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This review of findings of the Quality Management and Utilization Management Project Plan was 
conducted by Beacon Health Options under the auspices of the Connecticut Behavioral Health Partnership 
(CT BHP). The opinions, conclusions, and recommendations contained herein are solely those of Beacon 
Health Options (Beacon) and may not represent those of DSS, DMHAS, and DCF. 

 

The Connecticut Behavioral Health Partnership (CT BHP) is a partnership among the Department of Social 
Services (DSS), the Department of Children and Families (DCF), and the Department of Mental Health and 
Addiction Services (DMHAS). Beacon Health Options (Beacon) Connecticut continues to serve as the 
behavioral health Administrative Services Organization (ASO) for the CT BHP and manages behavioral 
health care for over 975,000 Medicaid/HUSKY members. Beacon’s role is to serve as 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, Beacon 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. 
Throughout this document, you may see Beacon Health Options also referenced as Beacon or the ASO. 
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I. Executive Summary 
 

The Connecticut Behavioral Health Partnership (CT BHP) is a partnership among the Department of Social 
Services (DSS), the Department of Children and Families (DCF), and the Department of Mental Health and 
Addiction Services (DMHAS). Beacon Health Options (Beacon) Connecticut continues to serve as the 
behavioral health Administrative Services Organization (ASO) for the CT BHP and manages behavioral 
health care for over 975,000 Medicaid/HUSKY members. Beacon’s role is to serve as 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, Beacon 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. 
Throughout this document, you may see Beacon Health Options also referenced as Beacon or the ASO. 

 
 

Medicaid Population Analysis 
 

For full details about the Medicaid Population Analysis, see the Population Profile for 2018 summary 
delivered on 9/30/19. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Total Membership 
 

In 2019, the Connecticut Medicaid membership, including those that are dually eligible, increased 1.2% 
and reached 992,890 members, the highest volume reported to date. Adults continued to account for the 
majority (64%) of the total Medicaid population including dually eligible members. The total youth 
membership (ages 0-17) in 2019 was 359,945 – a 0.3 % increase from the prior year. In this same time 
period, total adult membership (18+) increased 1.7% ending 2019 with 632,945 adult members. Youth 
membership (including dual eligible members) has seen less overall growth from 2011 to 2019 (13%) 
compared with the adult population over the same time-period (49%). For full details of the total 
Medicaid membership, see the CY 2019 Semi-Annual Analyses delivered on March 2, 2020. 

 

Eligibility Category 
2019 Total 

Membership Youth (0-17) Adults (18+) 
HUSKY A (Family Single) 563,647 343,162 220,485 
HUSKY A (Family Dual) 6,662 4 6,658 
HUSKY B 29,960 27,596 2,364 
D05 (DCF Limited Benefit) 378 310 68 
HUSKY C (ABD/Other Single) 26,135 16 26,119 
HUSKY C (ABD/Other Dual) 56,845  56,845 
HUSKY C (LTC Single) 867  867 
HUSKY C (LTC Dual) 19,866  19,866 
HUSKY D (MLIA) 329,852 24 329,828 
Total Membership 992,890 359,945 632,945 

 
*Table Note: The membership numbers cited above will not add to the total youth and adult numbers, as members 
change eligibility categories over the year. A member's age is calculated based on the age s/he was for the majority of 
the measurement period (calendar year). The figure for unique membership includes all members who were eligible at 
any time during the reporting period. This method of “counting” members is quite distinct from the method used by DSS 
to report on membership. DSS reports the average daily membership across a reporting period to communicate the 
number of individuals who are typically eligible for Medicaid on any particular day. The Beacon method identifies how 
many members we had the potential to work with during a reporting period. In general, the DSS numbers will be lower 
than the total unique membership reported by Beacon. 



 

A. Overview of the Quality Management (QM) Program 
 

The contract between the CT BHP and Beacon defines the primary goals of the CT BHP as enhancing the 
access to, quality of, and efficiency of, behavioral health care administered under the Medicaid program. 
These goals are overarching and apply to the entire Engagement Center but are a particular focus of the 
Quality Management Department. The Beacon Quality Management Program focuses on improving the 
performance and quality of our own internal operations (turn-around times, speed to answer, compliance, 
utilization management standards, etc.) and the external services and system of care (the full continuum of 
services, as well as transitions between levels of care as indicated by rates of connect-to-care, follow-up, 
readmissions, etc.) that we are charged with managing as the ASO for Behavioral Services under Medicaid. 
In addition to the extensive work conducted under the CT BHP contract, Beacon has also taken on additional 
work that is synergistic with the goals of the CT BHP contract, benefitting base contract operations and driving 
innovation, while supporting other state priorities.  For example, innovations established under the IMPACCT 
and CONNECT financial mapping project informed the development of the PMPM Dashboard; and the 
Demographic Dashboard established under the Behavioral Health Home (BHH) has been incorporated into 
many other CT BHP dashboards. 
 

Internally, we are focused on meeting or exceeding established benchmarks for performance, both corporate 
and local, as well as improving internal processes and procedures to meet both the letter and intent of the 
various standards. As the following narrative confirms, we have consistently met or exceeded nearly all 
contracted benchmarks and have instituted investigations and improvement plans in the small number of 
cases where our performance has fallen short. The consistently high level of performance demonstrated 
requires ongoing vigilance and a culture that embraces transparency and process improvement. This is 
particularly important as systems, rules, and methods/expectations change and adapt to 
current circumstances. The consistently high level of 
performance in this area of practice underlies and supports our 
ability to work effectively across internal departments, 
including the Clinical, Medical Affairs, Provider Relations, 
Information Technology, and Finance Departments as well as 
with external providers, members, advocates, funders, and 
other stakeholders. 
 

As the organization has gotten larger and more complex, the challenges of continual monitoring, feedback, 
and collaboration across departments in order to meet standards have grown. Our focus in the next year and 
beyond is to continue to meet/exceed existing standards, improve our analysis and reporting to better 
support improvement efforts, and to maximize the use of technology and analytics that will allow us to 
intervene at the right time with the right individuals and methods to achieve maximum benefit. It is also a 
primary goal to continue to bring forward thought leadership as we evaluate the challenges and 
opportunities within the delivery system. The entire CT Engagement Center, including the QM Department, 
is currently engaged in a process of critically reevaluating the value of some of the processes and practices 
under which we work. We are considering the efficacy of shifting resources to other activities that promise a 
higher return on investment (i.e., member outcomes, population health and population health strategies, 
outlier management, value-based and other alternative payment systems, etc.). 
 
In the quality oversight of the child and adult systems of care, the work has been growing both in scope of 
practice and in complexity/sophistication of approach. For example, the adult inpatient PAR program 
dashboards continue to evolve to be more useful based on feedback from the clinical staff and providers as 
well as innovations in the use of Tableau. The advanced analytics and evaluation design of both the 
Emerging Adults predictive model and the High-Cost, High-Need evaluation exceeds any prior evaluation 

The consistently high level of 
performance demonstrated 
requires ongoing vigilance and a 
culture that embraces transparency 
and process improvement. 



 
project. The Statewide Dashboard with PMPM by level of care is a significant accomplishment that has 
already produced valuable insights into patterns of care and expenditures that can be used to drive 
improvements in care and efficiency of the system. For example, the share of Medicaid expenditures 
associated with outpatient clinic services was higher than anticipated or previously appreciated, prompting 

reconsideration of current management strategies and 
consideration of redesign proposals. We have also begun 
training staff in utilizing implementation science when 
developing projects and programs and in sustaining them over 
time via the implementation of our STEPs process and project 
management tools and processes. We expect to continue to 
enhance and expand these efforts as we further the integration of 

the Tableau data visualization platform to enhance the accessibility of CT BHP’s data to funders, providers, 
and other stakeholder groups. The program has made significant advancements in the past year to 
incorporate case mix adjustment and predictive models into the inpatient psychiatric PAR program and the 
Emerging Adults performance target. Finally, we applaud the CT BHP’s expanded focus on issues of equity and 
disparity in the BH service system by supporting the building of health equity filters into many of the data 
dashboards and through the launch and recent completion of a health equity clinical study. 
 

Significant accomplishments in the areas of deliverables, technological advancements, advanced analytics, 
HEDIS and other quality reporting, provider engagement, and ad hoc reporting, public presentations, and 
academic partnerships are listed below. 

 
 

B. Key Accomplishments of the QM Program 
 

Successful Deliverables 
 

The following were delivered by Beacon within negotiated timeframes: 
 

• Four (4) Performance Targets (PTs): High Need Initiative, Discharge Delay, Emerging Adults, 
and Medication Assisted Treatment (MAT) 

• Statewide PMPM Dashboard, HEDIS Dashboards, and Population Profile Dashboard 
• The Evaluation of the QM and UM Program, QM Program Description, UM Program Description, 

and QM and UM Project Plan 
• Semi-Annual and Annual Utilization Reports  
• Solnit Quality Management Program 

 
Technological Advancements 

 
• Maintenance of both the Production and Development Tableau servers, onboarding of 

stakeholders to Tableau, and the number of Tableau reports/dashboards developed. 
• Utilization of Tableau Prep software to help prepare datasets in an easily accessible format. 
• Maintenance of SAS Enterprise Miner for Predictive Modeling. 
• Acquired SAS Text Miner to enhance our predictive analytics.  
• Hosted training for Tableau including Business Intelligence (BI). 
• Provided ongoing Tableau training and office hours to support self-service of Tableau dashboards. 
• Streamlined the data loading and processing from Access databases to the data warehouse.  

 
 

 

We have begun training staff in 
utilizing implementation science 
when developing projects and 
programs and in sustaining them 
over time.   



 
Advanced Analytics 

 
• Implemented a Gradient Boosting predictive model for Emerging Adults performance target. 
• Implemented the Backward Elimination Multiple Linear Regression to predict total LOS for PAR 

inpatient psychiatric hospitals. 
• Revised the adult and pediatric inpatient bypass program using a tiered point system, which 

integrated the case-mix model.  
• Created and put into production the IOP quality metric PAR program.  
• Developed and revised Tableau dashboard of IOP PAR program.  
• Developed new methods to capture additional social determinants of health through available data 

(e.g., homelessness). 
• Continued to streamline the workflow and processes of the entire Data Management and Analytic 

Tracking Tool (DMATT) system to achieve efficiencies and enable higher level analyses. 
• Continued to revise the Level of Care reference table to be used for the PMPM analysis by level of 

care dashboard. 
• Created the first, year-over-year PMPM dashboard to 

identify trends over time. 
• Revised the ED stuck Tableau dashboard to convert to 

a rolling 3-year report that will allow us to identify 
trends over time.  

• Revised the Population Profile to integrate new race 
and ethnicity, primary language spoken, as well as 
county fields into the Tableau dashboard.  

• Began developing methadone maintenance quality metrics to track engagement of members with 
methadone providers.  

• Revised the daily census to integrate key factors found to be significant in the case-mix model. 
 
Non-CTBHP Contract Advanced Analytics: Non-CTBHP projects benefit the CTBHP by allowing us to 
innovate and cross pollinate new methodologies, utilize varied predictive modeling techniques, and develop 
advanced data visualization techniques. The below non-CTBHP projects advanced analytic activities have 
assisted us in bringing new capabilities to the CTBHP: 

• Delivered and presented on the 2nd year outcomes report for the First Episode Psychosis Program 
and assessment of the identification methodology used. These findings and the work of the FEP 
program inform the Clinical Department’s CTBHP work, particularly the ICMs. 

• Presented and published on the probabilistic matching for the EMPS/Mobile Crisis evaluation and 
extracted utilization data based upon a pre-post design with a comparison condition. In addition, 
we completed a probabilistic matching between DCF’s care coordination program to Medicaid 
member data and ran a pre-during-post analysis on service utilization. These probabilistic 
matching methodologies developed under this work is transferable to other projects under the 
CTBHP.  

• Created an integrated substance use disorder and mental health financial map utilizing a revised 
categorization structure as well as the integration of race and ethnicity by DCF and Medicaid services. The 
financial mapping methodology is also applied to our PMPM reporting under the CTBHP.  

• Completed and launched the Intensive Response Team (IRT) methodology for identifying both 
high-need and acute children with autism spectrum disorders to be served by the Autism Services 
(ASD) team. 

• Completed a decision tree risk stratification model to identify Behavioral Health Home eligible and 
enrolled members that are at risk for developing metabolic syndrome. The predictive modeling 

Revised the Population Profile to 
integrate new race and ethnicity, 
primary language spoken, as well 
as county fields into the Tableau 
dashboard. 



 
techniques utilized in the BHH risk stratification model inform our predictive modeling 
advancements under the CTBHP.  

HEDIS and Other Quality Reporting 
 

• Enhanced focus on CMS Core BH measures in addition to HEDIS as state approaches federally 
mandated reporting in 2024.  

• Programming and delivery of eight (8) HEDIS (many of which are also CMS Core measures) and one 
CMS-only measure with dashboard. 

• Completed a successful HEDIS audit and obtained HEDIS validation. 
• Added several new measures associated with MAT PT including adherence to MAT medications and C2C 

following detox. 
• Utilized methodology associated with the HEDIS Plan All-Cause Readmission measure to develop model 

to predict homeless individuals associated with the CHESS initiative who would benefit most from 
housing.  

• Collaborated with Community Health Network (CHN) on data methodology. 

 
Provider Engagement 
 

• Completed the Statewide Community PRTF 
retrospective chart review. 

• Continued multiple Provider Analysis and Reporting 
(PAR) programs. 

• Held IOP workgroup meetings for both the adult and 
youth programs. 

• Launched the new Intensive Outpatient (IOP) PAR 
Program. 

• Held a statewide joint pediatric and adult inpatient workgroup focusing on the new case-mix Bypass 
program. 

• Held Enhanced Care Clinic Workgroup focusing on Mystery Shopper, location changes and open 
access triage. 

• Continued to assist hospitals across CT in the implementation of Collaborative Care Teams. 
• Continue to monitor the centralized bed tracking system – 18 hospitals are now meeting the 90% 

target. 
• Held two (2) statewide freestanding detox workgroup meetings with a focus on MAT inductions and 

MAT adherence rates post an inpatient stay.  
• Continued to facilitate multiple meetings between inpatient providers and community-based OTP 

and OBOT providers to ensure a warm hand off post MAT induction. 
• Maintained the Changing Pathways Pilot with two freestanding detox providers. 
• Expanded the Changing Pathways Pilot to include inpatient psychiatric care. 
• Added providers to the CTBHP MAT Locator MAP. 
• Facilitated five (5) statewide CAPTA community meetings in collaboration with DCF/DMHAS. 
• Partnered with BRISC to provide biweekly statewide training on the assessment and treatment of 

ASD for community clinicians and ASD in network clinicians.  

