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I. Executive Summary 
 
ValueOptions, CT serves as the behavioral health administrative service organization for the 
Connecticut Behavioral Health Partnership (CT BHP) and manages the behavior health care for 
over 800,000 Medicaid members.  The CT BHP is a partnership between the Department of 
Social Services, Department of Children and Families and Department of Mental Health and 
Addiction Services.   ValueOptions, CT’s expected role is to be the primary vehicle for 
organizing and integrating clinical management processes across the payer streams, supporting 
access to community-services, promoting practice improvement, assuring the delivery of quality 
services and preventing unnecessary institutional care.  Additionally, ValueOptions, CT is 
expected to enhance communication and collaboration within the behavioral health delivery 
system, assess network adequacy on an ongoing basis, improve the overall delivery system 
and provide integrated services supporting health and recovery by working with the 
Departments to recruit and retain both traditional and non-traditional providers. 
 
Overall, the Medicaid membership increased by 10.8% between CY 2013 (796,769) and CY 
2014 (883,030), which is the largest increase seen to date.  In previous years, the increase was 
around 3%.  The larger increase was primarily due to the Affordable Care Act and changes 
made to the thresholds of Medicaid benefits. Prior to the implementation of the Affordable Care 
Act in Q1’ 14, total membership increased each quarter by no more than 5,323 people (from Q1 
’13 to Q2 ’13). Since Q1 ’14, the total adult membership has increased by at least 14,323 each 
quarter. From Q2 ’14 to Q3 ’14, the total adult membership increased by 2.9%. Prior to the 
implementation of the Affordable Care Act, the quarterly increase in adult membership was 
typically less than 1%.The Youth membership has continued to increase annually with both the 
Non-DCF and DCF membership increasing. The total DCF youth membership increased from 
CY ’13 to CY ’14, with the DCF Committed youth accounting for this increase. 
 

 
 

Eligibility Category
Total 

Membership
Youth (0-17) Adults (18+)

Family Single 547,990 332,734 228,072
Family Dual 6,589             11 6,579
HUSKY B 21,479 20,402 1,876
DCF Limited Benefit (D05) 393 392 2
Aged, Blind and Disabled (ABD) Single 36,966 94 36,877
ABD Dual 60,395 - 60,395
Long Term Care (LTC) Single 2,633 - 2,633
LTC Dual 22,258 - 22,258
Medicaid Low Income Adults (MLIA) 212,990 60 212,942
Total Membership 883,030 347,007 549,737
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After spending 2013 improving VO’s ability to integrate multiple data sources effectively, the 
focus of 2014 was on improving the visualization, analysis, and communication of data and key 
findings.  Extensive work was done to ensure sure that the data summaries were more 
readable, clear, engaging, and highlighted pertinent information necessary for making informed 
decisions.  New programs, like Tableau Software, were introduced in order to more effectively 
visualize and display the data and to allow for the creation of interactive vs. static reporting.  The 
data continues to inform others as to the members’ experience and the providers’ performance.  
The QM program began a shift towards a more consultative role promoting practice 
improvement through the Clinical Studies. 
 
The UM program for adults demonstrated a shift to more face-to-face vs. telephonic contact 
between members and Peers/ICMs  with the initiation of the intervention phase of the 
performance targets in emergency rooms and inpatient hospital-based detoxifications.  In order 
to successfully achieve this new model, some of the basic UM functions have transitioned to a 
greater reliance on the web-based platform and decreased use of telephonic reviews. 
 
A. Overview of the Quality Management (QM) Program 
 
The ValueOptions, CT Quality Management (QM) Program was initiated with the 
implementation of the original contract in 2006.  The QM Program serves as the overarching 
structure to evaluate continuously the effectiveness of ValueOptions CT as the ASO for the BHP 
and to ensure that the clinical and support services offered within the CT BHP live up to their 
promise for the youth, families and adults served by the program.  The QM Program identifies 
the key performance indicators across functional areas within the engagement center that affect 
the operation and develops the QM/UM project plan for the coming year.  Over the course of the 
year, the indicators are monitored, findings and trends are analyzed, barriers identified, and 
then actions initiated to improve performance when necessary.   

The engagement center’s annual Quality/Utilization Management program evaluation assesses 
the overall effectiveness of the QM Program including the effectiveness of the committee 
structure, the adequacy of the resources devoted to it, practitioner and leadership involvement, 
the strengths and accomplishments of the program with special focus on patient safety and risk 
assessment, and performance related to clinical care and service.  Progress toward the 
previous year’s project plan goals is also evaluated.  A review of each of the goals is included 
within this evaluation along with a description of each goal and sub-goal, commentary regarding 
their completion status, and recommendations for whether to carry them over into the project 
plan for the following year.  The results of this program evaluation, together with the additional 
goals that reflect the strategic planning done collaboratively with DSS, DMHAS and DCF will be 
used to formulate the 2015 Project Plan. 
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B. Key Accomplishments of the QM Program 
 
• Continued to develop expertise in integrating large datasets, which include 

Medicaid claims data, DMHAS encounter data, DCF “Flex Fund” data and 
ValueOptions authorization data to obtain a fuller picture of utilization of 
behavioral health services by CT Medicaid members.  

• Identification of frequent visitors to emergency departments in CT and worked 
with the Clinical department to develop and implement an intervention to reduce 
unnecessary visits. 

• Comprehensive presentations to various stakeholders on the results of the 2013 
Performance Targets related to IICAPS, Emergency Departments and Inpatient 
Hospitalizations. 

• Developed new emergency department re-admissions and CTC measurement 
methodology. 

• Improved formatting and presentation for the Quarterly Reports and Performance 
Target deliverables. 

• Purchased Tableau Software, trained selected staff, and began to experiment 
with applications to data visualization and analysis, and the production of both 
static and interactive data reporting.    

• Continued PARs programs for Pediatric and Adult Inpatient, Home Health and 
ECC 

• Developed new PAR provider profiles for Therapeutic Group Homes  
• Played major role in developing Community Care Teams (CCT)  at Yale New 

Haven Hospital, Bristol Hospital and facilitating and coordinating joint CCT for 
Saint Francis and Hartford Hospitals; continuing role in strengthening Case 
Conference meeting at William Backus Hospital 

• Enhanced provider profiles used during PARs meetings with the PRTFs. 
• Completed second round of follow-up ECC surveys and communicated all the 

results with providers. 
• Developed IOP retrospective chart review tool and partially completed chart 

reviews with the 34 identified IOP providers. 
• Explored best practices and practice improvement strategies for outpatient clinics 

and Family-Based substance abuse treatment  
 

C. Overview of the Utilization Management Program 
 
ValueOptions, CT serves as the behavioral health administrative service organization for 
the Connecticut Behavioral Health Partnership (CT BHP) and manages the behavior 
health care for over 800,000 Medicaid members.  The CT BHP is a partnership among 
the Department of Social Services, Department of Children and Families and 
Department of Mental Health and Addiction Services.  The primary goal of the CT BHP 
is to provide enhanced access to and coordination of a more complete and effective 
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system of community-based behavioral health services and supports, thereby improving 
member outcomes.  Secondary goals include better management of state resources and 
increased federal financial participation in the funding of behavioral health services. 
The CT BHP is designed to eliminate the major gaps and barriers that exist in the 
behavioral health service delivery system.  As such, the three Departments have 
committed resources to assist in developing a full continuum of behavioral health 
services that include evidenced-based programs, non-traditional support services and 
community-based alternatives to restrictive, institutional levels of care.  Under the 
overarching tenets of Recovery and Resiliency and through collaboration with family 
members, providers, and peer and social support systems, the CT BHP promotes a 
strengths based treatment approach that focuses on client success.  Particular attention 
is given to the cultural needs and preferences of the members and the joint treatment 
planning reflects this focus on cultural competency. 

 

D. Key Accomplishments of the UM Program 
 

• The clinical department achieved 100% passing score on the annual IRR with an 
average score of 92.96%. 

• The child/adolescent discharge delay rate in CY 2014 was at the lowest annual 
percent achieved – 6.9%. 

• The adult ICMs have initiated a face to face intervention model with high ED 
utilizers and members detoxing in hospitals.  

• Worked collaboratively with QM and the Peer department to plan for, implement, 
and gather data in support of changes to the Adult ICM program. 

• Aided in the development of Community Care Team meetings which have 
focused on reducing ED visits and connecting adult members to support 
services. 

• Continued to implement co-management meetings with CHN to effectively 
coordinate care for those HUSKY members who experience medical and 
behavioral health needs. 

• Supported bypass providers in the transition from telephonic clinical reviews to 
web-based clinical reviews. 

• In March 2014, all authorizations for members admitted to hospitals for detox 
were transitioned from CHN (Medical ASO) to VO. 

 
II. Evaluation of the Overall Effectiveness of the ValueOptions, CT 

QM Program Structure 
 
A. QM Committee Structure 

 
The following QM committee structure is in place at the time of this evaluation: 
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ValueOptions, CT Quality Management Committee (QMC) 
 
The QMC was established to provide oversight of the VO-CT QM program.  The QMC is 
co-chaired by the Senior Vice President (SVP) of QM.  The QMC reports to the 
ValueOptions National Quality Council and is also guided by the Senior Management 
Quality Management Steering Committee (also known as CORE) which is attended by 
representatives of the Departments as well as ValueOptions, CT senior leadership.   
 
The membership of the QMC includes representatives from all departments within the 
Engagement Center including the leadership of the engagement center.  Included are: 
 
Chief Executive Officer 
Chief Operating Officer 
Medical Director or designee 
SVP of Quality Management 
Chief of Research and Outcomes 
AVP of Quality Management 
AVP of Quality and Innovation 
Director of Reporting 
QM & Reporting Staff 
VP of Recovery and Clinical Operations 
VP of Health and Wellness  
VP of Provider and Customer Relations 
Clinical Director 
Director of Community Support 
Director of Customer Service 
Director of Human Resources 
Director of Finance 
Director of Provider Relations 
 
The QMC met on a quarterly basis in 2014 and the focus of the committee was to review 
the prior and current year’s performance targets and quality improvement activities – 
PARs programs.  Performance on the operational indicators continues to be above 
expectations and therefore other measures were reviewed.  

 
Safety and Risk Management Sub-Committee 
 
The Safety and Risk Management Sub-Committee reports to the QMC and is co-chaired 
by the Medical Director and the AVP of Quality Management.  In addition to the co-
chairs, the membership of the committee includes: 
 
SVP of Quality Management (ad hoc) 
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Quality Specialists II 
Clinical Supervisor 
Network Development Specialist  
Regional Network Manager 
 
The Safety and Risk Management committee meets weekly to review potential quality of 
care and service concerns identified by CT BHP staff, members, providers, and, on 
request, the Departments.  The sub-committee reviews all concerns identified during the 
previous week and follows up on the results of actions and/or investigations previously 
identified by the committee.  The sub-committee reviews semi-annually the trends for 
specific providers or practitioners. 
 
During 2014, the committee attended to the increase in the volume of adverse incidents 
and continued to monitor for quality of care that may have resulted in the adverse 
incident.  In addition, the committee monitored the members post their discharge from 
the inpatient hospital to ensure that they had appropriate outreach regarding follow up 
care following a high risk event if they did not connect with care.  Results from quality of 
care audits were presented to the committee and next steps were discussed.  Additional 
providers were identified as having quality of care concerns and the committee met with 
staff to determine next steps. The committee also expanded its investigation capacity to 
not only include the VO CareConnect system but also provider records in order to better 
determine if quality of care concerns are founded. 

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

 
The Network Management Sub-Committee meets monthly and reports to the QMC.  The 
sub-committee is chaired by the Director of PARs and Senior Vice President of QM.  Its 
members include: 
 
Regional Network Managers 
AVP of QM 
QM Analysts 
Clinical Directors 
CEO (Ad Hoc)  
Medical Directors (Ad Hoc) 
 
The primary focus of this committee continues to be on reviewing PARs profiles, 
developing strategies for the PARs meetings and strategizing ways to improve systems 
of care, with particular focus on addressing issues generated by the PARs programs. In 
addition, the committee reviews progress made in the Performance Targets relative to 
the systems issues.  In addition, this committee continues to provide oversight of the five 
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(5) Geo-Teams.  The Geo-Teams include VO staff members from all key functional 
areas who are involved with facilities and programs in specific geographic regions.  
These teams reviewed PARs data, denial and appeals data and discussed strategies to 
address concerns specific to the geographic regions.  The Geo-Teams members also 
provide their perspective on the findings, and develop strategies for improving the 
performance of the facilities and programs in the region. 
 
In 2014, the committee reviewed several additional measures for the PRTF PARs 
profiles prior to them being presented at the PRTF workgroups and provider meetings. 
The group strategized around the development of the CRT meetings, PARs meetings 
and provider workgroup meetings.  The level of care specific provider workgroups 
continue to identify best practices, work on developing new indicators and fine tune 
existing measures.   

 
Consumer and Family Advisory Sub-Committee 
 
The Consumer and Family Advisory Sub-Committee was established in 2006 and meets 
monthly.  In 2014, the sub-committee was co-chaired by a Family Peer 
Specialist/Advisor and a consumer.  The committee membership includes: 
 
Peer Support staff 
Director of Customer Service (Advisor) 
Director of Community Support  
Families of consumers 
Member advocates 
Consumers 
Providers 
 
During 2014, focus workgroups were established to identify specific, measureable, 
attainable, realistic and timely objectives that impact the effectiveness of the behavioral 
health system of care. For this project, the objective of the Consumer & Family Advisory 
Subcommittee was to create a plan and proposal that focused on initiatives that the 
group wanted to address in 2015.  The subcommittee divided into smaller workgroups to 
address topics such as engaging the legislature, improving care coordination/discharge 
planning, and a developing a consumer conference.  Each workgroup was led by a team 
lead who provided updates on progress at the monthly meetings.  The workgroups 
developed draft proposals and presented the proposals to the larger group in 
December.   

Also, during 2014, a separate workgroup composed of youth and young adults focused 
on youth initiatives that was created in 2013, did not remain viable and was adjourned.  
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Assessment and Recommendations of QM Committee Structure and 
Effectiveness: 
 
During 2014, several of the committees were more effective than other.  The Safety & 
Risk sub-committee expanded focus beyond the safety of members to include 
assessment and improving quality within the provider network as needed.  It is 
recommended that the committee resume the original title of Quality of Care Committee.  
The Regional Network Management sub-committee met less frequently during the 
designated time last year due to an increase in meeting held around the Performance 
Targets and the establishing of the regional CCT meetings at the identified hospitals.   

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

Title Credentials Percent of time per 
week devoted to QM 

SVP of Quality and 
Innovation Doctoral level 100% 
Chief of Research and 
Outcomes Doctoral level 100% 
Assistant VP of QM Doctoral level 100% 
Assistant VP of Analytics and 
Innovation Master's level 100% 
Director of PARs JD 100% 

Regional Network Managers 
(11 FTEs) Master's level 100% 
Quality Analysts - Team Lead Master's level 100% 
Quality Analysts (7 FTEs) Master's level 100% 
Statistician Doctorate level 50% 
QM Coordinator - 
Complaints/Appeals (3 FTEs) Bachelor level 100% 
Contract Monitor Associate level 100% 
QM Specialists II - Auditor (2 
FTEs) 

Master's level/Licensed 
clinicians 100% 

Director of Reporting Master's level 100% 

 

 



V a l u e O p t i o n s - C T  A n n u a l  Q M / U M  E v a l u a t i o n  
 

Page 12 

Manager of Reporting Extensive experience 100% 
BI Developers  Bachelor level 100% 
Business Analysts Bachelor level 100% 

Program Analysts 
Bachelor and Master's 
level 100% 

Director of Project 
Management   100% 
Operations Analyst Master's level 100% 
Director of Compliance Bachelor level 50% 
CEO/VP Service Center Master level 20% 
Chief Operating Officer Doctorate level 30% 
Medical Director MD 40% 
VP of Clinical Operations Master level 30% 
Director of Utilization 
Management Master level 20% 
VP of Health and Wellness Master level 20% 
Director of Health and 
Wellness Master level 20% 
Director of Clinical & 
Community Support RN 20% 
VP Member and Provider 
Support Master level 20% 
Director of Customer Service Extensive experience 20% 

Director of Provider Relations Master level 20% 
 
At the beginning of the year, the Senior Vice President of Quality and Innovation position 
and the AVP for Analytics and Innovation was filled and significant attention was directed 
to understanding the challenges associated with prior year performance, addressing 
issues with morale and turnover in the department, and establishing new goals, 
objectives, strategies, organizational structures, and processes.  Chief among these 
changes was bringing the reporting division under the quality department, under the AVP 
of Analytics.  Improvements were seen in the processing of the report requests and the 
speed in which reports were being checked and produced.  Project management was 
moved under the AVP of QM to ensure that projects were managed via the lens of 
quality. 
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C. Practitioner Involvement 
 

Network providers are actively involved in the VO-CT QM program primarily in the PARs 
workgroups but also in the performance targets as well as results of the performance 
targets.  The provider continue to be a valuable component to the QM program. 
 
D. Leadership Involvement 

 
The involvement of the senior leadership in the activities/oversight of the QM department 
increased when a change was made in the reporting structure whereby the SVP of QM 
began to report directly to the CEO.  It became clear that there was a need for greater 
emphasis on data and analytics and the reporting structures were established to support 
that goal. 

 
E. Patient Safety 

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

 
III. Evaluation of the Overall Effectiveness of the UM Program 

Structure 
 
A. UM Committee Structure and Effectiveness of Structure 

 
Utilization Management Sub-Committee 

 
The Utilization Management Sub-Committee is charged with the general oversight of CT 
BHP engagement center UM activities.  The Utilization Management Sub-Committee 
meets weekly and reports to the QMC.  The sub-committee is co-chaired by the Director 
of Utilization Management and the Medical Director.  In addition to the co-chairs, the 
membership of the committee included: 
 
Associate Medical Director - Adults  
Associate Medical Director - Children  
Chief Operating Officer  
Director of Intensive Care Management 
Clinical Supervisors  
VP of Quality Management 
QM Quality Analyst Staff 
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The goal is to understand the clinical landscape and work as a group to find better ways 
to positively impact the system through data. Functions include reviewing and approving 
CT BHP engagement center-specific policies and procedures pertaining to the UM 
process, oversight of the referral and triage function, developing and monitoring UM and 
Medical Management utilization data reports and indicators such as Hospital Census 
reports, days/1000, admits/1000, Discharge Delay data, as well as length of stay, phone 
statistics and monitoring of UM staff performance against contract indicators. 
Representatives from this committee attend the Senior Management Committee. The UM 
Committee reports to the Senior Management Quality Steering Committee.  The 
committee develops new reports that support innovative UM strategies, as well as 
evaluates the utility of current reports including the Bypass Program reports.  UM 
strategies and interventions are consistently being reviewed for effectiveness and 
reliability. 

 
Assessment and Recommendations of UM Committee Structure and 
Effectiveness: 

 
B. Adequacy of UM Resources 

 
The UM program resources are reported in the UM program description. There was a 
26.4% turnover in the Clinical department in 2014. Of those 26.4% who terminated, ½ 
had been employed less than one year and none of the other employees worked for 
greater than three years. There were several Adult ICM positions vacated during the 
implementation of the Performance Targets in both ED and Inpatient targets, requiring 
ICMs from neighboring regions to cover ICM cases or Peers covered until additional staff 
could be hired.   There were also several Care Manager positions open throughout the 
year, but those positions were filled fairly soon after becoming vacant. There have been 
2 position changes in the clinical management staff during 2014. One Supervisor was 
promoted to a Director of Peer Support Services, another left VO for an outside position. 
Both Supervisory positions have been filled with internal staff promotions to Supervisor.  
 
