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l. EXECUTIVE SUMMARY

Beacon Health Optionsd6 Connect i carvesakthegagement
behavioral health administrative service organization (ASO) for the Connecticut Behavioral
Health Partnership (CT BHP) and manages the behavior health care for over 900,000 Medicaid
members. The CT BHP is a partnership between the Department of Social Services (DSS),
Department of Children and Families (DCF) and Department of Mental Health and Addiction
Services (DMHAS). The Connecti cut E negpecjed e istb bethe primay 6 s
vehicle for organizing and integrating clinical management processes across the payer streams,
supporting access to community-services, promoting practice improvement, assuring the
delivery of quality services and preventing unnecessary institutional care. Additionally, the
Connecticut Engagement Center is 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.

The Medicaid membership continued to increase between 2014 and 2015 but the
increase was not a great as the previous year (9.5% 2014 to 2015 and 10.8% 2013 to 2014).

Eligibility Category Miorii;ztﬁ'p Youth (0-17)Adults (18+
Family Single 586,074 348,483 250,776
Family Dual 7,464 12 7,454
HUSKY B 26,984 25,663 2,096
DCF Limited Benefit (D05) 424 424 -
Aged, Blind and Disabled (ABD) Single 33,970 174 33,804
ABD Dual 61,076 - 61,076
Long Term Care (LTC) Single 2,412 - 2,412
LTC Dual 21,850 - 21,850
Medicaid Low Income Adults (MLIA) 271,897 142, 271,774
Total Membership 967,054 362,374 618,752

Please note: The membership humbers sited above will not add to the total youth and adult
numbers as members change both eligibility categories and age groups over the year.

The Medicaid population analysis that was completed as a part of the Performance
Targets using CY 2014 Medicaid claims data found the following for adult members:

Gender. In CY 2014, fifty-seven percent (57%) of the Total Adult Medicaid population
were female, and forty-three percent (43%) were male. The gender composition was the same
for members with BH Non-ED/Non-IP, possibly reflecting gender health equity for the lower
levels of care. This finding is discrepant from earlier analyses of gender disparity and it will be
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important to tease out if this is due to differing methodologies or real changes in utilization.
Among members with SMI, females were slightly overrepresented (61%) and males slightly
underrepresented (39%).

Age. The Adult Medicaid population (average age = 37 years old) was slightly younger
than the BH Service Non ED/Non IP cohort (average age = 39 years old), as well as members
with an SMI diagnosis (average age = 41 years old).

Race/Ethnicity. The proportions of Caucasian, African American, and Hispanic
members that utilized BH Non-ED/Non-IP were similar to the Total Adult Medicaid Population
(Caucasian, 52%; Hispanic, 26%; African American 18%), possibly reflecting fewer ethnicity
disparities for lower levels of care overall. This finding is discrepant from earlier analyses of
racial and ethnic disparity (Plant, 2016) and it will be important to tease out if this is due to
differing methodologies or real changes in utilization. Among members with an SMI diagnosis,
there were slightly more Caucasian members (58%) and fewer African American members
(14%), but the same proportion of Hispanic members (26%).

Eligibility. There were more members in the Total Adult Medicaid Population with Husky
A (46%), in comparison to the BH Non-ED/Non-IP (Husky A, 40%). Moreover, there were fewer
members in the Total Adult Medicaid Population with Husky C (7%), in comparison to the BH
Non-ED/Non-IP (Husky C, 12%). These differences were more pronounced in comparison to
members with an SMI (Husky C, 23%; HUSKY A, 27%). Across these cohorts, almost half of
members had HUSKY D MLIA at some point within CY 2014 (Total Adult Medicaid members,
46%; BH Non-ED/Non-IP, 48%; SMI, 48%).

Homelessness. Conservatively, 4% of the Total Adult Medicaid Population and 6% of
members that utilized BH Non-ED/Non-IP were homeless at any point during CY 2014, rising to
9% among members with an SMI diagnosis. This represents a significant challenge to
individuals, as well as communities and the system-of-care.

And for youth, the following:

Gender. In CY 2014, approximately half of the Total Youth Medicaid population were
female (49%) and approximately half were male (51%). Medicaid Youth ages 3-12 and ages
13-17 mirrored the overall Total Youth Medicaid population, and youth with DCF involvement* in
both age groups were also similar in gender composition. In contrast, females were slightly
underrepresented among BH Service Utilizers Non-ED/Non-I1P, with 43% female and 57% male.
This underrepresentation was more pronounced among the Developmental Disability (DD) and
Autism Spectrum Disorder (ASD) cohorts, and male youth comprised the majority of members
in both the DD (68%) and ASD (79%) cohorts.

Age. The Total Youth Medicaid Population and the Youth with DCF Involvement
(average age = 10 years old) cohorts were slightly younger than the BH Service Non-ED/Non-IP
cohort (average age = 11 years old).

*Not e:-i MmDLCIFvement 0 includes any youth under eighteen whtbroughs
any of its mandates. This includes youth committed to DCF through child welfare or juvenile justice, and those dually committed. It
also includes youth for whom the Department has no legal authority, but for whom DCF provides assistance through its Voluntary
Services, Family with Service Needs and In-Home Child Welfare programs.

invol ved
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Race/Ethnicity. Caucasian youth comprised the majority of both the Total Youth
Medicaid Population (44%) and BH Service Utilizers Non-ED/Non-IP (47%) while Hispanic
youth made up the second highest membership group in both cohorts (Total Youth Medicaid
Population, 34%; BH Service Utilizers Non-ED/Non-IP, 36%). African American youth were
slightly underrepresented among the BH Service Utilizers Non-ED/Non-IP (15%) compared with
the Total Youth Medicaid population (17%).

Caucasian Youth made up a higher proportion of members with Autism Spectrum
Disorder (54%) when compared to Developmental Disability (41%) or the Total Youth Medicaid
Population (44%). Hispanic Youth were disproportionately overrepresented among members
with DD (40%) and underrepresented among members with ASD (30%) compared to the Total
Youth Medicaid Population (34%). African American Youth were somewhat underrepresented
among those with Developmental Disability (15%) or Autism Spectrum Disorder (12%)
compared to the Total Youth Medicaid Population (17%). Asian, Multiracial and Other make up
the lowest membership across both cohorts.

Eligibility & Homelessness. Nearly all members in the Total Youth Medicaid population
had Husky A Eligibility (95%). Unfortunately, obstacles in the Eligibility data continue to
challenge the accurate reporting of homelessness. It would be important to consider possible
solutions to this barrier, to be able to measure and track this key social determinant, and
address the adverse impact of homelessness and housing instability on youth, and the impact
on their health and well-being.

DCF Involvement. DCF Involvement includes any youth under eighteen who is involved
with the Department of Children and Families through any of its mandates. This includes youth
committed to DCF through child welfare or juvenile justice, and those dually committed. It also
includes youth for whom the Department has no legal authority, but for whom DCF provides
assistance through its Voluntary Services, Family with Service Needs and In-Home Child
Welfare programs. DCF Involved youth represent 3.5% of the Total Youth Medicaid Population,
and are disproportionately overrepresented among the BH Service Utilizer Non-ED/Non-IP
cohort (10%), as well as the ASD (10%) and DD (8%) cohorts. Among youth with DCF
Involvement, most were DCF Committed (92%), and the rate of Voluntary DCF Involvement was
highest among the DD (11%) and ASD (27%) cohorts in comparison to the Total Youth
Medicaid Population (6%). However, the majority of youth among the BH Service Utilizer Non-
ED/Non-IP cohort are not DCF Involved (90%).

A. Overview of the Quality Management (QM) Program

The 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 the Connecticut Engagement Center as the ASO for the CT
BHP and to ensure that the clinical and support services offered within the engagement center
live up to their promise for the youth, families and adults served by the program. The QM
Program identifies the key performance indicators across functional areas within the
engagement center that affect the operation and develops the QM/UM project plan for the
coming year. Over the course of the year, the indicators are monitored, findings and trends are
analyzed, barriers identified, and then actions initiated to improve performance when necessary.
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The methods and processes used to evaluate the quality of health care services are
undergoing rapid change in response to demands f o
data. With the resulting increase in the complexity of data integration efforts, statistical analysis
techniques, real time reporting, and incorporation of standardized quality measures; the IT,
software, and staffing resources across the agency will need to be adjusted to meet these
increasing demands. The Clinical, Quality, IT, and Reporting Departments are all in the process
of reviewing the composition and competencies of existing staff in light of anticipated future
challenges. In order to maintain an effective and efficient Quality and Utilization Management
Program, staffing will need to keep pace with new technologies and industry expectations.

The engagement centerbés annual Quality/ Utiliza
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
toward the previous yeardés project plan goals i s
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
project plan 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 2016 Project Plan.

B. Key Accomplishments of the QM Program

i Developed and implemented new IICAPS PAR program with performance
thresholds and benchmarks.

1 Developed new PRTF data with focus on overstay cases, changes in overstay
reasons, and changes in DCF status.

1 Moved Child and Adolescent Inpatient and Adult Inpatient dashboards to a digital
interactive format via Tableau Software.

1 Developed and implemented Home Health bypass program.

1 Continued support of Community Care Teams and CCT planning efforts at
numerous hospitals across the state.

1 Began holding PAR-type meetings with inpatient detox providers across the state
to build relationships and share data.

1 Moved the Quarterly Reports to a semi-annual submission and continued to

improve the formatting and presentation by moving the reports into Tableau for
more interactive data visualization.

1 Completed third round of ECC surveys for providers that had lost their ECC
designation and communicated all the results with providers.
1 Completed Intensive Outpatient (IOP) retrospective chart review with the 34

identified IOP providers and presented results to the Operations Subcommittee
of the Behavioral Health Oversight Council. Results were also included in the
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IOP Clinical Study and contributed to the recommendations for improving the I0P
network.

C. Overview of the Utilization Management (UM) Program

Clinical excellence and the highest business ethics are at the forefront of Beacon'
operations. Beacon recognizes a responsibility to demonstrate a solid commitment to superior
clinical quality service that is member focused, clinically appropriate, cost effective, data-driven,
and culturally competent. This is achieved through a companywide, systematic, and coordinated
UM Program that involves input from and coordination with all stakeholders, including clients,
members, providers, business units, departments, functional areas, and clinical staff. We work
in a matrix environment. We share responsibility to achieve a common goal.
Beacon, in concert with the Connecticut Behavioral Health Partnership, has established
a Case Management (CM)/Intensive/Integrated Care Management (ICM) program designed to
assist children and adults who reside in the state of Connecticut and who have the most
complex care needs. These members are typically assessed to be at the highest risk within the
health population for negative clinical outcomes related to mental health/substance abuse
issues and co-morbid medical issues. The primary goals of the CM/ICM programs are to help
individuals maintain community tenure, regain optimal health, improve life functioning capability
and promote recovery and resiliency. Beacond CM/ I CM Program wor ks c¢l os
ASOtocreate an integrated model meeting member 6s be
Value Options remains devoted to ensuring that those entrusted to our care receive the best
behavioral health services possible.