 
Ancillary Reporting and Presentations/Publications 
 

 

Partnered with BRISC to provide 
biweekly statewide training on the 
assessment and treatment of ASD 
for community clinicians and ASD 
in network clinicians. 



 
Ad Hoc Reports 

 
• Re-ran the SBIRT utilization claims report (January 2019). 
• Conducted an analysis of Definitive Drug Test procedure codes and claims (June 2019). 
• Conducted a NGA mortality review for DSS (August 2019). 
• Conducted an in-depth psychological testing utilization analysis due to clinical changes.  
• Conducted an in-depth analysis for youth stuck in the ED at CCMC for DSS using claims (September 2019). 
• Developed and conducted preliminary methadone maintenance engagement metrics by provider 

(November 2019). 

 
 

Public Presentations at committees of cognizance and national conferences including: 
 

• Behavioral Health Partnership Oversight Council 
• Coordination of Care Subcommittee 
• Operations Subcommittee 
• Child and Adult QAP 
• MAPOC 
• American Academy of Child and Adolescent Psychiatry 
• Mental Health Block Grant Council 
• Children's Behavioral Health Advisory Board 
• Community Health Center Association of Connecticut Conference 
• Autism Spectrum Disorder Advisory Council 
• ADPC Treatment Subcommittee 
• Annual Research and Policy Conference on Child, Adolescent, and Young Adult Behavioral Health 

2019 
• National Council for Behavioral Health Conference 2019 

 

Academic Partnerships 
 

• Continued partnership with Yale PERCH including services of an intern, consultation on project 
development, and collaboration on the development of manuscripts for publication. Seeking other 
grant opportunities. Synergistic with DMHAS priorities. 

• Continued Partnerships with UCONN and CHDI regarding evaluations of the contributions of 
Emergency Crisis Services in preventing ED Utilization. 

 
C. Overview of the Utilization Management (UM) Program 

 

Clinical excellence and the highest business ethics are at the forefront of CT BHP/Beacon’s utilization 
management program.  We recognize a responsibility to consistently demonstrate our commitment to 
superior clinical quality service that is member focused, clinically appropriate, cost effective, data-driven, 
and culturally competent. This is achieved through a systematic and coordinated UM Program that 
involves input from, and coordination with, all stakeholders, including State Partners, members, 
providers, business units, departments, functional areas, and clinical staff. We share responsibility to 
achieve a common goal, of helping people live their lives to the fullest potential. 
 

National Council for Behavioral 
Health Conference 2019 



 
In order to improve efficiency and continue to assist providers in achieving high quality clinical outcomes, 
Beacon CT, in conjunction with the CT BHP, embarked on a UM Redesign in 2018. The redesign was fully 

executed in 2019 inclusive of a new utilization management 
Bypass Program that utilizes predictive modeling to allow 
providers who are demonstrating strong performance against 
quality metrics the ability to spend more time working with 
Medicaid members and less time on administrative activities.  
The redesign includes enhanced provider consultation, and 

support offered by our new Technical Assistance Clinician, whose role it is to bring forward evidence-based 
practice to providers in order to enhance the quality of the services delivered to CT Medicaid members. 
 
This new design allows for greater provider autonomy and fewer administrative burdens when providers 
are successful in demonstrating positive clinical outcomes. We explored ways to use technology more 
effectively and move more levels of care to a registration process.  Currently the levels of care that offer a 
registration process are Inpatient Psychiatric Hospitals, Inpatient Detoxification- Freestanding, Partial 
Hospitalization, Intensive Outpatient Programs and Outpatient. As we continue with this new model we 
will explore opportunities to create new predictive models to inform areas for clinical quality 
improvement and new or enhanced bypass programs.  
 
The Connecticut Behavioral Health Partnership has an established Care Management (CM) and an 
Intensive Care Management (ICM) program designed to assist children and adults who reside in the State 
of Connecticut and who have the most complex care needs. These members are typically assessed to be at 
the highest risk within the Medicaid program for negative clinical outcomes related to complex mental 
health/substance use issues and co-morbid medical conditions. The primary goals of the CM/ICM 
programs are to help individuals maintain community tenure, regain optimal health, improve life 
functioning capability, and promote recovery and resiliency. Service delivery occurs through consultation 
with community providers on complex cases, direct member contact in communities and rehabilitation 
facilities and focused provider meetings with treatment providers and State Partners.  Beacon’s CM/ICM 
staff work closely with the Medical ASO to foster an integrated approach to meeting individual needs. We 
remain dedicated to ensuring that the Medicaid members for which we are responsible receive the best 
behavioral health services possible. 

 
 

D. Key Accomplishments of the UM Program 
 
 

During the course of 2019, the program’s key accomplishments included: 
 

Successful Deliverables – All of the following were successfully delivered within negotiated 
timeframes: 

 
• 2019 UM Program Description – including Intensive Care Management and Autism Services 
• In collaboration with QM – 2018 QM UM Evaluation, Semi-Annual/Annual Utilization Reports, 

and Performance Targets - Discharge Delay, High Need Initiative (NGA), Medication Assisted 
Treatment (MAT) 

 
UM Redesign – Provider Variance Management 

 
• Adult Higher Level of Care team – Sharing data with providers to assist in caring for members 

identified as being at risk of staying longer and ensure that discharge reviews are entered timely. 

The redesign was fully executed in 
2019 inclusive of a new utilization 
management Bypass Program that 
utilizes predictive modeling. 



 
• Substance Abuse team – Worked with four (4) specific providers that warranted a more targeted 

approach.  FAQ and Cheat Sheet was created to assist providers in completing comprehensive 
concurrent reviews. 

• Adult Lower Level of Care team - Developed collaborative relationships with providers, shared best 
practices of clinical documentation and authorization and review processes. Offered resources that 
improved timeliness and accuracy in demonstrating the need for services requested. Worked with 
home health providers on identifying opportunities to reduce unnecessary utilization. Incentivized 
appropriate reductions in twice daily medication administration by offering longer authorization 
time periods for those agencies in compliance within the target range of BID, QD and ED rates 
measured. 

• Youth Mental Health team – Worked very closely with two inpatient providers with the largest 
number of discharges and longer lengths of stay.  The team identified an IOP provider that 
benefited from more targeted assistance. Additionally, this team supported psychological testing 
providers as they transitioned to billing new CPT codes. 

• IICAPS Target Assistance Clinicians (TAC) team established and began meeting with all providers 
to identify best practices and opportunities for improvement. 

 
Bypass Programs (See Goal 11) 

 
• Inpatient Bypass Program enhanced to include case mix and 

the measures expanded to six.  With the expansion, providers 
are being incentivized to align their average length of stay 
with the predicted average length of stay. 

• Home Health continued the Bypass and Bypass Plus 
Programs with the majority (68.8%) of the providers with 40 or more members able to participate. 

 
Autism Spectrum Disorder Services 

 
• As of December 2019, there were a total of 2,388 unique members diagnosed with Autism receiving 

individual direct services and 9 receiving group treatment services.  Another 321 unique members 
authorized to receive an Autism Diagnostic Evaluation. 

• CTBHP has enrolled a total of 365 providers as of December 2019, which is an increase from 266 in 
December 2018.  

• Provide care coordination and support in Connecticut Children’s’ and Yale New Haven Emergency 
Departments for high utilizers diagnosed with ASD/IDD/DD, in conjunction with the IRT Program. 

• In collaboration with BRISC, provided biweekly trainings to the ASD Provider Network and 
community clinicians focused on educating providers on the diagnosis and treatment of ASD.  
Quarterly statewide trainings for mobile crisis teams as well as three trainings through CHDI for 
ECC clinicians were offered on the diagnosis and treatment of ASD.  Also, Beacon collaborated with 
DDS, DMHAS, and DCF to develop and provide training for the State Police Academy regarding 
responding to individuals with ASD/IDD.  

 
Intensive Care Management and Peer Services 

 
• Child ICMs participate in ED rounds for CCMC on a daily basis. 
• Participate in PRTF weekly rounds hosted by DCF to maintain member throughput. 
• Provide ad hoc consultation to inpatient units serving children in effort to maintain efficient care 

coordination for complex youth. 

Inpatient Bypass Program 
enhanced to include case 
mix and the measures 
expanded to six. 



 
• The Child ICMs and Family Peer specialists continued to attend onsite rounds at Natchaug Hospital, 

the Institute of Living/CARES, St. Vincent’s Hospital, and Yale New Haven Hospital to assist with 
discharge planning and decreasing any delays in accessing the next most appropriate level of care. In 
2019, the percentage of delayed days was 7.51%, which represents a decrease over 2018 

• The Child ICMs continued to offer support to the Emergency Departments to assist in navigating 
barriers to accessing appropriate levels of care. There were a total 1,553 ED stuck episodes 
identified/reported for 1,050 unique youth in 2019. This was an increase from 2018 when there were 
1,160 ED stuck episodes for 807 unique youth. 

• In addition to working with special populations, all ICM and Peer teams continued to participate in 
DCF meetings, regional meetings, and the Community Care Teams as appropriate. 

• The Child ICMs continue to participate in Complex Rounds and Discharge Delay Rounds with State 
Partners and began participation in weekly PRTF Case Conferences initiated by DCF and attended 
by Area Offices and State Facilities.  

• The Child ICMs began the role of intermediary between PRTF facilities to decrease admission delay 
and best fit regarding PRTF referred youth who can be served by more than one facility. 

• Adult ICMs and Peers attended Community Care Teams (CCTs) to present cases and create joint 
care plans for NGA members and other Medicaid members. This includes Griffin Hospital CCT, 
Backus Hospital CCT, South Central CCT, Hospital of Central of Connecticut CCT, Bristol Hospital 
CCT, Greater Bridgeport CCT, Hartford Hospitals/St. Francis CCT and the New London Homeless 
Hospitality Center CCT. 

• The Adult ICM and Peer teams continued to work with the High Need/High Cost population by 
connecting individuals to treatment and community-based support.   At the end of 2019, the teams 
had worked with 447 members.  The project ended on 12/31/19.  Members that were enrolled as of 
the end of the project will continue to receive support from the ICM and Peer teams. 

• A research study based on the Adult ICM/Peer intervention with this population resulted in a mix of 
expected and unexpected findings: 

o The ICM/Peer intervention group compared to controls demonstrated greater reduction 
of ED visits and improved C2C, and Residential Rehab Admits. 

o Both Groups showed decreases in IP stays 
o The control group had a greater reduction of overall costs 
o In a further analysis of those that participated in the intervention, 73% maintained zero 

BH ED visits OR decreased visits, 80% maintained zero IP admits or decreased admits, 
and 40% improved based on a multi-item combined score of functioning.   

• All teams continued to receive ongoing training in Motivational Interviewing. Adult ICM and Peers 
also received training on Wellness Recovery Action Planning (WRAP) and attended the CCAR 
Recovery Coach Academy. 

• Adult ICM and Peer Specialists attended the DMHAS training on Nalaxone (Narcan) in response to 
the Opioid Epidemic and the need for them to be able to carry and administer Narcan. 

• Peer Specialist provided on-site support for Changing Pathways initiative at Inter-Community and 
Rushford Treatment Centers. 

• Adult and Family Peers attended the Intentional Peer 
Support (IPS) 5-day training, IPS is a way of thinking 
about and inviting transformative relationships.  
Practitioners learn to use relationships to see things from 
new angles, develop greater awareness of personal and 
relational patterns, and support and challenge each other in trying new things. The model 
promotes a trauma-informed approach of relating and establishing member centered goals.  

Adult and Family Peers 
attended the Intentional Peer 
Support (IPS) 5-day training 



 
• The Peer Department piloted a satisfaction survey to 19 members, asking how the Peer Program 

may have benefitted them and on their interactions with their Peer Specialists: 
o 94.74% of respondents reported their Peer Specialist always listened to them. 
o 100% of respondents reported their Peer Specialist always wants to help them. 
o 100% of respondents reported their Peer Specialist always gets back to them in a timely 

manner. 
o 89.48% of respondents reported the Peer Program helps them reach their goals most of 

the time (63.16% Always, 26.32% Most of the time). 

 
 
 

Ongoing Staff Development and Community Partnerships 
 
 

Over the course of 2019, the CT BHP continued to support community partnerships/education and 
collaboration with other Medicaid ASOs. Below are the events and activities that enriched these ongoing 
relationships, ultimately supporting the Medicaid membership: 

 

• Autism Awareness Month Events 
• Mental Health Awareness Month Events 
• NAMI Fundraising and Walk 
• CCAR Fundraising and Walk 
• Staff attended CCAR’s Medication Assisted Recovery Annual Training 
• Staff attended CCAR Recovery Coach Training 
• The CTBHP continued to offer Project ECHO to community providers. Project ECHO is supporting 

the expansion of MAT prescribers within the network as well as supporting current MAT prescribers 
by providing consultation and education 

• Beacon continued to co-manage members with Community Health Network (CHN) to ensure 
Medicaid members’ medical and behavioral health needs are met.  

• We participated in the CHN Provider Advisory Workgroup and provided information about ACCESS 
MH and MAT resources 

• The CTBHP continued to work with the transportation ASO to ensure that members in need of livery 
service greater than 15 miles were able to receive treatment in the community in which they live. In 
2019, Beacon continued collaboration with Veyo and DSS 

• A Peer Specialist continued to attend the Central CT Health District and serve on their Recovery 
Workgroup 

• Provided support and administration for the 2019 iCAN Conference in conjunction with the 
Consumer and Family Advisory Council 



 

II. Evaluation of the Overall Effectiveness of 
the QM and UM Program Structures 

 
A. QM and UM Committee Structure and Effectiveness of Structure 

 
 

Refer to the companion 2020 QM and Clinical Program Descriptions for a more comprehensive overview of 
the QM and UM Program structures. 
 
Quality Management Steering Committee (QMSC) 
 
The Quality Management Steering Committee, also known as the CORE Committee, is comprised of the 
lead staff of DCF, DMHAS, DSS, and Beacon CT leadership. This Committee reviews data reflecting overall 
operations of the CT Engagement Center. CT staff prepare reports for the Committee as requested by the 
Departments. The Committee also prepares reports or undertakes other assignments requested by the 
BHPOC. CY 2019 focus areas in the CORE committee meetings included monitoring of major programs and 
outcomes, reviews of data and progress towards goals, and development of strategies related to challenges and 
further opportunities for improvement across the following areas; 

• Strategies/Updates related to administrative changes in the Governor’s Office, DSS, and DCF 
• Performance Targets (High Need, MAT, Discharge Delay, and Emerging Adults 
• PAR programs, Focused Reviews and Bypass Programs (Inpatient, IOP, IICAPS Planning, etc.) 
• Program/System Innovations such as Bed Tracking, Case Mix, etc. 
• Health Equity Clinical Study 
• Ad Hoc reports and system developments – Opioid Crisis Response, IP ALOS, ED Stuck, etc. 
• BHP Annual Report Development 
• Quality of Care Issues, Trends, and Strategies 

 
Quality and Utilization Management Committee (QMUMC) 
 
The Quality Management and Utilization Management Committee (QMUMC) meets weekly and is co-
chaired by the SVP of Quality and Innovation and the SVP of Clinical Operations and Recovery (or their 
designees). The President of the CT Market and VP Medical Director also play lead roles in this 
committee. The QMUMC reports to the Northeast (NY, NJ, CT, PA MD, DC) Region QM/UM/CM 
Committee and is guided by the activities and recommendations of the CORE Committee. The QMUMC is 
comprised of representatives from key operational units within the CT Engagement Center. The QMUMC 
is responsible for ensuring the quality, cost effectiveness, and continuous improvement of clinical care, 
member safety, utilization management, and other administrative services delivered to members for 
which the Engagement Centers are responsible. This committee integrates Quality Management (QM) 
and Utilization Management (UM) to assist in improving the efficiency of the QM committee structure, 
promoting integration, and eliminating duplication of efforts. 

