephone menu changes that occurred

last year (providers would historically utilize the phone menu inappropriately, selecting

the crisis prompt).

A. Average speed to answer: Average number of seconds until call is answered
by alive person

Average Speed of Answer of All Calls
Performance Standard
00:30 - Provider & Member = < 30 seconds
w 0025 - Performance Standard Crisis = £ 15 seconds
-
§ 00:20 -
g 00:15
(%]
s 00:10 -
&= 00:05 -
oo | el 0 e 00 etk
CY 2010 CY 2011 CY 2012
i Crisis 0:00:03 0:00:05 0:00:04
i Member 0:00:05 0:00:03 0:00:03
M Provider 0:00:06 0:00:04 0:00:05

In 2012 the average speed of answer for provider calls increased one (1) second, while
the average speed of answer for crisis calls decreased by one (1) second. The increase
in time to answer provider calls can be attributed to the increase in provider call volume.
The average speed of answer for member calls remained the same. The service center
continued to be well within this performance standard in 2012.
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B. Abandonment Rate: Percentage of calls not answered before caller hangs up

Call Abandonment Rate Average- All Calls
Performance Standard = < 5%

1.00% -
0.80% -
)
T 0.60% -
&)
;3 0.40% - 317
0, .
0.00% o e
CY 2010 CY 2011 CY 2012
H Total Calls 0.06% 0.27% 0.11%
Thecalabandonment rate saw a 59.26%

and still remains well below the performance standard. This decrease may be attributed
to the Customer Service staff becoming more seasoned, developing better competency
and efficiency with the phone system.

C1 D. Percentage of calls placed on hold and average length of time on hold for

Clinical, Customer Service and Crisis Calls

28

decrease

, Percentage of Calls Placed on Hold
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Average Hold Time of Calls
Crisis Performance Standard = £ 1 minute
05:00 - Member Performance Standard = < 3 minute
' Provider Performance Standard = <5 minute
04:00 -
03:00 -
']
£
02:00 -
£
=
01:00 - i
0000 _<|_‘j» u
CY 2010 CY 2011 CY 2012
i Crisis 0:00:25 0:00:52 0:00:43
i Member 0:00:40 0:00:42 0:00:50
M Provider 0:00:44 0:01:20 0:00:52
The average hold time for provider calls decreas:s
increasing 81.8% from CY 610 to CY 0611. The ave
decreased 17. 3% fdrR,avhie tGeYavetadelhold time f@ Yhember calls
increased 19.0% from CY 611 to CY 612. Al t hougt

calls increased, all average hold times continue to be well below the performance
standard.

E. Average Length of Time on Call

Average Handle Time Time of Calls

05:00 ~
04:00 -
03:00 ~
02:00

01:00 -

Avg. Handle Time

00:00
CY 2010 CY 2011 CY 2012

H Avg. Handle

) 0:03:32 0:03:39 0:03:22
Time

The average handle time of all calls decreased
the | owest it has been since CY®d10.

Note: AlIl graphs only report as far back as CY ¢
prior to 2010.
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Recommendations for continuing sub-Goal in 2013:
This sub-goal continues to be applicable for 2013 and should be included in the 2013
Project Plan.

Goal 7. Develop and implement Quality Improvement Activities (QIA) to address
opportunities for improvement (Contract reference M.6)

Description of Activities and Findings that include trending and analysis of the
measures to assess performance:

A. Child/Adult Study: Autism Spectrum Disorder (ASD) Feasibility Study
Description of Activities and Findings including trending and analysis of the
measures to access performance over time:

In Q2 611, the Departments proposed an Autism Sy
Study. In collaboration with the departments, it became clear that the project would not

only address youth but would also include adults with the disorder. It was agreed that

the ASD study would satisfy two of the contractually obligated clinical studies for the

second year of the new contract. Please refer to Appendices A and B for the final

documents on the Autism study that was submitted to the Departments.

Recommendations for continuing sub-Goal in 2013:
The autism study was completed as of the end of 2012 and will not continue in 2013.