C. Practitioner Involvement 

 
There is active involvement by CT providers/practitioners in UM activities. Individual 
provider meetings occur frequently and include: onsite rounds, clinical documentation 
trainings, OATP initiative discussions, member specific care planning meetings.  The UM 
program often partners with member of the Quality team to engage providers in PAR 
discussions or clinical workshops. Providers are also involved in multiple UM/QM 
Committees and Sub-Committees, including those that provide oversight of the 
Partnership at the highest level.   
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D. Leadership Involvement 
 
The CEO and members of the senior management team are all active participants in the 
operations of the UM Program.  The active involvement of Senior Leaders provides a 
clear message to all VO, CT staff regarding the importance of their daily activities while 
also providing sound clinical and professional leadership. The VP of Clinical Operations 
attends each weekly staff meeting and provides ongoing updates on initiatives and 
performance targets.  Clinical managers also take time to explain how each clinician’s 
individual contributions influence and change the behavioral health delivery system in 
CT. 

 
E. Patient Safety 
 
Clinical staff members play a major role in the oversight and planning for member safety.  
During each call for authorization, clinicians are gathering clinical information to better 
understand members’ risk factors.  A clinical dialogue between staff and providers 
ensures that safety measures are being taken and individualized treatment plans are 
being created and implemented.  Clinical staff make reports of Adverse Incidents (AI) 
when noted.  Clinicians submit all  AI documentation to the Quality Department for 
further review of the case and continue to work with providers to ensure that discharge 
plans are adequate and specific to each member’s needs.   

 
IV. Evaluation of 2014 QM/UM Project Plan 
 
Goal 1: Review and approve the 2013 QM/UM Program Evaluation, 2014 QM Program 
Description, UM Program Description and QM/UM Project Plan. (Contract reference:  
M.3.1, M.3.2, M.3.3 and F.3) 
 

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

 
A-C.    The 2013 QM/UM Program Evaluation was submitted to the Departments on 

April 1, 2014 and received approval on May 14, 2014.  An addendum to Goal 12 
- Adult Utilization was submitted on June 2, 2014 and received approval on July 
8, 2014. 

 
The 2014 QM Program Description was submitted to the Departments on April 1, 
2014 and received approval on May 14, 2014. 
 
The 2014 UM Program Description was submitted to the Departments on April 1, 
2014.  Edits were made and resubmitted on May 21, 2014.  Final approval was 
received June 4, 2014. 
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The 2014 QM/UM Project Plan was submitted on April 1, 2014 and received 
approval on May 14, 2014. 

 
Recommendations for continuing goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

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

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

 
 A – D. Total Number of Complaints and Grievances by Member and Provider 

 

 
 

Since 2012, there has been an overall increase in the annual total volume of 
complaints/grievances received by the QM department.  This was due largely to 
advances in complaint/grievance training around documentation & tracking and 
reporting-logic changes, which were initiated in Q1’ 13 and completed Q1 ’14.  The 
increase is primarily driven by an increase in the number of complaints made by 
members which may be due to members feeling more comfortable sharing their 
complaints with VO/CT BHP.  In 2014, the total quarterly volume of complaints and 
grievances reached a high of 58 in Q2 ’14 and since then has trended down reaching a 
low of 36, which is similar to the volume seen in Q4 ’13 (35). The decrease seen in Q4 
may be due to the need for a staff reminder training, so trainings are scheduled for 
March.  
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In 2014, the reporting issues based front-end errors were greatly diminished (4 in Q2, 2 
in Q3 and 0 in Q4) and there was improvement made on the tracking of complaint 
reasons.   

 
E. Average Number of Days to Resolution 
 

 
 
The average handle time to resolve a complaint/grievance decreased in 2014 after 
reaching a high of nearly 26 days in 2013.  Despite the increase in volume in 2014, the 
handle time decreased to 20 days.  The decrease was seen over the course of the year 
with Q3 ’14 having the lowest handle time of nearly 19 days.  An increase in handle time 
was seen in Q4 ’14 (21 days), which may be accounted for by vacations both on the part 
of VO staff and providers.  Resolution time continues to remain well within the expected 
performance standard of less than or equal to 30 days.  

 
To ensure that complaints were resolved quickly and effectively, all complaints were 
reviewed weekly by the AVP of QM and efforts to resolve the issues were acted upon 
immediately.  VO staff work collaboratively with DSS around specific concerns, one of 
which resulted in a provider bulletin being drafted to alert providers to Medicaid policy 
regarding a prohibition against providers billing members for missed appointments.   

 
F. Percent of complaints resolved within 30 days 

 
Of all the complaints handled in 2014, one hundred and ninety-two (192) were resolved 
within the year. This is 42.44% increase over the total number of complaints resolved in 
2013 (135). One hundred and eighty-two (182) complaints were resolved within 30 days 
of receipt – 94.79%.  A total of eight (8) complaints were resolved within 31-45 days with 
the appropriate permissions granted by the complainant – 4.17%.  Two (2) complaints 
were closed by QM outside of 45 days. One was closed in April 2014 and the other was 
closed in September 2014. The first complaint was received on February 24th, 2014, 
and was regarding the need for ABA services for a youth member.  QM worked with the 
Executive Management team in identifying resources and formulating an appropriate 
response to the member’s needs as the current ABA/ASD program had not yet been 
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established at the Partnership. The second complaint was regarding a provider who was 
balance-billing a member for a missed appointment inappropriately. QM worked 
extensively with DSS in researching the issue and current, established guidelines that 
were set in place regarding balance-billing Medicaid members for missed appointments. 
The resolution to this issue culminated in the development of the DSS Provider Bulletin 
PB 2015-05, “Billing Members for Missed Appointments,” which was sent to the entire 
provider network on January 22, 2015. 
 
G. Most frequent reasons for complaints 
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2011 2012 2013 2014
Complaint with VO 
staff/process 7 8 27 23

Provider 5 3 21 18
Adult Member - 2 4 2

Youth Member 2 3 2 3
Clinical Issues 26 41 43 49

Provider - - 1 3
Adult Member 14 32 33 36

Youth Member 12 9 9 10
Access Issues 3 11 10 41

Provider 1 1 2 7
Adult Member - 10 5 29

Youth Member 2 - 3 5
Reimbursement/Billing/Clai
ms Issues 1 13 3 29

Provider 1 9 - 1
Adult Member - 3 - 23

Youth Member - 1 3 5
Benefit Issues 8 3 14 7

Provider 3 2 2 2
Adult Member 5 1 12 1

Youth Member - - - 4
Provider Network 
Accuracy/Incorrect Referrals 1 3 3 0

Provider - - - -
Adult Member 1 3 3 -

Youth Member - - - -
Transportation Issues 0 4 8 35

Provider - 1 3 19
Adult Member - 2 3 8

Youth Member - 1 2 8
Authorization Issues 31 17 3 1

Provider 31 17 1 1
Adult Member - - 1 -

Youth Member - - 1 -
Provider Attitude/Behavior 6 0 29 13

Provider - - - 1
Adult Member 2 - 24 10

Youth Member 4 - 5 2
Quality of Practioner's Office 2

Provider - - - -
Adult Member - - 2 -

Youth Member - - - -

Annual Number of Complaints/Grievances by Reason
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Complaints regarding VO performance are largely due to provider complaints which 
peaked in 2013 (21), and has come down in 2014 (18).  The majority of the concerns 
were related to a perceived lack of courtesy, mishandled requests for authorization that 
were delayed due to being misplaced, and delays on the web based system.  Issues 
related to staff performance are address immediately by supervisors/managers and VO 
continues to track system issues and aims to proactively address service needs based 
on provider demand.  
 
Concerns regarding access increased between 2013 (10) and 2014 (41), which was 
primarily accounted for by adult members and an increase seen in Q3 when the number 
increased to 11 from five or seven seen in other quarters.  Members are reporting that 
providers are not calling them back to schedule appointments or are being given 
appointments that are not convenient for the member.  Some of the access concerns 
were related to providers not being able to see HUSKY D members until the summer.  
There were no identified trends by providers but provider specific performance will 
continued to be monitored. 
 
In 2014, there was an increase in the number of complaints related to billing of members 
for missed appointments.  VO worked with DSS to determine if this was an acceptable 
practice and when it was determined to be unacceptable, a provider bulletin was drafted 
and sent to providers.  A decrease in this type of complaint was seen between Q3 (8) 
and Q4 (2), following this bulletin going out. 
  
Complaints regarding transportation increased sizably in 2014, this increase was largely 
due to a rise in provider complaints in Q4 ’14 when 17 out of the 19 were received.  
During the IOP chart reviews, providers were reminded that VO could assist in following 
up on concerns that they identified related to transportation and member getting to 
treatment.  Youth and adult member complaints increased as well which in part is due to 
the work by the entire engagement center to better document the transportation 
concerns. 

 
Recommendations for continuing goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

 
Goal 3: Promote patient safety and minimize patient and organizational risk from adverse 
incidents and quality of care and service concerns.  (Contract reference:  M.11) 
 

Description of activities and findings that include trending and analysis of the 
measures to assess performance over time: 
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A. Number of quality of care and service concerns identified (by youth and 
adult members) 

 
In 2014, there were a total of 231 potential quality of care and service concerns identified 
by VO staff and submitted to Quality Management for review.  This is a 25.7% decrease 
from the previous year.  This may be accounted for by the substantial increase in the 
number of adverse incidents that are reviewed for quality of care concerns but also 
counted separately and included in the volume of identified concerns.  All of the 
concerns were reviewed by a licensed clinician and elevated to the AVP of QM as 
needed if immediate interventions are deemed necessary for reasons of member safety.  
All submissions were reviewed by the Safety & Risk Management sub-committee which 
is co-lead by the Chief Medical Director and AVP of Quality Management and is 
comprised of staff from the Clinical, Quality Management, Regional Network 
Management and Provider Relations departments.   Investigations into the concerns are 
conducted by the Quality Management staff and then presented to the sub-committee to 
determine whether or not charts should be requested in order to conduct further 
investigation.  Once the committee feels that a complete investigation has been 
conducted the committee determines whether or not it is an actual quality care/service 
concern and what appropriate actions needed to be taken as follow up. 
 

 
 

Of the 231 potential concerns reviewed in 2014, 84 were identified to be actual quality of 
care/service concerns.   The 84 concerns were represented by 14.3 % (12) concerns 
involving youth, which is slightly lower than last year when youth represented 17.5% of 
the quality of care/service concerns.   In 2014, 85.7% (72) of the actual quality of 
care/service concerns involved adult members, which was a slight increase from the 
previous year when adults represented 82.5% of the concerns.   
 
In order to better track provider concerns related to the UM process, it was decided, 
toward the end of the year, for QM to track them using the quality of care submission 
process.  These UM specific concerns are separated out, logged and then forwarded on 
to the VO Regional Supervisors and Network Managers so they can follow up on the 
concerns directly with the providers. 

Quality of Care/Service 2008 2009 2010 2011 2012 2013 2014

Total Submissions 203 283 227 183 194 311 231
UM Concern and not 
evaluated for quality of 
care/service - - - - - - 14

Quality of Care/Service 203 237 95 34 80 103 84

Not Quality of Care 0 46 130 22 114 195 126

Undetermined 0 0 2 127 0 13 7
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Percentage by Category/Sub-category 
 

 
 
Upon review of the 84 quality of care/service concerns, 74 (88%) were deemed to be 
concerns categorized as clinical practice-related issues.  This is a lower percentage of 
the total than it was last year when 93% of the concerns were related to clinical practice.  
Other monitored events increased from 1% in 2013 to 7% this year, which is consistent 
with trends mentioned below for adverse incidents. 
 
 
 
 
 
 
 
 

Category/Sub-category Adult Youth
Grand 
Total

% of 
total 
QofC

Access to Care-Related Issues 1 1 1%
Unable to obtain appointment with Enhanced Care Clinic 1 1

Attitude and Service-Related Issues 1 1 1%
Provider/Staff rude or inappropriate attitude 1 1

Clinical Practice-Related Issues 65 9 74 88%
Adequacy of Assessment 5 2 7
Adequacy of Referral 1 1
Appropriateness of Treatment 2 2
Appropriateness of Tx 3 1 4
Delay in Treatment 8 1 9
Effectiveness of Treatment 1 1
Effectiveness of Tx 2 2
Failure of Follow Practice Guidelines 2 2
Failure to Coordinate Care 4 1 5
Failure to Follow Practice Guidelines 7 1 8
Failure to monitor Medication 1 1
Inadequate discharge planning 13 1 14
Pre-mature discharge 1 1 2
Prescribing wrong, too much, too many, too little medication 5 5
Timeliness of Assessment 9 1 10
Timeliness of Referral 1 1

Other Monitored Events 4 2 6 7%
Allegations of abuse/neglect by a provider/facility while in treatment 1 1
Attempted Suicide 2 2
Other occurances 2 2
Self inflicted harm requiring urgent or emergent medical treatment 1 1

Provider Inappropriate/Unprofessional Behavior 1 1 2 2%
Aggressive behavior 1 1
Inappropriate pharmacy/drug prescribing 1 1

Grand Total 72 12 84 100%
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Trends by Level of Care and Provider for Youth Members 
 

 
 

With the volume being so small for the year, there are no identified trends by specific 
providers.  The concerns coming out of Children Center of Hamden (CCOH) will 
continued to be monitored. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Quality of Care by Level of 
Care, Provider and Category

Clinical Practice-
Related Issues

Other Monitored 
Events

Provider 
Inappropriate/
Unprofessional 
Behavior

Grand 
Total

Emergency Room 1 1
Hospital of Central CT 1 1

Home Health 1 1
Equinox Home Care 1 1

Inpatient Hospital 4 1 5
Backus Hospital 1 1

Hampstead Hospital 1 1
Hospital of Central CT 1 1
St. Vincent's Hospital 1 1

Yale Hospital 1 1
Psychiatric Residential Treatme  3 1 4

Boys & Girls Village 1 1
CCOH 2 1 3

Residential Treatment Center 1 1
Adelbrook-CHOC 1 1

Grand Total 9 2 1 12
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Trends by Level of Care and Provider for Adult Members 
 

 
 

For the providers treating adult members, three trends have been identified and 
addressed over the course of the year.   
 
Hospital of Central Connecticut – Inpatient hospital 
Concerns with HOCC were addressed with increased oversight by the VO medical 
director and via the RNM and Clinical Supervisor through the PARs programs. 
 
SCAAD – Freestanding Detox  
Concerns regarding this provider focused on discharge planning and having alternative 
plans when beds are full.  This concern was addressed with the RNM for the regional 
meeting with the provider in order to determine other possible discharge plans when the 

Quality of Care by Level of Care, 
Provider and Category

Access to Care-
Related Issues

Attitude and 
Service-Related 
Issues

Clinical 
Practice-
Related 
Issues

Other 
Monitored 
Events

Provider 
Inappropriate/
Unprofessional 
Behavior

Grand 
Total

Emergency Room 1 1
Middlesex Hospital 1 1

Freestanding Inpatient Detox 11 11
SCAAD 8 8

Stonington 3 3
Hospital Based Detox 5 5

Middlesex Hospital 1 1
State of Connecticut J.D. Hospital 1 1

Yale Hospital 3 3
Inpatient Hospital 25 3 1 29

Bridgeport 1 1
Danbury 2 2

Day Kimball 1 1
Griffin 1 1

Hospital of Central CT 5 1 6
IOL 2 1 3

Johnson Memorial Hospital 3 3
L & M Hosp 1 1

Natchaug Hospital 3 3
St. Francis 1 1

St. Vincent's Hospital 3 1 4
Yale Hospital 2 1 3

Intensive Outpatient Program 1 6 7
Sound Community 1 1

Stonington 1 5 6
Observation Bed 1 1

Yale Hospital 1 1
Outpatient 1 1 2

Bridges 1 1
Catholic Charities 1 1

Partial Hospital Program 16 16
Stonington 16 16

Grand Total 1 1 65 4 1 72
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initial plan is not viable.  Other concerns were related to medication and either 
over/under prescribing.  The volume was too low (2) to determine if this was a trend but 
it will continue to be monitored in 2015. 
 
Stonington – PHP/IOP 
Continued concerns regarding the care that is being provided at this program are being 
addressed via chart audits and follow up corrective action plans.  Some limited progress 
has been made with this program in that they had increased their medical coverage with 
hiring a replacement psychiatrist and adding on a full time APRN.  There is still room for 
improvement around their assessments, group notes, and treatment plans.   

 
B. Number of adverse incidents identified (by youth and adult members) 

 
In 2014, a total of 688 events were submitted as possible adverse incidents.  Of this 
total, 462 were deemed adverse incidents and met the ValueOptions, Inc criteria (i.e 
member was receiving services or recently discharged from services managed by 
ValueOptions, Inc. and/or required emergent or urgent treatment following the incident) 
and were given a risk severity rating of at least “Minimal.”  
 

 
 
The remaining 226 reported incidents were deemed “Not Incidents” because the 
member was either not receiving services at the time of the incident or was not 
discharged within the past six months from services managed by ValueOptions, Inc. 
and/or did not require urgent or emergent medical treatment following the incident.  
These incidents were still tracked for potential quality of care, if in prior treatment, and 
the members were followed to see if additional VO services (peer, ICM, outreach, etc) 
were needed.   
 
Of the 462 identified adverse incidents in CY ’14 seventy-two (72) incidents (16%) 
involved youth members (0-17) and three hundred ninety (390) incidents (84%) involved 
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adult members.  This is similar to CY’ 13 where 16.1% of incidents involved youth 
members and 83.9% involved adult members. 
 
Annually, we saw an increase in reported incidents from 242 in CY ’13 to 462 in CY ’14.  
There was also an increase in incidents in 2014 that were deemed “Major” by the VO 
algorithm from twenty five (25) in CY’13 to forty six (46) and an increase in reported 
incidents that were designated “Sentinel” which went from zero (0) to two (2) in CY’ 14. 
In 2014, several internal process changes were made at the first of the year.  These 
include how care managers submit incidents to QM, which is now via the Care Connect 
system and QM staff now process all incidents received by entering them into Quality 
Connect.   Additionally, all incidents are now entered into the Connect System to allow 
tracking of trends and for internal tracking of member connect to care following the 
incident.  An increase in identified incidents as well as the increase in incidents with 
severity ratings of “Sentinel” or “Major” is also be related to our increased 
communication with members and providers directly via the ED Performance Target 
(PT), Inpatient Detox Performance Target (PT) and changes in our internal adult 
Intensive Care Mangers (ICM) and Peer Specialist (PS) roles from working more closely 
with providers to working more directly with members.  There were several reported 
incidents over the course of the past year related to members enrolled in the PTs, which 
were discovered because of the increased connection with members directly in the 
community.  Additionally, in CY’14 ValueOptions, Inc. started to manage the medical 
detox services for Medicaid members which may have also resulted in more reported 
incidents.  There has also been increased communication with CHN over the past year 
related to initiatives to co-manage members with comorbid medical conditions, which 
also resulted in receiving information about members that may have been associated 
with a possible adverse incident. 
 
Frequency of adverse incidents identified 
 

Adverse Incident Category  
 CY 
'08   

CY 
'09  

CY 
'10 

CY 
'11 

CY 
'12 

CY 
'13 

CY 
'14 

Property Damage  - - 1 - - - - 
Serious Adverse Reaction to 
Treatment  - 1 - - - - - 
Medication Errors  - - - - 3 - 1 
Other Occurrences - 2 3 - - 1 2 
Unanticipated Death  1 2 2 1 5 6 14 
Elopements  - 2 5 1 - 1 2 
Human Rights Violations  1 1 1 1 - - - 
Violent/Assaultive Behavior 
(non-lethal) 2 1 - 5 4 2 2 
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Injuries (Accidents): Urgent or 
Emergent  3 3 7 7 4 2 1 
Sexual Behavior 5 12 5 10 8 2 2 
Self-Inflicted Harm  7 5 169 226 252 228 438 
Total 19 29 193 251 276 242 462 

 
In 2014, there were 438 reported incidents related to member self-inflicted harm.  Thirty-
seven (37) of these incidents were Major, meaning the member had required emergent 
medical treatment and was in current treatment or had discharged from an inpatient 
facility within the past seven days prior to the incident.  All Major incidents were 
investigated and reviewed by the Safety and Risk Committee.  The Service 
CareConnect record was reviewed for all reported incidents to provide further 
information on the related treatment and incident, medical record requests for associated 
treatment providers were made for five (5) of the incidents and reviewed by the 
ValueOptions Medical Director, except in one case where the provider refused to 
disclose the requested medical record.  The findings from the investigations as to 
concerns with the care that the member was receiving prior to the incidents were that 
fifteen (15) of the incidents were Unfounded, sixteen (16) were Unable to Determine and 
three (3) were Founded.  For each of the Founded incidents, the identified provider took 
corrective action to improve their policies and/or procedures to address concerns. 
 