 

The QMUMC met weekly in 2019, and the following items were standardly reviewed: The UM QM project 
plan, call management performance, authorization turnaround time performance, utilization, quality of care 
and adverse incidents, denials and appeals, complaints and grievances, Inpatient and Home Health Bypass, 
bed tracking performance for the non-bypass providers, quarterly documentation audit results.   The 
committee continued to review and evaluate the impact of the changes that were made to the UM 
structure at the beginning of the year.  
 
 



 
Quality of Care Subcommittee 
 
The Quality of Care Committee (QOCC) reports to the QMUMC and is co-chaired by the SVP of Quality 
and Innovation and the VP Medical Director (or their designees). The QOCC meets weekly and reviews all 
quality of care concerns and adverse incidents reported, provides follow-up on the results of actions 
and/or investigations identified by the Committee, and oversees the quality improvement and action 
plans established for specific providers initiated by the Committee. 

 

In 2019, the QOCC had a well-established committee team, comprised of the following participants: VP 
Medical Director, the Associate Medical Director, the SVP of Quality and Innovation, the AVP of Quality 
Management, the AVP of Clinical Services, the AVP of Utilization Management, the Director of QM, the 
Quality Specialist II, and the Clinical Supervisor.  This has led to optimal review of the incidents, solid 
determinations and cohesive inter-departmental strategy regarding provider trends or trends by level of 
care. 

 

In 2019, the QOCC solidified a weekly meeting frequency to meet the increased demands put on the 
committee; the QOC volume increased by 83% from CY 2018 to CY 2019 and the volume of reported 
adverse incidents increased by 126% from CY 2018 to CY 2019.  The QOCC will continue to work closely 
with the State Partners in an effort to communicate overall volume, overall impact, provider trends and 
any other identified areas of significant need.  
 
Regional Network Management Sub-Committee 
 
The Network Management Sub-Committee reports to the QMC. This sub-committee meets at least 
bimonthly to review the progress of the various Provider Analysis and Reporting (PAR) programs from a 
systems perspective, as well as in detail with regard to the progress of specific network facilities and 
programs towards meeting established goals. The sub-committee dedicates time within the meeting for 
discussion specifically related to providers who focus on youth or adult services as well as on the design, 
development, and subsequent launch of child and adult provider PARs programs. Strategies are developed 
to address issues specific to either population. The sub-committee serves to provide direction and 
oversight to the Provider Analysis and Reporting workgroup activity and all Regional Network 
Management functions. The sub-committee is chaired by the Director of Regional Network Management.  
 
Consumer and Family Advisory Sub-Committee 
 
The Consumer and Family Advisory Council (CFAC) meets monthly and is a Connecticut Medicaid 
consumer and family-driven committee that is diverse and aims to promote cultural inclusivity across the 
CT BHP provider network. In 2019, CFAC was advised by the Director of Peer Services and co-chaired by 
two consumers/parents and one Beacon Peer Support Specialist. CFAC acts as an advisor to Beacon CT  to 
improve on best practices for behavioral health services for Connecticut Medicaid members. 
 
The vision of CFAC is to create and nurture a true partnership between consumers, families, service 
providers and Administrators as it relates to the delivery of behavioral health and addiction services. The 
goals are to create more positive and meaningful outcomes for individuals and families living with 
behavioral health conditions. 
 



 
In 2019, CFAC continued to meet with identified sponsors 
from the Behavioral Health Partnership Oversight Council 
to enhance opportunities for shared investment in the 
collaboration between the two organizations with the goal 
of maintaining open communication between providers 
and consumers. 
 
 

In 2019, CFAC celebrated the 5th annual iCAN Conference at the Artists Collective in Hartford, CT. The 
conference included the following: 
 

• Over 250 conference attendees including: Consumers, Family Members, Providers, Advocacy 
Organizations, Community Representatives, and State Partners 

• 28 Exhibitor tables included Statewide Providers, Advocacy Organizations, Local Community 
Businesses, Local Faith Based/Church, CT BHP, and Connect 

• Leadership from each of the State Partner Organizations provided their remarks: 
o DCF - Director of the CTBHP, Dr. Stephney Springer 
o DSS - Deputy Commissioner, Kathleen Brennan 
o DMHAS - Commissioner, Dr. Miriam E. Delphin-Rittmon 

• Six Breakout Sessions were moderated and Supported by CFAC Members: 
o The Rest in Peace Collection – Trauma Experienced by Inner-City Youth 
o The Intersection of Substance Use, Addiction Recovery, Pain Management and Faith 
o Panel on Youth and Young Adult Services 
o Juvenile Justice Diversity, Inclusion and Belonging: The Parent Perspective (Spanish) 
o Everyone Communicates – Few Connect 
o Investing in Primary Care – Office of Health Strategy 

• Conference Participation Survey and Results: - 
o Quality of the iCAN Conference Overall: 

 Over 90% Good, Very Good or Excellent 
o Quality of Presenters and Conference Staff: 

 Over 90% Good, Very Good or Excellent 
o Quality of Environment: 

 Over 90% Good, Very Good or Excellent 
 

Other CFAC activities in 2019 included: 
 

• Legislative Breakfast: 
o The breakfast was held at the LOB on April 11th and was well attended by CFAC 

members, community partners, legislators and/or their representatives as well as the 
State Partners. 

o Members prepared testimony related to their experience with Medicaid and questions 
to ask legislators regarding their vision for the future of the Medicaid program. 

• CT Department of Public Health held a focus group with CFAC members on Thursday, December 
20th, 2019. 

• Telehealth  
o On May 9th Bill Halsey of DSS presented updated information regarding the plans for 

Telehealth. 
o On June 13th Maureen Reault of DSS presented updates regarding Telehealth. 

• Health Equity  

There were 250 CFAC iCAN 
conference attendees including 
Consumers, Family Members, 
Providers, Advocacy Organizations, 
Community Representatives, and 
State Partners. 

 



 
o On October 10th Dr. Robert Plant and Lindsey Rogers presented the outcomes and key 

findings of the Health Equity Clinical Study to the CFAC membership. 

 
Assessment and Recommendations of QM and UM Committee Structure and Effectiveness 

 
In 2019, we believe that the effectiveness of the QMUMC structure was evidenced in the quality and 
volume of the work conducted throughout the Engagement Center. Additionally, the structure was 
enhanced further through the efforts of new leadership and participation within the Engagement Center. 
This allowed for critical review of established practice and policies, with changes and updates to process as 
indicated. The QMUMC continued to address areas of practice that impact both members and providers. 
The goal of the QMUMC structure continues to be to increase efficiencies and transparency of practice via 
the use of data and analytics while eliminating duplicative efforts and collaborating on clinical and quality 
initiatives across the state. 

 
 

B. Adequacy of Resources 
 

 
In 2019, there were a number of staff transitions in the Quality Department due to a combination of new 
opportunities associated with the growth of the organization as well as some staff relocating or seeking 
promotions and new opportunities within and outside of the organization.  The Quality Department took this 
opportunity to reorganize, promote from within where possible, and bring on a new Health Research Scientist and 
several new quality analysts.  Although 2019 was a year of many transitions, we were successful in meeting all 
of our project deliverables with minimal disruption. Performance levels were maintained and the overall 
skill level in our analytics and data visualization has continued to grow. 
 

In 2019, the Clinical Department, experienced relative stability in staffing despite some major changes in the UM 
structure and leadership of the department.  The Senior VP retired in March and her position was filled by the AVP 
of Clinical Services, which facilitated a smooth transition. The AVP of Clinical Services was backfilled by July 
and integrated quickly into the department.  The ICM and CL teams stabilized with only minimal 
transitions for other opportunities within the organization.  Some additional salary adjustments were able 
to be made within the department, which assisted in retention.  Additional resources were added to have a 
team of targeted assistance clinicians which focused on IICAPS during the last half of the year.  When it 
was determined that IICAPS was not going to be a focus for the 2020 Performance Targets, it was decided 
to reallocate those resources back to the Level of Care Teams, where there are established relationships 
with providers and they could be more effective in the shaping practice and assisting providers. 
 

The process of training the entire organization to incorporate quality and clinical tenets into all processes 
has been an important component of our success, allowing for process improvements to occur on an on- 
going basis. This commitment to transparency and process improvement ultimately results in a better 
program for the state and ensures the member remains at the center of all we do. 
 
 
 
 
 
 
 
 
 
 



 
 
The following chart is a summary of the positions in the CT Engagement Center that support the QM and 
UM Programs with credentials and percentages of time devoted to the QM and UM activities: 

 
 

Engagement Center 
Staff by Title 

 
Credentials 

Percent of time 
per week devoted 

to QM 

Percent of time 
per week devoted 

to UM or CM 

CEO/CT Market President Master’s level 20% >5% 

SVP of Quality and Innovation Doctorate level 70% 10% 

Chief Administrative Officer 
 

Master's level 
 

20% 20% 

AVP of Analytics and Innovation Doctorate level 70% 10% 

Chief of Research and Outcomes Doctorate level 80% 20% 

Health Research Scientists 
 (2 FTEs) 

Master’s or 
Doctorate level 

 
80% 20% 

 

Director of Quality Management 
Master's 

level/Licensed 
 

80% 20% 

Director of Analytics and 
Innovation 

 

Master's level 
 

80% 20% 

Regional Network Managers  
(6 FTEs) Master's level 80% 20% 

Quality Analysts - Team Lead Master's level 80% 20% 

Quality Analysts (4 FTEs) Master's level 80% 20% 

Statistician (.5 FTE) in 2018 Master's level 50% 20% 

QM Coordinators - Denials and 
Appeals (2 FTEs) 

 

Associate level 
 

80% 20% 

Contract Monitor Associate level 50% 20% 

QM Specialist I Bachelor level 80% 20% 

QM Specialists II - Auditors (1.5 
FTEs) 

Master's 
level/Licensed 80% 20% 

SVP of Clinical Operations and 
Recovery 

 

Master's level 
 

20% 
 

80% 

 

AVP of Utilization Management 
Master's 

level/Licensed 20% 
 

80% 



  
 
 
 

 
Engagement Center 

Staff by Title 

 
 

Credentials 
Percent of time 

per week devoted 
to QM 

 

Percent of time 
per week devoted 

to UM or CM 

AVP of Clinical Services 
Master's 

level/Licensed 20% 80% 

Director of Peer Services Master's 
level/Licensed 20% 

 

80% 

Peer Specialists (11 FTEs) Lived experience 5% 95% 

 

Director of Autism Services 
Master's 

level/Licensed 20% 
 

80% 

Clinical Supervisors (3 FTEs) 
Master's 

level/Licensed 20% 80% 

 

Clinical Care Managers (19 FTEs) 
Master’s 

level/Licensed 5% 
 

95% 

 

Clinical Liaisons (8 FTEs) 
Bachelor/Master’s 

level 5% 
 

95% 

Adult Intensive Care Manager 
Supervisor 

Master's 
level/Licensed 20% 

 

80% 

Adult Intensive Care Managers (8 
FTEs) 

Master’s 
level/Licensed 5% 

 

95% 

Child Intensive Care Manager and 
RCT Supervisor 

Master's 
level/Licensed 20% 80% 

Child Intensive Care Managers 
(9bFTEs) 

Master’s 
level/Licensed 20% 

 

80% 

 

Clinical Analyst 
Master's 

level/Licensed 20% 
 

80% 

VP Medical Director MD 40% 40% 

Associate Medical Directors (1.5 
FTEs) 

 

MD 
 

20% 
 

50% 

SVP of Integrated Operations Bachelor level 20% 20% 

Data Analytics and Reporting Director Extensive 
experience 

 

50% 
 

20% 

 

Customer Service Director 
Extensive 

experience 
 

20% 
 

30% 

Provider Relations Director Master's level 20% 20% 

Information Technology Director Bachelor level 20% 20% 

 

Project Managers (2 FTEs) 
Bachelor/Master's 

levels 
 

50% 
 

50% 



  
C. Practitioner Involvement 

 
 

Network providers remain actively involved in the QM and UM Program through both the Child and Adult 
Quality, Access, and Policy subcommittees of the Oversight Council as well as via the Operations 
subcommittee. Providers share feedback on clinical initiatives and programmatic interventions as well as 
the clinical studies.  Through the annual retrospective chart review process and the addition of our 
Solnit/Beacon QM program, we have been able to work closely with the providers and identify areas of 
opportunity, trends in the population served and best practices. In addition, in conjunction with the ASO and 
State partner staff, the provider network continues to inform the PAR programs, including the type and 
format of the data that is shared through the statewide provider workgroups and the individual PAR 
meetings and in goal setting related to 
 

 
D. Leadership Involvement 

 
 

The CT Engagement Center continues to have very strong leadership involvement and participation in both 
the QM and UM Programs. The President of the CT Market, Chief Administrative Officer, Senior Vice 
Presidents, and VP Medical Director actively participate in the ongoing oversight and development of both 
programs. 

 
 

E. Member Safety 
 
 

The CT Engagement Center is committed to ensuring that member safety remains a priority throughout the 
organization. Efforts are made to minimize member risk from adverse incidents, quality of care, or service 
concerns, and to enhance member safety and the risk management process. These efforts include case 1) 
specific review of adverse incidents and quality of care concerns, 2) the use of data analytics to identify trends by 
provider, level of care, type of incident and age, our internal tracking system through QualityConnect, provider 
outreach and support in the development and implementation of performance improvement plans to improve the 
quality of care provided and mitigate risk and internal staff trainings conducted monthly, semi-annually and ad 
hoc for adverse incident reporting.  Adult members continue to present with the highest risk and efforts are 
being made via clinical interventions and initiatives with both Peer Specialists and Adult ICMs to address 
some of the risk by assisting members in connecting to care in the community. In 2019, there was a 
significant increase in both the volume of QOC concerns and adverse incidents reported to the QOCC.  The 
volume of suicide attempts, reported by Beacon staff through our internal incident reporting process, in both 
adult and youth populations had the largest increase from CY 2018 to CY 2019 with adolescents (13-17) having 
the largest increase in volume from 16 in CY 2018 to 95 in CY 2019.  In addition, Beacon also worked extensively 
in implementing a QM team, specific to the Solnit Hospital and PRTF sites, to support the development of a 
robust quality management infrastructure within each site location to mitigate risk and enhance the quality of 
service delivery.  