B. Child/Adult Study: Intensive Case Management; Time in Community Pre
and Post ICM and /or Peer Assignment

The Impact of the Intensive Case Management Program is a study designed to assess
the impact of having an Intensive Case Manager (ICM) and/or a Peer Specialist (PS)
involved in the care of a HUSKY member. The primary measure for this study is a
comparison of the number and percentage of days spent in the community during the six
(6) months prior to and post the assignment to an ICM and/or a Peer. Please see
Appendices C and D for a summary of the analyses.

Recommendations for continuing sub-Goal in 2013:
This study was completed as of the end of 2012 and will not continue as a sub-goal in
2013.

C. Reducing discharge delays for youth receiving inpatient behavioral health
treatment (Contract Reference: 2012 Performance Target 4)

The 2012 Performance Target related to discharge delay days was a maintenance

measure. The goal for Performance Target 4 was to maintain discharge delay days at

14% or less of total inpatient days. In addition, acute average length of stay could

increase no more than 3% in CY 2012 from the revised baseline of 12.05 days. The new

baseline represents the midpoint between the longest Acute average length of stay that

occurred during Q3 and Q4 of 2008 (12.92 days) and the shortest Acute average length

of stay that occurred during 2011 (11.17 days). At the end of CY 2012 the total percent

of discharge delay days for CY 612 was 10.6% anc
CY 0 1s211.94 aays, thereby meeting 100% of the established performance target.
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IPF Percent of Days Delayed, Youth (0-18) HUSKY Members

Excluding Solnit
CY'08-Q1'11: HUSKY A, HUSKY B, D05 Q2'11-To Date: All Membership
30% -
341
25% -

ki
£ 20%
= 302
o % -
n 15% 211 178
ol
S 10%
5
~ 5% -
0% -
CY '08 CY '09 CY '10 cY 11 CY '12
| M Youth 25.2% 15.0% 19.4% 10.9% 10.6%

In calendar year 2012, there was a slight decrease in the discharge delay rate compared
to CY 2011, from 10.9% of all inpatient days delayed down to 10.6% for CY 2012. Both
2011 and 2012 reflect a considerable decrease from the rate of discharge delay shown
in CY 2010 (19.4%). Strategies identified in 2011, with respect to special populations
and the selective use of out of state hospitals when clinically necessary, were
maintained in 2012. Another measure that was taken to decrease discharge delay in
2012 included VO Family Peer Specialists attending clinical rounds at inpatient units that
have longer discharge delay rates to assist and support families with barriers to
discharge. The hours that ICMs spent in the DCF Regional offices were increased and
an additional ICM was assigned to support discharge planning and coordination of care
at Solnit Center.

CY'11 Q1061 Q2061 Q361 Q4061 CYo1

Acute Days 28,895 29,094 28,552 29,135 | 8,102 | 8,156 7,008 7,719 30,985

Discharge
Delay Days 9,959 5,133 6,854 3,555 | 985 1,232 697 763 3,677

Total Days 38,854 34,227 35,406 32,690 | 9,087 | 9,388 7,705 8,482 34,662

It is also important to note the very substantial decrease in overall use of inpatient days
for CT youth from 2008 to 2011. However, there was a slight increase in inpatient days
from CY611l to CYO612, an increase of als0f@r%. Pl

more analysis of this topic.

Recommendations for continuing sub-Goal in 2013:
This sub-goal continues to be applicable for 2013 and should be included in the 2013

Project Plan.

Goal 8. Monitor performance of Customer Service staff via audits of performance
(Contract Reference: F.13 and F.14)
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Description of Activities and Findings that include trending and analysis of the
measures to assess performance:

A. Assess individual Customer Service staff (at least 5 cases per month) on
performance in five (5) areas

During 2012, the ValueOptions NICE system was utilized to conduct auditing of the
Customer Service staff. The Customer Service Supervisor conducted the audits. The
audit average for the department was 97.8% for 2012. Customer Service staff received
feedback regarding their individual performance during supervision and the Customer
Service team received feedback regarding overall department performance during staff
meetings.

