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Methodology 

The data contained in this report are based on authorization admissions and are refreshed for each subsequent set of 

updates during the year. Due to changes in eligibility, the results for each quarter or year may change from the 

previously reported values. The reports and analyses for all levels of care are affected by this change. Please note 

that utilization metrics may change with the refresh of the data. Therefore, the reader should be cautious when 

interpreting the latest quarter of data. Beacon will monitor the post-refresh changes closely. If warranted, 

methodology will be revisited. 

 
Regarding Total Membership counts, each member is only counted once per quarter, even if the member changes 

eligibility groups or experiences gaps in eligibility. For instance, if a member changes benefit groups within the 

quarter, that member is included in the totals for each benefit group, but only once for the total membership. This 

methodology is referred to in the graphs as “Unique Membership." For the benefit groups, members are counted in 

each group in which they were eligible during the time period (quarter or year). This means that the individual benefit 

group membership counts cannot be added to obtain an overall total, since members can shift between benefit 

groups. 

 
Membership demographic data includes: race, ethnicity, age, gender, and members’ primary spoken language. Age 

group is based on the age that a member was for the majority of the time period (quarter or year). Reporting 

members’ demographic information allows us to see trends or changes among the Connecticut Medicaid population 

as well as to see if social disparities exist within the membership, which enables us to better serve members. All 

member demographics are pulled and categorized from the most recent updated eligibility file received by Beacon 

from the Connecticut Department of Social Services. These demographics will update as needed and reflect the most 

current demographic information we have for each member. Providing race and ethnicity data is optional for 

members, does not affect eligibility or benefit amount, and is used to make sure everyone has the same access to 

benefits. Please note: Beacon can only report on demographic categories that are currently available on the Medicaid 

eligibility form. 

 
Additionally, it is worth noting that the per 1,000 measures compare the utilization rates of the population to the 

population’s “member months.” This means that when viewing the Admits/1,000 of HUSKY D members the rate is 

based on the number of admissions within the HUSKY D population, not the entire adult population. This helps to 

analyze which populations are potentially more chronic, acute, or in need. 

General Overview 

On at least a semiannual basis, the reports mutually agreed upon in Exhibit E of the CT BHP contract are submitted to 

the State for review. The shift to semiannual reports was designed to minimize noise created by quarter-to-quarter 

fluctuations that do not reflect a true trend in the data. The March deliverable serves as the annual report and covers 

four consecutive years of utilization data. The September deliverable covers 10 consecutive quarters with a focused 

analysis on the two most recent quarters, but may include the past four if there is information necessary to review 

that had not been analyzed previously. 

 
This report focuses on the utilization management portion of these reports, evidenced in the 4A series, which reviews 

utilization statistics such as admissions per 1,000 members (Admits/1,000), days per 1,000 members (Days/1,000), 

and average length of stay (ALOS). 

 
Within this interactive report, all utilization data is available via drop-down filters, but the narrative highlights the 

areas of interest related to certain utilization trends. In some cases, demographic breakouts are available to enhance 

the understanding of utilization. Additionally, the narrative identifies the underlying factors  that  drive  the  trends 

and associated programmatic responses taken by Beacon Health Options to impact, mitigate or support the trend. 

Beacon also presents recommendations to address remaining challenges and reports progress related to these 

recommendations. 
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Introduction 

This summary and analysis of adult Medicaid membership and utilization is accompanied by a series of Tableau dashboards that allow 

users to drill deeper into various dimensions (e.g., demographics, benefit types, levels of care, etc.) and apply filters to examine the 

impact of different combinations of these dimensions (for example, ethnicity, age, or benefit type) on utilization. As a result , some 

details of lesser significance are not reported here but can be further explored in the dashboard as the user sees fit. 

 
Several enhancements were made to the membership and utilization Tableau workbooks for this annual report, including additional 

membership demographics such as members’ primary spoken language and the breakout of Hispanic ethnicity from race. These 

demographic changes are a reflection of the Connecticut Behavioral Health Partnership’s (CT BHP) commitment to enhancing and 

analyzing demographics that are known indicators of health disparities and inequities.[1] The Tableau dashboards were further 

enhanced through additional interactive features, such as filters to view the data in new ways, the ability to show or hide filters, new  

demographic layers added to the dashboards, and additional information and visuals included in the tooltips for many graphs, such as 

the ability to see the number or percent difference from the prior time period. 
 

Impact of COVID-19 on Utilization and Membership Data 

As a result of the enormous impact of the novel coronavirus (COVID-19), 

Connecticut made changes to Medicaid enrollment, including suspending the 

timeframes for renewal for current beneficiaries during a federally-declared public 

health emergency. Benefits which were scheduled to end in March and April were 

automatically extended through the rest of calendar year 2020. This health care 

policy change may have impacted membership reporting for 2020. HUSKY Health 

also developed an eligibility package specifically for COVID-19 testing, which 

includes expanding eligibility to uninsured residents of any income level, covering 

both citizens and qualifying non-citizens for testing and testing-related provider 

visits that occur between March 18 and through the end of the pandemic.[2] This 

benefit is exclusively managed by Community Health Network (CHN). Beacon will 

not receive this data and, therefore, cannot report on it. 

 

In response to the Governor’s declaration of a public health emergency due to the 

outbreak of COVID-19, the Department of Social Services (DSS) temporarily waived the 

prior authorization (PA) requirements for most of the behavioral health (BH) services 

discussed in this report. This interim measure for select BH services – most notably 

acute inpatient hospitals and lower levels of care – went into effect for dates of service 

on or after April 1, 2020. As this Medicaid utilization report uses authorization-based 

data, the calendar year 2020 cannot be accurately interpreted for the levels of care 

where PA was lifted. 

 
For levels of care not impacted by the temporary authorizations modification (e.g., Inpatient Withdrawal Management Freestanding 

– formerly called Inpatient Detoxification Freestanding), the impact of COVID-19 can still be observed, including fewer admissions or 

authorizations for services due to the concern of COVID-19 transmission, the need to social distance, the restriction of 

non-emergency services, etc. Therefore, all graphs and tables in the accompanying Tableau dashboards include a red reference line 

indicating both the start of the “Temporary Effective Period” as it relates to change in prior authorizations, as well as the actual 

impact of COVID-19 on behavioral health services. 

 
Also, in response to the onset of COVID-19, adjustments to state and Medicaid policy allowed the majority of behavioral health 

service providers to pivot to the provision of services via telehealth. The utilization of telehealth expanded dramatically during 

2020, providing a means of accessing care with far less risk for exposure to the virus. A survey and utilization analysis reported by 

DSS and CHN at the Medical Assistance Program Oversight Council (MAPOC) indicated broadly positive responses on the part of  

providers and recipients of service but the full impact and understanding of this dramatic change in practice has yet to be entirely 

understood. 
 

[1] Plant, R., Van der Heide, L., Hopkins, B. et al. (2015). Health Equity and Inequity in the Connecticut Medicaid Behavioral Health 

Service System. Connecticut Behavioral Health Partnership (CT BHP). 

[2] HUSKY Health Connecticut. (2020). Special information and resources for HUSKY Health members about coronavirus (COVID-19). 

HUSKY Health. Available at: https://portal.ct.gov/HUSKY/Special-information-and-resources-for-HUSKY-Health-members-about- 

coronavirus. 1 
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Total Membership 

For calendar year 2020, the Connecticut Medicaid membership, including dually eligible members, decreased slightly by 0.2% from 

997,255 members in 2019 to 995,389 members in 2020. However, when viewed on a quarterly level, it is evident that membership 

increased in quarters two, three, and four of 2020, most likely an effect of the COVID-19 pandemic on unemployment, and resulting 

increases in Medicaid enrollment and extended benefits. Total membership showed a 5.0% increase from the start of 2020 through the 

end of the calendar year. 
 

Figure 1: Connecticut Medicaid Total Membership by Quarter 

Viewed annually, all adults including dual membership increased 0.4% from 636,381 members in 2019 to 639,121 members in 2020. All 

adult members not including dual membership increased 1.6% from 557,382 to 566,179 members in this time. Meanwhile, youth 

membership without duals decreased 1.3% from 360,872 members in 2019 to 356,264 members in 2020, the first decrease in youth  

membership since 2016. Please see the accompanying Tableau dashboards to view graphical representations of the data presented 

here, as well as to use filters to segment the data in different ways. 

Membership Demographics 

In order to provide context for demographic comparisons for the Connecticut Medicaid population served by CT BHP, the following 

section begins by describing the Connecticut population as a whole, the total Connecticut Medicaid population in CY 2020, and then 

the adult Medicaid member population of members over the age of 18. 

 
According to the most up-to-date 2019 census data, there are an estimated 3.56 million people living in Connecticut. Within this 

population, 20.4% are under the age of 18, 51.2% are female, and nearly 80% are White.[3] 

 

Figure 2: Connecticut 2019 Census Population Estimates 

[3] U.S. Census Bureau. (2019). QuickFacts, Connecticut. Available at: https://www.census.gov/quickfacts/CT 2 

http://www.census.gov/quickfacts/CT
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In the 2020 annual membership and utilization report, there were 995,389 adult 

and youth Connecticut residents enrolled in Medicaid – an estimated 28% of the 

state’s population. Adults continued to make up the majority of Medicaid members 

at 64.1%. Children ages 3-12 years were the largest age group in 2020 at 19.7%. 

Female members made up the majority at 53.3% of total members, slightly 

overrepresented when compared to 51.2% in the overall Connecticut population. 

The largest racial group in 2020 was from members without a known race at 42.6%, 

while Hispanic members made up 20.5% of total members, an overrepresentation 

compared with 16.9% of the Connecticut population. The most common primary 

language spoken by adult and youth Medicaid members was English at 85.0%, 

followed by Spanish at 13.6%. 

 

Adult Medicaid members with dual membership decreased 8.5% from 82,466 members in 2019 to 75,497 members in 2020; a  

continuing trend since 2014, however this is the first time since 2011 (the earliest year available in this report) that dual-only 

membership had less than 80,000 members. Demographic trends were stable, showing all demographic groups decreased in dual 

membership consistently, with the exception of the Unknown racial group, which continued to increase over the last four years. 