  

III. Evaluation of the 2019 QM and UM Project 
Plan 

 
Goal 1: Review and Approve the 2018 Connecticut Engagement 
Center QM and UM Program Evaluation, 2019 QM Program 
Description, 2019 UM Program Description, and 2019 QM and UM 
Project Plan 

 

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

 
A. UM and QM Programs Evaluation 

The 2018 QM UM Program Evaluation was submitted to the Departments on April 1, 2019 
and resubmitted on September 23, 2019 with final approval received on October 10, 2019. 

 
 

B. QM Program Description 
The 2019 QM Program Description was submitted to the Departments on April 1, 2019 and 
resubmitted on September 23, 2019 with final approval received on October 10, 2019. 

 

 
C. UM Program Description 

The 2019 UM Program Description was submitted to the Departments on April 1, 2019 and 
resubmitted on July 24, 2019 with final approval received on August 5, 2019. 

 

 
D. UM and QM Project Plan 

The 2019 QM and UM Project Plan was submitted on April 29, 2019 and resubmitted on 
September 23, 2019 with final approved received on October 10, 2019. 

 
 

Recommendation for continuing goal in 2020: The goals and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan.



  
 

Goal 2: Establish and Maintain CT BHP/Beacon CT - Specific 
Policies and Procedures (P&Ps) in Compliance with Contractual 
Obligations that Govern All Aspects of Connecticut Engagement 
Center’s Operations 

 

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

 

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

 
Beacon CT utilizes Corporate Beacon Health Options Policy and Procedures except in cases where 
exceptions are needed to meet local contractual requirements.  At least annually, all policies and 
procedures (including attachments) will be reviewed, revised, or retired. 
 
 
Recommendation for continuing goal in 2020: The goals and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 

 
 
 
 

Goal 3: Establish and Maintain a Training Program for Staff 
 

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

 
A. Staff Training on State Regulatory Requirements 

 
Staff training on federal and state regulatory requirements was conducted with our new employees during 
new hire orientation and periodically throughout the year in departmental staff and ad-hoc meetings. 
 

In Q2 ’19 all employees completed the required annual compliance training and attestations. Employees 
demonstrated comprehensive understanding of the material by obtaining a 100% passage rate on the 
post-tests for the following: 

 

• CMS Compliance Training Part 1: Medicare Parts C&D Fraud, Waste and Abuse (FWA) training 
• CMS Compliance Training Part 2: Medicare Parts 
• Code of Conduct 
• General Privacy Training 

 
In Q4’19 all employees completed the required annual Business Ethics Training and attestation. 

 
 

B. Staff Training on HIPAA/HITECH/42 CFR Privacy Regulations 
 

100% of Beacon CT staff completed the annual company-wide 2019 HIPAA training. The Beacon 



  
Corporate Compliance Department monitored the process to ensure full compliance. 
 
Refresher trainings were conducted over the course of the year and focused on basic information about 
Protected Health Information (PHI), what constitutes a HIPAA violation, and how to report a HIPAA 
violation. 
 

The Beacon Corporate Compliance staff continues to monitor all violations closely. Each violation 
reported during 2019 was thoroughly investigated and placed into one of the categories listed below. 
There were no privacy breaches during 2019. There were 25 policy and regulatory (privacy) violations, 
which equate to .039% of the 64,320 authorizations issued during 2019. 
 

• Twenty-One (21) Policy Violations: 
o One (1) – Unsecure PHI left in an area only accessible by Beacon employees. (Low risk 

to member as another Beacon employee discovered it and returned it to the owner.) 
o One (1) – Report posted to the wrong Client FTP site. (Low risk to member’s as the 

report was removed before it was accessed.) 
o Three (3) - Unencrypted email sent to the intended party. (Low risk as email went to 

intended party.) 
o Seven (7) – Encrypted email sent to wrong provider. (Low risk to member as the 

providers are covered entities.) 
o Nine (9) - Instances of incorrect information being entered into a member’s record set; 

there was no disclosure of PHI. 

 
• Four (4) – Privacy (Regulatory) Violations: 

o One (1) – Authorization was created for the wrong provider. (Low risk to member as 
the provider is a covered entity. Once the authorization was voided, the provider could 
not view the authorization or authorization letter.) 

o One (1) – PHI entered/uploaded under wrong member. (Low risk to member as incorrect 
information was removed for the member’s record.) 

o Two (2) – Encrypted email sent to wrong provider.  (Low risk to member as provider is a 
covered entity.)  

 
 

C. Staff Training on Denials and Appeals 
 

In 2019, Medical Necessity and Administrative Denials and Appeals trainings were provided on the below 
noted dates for all Beacon CT staff who are involved in the process, including Customer Service 
Representatives, Clinical Liaisons, Clinical Care Managers, Intensive Care Managers, Medical Directors, 
and Quality Coordinators. All CT Engagement Center staff are encouraged to attend the biannual or 
monthly new hire trainings for a refresher anytime throughout the year. 

 
 

Training Date Training Topic Trainer(s) 
February 5th and 7th  
 
October 15th and 17th 

Bi-annual CT Engagement Center 
Medical Necessity and Administrative Denials 
and Appeals Trainings 

Clinical and Quality Staff 



  
March 8th  
April 12th  
May 10th 
August 9th  
October 4th  
November 1st 

CT Engagement Center New Hire Medical 
Necessity and Administrative Appeals Trainings 

Quality Coordinators  

 

 
Staff from the Clinical and Quality Departments were involved in planning and presenting to the CT 
Engagement Center. Highlights from this year’s trainings are as follows: Both the administrative and 
medical necessity denials trainings focused on a thorough review of the internal job aids, workflows, and 
the denial codes grid. Denial scenarios were discussed and clarified to clinical staff. The triage process for 
provider calls was also highlighted regarding correctly identifying administrative denials. There was an 
emphasis on contractual turnaround times for issuing denials as well as the requirement to inform the 
provider of either the administrative or medical necessity appeal rights, appeal request timeframe, and 
how to request the appeal. The trainings described thoroughly each level of appeal, the internal 
determination timeframes for appeal, as well as complying with the Exhibit E Performance Standards. 
The ASO’s role in each appeal was described and staff were reminded that a different Medical Director 
has to complete each level from denial through Level II appeal. Highlights and trends from the Denials 
and Appeals Tableau Dashboards were demonstrated. 
 

 
D. Staff Training on Complaints, Quality of Care and Adverse Incidents 

 
In 2019, the Complaints and Grievances and Quality of Care and Adverse Incidents trainings were 
provided on the below noted dates for all CT Engagement Center staff who are involved in the processes, 
including Customer Service Representatives, Clinical Liaisons, Clinical Care Managers, Intensive Care 
Managers, Intensive Care Coordination, Medical Directors, Quality Coordinators, Quality Specialists, and 
Regional Network Managers. All CT Engagement Center staff are encouraged to attend at least annually. 

 
Training Date Training Topic Trainer(s) 

August 27th and 29th  
 
December 5th 

Biannual CT Engagement Center Complaints and 
Grievances 

Quality Specialist I 

March 12th and 14th  
 
November 12th and 14th 

Biannual CT Engagement Center Quality of Care 
and Adverse Incidents Training 

Quality Specialist II 

February 13th  
March 13th (C&G only) 
April 10th  
May 8th  
June 12th  
July 10th  
August 14th  
September 11th  
October 9th (C&G only) 
November 13th  
November 27th 

CT Engagement Center New Hire Complaints and 
Grievances and Quality of Care and Adverse 
Incidents Training 

Quality Specialist I and 
Quality Specialist II 

 

 
For Complaints and Grievances, the training focused on a thorough demonstration of how to use the 
internal job aid, which was modified in August 2019. Specific examples of categories of complaints were 



  
explained and specific questions were answered about when to file a complaint (level 1) versus a 
grievance (level 2). For Quality of Care and Adverse Incidents, the Quality Department continued to make 
updates to the internal job aid and a template was added for efficiency of submitting a reported concern.  
 
New employees shared positive feedback about being trained in both topics during the same session because it 
is helpful to discern the differences between the three categories of concern (e.g., compliant/grievance, 
quality of care, and adverse incident). In addition to the monthly and biannual trainings, all staff are 
encouraged to contact the Quality Specialists for support with submitting Complaints and Grievances and 
Quality of Care and Adverse Incidents. The Quality staff provide real-time feedback to the staff submitting 
the reports, which improves the efficiency of the process overall. 

 
 

E. Staff Training regarding State Partners’ Departments and 
Specific Populations and Programs 

 

All new employees are provided an overview of the CT BHP and the three State departments’ role within 
the Partnership. In addition, all staff receive an overview of the DMHAS Managed Services Division and 
the Community Services Division, and how those programs and services can be accessed to support the 
Medicaid population. The DMHAS overview was held in October 2019 and was well-received by the staff. 
 
 

Similarly, all employees receive an overview of DCF Central Office, Residential Services, and Regional 
Area Offices. Those who are hired as Child ICMs, Care Coordinators, or Family Peer Specialists receive 
additional onsite training at the DCF area offices when meeting with the Regional Clinical staff. A 
specific DCF training, DCF 101- Introduction to Child Protection, was held in September 2019.  In 
addition to Beacon corporate trainings, our staff also participate in many meetings throughout the year 
that were hosted by DCF, DMHAS, and DSS, which continue to expand their knowledge about each 
agency. 

 
 

F. Staff Enrichment Trainings through the Beacon Academy 
 

The Beacon CT Academy subcommittee consists of individuals across the Engagement Center who are 
invested in workforce development. In 2019, Beacon CT offered seven (7) live staff trainings and thirteen 
(13) CEU trainings in conjunction with the Clinical Department. In addition, to be more efficient (save 
local resources) and offer a more robust opportunity for development, all employees were encouraged to 
participate in new Beacon Corporate online learning to enhance their individual knowledge and skills. 
Beacon Corporate offers its own trainings as well as trainings offered by Relias Learning, an online 
learning company that specializes in Healthcare. In 2019, Beacon offered thirteen (13) Employee Growth 
trainings as well as introducing sixteen (16) Manager trainings. See Appendix A: Beacon Learning and 
Development 2019 Classes for a complete list of all the trainings that were offered. 

 
 

G. Peer Specialists Staff Annual Trainings 
 

Training for Peer Specialists staff is supported and remains a priority. The training offerings are 
evaluated on an ongoing basis each year. All trainings continue to align with Beacon National’s overall 
mission and vision, as well as local performance targets and program needs. This year the Peer 
Department was required to participate in a DMHAS training for the Opioid Epidemic & Naloxone 
(Narcan), Mandated Reporting presented by DCF, as well as the Wraparound Approach to Care, Mental 
Health First Aide, and the 5-day/40-hour Intentional Peer Support (IPS) training. New staff were 



  
required to complete the Recovery Coach Academy. In addition to the required trainings all peer staff 
are invited to attend any of the trainings listed in Appendix B: Beacon Clinical Department Training Log 
2019.   
 
 

H. Clinical Training Plan is completed as defined in the 
Program Description 

 

In 2019, Beacon continued to provide a comprehensive, focused training and orientation program 
consistent with previous years for all new employees and specifically for new staff in the Clinical 
Department.  Staff were initially provided a high level overview to Beacon and the CT BHP and then they 
were oriented to their specific role within the department.  All new hires were provided a checklist of 
training items that must be covered to ensure that all trainings are completed within the orientation 
period and to ensure that individuals are prepared to work independently. For more information, please 
see the Clinical Program Description Appendix G: UM Training Checklist. Trainings include both 
classroom style didactic learning as well as shadowing fellow staff members. The new staff members were 
then observed for a period of time as training continues. Following new hire training, all Clinical staff are 
offered and expected to participate in ongoing trainings via Relias Learning, an online library of clinical 
and compliance-related trainings. Trainings within Relias can be assigned by supervisors to specific staff 
as additional training needs are identified. Beacon CT Academy and face-to-face CEU trainings are offered 
and clinicians are supported in being able to attend offsite trainings of their choice. Please see Appendix B:  
Beacon Clinical Department Training Log 2019. 
 
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM UM Project Plan 
 
 

 
 

Goal 4: Monitor Consistency of Application of UM Criteria (IRR) 
and Adequacy of Documentation 

 

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

 
 

A. Percent Compliance Rate with Clinical Inter-Rater Reliability Audit 
 
Beacon policy requires that an annual company-wide inter-rater reliability (IRR) audit be administered to 
all clinical staff involved in clinical decision-making to assess the reliability and consistency of the clinical 
decision-making process. See the UM Program Description for a detailed description of the IRR audit. 
 
In 2019, the CT Engagement Center completed a CT specific IRR using the CT Level of Care Guideline as 
compared to previous years when the Corporate IRR was used. The questions were either true/false or 
multiple choice with the follow two choices:  
 

1. Criteria met for admission or continued stay 
2. Criteria not met for admission or continued stay 

 



  
All Clinical Care Managers (CCMs) and Medical Directors with greater than three months of employment 
and who complete utilization management authorizations completed the IRR audit. In total, 29 staff (26 
CCMs and 3 Medical Directors) completed the IRR audit during the latter half of November and all of 
December.  The audit was again completed in Relias, which provided instant performance feedback upon 
completion. 
 
The Corporate benchmark is for each clinician/medical director to be in consensus with the correct answer 
80% of the time, and for the Engagement Center team to have at least 85% of the team scoring 80% or 
better.  The results of the 2019 IRR audit are as follows: 26 of the 29 (89.66%) staff passed the IRR with 
score of 80% or greater, with an average score of 85.24%. There was overall improvement by all staff with 
this year’s IRR.  The tool went through various levels of review both locally and nationally to ensure that 
the tool would be a valid test and assessment of inter-rater reliability. 
 
Corrective action plans were created for the three (3) Clinicians who did not pass. The plans included a 
review of the questions missed in individual supervision followed by a retaking of the test. These clinicians 
have all since retaken the IRR and have passed on re-test. 
 
In addition, to continue to ensure consistency with clinical decisions, clinicians meet weekly for individual 
supervision, clinical rounds, and group supervision. Quarterly documentation audits are conducted and 
clinicians are offered regular training opportunities. 