B. Assess adequacy and accuracy of documentation of content of call.

The Customer Service Department conducts audits of the accuracy of the
documentation that results from calls into the department. Audit results indicate that with
the exception of misdirected calls (medical, dental or vision) Customer Service staff
routinely document every call received. Based on results from the NICE system, the
scores for documentation were above the goal of 90%. Actual results for 2012 were
98.6%. The audits identified opportunities for improvement in the quality of the
documentation in member records regarding the content of the call. This finding was
followed up in individual supervision, weekly staff meetings, and trainings.

The opportunity for improvement around professional etiquette and tone was also
identified during the audit process. During 2012, 80% of the Customer Service Staff
were new hires. All staff completed one-to-one professional etiquette and tone training.
In addition to that training, all new staff completed the Comprehensive CT Call Center
training, including system application, telephone etiquette and handling, resource
development, and process & procedural work flows.

Recommendations for continuing sub-Goal in 2013:
This sub-goal continues to be applicable for 2013 and should be included in the 2013
Project Plan.

Goal 9. Review and approve the 2012 CT BHP Utilization Management (UM)
Program Description (Contract Reference F.3)

Description of Activities and Findings that include trending and analysis of the
measures to assess performance:

A. Annual development and review of the 2012 UM Program Description

The 2012 UM Program Description was submitted for approval on April 2, 2012. Two of
the Appendces (F and J) were resubmitted on September 21, 2012 following discussions
with the Departments. Formal approval of the documents by the Departments was
received on August 20, 2012.

Recommendations for continuing sub-Goal in 2013:

This sub-goal continues to be applicable for 2013 and should be included in the 2013
Project Plan.

32



Goal 10. Monitor for under or over utilization of behavioral health services;
identify barriers and opportunities

Activities and Findings that include trending and analysis of the measures to
assess performance:

Utilization Management reports were reconfigured late in CY d.1 and early in CY 42 to
reflect the changes resulting from additional Medicaid populations, as well as a
modification in age parameters for youth and adult membership. Beginning with Q2 d.1,
utilization management reports include aggregate utilization data for all eligibility
categories including comparisons of utilization for multiple levels of care for the following
adult populations: Family Single and Dual, ABD Single and Dual, Long Term Care Single
and Dual, MLIA, Charter Oak, and HUSKY B. The former HUSKY population (CY ®8 i
Q1 41), included only HUSKY A, HUSKY B, and DO5 members. Additionally, starting in
Q1 42, adult members were defined as being aged 18+ years (instead of the previous
classification for adults as 19+ years).

It is important to note that the data for the following sections is refreshed for each
subsequent set of quarterly reports during the year. Due to retrospective authorizations
and changes in eligibility, the results for each quarter change from the previously-
reported values. In most cases, the changes do not create significant changes in the
reported conclusions, however, on some occasions there is sufficient variation that the
analysis would change. One example is that of the adult membership in Q3 d2. When
first reported, there appeared to be a decline in adult membership from Q2 42 to Q3 4d.2.
By Q4 42, however, the data revealed that membership actually increased in Q3 42,
although the increase was slight. We expect a similar process to occur in Q4 42. The
reports and analyses for all LOC®& are affected by this change. As a result, any
conclusions drawn from the data are subject to revision as the data is refreshed.

As a reference to the UM data presented in this section, membership data is pictured
below.

Total Unique Membership Youth (0-17)
CY '08-Q1'11: HUSKY A, HUSKY B, D05, Q2 '11-To Date: All Membership
350,000
300,000 -
o 250,000 -
2 200,000 -
5
S 150,000 -
-]
o 100,000 -
50,000
0 -
CY'08 CcY'09 CY'10 cy'11 Y12
'@Youth 277,519 290,684 305,912 323,959 329,726

Over the past year, youth membership has been relatively stable, rising by only 1.8%
from CY d1to CY d42. Annual increases in youth membership are a trend that has been
consistent over the past several calendar years beginning in CY ®8.
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Total Adult (18+) Unique Membership