D. Key Accomplishments of the UM Program

1 The clinical department achieved 96.4% passing score on the annual IRR with an
average score of 91.47%
1 The Adult Intensive Care Managers (ICM) continue to facilitate and participate in

Community Care Team (CCT) meetings in the 5 hospitals involved with the
Frequent Visitor performance target

1 Implementation of the Risk Indicator Score with providers regarding discharge
plans

1 Enhancement of the connect to care process to proactively outreach to members
with a risk indicator prior to and after the follow up appointment

1 Implementation of Beacon Health Options health alert appointment reminders for
those members with a completed discharge form from IP level of care

1 Continued participation in weekly co-management meetings with Community

Health Network (CHN), the medical ASO, to effectively coordinate care for those
HUSKY members who experience medical and behavioral health needs

1 Clinical Care Managers are participating in onsite rounds in an effort to support
member discharge planning
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1 Bypass targets were reassessed based on standard deviation of the statewide
averages and 90% completion rate of discharge form within two business days

1 Quarterly meetings with Advanced Behavioral Health (ABH) continue for strategy
in addition to CCT meetings for increased identification and referrals as well as
collaboration of the HUSKY D population

1 March 2015 all HLOC were able to complete prior authorization and concurrent
reviews via Provider Connect

I EVALUATION OF THE OVERALL EFFECTIVENESS OF THE QM
PROGRAM STRUCTURE

A. QM Committee Structure and Effectiveness of Structure

The following QM committee and sub-committee structure is in place at the time of this
evaluation:

Quality Management Committee (QMC)

The QMC was established to provide oversight of the Connecticut Engagement Center
QM program. The QMC is chaired by the Senior Vice President (VP) of Quality and Innovation.
The QMC reports to the both the Latham Service Center and to the Beacon Health Options
Corporate Quality Committee (CQC). Additionally, the committee is guided by the Senior
Management Quality Management Steering Committee (also known as CORE) which is
attended by representatives of the Departments as well as Beacon Health Options senior
leadership.

The membership of the QMC includes representatives from all departments within the
engagement center including the leadership of the engagement center. Included are:

Chief Executive Officer (CEO)

Chief Medical Director or designee

Senior VP of Quality & Innovation

Chief of Research and Outcomes

Assistant VP of Quality Management

Assistant VP of Analytics and Innovation
Assistant VP of Performance Improvement and Implementation
Director of Provider Analysis and Reporting (PAR)
Director of Data Management and Analysis
Director of Project Management

QM & Reporting Staff

SVP of Clinical Operations and Recovery

VP of Member and Provider Support
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Assistant VP of Utilization Management
Assistant VP of Clinical Services
Assistant VP of Community Support
Customer Service Director

Director of Compliance

Human Resources Director

Finance Director

IT Director

Provider Relations Director

Director of Peer Services

The QMC met quarterly during 2015 and reviewed the findings from the various
performance targets that were being done related to the emergency departments, inpatient
detoxification and home health, prior to the findings being shared externally. In addition, the
QMC reviewed performance on the performance standards.

Quiality of Care Sub-Committee

The Quality of Care Sub-Committee reports to the QMC and is co-chaired by the Chief
Medical Director and the Assistant VP of Quality Management. In addition to the co-chairs, the
membership of the committee includes:

Senior VP of Quality and Innovation (ad hoc)
Quiality Specialists

Clinical Supervisor

Network Development Specialist

Regional Network Manager

Director of Peer Services

The Quality of Care sub-committee continued to meet weekly to review potential quality
of care and service concerns and adverse incidents identified by Beacon staff, members,
providers, and, on request, the Departments. The sub-committee reviewed all concerns
identified during the previous week and followed up on the results of actions and/or
investigations previously identified by the committee. The sub-committee reviewed semi-
annually trends of specific providers and practitioners.

In 2015, the subcommittee struggled to keep up with the increased number of concerns
and incidents (see Goal 19 below). The QM staff worked to develop processes to improve the
efficiency of the meeting and only presented cases that had been fully investigated and were
ready for evaluation by the subcommittee. The agenda went from 18 pages at the beginning of
2015 to 6 pages at the beginning of 2016.

Additionally, there was some turnover in the membership of the subcommittee and
binders were created for every subcommittee member that included relevant documentation,
process notes and definitions to assist in consistent knowledge of the subcommittee processes
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and roles and responsibilities of the members. Another significant change for the subcommittee
was the hiring of a new Chief Medical Director. Dr. Sherrie Sharp became an active participant
in the subcommittee and provided significant contribution to the review of the care that was
being provided to members.

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

The Network Management Sub-Committee meets monthly and reports to the QMC. The
sub-committee is co-chaired by the Director of Provider Analysis and Reporting (PAR) and
Assistant VP of Quality Management. Its members include:

Regional Network Managers

Senior VP of Quality and Innovation (Adhoc)
QM Analysts

Utilization Management Director (Ad Hoc)
Director of Clinical Services (Ad Hoc)

CEO (Ad Hoc)

Medical Directors (Ad Hoc)

The primary focus of this sub-committee continues to be reviewing PAR profiles to
identify patterns and trends in the data, developing strategies for the PAR meetings and
strategizing ways to improve systems of care, with particular focus on addressing issues
generated in conversations with providers during PAR meetings. In addition, the sub-committee
reviews progress made in the Performance Targets relative to the systems issues and PAR
data. For example, we have reviewed results of the Inpatient Performance Target, as it informs
the trends in data that we see in the Inpatient PAR profiles. When new data measures are
developed, this sub-committee reviews the methodology so that the RNMs have a clear
understanding of what the measure represents and can accurately explain it to the
providers. During 2015, in addition to reviewing PAR profiles on a regular basis, this sub-
committee reviewed enhancements to the PRTF PAR program, and participated in the
development of the IICAPS PAR program.

This sub-committee continues to provide oversight of the six (6) Geo-Teams. The Geo-
Teams include Beacon staff members from all key functional areas who are involved with
facilities and programs in specific geographic regions. These teams reviewed PAR data, denial
and appeals data and discussed strategies to address concerns specific to the 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. Regional
issues are discussed at PAR meetings to share strategies and to identify issues that appear in
multiple regions.
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In 2015, the sub-committee strategized around the ongoing development of the
Community Care Teams (CCT) and developing plans for at least partial transition of the CCTs
to the hospitals. We also strategized about the provider workgroup meetings and identifying
subjects for discussions or presentations at those meetings. The level of care specific provider
workgroups continue to identify best practices, work on developing new indicators and fine tune
existing measures.

Consumer and Family Advisory Sub-Committee

The Consumer and Family Advisory Sub-Committee was established in 2006 and meets
monthly. In 2015, the sub-committee was co-chaired by a Community Peer Services Director
and a parent consumer. The committee membership includes:

Peer Support staff

Director of Clinical Services (Ad Hoc)
Families of consumers

Member advocates

Consumers

Providers

Community Representatives

During the early part of 2015, the subcommittee moved forward with planning a
consumer driven conference based on the work of the smaller workgroups in 2014. Several
consumers from the subcommittee joined the planning workgroup, assisted in the development
of the conference and reported back to the subcommittee progress that was being made on the
conference. The iCAN conference occurred on September 10, 2015 and received high praises
from DSS. With more planning time in 2016, the subcommittee members will co-lead
wor kgroups in the devel opment of next yeardés conf

Assessment and Recommendations of QM Committee Structure and Effectiveness:

The QM committee structure was successful in ensuring active participation and
communication among key functional areas at the Connecticut Engagement Center, CT BHP
provider network and members. The committee membership included representation from all
key functional areas within the engagement center. Several of the subcommittees were
reinvigorated and became more effective in promoting improvement of the provider and member
experience. This structure continues to not only be vital to developing projects, but is also
necessary in developing improvement initiatives with interventions that have a greater likelihood
of success. This structure also lends itself to a more robust evaluation of the impact of
improvement efforts.
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B. Adequacy of Resources

The following chart is a summary of the positions that support the Quality Management
program with credentials and percentages of time devoted to the quality management activities:

Quality Management Staff b . Percent of time per
Title Credentials week devoted to QM

SVP of Quality and Innovati¢bRoctorate level 100%

Chief of Research and

Outcomes Doctorate level 100%

Assistant VP of QM Master's level 100%

Assistant VP of Analytics an

Innovation Doctorate level 100%

Director of PAR JD 100%

Regional Network Managers

(8 FTES) Master's level 100%

Quality Analysts - Team LeaddMaster's level 100%

Quality Analysts (8 FTEs) |Master's level 100%

Statistician Doctorate level 20%

QM Coordinator - Bachelor and Master's

Complaints/Appeals (3 FTEglevel 100%

Contract Monitor Associate level 100%

QM Specialists Il - Auditor (4Master's level/Licensed

FTES) clinicians 100%

AVP of Performance

Improvement and

Implementation Master's level 100%

Director of Data Managemen

and Analysis Master's level 100%

Reporting Manager Extensive experience 100%

Bl Developers Bachelor level 100%

Business Analysts Bachelor level 100%

Bachelor and Master's

Program Analysts level 100%

Director of Project

Management Master's level 100%

Project Manager Master's level 100%

After all the changes that were made in 2014, 2015 was a year of a bit more stability for
the QM department. As new programs continued to be developed in the engagement center, a
new need was identified, which was to have a position to assist with implementations and
ensuring that programs were established with appropriate processes put in place at the
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beginning of a project, in order to ensure success. The position would also engage in process
and performance improvement for existing projects. During the restructuring that occurred in
August and September, the new position of AVP of Performance Improvement and
Implementation was proposed and accepted. With the addition of the new AVP, Project
Management moved under this position as this section of QM was often heavily involved with
the implementations.

Another change that occurred in the QM department was the reduction in the Regional
Network Management (RNM) staff as Performance Improvement Center (PIC) for the
Therapeutic Group Home was defunded and the Care Management Entity (CME) contract was
obtained. It was decided that three (3) of the RNM positions associated with the PIC would be
reassigned to the CME as Network of Care Managers (NCMs). Both the RNMs and NCMs work
closely in continuing to develop the network and identify regional trends.

In the fall of 2015, the Reporting Department was carved out of the Quality Department
with direct reporting to the VP of Corporate Bl and Analytics at Beacon National. This change
was made to align with the Beacon Corporate organizational structure. The Quality and
Reporting Departments continue to work closely together and collaborate on data development
and quality improvement activities. As the volume, scope, and complexity of the quality
improvement projects and processes have increased, management has identified the need for
additional quality improvement staff to meet requirements and expectations. In particular, the
need has been identified for an additional subject matter expert and sole contributor who could
assist with project design, oversight, and reporting.

While there was some turnover within the denials and appeals group, the movement was
due to professional growth. With the change in staff, came an initial increase in errors in
processing denials and appeals timely. This was addressed with an increase in training around
timeframes and processes set up to assist in the tracking of the time. Despite the increase in
the number of medical necessity denial and appeals there was adequate resources in this
section of QM.