 
 

B. Assess Adequacy and Accuracy of Documentation 
 

The Clinical Department documentation audits continued in 2019 on a quarterly basis to assess the 
adequacy and accuracy of documentation for Clinical Care Managers (CCMs), including Residential Care 
Managers (RCMs), Home Health Clinical Care Managers (HH CCMs), Autism Services Clinical Care 
Managers (ASD CCMs), Adult and Child Intensive Care Managers (ICMs), and Community Peer 
Specialists (PSs). It should be noted that the Clinical Supervisors, who oversee the staff engaged in 
utilization management and making level of care decisions, were also included in the CCM, HH CCM, 
and Child ICM audits for Q1 ‘19. After the implementation of the UM Redesign in Q1 ’19, the scope of the 
Clinical Supervisors shifted to focus on staff development and targeted provider assistance strategies 
within their newly assigned teams by level of care. The Clinical Supervisors were no longer completing 
utilization reviews and were excluded from the documentation audits for the remainder of 2019. 
 
 
Clinical Care Managers (CCMs) 

 

CCMs   

2017 
  

2018 
  

2019 
 
 
 
 

Quarterly 
Data 

  
 

Percent 
with 

90% or 
better 

 
 
 
 

Average 
Score 

  
 

Percent 
with 

90% or 
better 

 
 
 
 

Average 
Score 

  
 

Percent 
with 

90% or 
better 

 
 
 
 

Average 
Score 

Q1 IPF  100.0% 99.5%  100.0% 100.0%  100.0% 98.4% 

Q1 IPD  n/a n/a   n/a n/a  100.0% 100.0%  

Q2 IPF  100.0% 100.0%  100.0% 100.0%  100.0% 98.5% 

Q2 IPD   n/a   n/a   n/a  n/a  100.0% 100.0% 



  
Q3 IPF  100.0% 100.0%  100.0% 100.0%  100.0% 99.2% 

Q3 IPD   n/a  n/a   n/a  n/a  100.0% 100.0% 

Q4 IPF  100.0% 100.0%  100.0% 100.0%  100.0% 99.4% 

Q4 IPD   n/a  n/a   n/a  n/a  100.0% 100.0% 
 

 
In CY ’19, the CCMs exceeded the performance expectation of 90% individually and as a whole. For the 
entire year, the audit was focused on a random selection of the inpatient psychiatric and detoxification 
level of cares. For Q1 ’19, the CCMs who were audited on the inpatient psychiatric reviews scored an 
average of 98.4%, while those audited on the inpatient detoxification reviews scored 100%. For Q2 ‘19, 
those who were audited on inpatient psychiatric reviews scored an average of 98.5%. CCMs audited on 
the inpatient detoxification reviews scored 100% again. For Q3 ’19, CCMs who were audited on inpatient 
psychiatric reviews scored 99.2% and those selected for inpatient detoxification reviews scored 100%. 
Lastly, for Q4 ’19, staff audited on inpatient reviews scored 99.4% on average and those audited on 
inpatient detoxification reviews scored 100%. The audit demonstrated that all CCMs are consistent in 
their documentation practices as well as their level of care assessment. In CY ’20, two new tools are being 
developed; one to be used for all higher level of care reviews and one to be used for all lower level of care 
reviews. This provides us with an opportunity to audit lower levels of care, such as Intensive Outpatient 
Program Services, and reflects the changes to the Utilization Management team structures since the UM 
Redesign.   
 
 
Child Intensive Care Managers (ICMs) 

 

Child 
ICMs 

  

 
2017 

  

 
2018 

  

 
2019 

 
 

Quarterly 
Data 

Percent 
with 

90% or 
better 

 
 

Average 
Score 

Percent 
with 

90% or 
better 

 
 

Average 
Score 

Percent 
with 

90% or 
better 

 
 

Average 
Score 

Q1 100.0% 98.9% 100.0% 97.0% 100.0% 100.0% 

Q2 100.0% 98.7% 100.0% 97.9% 100.0% 97.8% 

Q3 100.0% 98.0% 100.0% 97.4% 100.0% 98.5% 

    Q4 100.0% 100.0% 87.5% 96.0% 100.0% 98.0% 

 

 
The Child ICMs were audited and scored separately from the CCMs as their focus was solely on youth 
inpatient psychiatric concurrent reviews for Q1 through Q3 ‘19. For Q1 ‘19, all staff performed above the 
90% expectation and scored 100% on average. For Q2 ‘19, all staff performed above expectation and 
scored an average of 97.8%. The Child ICM team continued to demonstrate consistent documentation 
practices and scored 98.5% for Q3 ‘19. At the end of Q3 ’19, as a goal within the UM Redesign, the Child 
ICM program made a shift out of Utilization Management to allow more time addressing barriers for 
youth in a Discharge Delay status or “stuck” in an ED. Therefore, in Q4 ’19, the Quality and Clinical staff 
adapted the existing Adult ICM audit tool to reflect the Child ICMs’ documentation standards and 
performance against those standards. The Child ICMs received additional training on documenting in the 
ICM module and the Q4 ’19 audit was used as a practice quarter. The result of the Q4 ’19 audit was an 



  
average of 98.0%. 
 

 
Home Health Clinical Care Managers (CCMs) 

 

HH 
CCMs 

  

 
2017 

  

 
2018 

  

 
2019 

 
 
 

Quarterly 
Data 

 
Percent 

with 
90% or 
better 

 
 
 

Average 
Score 

 
 

Percent 
with 90% 
or better 

 
 
 

Average 
Score 

 
Percent 

with 
90% or 
better 

 
 
 

Average 
Score 

Q1 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Q2 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Q3 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Q4 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

 

 
During the UM Redesign, many of the previous Home Health CCMs remained on the Lower Level of Care 
team and continued the utilization management of this level of care. A few other CCMs were trained on 
this level of care and were added to this category of audits. The Home Health CCMs continued to perform 
very well on their audits for CY ‘19 scoring 100% each quarter, exceeding the performance expectation of 
90%. 
 
 
Adult Intensive Care Managers (ICMs) and Community Peer Specialists (Peers) 

 

Adult 
ICM & 
Peer 
Team 

 
 

2017 

 
 

2018 

 
 
 
 

Quarterly 
Data 

 
 

Percent 
with 

90% or 
better 

 
 
 
 

Average 
Score 

 
 
 

Percent 
with 90% 
or better 

 
 
 
 

Average 
Score 

Q1 81.0% 95.0% 100.0% 98.5% 

Q2 100.0% 97.0% 87.5% 96.0% 

Q3     100.0% 99.0% 100.0% 98.0% 

Q4 82.0% 96.1% 87.5% 96.1% 

 

 
 
 
 
 



  
   

Adult ICM 
 

2019 

  
Peer  

 
2019 

Quarterly 
Data 

Percent 
with 

90% or 
better 

Average 
Score 

Percent 
with 90% 
or better 

Average 
Score 

Q1 100.0% 97.8% 100.0% 95.2% 

Q2 100.0% 97.3% 100.0% 95.0% 

Q3     85.7% 91.3% 83.3% 95.1% 

Q4 100.0% 99.2% 100.0% 96.9% 
 

 
In CY ’19, the Adult ICM and Community Peer Specialist joint audit tool was separated into two 
respective audit tools. This enforced the accountability of documentation practices for each individual 
staff rather than as a team. Thus, the tables above demonstrate their separate results in 2019 compared 
to the combined results in 2017 and 2018. For Q1 ’19, all Adult ICMs and Peers scored above the 
expectation with the Adult ICMs’ average of 97.8% and the Peers’ average of 95.2%. For Q2 ’19, Adult 
ICMs scored an average of 97.3% and the Peers scored an average of 95.0%. In Q3 ’19, some challenges 
were noted. One staff from each team did not meet the expectation of 90%, which brought the staff 
average down to 85.7% for Adult ICMs and 83.3% for Peers. As a result, the individual staff who did not 
meet the 90% expectation were audited monthly through the following quarter. The Adult ICM staff 
passed each monthly audit. The Peer staff left the agency before the monthly assessments were 
completed. For Q4 ’19, staff returned to exceeding expectations with the Adult ICMs increasing their 
average to 99.2% and the Peers increasing to 96.9%. In CY ’20, the two teams will continue to be audited 
separately as they transition out of the High Need Initiative and into the Performance Target selected 
for 2020-2021. An adapted audit tool will likely be developed for the new initiative. 

 
 

Autism Services Clinical Care Managers (ASD CCMs) 
 

ASD 
CCMs 
 

  
           2019 

Quarterly 
Data 

Percent 
with 

90% or 
better 

Average 
Score 

Q1 100.0%       100.0% 

Q2 100.0% 100.0% 

Q3      100.0%      100.0% 

Q4     100.0%      100.0% 

 
 

In Q1 ’19, the ASD CCMs audit tool was used for the Applied Behavior Analysis level of care. This was the 
first quarter that it was completed and used towards the scoring of ASD CCMs. The ASD CCMs performed 
very well on their audits for 2019 scoring 100% each quarter and exceeding the performance expectation 
of 90%. 
 



  
 
Family Peer Specialists (Peers) 
 

Family 
Peer 

Specialists 
2019 

Quarterly 
Data 

Average 
Score 

Q4 97% 

 
 

In CY ‘19, the Quality team and Peer Services Director developed a tool to meet the needs of assessing 
the documentation standards of the Family Peer Specialist. An inter-rater reliability test was conducted 
using the tool and Q4 ’19 was used as a practice quarter. The Family Peer Specialists performed well 
and exceeded the standard by scoring an average of 97%. This tool will be fully implemented in CY ‘20. 
 
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 

 
 
 
 

Goal 5: Ensure Timely Telephone Access to Connecticut 
Engagement Center 

 

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

 
Total Number of Calls 

 

 
 



  

CY 2015 CY 2016 CY 2017 CY 2018 CY 2019
Crisis 0:00:04 0:00:05 0:00:07 0:00:06 0:00:06
Member 0:00:10 0:00:11 0:00:13 0:00:11 0:00:06
Provider 0:00:08 0:00:06 0:00:09 0:00:09 0:00:06

00:00

00:02

00:03

00:05

00:07

00:09

00:10

00:12

00:14

# 
of
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on
ds

 

Average Speed of Answer
Performance Standard 

Provider & Member ≤ 30 seconds
Crisis ≤ 15 seconds

 
During Q4 ‘19, Beacon implemented a newer, improved telephony platform.  The benefits of the 
telephony migration offer more streamlined and centralized call routing, tracking and production.  
 
In 2019, we experienced a decline in member calls from 2018.  We can attribute the decline to an 
enhanced provider referral process that includes a more efficient method in members and families 
identifying referrals through the online search platform and the additional option of receiving referrals 
through e-mail correspondences.  Both processes were refined to support first call resolution.  There was 
a significant decline in provider calls in 2019 due to changes in obtaining outpatient concurrent review 
authorizations, date extensions, and backdating requests.  Providers are now able to request and obtain 
modifications to authorizations online through Provider Connect. Additionally, effective for dates of 
service April 1, 2019 and forward, all home health services for clients covered under the State Funded 
Connecticut Home Care Program for Elders (CHCPE), Acquired Brain Injury (ABI), Autism, Connecticut 
Home Care (CHC) and Personal Care Assistance (PCA) Waivers with a behavioral health primary 
diagnosis code no longer received authorization from Beacon Health Options and instead were 
authorized by the Department of Social Services’ (DSS) Community Options Unit (COU).  Beacon also 
made direct access to the Clinical Care Managers (CCMs) available to providers by adding outside 
extensions.  If providers need to follow up directly with a CCM regarding additional information for a 
review they are now able to do so rather than going through customer service. 

 
 

A. Average Speed to Answer: Average Number of Seconds until a Call 
is Answered by a Live Person 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
In CY 2018, the average speed of answer (ASA) trended as follows: 

 
• Crisis (maintained) 
• Member (5 second decrease) 
• Provider (3 second decrease) 



  
B. Percent of Calls Answered with Service Level (15 & 30 Seconds) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

In 2019, the percentage of calls answered within service level (90% or better) improved.  Call Center staff 
received focused training to improve call handling and team coordination.   

 
C. Abandonment Rate: Percent of Calls NOT Answered before Caller 

Hangs Up 
 

The call abandonment rate for CY 2019 remained below 1% at 0.27%, which was well within the standard of 
maintaining 5% or lower. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

CY 2015 CY 2016 CY 2017 CY 2018 CY 2019
Total 94.01% 94.98% 93.85% 94.23% 95.54%

N = 86,096
N = 52,146
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Percent of Total Calls Answered within Service Level
Performance Standard: ≥ 90%

Performance Standard: ≥ 90%

CY 2015 CY 2016 CY 2017 CY 2018 CY 2019
Total 0.43% 0.29% 0.32% 0.56% 0.27%

N = 401 N = 149
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Call Abandonment Rate - All Calls

Performance Standard: ≤ 5%



  
 

D. Average Length of Time on hold for Clinical, Customer Service and 
Crisis Calls 

 
 
 

In CY 2019, the average hold time remained within standards and expected performance of one (1) minute 
for crisis calls (40 seconds), three (3) minutes for member calls (59 seconds), and five (5) minutes for 
provider calls (1 minute and 44 seconds). 
 
 

E. Network Call Rerouting 
 

CT BHP experienced two network call redirects (NCRs) during CY 2019, once in February and once in 
June. Each of the two calls were met with a busy signal due to a Local Exchange Carrier (Frontier) issue 
with the circuits being temporarily busy. 
 
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 
 
 
 
 

CY 2015 CY 2016 CY 2017 CY 2018 CY 2019
Provider 0:01:15 0:01:37 0:01:35 0:01:21 0:01:44
Member 0:01:19 0:01:30 0:01:15 0:01:06 0:00:59
Crisis 0:00:29 0:00:34 0:00:41 0:00:34 0:00:40
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Average Hold Time for Service Center Calls
Performance Standard

Crisis 1 ≤ minute, Member ≤3 minutes, Provider ≤5 minutes



  
Goal 6: Monitor Performance of Customer Service Staff via 
Audits of Performance 

 

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

 
 

A. Assess Individual Customer Service Staff (at least 5 calls per month) 
on Performance in Five Areas (Call Opening, HIPAA Requirements, 
Issue Definition, Problem Solving/Utilizing Tools/Decision Making, and 
Hold/Transfer Techniques) 

 
During 2019, the NICE recording system was updated to a more current version that aligns with 
modern industry technologies.  The NICE application was utilized to conduct call monitoring and 
observation of Call Center staff and for call audits of Customer Service Staff. Call audits were 
conducted by the Beacon Corporate Auditing team. The audit average for the department for 2019 
was 98.89%. Customer service staff received feedback during routine supervision regarding their 
individual performance as call audits were conducted. The department’s overall performance was 
reviewed during staff meetings. 
 
In addition, managers have the ability to live audit calls by listening in and offering immediate feedback 
to eliminate call handling rework.  This style of monitoring was utilized more often with new staff to 
assist in first-call resolution and customer service training. 
 