500,000 -
P 450,000 -
£ 400,000 -
s 350,000 |
g 300,000
g 250,000 -
.?6 200,000
= 150,000 -
100,000 |
50,000 -
0 Q2'11 Q3'11 Q4'11 Q1'12 Q2'12 Q3'12 Q4'12 CY '12
1 All Benefit Groups | 373,687 376,018 378,217 382,129 386,782 390,178 387,516 453,478
Membership Q2'11 Q3'11 Q411 Q112 Q2'12 Q3'12 Q4'12 CY'12
CTOAK 10,794 10,512 8,519 7,639 7,205 6,770 6,503 9,254
HUSKY A (Family Dual) |4,599 4,620 4,945 5,046 5,122 5,181 5,192 6,008
HUSKY A (Family Single)|168,318 165,508 167,275 168,771 169,917 170,647 170,126 202,667
HUSKY B 1,013 1,071 1,006 995 969 996 943 1,846

HUSKY C (ABD Dual) 51,661 51,438 50,532 52,008 52,250 52,670 52,056 58,915

HUSKY C (ABD Single) [32,639 32,641 33,595 34,352 32,471 32,530 32,366 39,705

HUSKY C (LTC Dual) 19,860 19,237 18,382 19,356 19,080 18,756 18,016 22,434

HUSKY C (LTC Single) ]1,881 1,982 2,394 2,615 1,868 1,785 1,610 3,185
HUSKY D (MLIA) 86,622 92,160 93,382 97,919 101,301 104,409 103,533 [133,586
All Benefit Groups 373,687 [376,018 |378,217 382,129 [386,782 390,178 387,516 [453,478

From Q2 4.1 through Q3 42, there has been a gradual increase in overall membership,
as well as in many of the eligibility groups with the exception of CTOAK, HUSKY B,
HUSKY C (ABD Single), and HUSKY C (LTC Single). The largest eligibility groups,
HUSKY A (Family Single) and HUSKY D (MLIA) both have shown increases from Q2 d.1
to Q3 d2. It is too soon to analyze membership totals for Q4 d2 because there has not
been ample time to include all new members. We assume that total membership will
increase once additional time has passed and we are able to look retrospectively at
membership for Q4 2. The total adult membership for CY d2 includes unique
membership for the entire year, exceeding quarterly totals.

A. Inpatient Psychiatric Hospitalization
Adult Inpatient
As stated above, UM data for adult members is only available for all benefit groups

beginning Q2 611. As two complete calendar
adult data is analyzed quarterly.
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IPF Days/1,000; Adults (18+)
Excluding State Run Facilities, Q2 '11-To Date: All Membership
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*Benefit groups with less than 100 admits are excluded from graphing
Days/1,000 Q2'11 Q311 Q4'11 Q112 Q2'12 Q312 Q4'12  Number of Cases Q2'11 Q311 Q411 Q1'12 Q2'12 Q312 Q4'12
CTOAK 507 375 [4.06 |557 [6.64 ]590 ([3.81 CTOAK 22 15 15 18 16 12 11
HUSKY A(FamilyDual) 1487 (442 599 [1254 19.78 [7.72 |3.74 HUSKY A (Family Dual) 13 13 17 19 20 14 12
HUSKY A (FamilySingle)|5.26  |6.25 [6.52 [6.43 [5.62 [5.56 |[5.25 HUSKYA (FamilySingle)| 427 482 452| 480 | 424 387 394
HUSKYB 526 196 [5.30 |587 [7.77 |5.76 [3.07 HUSKYB 2 1 3 3 4 3 1
HUSKY C (ABD Dual)  19.17 [11.74 ]10.16 [9.63 ]10.08 [8.30 |9.75 HUSKY C (ABD Dual) 182 213 166| 163 190| 160| 168
HUSKY C (ABD Single) |51.91 [56.93 |54.84 [64.33 |61.22 [61.65 |56.31 [SJHUSKY C (ABD Single) 616 | 631 626 683 688| 684| 565
HUSKYC (LTCDual)  |1.19 [447 (488 239 |530 [4.62 |7.31 HUSKY C (LTC Dual) 10 23 17 14 18 16 18
HUSKY C (LTC Single) |32.64 [66.67 |17.15 |46.96 |29.77 [53.12 |57.32 | |HUSKYC (LTC Single) 17 14 11 18 13 17 10
HUSKY D (MLIA) 29.89 |33.87 [32.43 [3541 [33.30 |35.12 [28.52 |SJHUSKYD (MLIA) 1,064 ] 1221 | 1,185 | 1,274 1,303 | 1,340 | 1,146
All Benefit Groups 1541 [18.16 |17.64 [19.06 |18.05 [18.46 |16.42 JAIl Benefit Groups 2,353 | 2,613 | 2492 | 2,677 | 2,676 | 2,633 | 2,325