 
In 2020, adult membership excluding duals remained steady for males (44.9%) and females (55.1%). Among adults, 25-34 year olds 

continued to be the largest age group at 27.4%, followed by 35-44 year olds at 20.4%, an age group which has been steadily increasing 

over the past four years. Fifty-five-to-64 year olds showed a 5.6% increase from 2019, making up 14.4% of the adult members without 

duals population. Members who are 65 years or older continued to be the smallest age group among adults without duals at 1.9%. For 

comparison, the 2019 census estimate states that 17.7% of Connecticut residents are over the age of 65. Including dual members, 

8.7% of the Medicaid population is 65 years or older, indicating an underrepresentation among this age group. This is most likely 

explained by Medicare coverage available for this specific age group. 

 

English was the predominant primary spoken language by adult members at 87.6% 

followed by Spanish at 11.2%. Other primary languages made up 1.2%. More 

information on the top 10 primary languages spoken by Connecticut Medicaid 

members can be found in the Membership Demographics dashboard in the 

accompanying Tableau workbook. 

 

 
Figure 3: Primary Spoken Languages of Total Adult Members without Duals 

 
 

As noted in prior deliverables, modifications to the ImpaCT system used to manage 

member eligibility led to a significant increase in members identifying as 

“Unknown” race or ethnicity. The Unknown race category continued to trend upward 

in 2020 with a 2.3% increase in membership since 2019, making up 41.8% of the 

adult Medicaid population without duals. Having such a large and growing group of 

unknown race and ethnicity hinders efforts to identify and reduce health 

disparities, as we cannot know if the unknown group is evenly distributed among all 

racial and ethnic groups, or if certain groups are more likely to opt out of 

responding. As a result, Beacon has taken strides in updating its race and ethnicity 

data by separating Hispanic ethnicity from race in many of our reports, including 

both the adult and youth semiannual membership and utilization reports. 
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Figure 4: Race of Total Adult Members without Duals 

 

This is the first annual analysis of membership and utilization where Hispanic ethnicity has been separated from race, which provides 

a new layer of analysis as we broaden the demographics on which we are able to report. As mentioned above, Unknown race continued 

to be the largest racial group for adults without dual members at 41.8% in 2020 and continues to increase steadily over time. The 

ethnicity of the Unknown race group is 31.5% Hispanic. White members continued to be the largest known racial group with 37.8%, of 

whom 12.6% were of Hispanic ethnicity. Black members remained stable at 16.4%, with 4.7% being of Hispanic ethnicity. Asian 

members made up 3.3% of adult membership without duals with less than 2% of Hispanic ethnicity, and all Other races make up 0.8%, 

with 18.0% of Hispanic ethnicity. 

 
 

 

Figure 5: Ethnicity by Race of Total Adult Members without Duals 

 
 

Of those adults who identified as Hispanic: 69.8% had an Unknown race, 25.2% identified as White, 4.1% identified as Black, 0.3% 

identified as Asian, and less than 1% identified as other races. It appears that Hispanic ethnicity has been slowly decreasing in the 

adult Medicaid population over the last four years, from 20.0% in 2017 to 18.9% in 2020. 
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Figure 6: Race by Ethnicity of Total Adult Members without Duals 

 
As stated in the last semiannual submission, COVID-19 has had an enormous impact on 

racial health disparities across the United States and within the state of Connecticut. In 

some areas of the country, Black and Hispanic populations are over twice as likely as 

non-Hispanic White populations to die from COVID-19.[4] In Connecticut, Black, Hispanic 

or Latino, and indigenous populations experienced disproportionately higher rates of 

infection and serious complications, and may also have been disproportionally affected 

by the economic consequences of COVID-19.[5],[6] This warrants continued vigilance 

with regards to monitoring racial and ethnic disparities and their impact on behavioral 

health in the Medicaid membership in Connecticut. 

Benefit Membership 

Benefit groups remained steady in 2020, which may be partly due to the health care policy implications of COVID-19; in March, 2020 it 

was announced that expiring eligibility would be pushed back in response to the pandemic, a continuation of benefits that occurred 

throughout the rest of the year. HUSKY D Medicaid for Low-Income Adults (MLIA) continued to be the largest benefit group for adult 

Medicaid members without dual eligibility (57.9%) and the only benefit group to increase from 2019 to 2020. While this was a small 

increase of 1.6% (5,392 members) from 2019 to 2020, this benefit group has seen a 12.6% increase over the past four years among  

adult members without duals. HUSKY A (Family Single) was the second largest benefit group at 37.6%, a 0.9% decrease from 2019, 

however this benefit group has been trending down from 42.3% in 2017, a 13.9% decrease over the last four years. HUSKY C Medicaid 

for the Aged/Blind/Disabled (ABD/Other Single) also decreased from 4.5% in 2019 to 4.0% in 2020. HUSKY B made up 0.4% and HUS KY 

C Long-Term Care Single (LTC Single) made up 0.1% of the adult Medicaid members without duals, both of which remained stable from 

2019 to 2020. 

HUSKY D (MLIA) continued to be the largest single benefit group overall and among most demographic groups. HUSKY D (MLIA) was 

the largest benefit group for nearly every age group except 35-44 (which had HUSKY A (Family Single) at 56.4%) and 65+ (which had 

HUSKY C (ABD/Other Single) at 68.0%). HUSKY A (Family Single) covered 49.9% of females and 56.4% of 35-44 year-olds, and is the 

top benefit group for females between the ages of 25-44, suggesting that HUSKY A (Family Single) continued to provide essential 

medical coverage for mothers and their children. In past years, HUSKY A (Family Single) was the most enrolled benefit group among  

Asian members, however, this switched in 2020 with HUSKY D (MLIA): 47.4% of Asian members now have HUSKY D (MLIA) coverage,  

and 45.8% have HUSKY A (Family Single). Single benefit group membership remained stable for Hispanic ethnicity. As this is the first 

annual report where ethnicity is separated from race, we can now see that Hispanic members primarily had HUSKY A (Family Single) in 

2017, but this switched with HUSKY D (MLIA) in 2018, and has remained relatively stable since then, ending 2020 at just over half 

(50.3%) of Hispanic members. 

Regarding primary languages spoken, HUSKY D (MLIA) was the largest benefit group among those whose primary language was 

English at 59.5%, and in 2020, was also the largest benefit group for primary Spanish-speaking members at 47.1%, switching with 

HUSKY A (Family Single) in 2020. Members who primarily spoke other languages had HUSKY A (Family Single) at 51.5%. 

 

[4] Selden & Berdahl. (2020). COVID-19 And Racial/Ethnic Disparities In Health Risk, Employment, And Household Composition. 

Health Affairs. Available at: https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.00897 

[5] Data Haven. “Towards Health Equity in Connecticut: The Role of Social Inequality and the Impact of COVID-19.” June, 2020. 

Available at: https://www.ctdatahaven.org/reports/covid-19-connecticut-data-analysis 

[6] UConn Health Disparities Institute. (2020). Health Equity in COVID-19 Response. Available at: https://health.uconn.edu/health- 

disparities/health-equity-covid19/#:~:text=In%20CT%2C%20we%20are%20finding,compared%20to%20their%20white%20coun- 

terparts. 5 
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HUSKY C (ABD/Other Dual) remained the largest benefit group among adults with dual only membership, accounting for 68.1% of all 

adult dual members in 2020. 

Per-Member-Per-Month (PMPM) 

Background: 

The PMPM measure is a commonly used utilization measure in the healthcare industry. The PMPM by level of care is particularly  

valuable due to the lifting of prior authorization (PA) for several levels of care during the COVID-19 public health emergency. With an 

absence of authorization-based reporting for select levels of care, a claims-based PMPM can serve as an alternative measure to 

examine trends and utilization before and during the COVID-19 pandemic. 

We encourage the State Partners to utilize the powerful interactive features of the PMPM Tableau dashboard to explore the data and 

examine areas of interest. The location of the PMPM dashboard is under the CT Client Partnersà Statewide Dashboardsà “PMPM by 

Level of Care CY 2016 – 2020.” 

The following PMPM analysis and reporting is claims-based. In the fall of 2020, Beacon presented and submitted to the State Partners 

a significantly enhanced PMPM dashboard.[7] The enhancements within the November 2020 deliverable included: 

· revised the level of care reference table to provide greater specificity within certain LOCs; 

· provided a benefit package number to HUSKY cross-walk (i.e., HUSKY A, B, C, &D); 

· provided month, quarter, and year time parameters; 

· revised the time period to be CY 2016 to CY 2019 and removed CY 2015 due to coding anomalies; 

· revised the age-grouping and added race, sex, and Hispanic ethnicity demographic indicators; 

· added a primary diagnostic indicator to help stratify claims with a primary diagnosis of 

neurocognitive disorders and neurodevelopmental disorders; 

· added a toggle feature to go back and forth between a graph and table; and 

· added a percent change from the previous reporting period in the tooltip hover. 

As negotiated and mutually agreed upon between Beacon and the State Partners in Q1 2021, we made the following enhancements to 

the current deliverable: 

· added a telehealth indicator; 

· added the CY 2020 claims data to the dataset; 

· added a classification indicator of higher versus lower levels of care programmed within the dataset; 

· restructured the dataset to allow the data to be refreshed on a quarterly basis. 

 
The first refresh of the PMPM data will occur on July 15, 2021 (after the approval by the State Partners) and will refresh the  15th day 

after the end of each quarter; this refresh schedule will have a one-quarter claims-lag. The data in the current deliverable refreshed on 

March 31, 2021. We encourage the State Partners to revisit and/or schedule a subscription to receive email notifications of when the 

Tableau PMPM data refreshes and new quarterly data becomes available. 

 
Similar to the CY 2020 deliverable, pharmacy data is not included in the PMPM analysis because those costs are based on negotiated 

rates and where rebates are applied. The change of rates (increase/decrease of rates for providers) is likely a factor impacting PMPM 

but is not taken into consideration due to the complexity of tracking rates across providers and service types. 

Methods: 

The denominator of the PMPM measure is member months—the number of months a member was eligible for Medicaid during a 

reporting period. For example, if a member was eligible on the 15th day of every month for an entire year, that member would have 12 

member months.[8] The PMPM analysis helps to ‘standardize’ the utilization analysis by accounting for fluctuations and changes in 

membership from month-to-month. 