In 2019, Corporate Customer Service auditing standards were updated to performing at 95% or above 
accuracy. As part of the customer service call audit process, the auditor observes calls taken by customer 
service agents and scores the agent based on etiquette, service, and call documentation. Feedback with 
details from the auditor is shared with the customer service agent with recommendations on how to 
improve performance. Formal coaching may be suggested to the customer service supervisor by the call 
auditor when the agent falls short of 95% accuracy for three (3) consecutive months. 
 

Continued value to overall customer service call handling includes the following: 
 

• Access to the ctbhp.com website provides an additional resource tool that members can use to locate 
additional providers in case the ones provided on the call are not successful. 

• Accessing Achieve Solutions, an internet library available to providers, members and family 
members that offers practical and easily accessible behavioral health information, including news 
articles, links to local and national resources and assistance with managing life events in both 
English and Spanish. 

• Utilizing soft skills by making sure the caller is asked if there is anything else they need help with 
before ending the call, in case the caller thought of something else to ask during the call. 

• Personalize the call by verbalizing the caller’s name during the time of the call. By personalizing the 
call, the caller will feel valued and welcomed. 

 

 
B. Assess Adequacy and Accuracy of Documentation of Content of Call 

 

The Corporate Auditing team conducts audits of the accuracy of the documentation that results from calls 
into the Customer Service Department. Audit results indicate that, with the exception of misdirected calls 



  
(medical, dental, or vision), customer service staff routinely documents every call received. Actual results 
for call documentation that were audited in 2019 were 99.86%. Call documentation audits provide 
opportunities for improvement in the quality of the documentation in member records regarding the 
content of the call. Call documentation audit feedback is discussed with customer service staff in 
coordination with routine call audit findings and shared individually by the Corporate Auditing team. 

 

Opportunities for improving call documentation practices include the following: 
 

• Confirmation of correct provider record to capture to ensure authorization integrity.   
• When giving out referrals, the referral listing that is shared (verbally, telephonically, or via e-mail) 

with the caller should be documented in our system as well so that it can be referenced should the 
caller request more referrals in the future. 

• Always follow the caller verification protocol to ensure member information being exchanged meets 
HIPAA compliance. 

 
 

Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 
 
 
 
 

Goal 7: Ensure Timely Response and Resolution of Complaints 
and Grievances 

 

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 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  
In CY ‘19, there were a total of 110 complaints, 9 of which were grievances. This is a 34% increase from CY 
2018, primarily driven by the adult member population. Of the 101 complaints, 89 were member 
complaints (78 adult and 11 youth). There were seven (7) provider complaints and five (5) from other 
sources, such as the State Departments. 

 
 

E. Most Frequent Complaint Reasons 
 

 
 
In CY ’19, the most frequent complaint and grievance reasons were related to service (68) and access (18) 
issues. Themes related to service issues included complaints from members who felt they should be 
receiving certain services from their providers but were not and complaints about the provider or their 
staff. The access issues included members having difficulty accessing treatment, such as obtaining an 
appointment with a provider, accessing medical records, having issues with medication refills and 
receiving callbacks from providers. Two (2) complaints were identified as quality of care concerns and 
were subsequently referred to the Quality of Care Committee for further investigation. 
 
Of the 68 complaints and grievances related to service issues, the majority were from members; 58 were 
from adult members and five (5) were on behalf of youth members. Of the 18 access issues, 16 were from 
adult members and one (1) was on behalf of youth members.  For the quality of care concerns, one (1) 
complaint was from an adult member and one (1) was on behalf of a DCF Case Worker (other). 
 

 
Most Frequent Complaints Reasons specific to ASD 

 
Three (3) complaints and grievances out of the total 110 were specific to Autism Services in varying 
quarters of 2019.  The breakdown of these complaints are listed below: 

• One (1) was related to possible inappropriate billing and was referred to DSS. 
• One (1) was related to service issues; members’ parents expressed their concerns about provider 

staffing issues.  
• One (1) was filed by a provider regarding issues with Beacon staff.  This was addressed with 

the Beacon staff in collaboration with the ASD Director.   
 

Sources who are dissatisfied with their complaint resolution escalate their concern to a grievance. Of the 
nine (9) grievances, nine (9) were from members or their guardians. Member grievances (9) stayed the 
same from CY ’18 and included eight (8) for adults and one (1) for a youth member. Grievances have 
remained under ten (10) annually since CY ’16. 

 



  
Definitions:  
Complaint: An expression of dissatisfaction with some aspect of Beacon or its contracted providers 
process, service or product other than denial of services based on medical necessity that is submitted by a 
member, member-designated representative, client, provider or practitioner orally or in writing. 
 
The two types of complaints include: 
 
1. Standard Complaint: Received orally or in writing and processed by sending acknowledgement, 
notification and resolution letters. 
2. Urgent Complaint: A complaint that requires review and/or action on the part of Beacon within 48 hours 
or sooner as clinically appropriate. The content of the complaint relates either to a member’s clinical 
condition being in jeopardy or to a situation that places other Beacon members at risk. In circumstances 
where the complainant specifically requests to remain anonymous; the investigation is processed without 
revealing the complainant’s name. 
Note: Complaints Regarding Quality of Care/Quality of Service are considered complaints until the 
investigation concludes or there is a previous identified trend that indicates probable impact to member 
safety if timely intervention does not occur. 
 
Grievance: Also referred to as a ‘Complaint Appeal’ is a complaint or dispute, other than denial of services 
based on medical necessity, expressing dissatisfaction with some aspect of Beacon or its contracted 
providers process, service or product, regardless of whether any remedial action can be taken. Specifically, 
grievances/appeals occur when the initial complaint resolution outcome is not accepted by the complainant. 
These may include complaints regarding the timeliness, appropriateness, access to, and/or setting of a 
provided behavioral health or substance abuse service, or that one of these services did not meet accepted 
standards for delivery of care. An appeal/grievance may include dissatisfaction with complaint resolution 
which could prompt an appeal of the resolution to change the decision if applicable with state regulations. 
 

 
 

 
F. Average Number of Days to Resolution 

 
For CY ’19, the average time to resolve all complaints and grievances was 27.47 days, a slight increase from 
CY ’18 (26.11 days).  The average resolution days per quarter ranged from a high of 30.94 days to a low of 
25.56 days.  
 
Sixteen (16) of the total complaints were resolved between 31 and 45 days with the highest volume in Q3 
’19 at five (5). Notification was provided to the complainant that additional time was needed to fully 
resolve their complaints. The reason for the extension to 45 days was due to the Quality Specialist I 
making multiple attempts to reach the providers telephonically and waiting for their return calls.  Every 
week, the Quality Specialist I reviews each complaint and grievance with the Director of Quality 
Management in order to ensure timely resolution within the performance standard time frame. 
 

 
G. Percent of Complaints Resolved within Expected Timeframes 

 



  
 

 
 

Ninety-four (94) out of 110 (85.45%) complaints and grievances were resolved within 30 days. The 
remaining 16 (14.55%), were resolved within 31 to 45 days with requested extensions. All complaints and 
grievances (100%) were resolved within 45 days, which is above the performance standard of 90%. 
 
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 

 
 
 
 
 
 

Goal 8:  Assess Provider Network Adequacy 
 

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

 
 

A. Identify Providers who are not Accepting new Medicaid Referrals 
and Place Them in No Referral Status 

 

In order to assess the accuracy of the data elements processed from the provider add/change reports, 
quarterly audits were conducted again in 2019. The results of the quarterly audits for 2019 continue to be 
well above the 98% threshold, which was the goal established when the Provider File Audit was part of 
Performance Target 1 at the initiation of the contract. 
 

 

Quarter and 
Year 

Results (%) # of 
Records 

# of Correct 
Records 

# of Errors 



  
Q1 2019 99.41% 339 337 2 

Q2 2019 100.00% 339 339 0 

Q3 2019  99.41% 339 337 2 

Q4 2019 99.71% 339 338 1 

 
Additionally, all notifications and inquiries received by internal or external sources, in regards to a 
provider’s referral status, are confirmed directly with the provider. Provider relations staff update the 
provider’s record in real time, if necessary, upon confirmation of referral status.  
 
Each issue of Beacon’s provider newsletter includes practice update information. The article provides 
contact information and urges providers to contact the Provider Relations Department directly with any 
changes to their practice to ensure members have the most up-to-date and accurate information.   

 
 

B. Assessment of Network Adequacy (upon request) 
 

No requests for geo-access assessment or for density ratios were received during 2019. Network Geo- 
Access and Density Ratio assessments are typically requested by and reported to the Medicaid Assistance 
Program Oversight Committee (MAPOC). The presentation of the findings scheduled for late 2016 was 
cancelled and never rescheduled during 2017, 2018 or 2019. 

 
 

C. Development of the Network Based on Results of Analysis 
 

Not applicable as there were no requests for assessment of geo-access or for density ratios in 2019. 
 

 
D. Development of the Network Specific to Medication Assisted 

Treatment (MAT) Providers 
 

Medication Assisted Treatment (MAT) is one of the most reliable, safe, and effective interventions for the 
treatment of Opioid Use Disorder (OUD), but if there is a shortage of providers available to serve 
Medicaid members, or if local providers cannot be easily identified, progress in addressing the opioid 
epidemic will be diminished. During 2019, The Beacon Provider Relations Department undertook many efforts 
to add more providers to the MAT Map, including the following:  
 

• 5/15/19: Distribution of the CMAP and Enrollment Information to MD/APRNs from DPH 
licensure data base 

• 7/15/19: Distribution of MAT Waiver Training Invitation and MAT map/program information to 
CMAP Network 

• 10/18/19: Distribution of MAT Map Reminder and MAT Program information to CMAP Network 

 
Additionally, Regional Network Mangers regularly recruited new MAT prescribers to be added to the MAT 
map. 
 
During 2019, 18 new providers were added to the MAT map. In collaboration with CHN, nine (9) new 
medical providers were also added to the MAT map, for a total of 27 new MAT map additions in CY 2019. 
All providers can be searched and printed in table view through various enhancements to the MAT map 
features, including medication type, age of member, city and/or medical/behavioral health specialties.   



  
 
The MAT webpage had 5,149-page views from January 1 – November 30, 2019. Of these views, 2,987 were 
unique page views, meaning that 2.162 people visited and viewed the MAT page multiple times during the 
same session. The average time users remain on the page is 1 minute, 42 seconds.  
 

 
E. Network Adequacy Reports Specific to ASD Services 

 
Beacon continues to monitor a monthly report inclusive of information on authorization volume by service 
class, demographics of members admitted into services, peer and care coordination activities, 
expenditures, number of currently enrolled practices and providers, enrollment status of ASD providers 
and providers that are in the process of CMAP enrollment, a current map showing the location of ASD 
network providers, and members currently waiting for a provider to begin services. 
 
The network of ASD providers continued to grow 
considerably in CY 2019. As of January 1, 2019, there 
were 266 individual providers across 100 unique 
practices providing ASD services, including 255 
individuals who provide direct treatment services. By 
January 1, 2020, the network increased to 369 
individual providers across 118 unique practices, 
including 371 individuals who provide direct 
treatment services. The individual provider network increased by 103 providers and the providers 
performing direct treatment services increased by 116 providers. There has been considerable growth in 
the number of individual practitioners providing direct service this year.  
 
While there has been less of an increase in agencies enrolling, agencies have been further developing their 
own infrastructure and are beginning to offer services statewide. Beacon has rebranded materials used to 
attract potential providers, which includes education on the support the Beacon ASD CCMs are able to 
offer through the enrollment and authorization process and has worked to help them understand the 
unique benefits of enrolling as an ASD Medicaid provider. The ASD team will continue to collaborate with 
the Regional Network Managers and Provider Relations to help facilitate conversations around 
enrollment.  
 
In an effort to better support the quality and adequacy of services, subject matter experts within the 
provider community, as well as from the Autism Services team, presented at the monthly Provider 
Learning Collaboratives over the course of 2019.  This has resulted in an increase in new providers 
accepting complex members and has enhanced the technical skills of the in-home providers. Providers 
attending these trainings have given positive feedback and reported gaining new skills.  A focus for 2019 
was to diversify the provider network further to better support the needs of bilingual and multicultural 
families. Cultural competency trainings have been provided as part of an ongoing training series to the 
provider network.  Language is now indicated on the external provider list to help better focus our 
recruiting efforts and inform consumers who do not speak English as their first language. 

 
 

F. Review the Single Case Agreements and Identify any Provider Trends 
or Network Needs 

 

In 2019, the ASO received a total of 87 requests for Single Case Agreements (SCAs) from out-of-state 

By January 1, 2020, the network 
increased to 369 individual 
providers across 118 unique 
practices, including 371 individuals 
who provide direct treatment 
services. 

 



  
hospitals. Of the 87 requests, 85 were for unique members and 68 were for unique providers. Eighty-one 
(81) requests were approved by DSS and six (6) requests were denied.  Inpatient Psychiatric requests 
accounted for 80 of the SCAs, while seven (7) requests were for Inpatient Detoxification. The majority of 
SCA requests were from bordering states: 32 requests from NY hospitals, two (2) requests from RI 
hospitals, and 11 requests from MA hospitals. The remaining requests were received from various states: CA 
(1), FL (10), GA (1), IL (2), LA (1) MD (3), ME (3), MI (1), NC (1), NE (1), NH (2), NJ (6), OH (2), PA (4), VA 
(2), and VT (2). 
 
At this time, there is no reason to believe that the utilization requests from the above out-of-state facilities 
point to a network need within the state of Connecticut. In reviewing 2019 requests, the primary reasons for 
out-of-state admissions can be attributed to the following: 
 

• CT Medicaid member has traveled out of state to visit family or significant other. 
• CT Medicaid member is attending college out of state when admission occurs. 
• Member may have plans to re-locate to the state where admission occurs but has not been in 

residence long enough to apply for that state’s Medicaid program. 
 

 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 
 
 
 
 
 
 
 
 
 
 
 

Goal 9: Health Literacy and Cultural and Linguistic Competency 
 

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

 
 

A. Assess Organizational Health Literacy and Cultural and 
Linguistic Competency, and 

B. Assess and Enhance the Means of Identification of Disparities 
in Treatment of the Medicaid Population 

 
 

Beginning in 2014, the CTBHP identified the need to understand health disparities within the Medicaid 
Behavioral Health Service System as an initial step in developing strategies to achieve health equity. 
During 2014, we conducted a multi-method study that documented existing disparities in accessing 
behavioral health care, particularly by minority populations. The study also included the development of 
an initial methodology for measuring and reporting health disparity and proposed several general 



  
strategies for improving health equity. Building upon this initial study, the 2018 Health Equity Clinical 
Study provided specific, action-oriented recommendations in the following areas:  

 
• Improve the methods to measure and report on health equity/disparity  
• Identify practical strategies to address inequities in access, utilization and outcomes of outpatient 

behavioral health services 
• Engage members and outpatient providers in evaluating potential strategies, and 
• Coordinate efforts with other initiatives to achieve maximum impact. 