In Q4 42, of graphed benefit groups, HUSKY C (ABD Single) had the highest number of
days/1,000 at 56.31 which was a decrease from Q3 d2. Days/1,000 also decreased for
HUSKY D and HUSKY A (Family Single) from Q3 d2 to Q4 d2. This is the lowest
recorded days/1,000 for the HUSKY D membership. A seasonal trend may be emerging,
since Q4 d2 and Q4 d1 have fewer days/1,000 when compared to other quarters.
(Note: Q2 A1 cannot be included in the comparison because it was the first quarter
measured, and the data did not include all inpatient days.)

Of the larger benefit groups, only HUSKY C (ABD dual) show an increase from Q3 d.2 to
Q4 42 of inpatient days/1,000. Due to varied authorization procedures for members with
both Medicare and Medicaid (dual eligible) benefits leaving dual data incomplete,
analysis of any changes in this population is not suggested.

Overall, adult inpatient psychiatric days/1,000 decreased from Q3 4.2 to Q4 4.2 for all

benefit groups. Generally days/1,000 has shown slight variance quarter to quarter
during the calendar year, and no significant upward or downward trend.
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IPF Admits/1,000; Adults (18+)
Excluding State Run Facilities, Q2 '11-To Date: All Membership

# of Admits/1,000
QO = N W s U Y N0

Q2'11 Q3'11 Q4'11 Q112 Q2'12 Q3'12 Q4

*Benefitgroups with less than 100 admits are excluded from graphing

All Bene

fit Groups

12

Admits/1,000 Q2'11 Q3'11 Q4'11 Q1'12 Q2'12 Q3'12 Q412  NumberofAdmits  Q2'11 Q3'11 Q4'11 Q112 Q2'12 Q3'12 Q4'12
CTOAK 075 054 fo60 [061 080 Jos3 [o55 [cToAKk 2| 15] 1] 3] 1] 10| 10
HUSKY A(FamilyDual) [099 [099 [113 [119 [129 [os1 [073 [ |HUskyA(Famiypual) | 13 13| 16| 17] 19| 12| 11
HUSKY A (FamilySingle){0.89  [0.96 088 [093 [080 075 [074 [ [HUskyA(Familysingle)] 427[ 454| 417] 446| 389 364] 359
HUSKY B 081 (039 [122 [126 [173 [089 [0.44 [MHUSKYB 2| 1] 3| 3| 4] 2] 1
HUSKYC (ABDDual) [122 [1.33 [1.02 [101 [116 094 [104 [F{HUSKYC (ABD Dual) 182 198| 18| 150 176[ 143| 158
HUSKY C (ABD Single) 662 [621 [613 [681 [673 665 [554 [H|HUSKyC (ABDSingle) | 616| 578 580 643[ 627 623 518
HUskYC (LTCDual)  [0.18 [0.38 Jo26 018 [0.31 [030 029 [ |HUSKYC (LTC Dual) 10| 20| 1] 1w0] 17| 18] 15
HUSKYC (LTC Single) 332 [1.90 [163 [289 [2.38 267 [159 [ |Huskyc(tcsingle) | 17 10| 10| 17] 12] 13] 7
HUSKY D (MLIA) 449 |a44 433 [442 |a34 431 [365 [|HUSKYD (MLIA) 1064 | 1124 | 1,101 | 1,177 1,196 | 1,231 | 1,046
All Benefit Groups 221 [227 220 [228 223 217 {191 [MAIBeneitGroups 2353 | 2414 ] 2,303 | 2,476 | 2456 | 2414 | 2,125

During Q4 d2, HUSKY C (ABD Single) and HUSKY D (MLIA) continued to have the
highest penetration rate of all benefit groups. In Q4 d2, the two benefit groups
combined, account for about 74% of all adult admits to inpatient psychiatric hospitals.