There was an increase in reported member unanticipated deaths in 2014 from six (6) to 
fourteen (14).  Investigations including medical record requests were made for the seven 
of these incidents as the severity rating was Sentinel (1) or Major (6) and members had 
been recently involved with inpatient treatment.  Results of the investigations resulted in 
three (3) Unfounded findings and four (4) Unable to Determine findings as the provider 
either refused to disclose records or an appropriate state agency was already 
completing an investigation.  The remaining reported member deaths were related to 
members who were not in recent mental health treatment and were reported to be 
related to natural causes (3), medical issues (3), or unknown (1). 
 
All reported adverse incidents are tracked by a VO Quality Specialist to evaluate a 
member’s connection to care after a high risk incident.  If a member does not connect to 
the identified aftercare services, the member is contacted to offer assistance through an 
outreach call or letter by a ValueOptions peer or customer service representative. 
All critical incidents and significant events are reported to the state departments except 
where it has been determined to have already been reported to the departments by the 
facility or provider. 
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Trends by Provider: 
 
In 2014, a system was utilized to identify trends related to providers and reported 
adverse incidents.  One provider was identified based on CY’ 14 analysis of associated 
adverse incidents. 
 
There were twenty four (24) adverse incidents reported regarding members either 
recently (within two weeks of discharge) or currently in treatment at Community Health 
Resources.  Eleven (11) were reported Moderate incidents, twelve (12) were reported 
Minimal incidents and one (1) Not Incident related to CHR outpatient or intensive 
outpatient level of care at the Bloomfield, Enfield, Manchester, or Willimantic locations.  
The majority of incidents (15) were associated with the Manchester location, five (5) 
were associated with the Enfield location, two (2) were associated with the Willimantic 
location and two (2) were associated with the Bloomfield location.  Due to the severity 
rating these concern received minimal investigation was conducted and the situations 
were track and trended.   
Based upon identification of this trend with Community Health Resource, more 
comprehensive investigations, such as requesting charts, will occur for new concerns 
going forward for the incidents associated with the Manchester location.  Furthermore, 
medical record requests will be made as appropriate to evaluate possible quality of care 
concerns associated with member treatment and/or safety. 

 
Recommendations for continuing goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

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

Description of activities and findings that include trending and analysis of the 
measures to assess performance over time: 
 
ValueOptions CT utilizes National ValueOptions Policy and Procedures except in cases 
where exceptions are needed to meet local contractual requirements.  At least annually, 
all policies and procedures (including attachments) will be reviewed, revised or retired by 
their respective departments.      
 
A review and approval was completed to existing Policy and Procedures in 2014.    
There were not any changes to current CT specific policy and procedures, nor were any 
new CT specific policies and procedures created.  
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Currently, all ValueOptions, Inc., national and CT specific policies are being reviewed to 
establish company-side standards for the development, management and 
communication of policies and procedures.  

 
Recommendations for continuing goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

 
Goal 5: Establish and maintain a training program that includes compliance with state 
regulatory requirements and HIPAA regulations and QM functions (Contract reference: 
V.1 and V.3)   
 

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

 
A.  Staff Training on state regulatory requirements   
 
Staff training on federal and state regulatory requirements is conducted with our new 
employees during new hire orientation and periodically throughout the year in 
departmental staff and ad-hoc meetings.  The Compliance Department completed 48 
face to face training sessions and sent 14 electronic training alerts to staff in 2014.  
During the month of May the engagement center participated in Corporate Compliance 
and Ethics Week.  Daily activities were designed to highlight the importance of 
compliance and ethics in the workplace. 

 
B. Staff Training on HIPAA/HITECH/42 CFR privacy regulations  

  
The CT Engagement Center staff completed the annual companywide 2014 HIPAA 
training.  ValueOptions National Human Resources Department monitored the process 
to ensure full compliance with this requirement.  Refresher trainings on basic information 
about PHI, what constitutes a HIPAA violation and how to report a HIPAA violation were 
conducted over the course of the year. 
 
During 2014, there were 10 audits conducted of the engagement center staff to ensure 
compliance with the rules around protecting PHI.  Additionally, all documents containing 
PHI is reviewed by a member of Senior Management prior to mailing to verify the 
member information in the letter matches the address on the envelope.  
 
The local and national compliance staff continues to monitor all violations closely. Each 
violation reported during 2014 was thoroughly investigated and placed into one of the 
categories listed below.  
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There were no privacy breaches during 2014.  There were 100 policy and regulatory 
(privacy) violations which equate to .0016% of the 64,438 authorizations issued during 
2014.   
 

• Sixty-Two (62) – Policy Violations:  
o Forty-Four (44) - Instances of incorrect information being entered into a 

member’s record set; there was no disclosure of PHI. 
o Six (6) – Authorizations were created for the wrong provider; an 

authorization letter was not generated.  
o Six (6) - Emails sent unencrypted to the intended party (Low risk as email 

went to intended party).  
o Two (2) Authorization was created for the wrong member; an 

authorization letter was not generated. 
o Two (2) – Emails sent encrypted to an unintended party (Low risk as 

email was sent to State Partner instead of a ValueOptions employee)  
o Two (2) – PHI released to provider without documenting Release of 

Information on file.  
 
• Thirty-Eight (38) – Privacy (Regulatory) Violations: 

o Thirty-One (31) - Authorizations were created for the wrong provider by 
Clinical Department or Central Night Service and an authorization letter 
was generated. 

o Five (5) – Authorizations were created for the wrong member and an 
authorization letter was generated.   

o One (1) – PHI release to a provider without a Release of Information on 
file.  

o One (1) – PHI released to wrong provider  

C. Staff Training on Denials and Appeals 
 
Trainings for the more seasoned clinical care managers on the denial process were 
done in individual supervision and with the region as needed over the course of the 
2014.  In 2015, in-service trainings will be established and conducted at specific times of 
the year with the appeals training following right after. 
 
Appeal trainings were also held with the clinical staff where provider and member appeal 
rights were reviewed as well as timeframes in which providers and members can appeal.  
The training discussed the various levels of appeals and reviewed that member level II 
appeals are conducted external to VO.  Separate trainings were conducted with the 
customer service and peer staff to ensure that they were able to provide accurate 
information regarding the appeal when receiving phone calls from members or providers. 
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D. Staff Training on Complaints 
 
The process for filing complaints were simplified at the end of 2013 and job aids were 
updated to reflect the changes.  Trainings to communicate the changes occurred during 
the last two weeks in March and additional trainings were held during the first two weeks 
of August in 2014.  These trainings were held during department staff meetings so that 
the attendance was smaller and tailored to the needs of the staff and their role in the 
company.  Monthly trainings were held for new staff as a part of the new hire training 
series. 
 
E. Staff Enrichment Trainings through the VO Academy 

 
The VO Academy was established in 2013 as an internal committee to provide training 
and development opportunities for all employees at ValueOptions CT.  The VO Academy 
provided 29 unique trainings in 2014 resulting in 45 training classes being held.  Many of 
the trainings were repeated a couple of times to ensure that as many people as possible 
could attend.  156 employees attended the various trainings that were offered.  The 
training opportunities ranged from trainings relating to professional development and 
emerging leaders, to support regarding software applications. 
 
F. Peer Staff Annual Trainings  
 
The role of the peers shifted this year with the addition of the Performance Target 
interventions.  The adult peers, in particular, received more extensive training as noted 
below in order to successfully engage members involved in the Performance Targets. 
 
Name of Training When Training 

length 
Agency 
Presenting 

Focus of Training 

Health Promoter Training 7/21/ & 
7/22 

2 days VO National MI/Chronic Illness/Stages 
of change 

Recovery Coach Oct., 2014 5 days CCAR Substance Use/Recovery 
Principles 

CONNECT PT Training July 
Tues/Thurs 

1 hr. 
segments 

VO CT PT system training 

Peer Specialist 
Certification 

Jan., 2015 6 weeks Advocacy 
Unlimited 

State Certification program 
for Peer staff 

CCAR  Services/Recovery July , 2014 1 day CCAR CCAR services and 
subcontract overview for 
PT 

Motivational  Interviewing Oct. 23, 
2014 

1 day J. Fader, 
Ph.D 

Motivational Interviewing 
Review 
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MI Coaching/Follow up Oct. 24, 
2014 

1 day J. Fader, 
Ph.D 

MI  Coaching/Leadership 
supervision/feedback 

Interactive Hygiene Nov. 12, 
2014 

Video VO CT Hand washing techniques 

Infectious Disease 
Training 

Dec. 12. 
2014 

1 hr. 
segments 

H. Pugliese, 
RN 

Infectious Disease 
Overview 

 
Recommendations for continuing goal in 2015:   
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan.  

 
Goal 6: Ensure timely telephone access to CT BHP (Contract Reference Q.3 and Q.4) 
 

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

 
Total Volume of Calls 

 

 
 
Annually, our call volume has decreased by 7.2% with nearly 3, 000 fewer calls. From a 
high of 130,457 in CY 2012 to our current call volume of 121,077 in CY 2014.  After 
reaching the highest number of calls for 2014 in Q3 (32,817), there was an 11.83% 
decrease to the lowest number of calls for the year in Q4 ’14 (28,934). While member 
and crisis calls resumed rates consistent with Q1 and Q2, provider calls decreased to 
the lowest number for the year in Q4 (21,822).  This decrease in provider calls, in part, 
may be due to the increase in requests for care being submitted via the web. 
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A. Average speed to answer   
 

 
 
The average speed of answer remained consistent in 2014 for crisis calls but with a 
slight increase for provider and member calls over last year.  Average answer speed 
continues to be well below the expected performance standards of 30 seconds for 
provider and non-crisis member calls and 15 seconds for member crisis calls.  

 
B.  Abandonment Rate 
 

 
 
Although the call abandonment rate increased in 2014 due to a large turnover in 
customer service staff, the rate is well below the performance standard of less than or 
equal to 5%. 
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C – D.   Percentage of calls placed on hold and average length of time on hold for 
Clinical, Customer Service and Crisis Calls  
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The percentage of provider, member and crisis calls placed on hold remains consistent 
with previous years. 

 

 
 
The average hold time for provider and member calls continues to trend up in 2014, 
while the hold time for crisis calls trends down.   
 
E. Average Length of Time on Call  
 

  
 
The average length of the portion of the call with customer service on all calls increased 
slightly in 2014 after reaching a low in 2013. 

 
Recommendations for continuing goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 
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Goal 7: Develop and implement Quality Improvement Activities (QIA) and initiatives to 
address opportunities for improvement (Contract reference M.6) 
 

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

 
A. Clinical Study:  Family-Based Approaches to Substance Abuse Treatment 
 

See Family-Based Approaches to Substance Abuse Treatment clinical study that 
was submitted to the Departments on December 8, 2014 and conditionally 
approved on January 22, 2015.  

 
B. Clinical Study: Outpatient Clinical Study 
 

See Outpatient Clinical study that was submitted to the Departments on January 
29, 2015 and approved on March 9, 2015. 

 
Recommendations for continuing sub-goal in 2014: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

 
Goal 8: Monitor performance of Customer Service staff via audits of performance 
(Contract reference: P.1.2) 
 

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

 
A. Assess individual Customer Service staff (at least 5 cases per month) on 
performance in five (5) areas   
 
During 2014, The ValueOptions NICE system was utilized to conduct auditing of the 
Customer Service Staff. The Customer Service Supervisor conducted these audits. The 
audit average for the department for audits conducted in 2014 was 98.82%.  Customer 
service staff received feedback regarding their individual performance during 1:1 
supervision and the Customer service team received feedback regarding overall 
department performance during staff meetings. 

Additional resources were instituted to reconcile NICE system audits that were not 
conducted in 2014.  Resources included supervisory live call monitoring with permission 
of caller(s), a thorough review of customer service job aids/workflows, and 
interdepartmental trainings specific to supplying the customer service agent with the 
most up to date information to respond to callers with accuracy.  Additional professional 
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growth trainings offered by the VO Academy provided customer service staff with tools 
to enhance customer service and call handling overall. 

 
B. Assess adequacy and accuracy of documentation of content of call.   
 
The Customer Service Department conducts audits of the accuracy of the 
documentation that results from calls into the department.  Audit results indicate that with 
the exception of misdirected calls (medical, dental or vision) Customer Service staff 
routinely document every call received.  Based on results from the NICE system, the 
scores for documentation were above the goal of 90%.  Actual results for calls that were 
audited in 2014 were 98.82%.  The audits identified opportunities for improvement in the 
quality of the documentation in member records regarding the content of the call.  This 
finding was followed up on during individual supervision, and weekly staff meetings. 
 
Opportunity for improvement around professional etiquette and tone was also identified 
during the audit process. During 2014, Resources in addition to NICE system call 
auditing included supervisory live call monitoring with permission of caller(s), a thorough 
review of customer service job aids/workflows, and interdepartmental trainings specific 
to supplying the customer service agent with the most up to date information to respond 
to callers with accuracy.  Additional professional growth trainings offered by the VO 
Academy provided customer service staff with tools to enhance customer service and 
call handling overall. 
 
C. Assess performance on the post call surveys 

 
During Q2, 2014 the Post Call Survey was implemented as a Pilot program to elicit 
feedback from CT HuskyHealth members regarding the customer service VO CT non-
clinical staff provided at the time of their call.  The survey was voluntary with over 360 
surveys taken; and resulting in over 95% satisfaction rate.  Feedback included overall 
satisfaction with service by customer service agents, however at times support was 
needed to schedule routine outpatient behavioral health services for HuskyHealth 
members. 
 
Recommendations for continuing goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 project 
plan. 

 
Goal 9: Ensure Utilization/Care Management department compliance with established UM 
standards (Contract reference: F.13) 
 

Description of activities and findings that include trending and analysis of the 
measures to assess performance over time:    
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A.  Clinical training plan is complete as defined in program description 
 
All new ValueOptions staff participates in general new hire orientation. The clinical 
department maintains a new hire checklist approved by the State to monitor trainings 
and training needs of staff. Continuing education for clinical staff is provided by the 
clinical department on a weekly basis, in addition to ValueOptions Academy trainings 
provided to the engagement center. Documentation of training is retained in Human 
Resource files of all clinical staff. CT BHP maintains a training site within a shared 
documents site which all employees utilize to register for trainings and view upcoming 
trainings.  
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B. Clinical staff utilize current, accurate information to manage contract 
 

Clinical staff are trained on all contract requirements including ongoing new and revised 
information and requirements. Established meetings serve as a forum to communicate 
this information to all staff.  Meetings include: Monthly compliance meeting to review 
contract requirements with management,  Call center and Interface meetings to 
communicate information to all Clinical liaisons, Peer staff and Customer service staff, 
Weekly Clinical department meetings, in addition to Geo team meetings and 
departmental meetings. A weekly Utilization Management committee meeting reviews 
changes to UM standards and establishes operational processes to implement contract 
requirements, including new and revised contract information.  

 
Recommendations for continuing sub-Goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

 
Goal 10: Monitor compliance with individual standards for ICM caseload expectations  
 

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

 
A. Review data for ICM consumers and program services utilized 

 
For those members who are not connected to the service delivery system, ICM efforts 
focus on identifying and connecting the member to the appropriate provider(s), and may 
also include a referral to our Peer Support Team, Advanced Behavioral Health (ABH) 
case management and/or the LMHA to help identify community based resources to 
facilitate a positive outcome.  Referrals to ABH and Peer Services are tracked monthly 
and reviewed for accuracy.  For active cases, ICMs and Clinical Managers continuously 
view internal census reports and dashboards to understand utilization patterns across 
levels of care, to monitor ALOS, to improve care coordination with providers, and to 
ensure that assessments/documentation in the ICM module have been completed. 

 
B. Review ICM admission criteria 

 

Referral Criteria – ValueOptions Clinical Leadership, in partnership with the State 
partner agencies, have developed referral criteria for the CT Engagement Center ICM 
Program based on capacity and contract-specific requirements. The contract managers 
of the partner agencies work with ValueOptions Clinical Leadership to determine how to 
maximize resources and prioritize referrals within the standard criteria. ICM referral 
criteria is based on utilization of services or factors which present as a barrier to 
treatment or clinical services to the member in four key  areas; acute psychiatric care 
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services, treatment engagement, clinical risk,  and other factors which may put a 
member at clinical risk. 

 
Triage - The referral is pre-screened by the Regional Clinical Supervisor (for Child ICM 
referrals) to evaluate appropriateness for the program. Once these factors are 
evaluated, further stratification can occur through use of the ICM module Assessment 
tool in the Care Connect system.  Information considered in the pre-screen includes: 

• Case documentation in the UM or medical management system  
• Program criteria  qualifications 
• Coordination with medical and behavioral Care Managers or providers 

familiar with the needs of the individual 
• level of risk based upon history and current clinical data 

 
ICM staff then review member history and current acuity to develop an acuity 
stratification/tier based on the 16 categories outlined below in the Care Connect ICM 
module. The ICM acuity is automatically scored and the level of tiered intervention is 
assigned. 
 
Low ICM Intensity At-Risk defined by: 

• Members being referred from Inpatient facility to PRTF, RCT, GH, Riverview 
or CVH hospital or other State inpatient admission. 

• Those members requiring coordination of care due to demonstrated, 
documented and consistent non-engagement with community-based services 
for a period of at least 6 months, placing member at risk for psychiatric or 
substance abuse hospitalization. 

• Adolescents aging out of DCF or special education services who are 
diagnosed with a psychiatric condition and who are encountering barriers to 
care. 

• Those members discharging from a long term placement or state facility who 
are in need of coordination of care.  

 

Moderate and High ICM intensity; At-Risk defined by: 

In order to be considered for admission to the most intensive levels of ICM care 
management (Tier 2 and Tier 3), at a minimum an individual must meet each of 
the three following criteria (note: all adult members referred by the 5 partnering 
hospitals for the purposes of reducing of ED visits/medical detox are considered 
high intensity): 

 
1. Demonstrate behavioral symptoms consistent with a DSM-5 diagnosis which 

requires and can reasonably be expected to respond to therapeutic 
intervention  

2. Require assistance in obtaining and coordinating treatment, rehabilitation 
and social services 
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3. Member must be identified with a high risk status (defined as a likelihood of 
self-injury, death, inability to care for self, in need of hospitalization to ensure 
safety, and/or prevent harm to others).  The clinical and quality leadership, in 
discussion with State partners, will determine which factor(s) will be 
prioritized for program participation based on contractual requirements, 
program capacity, and population patterns.  Examples of factors indicating 
high risk might include, but not be limited to, any of the following:   

 
a. Multiple IP admissions – For children, more than four inpatient 

admission within the past six months for primary behavioral health 
issues or co-morbid behavioral/medical health conditions, and no 
evidence of ongoing treatment support following the IP discharge to 
resolve issues precipitating the need for acute care.  

b. Multiple ED admissions – For children, more than four (4) 
Emergency Department visits with psychiatric complaints in the past 
six months and no evidence of ongoing treatment support within the 
last 60 days following the last ED discharge to resolve issues 
precipitating the need for emergency care.  For Adults, 7 or more ED 
visits in 6 months with a behavioral health diagnosis listed as primary 
or secondary.  

c. Need for Hospital-based detox - Medical co-morbidities requiring 
medical management for detoxification in a hospital setting. 

d. Significant suicidal or homicidal risk – For children, recent history 
(within the past six months) of serious, life threatening attempts 
requiring medical treatment, and for which Intensive Care 
Management is indicated to ensure ongoing treatment support and 
promote patient safety.  

e. Failed out-of-home placement(s) or significant disruption of a foster 
placement during the last six months.  

f. Repeated high risk behaviors – For children, determination of 
repeated high risk behaviors (as evidenced by a likelihood of self-
injury, death, inability to care for self, hospitalization, and/or prevent 
harm to others)  including, but not limited to, running away from 
treatment facilities, repeated non-compliance with treatment or 
medications, engaging in repeated self-injurious behaviors, or 
involvement with protective services agencies.  

g. Member of Special vulnerable population group (with no evidence 
of ongoing treatment support to resolve potential issues associated 
with their condition): 

i. Children 5 yrs. old or younger with Bipolar diagnosis 
ii. Children 10 yrs. old or younger with IP admit 
iii. Special Needs Population (SNP) such as Autism spectrum 

diagnosis with PDD as a contributing factor; Child or 
adolescent whose parent has a history of a SA/MH issue and 
who needs assistance with  child-care needs 

 
The criteria for Intensive Care management services for the adult population 
changed significantly in July 2014.   All members receiving ICM assignments were 
either high ED utilizers or utilizers of hospital-based detox (reported above).  In 
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partnership with state agencies and 5 area hospitals, VO has shifted the focus of 
ICM interventions to better meet the needs of these two high risk populations. All 
adult members receiving ICM have volunteered to participate in the program and 
sign “opt in” paperwork indicating their understanding and voluntary acceptance of 
the ICM (and Peer) services. 