The numerator in the PMPM measure is the sum of paid behavioral health claims for the same reporting period. Given the integrated 

dataset that all the ASO’s receive, Beacon has established a methodology to identify a behavioral health claim as meeting one of the 

following four criteria: 

· a behavioral health primary diagnosis; 

· a CT BHP prior authorization number on the claims; 

· a select behavioral health service that is easily identifiable by a specific procedure code or revenue 

center code (e.g., intensive outpatient services); or 

· a select and specific behavioral health provider type and specialty. 

[7] Core presentation October 29, 2020. 

[8] Beacon uses the 15th day of every month as the anchor date to determine if a member was eligible for that month 6 
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Through an iterative process over several years, Beacon in collaboration with the State Partners developed and refined the level of care 

reference table. This reference table assigns a specific behavioral health level of care to a claim using a combination of codes (e.g., 

procedure, revenue center, provider type and specialty) and a coding hierarchy. The assigned levels of care are listed in the table 

below.[9] 

 
Figure 7: PMPM Behavioral Health Levels of Care 

Beacon created all possible data scenarios between all the dimension variables (i.e., time parameters, benefit package, age-group, 

race, and sex) and the measure variables (i.e., primary diagnosis indicator, neurocognitive primary diagnosis, neurodevelopmental 

primary diagnosis, telehealth, assigned level of care, and higher versus lower level of care categorization) to allow the State 

Partners to dynamically interact with the dashboard and explore the data and identify utilization patterns. This resulted in a dataset 

with over nine million rows of data. 

 
The data behind the Tableau dashboard is at the month level. We have created variables within the dashboard to allow the end-user to 

aggregate the data by month, quarter, and year. For the purpose of this narrative deliverable, we will be examining trends of  select 

levels of care and demographics at the annual level in order to mitigate any possible seasonality effects in utilization of services. 

 
Analytic Approach: 

A primary reason for the integration of the PMPM dashboard into the Exhibit E Semi-Annual Utilization report for the current 

deliverable was to report out on levels of care that were impacted by the lifting of PA due to the COVID-19 public health emergency. 

Therefore, the primary analytic approach was to focus on the levels of care where authorization-based data is not available. All data 

for all levels of care are available within the interactive dashboard published to the Client Partners Tableau server site. We stratified 

the analysis, where significant findings are noteworthy, by level of care, telehealth, and demographics. 

 
Results: 

For selected behavioral health services under the purview of the CT BHP, the overall behavioral health PMPM for adults went down 

-6.72% from CY 2019 ($75.48) to CY 2020 ($70.41). [10],[11] After reaching a five-year high at $491.21 million in total expenditures, 

select behavioral health expenditures decreased -2.82% ($477.34 million) in CY 2020. 

 
Inpatient Psychiatric Acute. The PMPM for inpatient psychiatric acute decreased by -8.81% from CY 2019 ($14.80) to CY 2020 

($13.49): the lowest PMPM across the five-year reporting period. When stratifying inpatient psychiatric acute by race, all race 

categories decreased in their PMPM (between -2.30% and -38.67%), except for Asian, which increased from CY 2019 to CY 2020 

(+24.07%). The largest decrease was among Pacific Islander members at -38.67%. The next largest decrease in PMPM for this level of 

care for adults was among the Unknown at -13.17%. 

 
 

[9] ‘Detoxification’ is also called ‘withdrawal management’ in other sections of this report. Beacon will revise the PMPM level of  

care reference table to change ‘detoxification’ to ‘withdrawal management' in the next iteration of the PMPM, as well as revise all 

other Tableau dashboards with this language for future deliverables. 

[10] We excluded claims that had a primary diagnosis of a neurodevelopmental or a neurocognitive disorder. This analysis is for 

members ages 18 + 

[11] Selected services included: Detoxification Inpatient Freestanding, Detoxification Inpatient Medical, Home Health, Inpatient 

Medical BH Services, Inpatient Psychiatric Acute, Inpatient Psychiatric State, IOP, Methadone Maintenance, Outpatient BH 

Services, PHP EDT, Residential Rehab 
7
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When stratifying by sex, adult females had a larger decrease in their PMPM at -12.33% compared to males at -6.15%. When examining 

total expend for inpatient psychiatric acute, there was a decrease of $3.71 million for females (-8.81%) and a decrease of $1.11 million 

(-2.05%) for males. 

Intensive Outpatient (IOP). There was a -40.28% overall decrease in the PMPM for 

IOP for adults from CY 2019 ($5.56) to CY 2020 ($3.32) after having been stable for 

the previous four years. This amounted to a decrease of $13.68 million from CY 2019 

to CY 2020. When stratifying by telehealth, 21.07% of total IOP expenditures for CY 

2020 had a telehealth indicator ($4.75 million). When stratifying IOP PMPM by race, 

Pacific Islander (-70.27%, $5.64 to $1.68) followed by Black (-46.69%, $5.05 to 

$2.69) members had the largest decrease in PMPM from CY 2019 to CY 2020. 

Stratifying IOP expenditures by race and telehealth for CY 2020 showed that, proportionally, Asian members had the highest 

utilization of IOP telehealth at 34.87% followed by Black members at 24.62%. Males had a larger decrease in the IOP PMPM than 

females (44.04% and 34.14%, respectively) from CY 2019 to CY 2020. When examining IOP PMPM by sex and telehealth, females had a 

higher percentage of their CY 2020 expenditures accounted for by telehealth at 24.24% compared to males at 18.83%. 

Figure 8: PMPM IOP for Adults 

Partial Hospitalization (PHP)/Extended Day Treatment (EDT). Similar to IOP, the PMPM 

for PHP/EDT decreased by -42.08% from CY 2019 ($1.14) to CY 2020 ($0.66), decreasing 

by $2.94 million in total expenditures. When stratifying by telehealth, only 3.94% of total 

PHP/EDT expenditures had a telehealth indicator.[12] When stratifying PHP/EDT by race, 

most race categories decreased in their PMPM from CY 2019 to CY 2020, ranging from 

-47.55% for Asian members to -38.90% for Black members, while Multiracial adults had a 

+5.91% increase from CY 2019 to CY 2020. Both male and female adult members had 

about the same decrease in their PMPM from CY 2019 to CY 2020 at -42.29% ($0.92) and 

-41.83% ($0.46), respectively. 

Methadone Maintenance. The total expenditure for methadone maintenance 

increased to a five-year high at $65.60 million in CY 2020, an increase of +7.61% from 

CY 2016 and a +2.71% increase from CY 2019. The PMPM decreased slightly due to 

the increase in member months (-1.40%, $9.68). Only 0.29% of total methadone 

maintenance expenditures for CY 2020 had a telehealth indicator. When stratifying 

by race, Black adult members had the largest decrease in their relative PMPM at 

-7.08% from CY 2019 to CY 2020, followed by White (-1.22%) and Unknown (-0.89%). 

All other race categories increased in their PMPM from CY 2019 to CY 2020. Male 

adult members had a higher PMPM ($13.17) compared to female adult members 

($6.90), while female adult members had a larger relative PMPM decrease from CY 

2019 to CY 2020 at -2.26% compared to males at -0.92%. Total expenditures 

increased for males and females, +3.42% and +1.66%, respectively. 

 

[12] Given the telehealth utilization for PHP/EDT was relatively small, we did not stratify telehealth by demographic categories 

given the results would likely be misleading. 8 

The total expenditure for methadone 

maintenance increased to a five-year 

high at $65.60 million in CY 2020, an 

increase of +7.61% from CY 2016 and a 

+2.71% increase from CY 2019. 

 
 

When stratifying by telehealth, only 

3.94% of total PHP/EDT expenditures 

had a telehealth indicator. 

 
There was a -40.28% overall decrease 

in the PMPM for IOP for adults from CY 

2019 ($5.56) to CY 2020 ($3.32) after 

having been stable for the previous 

four years. 
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Figure 9: PMPM Methadone Maintenance Total Expenditure for Adults 

 
Outpatient Behavioral Health Services. Outpatient behavioral health services PMPM 

increased from CY 2019 to CY 2020 (+0.07%, from $22.76 to $22.77). However, the 

percent change increase was smaller in comparison to previous years (e.g., the PMPM 

increased +5.13% from CY 2018 to CY 2019). Total expenditures also increased by $6.29 

million totaling $154.38 million in CY 2020. When stratifying adult outpatient 

behavioral health services by telehealth, 58.86% of all outpatient BH expenditures were 

telehealth. When stratifying by race, Asian adult members had the highest increase in 

PMPM from CY 2019 to CY 2020 (+7.74%, $7.82) followed by Black adult members at 

+3.14% ($18.45). 

Native American/Alaskan Native, Unknown, and White adult members all decreased in their 

PMPM, -12.74%, -0.78%, and -0.16%, respectively. Further breaking down expenditures by 

telehealth in CY 2020, Multiracial, Hispanic, and Asian adult members had the highest 

proportion of their expenditures for telehealth at 62.77%, 60.82%, and 60.74%, respectively. 

Across all racial demographic groups, telehealth accounted for a majority of outpatient 

behavioral health expenditures ranging from 53.07% to 62.77%. The PMPM for adult female 

members has increased year-over-year since CY 2016, reaching its highest in CY 2020 at 

$26.62, an increase of +5.34% from CY 2019, whereas, for adult male members, there was a 

decrease in the PMPM for the first time since CY 2016 to a low of $17.92 in CY 2020; a 

decrease of -8.46% from CY 2019 to CY 2020. Adult female members also had a greater 

proportion of their outpatient behavioral health services expenditures for telehealth at 

61.68% compared to adult male members at 53.56%. 

Inpatient Psychiatric Hospital Utilization 

Prior authorization was not required for community psychiatric hospitals effective 

April 1, 2020 in response to the COVID-19 pandemic, therefore, CY 2020 data cannot 

be accurately interpreted and will not be included in this report. Please see the Q1 

and Q2 2020 submission for historical data. 

 
Recommendation 1: Continue Adult Inpatient Provider Analysis and Reporting (PAR) Program 

During the second half of 2020, Regional Network Managers (RNMs) continued to conduct Provider Analysis and Reporting (PAR) 

meetings with inpatient psychiatric hospitals. Medical and Clinical Affairs staff participate in PAR meetings as needed. Discussions 

focused on provider-specific and statewide data shared from Tableau visualization dashboards; a presentation medium that informs a 

cogent, interactive conversation, lending insight to the variation in average length of stay (ALOS), readmission rates, and other 

accepted industry utilization and quality measures among Connecticut providers. Understanding a hospital’s performance through 

this digital, cross-network lens furthers our ability to shape provider practice via the PAR program. 