The overall admits/1,000 rate was 1.91 for Q4 42. Both admits/1,000 and the actual
number of admits are the lowest reported numbers since reporting began in Q2 d.1. It
appears that the admits/1,000 rate has been dropping slightly from quarter to quarter,
beginning in Q1 d2. Prior to Q4 d2, this may have been attributable to the steadily,
though slightly, increasing adult population. However, as of the run date of the Q4 data,
adult membership had not increased for Q4 d2 and as the grid above shows, the total
number of admissions also decreased in Q4 4.2.
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IPF Average Length of Stay; Adults (18+)

Excluding State Run Facilities, Q2 '11-To Date: All Membership
12

10 - = g ABD Single
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*Benefitgroups with less than 100 admits are excluded from graphing

All Benefit Groups

ALOS Q211 Q311 Q411 Q1'12 Q2'12 Q3'12 Q4'12  Number of Discharges Q2'11 Q3'11 Q411 Q112 Q2'12 Q3'12 Q4'12
CTOAK 6.73 629 [9.10 |7.72 |8.71 |10.82 |7.00 CTOAK 22 14 10 18 14 11 10
HUSKY A (FamilyDual) [4.92 [4.75 ]4.93 ]10.28 |7.11 [10.23 {4.90 HUSKY A (Family Dual) 13 12 15 18 18 13 10
HUSKY A (FamilySingle)[5.91 [6.30 |7.47 |7.09 |6.74 (747 [7.16 HUSKYA (FamilySingle)| 399 | 447 | 418 445| 401| 352 375
HUSKYB 650 |5.00 [4.33 |4.67 (400 ]6.33 |7.00 HUSKY B 2 1 3 3 3 3 1
HUSKYC (ABD Dual) |751 885 |9.95 |858 [9.03 [9.23 [943 HUSKY C (ABD Dual) 167 | 195] 153| 149| 173| 150| 150
HUSKY C (ABD Single) |7.72 [9.11 [9.02 [9.22 [9.30 [9.40 [9.25 HUSKYC (ABD Single) | 563 | 585| 582| 627| 627]| 637]| 510
HUSKYC (LTC Dual)  |4.88 [12.15 [18.00 |13.77 |16.33 |11.23 |25.85 [ |HUSKYC (LTC Dual) 8 20 13 13 18 13 13
HUSKYC (LTC Single) [8.23 |23.08 |20.90 |12.71 |17.44 [2143 [27.00 | JHUSKYC (LTC Single) 13 13 10 17 9 14 10
HUSKY D (MLIA) 6.70 |755 |7.56 |7.92 |[7.48 [8.28 [7.78 HUSKY D (MLIA) 967 [ 1,137 [ 1,091 | 1,167 | 1,194 | 1,240 | 1,068
All Benefit Groups 6.90 (790 [8.13 |[8.22 [8.03 |8.63 [8.32 All Benefit Groups 2,155 | 2430 | 2,323 | 2,457 | 2,457 | 2,433 | 2,147

The average length of stay for all benefit groups decreased from 8.63 days in Q3 4.2 to
8.32 days in Q4 d2. There has been some slight variation from quarter to quarter, but
generally the adult inpatient psychiatric ALOS has ranged from 8-8.5 days. The
calendar year 2012 average was 8.30 days for all benefit groups.

Of the largest benefit groups, HUSKY C (ABD Dual and ABD Single) members
consistently have had the longest recorded ALOS, while HUSKY D and HUSKY A
(Family Single) consistently have had shorter length of stays.