 
C. Review discharge criteria 

 
To fully assess discharge readiness the ICM consults the treating providers/supports 
and the adult member (when possible). The member’s current status may be reviewed in 
multidisciplinary rounds to help inform case closure. A post program plan is developed to 
confirm resources which will be used for continued care and how to contact the ICM 
program if a significant change indicates the need for re- involvement.  
 
When the member meets discharge criteria and a post-discharge plan has been 
developed and agreed to by multidisciplinary team, the ICM discharges the member 
from active status in the ICM program and closes out the case in the UM system by 
indicating a case expiration date.   
 
Typical reasons for case closure/ discharge criteria include: 
• Member is assessed to be safely engaged in ongoing treatment. The identified 

barriers to treatment have been resolved and the member is able to participate in 
and benefit from more standard treatment and management programs without the 
need for the intensity and support of the ICM program. 

• The member has returned to functional or symptomatic baseline and there is no 
reasonable expectation of further improvement and no longer requires ICM. 

• ICM goals have been met or services have been discontinued by the provider(s) 
because the member no longer requires those services. 

• Member/family declines to accept the proposed treatment plan (for adult members, 
this includes ICM/Peer services) or a viable alternative or is unwilling or unable to 
participate in the treatment plan or follow appropriate recommendations. 

• Member enters long term residential or custodial care. 
• Member is no longer eligible for Medicaid covered services. (Appropriate 

transition/coordination of care will be provided by VO to ensure connection with new 
insurer).   

• Ongoing CM services from another resource such as the medical ASO, ABH or 
LMHA are better positioned to address the member’s primary needs.  VO’s ICM may 
continue involvement as a secondary consultant, as needed.   

• The multidisciplinary team agrees that the member is ready for discharge from the 
ICM program or that the intended degree of stability has been reached. 

• Member is not responsive to outreach attempts, supports or referrals.  
• The member died. 

 
D. Review high utilizers report 

 
There are two reports that track high utilization.  The first is the high utilizer report which 
includes all Medicaid members who have been admitted to 4 higher levels of care (IPF, 
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IPM, and PRTF) in the past 6 months. The second report is specific to members who 
frequently visit emergency departments (7 visits in 6 months).   This report is sent to the 
five pilot hospitals monthly so that ED staff can identify and refer adult ED frequent 
visitors to ICM services.   

 
E. Identify monitors to assess the success of the ICM program, including pilot 
programs 

 
In 2014, the Adult ICM program changed to a face to face model.  Each ICM works with 
a specific hospital and partners with a Peer specialist to meet members, describe the 
program, and provide ongoing support and coordination of care. The QM department 
has been instrumental in gathering data about the populations working with the 
ICM/Peer teams.  Basic demographics and utilization patterns of the target populations 
have been aggregated and analyzed.  An outcome analysis is expected in 2015.  
Anecdotally, providers and members have reported the following benefits from the 
program: increased communication among community providers, improved connection 
to non-traditional resources, increased (and faster) access to community services. 

 
As indicated below, discharge delay for children is the lowest it has been, at 6.9%.  
Despite having fewer congregate treatment options, especially for young children, 
throughput remained stable in 2014, evidenced by the low percentage of discharge 
delay days.    

 
F. Review elements and services that may be impacting discharge delay 
 
The inpatient percent of days delayed for this year was the lowest annual percent 
recorded. The total percentage of days delayed has also continued to decrease. The 
decrease in delay for the Non-DCF population is the primary driver of the overall 
decrease seen this year. The percent of Total Days Delayed decreased by 1.5 
percentage points to 6.9%, the lowest in the last 5 years. Both DCF and Non-DCF had a 
reduction in the number of cases delayed.   

While Non-DCF Percent of Days Delayed decreased 2.6 percentage points to 4.5%, 
DCF Percent of Days Delayed increased by 1.3 percentage points to 12.8%. The Non-
DCF population has a lower percentage of days delayed than the DCF population over 
all quarters. The DCF and Non-DCF populations each comprised 50% of the annual 
cases delayed. 

The greatest percent of discharge delay for the year were those children awaiting PRTF 
level of care. The population awaiting community PRTF level of care are those children 
who are ages twelve and under. Even though the number of cases delayed reached its 
lowest level in CY14, the average days delayed increased by 24.5 days. This is the 
highest recorded average days delayed in the five measured years, and is a 43.4% 
increase from CY13.  
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Over the past three years, there has been a decrease in the number of days for children 
in delay awaiting placement at Solnit Center Inpatient. The percent of days delayed for 
children awaiting Solnit Center Inpatient was 22.5% in CY14, which is down from 23.3% 
in CY13.  
 
 ValueOptions continues to collaborate with inpatient providers and State agencies to 
address the barriers and the gaps in the service delivery system that contribute to 
discharge delay at various levels of care. Clinical service availability for children 12 years 
old and younger remains a particular concern. Due to State mandates, DCF and 
hospitals are no longer requesting residential or Solnit placement, but instead are more 
frequently seeking PRTF. While the discharge delay days and volume of children 
awaiting the State hospital and Residential placement has decreased over the past year, 
the volume and the time in discharge delay awaiting PRTF has increased. The initiative 
to place children in family settings, such as foster care, has also resulted in an increase 
in days delayed. 
 
In hospital emergency departments, the Rapid Response system utilized at CCMC to 
address high volume and delays in the emergency departments has continued. The goal 
is to support connection to the right clinical services in a timely manner and prevent 
unnecessary hospitalizations. The program also assists in building a diversion system 
that can then follow the youth post discharge from the emergency departments within 
the community. In Q3 2014, the Rapid Response model was implemented at St. Mary’s 
Hospital emergency department. It is the goal in the upcoming quarters to expand this 
model to other high volume emergency departments.   
 
Intensive Care Managers have continued to work on site at the DCF area offices and 
participate in weekly rounds on the inpatient units as well as manage children in out of 
state hospitals that treat specialized populations.   
 
The Intensive Care Managers have implemented weekly triage meetings with the Solnit 
PRTF units (South and North), and the community PRTFs to discuss admissions, case 
management, discharge planning, and identifying those youth who may be at risk for 
discharge delay.  
 
Recommendations for continuing sub-goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 
 

Goal 11: Monitor for under or over-utilization of behavioral health services; identify 
barriers and opportunities 
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Description of activities and findings that include trending and analysis of the 
measures to assess performance over time:    

 
Youth Membership: 
 

 
 

 
 
Total Youth membership has increased every quarter since 2011.  In 2014, the first three 
quarters saw large increases (6,483, 5,444, and 5,986 members, respectively), likely due 
to the Affordable Care Act, with the fourth quarter returning to a more historical level (635 
members).  Youth membership has increased annually since 2008; membership 
increased 3.5% from 2013 to 2014. 
 
After decreasing each quarter since Q4 ’12, the DCF membership went up in each of the 
first three quarters of 2014 (313, 335, and 160 members, respectively) and decreased 
slightly (131 members, or 1.5%) in Q4 ’14. 
 
Please note in the graph above that dual eligible members have been removed.  
 
Adult Membership: 
 
Due to anticipated updates in the membership for the final quarter of 2014, analysis of 
the annual adult membership will be pended until submission of the quarterlies in either 
June or September 2015.  

 
A. Inpatient Psychiatric Hospitalization  

 
 
 

Q3 '12 Q4 '12 Q1 '13 Q2 '13 Q3 '13 Q4 '13 Q1 '14 Q2 '14 Q3 '14 Q4 '14
Total Membership (Inc Adults) 688,756 691,598 696,241 702,786 706,645 710,829 770,252 793,714 805,984 824,570 
Total Youth Membership (DCF and Non-DCF) 299,322 299,917 300,594 302,070 304,190 304,986 311,469 316,913 322,899 323,534 
Non-DCF 292,066 292,874 293,889 295,693 297,828 298,545 304,748 309,997 315,855 316,476 
DCF 9,302      8,756      8,505      8,231      8,177      7,964      8,277      8,612      8,772      8,641      
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Youth Inpatient Psychiatric Hospitalization   
 

 

 

The Total Admits/1,000 decreased by 7.8% from CY ’13 to CY ’14 (0.77 to 0.71), 
returning to historic levels. The decrease was driven by the DCF Admits/1,000, which 
decreased by 21.1% from CY ’13 to CY ’14 (0.19 to 0.15). Non-DCF Admits/1,000 
remained constant over the last 2 years.   
 
Non-DCF involved youth made up 78.5% of total admissions in CY ’14, a 3.5% increase 
from CY ’13. 

Admits/1,000 CY '10 CY '11 CY '12 CY '13 CY '14
Total 0.72 0.69 0.70 0.77 0.71
Non-DCF 0.44 0.46 0.51 0.58 0.56
DCF 0.28 0.23 0.19 0.19 0.15

Admissions CY '10 CY '11 CY '12 CY '13 CY '14
Total 2,226 2,306 2,418 2,703 2,648
Non-DCF 1,356 1,538 1,748 2,025 2,080
DCF 870 765 670 676 568
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Total Days/1,000 for all members decreased by 0.96 days to 8.74 days from CY ’13 to 
CY ’14, the lowest rate in the last 5 years. DCF Days/1,000 decreased by 0.6 days to 
2.38 days from CY ’13 to CY ’14, also the lowest in the last 5 years. Total number of 
cases decreased by 2.3% from CY ’13 to CY ’14 after a 14.5% increase from CY ’12 to 
CY ’13. 
 
A decline in the number of DCF cases is responsible for the reduction in the total 
number of cases.  DCF cases decreased by 110, a 15.8% decrease from CY ’13 (697 
cases) to CY ’14 (587 cases), while the number of Non-DCF cases increased slightly, by 
2.3%, from CY ’13 (2,072 cases) to CY ’14 (2,119 cases). 

Days/1,000 CY '10 CY '11 CY '12 CY '13 CY '14
Total 10.47 9.05 9.12 9.70 8.74
Non-DCF 5.03 5.26 5.67 6.73 6.36
DCF 5.45 3.78 3.45 2.98 2.38

Cases CY '10 CY '11 CY '12 CY '13 CY '14
Total 2,527 1,942 2,418 2,769 2,706
Non-DCF 1,377 1,558 1,785 2,072 2,119
DCF 913 791 708 697 587
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Total ALOS for Inpatient stays decreased to 12.2 days in CY ’14, the lowest ALOS in the 
last 5 years.  Overall, the DCF youth population continues to have a longer ALOS than 
the Non-DCF youth population.  The DCF youth ALOS remained about the same in CY 
’14 as in CY ’13, while the Non-DCF population decreased slightly over the past year. 
The range of LOS for DCF youth was from 1 – 122 days, and for the Non-DCF youth 
was 1 – 334 days. 

ALOS CY '10 CY '11 CY '12 CY '13 CY '14
Total 14.7 13.1 13.1 12.7 12.2
Non-DCF 11.5 11.4 11.1 11.8 11.2
DCF 19.7 16.5 18.0 15.5 15.6

Discharges CY '10 CY '11 CY '12 CY '13 CY '14
Total 2,244 2,277 2,424 2,712 2,638
Non-DCF 1,357 1,521 1,738 2,034 2,070
DCF 887 753 686 678 568
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The ALOS for the DCF (3 – 12 year-old) population decreased by 0.3 days to 16.2 days 
in CY ’14, the lowest length in the last 5 years. The length of stay for the DCF youth this 
year ranged from 1 – 104 days.  The ALOS for the Non-DCF (3 – 12 year old) youth 
decreased by 0.8 days to 11.8 days from CY ’13 to CY ’14, after a 0.5-day increase from 
CY ’12 to CY ’13. The range of LOS for Non-DCF youth this year was 1 – 134 days.  

CY '10 CY '11 CY '12 CY '13 CY '14
DCF 3-12 20.2 16.7 17.1 16.5 16.2
Non-DCF 3-12 11.8 12.8 12.0 12.6 11.8

DCF 3-12 Discharges 306 247 223 216 156
Non-DCF 3-12 Discharges 450 461 529 556 554
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The ALOS for the DCF, 13 – 17 year-old population decreased slightly from CY ’13 to 
CY ’14. The length of stay for this population ranged from 1 day to 112 days. The ALOS 
for the Non-DCF, 13 – 17 year-olds decreased slightly, by 0.5 days. The range of LOS 
for Non-DCF youth was from 1 – 96 days. 
 
PARS ALOS Comparison 
 

 

CY '10 CY '11 CY '12 CY '13 CY '14
DCF 13-17 16.9 15.8 17.5 14.6 14.3
Non-DCF 13-17 10.3 10.4 10.1 10.4 9.9

DCF 13-17 Discharges 476 435 420 434 374
Non-DCF 13-17 Discharges 815 970 1,074 1,303 1,350

CY '12 CY '13 CY '14

Hartford Hospital 14.3 14.6 15.7 1.1 
Manchester Hospital 7.2 7.5 8.8 1.3 
Natchaug Hospital 13.2 13.3 11.5 -1.8 
St. Francis 13.1 11.7 11.5 -0.2 
St. Vincent's 13.1 10.7 9.5 -1.2 
Waterbury Hospital 7.9 8.0 8.9 0.9 
Yale New Haven Hospital 12.5 12.5 10.9 -1.6 
St. Raphael 13.8 0.0 0.0 N/A N/A
Big Seven Pediatric Hospitals 12.6 12.1 11.4 -0.7 

Provider Analysis and Reporting (PAR)
Inpatient Pediatric Hospitals Average Length of Stay (ALOS) Comparison

ALOS
CY '13 to CY '14 
ALOS Change
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The In-State Pediatric Hospitals’ ALOS decreased by 0.7 days from CY ’13 to CY ’14. 
 
Four In-State Pediatric Hospitals (Natchaug Hospital, St, Francis, St. Vincent’s, and Yale 
New Haven Hospital) had a decrease in ALOS from CY ’13 to CY ’14, with Natchaug, St. 
Vincent’s, and Yale reducing ALOS by at least 1.2 days. Hartford Hospital, Manchester 
Hospital, and Waterbury Hospital had an increase in ALOS from CY ’13 to CY ’14, with 
Hartford Hospital and Manchester Hospital increasing ALOS by over 1 day. 
 
After an 11.7% increase in discharges from CY ’12 to CY ’13, discharges decreased by 
75 cases, a 3.0% decrease from CY ’13 to CY ’14. 
 
From CY ’13 to CY ’14, there has been a decrease in the Inpatient Admits/1,000, the 
Days/1,000 and the ALOS for the HUSKY Youth population. The DCF population in all 
three categories drove the decreases. The Non-DCF youth continue to utilize more 
Inpatient Days with greater admissions than the DCF youth. Most likely, this continues to 
be related to the greater volume of Non-DCF members compared to DCF involved 
members. Overall, DCF youth continue to have longer lengths of stays, but less Inpatient 
Admits/1,000 and Days/1,000 compared to the Non-DCF youth. 

 
 
 
 
 
 
 
 
 
 
 
 
 

CY '12 CY '13 CY '14
Hartford Hospital 305 359 346
Manchester Hospital 122 146 137
Natchaug Hospital 444 471 492
St. Francis 280 282 259
St. Vincent's 280 308 302
Waterbury Hospital 102 125 86
Yale New Haven Hospital 513 818 812
St. Raphael 200 0 0
Big Seven Pediatric Hospitals 2246 2509 2434 -75.0

-23.0
-6.0

-39.0
-6.0
N/A

DISCHARGES (N)

-13.0
-9.0
21.0

CY '13 to CY '14
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B.    Inpatient Psych - Percent Days in Discharge Delay  
  

 
 

 
 
The percent of Total Inpatient Days Delayed decreased by 1.5 percentage points to 
6.9% in CY ’14, the lowest in the last 5 years. 
 
While Non-DCF Percent of Days Delayed decreased 2.6 percentage points to 4.5% from 
CY ’13 to CY ’14, DCF Percent of Days Delayed increased by 1.3 percentage points to 
12.8% in that time. The Non-DCF population continues to have a lower percent of days 
delayed than the DCF population over all quarters. 
 
Total number of cases decreased by 15% from CY ’13 to CY ’14. Both DCF and Non-
DCF had a reduction in the number of cases delayed. 
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These are cases that were in delay and have since discharged. 
 
Overall, the number of members delayed awaiting State Hospital, PRTF, and RTC have 
decreased from CY ’13 to CY ’14. The number of delayed cases awaiting RTC 
decreased most significantly, by 14 cases, a 60.9% decrease from CY ’13 to CY ’14. 
The youth who were awaiting a PRTF level of care utilized the most inpatient days in 
delay, 926 total days in delayed status. This was followed by those youth awaiting Solnit 
inpatient who utilized 697 total days in delay. 
 
In Q3 ’14, a new category was identified, Awaiting Placement–Solnit PRTF. Four (4) of 
the sixty-six members Awaiting PRFT were Awaiting Solnit PRTF in CY ’14. 
 
The percentage of Discharge Delay days has decreased over the past year from 8.4% to 
6.9%, which is the lowest discharge delay percentage in the past five years. Over the 
past three years, most children in delayed status while inpatient awaited PRTF 
placement.  This accounted for the most days spent in discharge delay status each year. 
There has been a decrease in the number of days and children in delay awaiting 
placement at Solnit over the past three years. Only nine cases in CY ’14 were in delay 
awaiting Residential placement, a decrease from last year. However, the average length 
of time youth spent on an inpatient unit awaiting Residential increased this year. 
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C. Inpatient Psych – Average Acute LOS 
 

 
 
The acute average length of stay continues to remain stable since coming down from a 
high in 2010. 
 
Solnit Center Inpatient 
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Solnit Center Inpatient Average Length of Stay has decreased by 10.3 days from CY ’13 
to CY ’14, a 9.3% decrease. Both the Non-Court ordered and Court-Ordered ALOS 
decreased from CY ’13 to CY ’14 (by 3.6 days and 13.4 days, respectively). The Non-
Court ordered ALOS has been decreasing since CY ’10 (↓91.6 days), whereas court-
ordered ALOS has shown only small variations since CY ’10. Non-Court ordered 
discharges decreased from CY ’13 to CY ’14 (↓11 discharges), while Court Ordered 
discharges increased from CY ’13 to CY ’14 (↑15 discharges). It is also noteworthy that 
the percentage (Volume) of Court Ordered cases has increased from 18.9% in CY ’13 to 
28.3% in CY ’14.  
 
Solnit Center Inpatient: Discharge Delay 
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The number of days delayed at Solnit Center Inpatient decreased by 215 days from CY 
’13 to CY ’14, a 21.3% decrease.  The number of Solnit Inpatient days delayed has been 
decreasing steadily since CY ’10, down 90.0% from CY ’10 to CY ’14.  The number of 
cases delayed increased from CY ’13 to CY ’14 (↑7 cases); however they have been 
decreasing overall since CY ’10, down 87.7% from CY ’10 to CY ’14. After an increase in 
the average number of days delayed in CY ’13, the average for CY ’14 is now at 36.2 
days, which is the lowest average number of days delayed in five years. 
 

 
These are cases that were in delay and have since discharged. 