 
This study used many strategies to identify and evaluate these desired improvements noted above, 
including: literature reviews, focus groups, and information from key informants. As a result of this study, 
a total of 23 recommendations were made related to: 
 

• The structure, format, and content of the information on demographics collected by DSS and other 
state agencies 

• Methods of reporting and analyzing health equity data by the CTBHP 
• Approaches to implementing the CLAS Standards, and 
• The process of implementing strategies for impacting health equity. 

 
This section will focus on a summary of the CLAS initiatives and a description of current health equity 
reporting capacity. 
 
Over the last five years, under the auspices of DCF and The Connecticut Network of Care Transformation 
(CONNECT) Grant, the CTBHP engaged in the Cultural and Linguistic Adequacy Standards (CLAS) 
Project. Our involvement with CLAS is two-fold: helping to facilitate a statewide provider-focused CLAS 
implementation program and directly engaging in the CLAS initiative with ASO staff and leadership. Both 
project components focused on implementing the CLAS standards, in one case across the state, and in the 
other within the Connecticut Engagement Center. Both are described further below. 
 
In 2019, Beacon administered an internal survey to staff to measure CLAS standards. The survey took 
place from April 22 -30, 2019, and received 138 responses (85% completion rate). Results showed both 
strengths and areas for improvement. Strengths included, but are not limited to: 75% of staff strongly 
agree or agree that Beacon, CT is supportive of their cultural differences; 67% of staff strongly agree or 
agree that Beacon, CT actively seeks to hire staff from diverse backgrounds; 73% of staff strongly agree or 
agree that their ability to advance is not hampered due to cultural differences; and 86% of staff strongly 
agree or agree they are familiar with resources available to staff for reporting inequitable treatment. 
Areas for improvement included: 57% of staff disagree, strongly disagree, or are undecided if Beacon CT 
leadership adequately represents diversity; and 75% of staff reported being treated inequitably did not 
bring it up to anyone (contradictory to the 78% of staff who reported feeling comfortable bringing up 
inequity treatment to their supervisor). These results were shared with leadership and staff during a town 
hall meeting later in the year.  
 
As a result of this survey, Beacon’s CLAS working group researched and implemented ways to make the 
Engagement Center more inclusive. Initiatives include heritage month celebrations (examples include 
celebrating Black history, LGBTQ history, National Coming Out Day, and Hispanic history). In June, the 
working group hosted a Cultural Pot-Luck, highlighting and celebrating the various diverse backgrounds 
of staff. In addition to a cultural competency training, Beacon also provides staff with additional training 
opportunities, such as a Transgender Day of Remembrance training. The working group continues to 



  
review staff feedback from the survey to make recommendations on further training needs, discuss the 
recruitment of diverse staff and leadership and advancement opportunities, review language needs, and 
review the procedures regarding when someone feels uncomfortable when their diversity was not 
respected, staff recruitment and retention, and an open environment for reporting any incidents. 
 
In terms of CTBHP’s state level reporting, a review of all Tableau dashboards, and the specific 
demographic data within them, demonstrates that some reports are highly inclusive of the demographic 
information Beacon has regarding CTBHP members, while others contain incomplete demographic 
information. Table A provides a review of the current dashboards that include demographic information on 
members. These dashboards are currently undergoing changes to update their demographic information to 
separate ethnicity from race.  

 
Table A. A review of all reports containing demographic information. A check mark indicates the 
presence of the specified demographic characteristic in the identified dataset, and a red X indicates its 
absence. Please note that all of these dashboards contain racial/ethnic demographics, but most do not 
yet separate race from ethnicity, therefore they will have a red X indicating this. 

Dashboard Race Ethnicity Age Gender 

Youth Semiannual ✘ ✘ ✓ ✓ 
Adult Semiannual ✘ ✘ ✓ ✓ 
Population Profile ✓ ✓ ✓ ✓ 
BHH Population Profile ✓ ✓ ✓ ✓ 
Pediatric Inpatient PAR ✘ ✘ ✓ ✓ 
Adult Inpatient PAR ✘ ✘ ✓ ✓ 
PRTF PAR Report 
Demographics 

✘ ✘ ✓ ✓ 

IOP PAR Dashboard ✘ ✘ ✓ ✓ 
ASD Demographics ✘ ✘ ✓ ✘ 
IRT Demographics ✘ ✘ ✓ ✓ 
Rolling ED Stuck ✘ ✘ ✓ ✘ 
MAT PT Demographics for 
Frequency of Withdrawal 
Management 

✓ ✓ ✓ ✓ 

MAT PT Opioid Poisoning 
in the ED 

✘ ✘ ✓ ✓ 

MAT PT Adherence to 
MAT Medication 

✘ ✘ ✓ ✓ 

HEDIS: 
       SSA 
       AMM 
       FUH 
       IET  
       UOD 
       UOP 

 
✘ 
✘ 
✘ 
✘ 
✘ 
✘ 

  
✓ 
✓ 
✓ 
✓ 
✓ 
✓ 

 
✓ 
✓ 
✓ 
✓ 
✓ 
✓ 

 
 

In line with DCF’s, DMHAS’s and others' strategies of weaving a health equity/racial justice perspective 
throughout an organization’s reporting, analysis, and approach to performance improvement, we have 
incorporated health equity/disparity reporting into many of the reports and dashboards as noted above. 
Next steps will be determined in discussions with the State Partners in conjunction with review of the 



  
2018-19 Health Equity Clinical Study. Beacon continues to focus on the CLAS standards and associated 
activities via the CONNECT Grant. 

 
 

Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 
 
 

 
Goal 10: Continue with Emergency Department (ED) Strategy 

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

 
 

A. Number of Youth Delayed in Emergency Departments (ED)  
 

There were 1,553 ED stuck episodes identified/reported for 1,050 unique youth in 2019. This was an 
increase from 2018 when there were 1,160 ED stuck episodes for 807 unique youth. The Child ICMs 
continue to collaborate with the ED staff, state agencies and Providers to assist in accessing care and to  
identify patterns among those most likely to remain in the ED over longer periods of time. 
 
The table below shows the percentage of youth who were recommended for Inpatient level of care out of 
the total youth ED stuck each month. The second line is the percentage of youth who actually admitted to 
inpatient, as some youth were diverted from inpatient directly to community services that can meet the 
clinical needs of the youth and family. Line 3 is the percentage of youth that were both recommended for 
inpatient and then admitted directly from the ED to an inpatient facility.  We continue to work with ED 
facilities to divert ED stuck youth who have stabilized and are no longer in crisis to CARES, SFIT, PRTF, 
and/or Intermediate levels of care such as PHP, IOP, EDT, and Home Based services, when clinically 
appropriate. 
 

 



  
 

B. Average Length of Time of Youth Delayed in the ED 
 

In 2019, the ED Stuck Average length of stay was 3.1 days for all youth. For youth identified as DCF 
involved the average length of stay was slightly higher at 3.4 and for Non-DCF the ALOS was 3.0. Please 
see table below for fluctuations in ALOS for ED stuck in 2019. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

C. Frequency Distribution of ED Delayed Youth 
 

 
 



  
 
 
 

D. Establish ALOS for ASD/ID Members Delayed in ED 
 

 

 
 
 

As demonstrated in the table above, the numbers of members diagnosed with Autism Spectrum Disorder 
(ASD), Intellectual Disability (ID), or both ASD and ID delayed in the ED is relatively low each month; 
however, the members who present to the ED are often highly complex with many needs beyond their 
ASD/ID diagnosis. These are often members who have other behavioral health complexities and medical 
concerns and require high levels of support within their community setting. In order to support these 
members, we encourage a prompt referral to an ASD Peer Specialist/Care Coordinator, especially if they 
are a new referral to Care Coordination. The ASD staff works with the member and family to identify 
needs in order to support a successful discharge to their community setting.  
 
Members with an ASD/ID diagnosis who are in the ED are also presented in weekly Complex Member 
Rounds where there is representation from Beacon, DCF, DDS and DSS. During this meeting, a member’s 
needs are escalated to the appropriate department and the team brainstorms resources and strategies to 
support a successful discharge, while working closely with the ED managing the care of the member. The 
Director of Autism Services also attends a bimonthly DDS Children’s Services Committee where the most 
complex members with both ASO and DDS involvement are discussed.  
 
As seen in the table below, there are more members with ASD only (66), who are delayed in the ED as 
opposed to ID only (3), or ASD and ID (5) in calendar year 2019. This could be due to service options 
through other state agencies being limited when an individual has a diagnosis of ASD only.  While data 
does not capture if an individual is connected to DDS services, individuals with ASD only who are ED 
stuck and have DCF involvement are extremely low (9) and with ASD and ID are even lower (1).  Under a 
separate contract, The Intensive Response Team (IRT, see below) began accepting referrals from both 
Connecticut Children’s ED and Yale New Haven Hospital in June 2019.  Contract specific updates 
regarding services delivered under this contract have been provided to the state but are not repeated here.   
 

 
 

 



  
The table above demonstrates the Average Length of Stay (ALOS) of members diagnosed with ASD only, 
ID only, and both ASD and ID. The ALOS of all members is less than a week, with members with ID only 
having the highest ALOS at 6.6 days. This could be due to the limited services available to this 
population and the waitlist to become eligible for these services through DDS is quite lengthy.  Through 
the Complex Member Rounds process, the team identifies resources needed to support the member’s 
discharge home. This may include escalating the member’s referral to community-based providers 
through the Intensive Response Team.  Other support options include in home ABA providers, the 
Intensive Care Coordination Team, or referrals to DDS or DCF for services. While there are members 
who may be in the ED much longer than this average, it is understood through the ICM work with EDs 
and the ASD team that members who are in the ED for shorter ALOS have benefitted from additional 
care coordination support that may have already been connected to appropriate community providers 
or school supports and are therefore able to discharge to their community setting faster.  
 
We also know that members who present to the ED for the first time typically have a shorter ALOS, 
while members who present more regularly may stay longer as they may be waiting for a HLOC that is 
appropriate or for in home services with a higher number of hours of treatment to maintain stability. 
Due to the high hours needed for treatment and complexity of the behaviors, these can be barriers to 
finding an in-home provider to meet the needs of the member and family. 
 
Further, while a provider may accept the referral to provide services, often there is a gap in time from 
accepting the referral to hiring and training staff, completing a Functional Behavior Assessment, and 
developing an appropriate plan of care. The ASD team care coordinators work collaboratively with 
community providers to identify a member’s specific needs for targeted recruitment of support staff.  In 
addition to limitations within the in-home ABA provider network, members often also need to be 
connected to someone for appropriate medication management. We have experienced challenges with 
longer lengths of stay including the limited number of medication management providers who accept 
HUSKY, work with individuals with ASD, or will provide services to someone who is nonverbal. Since 
engaging in traditional outpatient therapy is required for many medication management providers, 
members not able to participate in this type of treatment due to being nonverbal can have barriers to 
accessing medication management services. Other barriers include the parent/caregiver ability to 
manage high risk behaviors in a home setting and the lack of other service options to step down to from 
the ED when an individual has an ASD.  Often families are expected to take their child home directly 
from the ED rather than having options such as PHP, IOP or EDT.  All of these factors contribute to the 
average length of time stuck in the ED. 
 

 
E. Youth ED Initiative in High Volume EDs 

 
Beacon had been asked to enhance the system of care for members and families impacted by autism 
spectrum disorder, intellectual disability, and/or developmental disorders by implementing a new 
Intensive Response Team (IRT). This contract was signed in April 2019 with referrals being accepted 
starting in June 2019.  Due to the short implementation time and small number of individuals engaged in 
this program, an evaluation of this objective could not be provided here.  Preliminary findings and reports 
from parents who have engaged in the program are positive and show trends of individuals not 
readmitting to the ED (based on parent report). 
 
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and recommendations 
will be made in the May 1, 2020 submission of the QM and UM Project Plan. 



  
 
 

 
 

Goal 11: Maintain and Establish Additional Bypass/Provider 
Variance Management Programs 

 

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

 
 

A. Evaluate Ongoing Effectiveness of the Bypass/Provider Variance 
Management Programs for Inpatient Psychiatric and Home 
Health Providers/Service 

 
Inpatient Psychiatric Bypass Program Criteria 

 
While the Inpatient Psychiatric Bypass Program continued to use the same three measures consistent with 
previous years for the first two quarters of the year, the program adopted new methodology, which took 
into consideration case-mix as described in last year’s evaluation by mid-year. The case-mix methodology 
and application to the Bypass Program, as well as the additional new bypass metrics, were presented to the 
hospitals in collaboration with Connecticut Hospital Association on April 16th, 2019.  The presentation was 
well attended with representation from most providers.  The hospital providers were also informed that 
follow up meetings could be scheduled and the information would be reviewed again with additional 
parties as needed.  In some cases, separate meetings were held, and in others, the information was 
reviewed during the inpatient PAR meetings, which began in July.  Providers were given performance data 
for Q2 and Q3 ’18 on the bypass metrics so that they could begin to see how they would perform on the 
bypass.    
 
The new Bypass Program was initiated August 5th, 2019, after 
much planning and preparation with providers.  Providers were 
informed of their performance on the metrics (see grid below) 
based on Q1 ’19 data due to the need for a claims lag.  Providers 
were also notified of the corresponding tier (see grid below) that 
had been earned based on their performance and authorization 
parameters that would be granted for initial authorization between August 5th and November 3rd, 2019. 
 
 

Measures 
Child  Adult  

 
Standard 

 
Pts. 

 
Standard 

 
Pts. 

 
1 7-Day Readmit 

 
5% 

 
1 

 
6% 

 
1 

2 Discharge Form Completion 90% 1 90% 1 

3     BH ED Visit within 7-Days of Discharge 
 

9% 
 

1 
 

13.5% 
 

1 

 

4 Length of Stay Difference 
>= -0.5 
>= -1.0 

2 
1 

>= -0.5 
>= -1.0 

2 
1 

The new Bypass Program was 
initiated August 5th, 2019, after 
much planning and preparation 
with providers.   