In Q4 42 admits/1,000, days/1,000 and ALOS all decreased. It is our hope that this
creates more fluidity within the inpatient system; beds are being utilized by those
members who need to be treated in an acute setting and members are appropriately
discharged to less restrictive settings when an acute setting is no longer necessary.
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Youth Inpatient Psychiatric Hospitalization

Inpatient Days/1,000; All Youth (0-17)
50 Excluding Inpatient Solnit Center
i 1 CY'08-Q1 '11: HUSKY A, HUSKY B, D05, Q2 '11-To Date: All Membership
16 4
o 14 -
8 12 -
i
"ﬁ 10 4
a &
# g
4
2 4
O =
CcY'o8 CY'09 CY'10 Ccy'11 CY'12
HYouth 12.78 10.48 10.47 9.05 9.11
Inpatient Days/1,000; All Youth (0-17)
DCF vs. Non-DCF Members
10 - Excluding Inpatient Solnit Center
§ 94 992 CY'08-Q1'11: HUSKY A, HUSKY B, D05 Q2 '11-To Date: All Membership
3 8
¥ I 991 1,777
&= ’
a6 913 1377 1,558
g 3
2 ik
¥ ]
fa) 2
6 1
£ 0 -
Ccy'o8 CcY'09 CY'10 Cy'11 CcY'12
@DCF 7.86 5.68 5.45 3.78 3.46
@Non-DCF 4.92 4.80 5.03 5.26 5.65
For all per 1,000 calculations, denominatorincludes all Medicaid youth.
Numbers above each bar represent the number of cases for that time period.

From CY d1to CY 42, the inpatient days/1,000 for all youth remained about the same,
increasing only slightly.

The inpatient days/1,000 rates indicate similar quarterly trending for all youth (0-17) in
both 2011 and 2012. Quarterly seasonal trends identified in previous years for youth
inpatient days/1,000 continued to be evident in CY d2. As with previous years,
days/1,000 is highest in quarters 1, 2 and 4 and lowest during the summer months (Q3).
This pattern suggests seasonal variation that is possibly the result of referrals by school-
based and other community sources that change during the summer months.

Since CY ®8 there has been a steady decline in DCF inpatient days/1,000. Conversely,
since CY ®9, the non-DCF inpatient days/1,000 rate has increased. Both of these trends
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cont i nuel@. INiCK A4Z ICFdnvolved youth again accounted for less days/1,000
than non-DCF youth, a change in utilization that was first seen during CY 4.1.

Inpatient Admits/1,000; All Youth (0-17)
Excluding Inpatient Solnit Center
1 CY'08-Q1 '11: HUSKY A, HUSKY B, D05, Q2 "11-To Date: All Membership
o 2,178
o 0.8 - 2:036 ¢ 2,226 2,306
g 0.7 4
> 0.6
£ 0.5
15 0.4 -
% 0.3
0.2.4
0.1 4
0 2
cy'os CY'09 CcY'10 CY'11 CY'12
EYouth 0.73 0.75 0.72 0.69 0.70
Numbers above each bar represent the number of admissions for that time period.
Inpatient Admits/1,000; All Youth (0-17)
DCF vs. Non-DCF Members
0.8 Excluding Inpatient Solnit Center
§ 0.7 CY'08-Q1'11: HUSKY A, HUSKY B, DOS Q2 '11-To Date: All Membership
E 0.5 1,740
& 0.5 A 1.100 1223 1,356 1,538 .
o 5 ey
R 0% 83y = 955
% 0.3
:E 0.2
B 01
G 0 A
* Ccy'os CY'09 CY'10 €Y1 CY'12
W DCF 0.34 0.33 0.28 0.23 0.19
& Non-DCF 0.40 0.42 0.44 0.46 0.50
For all per 1,000 calculations, denominatorincludes all Medicaid youth.
Numbers above each bar represent the number of admissions for that time period.

Youth inpatient admits/1,000 in CY d2 remained nearly unchanged from CY 4.1.

Mirroring the trend of days/1,000, the DCF inpatient admits/1,000 rate has steadily
decreased from CY ®8 to CY d2 while the non-DCF admits/1,000 rate has steadily
increased during that same time period. The non-DCF admits/1,000 rate continues to
remain more than twice as high as that for DCF youth, continuing a pattern found in
recent years.
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Inpatient Average Length of Stay (ALOS); All Youth (0-17)
Excluding Inpatient Solnit Center

25 -
CY '08-Q1 "11: HUSKY A, HUSKY B, D05, Q2 '11-To Date: All Membership
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2,244
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CY '08 CY '09 cY'10 cY'11 cY'12

HYouth 18.33 13.83 14.74 13.07 13.08

Numbers above each bar represent the number of discharges for that time period.