Additionally, the QM program is supported by members on the staff that are not
specifically in the QM department and they are as follows:
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Engagement Center Staff Percent of time per
Outside of the QM Credentials el e i@ ang
Department by Title

Director of Compliance Bachelor level 50%
CEO/VP Service Center Master level 20%
Chief Medical

Director/Medical Directors |[MD 40%
SVP of Recovery & Clinical

Operations Master level 30%
AVP Utilization ManagementMaster level 20%
AVP of Community Support |[Master level 20%
AVP of Clinical Services RN 20%
VP of Consumer and Provid

Support Master level 20%
Customer Service Director |Extensive experience 20%
Provider Relations Director |Master level 20%
Dirctor of Peer Services Master level 20%
IT Director Bachelor level 20%

It has been vital to have the quality mindset infused across the entire organization, which
allows for process improvements to occur on an on-going basis and shared responsibility
around ensuring that the member experience is the best that it can be.

C. Practitioner Involvement

Network providers continue to be actively involved in the QM program through the
Quiality, Access and Policy subcommittee of the Oversight Council. Providers have given
feedback on the performance target projects as well as the clinical studies. The provider
network continues to be involved in the development of PARs programs through workgroups
and the PARs provider meetings. Providers continue to be a valuable component to the
ongoing development of the QM program.

D. Leadership Involvement

The leadership within the CT engagement center continues to value quality as
evidenced by the additional changes that were made within QM department as well as across
the engagement center in 2015. With the change in Chief Medical Director came greater
involvement from the leadership in ensuring the quality of both the clinical and administrative
services and practices with a focus on member access and safety.
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E. Patient Safety

The engagement center continues to be committed to ensuring that patient safety is
promoted throughout the organization. Efforts are made to minimize patient risk from adverse
incidents, quality of care or service. Adult members continue to present with the highest risk
and efforts are being made via the performance targets in attempts to address some of the risk
by assisting members in connecting to care post hospital stays.

. EVALUATION OF THE OVERALL EFFECTIVENESS OF THE UM
PROGRAM STRUCTURE

A. UM Committee Structure and Effectiveness of Structure
Utilization Management Sub-Committee

The Utilization Management Sub-Committee is charged with the general oversight of CT
BHP engagement center UM activities. The Utilization Management Sub-Committee meets
weekly and reports to the Quality Management Committee. The sub-committee is co-chaired by
the Utilization Management Director and the Chief Medical Director. In addition to the co-chairs,
the membership of the committee included:

Associate Medical Director - Adults
Associate Medical Director - Children
AVP of Utilization Management

AVP of Integration Services

Clinical Supervisors

Assistant VP of Quality Management
QM Quality Analyst Staff

Provider Relations staff

The goal is to understand the clinical landscape and work as a group to find better ways
to positively impact the system through data. Functions include reviewing and approving
Connecticut engagement center-specific policies and procedures pertaining to the UM process,
oversight of the referral and triage function, developing and monitoring UM and Medical
Management utilization data reports and indicators such as Hospital Census reports, days/1000,
admits/1000, Discharge Delay data, as well as length of stay, turnaround time completion rates
and monitoring of UM staff performance against contract indicators. Representatives from this
committee attend the Senior Management Committee. The UM Committee reports to the Senior
Management Quality Steering Committee. The committee develops new reports that support
innovative UM strategies, as well as evaluates the utility of current reports including the Bypass
Program reports. UM strategies and interventions are consistently being reviewed for
effectiveness and reliability.
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Assessment and Recommendations of UM Committee Structure and Effectiveness:

The UM Committee continues to meet weekly to review current reports and request
additional reports to gain a better understanding of next steps in UM strategy. During 2015
some areas of focus for the UM Committee were Bypass target (ALOS, Readmission rates,
Discharge form completion), enhancements to the Bypass program, implementation of the risk
score, revisions of the turnaround time reports to capture web pended and telephonic measures
in one document for streamlining, implementation of electronic health alerts and Provider
meeting/training schedules. All implementations were successful and some interventions such
as risk score outreach have been adopted in others areas such as connect to care due to
positive outcomes. The UM Committee will continue to meet weekly and monitor the impact of
Bypass enhancements on clinical department resources and the impact of risk scores, health
alerts and connect to care activities impact on percentage of members successfully connected
to aftercare. Committee attendees will continue to invite additional department staff as
needed.

B. Adequacy of Resources

The UM program resources are reported in the UM program description. There were two
position changes in the clinical department to allow for Adult and Child ICM Supervisors. All
Supervisor positions were filled by years end. There was some turnover within the clinical
department as a result of internal promotions, external promotions and desire for more direct
care. All positions have been filled with the exception of one CCM position that will remain
vacant. The Clinical Care Managers continue to expand their role beyond standard UM practice
and participate in facility rounds, co-manage complex cases through ongoing collaboration with
ABH/CHN/Logisticare and arrange case conferences as indicated.

C. Practitioner Involvement

There is active involvement by CT providers/practitioners in UM activities. Individual
provider meetings occur frequently and include: onsite rounds, clinical documentation trainings,
Medication Assisted treatment initiative discussions, member specific care planning meetings.
The UM program often partners with member of the Quality team to engage providers in PAR
discussions and Inpatient Provider meetings to discuss different UM initiatives. Providers are
also involved in multiple UM/QM Committees and Sub-Committees, including those that provide
oversight of the Partnership at the highest level.

D. Leadership Involvement

The CEO and members of the Senior Management team are all active participants in the
operations of the UM Program. The active involvement of Senior Leaders provides a clear
message to all Beacon staff regarding the importance of their daily activities while also providing
sound clinical and professional leadership. The SVP of Clinical Operations and Recovery
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attends each weekly staff meeting and provides ongoing updates on initiatives and performance
targets. Clinical managers also take time to exp
influence and change the behavioral health delivery system in CT.

E. Patient Safety

During utilization review activities the clinician assesses any potential risk or safety
concern and collaborates with the treating provider on planned treatment interventions,
measures for progress to reduce risk to self or others. Internally staff notify Clinical and Quality
Leadership when any concerns ar e todeffarbthefsiareld r egar
these concerns are reviewed weekly by the Quality of Care subcommittee to ensure discharges
pl ans are adequat e andsnmeqle dhisfcommittéeds canarisdd of staffmb e r 6
from Medical Affairs, QM and the UM departments, upon case review it may be determined that
additional outreach is required from a Clinician, Peer Specialist or Clinical Liaison to either the
provider, member or both.
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IV. EVALUATION OF THE 2015 QM & UM PROJECT PLAN

Goal 1: Review and Approve 2014 Beacon Health Options QM Program Evaluation,
2015 Beacon QM Program Description, 2015 Beacon UM Program Description and
2015 Beacon QM & UM Project Plan

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:

The 2014 QM & UM Program Evaluation was submitted to the Departments on April 1,
2015 and resubmitted on May 28, 2015 following feedback from the Departments. An
addendum to Goal 12 - Adult Utilization was submitted on May 28, 2015 with the resubmission.
Final approval was obtained on June 11, 2015.

The 2015 QM Program Description was submitted to the Departments on April 1, 2015
and resubmitted on May 28, 2015 following feedback from the Departments. Final approval was
obtained on June 11, 2015.

The 2015 UM Program Description was submitted to the Departments on April 1, 2015
and resubmitted on May 28, 2015 following feedback from the Departments. Final approval was
obtained on June 11, 2015.

The 2015 QM/UM Project Plan was submitted on April 1, 2014 and resubmitted on May
28, 2015 following feedback from the Departments. Final approval was obtained on June 11,
2015.

Recommendations for continuing goal in 2016: This goal continues to be applicable for 2016
and should be included in the 2016 Project Plan.

Goal 2: Establish and maintain BEACON, CT-specific policies and procedures (P&PSs) in
compliance with contractual obligations that govern all aspects of BEACON, CT
operations.

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:

Beacon Health Options CT utilizes National Beacon Health Options Policy and
Procedures except in cases where exceptions are needed to meet local contractual
requirements. At least annually, all policies and procedures (including attachments) will be
reviewed, revised or retired.

In 2015, legacy ValueOptions and legacy Beacon policy and procedures were reviewed
and merged into Beacon Health Options policy and procedures. A full review of current CT
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specific Policy and Produces will be completed in 2016. Changes will be made based on
updated contract language or if a national policy and procedure can be used as a replacement
to a CT specific policy and procedure.

Recommendations for continuing goal in 2016: This goal continues to be applicable for 2016
and should be included in the 2016 Project Plan.

Goal 3: Establish and maintain a training program for BEACON, CT Staff.

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:

A. Staff training on state regulatory requirements

Staff training on federal and state regulatory requirements was conducted with our new
employees during new hire orientation and periodically throughout the year in departmental staff
and ad-hoc meetings. The Compliance Department completed 68 face to face training sessions
and sent 20 electronic training alerts to staff in 2015. During the month of November, the
engagement center participated in Corporate Compliance and Ethics Week. Daily activities
were designed to highlight the importance of compliance and ethics in the workplace.

B. Staff training on HIPAA/HITECH/42 CFR Privacy regulations

The CT Engagement Center staff completed the annual companywide 2015 HIPAA
training. 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.

During 2015, there were 9 audits conducted of the engagement center staff to ensure
compliance with the rules around protecting PHI. Additionally, all documents containing PHI
were reviewed by a member of Senior Management prior to mailing to verify that the member
information in the letter matches the address on the envelope.

The local and national compliance staff continued to monitor all violations closely. Each
violation reported during 2015 was thoroughly investigated and placed into one of the categories
listed below.

There were 2 privacy breaches during 2015. There were 104 policy and regulatory
(privacy) violations which equate to .0020% of the 62,724 authorizations issued during 2015.

1 Two (2) i Privacy Breaches:
o] Two (2) - An unauthorized individual received a letter containing PHI mailed to
the wrong address. The breaches were reviewed by the Connecticut Department
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of Social Service who agreed with our recommendation to notify the clients as
the unauthorized individual were not bound by HIPAA or any other federal or
state laws to keep the information received confidential. Notifications were sent
to the members.

1 Eighty-One (81) i Policy Violations:

o] Sixty-On(61)-1 nst ances of incorrect information b
record set; there was no disclosure of PHI.
o] Six (6) T Authorizations were created for the wrong provider; an authorization
letter was not generated.
o] Four (4) - Authorization was created for the wrong member; an authorization
letter was not generated.
o] Three (3) - Emails sent unencrypted to the intended party (Low risk as email
went to intended party).
o] One (1) i Emails sent encrypted to an unintended party (Low risk as email was
sent to State Partner instead of a Beacon Health Options employee).
o] One (1) 1 PHI released to provider without documenting Release of Information
on file.
o] One (1) i No Designated Record Set request form on file.
o] One (1) 1 Staff member misplaced work bag containing laptop. The bag and
laptop were found without incident.
o] One (1) i PHI emailed to wrong provider.
o] One(1)TEmpl oyee attempted to access daughtero
terminated per policy).
o] One (1) i Member Identification Number was left in conference room after
meeting.