 
Across all racial demographic groups, 

telehealth accounted for a majority of 

outpatient behavioral health expenditures 

ranging from 53.07% to 62.77%. 

 
 

 
58.86% of all outpatient BH 

expenditures were telehealth. 

 

 
Outpatient behavioral health services 

PMPM increased from CY 2019 to CY 

2020 (+0.07%, from $22.76 to $22.77). 
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Further adjusting for the lingering effects imposed by the COVID-19 pandemic and the subsequent lifting of prior authorization (PA), 

the PAR meeting format for hospitals no longer required to submit PA was modified. Accordingly, PAR discussions for these inpatient 

psychiatric facilities shifted from a traditional data-driven presentation to a hybrid approach, relying on qualitative evidence and 

discussions to assess and understand provider performance. This modified structure also served to support uninterrupted network 

cooperation, including the exchange and dissemination of best practices in service delivery with a targeted emphasis on the adoption 

and implementation of medication for opioid use disorder (MOUD) on an inpatient psychiatric unit. Additionally, attention was devoted 

to understanding the pervasive downstream effects levied by the public health crisis and the parallel impact on hospital opera tions. A 

predominant theme across the network has been the depletion and reallocation of staff resources, the influx of evolving protocols and 

procedures, and the need for subsequent trainings to mitigate further risk exposure of the coronavirus to staff and members. As 

hospitals continue to make adaptations to their internal operations in response to the evolving public health crisis, RNMs will use CT 

BHP PAR and workgroup platforms to monitor the impact on quality and access to care, and make recommendations for system 

enhancements accordingly. 

There remains hospital unanimity around the struggle to find adequate shelter for 

individuals who experience homelessness discharging from an inpatient unit. To 

better understand the impact homelessness continues to have on ALOS and other 

quality measures, Beacon added a homelessness indicator to the adult inpatient 

psychiatric PAR Tableau dashboard. Data from this metric illuminates the 

structural and systemic factors driving homelessness and reinforces the need for 

ongoing, cross-system collaboration that supports the safe and timely discharges 

for Medicaid members experiencing homelessness. To aid in this process, RNMs 

continued to bridge connections between leaders from the housing and shelter 

service system, local Coordinated Access Networks (CANs), and inpatient 

hospitals. 

Provider impressions indicated that homelessness is underreported due to the transient nature of this vulnerable population and the 

different ways in which providers interpret and identify homelessness. In response, RNMs will convene post-PAR, ad hoc hospital 

system enhancement trainings through 2021 to ensure accurate reporting of this measure and encourage providers to indicate  

member homelessness on the claim utilizing the associated medical billing code (Z code), and within the review under the “soc ial 

elements impacting diagnosis” section. 

 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 10: Percent of Adult Medicaid Members with One or More IPF Stays in CY 2019 by Housing Status 

 

To further the expansion of MOUD across the hospital network, RNMs introduced the 

newly developed opioid use disorder (OUD)/alcohol use disorder (AUD) Tableau 

dashboard during the Q3 and Q4 2020 PAR cycle. Analysis of 2019 data, the most recent 

complete year of data available at the time of reporting, continued to show evidence of 

missed opportunities for the provision of screening, assessment, and subsequent 

evidenced-based treatment for individuals with OUD receiving inpatient psychiatric 

care. While providers find the data compelling and express interest in adopting the 

practice of MOUD inductions in a hospital setting, they cite competing demands 

imposed by the pandemic, diminished resources, myths related to regulatory 

requirements, and, in some cases, the absence of well-established partnerships with 

outpatient providers offering MOUD as barriers to implementing the recommended 

practice change. 

 

 
To further the expansion of MOUD 

across the hospital network, RNMs 

introduced the newly developed opioid 

use disorder (OUD)/alcohol use 

disorder (AUD) Tableau dashboard 

during the Q3 and Q4 2020 PAR cycle. 

 
As hospitals continue to make adaptations to 

their internal operations in response to the 

evolving public health crisis, RNMs will use 

CT BHP PAR and workgroup platforms to 

monitor the impact on quality and access to 

care, and make recommendations for system 

enhancements accordingly. 
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Figure 11: Percent of Eligible IPF Discharges in 2019 where the Member had an OUD Diagnosis on the IPF Claim 
 

To address the barriers frequently cited by hospitals in the adoption of MOUD, Beacon will remain in dialogue with The Connecticut 

Hospital Association (CHA), engaging the Connecticut Department of Public Health (DPH), the Connecticut Department of Mental 

Health and Addiction Services (DMHAS), and hospital champions (medical doctors (MDs) from inpatient hospitals). A follow-up meeting 

to the two-part educational forum held in 2020 will convene in the fall of 2021. For a more exhaustive overview of the 2020 forum, 

please see Beacon’s Performance Target #3, “Medications for Opioid Use Disorder (MOUD) 2020 Annual Status Report.” 

 
In an effort to provide ongoing educational opportunities to advance the practice of medications for opioid use disorder (MOUD) and 

alcohol use disorder (MAUD) in a hospital setting during 2021, RNMs will convene a small workgroup comprised of hospital champions 

to guide, inform, and expand the practice of MOUD and examine current substance use disorder (SUD) practices in a hospital setting. A 

forum focused on best practices to treat AUD including the use of MAUD is also planned for 2021. CHA, the State Opioid Treatment 

Authority (SOTA), other state regulatory agencies, and representatives from the Alcohol and Drug Policy Council (ADPC) will be 

consulted and invited into this process as needed. 

 
Recommendation 2: Implement and Monitor Impact of Modified Inpatient Bypass Program 

The enhanced Bypass criteria was established in 2019 and continued in 2020. The Bypass metrics rely on both authorizations and 

claims data to calculate providers’ performance. With the onset of the COVID-19 pandemic and lifted PA requirements, evaluation of 

provider performance was halted mid-year after results for Q1 ‘20 data was shared with the providers in July 2020. 

 
 
 
 
 
 
 
 
 
 
 

Figure 12: Bypass Tier Requirements and Authorization Process 

The statewide results based on Q1 ‘20 data were the following: 

 
· The 7-day readmission rate was 5.33%, an increase from 4.44% in Q4 ‘19 

· The discharge form completion rate within 2 days was 96.64%, a slight increase from 96.54% in Q4 ‘19 

· The percentage of BH ED visits within 7 days post-IPF discharge was 13.57%, an increase from 12.81% in Q4 ‘19 

· The statewide predicted ALOS was 9.29 days, an increase from 8.98 days in Q4 ‘19 

· The statewide actual ALOS was 9.84 days, a slight increase from 9.48 days in Q4 ‘19 

· The bed-tracking rate was 94.36%, an increase from 90.62% in Q4 ‘19 
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The Q1 ‘20 adult bypass evaluation concluded with nine providers on Tier 1 (38%), 11 providers on Tier 2 (46%), and the remaining four 

providers on Tier 3 (17%). 

 

 
Figure 13: Statewide Adult Bypass Results for Q1 2020 

By the final evaluation period for the year, there were fewer providers in the lowest tier and the majority of providers were placed in 

Tier 2. The tier in which providers achieved, based on Q1 ’20 discharges, was the tier where they were placed effective August 3, 2020. 

Providers will remain in this tier until PA is reinstated. In PAR meetings that were held during the fourth quarter of 2020, providers 

were given preliminary data around predicted ALOS as compared to their actual ALOS if they were submitting PAs. 

 
Variation pertaining to the increases in quality metrics described above are consistent with previous PAR reporting cycles and 

fluctuate quarter to quarter. Factors that drive the ALOS measure can pertain to staffing shortages; use of locum tenens (citing 

comfort levels with discharging prematurely); timely access to state, intermediate, and residential beds; homelessness, probate 

hearings; member acuity and impact on milieu dynamics; and older age. Specific to the increase in readmission rates, several hospitals 

identified homelessness, and an increase in readmissions to withdrawal management after the inpatient psychiatric stay, as reasons 

for this increase. The RNMs have been working to support hospitals to improve bed tracking performance, and data is sent weekly to 

hospitals not meeting this standard. 

 
Recommendation 3: Increase Focus on Readmissions after Inpatient Psychiatry Stay and Changing Pathways Model 

Members with co-occurring substance use disorder (SUD) are at higher risk for readmission after an inpatient psychiatric admission. In 

2020, Beacon’s Clinical team continued to request that providers ensure a “release of information” (ROI) is on file so that a SUD history 

can be shared, particularly in instances where it does not appear that the inpatient provider is aware of the history. The goal of 

sharing this information is to assist with improved treatment and discharge planning. 

 
RNMs continued to facilitate discussions between inpatient providers and community-based MOUD providers to improve the “warm 

hand-off” process. The RNM who works with Saint Francis assisted with coordinating conversations between the hospital and  

Community Mental Health Affiliate’s (CMHA) New Britain and Waterbury offices to improve communication that aimed to solidify 

recovery referral pathways to outpatient MOUD. These connections were later extended to include Community Health Resources 

(CHR). The DMHAS Regional Manager and the RNM assigned to the western region of the state developed a MOUD resource guide in 

collaboration with the inpatient psychiatric hospitals and the surrounding community-based providers to enhance the flow of 

communication and improve connections to care following an inpatient stay. 

Beacon’s Changing Pathways Peer Specialists continued to play a pivotal role in supporting this practice change. Saint Francis Hospital 

was the first inpatient psychiatry pilot site and the plan is to expand to another unit in 2021. While embedded on the unit, o r through 

virtual communication, the Peer Specialists continued to function as a resource for improving member engagement and helped to  

facilitate and bridge members’ access to treatment post the inpatient stay. As a person in recovery, the Peer is available to  support 

members choosing medication for opioid use disorder (MOUD) induction by addressing barriers that negatively impact adherence to 

MOUD 90 days after an inpatient stay. With the onset of COVID-19, Beacon’s Peer Specialists pivoted to providing telephonic support 

to members. The plan is to re-integrate the Peer Specialists back on-site as COVID-19 restrictions are lifted. Throughout the remainder 

of 2020, Beacon continued to provide education about MOUD induction to members with co-occurring OUD and partnered with 

individuals to assist with their connection to community providers. 