 
The overall ALOS for youth inpatient at Solnit has decreased over the past year, 
continuing the trend seen for the past three years. The ALOS for both the Non Court-
ordered youth and the Court-Ordered youth decreased from CY ’13 to CY ’14. The 
volume of Court ordered youth has increased, but they have had a shorter length of stay, 
which allows for greater throughput on Solnit Center’s inpatient unit over the past year. 
In addition, the percentage of discharge delay for all youth over the past year has also 
decreased by 21.3%, allowing for increased capacity at Solnit. The average time a child 
spends in discharge-delayed status is the lowest in five years. This decrease supports 
timely access to Solnit for those children on delay in the community inpatient units and 
emergency departments. Most of the children on delayed status at Solnit were awaiting 
congregate care placement (7). 
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Adult Inpatient Psychiatric Hospitalization 

 
Due to anticipated updates in the membership for the final quarter of 2014, annual 
analysis of the adult utilization will be pended until submission of the quarterlies in June 
or September of 2015.  

 
D. Inpatient Detox (IPD)  

 
Due to anticipated updates in the membership for the final quarter of 2014, annual 
analysis of the adult utilization will be pended until submission of the quarterlies in June 
or September of 2015.  

 
G. Psychiatric Residential Treatment Facility (PRTF)  

 
Community PRTF 
 

 
 

 
 
The number of community PRTF admissions increased by nine from CY ’13 to CY ’14. 
The number of admissions is within the range recorded over the past five years. 
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The Days/1,000 for community PRTF remained essentially unchanged from CY ’13 to 
CY ’14. The rate has been decreasing slightly since CY ’10. 
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The PRTF ALOS has increased for the past two years. From CY ’13 to CY ’14, the 
community PRTF ALOS increased by 23.4 days, a 15.8% increase. The number of 
discharges in CY ’14 remained in the range recorded over the previous five years. 
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The Community PRTF days delayed increased by 436 days from CY ’13 to CY ’14, a 
25% increase. Community PRFT days delayed had been decreasing since CY ’10, but 
started to increase in CY ’13.  This increase occurred despite a slight decrease in the 
number of cases delayed.  The cases delayed reached its lowest level in CY ’14, with 27 
cases delayed. This result indicates there are fewer children on delayed status, but that 
they are waiting longer for placement or treatment options in the community. The 
average days delayed increased by 24.5 days from CY ’13 to CY ’14.  This is the highest 
recorded average days delayed in the five measured years, and is a 43.4% increase 
from CY ’13. 
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The percentage of children who were on delayed status “Awaiting Going Home” 
increased significantly from CY ’13 to CY ’14, from 5.3% to 44.0%, respectively. Awaiting 
Going Home does not mean that members are no longer receiving any services, as 
home-based services (ex. IICAPS, MDFT, MST, FFT) may still be needed. Members 
Awaiting Going Home may be waiting for a variety of reasons, such as the community or 
the family is not yet adequately prepared to have the member return home. The 
quarterly breakdown is provided below, and for each quarter in CY ’14, Awaiting Going 
Home increased from the previous quarter. 
 
The numbers of Admissions, ALOS and Days Delayed have increased over the past 
year. The percentage of discharge delay days increased 25% from last year, and while 
there were fewer children on delay, there was a 43.4% increase in the average time a 
child spent on delay. This was the longest average length of time spent in delay in the 
past five years. Most children in PRTF delay were awaiting a Foster home placement, 
followed by those awaiting services going home. This result most likely has occurred 
because there were no available foster care families, and/or the discharge plan changed 
during the delay to return children home to their families with wrap-around services. This 
change may explain the extended period in discharge delay awaiting return home. There 
continues to be limited options for the under 12-age group who require additional 
stabilization. It continues to be necessary to increase community resources, foster care 
resources, and services that are capable of meeting the complex needs of this 
population. 
 
Solnit Center PRTF 
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Solnit North PRTF opened on December 1, 2013, which accounts for the rise in 
admissions, days/1,000, and number of days delayed in that time period.  The number of 
admissions to Solnit PRTF increased by 78 from CY ’13 to CY ’14 (127.9%) 

 
 

 
 

Both PRFT days/1,000 and admissions increased from CY ’13 to CY ’14 (3.02 and 78, 
respectively). 
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Solnit PRTF days delayed and cases delayed both increased from CY ’13 to CY ’14 (848 
days and 15 cases, respectively).  Q4 ’14 accounted for a majority of the increase seen 
in CY ’14. 

 
The Solnit PRTF level of care continues to increase admissions as both North and South 
facilities are operational and at capacity. There continues to be an increase in the 
number of days delayed at Solnit PRTFs. There were 21 cases in discharge delay in the 
Solnit PRTF level of care for adolescents, and most of the adolescents in delay (19 of 
21) were awaiting a placement. A closer look indicates over half of those children (11 of 
19) were awaiting congregate care, while the remaining eight were awaiting community 
services and foster care. 
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Residential Treatment Centers (RTC)   
 

 
 
The percent of In-State admissions has remained above 93% for the last 3 years, and 
above 95% for the last 2 years. The low volume of admissions to OOS RTCs is 
consistent with DCF’s policy of a preference for placing children in-state except under 
extraordinary circumstances and using only In-State RTCs.  This trend is expected to 
continue. 

 

 
 
After a 42.7 day decrease for In-State ALOS from CY ’12 to CY ’13, there was an 
increase of 55.5 days; this is the first increase for In-State ALOS in the last five years. 

 

 



V a l u e O p t i o n s - C T  A n n u a l  Q M / U M  E v a l u a t i o n  
 

Page 66 

After four years of steady increases in Out-of-state ALOS, there was a decrease of 12.5 
days; the first decrease in the last five years. Out-of-state ALOS continues to remain 
substantially higher than in-state ALOS due to the acuity and complexity of the youth 
placed out of state. 

 
F. Day Treatment Programs: Partial Hospital Programs (PHP), Intensive 
Outpatient Programs (IOP) and Extended Day Treatment (EDT) 
 
 

 
 
 

 
 

 
 
While the admits/1,000 for PHP and EDT have remained stable year over year, IOP has 
steadily decreased.  
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G. Home based Services (MDFT, MST, FFT Total)  
 

 
 

 
 

 
 
The admits/1,000 for MDFT has increased year over year since 2010, while MST has 
only increased over the last two years.  After remaining stable for several year, the 
admits/1,000 for FFT decreased slightly in 2014. 
 
 
 
 
 
 
 
 
 

Admits/1,000 CY '10 CY '11 CY '12 CY '13 CY '14
MDFT 0.07         0.12         0.16         0.17         0.18         
MST 0.03         0.04         0.04         0.09         0.10         
FFT 0.10         0.09         0.10         0.10         0.08         

Admissions CY '10 CY '11 CY '12 CY '13 CY '14
MDFT 208          404          563          615          678          
MST 104          146          131          327          384          
FFT 323          291          333          337          297          
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HOME BASED SERVICES (IICAPS) 
 

 
 

 
 

 
 
The admits/1,000 for IICAPS reached a high in 2013 and has since come down slightly 
in 2014. 
 
H. Home Health 

 
Due to anticipated updates in the membership for the final quarter of 2014, annual 
analysis of the adult utilization will be pended until submission of the quarterlies in June 
or September of 2015. 

 
I. Ambulatory Detox (AMD)   

 
Due to anticipated updates in the membership for the final quarter of 2014, annual 
analysis of the adult utilization will be pended until submission of the quarterlies in June 
or September of 2015. 

 
 

Admissions CY '10 CY '11 CY '12 CY '13 CY '14
IICAPS 1,639 1,968 2,160 2,266 2,270
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J. Methadone Maintenance (MET)  
 

Due to anticipated updates in the membership for the final quarter of 2014, annual 
analysis of the adult utilization will be pended until submission of the quarterlies in June 
or September of 2015. 

 
K. Outpatient (OTP/TST)  
 

 
 

 
 

 
 
The admits/1,000 for Outpatient has steadily increased over the last four years. 
 
Due to anticipated updates in the membership for the final quarter of 2013, annual 
analysis of the adult utilization will be pended until submission of the quarterlies in June 
or September of 2015. 
 
 
 
 
 

Admissions CY '10 CY '11 CY '12 CY '13 CY '14
OTP 23,223 24,432 26,432 27,518 29,756
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Outpatient: ECC vs. Non-ECC 
 

 
 
The annual number of ECC evaluations decreased slightly from CY ’13 to CY ’14 by 
3.5% (19,041 to 18,367).  This was the first decrease since CY ’11 and is at least 
partially accounted for by the loss of 5 ECCs during the latter half of 2014.  Non-ECC 
evaluations have been increasing since CY ’09, and from CY ’13 to CY ’14, non-ECC 
evaluations increased by 31.0% (38,179 to 50,023).  Former ECC’s volume has been 
incorporated into the non-ECC reports as of Q3 ’14.   

 

 
 

Since CY ’09, ECCs have reported similar total numbers of new evaluations required to 
meet the ECC access standards.  On the other hand, Non-ECC FSC evaluations have 
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been increasing since CY ’12.  CY ’13 was the first year where the total number of 
evaluations assessed against the ECC access standards were greater for Non-ECC 
FSCs than that of ECCs.  This trend continued into CY ’14, and Non-ECC FSC 
evaluations increased by 23.7% from CY ’13 to CY ’14 (20,021 to 24,762). 
 

 
 

All three measures met the access standard in CY ’14.  Urgent has been increasing 
since CY ’13, and Emergent and Routine decreased slightly from CY ’13 to CY ’14 but 
still remained above the access standard.  The percent of members triaged as Emergent 
who were seen within the access standard has overall been increasing since CY ’07.  
CY ’14 saw a slight decrease from CY ’13, but still remained above the access standard. 
 
Performance on the percent of members triaged as Urgent, who were offered an 
appointment within the access standard, has fluctuated more than the performance on 
the other two access standards.  The drop in this percentage in CY ’11 and ’12 can most 
likely be explained by the addition of adult members.  The improvement in performance 
in CY ’13 and CY ‘14 may be explained by the increased focus on meeting Urgent and 
Emergent access standards within the context of the new annual compliance measure 
for CY ’13 which holds ECCs accountable for all 3 access standards. 
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Among non-ECC providers: 
 
In CY ’14, individual providers saw the highest volume of members triaged as needing 
Emergent care (437) and saw them within the 2 hour access standard 98.9% of the time. 
 
Individual providers also saw the highest volume of members triaged as needing Urgent 
care (490) but reported offering them an appointment within 48 hours only 69.1% of the 
time.  The Non-ECC FSCs also saw a high volume of members triaged as needing 
Urgent care (299) and reported having offered them an appointment within the access 
standard 70.2% of the time.  Outpatient providers within Hospitals reported the highest 
rate of offering timely Urgent appointments (81.8%), but their volume of Urgent members 
(72) was lower than those of the individual and FSC providers. 
 
FSCs saw the most members needing Routine care (21,858).  However, the percentage 
of those same members offered an appointment within the access standard for CY ’14 
(90.0%) did not meet the ECC access requirement of 95%. 
 
Individual practitioners, who treat the second highest volume of members not treated by 
ECCs, continue to report that they offer Routine appointments at a high rate: 95.8% in 
CY ’14. 
 

Provider Compliance for CY 2014: 

Data prior to any exemptions: 
Routine Access compliance for the 30 ECC providers: 

 

 



V a l u e O p t i o n s - C T  A n n u a l  Q M / U M  E v a l u a t i o n  
 

Page 73 

• Met the access standard of 95%: 29 
• Below 90%: 1 
• ECC(s) falling below the 95% Routine standard:  

o Bridges (83.83%) 
 

Urgent Access compliance with the 2 day standard: 
• Number of ECCs that reported Urgent volume: 27 
• Met the access standard: 24 
• Below 90%: 3 
• ECC(s) falling below the Urgent standard: 

o Charlotte Hungerford Adult (88.89%) 
o Middlesex Hospital Adult (50.00%) 
o Mid-Fairfield CGC (90.48%) 

           
            Emergent Access compliance with the 2 hour access standard fell into the 
following categories: 

• Number of ECCs that reported Emergent volume: 17 
• Met the access standard: 14 
• Below 90%: 3 

o Catholic Charities Norwich (71.43%) 
o Mid-Fairfield CGC (80.00%) 
o Village (91.67%) - ** Please note that The Village submitted 

appropriate documentation to support a data entry error from 
Q3 2014.  To that end they have successfully passed for all 
measures.  

 
ECCs remaining out of compliance on the access measures after volume 
exemptions were considered and applied: 

ECC(s) falling below the 95% standard for Routine: 
o Bridges (80.42%) 

ECC(s) falling below the 95% standard for Urgent: 
o Mid-Fairfield (90.48%) 
o Middlesex Adult (50.00%) 

ECC(s) falling below the 95% standard for Emergent: 
o Mid-Fairfield (80.00%) 

 
Implementation of the low volume exemption: 
For Urgent cases, 2 ECCs were eligible for the low volume exemption.  Middlesex Adult 
offered in a time frame greater than the 3 day allowance and as a result remained out of 
compliance.  Mid-Fairfield had 2 cases which fell out of compliance, and this exemption 
only allows for one case.  Both of these cases, however, met the 3 day allowance. 
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For Emergent cases, there was 1 ECC (Mid-Fairfield) eligible for the low volume 
exemption.  The time frame was outside the 3 hour allowance and as a result they were 
not able to apply this exemption, thus remaining out of compliance. 
     
Interventions to address ECC performance on Access Standards: 
All ECCs will receive formal notification of their status and data for CY 2014.  For those 
ECCs who fell below the Urgent and Emergent access measures after all exemptions were 
considered (Mid-Fairfield and Middlesex Adult), they will be afforded the opportunity to 
access the data entry error process and will be notified of such via written correspondence.   

 
A Corrective Action Plan (CAP) will be required for any measure falling below the 95% 
standard at the close of the year. 
Although the formal measurement period has transitioned to an annual span, ECCs have 
and will continue to receive data on a quarterly basis.  This data has included both 
quarterly and year-to-date totals for each access standard.  ECCs will continue to be 
notified at the close of each quarter if the standard is not met on any of the measures. 
 
L. Develop claims-based metrics for Goal 10 F-G if claims extract is available 
thru DSS. 
 
The claims extract was available in 2014 and the focus was on programing for the 
Performance Targets.  This sub-goal should be reevaluated in 2015 based on 
information gained from the work on the Performance Targets and due to claims lags. 

 
M. Ongoing evaluation of use of Data Warehouse meeting to provide oversight 
of claims-based reporting and to identify changes in DSS claims data. 
 
This meeting was re-purposed to work on the Performance Targets and claims based 
reporting to fulfill the needs of the PTs.  However, general issues regarding data 
integration, DMHAS data transfers, deeper understanding of the claims file, and other 
data issues relevant to QM and UM processes are discussed in this forum.   

 
Recommendations for continuing sub-Goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

 
Goal 12: Ensure consistent application of activities to maintain and/or improve the rate of 
ambulatory follow up services after inpatient admissions. 
 

Description of activities and findings that include trending and analysis of the 
measures to assess performance over time:    
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A. Report on methods to ensure linkage of target population to aftercare 
 

The connect-to-care process was developed to ensure that all members successfully 
transition from higher levels of care to lower levels of care. This process begins when a 
Provider submits a higher level of care discharge to CTBHP.  A Clinical Liaison (CL) 
reviews the discharge forms for their region to ensure completion and will outreach to 
the provider when the form is incomplete.  If a member has not connected to services, a 
Customer Service Representative (CSR) will outreach to the member to offer assistance 
in connecting the member to an aftercare provider.  A “Connect to Care Outreach Letter” 
is sent to the address on file when a member cannot be reached.   

 
B-C.    Review linkage efforts and performance of aftercare linkage efforts 

 
The Connect to Care outcomes are monitored through the “Aftercare Follow-Up Rates” 
report, which runs on a monthly basis.  The report shows the percentage of members 
connecting to care by day 30, post a discharge from a higher level of care. Not every 
member is included in follow up rate reports. Members are excluded from follow up rate 
reporting for several reasons such as remittance to an inpatient LOC, admittance to a 
LOC not authorized by CTBHP (Resi Rehab), and loss of eligibility.  On average, in 
2014, 93.51% of members (included in reporting measures) connected to a lower level 
of care from a higher level of care.   

 
Recommendations for continuing sub-Goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

 
Goal 13: Monitor timeliness of UM decisions; identify barriers and opportunities 
(Contract reference: F.6, T.2 and Exhibit E Reports; 2A-2D) 
 

Description of activities and findings that include trending and analysis of the 
measures to assess performance over time:    
 
The overall turnaround time (TAT) for initial and concurrent reviews, for both higher and 
lower levels of care, was well within the set standard for this evaluation period. 
 
Overall TAT for higher levels of care (HLOC), and the percentage of cases that met the 
performance standard in 2014 are as follows: 

o Initial Reviews: 99.93% completed within the target time (29,512 of 
29,533) 

o Concurrent Reviews: 99.90% completed within the target time (16,344 of 
16,360) 
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A. Initial decisions re: authorization for acute levels of care (LOC) (Gen Hosp, 
Inpatient Psych, IP Detox, Resi Detox, PHP, IOP, Intermediate Duration Acute 
Psychiatric Care, Psychiatric Resi Treatment and Crisis Stab ); communication 
within 60 minutes:  
 
99.94% of initial decisions for acute higher level of care authorizations were 
communicated within the target timeframes (29,217 of 29,236). 

 
B. Initial decisions regarding authorization for non-acute levels of care (LOC) 
within 1 business day: 
 
99.94% of initial decisions for non-acute higher level of care authorization were 
communicated within the target timeframes (3,154 of 3,156). 

 
C. For General Hospital/Inpatient Psych, offer an appointment for peer to peer 
review within 60 minutes of completion of CM review   
 
100% of initial decisions for general hospital and inpatient psych authorizations that 
required a peer to peer review were completed within the target timeframe (78 of 78). 

 
D. For Inpatient Detox, offer an appointment for peer to peer review within 120 
minutes of completion of CM review: 
 
99.02% of initial decisions for inpatient detox authorizations that required a peer to peer 
review ere completed within the target timeframe (202 of 204). 

 
E. Initial decision for other HLOC, offer an appointment for peer to peer review 
within 1 business day of completion of CM review: 
 
100% of initial decisions for other higher level of care authorizations that required a peer 
to peer review were completed within the target timeframe (15 of 15). 

 
F. Initial decision for other non-acute LOC offer an appointment for peer to 
peer review within 1 business day of completion of CM review: 
 
100% of initial decisions for lower level of care authorizations that required a peer to 
peer review were completed within the target timeframe (13 of 13). 

 
G. Concurrent decision re: authorization for acute LOC (Gen Hosp, Inpatient 
Psych, IP Detox, Resi Detox, PHP, IOP, Intermediate Duration Acute Psychiatric 
Care, Psychiatric Resi Treatment and Crisis Stab ); communication within 60 
minutes on date auth expires: 
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99.90% of concurrent decisions for acute higher level of care authorizations were 
communicated within the target timeframe (16,226 of 16,242). 

 
H. Concurrent decisions re: authorizations for non-acute LOC within 2 
business days of request: 
 
99.85% of concurrent decisions for non-acute higher level of care authorizations were 
communicated within the target timeframes (4,701 of 4,708). 

 
I. Concurrent decision for General Hospital/Inpatient Psych, offer an 
appointment for peer to peer review within 60 min of completion of CM review: 
 
100% of concurrent decisions for general hospital and inpatient psych authorizations that 
required a peer to peer review were completed within the target timeframe (33 of 33). 

 
J. Concurrent decision for Inpatient Detox, offer an appointment for peer to 
peer review within 120 min of completion of CM review: 
 
100% of concurrent decisions for inpatient detox authorizations that required a peer to 
peer review were completed within the target timeframe (79 of 79). 

 
K. Concurrent decision for other HLOC, offer an appointment for peer to peer 
review within 1 business day of completion of CM review: 
 
100% of concurrent decisions for other higher level of care authorizations that required a 
peer to peer review were completed within the target timeframe (6 of 6). 

 
L. Concurrent decision for other non-acute LOC, offer an appointment for 
peer to peer review within 2 business days of completion of CM review: 
 
95.74% of concurrent decisions for lower level of care authorizations that required a peer 
to peer review were completed within the target timeframe (45 of 47). 
 