1 Twenty-Three (23) i Privacy (Regulatory) Violations:

o] Sixteen (16) - Authorizations were created for the wrong provider by Clinical
Department or Central Night Service and an authorization letter was generated.
o] Three (3) T No Release of Information on file. (no risk to member; staff did not

confirm provider had ROI on file for member when discussing members history
with provider).

o] Two (2) i PHI entered/uploaded under wrong member.

o] One (1) i Authorizations were created for the wrong member and an
authorization letter was generated.

o] One (1) i PHI released to wrong provider.
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C. Staff training on Denials and Appeals

In 2015, denials and appeals trainings were conducted for clinical staff as well as
customer service staff and were held in May and then again in November for the clinical staff
and December for the customer service staff. The clinical denial trainings were specific to
operationalize how and when to enter denials in the system. The appeals portion of the
trainings focused on the timeliness of providers appealing and how members can appeal as
well. Customer services staff received the appeals training so that they could better handle
member and provider questions about appeals. Monthly trainings regarding denials and
appeals continued in 2015 for new staff and more seasoned staff were encouraged to join as
training needs were identified by clinical supervisors.

D. Staff training on Complaints, Quality of care and Adverse Incidents

In 2015, the semi-annual trainings for complaints, quality of care and adverse incidents
were combined into one training for staff because often complaints and quality of care overlap
and are difficult to differentiate. The trainings were conducted in April 2015 and then scheduled
for the end of the year, but then due to staff vacations the decision was made to reschedule for
the beginning of 2016. Next year, the second training of the year will be scheduled to occur
prior to Thanksgiving so that it does not conflict with the holidays and vacations.

The training was presented to clinical, customer service and peer staff so all of the
department that interface with members and providers may hear about concerns. Monthly
trainings continued the second Wednesday of the month for new staff as a part of the new hire
training series. More seasoned staff were also encouraged to attend if a refresher was needed
at alternative times of the year. Trainings focused on identification of concerns and also the
operational piece of what to do once identified. Reminders specific to the process of submitting
concerns were made during clinical staff meetings at the end of the year when the training
needed to be moved.

E. Staff training regarding State Partners' Departments and specific populations and
programs

Trainings for specific populations and programs were held throughout 2015. Initially,
special program overviews and trainings were completed by our advocacy subcontracts for CT
Hearing Voices Network and Focus on Recovery-United, Inc. (FOR-U) and continued with
coordination between the Beacon CT Academy and Clinical Department to offer special
population trainings on a number of topics. (Biology of Addiction, Family Engagement
Techniques, Medication Assisted Treatment and trainings on Autism Spectrum Disorder
Services). Provider Relations assisted DMHAS with the development and distribution of an
internal survey forBeaconst af f t hat assessed staffédés current D
additional areas of interest. Those results then shaped the content for a DMHAS
Programs/Services Overview. DMHAS also presented a training to Beacon staff on their
Community Services Division. These trainings provided a broad overview of the DMHAS
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programs as well as the special populations which they serve. Specific program areas
discussed were Young Adult Services, Local Mental Health Authorities, Behavioral Health
Homes, Grant funded programing, Opioid Agonist Treatment Protocol, the SOTA and
Community Bridges Peer Program. Additional trainings included overviews from the
Department of Developmental Services (DDS) and Advanced Behavioral Health (ABH). Lastly,
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trainings on Medication Assisted Treatment will continue and our hope is to collaborate with
DCF and DSS on overview presentations for the Beacon staff.

F. Staff enrichment trainings through the CT Academy

The CT Academy was established in 2013 as an internal committee to provide training
and development opportunities for all employees at Beacon. The CT Academy provided 54
unique trainings in 2015 plus some of the trainings were repeated to ensure that as many
people as possible could attend. 189 employees attended the various trainings that were
offered. Nine hours of face to face Continuing Education Credits were offered to licensed
clinicians for their professional development. Other training opportunities ranged from trainings
relating to professional development and emerging leaders, to support regarding software

applications.

G. Peer staff annual trainings

Ongoing trainings for all Peer Staff have been identified and will continue for the next

Ho me

year.

Name of Training When Training Length Agency Presenting Focus of Training
CCAR Recovery Coach Ongoing 5 days CCAR substance use/recovery principles
CCAR Services Overview |Ongoing 1 hour CCAR services offered and subcontract overview
Compassion Fatigue Overview of personal impact thattrauma can have on well
Training March-15 Beacon Staff being.

every

CONMECT PT Training Tuesday/Thursday |1 hour Beacon Staff PT system training
Cultural Competency March-15 1 hour VO Academy overview of culturally competent practices and policies
Identifying and Working
with Parents with identification and application of skills and tools to utilize with
Cognitive Limitations November-15 1day VO Academy parents with cognitive limitations.
Motivational Interviewing|May/Nov 2015 2 days 1. Fader, PhD Motivational Interviewing Techniques and practical applications
Peer Specialist
Certification Ongoing 8 weeks Advocacy Unlimited Recovery Support Spedalist Certification
Universal Precautions Ongoing 1 hour/video Beacon Staff/Heidi Pugliese, RN [Handwashing/Infectious Diseases Overview

On an annual basis, we evaluate trainings for core competencies for the peer and care

coordinator staff. This aligns with Beacon Nationalé s

over all mi Sssi on

and

.
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Performance Targets and specific program needs (i.e. ASD, adult and family peer staff).
Further exploration of core competencies for the peer role are to be reviewed during the course
of 2016. Additionally, a new Yale University academic partnership will review national peer
standards, documentation, and peer supervision. Based on competency scores from 2015
performance appraisals, the CT Academy will evaluate the ongoing need for additional trainings
related to peer competencies. The trainings below have been identified and will continue for the
next year.

Recommendations for continuing goal in 2016: This goal continues to be applicable for 2016
and should be included in the 2016 Project Plan.

Goal 4: Ensure Utilization/Care Management Department compliance with established
UM standards.

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:

A. Clinical training plan is complete as defined in the program description

All new Beacon staff participate in general new hire orientation. The clinical department
maintains a new hire checklist approved by the State to monitor trainings and training needs of
staff. Continuing education for clinical staff is provided by the clinical department on a weekly
basis, in addition to the CT Academy trainings provided to the engagement center.
Documentation of training is retained and provided to Clinical Leadership for monitoring of
attendance. Beacon maintains a training site within a shared documents site which all
employees utilize to register for trainings and view upcoming trainings.

The following trainings were provided to the clinical department during the course of

2015:

1 Compassion Fatigue (2 hours) 1/4/15

2 Clinical Jeopardy 1/6 & 1/8/15

3 How to Manage Conflict and Confrontation 1/12/15

4 Integrated Medicine & Health Care Reform 1/15 & 1/20/15
5. Child ICM Overview 1/29/15
6 Communicating for Success- Part 1 1/29/15
7 Refiring in All Areas of Your Life 1/29/15
8 Health Promoter Session 1 2/3 & 2/5/15
9 Fundamentals of Data Analysis and Statistics for Healthcare Professionals 2/6/15
10. Communicating for Success- Part 2 2/19/15
11. Public Speaking 101 2/12 & 2/26/15

Beacon Health Options i Annual QM & UM Evaluation Page 25




12. Compassion Fatigue 3/15/15

13. Training on new HLOC forms 3/10 & 3/12/15
14. Compassion Fatigue Training 3/13/15
15. Cultural Competency 3/17 & 3/19/15
16. Improv for Business 3/19/15
17. Positive Communication Strategies to Use with Families Raising Children with ASD
3/20/15

18. OneNote Workshop 3/23/15
19. Health Promoter Session 2 3/24 & 3/26/15
20. Microsoft Excel Webinar: PivotTables & PivotCharts 3/25/15
21. Logisticare overview 3/31 & 4/2/15
22. Co- Management 3/31 & 4/2/15
23. Improving Engagement and Consumer Response 4/7/15
24, Crisis call refresher 4/14 & 4/16/15
25. 5 Dysfunctions of a team 4/14/15
26. EMDR 4/21 & 4/23/15
27. Toad Data Point 4/22/15
28. National Training on Alcohol Use Disorders 4/22 & 4/29/15
29. Denials 4/28 & 4/30/15
30. Death by Meeting 5/5/15
31. The biology of Addiction (2 hours) 5/8/15
32. Turning Point CT 5/8/15
33. Review of new audit tools 5/14 & 5/16/15
34. Romas and Beefsteaks and Pears 5/20/15
35. ABA 101 5/19 & 5/21/15
36. Provider Connect 5/26 & 5/28/15
37. Implementation Science 101 5/29/15
38. Overview of Autism spectrum disorders 6/9 & 6/11/15
39. From Homeless to Healthy 6/10/15
40. Relias Overview (how to do online trainings) 6/16 & 6/18/15
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41. PowerPoint 101 6/18/15

42. Desk Yoga 6/17/15
43. Cognitive Behavioral Intervention for Trauma in Schools (CBITS) 6/22/15
44, Microsoft Applications 101 6/22/15
45, Difficult Conversations 6/26/15
46. Negotiation and Influence Training 6/29/15
47. Presentation Skills 101 6/29/15
48. SCA 6/30 & 7/2/15
49. Enhanced Care Clinics overview 717 & 7/9/15
50. Reflexology 101 718/15
51. ECT 7/21 & 7/23/15
52. The Science of Managing Remote Employees 7/23/15
53. Difficult conversations 7/28/15

54, What We Dondét Apprecnate About Ap/f28&730/¥Ht i o

55. Enhancing Care Management Skills 8/11 & 8/13/15
56. The Anonymous People 8/18/15
57. Autism 101 and Treatment Options 8/20/15
58. Excel Basics 8/25 & 8/27/15
59. ABA 101 8/26/15
60. Customer Service 101 8/26/15
61. Smart Board 101 8/27/15
62. Open Forum 8/18 & 8/20/15
63. Run, Walk, Move 9/1/15
64. Rules for Editing an Authorization Line 9/8 & 9/10/15
65. Microsoft Outlook 9/15 & 9/17/15
66. Death by Meeting Follow-Up Session 9/15/15
67. Universal Precautions 9/22 & 9/24/15
68. Customer Service 101 9/23/15
69. Assessing Family Support 9/24/15
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70. EMPS presentation by Wheeler Clinic 9/29 & 10/1/15

71. Behavioral Health and Value Based Care 10/6/15
72. IRR 10/13 & 10/15/15

73. Eating Disorders from Soup to Nuts 10/20 & 10/22/15
74. Identifying and Working with Parents with Cognitive Limitations (6 hours) 10/22/15
75. Customer Service 101 10/21/15
76. Breast Cancer Awareness Lunch and Learn 10/22/15

77. Achieving Successful Outcomes with BH Care Coordination 10/20/15
78. Changing the Outcome Suicide Risk Management 10/20/15
79. CCAR 10/27 & 10/29/15
80. Leadership and Influence 10/29/15
81. Denials and Appeals 11/10 & 11/12/15
82. Grappling with Grammar Punctuation and AP Style 11/17/15
83. Spectrum 11/17 & 11/19/15
84. Opioid Addiction Crisis Presentation 11/19/15
85. DMHAS presentation on the Managed Services Division 11/24/15
86. Arm Knitting 12/2/15
87. Life on the Autism Spectrum: My Story (Sara S.) 12/3/15

88. Motivational Interviewing (2 hours) 12/15 & 12/17/15

Beacon will continue to offer weekly training opportunities for the clinical department
staff. Clinicians participate in the identification of topics for training/refreshers relating to internal
workflows and enhancements to all roles within the clinical department. For CT Academy
trainings formal surveys are completed to assess the overall effectiveness of the training and
trainer. Feedback is shared with the facilitator and appropriate adjustments made. Many
trainings are offered twice a week to allow for phone coverage and flexibility. Overall, trainings
were well attended and something new is learned in each training even by our most seasoned
staff.