 
Lastly, Beacon’s adult clinical Intensive Case Managers (ICMs) effectively pivoted from field-based member outreach and engagement 

to remote activities as the COVID-19 crisis evolved. ICMs continued to provide members with support in developing care plans, 

ensuring connections to care, and coordinating services among providers. They assisted members in addressing social drivers of 

health, such as establishing and maintaining housing and food security. Beacon’s assigned Clinical Care Manager (CCM) coordinated 

transportation needs with Veyo for members enrolled in MOUD, which ensured the availability of transportation to maintain their 

recovery plans. ICMs and Peer Specialists continued to participate remotely in area Community Care Team (CCT) meetings to ensure 

coordinated efforts in matching members with the appropriate community supports. As the risks associated with the pandemic beg in 

to lessen, adult ICMs are preparing to return to community-based member support, based on need and member comfort. 
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Recommendation 4: Continue to Track Adults Awaiting Recommended Services and Address Identified Barriers 

Calls with the Local Mental Health Authorities (LMHAs) continued throughout 2020 to ensure that diversionary options are fully 

explored, given the limited number of beds for individuals who need continued treatment in inpatient and residential settings. 

 
As social distancing guidelines required shifts in how many residential and inpatient programs operated during the COVID-19 

pandemic, wait times were anecdotally reported to have grown; however, without prior authorization data, this information will not 

be evidenced in the PAR reporting. Moving forward, RNMs will continue to monitor different services with a reported delay in access, 

which may contribute to increased lengths of stay in the inpatient psychiatric hospitals. 

Inpatient Detoxification – Hospital Utilization 

Prior authorization was not required for inpatient detoxification hospitals 

effective April 1, 2020 in response to the COVID-19 pandemic, therefore, 

utilization data in CY 2020 cannot be accurately interpreted and will not be 

included in this report. Please see the Q1 and Q2 2020 submission for 

historical data. 

 

Recommendation 5: Continue Hospital-Based Detoxification PAR Program with High-Volume Facilities 

PAR meetings convene annually with the two highest volume providers: Saint Francis Hospital & Medical Center and Yale New Haven 

Hospital. In 2020, Beacon continued to support the establishment of referral pathways to outpatient treatment. While both Yale and 

Saint Francis have entry points of service that are well networked to a variety of outpatient recovery providers, this knowledge is not 

always readily available to nursing and social work staff. The flow of information is complicated by the absence of a central  

detoxification unit. Members admitting for withdrawal management are triaged and placed across various hospital floors based on  

the medical need associated with the acute alcohol withdrawal and unit capacity. 

 
During the 2020 PAR meeting with Saint Francis, there was expressed interest to broaden the current scope of substance use disorder 

(SUD) treatment and explore withdrawal management practices beyond the current standard detoxification protocol. With a new 

Addiction Medicine Specialist on staff, Trinity Health of New England is looking forward to collaborating with other physicians from 

various hospital healthcare systems on the delivery of substance use treatment on a medical unit. Yale has an active addiction consult 

team and Beacon staff has supported their work as needed. 

 
In 2021, Beacon will continue to engage Saint Francis and Yale during PAR and other system enhancement meetings to explore 

opportunities for expanding the practice of MOUD and medication for alcohol use disorder (MAUD) in a hospital setting while also 

supporting discharge planning and connect to care efforts for ongoing substance use disorder treatment following the inpatient stay. 

 
Inpatient Freestanding Withdrawal Management – Utilization 

Despite the COVID-19 pandemic, the prior authorization process was not altered for 

inpatient freestanding withdrawal management utilization, therefore, data reported in 

calendar year 2020 can be viewed in its entirety. While the average length of stay (ALOS) 

for inpatient withdrawal management freestanding remained steady with a 0.1 day 

decrease, discharge volume decreased 10.8% (1,197 fewer discharges) in 2020 compared 

to 2019 – most likely an impact of the COVID-19 pandemic on capacity at freestanding 

facilities. Viewing the data quarterly to further explain this anomaly, a drop in volume is 

seen by nearly 600 discharges in the second quarter of 2020, and while this discharge 

volume increased the following quarter before decreasing again in the fourth quarter, it  

still trended down on an annual basis for calendar year 2020. Admissions per 1,000 also 

saw a 15.8% decrease from 2019 to 2020, or 1,256 fewer admissions per 1,000. Days per 

1,000 also decreased 17.2% from 2019 to 2020, from 8.3 days per 1,000 to 6.8 days per 

1,000 in 2020. This decrease in the per 1,000 measures could be explained, in part, by 

decreases in admission volume, increases in Medicaid membership, and bed capacity 

staying the same or decreasing as a result of COVID-19 for this level of care. 

Pre-pandemic, membership and bed capacity showed minimal variation, but as 

membership rose and bed capacity remained stable or decreased, per 1,000 rates declined 

as a result. 

 
While the average length of stay 

(ALOS) for inpatient withdrawal 

management freestanding remained 

steady with a 0.1 day decrease, 

discharge volume decreased 10.8% 

(1,197 fewer discharges) in 2020 

compared to 2019 – most likely an 

impact of the COVID-19 pandemic. 

Prior authorization was not required for 

inpatient detoxification hospitals effective 

April 1, 2020 in response to the COVID-19 

pandemic, therefore, utilization data in CY 2020 

cannot be accurately interpreted and will not be 

included in this report. 
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Figure 14: Adult Inpatient Freestanding Withdrawal Management Quarterly Discharges 

 

 
Most discharges for inpatient freestanding withdrawal management utilization were from members identifying as White (51.9%), 

non-Hispanic (86.8%) male (73.8%), between the ages of 25-34 (32.4%), and enrolled in HUSKY D (MLIA) (88.4%) – consistent with 

demographic trends seen in the past. White males are overrepresented in this level of care compared to their percentage of the adult 

Medicaid population without duals, in which males made up 44.9%, an overrepresentation within this level of care of 28.9 percentage 

points. White members comprised 37.8% of the adult non-dual membership, an overrepresentation of 14.1 percentage points among 

members discharged in this level of care. ALOS by benefit group for inpatient freestanding withdrawal management utilization  

appears to remain steady between 4.0 and 4.4 days. This difference is most likely due to the complexity of HUSKY C members, which 

may have been further impacted by the COVID-19 pandemic. When viewed on a quarterly level, this divergence in benefit group 

patterns becomes more apparent: 

 
 

 

Figure 15: Inpatient Freestanding Withdrawal Management Quarterly Average Length of Stay (ALOS) 
 

Members with a primary diagnosis of alcohol-related disorders comprised over half of 

discharges (56.5%, 5,592 discharges): a 3% increase compared to 2019. Members with 

a primary diagnosis of opioid-related disorders accounted for 40.4% of discharges 

(3,994 discharges), an 18.8% decrease compared to 2019. 

 
The rate of discharged members leaving against medical advice (AMA) was 25.7%, or 

2,465 discharges in 2020, compared to 22.2% (2,393 discharges) in 2019 – a 3.0% 

increase. This increase is most likely due, in part, to COVID-19’s impact. 

 
Members with a primary diagnosis of 

alcohol-related disorders comprised over 

half of discharges (56.5%, 5,592 

discharges): a 3% increase compared to 

2019. 
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When viewing the AMA rate by quarter, higher than usual rates in quarters two, three, and four in 2020 is apparent throughout the 

height of COVID-19’s impact during 2020. 
 

Figure 16: “Leaving Against Medical Advice (AMA)” 2020 Quarterly Rate 

Every provider in this level of care saw an increase in AMA rates during the second quarter, and in some cases, the third and fourth 

quarters of 2020. However, when viewing the annual AMA rate by provider, the following freestanding withdrawal management  

providers exceeded the statewide rate of 25.7%: Southeastern Council on Alcoholism with 31.4%, Intercommunity, Inc. with 27.1%, 

and Rushford Center Inc. with 26.7%. When viewing providers’ AMA rate on a quarterly level, it is evident that these three providers 

had their highest rates in quarters two and three, again, most likely due to the impact of COVID-19 on this level of care. It should be 

noted that there is a lack of consistency in the definition of AMA among providers, which should be taken into consideration when 

comparing rates by provider. 

 

 
Figure 17: Inpatient Freestanding Withdrawal Management Providers’ AMA Rate by Quarter 

 
Members discharged with a primary diagnosis of alcohol-related disorders had an AMA rate of 21.6% in 2020, a 10.2% increase 

compared to 2019. Members discharged with a primary diagnosis of opioid-related disorders had an AMA rate of 31.5% in 2020, a 6.2 

percentage point increase from 2019. This increase appears to be driven by members with a primary diagnosis of opioid-related 

disorders who were discharged during the height of the pandemic. 

 
Consistent with prior years, there were seven in-state inpatient freestanding withdrawal management providers, accounting for 

9,890 discharges in 2020 with a statewide ALOS of 4.2 days – a 0.1 average day decrease compared to 2019. The largest inpatient 

withdrawal management freestanding provider continued to be Intercommunity, Inc. with 2,405 discharges, 24.3% of all inpatient 

freestanding discharges in 2020, and was the only provider to increase their ALOS in 2020 (0.1 days to 3.9 days). Recovery Network of 

Programs continued to have the second highest volume of discharges (1,577, or 15.9% of the total), followed by Stonington 

Behavioral Health (1,433, or 14.5% of the total). Due to treatment being protocol driven, there is little variance among providers for 

ALOS, which ranged from 3.6 days to 4.8 days in 2020. Providers with the lowest lengths of stay in 2020 – Cornell Scott-Hill Health (3.6 

days), Intercommunity, Inc. (3.9 days), Rushford Center Inc. (3.8 days), and Southeastern Council on Alcoholism (4.3 days) – all had 

above average rates of induction onto MOUD among the freestanding withdrawal management facilities. 
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Cornell Scott-Hill Health had an induction rate of 47.6%, Southeastern Council on Alcoholism of 36.8%, Intercommunity, Inc. at 32.0%, 

and Rushford Center Inc. at 25.1%. The highest ALOS continued to be from Stonington Behavioral Health at 4.8 days and Midwestern 

CT Council on Alcoholism at 4.6 days, however both providers slightly decreased their ALOS in 2020 compared to 2019. 

 
Recommendation 6: Continue Freestanding Provider Workgroup Meetings and PAR Program with Focus on Readmissions Changing 

Pathways Model, and Best Practices for MAUD. 