Inpatient Average Length of Stay (ALOS); All Youth (0-17)

DCF vs. Non-DCF Members
35 - Excluding Inpatient Solnit Center

30 - CY'08-Q1'11: HUSKY A, HUSKY B, D05 Q2 '11-To Date: All Membership
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EDCF 2457 17.08 19.67 16.53 18.01
ENon-DCF 12.86 11.31 11.52 11.37 11.13

Numbers above each bar represent the number of discharges for that time period.

When comparing CY d1 to CY d2, the inpatient average length of stay (ALOS) for all
youth has remained unchanged. The inpatient ALOS rates indicate similar quarterly
trending for all youth (0-17) in both 2011 and 2012. As with previous years, the third
quarter rate was the highest during the year, while the other three quarters were
relatively equivalent.

While the overall ALOS remained unchanged, the ALOS for DCF-involved youth
increased in CY d2, as compared to CY d1. As DCF continues to implement
Differential Response, the youth remaining in DCF services likely are in greater need of
the higher levels of care, thereby possibly taking longer to resolve their presenting
issues. By comparison, the non-DCF ALOS decreased for the second, consecutive year.
It is expected that non-DCF youth will have lesser acuity, on average, than their DCF-
involved counterparts, and therefore that their ALOS will be shorter.

When inpatient data for all youth is considered changes in all three measures,
admits/1,000, days/1,000 and ALOS are relatively small when comparing CY d1 to CY
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d2. When the data is split into DCF and non-DCF identified youth more significant
system changes are apparent. Si n c e OFCF youdhthave required fewer admissions
to this level of care and experienced an overall decreased length of stay. This has
allowed for beds to become more available for non-DCF involved youth. With a limited
amount of bed capacity system wide, these two groups of youth intrinsically affect each
other& inpatient utilization.

Solnit Center Inpatient

Solnit Center inpatient data continues to be analyzed separate from community based
inpatient psychiatric data because of its overall influence on inpatient trends. Solnit data
was not refreshed to include two decimal places, thus CY d2 data is the first timeframe
when these changes appear.

Inpatient Solnit Center Days/1,000; All Youth (0-17)

55 . Excluding PRTF Solnit Center
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*Starting in CY '12 reports were modified to include two decimal points.

Inpatient days/1,000 for Solnit Center decreased 14.0% in CY d2 when compared to CY
d1 (5.7 vs. 4.90). As displayed above, days/1,000 at Solnit Center has decreased
every year since 2008. Because ALOS and admits to the level of care have different
trends and because this data is so small compared to the overall youth population, this
trend is most likely a function of steady membership increases. The more marked
decline since CY d0 is likely a combination of this and decreases in total bed days,
amplifying the decrease in days/1,000.

Below, admits/1,000 is not considered for the analysis of Solnit Center data because the
overall number of admits is so small compared the youth population. Thus, any
admission trends are washed out by the larger population. The below graph merely
depicts the total number of admissions to the facility.
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Inpatient Solnit Center Admissions; All Youth (0-17)

Excluding PRTF Solnit Center
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The number of HUSKY youth admitted to the Solnit Center has decreased by 15.0%

(167 to 142) from CY d1 to CY d2, and by 23.2% (185 to 142) from CY 40 to CY 4.2.
The CY A2 decrease in admissions is a result of decreased capacity in inpatient beds
due to the repurposing of beds in two units to the PRTF level of care.

The Solnit inpatient ALOS for all youth increased by 8.8% from CY d1 to CY 42 (111.4
days to 121.25 days). Since the noticeable decrease in ALOS from CY ®8 to CY ®9,

average length of stay at Solnit Center has not had any noteworthy trends. The overall
number of youth discharged during CY d2 (n = 144) is lower than that of CY d1 and is
the fewest number of youth discharged during any of the reporting years.

Solnit Inpatient; ALOS T Court Ordered vs. Non-Court Ordered

The ALOS at Solnit is driven by the youth who are non-court ordered to that placement.
Non-court ordered youth have a significantly longer ALOS than court-ordered youth, as
seen below in the below table. The ALOS for non-court ordered vs. court ordered youth
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