Recommendations for continuing goal in 2016: This goal continues to be applicable for
2016 and should be included in the 2016 Project Plan.
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Goal 5: Monitor consistency of application of UM Criteria (IRR) and adequacy of
documentation.

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:

A. Percent compliance rate with clinical inter-rater reliability audit

Annually, CT Engagement Center participates in the company wide IRR audit. This IRR
audit consisted of 27 clinical vignettes, each of which the clinicians must determine the
appropriate level of care. For the past year, 96.4% of our clinical staff passed the IRR
examination, with an average score of 91.47%. The average score was lower than last year,
which was 92.96%. The two Clinicians who did not pass have been placed on corrective action
plans with the expectation that level of care guidelines were carefully reviewed and that they
would retake and pass the IRR. Both Clinicians function as Intensive Care Managers and do
not routinely review or determine level of care as their efforts are spent managing complex
cases and collaborating with providers on accessing services to support discharge plans back to
communities.

In order to continue to ensure consistency with clinical decisions, clinicians meet weekly
for clinical rounds and clinical training. Supervisors provided both weekly individual supervision
as well as group supervision.

B. Assess adequacy and accuracy of clinical documentation

As mentioned in | ast yeards program evaluation
shared with staff in early Q1 2015. In preparation for completing web-pended inpatient
psychiatric precert audits, the UM supervisors shared opportunities for improvement with their
staff during their group supervision times. Following this supervisions, staff improved in the
area of Professional Performance. The clinical supervisors completed theiras si gned st aff 6s
audits on their own and met with QM Specialist who had also completed the audit, we discussed
our scores and resolved any discrepancies.

Due to the migration from phone-based to web-based reviews and due to the high
performance on web-pended precerts, we developed an audit tool for use with web-pended
concurrent reviews. In both Q2 & Q3 2015, we audited inpatient psychiatric concurrent reviews.
During these quarters, we talked more about consulting around or making referrals for co-
management. In Q2, the areas needing improvement were noted to be treatment plans, doctor
consults and mandatory doctor consults. The Q3 data showed that the treatment plan standard
was much improved and the areas of doctor consults and mandatory doctor consults were
somewhat improved. We saw a 1% increase in the average score between Q2 (96.9%) and Q3
(97.9%).
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2012 2013 2014 2015

Percent Percent Percent

with Percent with with
Quarterly | 90% or | Average with 90% | Average 90% or Average 90% or Average
Data better Score or better | Score better Score better Score
Q1 93.0% 95.7% 97.1% 96.3% 97.0% 98.2% 95.0% 95.8%
Q2 97.6% 97.2% 100.0% | 97.3% 100.0% | 97.1% 94.0% 96.9%
Q3 97.6% 97.5% 100.0% | 96.7% 97.0% 98.3% 100.0% | 97.9%
Q4 96.9% | 96.1% 100.0% | 97.5% 93.0% | 96.2% 100.0% | 98.0%

Due to high levels of performance on the audits for the inpatient psychiatric level of care,
in Q4 2015, we began auditing a new level of care - inpatient detoxification precerts. We
developed a tool and tested it on several reviews prior to finalizing it for use. We focused on
reviews for freestanding detox facilities but also conducted a small number of medically
managed hospital-based detox reviews.

While most of the clinical staff were audited on this new level of care, the child ICMs
were audited on inpatient psychiatric concurrent reviews. For the ICMs, we identified three
areas needing improvement, psychotropic medications, doctor consults and mandatory doctor
consults. We hope to see improvement in these areas next quarter. 100% of the Child ICMs
scored 90% or better with an aAverage score of 97.1%. These scores remain consistent with
the scores from Q2 & Q3 2015. As the roles of the Adult ICMs continued to change, they were
excluded from review based documentation audits beginning in Q2 2015. Adult ICMs were
spending more time in the field, working with members as part of the ICM/Peer intervention.
They were no longer responsible for completing member authorizations. Discussion began at
the end of the year around developing a new audit tool for Adult ICMs due to the unique nature
of their work.

Asment i oned in | ast yearés evaluati on, in Q4 2071
home health team. During Q1 2015, we continued with home health audits on web-pended
concurrent reviews for Medication Administration services. The identified opportunities for
improvement were medication, frequency of services, professional performance and timeliness
of completion. In Q2 2015, due to staffing constraints, we were unable to complete audits for the
home health team but they resumed in Q3 & Q4. We worked closely with the supervisor of this
team to refine the home health tool and expectations.

In Q3, timeliness of completion was an area that had improved from Q1. There were
several remaining areas requiring improvement- presenting problem, medication, frequency of
services, clinical criteria and medical necessity, units authorized and professional performance.
Although the majority of the 6 person team scored quite well, the percentage with 90% or better
was | ow due to one individual ds scores. This st a
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In Q4, the areas of medication, clinical criteria and medical necessity, units authorized
and professional performance had improved. The remaining areas needing slight improvement
were presenting problem and frequency of services.

2014 2015
Quarterly | Percent with Average Percent with
Data 90% or better Score 90% or better Average Score
Q1 - - 100.0% 96.3%
Q2 - - - -
Q3 - - 83.0% 94.7%
Q4 100.0% 98.5% 100.0% 100.0%

Each quarter, we completed a collaborative inter-rater reliability (IRR) process with the
clinical supervisors and QM staff for each level of care we were auditing. During this quarterly
review, we evaluated the results from the previousqu ar t er 6 s st a édfoppartunitiest s ,
for improvement, discussed our scores from two previously completed audits from the level of

care and type of review we planned to audit the following quarter. We discussed any changes

A

to the standards, expectations, business rules and made a plan for sharing opportunities for

improvementwiths t af f

prior to

score 90% or better on their quarterly audits, they were dropped to weekly audits with more

intensive supervision. Most individuals were able to resume quarterly audits after three weeks

of more intensive supervision and auditing.

Note: See QM Program Description Appendix for audit tools

Recommendations for continuing goal in 2016: This goal continues to be applicable for 2016

and should be included in the 2016 Project Plan.

Goal 6: Ensure timely telephone access to CT BHP Engagement Center.

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:

di
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Total Volume

of Calls

Total Number of Service Center Calls
140,000 - Annually
120,000 - - —
4 100,000 -
E 80,000
5 80
E —
2 60,000 -
5
Z 40,000 -
20,000 -
0
CY 2010 CY 2011 CY 2012 CY 2013 CY 2014 CY 2015
i Crisis 311 2,982 2,566 3,064 4,546 4,339
& Member 32,068 24,890 27,012 26,889 26,639 24,006
o Provider 38,031 88,386 100,879 94,026 89,892 64,320
All calls 70,410 116,258 130,457 123,979 121,077 92,665

In 2015, our call volume decreased by 23.5% with approximately 28,000 fewer calls from
CY 2014. This decrease was due, primarily, to the shift from call-based requests to web-pended

occurre

the ye

expected,

inquiriesby providers. Our highest call vol ume
trend downward over the course of the year. An 18.7% decrease occurred between Q1 2015
(26.283) to the | owest number of <call gisisfcals
rates remained relatively constant through the calendar year with slight increases seen from Q1
615 through Q3615. Provider calls, as
| owest number for the year in Q4 615 (14, 200).
A. Average Speed of Answer
Average Speed of Answer
Performance Standard
00:12 - Provider & Member < 30 Seconds

g 00:10 - Crisis £ 15 Seconds

5 0009 -

g 0007

S 00:05 -

g 00:03 —

E 0002

Z 00:00

CY 2010 CY 2011 CY 2012 CY 2013 CY 2014 CY 2015

—Crisis 0:00:03 0:00:05 0:00:04 0:00:03 0:00:03 0:00:04

= Member 0:00:05 0:00:03 0:00:03 0:00:06 0:00:08 0:00:10

= Provider 0:00:06 0:00:04 0:00:05 0:00:06 0:00:07 0:00:08

Overall, the average speed continued to increase very slightly for crisis, member and
provider calls during 2015. This slight increase may be attributed to an increased turnover in

customer service reps due to several promotions as well as Clinical liaisons and Peer Support
staff being transitioned from phone responsibilities as their other responsibilities increased. An
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equivalent of 2 FTEs were removed from supporting Customer Service staff in answering the
phones. The average answer speed continues to be well below the expected performance
standards of 30 seconds for provider and non-crisis member calls and 15 seconds for member

crisis calls.
B. Percent of Calls Answered within Service Level (15 sec. & 30 sec.)
Percent of Total Calls Answered within Service Level
Performance Standard = = 90%
11 .
100% N=67,248
= ————— N=86,096
2 95% -
g ——
2 o Performance Standard = 90%
3
5 85% -
£
]
g 80% -
o
75%
CY 2010 CY 2011 CY 2012 CY 2013 CY 2014 CY 2015
|—T0ta\ Calls 96.48% 98.12% 97.54% 95.80% 94.93% 94.01%

This measure tracks the speed in which a call is answered from the moment it is received
within the call center. Since 2011, there has been a steady decline in the percentage of calls
answered within the service level agreement of 15 seconds for member crisis calls and 30
seconds for provider and non-crisis member calls. This measure continues to be well above the
expected performance standard of greater than or equal to 90% of all calls received within the
service levels.
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C.

Abandonment Rate

5.00%
4.50%
4.00%
3.50%
3.00%
2.50%
2.00%
1.50%
1.00%
0.50%
0.00%

Percent of Calls

Call Abandonment Rate Average- All Calls

Performance Standard < 5%

N=401

CY 2010

Cy 2011

CY 2012

CY 2013

CY 2014

CY 2015

Total Calls

0.06%

0.27%

0.11%

0.18%

0.38%

0.43%

The call abandonment rate continued to increase in 2015 due largely to the increase in
new staff from the high turnover in 2015. Despite the increase, the rate remains well below the
performance standard of less than or equal to 5%.

D. Percentage of Calls Place on Hold (Provider, Member & Member-Crisis)
Percentage of Provider Calls Placed on Hold
100% -
8% 60,898 71,342 63,734 60,561
! 40,088
60% - 21,101
3
;‘Z a0% -
20%
0%
CY 2010 CY 2011 Cy 2012 CY 2013 CY 2014 CY 2015
M Provider 56.13% 70.17% 71.26% 68.49% 68.25% 63.33%
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Lo0% Percentage of Member Calls Placed on Hold
. -
80%
2
= 60% 16,314
’ 11,494
5 - 11,105 11,501 11,535 11,650 -
R 40%
20% -
0%
CY 2010 CY 2011 CY 2012 CY 2013 CY 2014 CY 2015
i Member 51.29% 45.62% 43.11% 43.25% 44.25% 48.54%
Percentage of Crisis Calls Placed on Hold
100% -
80% -
)
® 60% -
(")
5
R 40%
20%
o | — — — - s
CY 2010 CY 2011 CY 2012 Cy 2013 CY 2014 CY 2015
| M Crisis 11.26% 8.26% 3.70% 3.25% 4.06% 4.16%

The percentage of provider, member and crisis calls placed on hold remains consistent with
previous years.