During Q3 and Q4 of 2020, Beacon continued to meet with freestanding withdrawal management facilities to collaboratively discuss 

PAR measures from Beacon’s Withdrawal Management Tableau workbook. Historically, the premise of these meetings has been to 

leverage data to shift practice away from the traditional withdrawal management protocol to opioid maintenance therapy induction 

when addressing opioid use disorder. In 2020, PAR and workgroup meetings were adjusted to better understand the downstream 

effects imposed by the pandemic; explicitly, the impact to members receiving treatment in both freestanding and other congregate 

care settings. While MOUD has been predominant during PAR and workgroup meetings, focus has been directed to promote improved 

quality and access to care in response to the growing population of individuals with alcohol use disorder (AUD). 

With a newly calibrated focus on the growing AUD population, a new dashboard was 

developed utilizing claims data to focus on AUD. This was done to illustrate 

prescription fill rates for disulfiram, acamprosate, and naltrexone 7- and 30-days 

post a withdrawal management episode. In Q3 ‘20, the statewide average for all 

three medication types filled within 30 days was 17%. Rushford Center Inc., who had 

the second lowest total of discharges with an AUD diagnosis (156), also had the 

highest percentage of all three prescriptions by medication type filled within 30 days 

at 26%. 

Southeastern Council on Alcoholism had a total of 171 discharges with a primary AUD diagnosis and the lowest prescription fill  rate 

of 11%. The low overall statewide average for this metric, combined with the variability in practice, shows opportunity for 

improvement across all freestanding facilities. This will be a continued area of focus during PAR discussions as RNMs promote the use 

of medications for AUD and share best practices to strengthen relationships between local pharmacies and freestanding providers. 

 
While adoption of the Changing Pathways model continues to vary across all seven withdrawal management facilities, this practice 

change continued to demonstrate positive outcomes. In Q3 and Q4 of 2020, 627 discharges (22.8%) were inducted onto MOUD, 

collectively showing strong improvements in PAR quality measures compared to members who were managed using traditional  

medical detoxification protocols during a withdrawal management episode. 

Despite a decrease in volume during the first half of the year, and the ongoing 

challenges presented by the resurgence of COVID-19 cases, the majority of 

providers saw a return to normal volume in the latter half of 2020. Since the 

onset of the pandemic, providers continued to report an upward trend in the 

volume of members presenting with AUD and fentanyl use. Program leaders 

continue to raise concerns regarding fentanyl management and the lack of 

approved Clinical Laboratory Improvement Amendment (CLIA) waived screening 

tests. Other barriers include assessing the amount and purity of the substance 

used, delayed onset of withdrawal symptoms, and the impact on timely 

administration of medication to manage withdrawal – in particular 

buprenorphine. 

Beacon will continue to use PAR and workgroup forums, engaging DMHAS, DSS, DPH, CHA, the Department of Children and Families  

(DCF), and representatives from the Alcohol and Drug Policy Council (ADPC) to provide additional guidance and education to improve 

service delivery and outcomes for those individuals diagnosed with a SUD. 

 
AMA rates remain on an upward trajectory as evidenced by an increase in Q3 ‘20 to 29.4%, exceeding all previous quarters. To better 

understand the continued escalation in AMA rates, a new AMA dashboard was created. This overview displays comparison of AMA rates 

broken down by induction versus traditional withdrawal management, further supporting the preferred practice of MOUD. Providers 

such as Midwestern Connecticut Council of Alcoholism (MCCA) and Rushford Center Inc. indicated that, despite offering members 

choice for all forms of MOUD induction, they still saw higher rates of AMA. Intercommunity, Inc. reported seeing high utilizers who 

choose traditional withdrawal management, noting that it is not until the third or fourth admission that these members are ready to 

try MOUD as a recovery pathway. Further exploration into current AMA trends will continue to inform a strategic framework that 

addresses this phenomenon. 

 
In Q3 and Q4 of 2020, 627 discharges (22.8%) 

were inducted onto MOUD, collectively 

showing strong improvements in PAR quality 

measures compared to members who were 

managed using traditional medical 

detoxification protocols during a withdrawal 

management episode. 

 
 

With a newly calibrated focus on the 

growing AUD population, a new dashboard 

was developed utilizing claims data to 

focus on AUD. 
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In July 2020, Beacon and DMHAS co-hosted a provider workgroup meeting for the freestanding withdrawal management level of care. 

In addition to offering an open exchange pertaining to the operational challenges resulting from the evolving health crisis, DMHAS 

shared an analysis of their recent provider chart reviews. This discussion highlighted progress made over the past several years in 

areas of MOUD education, induction, and documentation. DMHAS also emphasized the need for a continued focus on streamlining 

access to care, the risk of poisoning for those with OUD, and the systematic shift needed to embrace medications for AUD treatment. 

In a parallel process, Beacon shared new data on prescription fill rates for three Food and Drug Administration (FDA)-approved 

medications for the treatment of AUD: acamprosate, naltrexone, and disulfiram. 

Underutilization of these medications reinforces the need to provide ongoing, 

in-depth education regarding the use of these medications in the treatment of 

AUD and adopting concepts from the Changing Pathways model when 

applicable. Providers were also encouraged to focus efforts on AUD-specific 

group curriculum as well as solidifying connections to alternative community 

harm reduction aftercare resources. 

 
RNMs will continue to use PAR discussions to promote the Changing Pathways 

Model in 2021. Implementation of MOUD as a standard of care will remain at the 

forefront of PAR and workgroup meetings, with equal emphasis on the 

treatment of AUD and strengthening relationships with warm handoff 

community providers. 

Home Health Utilization 

In response to COVID-19, the state first enabled Beacon to provide 90-day 

extensions for Home Health Services authorizations that were set to end at the 

end of April and May 2020. This past summer, this was shifted to 60-day 

extensions, which continue to date. [13] This allows for analysis of admissions 

for 2020 in its entirety. Total admissions (authorization initiations) for 

Medication Administration first decreased 20.9% for adult members with duals 

from 2019 to 2020 (511 fewer admissions), which Beacon believes is related to 

concerns over COVID-19 transmission. Admissions decreased across all single 

benefit groups as a result, however, most admissions from single benefit 

groups continued to be covered by HUSKY D (MLIA) at 63.6%, followed by HUSKY 

C (ABD/Other Single) at 26.2%, then by HUSKY A (Family Single) at 10.2%. 

 

 

Figure 18: Home Health Medication Administration Admissions by Benefit Group Type 

 
A similar impact was seen for dual benefit groups as with single groups: a downward trend across benefit groups compared to 2019, 

likely due to the pandemic. The majority of admissions from adults with dual only membership were HUSKY C (ABD/Other Dual) with 

529 admissions (93.8%) with a rate of one admission per 1,000. 
 

[13] DSS COVID-19 Bulletin 23 stated that Home Health Services authorizations set to end at the end of April and May 2020 will be 

identified by CT BHP and given a 90-day extension from the date the current authorization is set to end; later in 2020, this changed 

to 60-day extensions. Find more information at: https://www.ctdssmap.com/CTPortal/. 17 

Total admissions (authorization initiations) 

for Medication Administration first decreased 

20.9% for adult members with duals from 

2019 to 2020 (511 fewer admissions), which 

Beacon believes is related to concerns over 

COVID-19 transmission. 

 
Underutilization of these medications 

(acamprosate, naltrexone, and disulfiram) 

reinforces the need to provide ongoing, 

in-depth education regarding the use of these 

medications in the treatment of AUD and 

adopting concepts from the Changing 

Pathways model when applicable. 

http://www.ctdssmap.com/CTPortal/
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The evaluation of Q4 ‘19 claims data 

concluded with 14 of the 16 (87.5%) providers 

receiving the administrative benefits 

provided by the Bypass program, which was a 

significant improvement. 

 
 

 

 

When analyzing Medication Administration via claims data instead of authorization-based utilization data (Home Health Bypass 

claims data is only available up to Q2 2020), the twice daily (BID rate) increased from 13.0% in Q4 2019 to 15.5% and 17.4% in 

quarters one and two of 2020, respectively. The once daily (QD) administration rate remained higher than BID, and also increased in 

2020 from 34.1% in Q4 2019 to 37.7% in Q1 2020, and, again, to 44.0% in Q2 2020. The emergency department (ED) rate saw a large 

decrease, most likely due to the impact of COVID-19 on members’ utilization of the ED. The ED rate was 27.3% in Q1 2020, and then 

dropped to 21.6% in the second quarter. Though not as drastic, the 23-hour observation rate also saw a decrease in the second quarter 

of 2020, down from 4.7% in Q1 2020 to 3.6% in Q2 2020. There was not a significant change in the inpatient rate, which saw a s light 

decrease from 8.5% in Q1 2020 to 8.2% in Q2 2020. 

Utilization for Start of Care/Resumption of Care continued its downward trend from 2018. Among adult members including duals,  

there were 856 admissions in 2018 which decreased to 712 admissions in 2020. HUSKY D (MLIA) continued to have slightly more 

admissions than HUSKY C (ABD/Other Single) with 57.0% of all admissions from adults without duals compared to 35.1%. HUSKY C 

(ABD/Other Single) continued to have more admissions per 1,000 with a rate of 0.6 compared to HUSKY D (MLIA) with a rate of 0.1. 

Similarly, as with previous submissions, Home Health Prompting, Home Health Aide, Med Box, and Med Tech requests for new 

authorizations have been exceptionally low with very few admissions each year. 

 
Recommendation 7: Continue Home Health Bypass Program 

In 2020, the Home Health Bypass program continued with the two measures, BID rate and ED rate, consistent with previous years. To 

be eligible for the Home Health Bypass program, an agency must have provided Home Health Medication Administration services to 40 

or more members within the last calendar year. 

 

 
Figure 19: Home Health Bypass Requirements and Authorization Process 

 
The results for first quarter of 2020, based on Q3 ‘19 claims (July through September), was not shared with providers until June 2020. 