M. 98% of all authorization decisions result in a letter being available within 2 
business days  

 
In order to monitor performance of this item and ensure that providers are available to 
view authorization letters within 2 business days, a quarterly audit is conducted of a 
sample of authorizations from each level of care in Provider Connect.  340 
authorizations were audited over the course of the four quarters and found that only 1 
letter was not available in the appropriate timeframe - 99.71%. 
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N. 98% of all batch extracts of authorization notifications created will be 
delivered to the vendor, who creates and mails letters, within 2 business days 
 
Batch extracts of authorizations notifications are only occurring when authorizations are 
created for out of state providers due to all authorizations being available on-line for in 
state providers.  In 2014, the extract was delivered to the vendor, who created and 
mailed the letters within 2 business days 99.98% of the time. 
 
N. Accuracy in passing authorization data to fiscal agent and accuracy in 
importing claims data from fiscal agent. 
 
In 2014, 742,457 authorizations were passed to HP, the fiscal agent, and there were 571 
authorization errors.  This resulted in an accuracy rate of 99.92%, which is within the 
98% target.   In addition, the accuracy in importing claims data from the fiscal agent was 
completed at 99.94%, again meeting the expectations of 98%. 
 

 
 
The results of the quarterly audit of the provider file-add/change report for both 2013 and 
2014 continues to be well above the 98% threshold, which was the goal when the 
Provider File Audit was part of a PT. 
 
O. Timeliness in passing authorization data to fiscal agent; timeliness in 
correcting authorization information errors. 
 
In 2014, all authorizations were passed over to the fiscal agent timely – 100% and 
thereby meeting the 98% target.  In addition, 99.47% of errors were corrected within the 
designated timeframe again meeting the target of 98%. 
 
Recommendations for continuing sub-Goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

 

Quarter Results (%) # of records # correct records # of errors
Q1 2014 100.00% 339 339 0
Q2 2014 100.00% 339 339 0
Q3 2014 99.41% 339 337 2
Q4 2014 99.71% 339 338 1
Q1 2013 99.71% 339 338 1
Q2 2013 99.71% 339 338 1
Q3 2013 100.00% 339 339 0
Q4 2013 99.71% 339 338 1
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Goal 14: Monitor Medical Necessity and Administrative Denials; identify barriers and 
opportunities (Contract reference: T.2 and Exhibit E Reports; 16A1-2, 17) 
 

A. Total Number of Administrative Denials Issued 
 

 
 

The total number of denials increased by 4.5% from CY ’13 to CY ’14 reaching the 
highest number to date (3,119).  Administrative denials issued to adult providers 
increased by 6.8% from CY ’13 to CY ’14, but after increasing in Q1, Q2 and Q3 there 
was a 13.1% decrease in denials from Q3 ’14 to Q4 ’14. Since CY ’12, administrative 
denials issued to adults providers has continued to increase however at a much more 
gradual rate. 
 
Administrative denials issued to providers for the youth population decreased by 6.2% 
between CY ’13 and ’14 and that trend continued between Q3 ’14 and Q4 ’14 with an 
11.7% decrease.  Since CY ‘10, the number of administrative denials issued to youth 
providers has been gradually declining from a high of 918 in CY ’10 to 511 in CY ’14, a 
44.3% decrease 
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B. Total Number of Medical Necessity Denials 
 

 
 

There was an 18.1% decrease in the number of medical necessity denials in CY ’14 
when compared to CY ’13.  This is the first time the number of medical necessity denials 
has decreased since CY ’09.  The youth population decreased by 14 denials and the 
adult population decreased by 107 denials. In Q4 ’14 there were 138 denials issued for 
medical necessity, a decrease from 153 denials in the previous quarter. Despite this 
decrease, there were no trends detected across the measured quarters.   
 
The number of medical necessity denials per authorization in CY ’14 was 0.16% (546 of 
344,902), which is consistent with previous years and quarters - Q4 ’14 was 0.16% (138 
of 88,567). 
 
C. Total number of Partial Medical Necessity Denials 

 
Out of the 546 medical necessity denials, 25 were partial denials issued for an adult 
member and three (3) were partial denials issued to youth members because: 
 

• Services were not consistent with generally-accepted standards of medical 
practice that are defined as standards that are based on (a) credible scientific 
evidence published in peer-reviewed medical literature that is generally 
recognized by the relevant medical community, (b) recommendations or a 
physician-specialty society, (c) the views of physicians practicing in relevant 
clinical areas, and (d) any other relevant factors. 

• The services were not clinically appropriate in terms of type, frequency, timing, 
site, extent and duration, or not considered effective for the individual’s illness, 
injury or disease. 
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Of the partial denials, home health care services were the most frequently denied level 
of care for this reason accounting for 18 of the 28 denials.     

 
D. Number and % of Notices of Action (NOAs) and Denials Issued within 3 
Business Days of Decision   

 
In CY ’14, 3,118 of 3,119 administrative denial notifications were sent out and 99.97% 
were compliant with TAT standards.  There were a total of 3,665 denials, including both 
administrative and medical necessity, of which 3,664 (99.97 %) were compliant with TAT 
standards. 

 
Recommendations for continuing sub-Goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

 
Goal 15:  Monitor timeliness of appeal decisions; identify barriers and opportunities.  
(Contract reference: T.4, T.5, U.2, U.3, U.4, Exhibit E Reports; 23A-B and 24) 
 

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

 
A - L.  Member Medical Necessity Appeals:  
 
In CY ‘14 there were 10 member level I appeals which is a decrease from 23 appeals in 
CY ’13.  Two of these appeals were overturned.  There were no appeals on behalf of 
youth members.       
 

 
 

The total number of member appeals resolved in any given quarter has historically been 
quite low and has ranged from zero (0) to eight (8) appeals across the 10 measured 
quarters.  There were two (2) level I member appeals resolved in Q4 ’14; none were 
overturned.  All of these appeals were from adult members. 
 
Member Level II – All level II appeals are conducted external to VO and are 
handled by either DSS or DCF depending on the member’s benefit package. 
 

Appeal Type Q3 '12 Q4 '12 Q1 '13 Q2 '13 Q3 '13 Q4 '13 Q1 '14 Q2 '14 Q3 '14 Q4 '14
# of Resolved Expedited Appeals        2        3         1        4        2           2          -          2        1       -   
# of Resolved Routine Appeals -    -    2        3       6       3          -       -    5       2       
Total        2        3         3        7        8           5          -          2        6        2 

Resolved Member Appeals - Level 1
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There were six (6) member level II Appeals in CY ’14, all of which were upheld, mostly 
due to members not showing for their hearings. There were five (5) level II member 
appeals resolved in Q4 ‘14, and all were upheld due to the member not showing for the 
fair hearing. 
 
Member Appeal Rate – this measure is based on the number/percentage of Level I 
appeals received for denials issued within the reporting period. 

 

 
 
Members have up to 60 calendar days to appeal, therefore the final rate for Q4 ‘14 will 
be analyzed next quarter when enough time has elapsed to report the data accurately. 
The member level appeal rate for Q3 ’14 remained quite low, with five (5) appeals that 
resulted in an appeal rate of 3.3%.  

 
M - R. Provider Medical Necessity Appeals: 

 

 
 

Q1 '13 Q2 '13 Q3 '13 Q4 '13 Q1 '14 Q2 '14 Q3 '14 Q4 '14
Upheld 2          5       6       3       -    -    1       5       

 Overturned          -          1       -         -         -         -         -         -   
Withdrawn 1          -    1       1       -    -    -    -    

Total 3          6       7       4       -    -    1       5       

Resolved Member Level II Appeals

Q1 '13 Q2 '13 Q3 '13 Q4 '13 Q1 '14 Q2 '14 Q3 '14 Q4 '14 Trend
% of Cases Appealed 3.7% 2.2% 5.1% 2.3% 0.0% 3.0% 3.3% 0.7%
# of Cases Appealed 6 4 10 3 0 4 5 1

Medical Necessity Member Appeal Rate

*Appeals rate is based on appealed cases from the current quarter's denials, not the number of appeals for the 
quarter.

 

 



V a l u e O p t i o n s - C T  A n n u a l  Q M / U M  E v a l u a t i o n  
 

Page 83 

In CY ’14 there were 105 member level 1 appeals for medical necessity, a 39.7% 
decrease from the prior calendar year.  The total number of appeals for youth members 
decreased from 15 in CY ’13 to 10 in CY ’14.   During the same time period, the number 
of appeals for adults dropped 40.3% from 159 to 95.   
 
The number of resolved level I provider appeals decreased from 33 in Q3 ’14 to 22 in Q4 
’14.  There was also a decrease in medical necessity denials across the same time 
period. All were resolved within the expected TAT standard of one (1) business day.   

 
There were two level I provider appeals for youth members in Q4 ’14.  One was for 
home health services and the other was for psychiatric residential treatment facility 
(PRTF). 
 
In Q4 ’14, there were 20 appeals for adult members, half of these appeals were for 
inpatient hospital services, followed by inpatient detox (8) and intensive outpatient (2). 
 

 
 

The CY ’14 youth and adult overturn rates for level I provider appeals was the highest 
it’s been across the seven measured years. Across both populations, the CY ’14 
overturn rates have almost doubled compared to the prior calendar years; 33.3% to 
60.0% and 24.5% to 46.3% respectively.    
 
The overturn rate for level I provider appeals increased from 48.5% in Q3 to 60.0% in Q4 
’14 for the adult population.  This marks the fourth consecutive quarter where the 
overturn rate has increased, now falling at the highest overturn rate in the past two 
years.  There were two appeals reported for a youth member, one of which was 
overturned.  
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Provider Level II Appeals: 
 
There were a total of 19 level II provider appeals for CY ’14.  This was a 48.6% decrease 
from CY ’13.  The majority of these appeals, 84.2%, were for adult members.  In Q4 ’14, 
all four (4) level II provider appeals were initiated by providers treating adults members.  
One of the four was overturned, and all met the TAT standard of 5 business days.   
 
S - V.  Administrative Appeals: 

 

 
 

Despite the overall increase in administrative denials, the total number of administrative 
appeals decreased by 11.5% from CY ’13 to CY ’14. This was the first decrease 
observed across the six measured years. The number of appeals decreased by 12.6% 
for adult members and 8.1% for youth members, marking the third year in a row where 
the total number of appeals decreased.   
 

 
 

In CY ’14 the overall appeal rate was 27.6%; 860 of 3,119 administrative denials issued 
in CY ’14 were appealed.  This is a decrease from 32.4% (967 of 2,986) in CY ‘13.  The 
appeal rate for youth providers was 43.6% (223 of 511) which was similar to the rate 
reported in CY ’13. The appeals rate for youth providers decreased from 45.4% in Q3 
’14 to 40.0% in Q4 ‘14.The appeal rate for adult providers decreased from 29.9% in CY 
‘13 (731 of 2,441) to 24.4% in CY ‘14 (637 of 2,608).  Across the past two years the 
appeal rate for adult members was smaller than for youth. 
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Outpatient services were appealed more often than any other levels of care in CY ’14 
and accounted for 32.9% of all administrative appeals. This was followed by Intensive 
outpatient (23.6%) and Inpatient Hospital and Inpatient Detox (9.5%). Percentages have 
decreased slightly between CY ’13 and CY ’14 with the addition of denial/appeals for 
inpatient detoxes on medical floors. 

 

 
 
 

The annual administrative overturn rate increased from 26.0% in CY ’13 to 35.6% in CY 
’14. This is the highest rate reported since CY ’11. The administrative overturn rate 
remained steady from Q3 ’14 to Q4 ’14.  Appeals for outpatient services were overturned 
42 times, making it the most frequently overturned level of care.   
 
W.         Administrative Appeals: 
 
Denials were most frequently overturned due to providers making human errors, such as 
not changing the requested start date, which could have been corrected if caught in real 
time.  Providers are not finding out these types of errors until claims are denied.  The 
other most frequent reason that denials are overturned is due to providers finding out 
belatedly that members have HUSKY insurance as a result of members, who were 
thought to be self-paying, receiving bills for services. 

 
Recommendations for continuing goal in 2014: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

 
Goal 16:  Monitor consistency of application of UM Criteria (IRR) and adequacy of 
documentation. (Contract Reference F.13.2) 
 

Description of activities and findings that include trending and analysis of the 
measures to assess performance over time:    
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A.  Percent of compliance with clinical inter-rater reliability (IRR) audit   
Annually, VO-CT engagement center participates in the company wide IRR audit.  This 
IRR audit consisted of 20 clinical vignettes, each of which the clinicians must determine 
the appropriate level of care.  For the past year, 100% of our clinical staff passed the 
IRR examination, with an average score of 92.96%.  The average score is lower than 
last year, which was 96%. 
 
In order to continue to ensure consistency with clinical decisions, clinicians meet weekly 
for clinical rounds and clinical trainings are scheduled weekly.  Supervisors provide both 
weekly individual supervision as well as group supervision. 
 
B. Assess adequacy and accuracy of clinical documentation 
 
During Q1-Q3 2014, the audit process remained similar to the previous year.  QM 
auditors and UM supervisors collaborated in the review of the documentation and 
listening to the calls.  At the beginning of each quarter, the data from the previous 
quarter was reviewed with both QM and UM staff to identify trends and themes for 
training for the coming quarter.  In addition, an inter-rater reliability process was 
conducted to ensure that all auditors were auditing in the same manner.  This year, two 
areas were identified as needing continued training- inquiring about support or services 
and requesting if a release of information was on file by the provider when conducting 
detoxification reviews.  By Q3 2014, both of these areas showed improvement.   
 
In October, a problem with the NICE recording system was identified, whereby all 
recorded calls were inaudible due to static. This issue was not resolved quickly so it was 
decided that recorded calls would not be used in the audit process for the final quarter of 
2014.  Instead it was decided to begin testing out an audit tool for web-pended reviews 
which often do not involve a recorded call.  The audit tool was updated to reflect the 
expectations of care managers when authorizing services via a web-pended review and 
the new expectations were piloted during this audit.  With piloting the new expectations, 
it provided an opportunity to identify the areas that would need further training prior to 
using the tool in 2015.  The audit scores for the 4th quarter were calculated excluding the 
new expectations. The area identified as needing further training was related to how a 
care manager demonstrates their involvement in a case when authorizing a web-pended 
review.  The UM supervisors will be training their care managers on the new audit tool in 
preparation for Q1 2015 audits. 
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For individuals that did not score 90% or better on their quarterly audits, they were 
dropped to weekly audits with more intensive supervision.  Most individuals were able to 
resume quarterly audit after three weeks of more intensive supervision and auditing.  
 
Another change that occurred during Q4 2014, was the creation of a separate Home 
Health audit.  The QM audit team worked closely with the Home Health supervisor and 
Director to determine performance expectations, which were included with the 
contractual requirements, in the new tool.  The Home Health team were audited using 
the new tool in Q4 and their scores are reflected below.   
 

 
 
Recommendations for continuing goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

 
Goal 17: Monitor continuity of care; identify barriers and opportunities (Contract 
reference: I.1) 
 

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

 
A. Number of referrals of cases from medical ASO, ABH and other partners 

 
Cases for co-management can be referred to CT BHP from CHN or vice versa.  There 
are nine automatic referrals used as a guide the referral process.  High risk pregnancy 

Quarterly 
Data

Percent 
with 90% 
or better

Average 
Score

Percent 
with 90% 
or better

Average 
Score

Percent 
with 90% 
or better

Average 
Score

Q1 93.0% 95.7% 97.1% 96.3% 97.0% 98.2%
Q2 97.6% 97.2% 100.0% 97.3% 100.0% 97.1%
Q3 97.6% 97.5% 100.0% 96.7% 97.0% 98.3%
Q4 96.9% 96.1% 100.0% 97.5% 93.0% 96.2%

2012 2013 2014

Quarterly 
Data

Percent 
with 90% 
or better

Average 
Score

Q1 - -
Q2 - -
Q3 - -
Q4 100.0% 98.5%

2014
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due to depression and or substance abuse, post-partum depression, uncontrolled 
diabetes, sickle cell, eating disorders, medical detox, TBI, COPD, and chronic pain make 
up the existing automatic referral list.   
 
In 2014, there were 114 cases that were co-managed by CHN and CT BHP. Much of the 
year was spent clarifying the roles of the Intensive Care Managers that both CHN and 
VO have to support members.  There were many discussions and subsequent plans 
made to ensure that the transition of the hospital-based detox authorizations from CHN 
to VO was successful.  There were also several meetings held with one high volume 
hospital to clarify authorization expectations.  
 
VO’s clinical staff made 144 referrals to ABH for HUSKY D members in 2014.  When 
providers indicated that an ROI was on file, referrals were made directly to ABH.  When 
an ROI had not been completed, clinicians asked providers to outreach to ABH in order 
to access ABH’s intensive case management services.  

 
B. In cooperation with CHN develop and implement monthly Medical ASO 
operations committee 

 
Clinical management met several times during 2014 to solidify work flows for 
management of members who are hospitalized and require involvement from both the 
medical and the behavioral ASO. Criteria for each ICM/Peer program and co-managed 
cases was agreed upon.  The clinical management teams will continue to meet as 
needed to update protocols and identify training needs. 

 
C. Develop and implement training medical ASO and their UM staff regarding 
CT BHP and coordination of care activities 
 
In 2013, VO staff provided an introduction to ICM services and Peer services, crisis call 
handling, and CT BHP ED diversion efforts to CHN staff. During 2014, several 
community care teams were developed across the state.  CHN accompanied VO staff 
during implementation meetings with hospitals and remain actively engaged in VO’s 
coordination of care activities. 

 
D. Implement monthly meeting with designated CHN and ABH staff to review 
any co-managed cases 
 
A monthly meeting between VO and CHN clinical staff is held with the purpose of 
reviewing care plans for all co-managed cases.  Each co-managed case is presented, 
follow up steps are identified and actions taken are reported.  This meeting is also 
utilized to share best practice interventions and available resources in the community.  
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When a specific members needs have been met, the team agrees to close the case for 
intensive co-managed services. 
 
A bi-monthly strategy meeting is held between VO clinical managers/ICMs and ABH 
regional managers to ensure that transitions within the substance abuse continuum for 
our shared members are smooth and timely.  The overarching purpose of this strategy 
meeting is to improve outcomes for our shared members through coordination, 
communication, and intervention. 
 
In 2014, ABH and CHN have been active and consistent participants at area community 
care team meetings.  Shared cases are reviewed and next steps are identified and 
agreed upon. 

 
E. Implement report to track referrals, linkage to care and co-managed cases 

 
The lead VO co-management clinician tracks all incoming referrals for co-management, 
outgoing referrals (to CHN) for co-management and referrals that are declined due to 
meeting criteria for an alternative ICM program.  As stated above, members receiving 
co-management are continuously assessed for more or less intensive services.  Cases 
are closed when members are appropriately engaged in services or are unresponsive to 
outreach efforts. 

 
F. Participation in monthly CT BHP Oversight Council’s Coordination of Care 
subcommittee 
 
The Coordination of Care subcommittee is routinely attended by VO staff; including the 
COO and Regional Network Managers. This subcommittee has merged with the 
MAPOC Consumer and Access Committee to address topics of mutual interest. VO 
regularly presents information related to complaints and grievances, authorizations, and 
coordination of care procedures with the Medical ASO.  

 
G. Provide ongoing Medical ASO training to CT BHP clinical staff quarterly 
regarding coordination activities 
 
The CT BHP co-management lead clinician trains and updates clinical staff bi-annually 
on the co-management program, including making referrals and expected coordination 
with CHN.  In addition, an initial training on hospital-based detox and co-morbidities was 
conducted when VO began authorizing this LOC in March of 2014.  In the Fall of 2014, a 
follow-up training on medical co-morbidities and detox was held. 

 
Recommendations for continuing sub-goal in 2015: 
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This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 
 

Goal 18: Reduce Emergency Department (ED) Discharge Delays (Contract reference: 
F.17) 
 

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

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

 

 
 
Although the number of youth stuck in the ED during 2014 went down by 5.8% from 
2013, the average length of time that the youth remained in the ED increase slightly.  
The average length of stay peaked at the beginning of the year at nearly 2 days and 
then decreased with a low in the summer (Q3) of 1.55 days.   
 