E. Average Length of Hold Time (Provider, Member & Member-Crisis)

Average Hold Time for Service Center Calls

Performance Standards
Crisis £ 1 minute, Member < 3 minutes, Provider £ 5 minutes

- 0:01:26
g 00118
5
£ 00109 -
£ 0:01:.00
20:00:52 F
F 0:00:43 |
=
S 0:00:35 /
T 400
o 0:00:26 |
& 00017 |
a
:_ 0:00:09 |
0:00:00
CY 2010 CY 2011 CY 2012 CY 2013 CY 2014 CY2015
Provider 0:00:44 0:01:20 0:00:52 0:00:54 0:01:07 0:01:15
Member 0:00:40 0:00:42 0:00:50 0:01:00 0:01:18 0:01:19
——Crisis 0:00:25 0:00:52 0:00:43 0:00:36 0:00:24 0:00:29

The average hold time for provider calls continues to trend up in 2015, while the hold
time for crisis and non-crisis member calls has increased only slightly from 2014.
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Recommendations for continuing goal in 2016: This goal continues to be applicable for 2016
and should be included in the 2016 Project Plan.

Goal 7: Ensure timely response and resolution of member/provider complaints and
grievances.

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:

A1 D. Total Number of Complaints and Grievances

Annual Number of Complaints/Grievances Received

200
150
100

50

Number of Complaints/Grievances

/

/

%

CY 2010

Cy2011

CY 2012

Cy 2013

CY 2014

CY 2015

Total Complaints/Grivances

40

81

103

142

198

177

Adult Mbr Complaint/Grievances

14

21

53

87

115

112

Youth Mbr Complaints/Grievances

20

20

14

25

37

28

= Provider Complaint/Grievances

6

40

36

30

46

37

A 10.6% decline in total volume of complaints received by the QM department occurred
from 2014 (198) to 2015 (177). Annual volume by complainant type remained consistent with
previous years. Adult members accounted for the majority of total complaints received at 63.3%
(112 of 177). Providers, 20.9% (37 of 177), and youth members, 15.8% (28 of 177), made up
the remainder of all complaints received.

Of the one hundred and seventy-seven (177) complaints received in 2015, two
complaints were escalated to grievances by the complainants who were not satisfied with the
initial outcomes of the complaints. Our highest influx of complaints was seen during the second
and fourth quarters in 2015. Staff reminder trainings around complaint and grievance processing
continue to occur in the second and fourth quarters which may account for the increase seen.

With improved tracking and trending procedures implemented and bi-annual complaint &
grievance trainings for staff occurring within the Engagement Center, it is expected that this
volume will be relatively consistent over the coming year.
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Total Number of Complaints and Grievances, specific to ASD

Autism Spectrum Senices
Complaints & Grievances

CY2015

Provider -

Adult Member -
Youth Member 4

While there were no complaints during the first half of 2015 specific to Autism Spectrum
Disorder treatment services, there was a complaint received from a mother on behalf of her
child, who has been identified for autism spectrum disorder services. The complaint was
regarding an outpatient provider and the alleged unprofessionalism of an intern. There were
four total complaints specific to Autism Spectrum Disorder (ASD) services received during the
last half of 2015. One complaint was forwarded on and handled as a quality of care concern.
The other three complaints were regarding one specific ASD provider and concerns with their
guality of care, discharge planning, use of restraints, and termination of services. Beacon
Health Options will continue to track these complaints.

E. Average Number of Days to Resolution

20A-D Annual: Annual Average Number of Days to Resolve Complaints/Grievances
Resolution Standard: < 30 calendar days
30

20

Average Number of Days

0 CY'10 I CY 11 [ CY 12 [ CY '13 [ CY '14 [ CY'15
[=+=Complaints 2003 \ 18.45 | 15.30 | 2574 | 19.99 | 2318

The average handle time to resolve a complaint/grievance increased slightly in 2015 to
23 days versus the low seen in 2014 of 20 days. An increase to 23 days in the average handle
time began within the second quarter of 2015 and remained consistent throughout the
remainder of the year. Resolution time continues to remain well within the expected
performance standard of less than or equal to 30 days.

To ensure that complaints were resolved quickly and effectively, all complaints were
reviewed weekly by the Assistant VP of QM and efforts to resolve the issues were acted upon
immediately. Beacon Health Options staff continue to work collaboratively with DSS around
specific concerns as they are identified.
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F. Percent of Complaints Resolved within Expected Timeframes (30 days or 45 with an
approved extension)

In 2015, one hundred and seventy-eight (178) were resolved with one complaint being
received at the end of 2014 and resolved after the start of the New Year. This is 7.3% reduction
from the total amount of complaints resolved in 2014 (192). One hundred and sixty-two
complaints were (162) were resolved in 30 days of receipt i 91%. A total of sixteen (16)
complaints were resolved within 31-45 days with the appropriate permission granted by the
complainant i 9%. No complaints were resolved greater than 45 days during 2015.

G. Most Frequent Reasons for Complaints/Grievances
Annual Number of Complaints/Grievances by Reason
2011 2012 2013 2014 2015
Complaint with VO
staff/process 7 8 27 23 14
Provider 5 3 21 18 9
Adult Member - 2 4 2 5
Youth Member 2 3 2 3|-
Clinical Issues 26 41 43 49 32
Provider - - 1 3 3
Adult Member 14 32 33 36 25
Youth Member 12 9 9 10 4
Access Issues 3 11 10 41 58
Provider 1 1 2 7 6
Adult Member - 10 5 29 42
Youth Member 2 - 3 5 10
Reimbursement/Billing/Clai
ms Issues 1 13 3 29 16
Provider 1 9 - 1 1
Adult Member - 3 - 23 12
Youth Member - 1 3 5 3
Benefit Issues 8 3 14 7 2
Provider 3 2 2 2 1
Adult Member 5 1 12 1[-
Youth Member - - - 4 1

Beacon Health Options i Annual QM & UM Evaluation Page 38




Annual Number of Complaints/Grievances by Reason (continued)
2011 2012 2013 2014 2015
Provider Network
Accuracy/Incorrect Referrals 1 3 3 0 4
Provider - - - - -
Adult Member 1 3 3 - 3
Youth Member - - - - 1
Transportation Issues 0 4 8 35 18
Provider - 1 3 19 8
Adult Member - 2 3 8 9
Youth Member - 1 2 8 1
Authorization Issues 31 17 3 1 -
Provider 31 17 1 1
Adult Member - - 1 - -
Youth Member - - 1 - -
Provider Attitude/Behavior 6 0 29 13 15
Provider - - - 1 1
Adult Member 2 - 24 10 10
Youth Member 4 - 5 2 4
Quality of Practioner's Office 0 0 2 0 1
Provider - - - - -
Adult Member - - 2 - 1
Youth Member - - - - -
Quality of Care Issues
(New Q2 '15) 0 0 0 0 16
Provider - - - - 3
Adult Member - - - - 7
Youth Member - - - - 6
Non-covered Services
(New Q3 '15) 0 0 0 0 1
Provider - - - - -
Adult Member - - - - 1
Youth Member - - - - -

Complaints regarding Beacon Health Options performance in 2015 were largely received
from providers. These provider complaints peaked in 2013 (21), and have now come down,
significantly, in 2015 (9). The majority of the concerns were related to a perceived lack of
courtesy and requests for authorizations that were delayed, misplaced, or partially approved.
Issues related to staff performance were addressed immediately by supervisors/managers and
Beacon Health Options continues to track system issues and aims to proactively address
service needs based on provider demand.

In 2015, there was a notable increase in the number of complaints received from
members regarding access issues including, but not limited to, making provider appointments,
accessing medical records, refilling prescriptions, and receiving callbacks from providers. For
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issues regarding access to records, provider callbacks and prescription refills, the QM
department worked with the individual providers to determine the validity of the inquiry and best
possible resolution for the members.

Recommendations for continuing goal in 2016: This goal continues to be applicable for 2016
and should be included in the 2016 Project Plan.

Goal 8: Monitor performance of Customer Service staff via audits of performance.

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:

A. Assess individual Customer Service staff (at least 5 cases per month) on performance in
5 areas (Call Opening, HIPAA Requirements, Issue Definition, Problem Solving/Utilizing
Tools/Decision Making and Hold/Transfer Techniques)

During 2015, the Beacon Health Options NICE recording system was utilized to conduct
call auditing of the Customer Service staff. The desighated Customer Service auditor lead
conducted these audits. The audit average for the department for call audits conducted in 2015
was 98.98%. Customer Service staff received feedback, routinely, regarding their individual
performance as call audits were conducted; and overall department performance during staff
meetings.

Additional resources include live call observation by supervisor, continued review of call
center/customer service job aids/workflows, and interdepartmental interface meetings to keep
call center triage team up to date with most current information and operations. In addition to
the CT Academy trainings that include personal and professional development tools, Customer
Service staff also participated in clinical trainings to broaden their knowledge base around
working in a utilization review setting.

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 calls that were audited in 2015
were 99.01%. Call documentation audits provide opportunities for improvement in the quality of
the documentation in member records regarding the content of the call. Call documentation
audit feedback is discussed with Customer Service Staff in coordination with routine call audit
findings and shared individually; and overall department performance during staff meetings.

Recommendations for continuing goal in 2016: This goal continues to be applicable for 2016
and should be included in the 2016 Project Plan.
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Goal 9: Assess provider network adequacy

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:

A. Identify providers who are not accepting new Medicaid referrals and place them in No
Referral status.

The process used for identifying providers not accepting new referrals is based on direct
report by providers as well as on member experience and direct feedback from CT BHP
Network Managers, Peer Specialists and Customer Service Representatives. Providers are
instructed to notify the CT BHP when, for any reason, they are not accepting new referrals. At
the time of the notification, providers are placedi n fin o r e f and renaoled fsoméhe us, 0
website used by members seeking treatment for outpatient services. Through daily system
inquiries and emails, CT BHP staff informs Provider Relations when they are informed providers
are not accepting referrals or when provider demographic/contact information needs updating.
Provider Relations will outreach to provider, confirm updated information and referral status and
make updates to the ReferralConnect system.

In order to assess the accuracy of the data elements processed from the provider
add/change reports a quarterly audit was conducted again in 2015. The results of the quarterly
audit for 2015 continues to be well above the 98% threshold, which was the goal established
when the Provider File Audit was part of Performance Target 1.

Quarter Results (%) # or records | # correct records| # of errors
Q1 2015 99.71% 339 338 1
Q2 2015 100.00% 339 339 0
Q32015 99.41% 339 337 2
Q4 2015 99.41% 339 337 2
Q12014 100.00% 339 339 0
Q2 2014 100.00% 339 339 0
Q32014 99.41% 339 337 2
Q4 2014 99.71% 339 338 1
B. Develop the network where inadequacies exist.