The delay was due to the identification of missing claims for the month of August 2019. Once the claims were recovered and the reports 

were updated, Q4 ‘19 claims data was ready to be reviewed as well. Both quarters (Q3 and Q4 2019) were shared with the providers 

and performance of the Bypass metrics were applied in June 2020 based on Q4 ‘19 claims data. The statewide results of Q4 ‘19 were as 

follows: 

· The BID rate was 13.0%, a decrease from 15.5% in Q3 ‘19 

· The ED rate was 27.4%, a decrease from 28.4% in Q3 ‘19 

· The QD rate was 34.1%, a decrease from 37.8% in Q3 ‘19 

 
Seven of the 16 providers were on Bypass Plus (43.8%) and five were on Bypass (31.3%). The evaluation of Q4 ‘19 claims data 

concluded with 14 of the 16 (87.5%) providers receiving the administrative benefits provided by the Bypass program, which was a 

significant improvement. 
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Figure 20: Home Health Bypass Performance for Q4 ‘19 

 
Program changes were implemented in September 2020 when Q1 ‘20 claims results were shared with providers. If providers did not 

meet the Bypass metrics within the evaluated quarter, they were no longer to be placed in an “At Risk” status, but instead were 

removed from the Bypass program for the quarter. Providers are re-evaluated quarterly and can regain Bypass or Bypass Plus once 

metrics are achieved. This change brings both the Inpatient and Home Health Bypass programs into alignment and encourages Home 

Health providers to establish improved methods of regularly reviewing members’ progress toward recovery while continuing to focus 

on management of the BID service. 

 
Calendar Year 2020 ended with sharing Bypass results with providers based on Q2 ‘20 claims, marking the start of the COVID-19 

pandemic. The statewide results were as follows: 

· The BID rate was 17.42%, which was an increase from 15.54% in Q1 ‘20 

· The QD rate was 43.96%, which was an increase from 37.65% in Q1 ‘20 

· The ED rate was 21.60%, which was a decrease from 27.33% in Q1 ‘20 

 
The increase in the BID rate in Q2 ‘20 was not surprising due to the impact of 

COVID-19 and the increased need for members receiving support in the home 

when possible and clinically appropriate. Five of the 16 providers remained on 

Bypass Plus (31.3%), which is consistent with the prior quarter. There was a 

decrease in the number of providers on Bypass from the previous quarter, from 

six providers to three (18.8%). The year ended with eight of the 16 (50.0%) 

providers receiving the administrative benefits provided by the Bypass program, 

which was only applied to new requests for care, as all existing authorizations 

were extended 60 days due to accommodations made for providers as a result of 

the COVID-19 pandemic. 

 
The increase in the BID rate in Q2 ‘20 

was not surprising due to the impact 

of COVID-19 and the increased need 

for members receiving support in the 

home when possible and clinically 

appropriate. 
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Figure 21: Home Health Bypass Performance for Q2 ‘20 

 

Lower Level of Care Utilization 

As a response to the COVID-19 pandemic, prior authorization was not required for 

the following levels of care effective April 1, 2020: Ambulatory Detoxification, 

Intensive Outpatient (IOP), Methadone Maintenance, Mental health Group Home, 

Outpatient (OTP), and Partial Hospitalization (PHP). Therefore, CY 2020 data 

cannot be accurately interpreted and will not be included in this report. Please see 

the Q1 and Q2 2020 submission for this historical data. 

 
Recommendation 8: Continue to Explore Methods of Improving the Access, Quality, and 

Outcomes of Outpatient Clinic-Based Services and ECCs 

Of all Medicaid-funded behavioral health services, outpatient clinic services are the most often utilized, and are a foundational element 

of the behavioral health service system. Year over year trends show continued growth in this level of care, which is often the initial 

entry point for behavioral health service utilization. Although the cost per session of outpatient care is relatively low, outpatient has 

the highest per member per month (PMPM) rate of all behavioral health services since it is the most commonly utilized level of care and 

a subset of care recipients remain in care for long periods of time. A previous study by the CT BHP demonstrated challenges with initial 

engagement, racial and ethnic disparities in access, and a paucity of data regarding outcomes attained.[1] 

 
It is also the case that, although Connecticut has done well in supporting and 

expanding the availability of evidence-based treatments in comparison to other states, 

most treatment provided within Medicaid is “usual care.” We lack a clear 

understanding of the effectiveness of care and outcomes attained. The Enhanced Care 

Clinics (ECC) program appears to have been successful at improving initial access to 

care, but there is lack of evidence that this model has provided additional benefit 

despite significant effort and resources devoted to its continuation. The COVID-19 

pandemic raised the concern regarding a burgeoning secondary mental health crisis 

and, this combined with an evaluation of the appropriateness of prior authorization via 

a parity lens, may present challenges to management of the ECC initiative. 

 
 

[1] Plant, R., Van der Heide, L., Hopkins, B. et al. (2015). Health Equity and Inequity in the Connecticut Medicaid Behavioral Health 

 
[A]lthough Connecticut has done well in 

supporting and expanding the 

availability of evidence-based 

treatments in comparison to other 

states, most treatment provided within 

Medicaid is “usual care.” We lack a clear 

understanding of the effectiveness of 

care and outcomes attained. 

As a response to the COVID-19 

pandemic, prior authorization was not 

required for the following levels of care 

effective April 1, 2020: Ambulatory 

Detoxification, Intensive Outpatient 

(IOP), Methadone Maintenance, Mental 

health Group Home, Outpatient (OTP), 

and Partial Hospitalization (PHP). 
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Various strategies designed to improve access, quality, and outcomes have been recommended in the past several years including the 

introduction of value-based care, use of measurement-based care, and the implementation of quality metrics for outpatient and ECC 

services. Given a current lack of funding and other barriers to expanding access to evidence-based treatments, a recurrent suggestion 

has been to implement a robust system of outpatient outcomes tracking. One idea introduced by DSS and supported by the provider 

and advocate communities is to consider moving outpatient services under the rehabilitation versus the clinic option to promote 

greater ease of access from a geographic perspective, as the clinic regulations place strict limits on where members may access 

services. The last year has highlighted the need to focus on health equity to promote equitable access, experience, and outcomes of 

care. It is recommended that Beacon and the State Partners, in conjunction with outpatient providers and stakeholders, engage in a 

reevaluation of recommended strategies designed to improve the outpatient delivery system in alignment with the goals described 

above. 

Recommendation 9: Continue the Intensive Outpatient Provider Analysis and Reporting (PAR) Program 

The first annual intensive outpatient provider (IOP) PAR cycle successfully concluded in Q4 ‘20. Discussions were based on mutually 

agreed upon quality metrics embedded within the IOP Tableau dashboard. Beacon’s RNMs, Clinical, and Medical Affairs departments 

used these meetings to gain a system-wide perspective of the IOP level of care, understand the variation in performance, and to 

continue to focus on improving provider practice across the IOP network. 

Providers expressed an interest for Beacon to incorporate social drivers of 

health as part of the data analysis for this level of care, resulting in recent 

enhancements to the IOP Tableau dashboard, which included capturing the 

Hispanic ethnicity, primary spoken language, and geography of members 

served. Additional enhancements included the MAT Utilization Rates 

dashboard showing the percentage of members served on MOUD and MAUD 

during IOP, as well as 7- and 30-days following the episode. This data is 

derived from paid pharmacy claims for buprenorphine, methadone, and 

naltrexone. Analysis of 2019 data demonstrates a wide variation across the 

IOP level of care among PAR providers, ranging from 10.4% of episodes 

utilizing MOUD during IOP at Hartford Hospital’s Institute of Living (IOL) to 

99.3% of episodes utilizing MOUD during IOP at the Root Center for 

Advanced Recovery (formerly called the Hartford Dispensary). 

RNMs held conference calls with several providers across multiple levels of care, including IOP, in order to understand potential 

challenges with telehealth adoption, efficacy and the overall impact of the pandemic on accessing this level of care. During this 

discussion, IOP providers shared the emergence of challenges managing group therapy sessions, allocating resources for 

implementing telehealth, and assisting members with accessing and navigating new technologies. Provider contingency planning 

strategies included assessing the use and availability of personal protective equipment (PPE), adjusting program schedules,  

implementing hybrid treatment models, and other interventions to mitigate further contagion of the virus among staff and clients. 

Adherence to these public health protocols continued to place financial strain on programming as providers transitioned back to 

on-site services. 

A statewide workgroup was convened in October 2020 centered on the variation in engagement and the high rate of episodes where 

members failed to complete nine visits. As defined by Beacon’s 2015 clinical study of IOP programs, the therapeutic range of v isits is 

nine to 16, which statistically correlates with better outcomes. On average, one third (33.6%) of all episodes completed in 2019 across 

the IOP network fell under the nine visit threshold. A closer look at the data revealed that several programs had much higher rates of 

episodes with fewer than nine visits, even when the average count of visits fell within the ideal range. This was consistent across both 

hospital and community-based programs. 

 
 
 
 
 
 
 
 
 
 

 
Figure 22: Percent of 2019 Adult IOP Episodes by Visit Frequency 

 

 
Providers expressed an interest for Beacon to 

incorporate social drivers of health as part of 

the data analysis for this level of care, 

resulting in recent enhancements to the IOP 

Tableau dashboard, which included capturing 

the Hispanic ethnicity, primary spoken 

language, and geography of members served. 
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The fall workgroup also included a provider spotlight presentation by Rushford Center, Inc. – showcasing a digital platform they 

recently adopted to improve the management of individuals with SUD. This mobile app is designed to improve communication in 

between scheduled visits and in-person visits. The app is used in conjunction with recovery coaches providing after-hours and weekend 

coverage to individuals who opt into this mobile application. This early warning, digital health system translates into actionable 

member and clinician solutions. 

 
Beacon will continue to use PAR and workgroup platforms to shape practice and promote continuity of care across the IOP network. In 

2021, RNMs will continue to monitor the unique impact of the pandemic, begin conversations with providers around health equity and 

social drivers of health, and the use of risk reduction principles during an IOP episode of care. 

 
Adult Behavioral Health (BH) Emergency Department (ED) Visits 

The following section is based on claims data, and therefore, can be reported in its entirety.[14] In 2020, 58,568 Connecticut Medicaid 

members made 118,985 visits to emergency departments (EDs). Of these visits, 90.4% (107,532 visits) were made by adult members 

(51,389 unique adult members), indicating many of the same members visited the ED multiple times in 2020. To be classified as a BH 

ED visit, the ED claim must contain a behavioral health (substance use (SUD) or mental health) diagnosis on any of the first four 

positions of the claim. Regarding the primary diagnosis, most adult visits in 2020 were identified as medical at 46.0% followed by SUD 

with 30.3%, and mental health at 23.7%. 