Daily Rapid Response interventions continue with two high volume emergency 
departments.  Representatives from DCF, Emergency Mobile Psychiatric Services 
(EMPS), the hospital EDs and ValueOptions meet monthly to discuss issues, barriers 
and the status of the Rapid Response model.   The Rapid Response model focuses on 
the collaboration among community, State agencies and ValueOptions staff to provide 
emergency departments support and case management for children “stuck” in 
emergency departments. 
 
 
 
 
 
 
 
 
 
 

ED Stuck ALOS ED Stuck ALOS ED Stuck ALOS ED Stuck ALOS ED Stuck ALOS
Q1 163        1.68 192        1.80 315        1.49 307       1.41 391       1.82
Q2 208        1.36 292        1.73 287        1.59 366       1.61 393       1.65
Q3 115        1.43 166        1.26 149        1.28 159       1.40 101       1.55
Q4 183        1.53 183        1.48 215        1.53 332       1.52 211       1.64
Year 669        1.50 833        1.60 966        1.49 1,164    1.50 1,096    1.70

2014

Youth ED Stuck CY '10 through CY '14

2010 2011 2012 2013Youth (0-17)
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C.     Frequency Distribution of ED Stuck Stay 
 

 
 
As indicated on the frequency distribution above, more youth are out of the ED in under 
a day than in previous years but there are also more youth staying 3+ days – 36.7% 
increase between 2013 (169) and 2014 (231). 

 
Recommendations for continuing goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 

 
Goal 19:  Establish additional Outlier Management/Bypass programs while monitoring 
standards of existing program 
 

Description of activities and findings that include trending and analysis of the 
measures to assess performance over time: 
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Adult Inpatient Bypass Program 
 
The inpatient Bypass program was reestablished in 2014.  The parameters established 
to determine which providers would be eligible for participation in the Bypass program on 
July 1, 2014 was based on CY 2013 data. To qualify, adult providers must have 
achieved an average length of stay (ALOS) of less than 9.04 days. Furthermore, adult 

providers were also required to have a 7-day readmission rate of less than 6%. 
Providers were notified that a requirement of 90% or greater on the discharge form 
completion rate would be put into effect at the mid-year point. 
 
Using the established participation standards, 14 of the 22 providers (63.6%) were 
eligible for the Bypass program on July 1, 2014, highlighted in green in the above table. 
Five providers (22.7%) did not meet the participation requirement based solely on ALOS. 
Two providers (9.1%) were not eligible for the Bypass due to 7-day readmission rates 
above 6%. Only one provider (4.5%) was not eligible for the Bypass because both the 
ALOS was 0.19 days above the 9.04 day standard, in addition to a 7-day readmission 
rate that was 0.43 percentage points over the 6% allowed for participation.  Providers 
eligible for the Bypass program were able to use the web-based process to make all 
requests and were given 7 days at precertification. 

Provider Name Discharges ALOS
7-day 

Readmission 
Rate

Discharge Form 
Completion Rate

Danbury Hospital 189       7.38       3.85% 96.51%
Charlotte Hungerford Hospital 183       5.74       2.82% 100.00%
Griffin Hospital 134       7.43       2.26% 64.93%
Bridgeport Hospital 292       9.14       4.17% 92.44%
William Backus Hospital 216       8.50       1.44% 85.10%
Yale New Haven Hospital 1,288    10.20     2.62% 69.92%
Lawrence & Memorial Hospital 250       7.92       3.72% 97.48%
Day Kimball Hospital 241       6.32       7.79% 92.38%
Norwalk Hospital 119       6.23       5.26% 86.96%
Waterbury Hospital 414       8.27       4.68% 98.49%
Hartford Hospital 1,150    9.19       3.76% 98.24%
Stamford Hospital 232       6.41       3.23% 89.55%
Middlesex Hospital 300       6.75       3.81% 95.44%
Hospital Of Central CT 352       9.23       6.43% 96.82%
St.  Marys Hospital 377       6.08       2.72% 96.22%
Midstate Medical Center 81         10.00     2.47% 83.54%
St Francis Hospital & Medical Center 582       6.89       3.85% 93.10%
State Of Connecticut J.D. Hospital 224       6.43       4.55% 54.55%
St Vincents Medical Center 883       10.28     5.39% 83.28%
Manchester Memorial Hospital 434       7.81       7.80% 92.13%
Johnson Memorial Hospital 163       6.98       3.82% 95.00%
Bristol Hospital 351       4.30       4.35% 82.47%
Statewide 8,455    8.25 4.15% 87.73%

Data Review Period: 2013
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At the mid-year point, a re-measure was conducted using the same parameters 
described on the previous page. 

 
Half of the providers met the inclusion criteria of the Bypass program, a 21.4% decrease 
from CY 2013 (14 to 11 providers). Of the 14 eligible providers based on data from CY 
2013, nine (64.3%) met the criteria for continued participation in the Bypass. On the 
other hand, five providers (35.7%) failed to meet the established participation criteria and 
were removed from the Bypass program. One provider was not qualified for the program 
in July of 2014, but met the eligibility requirements based on the data pulled for the last 
half of 2014. 
 
The statewide ALOS in Q3 & Q4 ’14 was 8.02 days (SD = 6.91). This is a decrease of 
2.8% from CY 2013 and evidence that the bypass may be impacting the length of stay. 
Of the 22 providers, 18.18% (N = 4) exceeded the ALOS cutoff, ranging from 9.09 days 
to 10.16 days.  This is an improvement from the previous measurement period when six 
providers exceeded the ALOS cutoff. 
 
Statewide, the 7-day readmission rate was 4.33%, which is an increase of 0.18 
percentage points from CY 2013. Three providers (13.6%) did not meet the 7-day 

Provider Name Discharges ALOS
7-day 

Readmission 
Rate

Discharge Form 
Completion 

Rate
Danbury Hospital 96 6.19 1.87% 93.81%
Charlotte Hungerford Hospital 94 4.99 2.11% 100.00%
Griffin Hospital 77 8.58 2.44% 66.23%
Bridgeport Hospital 201 7.63 2.80% 88.35%
William Backus Hospital 134 7.31 2.90% 98.51%
Yale New Haven Hospital 641 10.16 3.11% 42.71%
Lawrence & Memorial Hospital 123 8.12 3.17% 98.37%
Day Kimball Hospital 149 6.17 3.27% 94.67%
Norwalk Hospital 58 4.83 3.28% 86.67%
Waterbury Hospital 148 7.97 3.29% 94.00%
Hartford Hospital 611 7.77 3.60% 99.37%
Stamford Hospital 89 8.79 4.35% 91.21%
Middlesex Hospital 138 7.77 4.96% 95.77%
Hospital Of Central CT 163 9.49 5.21% 94.48%
St.  Marys Hospital 190 6.97 5.24% 90.00%
Midstate Medical Center 36 7.92 5.41% 88.89%
St Francis Hospital & Medical Center 277 6.91 5.42% 96.04%
State Of Connecticut J.D. Hospital 136 5.18 5.76% 78.10%
St Vincents Medical Center 464 10.06 5.88% 71.10%
Manchester Memorial Hospital 219 8 6.67% 95.02%
Johnson Memorial Hospital 89 9.09 7.00% 97.80%
Bristol Hospital 175 4.7 7.14% 98.30%
Statewide 4308 8.02 4.33% 84.37%

Data Review Period: Q3 2014 - Q4 2014
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readmission criteria for the Bypass, with rates between 6.67% and 7.14% (less than 1.14 
percentage points above the 6% cutoff). 
 
The statewide discharge form completion rate was 84.37%, ranging from 42.71% to 
100%.  It is important to note that the number of discharges in Q3 & Q4 ’14 ranged from 
36 to 641 by provider, therefore, these rates should be interpreted with caution. Of the 
22 providers, 15 (68.2%) succeeded in completing the discharge form within the 2-day 
time frame following a patient’s discharge from the hospital. Of the remaining seven 
providers with discharge form completion rates less than the 90% cutoff, five providers 
met the ALOS and 7-day readmission rate requirements, but were denied participation in 
the Bypass program solely on poor discharge completion rates. Both Bridgeport Hospital 
and Midstate Medical Center were less than two percentage points from meeting this 
requirement. It should be noted that the discharge form completion rate is based on two 
business days (excluding weekends) between one’s discharge date and the discharge 
form entry date.  
 
Youth Inpatient Hospital Bypass 
 
To qualify, youth providers must have achieved an average length of stay (ALOS) of less 
than 13.36 days. Furthermore, youth providers were also required to have a 7-day 
readmission rate of less than 5%. Providers were notified that a requirement of 90% or 
greater on the discharge form completion rate would be put into effect at the mid-year 
point. 

 
Using the established participation standards, 5 of the 7 youth providers (71.4%) were 
eligible for the Bypass program on July 1, 2014, highlighted in green in the above table. 
One youth provider was not eligible for the Bypass due to an ALOS of 14.54, which was 
1.18 days above the ALOS requirement. Another provider was not eligible for the 
Bypass due to a 7-day readmission rate of 5.60%, just 0.6 percentage points above the 
7-day readmission cutoff. 
 

Provider Name Discharges ALOS
7-day 

Readmission 
Rate

Discharge Form 
Completion 

Rate

Hartford Hospital 358 14.54 3.40% 98.00%
Manchester Memorial Hospital 146 7.45 5.60% 89.70%
Natchaug Hospital 471 13.32 4.30% 96.80%
St Francis Hospital & Medical Cemter 282 11.74 3.20% 79.90%
St Vincents Medical Center 307 10.72 4.60% 94.10%
Waterbury Hospital 125 7.96 4.00% 99.20%
Yale New Haven Hospital 815 12.47 3.20% 82.80%
Statewide 2504 12.11 3.80% 89.90%

Data Review Period: CY 2013
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At the mid-year point, a re-measure was conducted using the same parameters 
described above. 

 
Of the seven providers, 42.9% (N = 3) met the participation requirements for the Bypass 
program. This represents a 40% decrease from CY 2013 (5 to 3 providers). Four child 
providers (57.1%) did not meet the participation requirements for the Bypass. Of the five 
eligible providers based on CY 2013 data, two (40%) were removed from the Bypass 
due to poor discharge completion rates. 
 
The statewide ALOS for youth providers was 11.52 days. This is a decrease of 4.9% 
from CY 2013. Six providers (85.7%) met the ALOS inclusion criteria of less than 13.36 
days. Of the providers with an ALOS of 13.36 days or less, one provider was not eligible 
for the Bypass program due to a 7-day readmission rate above the standard. 
 
Statewide, the 7-day readmission rate was 2.92%, a decrease of 0.88 percentage points 
from CY 2013. The majority of the providers (85.7%, N = 6) achieved a 7-day 
readmission rate of less than 5% required for participation in the bypass program, 
ranging from 0% to 4.83%. The remaining provider had a readmission rate of 5.56%, 
0.56 percentage points above the established cutoff for participation in the bypass 
program.   
 
Statewide, the discharge form completion rate was 92.08%, an increase of 2.18 
percentage points from CY 2013. The discharge form completion rate ranged from 
80.1% to 99.2%. St. Vincent’s Medical Center discharge completion form rate fell 14 
percentage points, from 94.1% in CY 2013 to 80.1% in Q3 & Q4 2014, and 
consequently, was removed from the bypass program. One possible explanation for this 
large decrease in St. Vincent’s discharge completion form rate may be attributed to 
staffing complications. This provider is known to have high employee turnover. 
Furthermore, St. Vincent recently experienced a change in leadership. Under former 
management, this provider consistently met the participation standards for the Bypass; 

Provider Discharges ALOS
7-day 

Readmission 
Rate

Discharge Form 
Completion 

Rate

Hartford Hospital 208 15.14 2.20% 98.90%
Manchester Memorial Hospital 57 11.05 5.56% 96.23%
Natchaug Hospital 244 11.44 1.26% 99.16%
St Francis Hospital & Medical Center 158 10.29 0.00% 97.42%
St Vincents Medical Center 154 9.64 3.52% 80.14%
Waterbury Hospital 42 11.45 2.70% 97.30%
Yale New Haven Hospital 414 11.00 4.83% 85.71%
Statewide 1277 11.52 2.92% 92.08%

Data Review Period: Q3 2014 - Q4 2014
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however, since the manager’s departure in January, the discharge form completion rate 
declined for both adults and youth. 
 
Recommendations for continuing goal in 2015: 
This goal continues to be applicable in 2015 but will be modified to read: Maintain 
Bypass/Outlier Management programs in the 2015 Project Plan. 

 
Goal 20: Maintain the Quality Improvement Activities: Provider Analysis and Reporting 
(PARs) Programs (Contract reference: M.12) 

 
Description of activities and findings that include trending and analysis of the 
measures to assess performance over time: 
 
During 2014, ValueOptions CT continued to use the Provider Analysis and Reporting 
(PAR) programs as a strategy to reform the behavioral health system of care in CT with 
the goal of improving the quality and efficiency of the service system.   
 
During 2014, the following PAR programs were in existence:  
1. Child and Adolescent Inpatient Hospital 
2. Psychiatric Residential Treatment Facilities (PRTFs) 
3. Adult Inpatient Hospitals 
4. Home Health 
5. Therapeutic Group Homes 
6. Enhanced Care Clinics (ECCs) for Youth and Adults 
 
Each of these programs is evaluated below.   
 
Child and Adolescent Inpatient Hospitalization PAR Program 
 
The Pediatric Inpatient Provider Analysis and Reporting (PAR) Program has been 
successfully maintained since its implementation in 2007. Regional Network Managers 
(RNMs) have been reviewing quarterly data with individual pediatric hospital providers, 
discussing system challenges and strengths, identifying best practices, and developing 
collaborative strategic plans to improve the quality and access to care for young 
Medicaid members since 2008. While many standard measures, such as average length 
of stay, and overall philosophies of the PAR program have remained consistent over the 
years, the program continues to evolve with the changing needs of the hospital 
providers, the child and adolescent population, and the behavioral health system. 
 
During the course of 2014, RNMs met a total of 21 times with the child and adolescent 
hospitals to evaluate and monitor certain standard measures including average length of 
stay, discharge delay rates, and readmission rates. RNMs scheduled additional 
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meetings as necessary to discuss and strategize regarding follow-up on items identified 
during individual PAR meetings. While individual hospital rates vary, the statewide 
average length of stay has declined considerably over the past seven years to 11.4 
days, the lowest since the inception of this PAR program. Despite the average length of 
stay continuing to decline, readmission rates have not risen. Even over the course of the 
past three years, both measures (7-day and 30-day readmission rates) declined. The 7-
day readmission rate for CY 2014 for all the Pediatric Inpatient PAR hospitals was 3.6% 
and the 30-day readmission rate was 12.9%.  
The decrease in readmission rates, in conjunction with the reduced average length of 
stay, highlights, in part, the effectiveness of the collaborative and innovative efforts of 
RNMs, clinical care managers and the pediatric hospitals to support behavioral health 
needs of the youth while providing quality and timely care.  
 
In addition to regular meetings with individual hospitals, the PAR program also supports 
a workgroup comprised of all the pediatric hospital providers. The workgroup meets to 
collaboratively share data, discuss best practices, and strategize about challenges and 
addressing system changes. The workgroup met twice in 2014 to address particular 
items the group had identified in 2013. In June, the agenda included a review of the 
pediatric results from the 2013 Inpatient Performance Target. The discussion around ED 
and Psychiatric Residential Facility Treatment (PRTF) data and interactions between 
different levels of care that ensued became the platform for the agenda for the 
September workgroup meeting.  
 
In the fall, the workgroup received a joint presentation on the most recent PRTF PAR 
cycle data, which was Q1 & Q2 ’14. The PRTF PAR RNM lead and the Pediatric 
Hospital PAR RNM lead reviewed ALOS, rates/volume of youth on discharge delay in 
PRTF, rates/volume of youth admitting to IPF during PRTF treatment, rates/volume of 
youth admitted to IPF post PRTF stay, and rates/volume of youth readmitting to PRTF 
post-PRTF treatment. Additionally, and as requested by the workgroup, the group had 
the opportunity to review Emergency Department (ED) data, specifically about overall 
volume of youth ED utilization, volume of those who were identified as “stuck” in the ED, 
and volume of those who were denied an inpatient admission while waiting in the ED. 
 
Upcoming workgroup meetings will likely focus on a further analysis on readmission 
rates including a deeper assessment of the demographics of this population (race, 
gender, diagnosis, age, etc.) and their treatment needs (referred treatment at discharge, 
connect-to-care, etc.), and the challenges with identifying appropriate 
treatment/resources for the complex youth in the wake of the overall behavioral health 
system change (e.g. the reduction in congregate care). Additionally, to enhance the 
current PAR program, in 2015 it’s expected that RNMs will begin to review additional 
data with the pediatric hospitals that may include information on diagnosis, 
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demographics, geography, connect-to-care, treatment needs at discharge, frequent 
visitor analysis, and pre-/post-inpatient analyses. 
The Inpatient Child and Adolescent PAR program will continue during CY 2015 with a 
continued emphasis on reducing discharge delay, reducing length of stay and better 
connecting members to care at discharge from the hospital.  
 
Adult Psychiatric Inpatient PAR Program 
 
The adult inpatient PAR program has continued to operate in a similar manner as the 
year prior.  Data was provided to the adult inpatient psychiatric unit leadership for acute 
care hospitals throughout the state twice during the year.  The dashboard was used in 
most instances to share length of stay and readmission data.  Discussions were also 
held regarding what are the greatest challenges for these hospitals, highlighting most 
often the wait for state beds as well as homelessness.    
A statewide provider meeting was held in February with presentations by Yale, 
Southeast Mental Health Authority and Middlesex highlighting their efforts around 
development of community care teams (CCT) which essentially originated at Middlesex 
Hospital.  The hope was that by having these providers share such information it may 
better position other hospitals to consider similar implementations.  RNMs continued to 
work with hospitals and community providers to implement regional Community Care 
Teams during 2014. 
 
Over the course of the Adult IP PAR program, there has been no significant 
improvement in the average length of stay (ALOS).  In Quarter 4 2011 the ALOS was 7.9 
days.  In Quarter 3 2014 the ALOS was 8.0 days and in Quarter 4 2014 the ALOS was 
7.8 days.   
 
There has been, and continues to be, significant variability among the hospitals.  
  
Quarter  High ALOS   Low ALOS 
Q1 2014  HOCC  12.4   Bristol  4.3 
Q2 2014  Griffin  10.9   Bristol  3.5 
Q3 2014  Johnson Mem  13.1  Bristol  4.2 
Q4 2014  Yale  10.5   Charlotte  Hungerford  4.6 
 
The RNMs, therefore, will continue to work with the hospitals to identify best practices 
and regional challenges and barriers.  We suggest that we track adults waiting in 
inpatient settings for DMHAS-controlled state beds, as this appears to be a significant 
barrier to discharge.  We should consider adding this measure to the PAR profile.  We 
also suggest reporting on the 18-to-26 year old cohort separately from the rest of the 
adult population to determine if there are significant differences in utilization.     
The Adult Psychiatric Inpatient Hospital PAR program will continue during CY 2015.  
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Psychiatric Residential Treatment Facilities (PRTF) PAR Program  
The Psychiatric Residential Treatment Facility (PRTF) Program began in 2008 in 
response to the need for a more efficient referral process to PRTF level of care.  Since 
the inception of the PRTF program, the average length of stay has decreased by 47.7% 
(338 days to 176.7 days).  The decrease in ALOS has led to greater availability of PRTF 
beds and, at times, an increase in admissions.  
 