In addition to the outreach and enroliment efforts that the Provider Relations/Network
Operations Departments maintain on a daily/weekly basis: weekly provider add/change reports,
staff referrals and member requests, targeted network development projects focused on Autism
Spectrum Disorder (ASD) providers, Medication Assisted Treatment (MAT) providers and a
smaller initiative to expand the current network of Acquired Brain Injury (ABI) waiver providers.
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Acquired Brain Injury: Provider Relations developed and distributed a survey to over 300
psychologists and psychologist group practices enrolled in the CT Medical Assistance Program
(CMAP) network to identify interest and increase the network of providers that are willing to offer
ABI related services. Survey and outreach efforts resulted in 43 respondents in which
credentialing and additional information was provided.

Medication Assisted Treatment: A two fold provider outreach to expand the current MAT
network began with the distribution of electronic and hardcopy surveys and secondly, with
telephonic outreach to all CT CMAP MDs and APRNs. Telephonic outreach to over 800
MD/APRN individual and group practices was completed and over 65 providers expressed
interest in providing Medication Assisted Treatment or requested additional information.
Educational materials were developed and distributed to those providers and follow up calls,
trainings and assistance will continue throughout 2016.

ASD Services: Provider Relations/Network Operations began the year by outreach efforts to
more than 260 providers including DCF ASD providers, DDS Credentialed providers and
Identified ASD providers through certification boards, provider lists and member/staff referrals.
Electronic surveys, hardcopy mailings and telephonic outreach was utilized to educate providers
on covered services, the CMAP enrollment process, DDS credentialing process and general
education on the program and how services were authorized. Education and outreach efforts
continue on a weekly basis and will continue throughout 2016.

C. Network adequacy reports specific to ASD services.

Provider Relations/Network Operations provides a weekly update report for the
participants in the weekly ASD meetings which includes state partners, CT BHP staff and DDS
staff. Reports include information on call volume, enrollment status of ASD providers and
providers that are in the process of CMAP enroliment as well as a current listing of ASD network
providers and the types of services they provide. The network of ASD providers has grown from
a starting total of six providers to 25 providers with nine providers in the process of enrollment.

See the December 11, 2015 presentation on CT BHP Network Adequacy for more details.

Recommendations for continuing goal in 2016:
This goal continues to be applicable for 2016 and should be included in the 2016 Project Plan.

Goal 10: Health literacy, cultural and linguistic competency

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:
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A. Assess organizational health literacy, cultural and linguistic competency

As a part of the CONNECT grant and the Care Management Entity contract, the
Connecticut Engagement Center has been invited by the Department of Children and Families
to participate in the implementation of the enhanced National Culturally and Linguistically
Appropriate Services (CLAS) standards. These standards were designed to make services
more responsive to the individual needs of members, specifically members of racial, ethnic and
linguistic minority population groups. We felt this was an important initiative to embark on in
order to ensure that the engagement center was engaging individuals from racially, ethnically
and linguistically diverse backgrounds. It was also expected that by doing so it would improve
the health and satisfaction levels of the entire organization.

The initial phase of the implementation was establishing commitment from senior
leadership, which occurred in mid-December. The next steps that will occur in 2016, will be to
conduct a comprehensive assessment of the organization whereby employees at all levels were
invited to participate in a survey. This assessment will identify any inequities and push to
eliminate any barriers through responsive governance, culturally competent practice, flexible
communication, and community engagement and accountability. A multisource analysis will
result from the assessment, identifying strengths and weaknesses. From the assessment, a
work plan will be developed and goals will be prioritized.

B. Assessing and enhancing the means of identification of disparities in treatment of the
Medicaid population

A comprehensive assessment of the Medicaid population was initiated in 2015 (See
Health Equity and Inequity in the Connecticut Medicaid Behavioral Health Service System
submitted on February 2, 2016) by the Connecticut Engagement Center. This clinical study
identified both equities and inequities in the behavioral health care for Medicaid members in
Connecticut and included recommendations for improvement.

C. Assess provider network adequacy to meet needs of cultural diverse population

It was determined that assessing the Medicaid provider network in order to ascertain if
the network was adequate in its ability to meet the diverse needs of the Medicaid population
was challenging and not accomplished in 2015. The CT Engagement Center will continue to
attempt to determine how this goal can be met in 2016. Beacon is working with DCF via the
CONNECT grant as mentioned above and it is anticipated that more will be done in this area in
2016.

This activity for Goal 10 should be modified to read, continue to evaluate ability to
assess provider network adequacy to meet the needs of the culturally diverse Medicaid
population.
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Recommendations for continuing goal in 2016: This goal continues to be applicable for 2016
and should be included in the 2016 Project Plan.

Goal 11: Reduce emergency department (ED) discharge delays.

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:

A - B. Number and average length of time of youth are delayed in the ED

Youth Delayed in the Emergency Department CY 2011-CY 2015

2011 2012 2013 2014
ED Stuck| ALOS ED Stuck| ALOS ED Stuck| ALOS ED Stuck| ALOS ED Stuck| ALOS
Q1 192 1.80 315 1.49 307 1.41 391 1.82 264 1.90
Q2 292 1.73 287 1.59 366 1.61 393 1.65 221 1.97
Q3 166 1.26 149 1.28 159 1.40 101 1.55 75 1.39
215 1.53 332 1.52 211 1.64 161 1.22

The total yearly number of youth stuck in the ED has decreased from 2013 to 2015 by
37.3% (1,164 to 730). The average length of time youth were delayed in the ED has remained
the same averaging 1.64 days from 2013 to 2015.

Number of Youth Delayed in the ED
CY 2012-CY 2015

M A2 Youth
M ocF
W non OCF

# of Youth
5 % 8 & 8
g % & g

@
S

3
3

g

‘\’./ =

112012 4172012 7MR2012 10/1/2012 112013 4112013 7/12013 10172013 1/12014  4/12014 77172014 10712014 1/1/2015  4/1/2015  7H/2015 10/172015
Quarter

The trend of sum of Num of Youth for Date Quarter. Color shows details about DCF Non DCF
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Number of Youth ED Stuck
2014 and 2015
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Seasonality continues to be evident as quarter three of each year remains the lowest
average length of stay and volume of youth delayed in the ED.

C. Frequency Distribution of ED Delayed Youth

Youth (0 -17) ED Delay Average Length of Stay Frequency Distribution
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0 Days 1 Days 2 Days 3+ Days
= 2011 10% 65% 14% 12%
m2012 8% 65% 15% 12%
= 2013 12% 59% 14% 15%
2014 15% 49% 15% 21%
= 2015 11% 56% 15% 19%

As indicated on the frequency distribution above, the number and percentage of youth
staying 3+days decreased between 2014 (231) and 2015 (135).
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Beacon Intensive Care Managers continue to call each ED daily to offer care
coordination for any HUSKY member present in the ED. Regional meetings have been initiated
to improve collaboration between area providers and regional emergency departments. The
New Haven area has begun this process to improve connection to care and collaboration with
its area E.Ds. Daily Rapid Response interventions continue with two high volume emergency
departments. Representatives from DCF, Emergency Mobile Psychiatric Services (EMPS), the
hospital EDs and Beacon meet monthly to discuss issues, barriers and the status of the Rapid
Response model. The Rapid Response model focuses on the collaboration among community,
State agencies and Beacon staff to provide emergency departments support and case
management for childrenist uck o i n emergency departments.

Recommendations for continuing goal in 2016: This goal continues to be applicable for 2016
and should be included in the 2016 Project Plan.

Goal 12: Maintain and Establish additional Bypass/Outlier Management Programs.

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:

A. Evaluate on-going effectiveness of the Bypass/Outlier management programs.
Adult Inpatient Bypass Program

The inpatient bypass program continued in 2015. The three measures used to evaluate
a hospital s participation in the bypass program
average length of stay (ALOS), 7-day readmission rate, and 2-day discharge form completion
rate. However, the targets identified to determine which providers would be eligible for
participation in the bypass program were reevaluated in November 2015. The targets, and the
evaluation period, werebas ed on 12 months of data (Q3 0614 thr ol
average length of stay and 7-day readmission rates, and the most recent 6 months (Q1 and Q2
615) f-day discharge f@&m completion rate measure. Currently, being in the bypass
program grants the provider access to submit reviews and obtain a 7-day authorization.
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Adult Inpatient Hospital Bypass Program November 2015 Stat

Adult Inpatient Measures for July '14 - June 15 & Resulting Bypass Status
ALOS, 7-Day Readmission Rates, & Discharge Form Completion Rates
Charlotte Hungerford Hospital 97.83%
Danbury Hospital 94.26%
® Day Kimball Hospital 91.04%
§ Hartford Hospital % 99.72%
"E Bypass Lawrence & Memorial Hospital T19% 98.14%
2 Middlesex Hospital 5.72% 95.00%
g St. Francis Hospital .30% 96.89%
'é St. Mary's Hospital 95.02%
* William Backus Hospital % 98.56%
Stamford Hospital 9.53 4.47% 95.83%
Non-Bypass
Waterbury Hospital 10.48 6.94% 97.42%
Bridgeport Hospital 42 4.26% 95.21%
Bypass Griffin Hospital 7.97 4.12% 90.83%
® Norwalk Hospital 4.23% 94.52%
§ Bristol Hospital 4.98 7.67% 98.92%
E Hospital of Central Connecticut 9.17 5)05% 92.66%
S>- Johnson Memorial Hospital 1.44 6.67% 94.12%
-g Non-Bypass M'anchester Melamorial Hospital 7.91 6.42% 97.97%
o Midstate Hospital 8.09 4.3%% 87.50%
* St. Vincent's Medical Center 9.78 5.78% 7%.90%
State of Connecticut - J.D. Hospital 5.76 5126% 74.03%
Yale New Haven Hospital 10.02 4.33% 57.93P6
STATEWIDE a7 [ 4.90% [|ss.20%
02 4 6 8 10 1214|0% 5% 10%(0% 50% 100%
ALOS (days) 7-Day Readmission Rate [Discharge Form Completion ..
S
M Bypass ALOS Target 7-Day Readmit Rate Target D/C Form Completion Target
Non-Bypass 2015 Targets 8.20 6.00% 90.00%
M Total Red Lines Shown in Graph

As noted in the 2014 QM/UM Evaluation, providers were reassessed for bypass in April

of 2015 based on performance in Q3 and Q4 ddél4.

unchanged (based on CY 2013 data). At that point, 11 of the 22 adult providers (50%) met the
criteria for the bypass program. In April, the statewide ALOS for the measurement period was
8.02 days with a target of 9.04 days or less. The statewide 7-day readmission rate was 4.33%
with a target of 6.00% or less, and the 2-day discharge form completion rate was 84.37% with a
target of 90% or greater. All measures for the adult bypass program include members ages 18
and older.

Previous bypass targets were based on 2013 data, so during the November 2015
reevaluation period it was decided to review the target values. As mentioned, the evaluation

Th
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period and the new targets were based on a full vy
(FY 2015).

The ALOS measure includes all discharges during the evaluation period, excluding dual
eligible, LTC Single, and TEMP members, as well as discharges with an ALOS of 0 days or
greater than 100 days. The statewide ALOS for Q3
days, which was a 0.62% reduction from Q3 and Q4 01
ALOS, the target was adjusted from 9.04 days to 8.20 days or less. Across all 22 providers,
ALOS ranged from 4.98 days (Bristol Hospital) to 10.48 days (Waterbury Hospital), a 5.5 day
spread. Of the 11 providers who were previously on the bypass, 81.8% (N=9) met the new
ALOS target. However, out of all 22 adult providers, only 5 (22.7%) exceeded the ALOS target,
ranging from 9.17 days to 10.48 days. Two of which were unable to participate in the bypass
solely due to exceeding the ALOS target (Stamford Hospital and the Hospital of Central
Connecticut).