When viewing adult BH ED visits over time, a reduction in visit volume is apparent in 

April of 2020, with 6,491 visits, 33% lower than the volume seen in April of the prior 

year (9,665 visits in 2019). This pattern is similar to what has been observed 

nationally with the onset of the pandemic, as many individuals likely avoided going to 

the emergency department due to coronavirus transmission concerns. This reduction 

in ED volume was observed for the majority of ED providers. Overall, volume was 

lower than what is typically observed in this time prior to COVID-19, with the highest 

monthly volume of ED visits among adults in January with 10,277 visits, compared to 

7,541 visits in January 2019. Following the sharp decline of ED visits in at the start of 

the pandemic, adult BH ED visit volume increased over the next several months, 

reaching 10,042 visits in August before decreasing slightly again to 8,321 in 

December. While adult BH ED volume decreased over the last quarter of 2020, this 

should be interpreted with caution as this data is based on claims, and therefore, 

these figures may increase over time as more claims are received. 

Figure 23: Adult BH ED Visit Volume and Unique Visitors by Month 

Regarding adult BH ED visits by member demographics, males comprised slightly more with 55.3% compared to females with 44.7%. 

The majority of visits were from adult members between the ages of 25-34 (26.2%). Most visits were from White adult members 

(39.6%), followed by Unknown race/ethnicity (23.8%) and Hispanic members (18.5%).[15] HUSKY D (MLIA) was the largest benefit 

group with 66.4% of adult visits. 

 

[14] Beacon presented to the State Partners the BH ED Provider workbook on July 2, 2020. The data presented in the narrative is 

pulled from the workbooks as of March 29, 2021. The State Partners have access to the refreshed Tableau dashboard under CT 

Client Partners, Inpatient and Emergency Department Utilization Metrics, BH ED Visits by Provider. Please note that the workbook 

refreshes weekly on the server, therefore, the data may differ slightly than the values reported in this report. 

[15] Please note: race and ethnicity fields are not separate in this report, so Hispanic ethnicity is reported along with all other race 

 

 
When viewing adult BH ED visits over 

time, a reduction in visit volume is 

apparent in April of 2020, with 6,491 

visits, 33% lower than the volume 

seen in April of the prior year (9,665 

visits in 2019). 
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The majority of adult BH ED visits occurred in DMHAS region four (32.3%), which includes Hartford Hospital, followed by region two 

(27.0%), which includes Yale New Haven Hospital, two of the largest Medicaid providers in the state. In 2020, Yale New Haven Hospital 

accounted for the largest share of adult ED visits with 19.1% (20,571 visits by 9,695 unique members), followed by Hartford Hospital 

with 10.7% (11,533 visits by 6,530 unique members). 

Most adult BH ED visitors had a single visit in 2020 (32,680 unique members), while 

most of those with multiple visits had between two to five visits during the year 

(15,870). Two hundred forty-two unique adult members had more than 20 BH ED 

visits in 2020, the highest being 173 BH ED visits made by two unique members. 

 
Regarding adults’ BH ED visit frequency by primary diagnosis group, most unique 

members had one visit with a medical primary diagnosis (23,933), followed by one 

visit for mental health (11,218), and then SUD (9,510).[16] However, as the 

frequency of members’ visits increased, the volume of unique members grew larger 

for multiple visits with a primary diagnosis of substance use. 

 
Figure 24: 2020 Adult Member BH ED Visit Frequency by Primary Diagnosis 

Recommendation 10: Continue Emergency Department Data Review Meetings 

During 2020, Beacon’s Regional Network Managers (RNMs), Medical, and Clinical teams met with hospital emergency departments 

(EDs) in collaboration with a variety of treatment partners (e.g., inpatient psychiatry, outpatient services, Connecticut Community for 

Addiction Recovery (CCAR), state and community agencies, etc.) to share 2019 claims data from the newly designed Tableau ED  

visualization dashboard, the most up-to-date data available for the annual PAR cycle timeframe. This integrated approach is designed 

to augment the flow of communication, decrease ED wait times, expedite connect to care efforts, and reduce 7- and 30-day 

readmission rates. 

 
In the 2019 data shared during these meetings, 15,825 members (28.7% of BH ED visits) identified with a substance use primary 

diagnosis. Beacon continues to support DMHAS with the expansion of MOUD induction for individuals presenting to the ED with an 

opioid use disorder. Connecticut Community for Addiction Recovery (CCAR) Recovery Coaches are available to engage individuals in the 

ED with opioid and other drug and alcohol related issues. Such interventions are key to assuring the seamless transfer of these 

members to the next recommended level of care. 

 
The Police Assisted Addiction Recovery Initiative (PAARI) is a relatively new program that combines the efforts of police departments, 

EDs, and community treatment providers serving individuals with a substance use disorder as an alternative to arrest. To promote this 

concept, RNMs and the Governor’s Prevention Partnership have been working together – along with state troopers, local police 

departments, EDs, and other key stakeholders from across the state – to arrange forums for training and discussion. 

 
 
 
 

 

[16] A BH ED visit is an emergency department claim with a behavioral health diagnosis (mental health or substance use 

disorder) in any of the first four positions of the claim. ED Visits by Primary Diagnosis is an ED visit frequency count of unique 

members by primary diagnosis (i.e., mental health, substance use, and medical). Claims without a primary diagnosis or those 

with a social determinant of health as a primary diagnosis are excluded. A member can be represented in multiple different 

primary diagnostic categories (e.g., the same member with 1 mental health visit and 2-5 medical visits in the same time period). 
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Most adult BH ED visitors had a 

single visit in 2020 (32,680 unique 

members), while most of those with 

multiple visits had between two to 

five visits during the year (15,870). 
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Accordingly, Charlotte Hungerford Hospital (CHH) and the towns of Litchfield and 

Torrington have recently coordinated efforts to integrate the practice of MOUD 

induction with the PAARI program. As such, CHH plans to increase the rate of 

inductions by offering MOUD as a standard 24/7 practice for any individuals with 

OUD presenting to the ED. 

 

To assist hospitals who operate Community Care Teams (CCTs), RNMs provide a monthly CT BHP ED frequent visitor report. This  

document, along with support from the Clinical team, contributes to the development of broader CCT treatment plans designed to 

reduce the volume of repeat ED visits: 
 

 
Figure 25: 2019 Adult Member BH ED Visit Frequency by Primary Diagnosis 

 
More recently, the RNM assigned to the western region of the state provided historical background information, consultation, 

real-time strategic agency connections, and other resources as identified to support in the development of a joint CCT between 

Waterbury and Saint Mary’s hospitals in 2019. In keeping with the PAARI initiative, Waterbury Hospital, in collaboration with  the City 

of Waterbury’s Overdose Technicians and in coordination with the Police Department, have joined forces to reduce the rate of 

OUD-related overdoses. 

 
During 2021, RNMs, in collaboration with our state partners, will use ED PAR meetings to focus on a variety of topics, including 

screening for substance use disorder (SUD) and suicide. Related to SUD, the goal is to increase ED MOUD induction and connection to  

MOUD/MAUD community providers. Efforts to improve readmission rates and other ED quality measures, such as connect to care, will 

also be a focal point during future ED PAR discussions. 

Enhanced Care Clinics (ECCs) 

Prior authorization was not required for Enhanced Care Clinics effective April 

1, 2020 as a response to the COVID-19 pandemic, therefore, CY 2020 data 

cannot be accurately interpreted and will not be included in this report. 

Please see the Q1 and Q2 2020 submission for historical data. 

 
Recommendation 11: Reassess ECC initiative 

As noted in Recommendation 8, it is further recommended that the ECC 

initiative be reassessed in the context of a broader re-envisioning of the 

outpatient clinic system of which ECCs are part. 
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As noted in Recommendation 8, it is further 

recommended that the ECC initiative be 

reassessed in the context of a broader 

re-envisioning of the outpatient clinic system 

of which ECCs are part. 

 
Charlotte Hungerford Hospital (CHH) and the 

towns of Litchfield and Torrington have 

recently coordinated efforts to integrate the 

practice of MOUD induction with the PAARI 

program. 



 

 

Enhanced Care Clinics (ECC) 

Appendix Summary 

 

 
 

 

 

Summary includes analysis of both adults and youth 

 
Due to COVID-19 pandemic ECC access standards were relaxed, invalidating the results for Q2, Q3 and Q4 ‘20 and will not  be included in 

the 2020 Annual Measure. 

Interventions and Activities 

2019 Annual Measure: 

The following agencies have submitted Corrective Action Plans for the 2019 Annual Measure. 

· Charlotte Hungerford – Adult 

· Charlotte Hungerford – Child 

 
These two agencies remain on probation and will be required to pass the failed measure(s) for two consecutive quarters once the 

temporary suspension of ECC access standards are officially lifted by DSS. 

 
2020 Mystery Shopper Program: In March 2020, Mystery Shopper calls were suspended due to the public health crisis. The 

announcement of this suspension to providers was disseminated via the CT BHP Provider Bulletin – PB 2020-19 CMAP COVID-19 

Response - Enhanced Care Clinic Access Requirements. As a result of the temporary suspension no Mystery Shopper calls were 

performed in Q3 and Q4 ‘20. Mystery Shopper calls will resume once the public health crisis is declared over. 

 
ECC Agency/State Agencies Activity in Q3 and Q4 ‘20: 

· Relaxation of Annual Methodology: As a result of the temporary relaxation of the ECC access measures as cited in PB 2020-19 

and the temporary relaxation of the Prior Authorization requirement (PB 2020-33), Q3 and Q4 20 will be excluded from Annual Measure 

calculations for 2020. 

· Approved Agency Location Moves or Additions: 

o Middlesex Hospital Adult – addition of two secondary sites 

o Child and Family Agency of Southeastern CT – move of primary location 

o Community Health Resources – move of a secondary site 

o Recovery Network of Programs – move of a primary location 

o BH Care – addition of a secondary site 

o Bridges Healthcare Center – addition of two secondary sites 

o Mid Fairfield Child Guidance Center of Bridgeport – addition of two secondary sites 

 
Q3 and Q4 ‘20 Meetings 

ECC Operations: Standard monthly meetings were held to address the following ECC issues: 

· Moves, merges and adding of ECC locations 

· Annual Measure and Volume Exemptions 

· SUD Grant Discussions 

· Agency Specific Issues 