PRTF data includes the following measures:  number of admissions, average length of 
stay, percentage of members in discharge delay status, and percentage of days spent in 
discharge delay status.  In 2014 a new measure that captures discharge delay reasons 
in real time was added to the profile, as well as a comparison between the number of 
inpatient stays and inpatient days in the six-month periods before and after the PRTF 
stay.  Methodology for all measures was reviewed and updated, and was programmed 
to update with minimal manual intervention.    
The 2014 PRTF Program goals and objectives focused on improving care transitions 
with increased family engagement and cross-continuum collaboration with providers at 
other levels of care.  In addition, the VO RNM has begun to attend the monthly team 
planning meetings at each PRTF to gain more informational about systems issues that 
PRTFs face.   
The statewide PRTF Workgroup continued to meet twice during the year with the focus 
on identifying and sharing best practices.  PRTF providers all agreed that the children 
referred to PRTF are more challenging than had previously been the case, and so they 
have had to adopt new strategies for addressing the needs of the children.  Strategies 
include being more flexible and innovative in trying to engage families in treatment and 
following up with families for several weeks after a child leaves the PRTF to offer 
support.   
Program-specific meetings were also held as needed on an ad-hoc basis throughout the 
year in order to discuss program data, key quality improvement areas and to strategize 
around targeting specific opportunities for improvement.  These meetings included 
representation from the ValueOptions Network/Quality Management team with DCF 
leadership and licensing staff.   
The Psychiatric Residential Treatment Facility PAR program will continue during CY 
2015, with the same program goals and objectives, but additional measures requested 
by DCF may be added.  
 
Home Health PAR Program 
 
For 2014, CTBHP continued to support the movement towards recovery for members 
receiving Home Health services with the continued objective of increasing the autonomy 
and self sufficiency of members utilizing home health services by decreasing the 
unnecessary utilization of medication administration.   
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To that end, the Home Health RNM met individually twice in 2014 with all 15 agencies to 
share and analyze their PAR data.   Those meetings were also used to gather 
information that informs the home health system of care and covered: 
• Barriers in Transition and Medication Issues 
• Barriers with DSS 
• Issues with Area Agencies on Aging Statewide 
• Access Issues 
• Participation in Community Care Teams (CCTs) 
• Best Practices 
The Home Health PAR profile was further refined by adding a new measure – 
emergency department, inpatient hospitalization and 23 Hour Observation Rates on 
Reduced Members Vs. All Members.  The intention of this new measure was to track 
how a reduction from a higher level of Med Admin utilization (BID) to a lower level of 
Med Admin (QD or Lower) affects the use of ED, IP and Obs services.  For members 
who have reduced their utilization of Home Health care, the ED, IP and OBS rates for 
that group are fairly similar to the rates reported for all PAR Provider Med Admin 
utilizers. 
Three Home Health PAR workgroups were held in 2014 that included the 15 PAR 
providers and all other home health agencies providing medication administration 
services to behavioral health members.  The workgroup focused on the following: 
• Level of Care Guidelines Presentation 
• Enhancements to the Provider Profile 
• Trainings: Webinars and progress on MAT certification trainings with Home 
Health aides 
• The Process regarding authorization for Electronic Medication Boxes  
• Feedback from Prescriber Meetings 
• Documentation regarding 485s 
Two smaller workgroups were also held.  One workgroup was held to review the Barriers 
to Nurse Delegation and Medication Assisted Technology and come up with 
recommendations.  The group consisted of some of the home health agencies, CTBHP 
staff and one state partner representative.  There were also 4 meetings with prescribers 
at 4 different locations to review the updated Level of Care guidelines which are tied to 
our overall objective of increasing the autonomy and self sufficiency of members.   
Finally, there was a redefinition of the PAR Provider group for 2015.  Agencies with 90 
plus medication administration utilizers in Q1’14 will be included in the 2015 PAR cycle.  
This was previously based on 75 medication administration utilizers.   
The Home Health PAR program will continue in CY 2015.  Since the current PAR profile 
is so lengthy (31 pages), we would suggest that the PAR measures be reviewed and 
that some of the measures that are not of significant interest to the home health 
providers be eliminated.  In addition, we would suggest adding data related to member 
diagnosis to the profile. 
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Enhanced Care Clinic (ECC) PAR Program 
 
The Enhanced Care Clinic (ECC) PAR program followed a unique progression when 
compared to other CT BHP PAR programs.  In the case of the ECCs, providers received 
incentive payments prior to demonstrating that they could meet the expectations of their 
agreement for the following: 

1. Centralized telephonic access to appointments 
2. Timely access to care including: 

a. Routine appointments offered within 14 days 95% of the time 
b. Urgent appointments offered within 48 hours 95% of the time 
c.         Emergency evaluations within 2 hours of arrival at the ECC 95% 

of the time 
d. Psychiatric evaluations within 2 weeks of evaluation when the 

need for psychiatric evaluation was identified 
e. Extended clinic hours 

3. A signed Memorandum of Understanding (MOU) with PCPs or 
Pediatricians in their areas providing consultation and timely access to 
those providers so that they may in turn provide psychopharmacologic 
treatment to HUSKY members within their practices. 

4. Screening for co-occurring disorders 
 
ECCs have remained well above the 95% access standard for Routine appointments 
across the 9 measured quarters.  Urgent evaluations have maintained above the 95% 
access standard for the past 5 quarters with an increase in Q4 ‘14 to 98.9%. 
In Q3 ’14 ECCs dropped below the 95% standard for Emergent cases for the first time in 
9 quarters. In Q4 ‘14, however, 100% of new members triaged by ECCs as Emergent 
were seen within the 2-hour requirement.    
 
Beginning at the end of CY 2012 and continuing throughout CY 2013 surveys were 
conducted at all ECCs.  After results were compiled, letters were sent to two ECCS 
notifying them that they had passed their audits.   
 
All remaining ECCs received letters notifying them that they had not passed certain 
elements of the survey and requiring that they establish Corrective Action Plans (CAPs) 
to address these deficiencies.  ValueOptions RNMs assisted the ECCs in developing 
and implementing CAPs. 
 
CAPs were approved by the State and the majority of the follow-up surveys were 
conducted during the second half of 2013, with a smaller number of follow-up surveys 
conducted in 2014.  Providers were notified of results and those who did not pass the 
survey were given a final chance to appeal.  As of March 2015, several of those appeals 
were still pending, so final results from this round of surveys is not yet available. 
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Throughout 2014 RNMs continued quarterly contact with ECC providers to provide data 
details.  Quarterly mystery shopper calls continued to be placed, with three ECCs 
receiving calls each quarter.  During 2013 all ECCs that were mystery shopped passed 
on either the first or follow-up call. 
 
The ECC Provider Workgroup on Capacity and Access continued to meet on a quarterly 
schedule throughout 2014, focusing largely on the survey process, survey results and 
the appeals process.    
 
Since its inception the ECC program has significantly improved the initial access to 
outpatient care for children, adolescents and their families.  Maintenance of the program 
is believed to be essential to maintaining the gains regarding access, coordination with 
primary care and co-occurring competence.   
 
The ECC PAR program will continue in CY 2015.   
 
Therapeutic Group Home PAR Program 
 
The PAR program for Therapeutic Group Homes (TGHs) resumed in the summer of 
2014.  This program had been on hold pending the signing of the Performance 
Improvement Center (PIC) contract.  During 2014, the congregate care RNMs and PIC 
staff reviewed and updated the methodology for all TGH PAR measures and redesigned 
the TGH provider profile.    During Q3 2014, the RNMs began to hold PAR meetings with 
TGH providers; to date Q2 and Q3 2014 data have been delivered.  The data included 
the following measures:  average length of stay; length of stay frequency distribution; 
provider-specific event rates including suicide attempts, AWOLs, arrests, police calls and 
restraints; monthly treatment hours; and percentage of youth hospitalized during the 
stay.   
 
TGH providers reported several significant barriers to discharge.  Lack of foster families 
and lack of families willing to take older adolescents are significant barriers, contributing 
to longer lengths of stay.  Some providers report that they are not getting a concurrent 
discharge plan from area offices, also contributing to longer stays.  Providers also report 
that there are barriers to family engagement including lack of transportation for family 
members and family members being unwilling to participate.   
 
Recommendations for continuing sub-Goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan.  However due to resource issues impacting the Therapeutic Group Home PAR, 
that particular program should be sunset.   
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Goal 21: Work with Psychotropic Medication workgroup to develop new reports and 
possible interventions regarding the use of psychotropic medications (Contract 
reference: I.7) 
 

Description of activities and findings that include trending and analysis of the 
measures to assess performance:    
 
The Psychotropic Medication workgroup was disbanded early in 2014.  Instead, reports 
regarding adherence to psychotropic medication following discharge from the hospital as 
well as from IICAPs became the focus.   
One of the variables included in the 2013 models to predict readmission to the hospital 
was the continuation of different psychotropic medication categories within the month 
following discharge.  Because there are no claims or pharmacy data concerning the 
medication prescribed during a hospitalization, scripts filled within 30 days of discharge 
were used to identify discharge medication categories.  Individuals who re-filled a 
prescription from the same category within 30 days were identified as adherent to meds 
from that category.  We found that individuals who failed to refill antidepressants, 
antipsychotics and ADHD medications were more likely to readmit within 30 days.   
 
In the 2014 Inpatient PT, exploratory variables, based on the interaction between 
diagnosis and medication category, were found to be risk factors for failing to connect to 
care following discharge from an inpatient stay.  These findings require further 
exploration.  As noted in the narrative accompanying the findings of the predictive 
model, while it is reasonable to assume that many members with a particular diagnosis 
will receive a prescription for a medication from the complementary prescription category 
(i.e., diagnosed with an anxiety disorder and filled a prescription for an antianxiety 
medication), caution is necessary in interpreting results for this exploratory variable.  
Reasons for caution include that there are various clinically appropriate reasons that a 
member may not have received a particular prescription, and that this variable may be a 
proxy for under-medication in general, or confounded with failing to connect to care.  
Unfortunately, it is not possible with the current dataset to identify prescriptions that were 
written by providers but not filled.   

For 2015, the plan is to program reports that will allow us to measure medication 
possession rates for individuals who filled prescriptions for antidepressants and 
antipsychotics.  These two medication categories were chosen as they are both 
components of HEDIS measures.  NCQA has developed lists of medications that are 
included in both categories that are updated annually.   

Recommendations for continuing sub-Goal in 2015: 
This goal continues to be applicable for 2015 but this goal should be changed from its 
current language to:  “Develop methodology and reporting of Medication Adherence for 
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antidepressant and antipsychotic medication categories”.  These measures can then be 
used to inform multiple projects.   

 
Goal 22: Work with the Departments to establish new methods for assessing provider 
network adequacy (Contract reference: O.4.1.4) 
 

During 2014, at the request of the Medical Assistance Program Oversight Committee 
(MAPOC), network adequacy reports were produced and reported upon.  The number 
and proximity to the closest hospital, detox, Intensive Outpatient Program (IOP), Partial 
Hospital Program (PHP) and outpatient provider (clinic, hospital based clinic and 
individual practitioner) were measured for adults and youth in urban, suburban and rural 
regions of CT.  Additionally, the percentage of CMAP providers accepting new referrals, 
by degree type, were reported.   
 
The following specifications were used for the measures of proximity to providers: 
 
Standards: 

Urban:   1 Within 15 miles 
46.8% of Medicaid population reside in urban areas of CT 

Suburban:   1 Within 25 miles 
39.7% of Medicaid population reside in suburban areas of CT 

Rural:     1 Within 45 miles 
13.5% of Medicaid population reside in rural areas of CT 

Eligibility Categories Included: 
Adults and Youth: 

All for Inpatient and Intermediate levels of care 
Duals excluded for Outpatient Services 

Providers Included:  
Accepting Referrals 
Authorized for at least two members in previous year (Outpatient) 
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RESULTS:  
 
ADULTS:  MH TREATMENT 
 

 
 

 
 
SUMMARY OF FINDINGS FOR ADULTS MH:  
For urban adults, and to a lesser extent for suburban adults, access to PHPs does not 
reach 100%.  A discussion and review with the state partners would be valuable 
regarding the issue of the PHPs.  That level of care is used less frequently by the adult 
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Medicaid population; is this because of access issues or that it is a less frequently 
clinically necessary service?   
IOP are more frequently utilized and are accessible within 15 miles for 100% of the adult 
population.   
 
Access to ECCs by urban adults does not reach 100%.  However, access to multiple 
other clinic settings is accessible to 100% of the adult population.   
 
ADULTS:  SA TREATMENT  
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Summary of Finding re Access to Adult SA Services: 
 
IOP is also below standard for urban adults.  This finding should also be discussed with 
the state partners.   
Of more concern are the findings regarding access to Suboxone by urban, suburban and 
rural adults.  This finding will be addressed in the clinical study on Suboxone scheduled 
for 2015.   
 

YOUTH:  MH TREATMENT 

 
 

 
 
SUMMARY OF FINDINGS FOR YOUTH MH:  
Similar to the findings for adults, for urban youth, and to a lesser extent for suburban 
youth, access to PHPs does not reach 100%.  A discussion and review with the state 
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partners would be valuable regarding the issue of the PHPs.  IOPs are more frequently 
utilized and are accessible within 15 miles for 100% of the youth population.   
 

All other levels of care are 100% accessible by the youth Medicaid population based on 
the current standards.   
 
ADOLESCENTS:  SA TREATMENT 

 

 
 
Summary of Finding re Access to Adolescent SA Services: 
Access to urban and suburban detox and IOP is below standard for urban and suburban 
adolescents.  While rarely utilized by the adolescent population, currently most detoxes 
for this population occur in an out of state program.   
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Of more concern are the findings regarding lack of access to nearly every SA service by 
urban and suburban adolescents.  ECCs rarely provide SA services to adolescents and 
depend on MOUs with SA providers when it is identified.  These findings are further 
complicated by the under-identification of SA issues in the adolescent population by 
most outpatient providers.  Should DCF be awarded a grant from SAMHSA to address 
these issues, no further action is necessary.  However, if not awarded the grant, further 
action is required.   
 
Recommendations: 
 Increase MD/APRN Network Enrollment 

• Outreach to OPR Providers to fully enroll 
• Targeted Outreach to DPH Licensed – Non Enrolled MDs/APRNs  

 Examine Suboxone Provider Network 
• 15 in Network 
• 6 Accepting Referrals 

 ACCESS MH CT 
• Promote prescribing by PCP’s and pediatricians by education and 

consultation 
 TeleHealth  

• Consider offering to improve access to services 
• Improve access to psychiatric/medication evaluation 

 Ambulatory Detox Program Availability 
• Limited availability of Suboxone 

 Calculate Provider Density measures to determine whether there are 
adequate providers in the network to supplement the accessibility 
measures.    

 
Identify providers who are not accepting new Medicaid referrals and place them in 
a No Referral Status 
The process used for identifying providers not accepting new referrals is based on direct 
report by providers as well as on member experience.  Providers are instructed to notify 
the CT BHP when, for any reason, they are not accepting new referrals.  At the time of 
the notification, providers are placed in “no referral status”, and removed from the 
website used by members seeking treatment for outpatient services.  At the time of 
measurement (October 2014) the following tables display the number and percentage of 
CMAP facility providers accepting referrals.    
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ADULT FACILITIES 

 
Only one outpatient clinic was identified that was not accepting referrals at the time of 
the measurement.  That clinic has subsequently begun to accept new referrals.   
 
 
YOUTH FACILITIES 

Youth CMAP 
Accepting 
Referrals 

% Accepting 
Referrals 

Facilities Providing MH 
Treatment 188 187 99.47% 

FQHCs 53 53 100.00% 
Medical Clinic 36 36 100.00% 

MH Clinics 75 75 100.00% 

Rehabilitation Centers 3 3 100.00% 

Hospital Outpatient Clinics   20 19 95.00% 
        
Facilities Providing SA 
Treatment 36 36 100% 

FQHCs 9 9 100% 
Medical Clinic 1 1 100% 

MH Clinics 24 24 100% 
Hospital Outpatient Clinics   2 2 100% 

One hospital based clinic was identified as not accepting referrals.  This clinic has 
subsequently begun to accept referrals.   
 

 

 



V a l u e O p t i o n s - C T  A n n u a l  Q M / U M  E v a l u a t i o n  
 

Page 111 

ADULT AND YOUTH OUTPATIENT PRACTITIONERS 

 
Opportunities for improvement were identified regarding the number of prescribing 
practitioners accepting referrals, particularly for adults.  Active recruitment in this area 
began shortly following the identification of these findings.  Remeasurement will be done 
in the spring of 2015.   

 
Ambulatory follow-up rates will be programmed by the end of 2013 and will be 
useful for determining network adequacy. 
 
Both the 2014 HEDIS-based ambulatory follow-up rates as well as a hybrid measure of 
connect to care were programmed during 2014.  The measures need to be further 
enhanced so that they also allow assessment of network adequacy.  For example, 
timeliness of connection to care needs to be further reported by each type of service and 
by region.   
 
Recommendations for continuing sub-goal in 2015: 
This goal continues to be applicable for 2015 and should be included in the 2015 Project 
Plan. 
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V. Ongoing QM/UM Goals Objectives to be Carried Forward from 
the Evaluation Year 

Goal 1.  Review and approve the 2014 ValueOptions, CT QM Program Evaluation, 
2015 ValueOptions, CT QM Program Description, 2015 ValueOptions, CT UM Program 
Description  and 2015 ValueOptions, CT QM/UM Project Plan. 
 
Goal 2. Establish and maintain ValueOptions, CT-specific policies and procedures 
(P&Ps) in compliance with contractual obligations that govern all aspects of 
ValueOptions, CT operations.    
  
Goal 3. Establish and maintain a training program. 
  
Goal 4. Ensure Utilization/Care Management Department compliance with 
established UM standards 
  
Goal 5.  Monitor consistency of application of UM Criteria (IRR) and adequacy of 
documentation 
  
Goal 6. Ensure timely telephone access to CT BHP Engagement Ctr  
  
Goal 7. Ensure timely response and resolution of member/provider complaints and 
grievances.      
  
Goal 8. Monitor performance of Customer Service staff via audits of performance.   
  
Goal 9. Assess provider network adequacy 
  
Goal 10. Health literacy, cultural and linguistic competency 
  
Goal 11. Reduce emergency department (ED) discharge delays 
  
Goal 12. Maintain Bypass/Outlier Management Programs 
  
Goal 13. Monitor for under- or over-utilization of Behavioral Health Services; identify 
barriers and opportunities.  
  
Goal 14. Monitor Timeliness of UM Decisions, authorization information being 
available to providers and claims payer; identify barriers and opportunities 
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Goal 15. Monitor Medical Necessity and Administrative Denials; identify barriers and 
opportunities 
  
Goal 16.  Monitor Timeliness of Appeal Decisions; identify barriers and 
opportunities.    
  
Goal 17. Develop methodology and reporting of Medication Adherence for 
antidepressant and antipsychotic medications categories 
  
Goal 18. Ensure consistent application of activities to maintain and/or improve the 
rate of ambulatory follow up services after inpatient admission.   
  
Goal 19. Promote patient safety and minimize patient and organization risk from 
quality of care/service concerns and adverse incidents.    
  
Goal 20.  Monitor integration of coordination of care; identify barriers and 
opportunities.     
  
Goal 21. Maintain the Quality Improvement Activities:  Provider Analysis and 
Reporting Programs    
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VI. Signature Page 

ValueOptions, CT Engagement Center 
Quality Management/ Utilization Management 

The ValueOptions, CT Engagement Center Quality Management Committee has reviewed and 
approved the 2014 Quality Management/Utilization Management Program Evaluation, 2015 Quality 
Management Program Description, Utilization Management Program Description, and Work Plan: 
 

Program Approval:   Date:  
 Robert Plant, PhD 

Senior VP of Quality and Innovation 
   

     

Program Approval: 
 
  Date:  

 William Evans, MD  
Chief Medical Director 

   

     

Program Approval: 
 
  Date:  

Program Approval: 

Ann Phelan, MA  
VP of Recovery and Clinical Operations 
 
   Date:  

 Knute Rotto, MSW 
Chief Executive Officer 

   

     
 

The Company Quality Council (CQC) has reviewed and approved the 2014 Quality 
Management Utilization Management Program Evaluation, 2015 QM Program Description, 2015 
UM Program Description and 2015 QM/UM Work Plan: 

Program 
Approval: 

 
 
  Date:  

 Chris Degan,  
National Senior Vice President of Quality  and 
Outcomes 
 

   

Program 
Approval: 

 
 

 
Date:  

 Janice Maurizio, LCSW-R ACSW 
National Senior Vice President of Clinical 
Services  
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