The 7-day readmission rate measure includes all readmissions to an inpatient
psychiatric or inpatient detoxification facility that occur two or more days after the member
discharges from the hospital. Discharges that follow-up to a state facility and members with LTC
Single and Dual are also excluded. The statewide 7-day readmission rate was 4.90%, which
was an increase of 0.57 percentage points from the previous measurement period. Of the 11
providers previously on the bypass 10 continued to meet the readmission target. In fact, 81.8%
(N=18) of providers met the readmission rate target. The 7-day readmission rate range was
from 2.51% (Charlotte Hungerford Hospital) to 7.67% (Bristol Hospital). Given the fact that
statewide readmission rates have slightly increased for the past two evaluation periods, the
target remained the same at 6.00% or less. However, the majority (59%, N=13) of providers
were actually well below the target at 5% or less. Only four providers (18.2%) did not meet the
7-day readmission rate target, an increase of one provider from the previous evaluation period.
The range for those that exceeded the target was from 6.42% to 7.67%. Three providers
(13.6%) met the ALOS and discharge form completion targets, but were unable to participate in
the bypass because they did not meet the 7-day readmission target.

The 2-day discharge form completion rate measure includes all discharges from the
inpatient unit excluding members who are dually eligible. The statewide 2-day discharge form
completion rate was 88.20%, an increase of 3.83 percentage points from the previous
evaluation period. The target for this measure remained the same at 90% or greater. This
measure requires that providers submit a discharg
discharge (excluding weekends). All 11 providers who were previously in the bypass continued
to meet this measure. Across all 22 providers, discharge form completion rates ranged from
57.93% (Yale New Haven Hospital) to 99.72% (Hartford Hospital). Only three providers did not
meet the target for this measure, ranging from 57.93% to 75.90%. A significant improvement
from the previous period when seven facilities did not meet this target. Additionally, two
providers (9%) were unable to participate in the bypass program solely due to performance on
this measure, whereas previously there were five providers who were denied because of this
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measure alone. This highlights the significant improvement in hospitals completing these
di scharge forms in a timely manner, whicto- enhance
care and outreach processes for members.

In summary, 12 providers met all three measures and, as a result, were granted bypass
status. All providers were informed of their status in November 2015 during a statewide inpatient
workgroup meeting at CT BHP. This was an increase of one provider from the previous
measurement period, showing the improvement in the provider network. As mentioned there
were 9 providers who were able to continue in bypass status. Two providers lost their status
(Stamford Hospital due to their ALOS and Waterbury Hospital due to both their ALOS and
readmission rate), and three providers were able to come into the bypass program (Griffin
Hospital, Bridgeport Hospital and Norwalk Hospital). There were eight facilities that remained
out of the bypass program. Of the 10 total hospitals that were not granted bypass status in
November, the majority failed to meet only one out of the three measures (N=7). Three
providers (Vincentdés Medical Center, Waterbury Ho
meet two of the three measures.

Pediatric Inpatient Hospital Bypass

As with the adult providers, the targets for each of the three measures were reevaluated
based on data from Q3 614 through Q2 615 (FY 2015
program are for members ages 17 and younger. Currently, being in the bypass program grants
the provider access to submit reviews and obtain a 7-day authorization. During the April 2015
reevaluation, three of the seven pediatric providers met the bypass program criteria (42.9%). At
that time, the statewide ALOS was 11.52 days with a target of 13.36 days or less. The statewide
7-day readmission rate was 2.92% with a target of 5.00% or less, and the 2-day discharge form
completion rate was 92.08% with a target of 90% or greater. The four facilities that did not meet
the bypass criteria each failed to meet the target for one of the three measures.

The ALOS measure includes all discharges during the evaluation period, excluding dual
eligible, LTC Single, and TEMP members, as well as discharges with an ALOS of 0 days or
greater than 100 days. The statewide ALOS for Q3
was a 3.0% reduction from Q3 and Q4 614. The ALOS
13.36 days to 12.0 days or less. Across the seven providers, ALOS ranged from 8.99 days to
14.50 days, a 5.5 day spread. Of the three providers who were previously on the bypass, 100%
(N=3) met the new ALOS target. In fact, only one provider (14.3%) exceeded the ALOS target
with an ALOS of 14.5 days (Yale New Haven Hospital) and was denied entry into the bypass
program solely due to missing the target on this measure. The second highest ALOS was 11.54
days, which indicates that the newly adjusted ALOS is within reach for the vast majority (85.7%)
of providers and shows overall improvement in this measure.

The 7-day readmission measure includes all readmissions to an inpatient psychiatric
facility that occur two or more days after the member discharges from the hospital. Discharges
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that follow-up to a state facility, and members with LTC Single and dual eligibility are also
excluded. The statewide7-d ay r eadmi ssion rate for Q3 0614 throu
was an increase of 0.24 percentage points from the previous measurement period. All three

providers previously on the bypass continued to meet the readmission target. In fact, 100%

(N=7) of the pediatric providers met the readmission rate target. The 7-day readmission rate

range was from 1.44% (St. Francis Hospital) t0 4.36% (St . Vi ncent 6 s Medi cal Cen
statewide readmission rates have slightly increased the past two evaluation periods, the target

remained unchanged at 5.00% or less. However, the majority (85.7%, N=6) of providers had

rates below 4%.

The 2-day discharge form completion rate measure includes all discharges from the
inpatient unit excluding members who are dually eligible. The statewide 2-day discharge form
completion rate was 93.79%, an increase of 1.71 percentage points from the previous
evaluation period. The target for this measure remained the same at 90% or greater. As
mentioned previously, this measure requires that providers submit a discharge form within two
days following the patientds dischargerefioaskyc!| udi ng
in the bypass program continued to meet this measure. Across all seven providers, discharge
form completion rates ranged from 85.19% (Yale New Haven Hospital) to 100% (Manchester
Memorial Hospital). Only one provider did not meet the target for this measure with a rate of
85.19%. This was an improvement from the previous period when two facilities did not meet this
target. One provider was unable to participate in the bypass program solely due to performance
on this measure, whereas previously there were two providers who were denied because of this
measure alone.

In summary, five providers met all three measures and, as a result, were granted bypass
status. All providers were informed of their status in November 2015 during a statewide inpatient
workgroup meeting at CT BHP. This was an increase of two providers from the previous
measurement period. As mentioned earlier, there were three providers who were able to
continue in the bypass program. While no providers lost their status, two remained out of the
program (Hartford Hospital and Yale New Haven Hospital) and two providers were able to come
into the bypass program (Manchester Memorial Hosp
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Pediatric Inpatient Hospital Bypass Program November 2015 Status Update

Pediatric Inpatient Measures for July '14 - June '15 & Resulting Bypass Status
ATLOS, 7-Day Readmission Rates, & Discharge Form Completion Rates
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Bypass Program 2016 Recommendations

During the November 2015 bypass status assessment, CT BHP also made a shift by
moving the bypass reports to Tableau, an interactive data analytics and visualization software.
By interacting with the data, clinical and quality staff were able to determine the potential results
of a more frequent evaluation of bypass status, rather than only semiannually.

Multiple meetings were held internally with CT BHP staff from various departments to
discuss the possibility of moving to a quarterly assessment of bypass status with more regular,
and timely, communication to providers on their interim progress, using more up-to-date data.
During this process, CT BHP reviewed the Q3 615 d
programs using the same targets identified in November 2015. At that time, it was decided to
allow providers who had made progress, and met all three targets, to come into the bypass
program. Two adult facilities (Johnson Memorial Hospital and State of CT i John Dempsey
Hospital) and one pediatric facility (Hartford Hospital) joined the bypass program on February 1,
2016. No facilities were taken off the bypass at that time despite some facilities not meeting
targets.

For the next evaluation period in March of 2016, CT BHP has recommended that
providers be evaluated on the bypass measures every three months based on the last full
guarterd6s worth of data. Il n March, providers wil/
the data shows there can be variability from quarter to quarter, CT BHP will designate hospitals
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whodonot meet the target, but were previously o
bypass status wondot change, the provider wil!/
as necessary and hopefully meet the targets.

Furthermore, the expectation is, with the move to Tableau, CT BHP staff can alert
providers in the middle of a measurement quarter of their current status. This should allow
providers to adjust practices whetni mede,derdatamalr
being informed about their progress well past the end of the measurement period. It is
anticipated that this change will also keep attention on the bypass measures and encourage
providers to continue to engage in quality improvement activities.

Home Health Bypass Program

The Home Health Bypass Program became effective on October 1, 2015. There was an
all provider PAR meeting held September 30, 2016 at which providers were informed about the
Home Health Bypass Program. 22 agencies were eligible for the Bypass Program and 10
agencies qualified to be on the Bypass which meant they automatically qualified for extended
authorizations. The data used was based on claims data from Q1 @5. The eligibility metrics
utilized to determine criteria for participation in the Bypass program were:

Establishment of an annually determined minimum volume of members treated during
the previous calendar year i 40 or more, a BID rate that is no greater than the annually
determined number of standard deviations from the pre-established target, a QD rate that is no
greater than the annually determined number of standard deviations from the pre-established
target, an ED rate that is no greater than the annually determined number of standard
deviations from the pre-established target and verification that the provider has no current
corrective action plans related to quality of care.

For the Q1 &5 program, although providers were informed of the eligibility metrics, only
the three following metrics were applied to determine who qualified for the bypass program, with
the understanding that the other metrics could be applied eventually. The three metrics are:

1. Aminimumof4 0 members tredd ed during Q1 6

2. A BID rate that falls within .5 Standard Deviations of the BID Target rate of 15%

3. No current corrective action plans exist related to quality of care associated with the
targeted Home Health agencies treating CT BHP members

As a part of the implementation process of helping providers understand the bypass
program, of the 22 eligible agencies, the Regional Network Manager met with 17 of the
agencies in 2015. She will meet with the remaining five in 2016.

t h
hav

dtehve
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Recommendations for continuing goal in 2016: This goal continues to be applicable for 2016
and should be included in the 2016 Project Plan.

Goal 13: Monitor for under- or over-utilization of Behavioral Health Services; identify
barriers and opportunities.

Description of activities and findings that include trending and analysis of the measures to
assess performance over time:

AT M See Appendix A - D for PDF and Tableau for both Adult and Youth Utilization

N Develop claims-based metrics for 10 F-G if claims extract is available thru DSS.
Claims-based measures of PHP, IOP and EDT Admits/1000 and Units (Visits)/1000

were not developed during 2015. Methodology associated with identifying an episode of care of

IOP developed for the Clinical Study could be utilized to develop these measures in 2016.

@] Ongoing evaluation of use of Data Warehouse Meeting to provide oversight of claims-
based reporting, the integration of DMHAS data and to identify changes in DSS claims data
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