  
 

Length of Stay Improvement or Maintenance 
 

• Improvement 
5 

 
• Maintenance 

 
 
 

>= 1 day 
difference 

 
 

>= 0 day 
difference 

 
 
 
 

1 

 
 
 

>= 1 day 
difference 

 
 

>= 0 day 
difference 

 
 
 
 
 

1 

 
6 Bed Tracking 

 
90% 

 
1 

 
90% 

 
1 

 
Tier Point 

Range 
 Requirements Authorization Process 

Tier 1 5 – 7 • At least 1 point must come from the 
Length of Stay Difference measure and 

• At least 1 point must come from the 7- 
Day Readmit measure 

Auto approval based upon the 
facility’s average predicted LOS 
based on discharges within the 
previous quarter 

Tier 2 3 – 4 • At least 1 point must come from the 
Length of Stay Difference or the Length 
of Stay Improvement/Maintenance 
Measure 

7 units auto approved for initial 
requests 

Tier 3 1 – 2 --  3 units auto approved for initial 
requests 

 
 
During Inpatient PAR meetings occurring in the latter part of the year, bypass information was reviewed, 
and questions were answered to ensure that all the providers were knowledgeable and understood the 
metrics and their corresponding performance.  Q2 ’19 performance was sent out to providers in late 
October with an effective date of November 4th, 2019 for any changes based on performance. Individual 
hospital performance will continue to be reevaluated every three months and authorization parameters 
adjusted accordingly.  The length of stay will be monitored closely to assess for potential impact of the 
program. 
 
 
Adult Inpatient Psychiatric Bypass Program 

 
Within the first quarter of 2019, the number of providers included in the Bypass Program increased from 
12 to 14 providers.  The statewide ALOS (without outliers) was 8.8 days, the 7-day readmission rate was 
4.5%, and the 2-day discharge form completion rate was 95.1%.  

 
With the adoption of the new Bypass Program in August, using 
Q1 ’19 data, all 24 providers were able to be included in the new 
program, with providers receiving tiered incentives 
commensurate with their performance.  Twelve (12) of the 24 
providers were in the highest tier with the remaining providers 
falling fairly equally between the two lower tiers.  The statewide 
predicated ALOS was 9.37 days and the actual ALOS was 9.87 

days.  The percentage of BH ED visits within seven (7) days post inpatient discharge was 11.92% and the 
7-day readmission rate was 4.63%.  The discharge form completion rate was 95.06% and the bed-

Using Q1 ’19 data, all 24 
providers were able to be 
included in the new program, 
with providers receiving tiered 
incentives commensurate with 
their performance. 



  
tracking rate was 92.16%. 
 
The year ended with 11 of the 24 providers in the highest tier and an increased number of providers in the 
second tier (9) and fewer in the lowest tier (4).  The statewide predicated ALOS was 9.19 days and the 
actual ALOS was 9.48 days.  The percentage of BH ED visits within seven (7) days post inpatient 
discharge was 12.39% and the 7-day readmission rate was 4.73%.  The discharge form completion rate 
was 95.26% and the bed-tracking rate was 93.07%. 
 
 
Pediatric Inpatient Psychiatric Bypass Performance 

 

In 2019, Four Winds Hospital was included as a PAR provider and data began being shared more 
consistently with them.  With the closure of beds for youth at Waterbury Hospital, Four Winds 
increasingly admitted CT youth.  Four Winds was also provided information about the Inpatient Bypass 
Program and their performance data was shared with them.  The year began with Hartford Hospital and 
Four Winds being off the bypass and the remaining five (5) providers on the bypass.  The statewide ALOS 
(without outliers) was 12.0 days, the 7-day readmission rate was 2.8%, and the 2-day discharge form 
completion rate was 96.9%.  
 
With the adoption of the new Bypass Program in August, using Q1 ’19 data, all seven (7) providers were 
able to be included in the new program, including Hartford Hospital and Four Winds Hospital.  Providers 
received tiered incentives commensurate with their performance with four (4) of the seven (7) providers 
receiving the highest tier.  The remaining providers (3) fell into the lowest tier due to not achieving the 
required measures.  The statewide predicated ALOS was 11.75 days and the actual ALOS was 12.90 days.  
The percentage of BH ED visits within seven (7) days post inpatient discharge was 9.01% and the 7-day 
readmission rate was 2.80%.  The discharge form completion rate was 97.08% and the bed-tracking rate 
was 95.0%. 
 
The year ended with five (5) of the seven (7) providers in the 
highest tier and only two (2) providers in the lowest tier for 
November to February 2020 based on Q2 ’19 data.  The 
statewide predicated ALOS was 11.30 days and the actual ALOS 
was 12.28 days.  The percentage of BH ED visits within seven (7) 
days post inpatient discharge was 7.43% and the 7-day readmission rate was 2.58%.  The discharge form 
completion rate was 96.47% and the bed-tracking rate was 98.32%. 
 
The Inpatient providers were appreciative of the changes that were made to the Bypass Program as they 
felt that they were being more fairly evaluated with the addition of the case mix. In 2020, data will be from 
quarters during which they were aware of the new measures, thus it will be interesting to watch the impact 
on performance in 2020.  Beacon will continue to carefully track the relationship between the predicted 
and actual ALOS and make adjustments to the bypass and/or other interventions to mitigate any upwards 
creep in actual ALOS that may occur.   
 
 

Home Health Bypass Program Criteria 
 
In 2019, the Home Health Bypass Program continued with the two measures, BID rate and ED rate, 
consistent with previous years. To be eligible for the Home Health Bypass Program, an agency must have 
provided Home Health Medication Administration services to 40 or more members within the last calendar 

The year ended with five (5) of 
the seven (7) providers in the 
highest tier and only two (2) 
providers in the lowest tier. 



  
year. 
 

  BID Rate ED Rate QD 
Rate Authorization Process 

HH Bypass 
Plus 

Less than or 
equal to 
15% 

Less than or 
equal to 32% 

Monitor 
Only 

Initial - Four (4) months 
Concurrent - Four (4) months 

HH Bypass 

Less than or 
equal to 
20% 

Monitor 
Only 

Monitor 
Only 

Initial - Four (4) months 
Concurrent - Three (3) months 

 
 
Home Health Bypass Performance 
 
In Q1 ’19, based on Q3 ’18 claims, the statewide BID rate was 15.9%, the ED rate was 28.9%, and the QD 
rate was 36.9%. Five (5) of the 19 providers were on Bypass Plus (26.3%), while ten (10) providers were on 
Bypass (52.6%). The Q3’18 Home Health Bypass evaluation concluded with 13 of the 19 (68.4%) providers 
receiving the administrative benefits provided by the program. 
 
As the year ended, based on Q2 ’19 claims, the statewide BID rate was 15.8%, the ED rate was 29.6%, and 
the QD rate was 38.8%. Three (3) of the 16 providers were on Bypass Plus (18.8%), while eight (8) 
providers are on Bypass (50.0%). Five (5) providers remain off Bypass this quarter, with no providers at 
risk. The Q2’19 Home Health Bypass evaluation concluded with 11 of the 16 (68.8%) providers receiving 
the benefits provided by the program. Two (2) providers were removed from the Bypass display of 
performance due to having a consistent volume under 40 members for the previous year. An additional 
provider was removed due to no longer serving the behavioral health membership as their focus shifted to 
medical only. 
 
Beacon continues to review the Home Health Bypass Program annually and assess for any enhancements 
that would improve the quality of the service offered. During the next six months, Beacon plans to take a 
closer look at the population of members receiving BID to identify factors that may be contributing to the 
increase in BID utilization.  Pending that analysis, Beacon will consider adjusting the bypass program, 
particularly the threshold for the BID rate, to address the upward trend.  One factor to note is that despite 
the increase in BID, the majority of the high-volume providers continue to perform at or below the target. 
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 
 

 
 



  
 
Goal 12: Monitor for Under- or Over-Utilization of Behavioral 
Health Services and Identify Barriers and Opportunities 

 
 

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

 
A. – L.  See Appendices C and D for Youth and Adult Semi-Annual 

Analyses CY 2019 
 
 

Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 
 
 
 
 

Goal 13: Monitor Timeliness of UM Decisions, Authorization 
Information Being Available to Providers and Claims Payer, and 
Identify Barriers and Opportunities for Improvement 

 
Description of activities and findings that include trending and analysis of the measures to assess 
performance over time: 
 
You will note throughout this section that our team continues to exceed standards in the majority of areas. 
The system that has been built and refined over the years ensures a responsive culture to our providers. 
The areas where we did not meet standards have been reviewed in depth with action plans established. 

 
 

A. Initial Decisions Regarding Authorizations for Acute Levels of Care 
(LOC) (General/Psychiatric Inpatient, Inpatient Detoxification) 
Communication within Expected Timeframes 

 

99.51% of initial decisions for General/Psychiatric Inpatient level of care authorizations were 
communicated within the target timeframe. 
 

99.81% of initial decisions for Inpatient Detoxification level of care authorizations were communicated 
within the target timeframe. 



  
 
 

B. Initial Decision for General/Psychiatric Inpatient and Offer an 
Appointment for Peer-to-Peer Review within Expected 
Timeframes 

 

70% (7 of 10) of initial decisions for General/Psychiatric Inpatient that required a peer-to-peer review 
were completed within the expected timeframes.  Two (2) of the three (3) reviews that were not completed 
timely were due to accommodating the peer-to-peer conversation. Medical Affairs was reminded of 
needing to complete a desk review if the provider is not available within the expected timeframes.  One (1) 
of the reviews was delayed due to confusion about which doctor needed to be used – local or national.  It 
was sorted out by close of business and the peer-to-peer was scheduled expeditiously the following day. 

 
 

C. Initial Decision for Inpatient Detoxification and Offer Appointment 
for Peer-to-Peer Review within Expected Timeframes 

 

100% of initial decisions for Inpatient Detoxification authorizations that required a peer-to-peer review were 
completed within the target timeframe. 
 

 
 

D. Initial Decisions Regarding Authorization for Other Higher Levels of 
Care (HLOC) (Intermediate Duration Acute Psychiatric Care, PHP, 
PRTF, and Residential Rehabilitation) Communication is within 
Expected Timeframes 

 

100% of initial decisions for Intermediate Duration Acute Psychiatric Care regarding authorizations were 
communicated within the expected timeframe. 
 
98.66% of initial decisions for PHP regarding authorizations were communicated within the expected 
timeframe. 
 
99.81% of initial decisions for PRTF regarding authorizations were communicated within the expected 
timeframe. 
 
99.63% of initial decisions for Residential Rehabilitation regarding authorizations were communicated 
within the expected timeframe. 
 

 
E. Initial Decision for Other HLOC (Intermediate Duration Acute Psychiatric 

Care, PHP, PRTF, and Residential Rehabilitation) and Offer Appointment 
for Peer-to-Peer Review within Expected Timeframes 

 

There were zero (0) initial decisions for Intermediate Duration Acute Psychiatric Care authorizations 
that required a peer-to-peer review. 
 
There were zero (0) initial decisions for PHP authorizations that required a peer-to-peer review. 
 



  
80% (4 out of 5) of initial decisions for PRTF authorizations that required a peer-to-peer review were  
completed within the target timeframe. The one (1) authorization that was not completed timely was in 
order to accommodate the provider’s availability to complete the peer to peer conversation.  Re-
education occurred around completing a desk review, when appropriate, to meet turnaround time 
expectations.  
 
There were zero (0) initial decisions for Residential Rehab authorizations that required a peer-to-peer 
review. 

 
F. Initial Decision Regarding Authorization for Other Non-Acute Lower 

Level of Care (LLOC) Communication is within Expected Timeframes 
 

99.82% of initial decisions for other non-acute LLOC regarding authorizations were communicated within the 
expected timeframe. 

 
 

G. Initial Decision for Other Non-Acute LLOC and Offer Appointment 
for Peer-to-Peer Review within Expected Timeframes 

 

99.12% of initial decisions for other non-acute LLOC that required a peer-to-peer review were completed 
within the expected timeframes. 

 
 

H. Concurrent Decisions Regarding Authorizations for Acute Levels of 
Care (LOC) (General/Psychiatric Inpatient, Inpatient Detoxification) 
Communication within Expected Timeframes 

 

99.79% of concurrent decisions for General/Psychiatric Inpatient level of care authorizations were 
communicated within the target timeframe. 
 
99.85% of concurrent decisions for Inpatient Detoxification level of care authorizations were 
communicated within the target timeframe. 

 
I. Concurrent Decision for General/Psychiatric Inpatient and Offer 

Appointment for Peer-to-Peer Review within Expected Timeframes 
 

96% (72 out of 75) of concurrent decisions for General/Psychiatric Inpatient that required a peer-to-peer 
review were completed within the expected timeframes. 

 
J. Concurrent Decision for Inpatient Detoxification and Offer 

Appointment for Peer-to-Peer Review within Expected Timeframes 
 

100% of concurrent decisions for Inpatient Detoxification authorizations that required a peer-to-peer 
review were completed within the target timeframe. 

 
K. Concurrent Decisions Regarding Authorization for Other HLOC 

(Intermediate Duration Acute Psychiatric Care, PHP, PRTF, and 
Residential Rehabilitation) Communication is within Expected 
Timeframes 

 

99.48% of concurrent decisions for Intermediate Duration Acute Psychiatric Care regarding 



  
authorizations were communicated within the expected timeframe. 
 
99.38% of concurrent decisions for PHP regarding authorizations were communicated within the 
expected timeframe. 
 
99.65% of concurrent decisions for PRTF regarding authorizations were communicated within the 
expected timeframe. 
 
99.73% of concurrent decisions for Residential Rehabilitation regarding authorizations were 
communicated within the expected timeframe. 

 
L. Concurrent Decision for Other HLOC (Intermediate Duration Acute 

Psychiatric Care, PHP, PRTF, and Residential Rehabilitation) and Offer 
Appointment for Peer-to-Peer Review within Expected Timeframes 

 

There were zero (0) concurrent decisions for Intermediate Duration Acute Psychiatric Care 
authorizations that required a peer-to-peer review. 
 
100% of concurrent decisions for PHP authorizations that required a peer-to-peer review were 
completed within the target timeframe. 
 
There were zero (0) concurrent decisions for PRTF authorizations that required a peer-to-peer review. 
 
There were zero (0) concurrent decisions for Residential Rehabilitation authorizations that required a 
peer- to-peer review. 

 
 

M. Concurrent Decision Regarding Authorization for Other Non-Acute 
LLOC Communication is within Expected Timeframes 

 

99.73% of concurrent decisions for other non-acute LLOC regarding authorizations were communicated 
within the expected timeframe. 

 
 

N. Concurrent Decision for Other Non-Acute LLOC and Offer 
Appointment for Peer-to-Peer Review within Expected Timeframes 

 

97.86% of concurrent decisions for other non-acute LLOC that required a peer-to-peer review were 
completed within the expected timeframes.



  
 

O. Authorization Decisions Result in an Appropriate Letter 
 
 

In order to monitor performance of this item and ensure 
that providers were able to view authorization letters 
within two (2) business days, a quarterly audit was 
conducted of a sample of authorizations from each level of 
care in CareConnect. For 2019, 429 authorizations were  
audited over the course of the four quarters and the 
average percentage of authorizations reviewed in the audit 
that had authorization letters was 100.0%. 
 
In the Q3 ‘19 audit, there was an anomaly discovered with 
an authorization letter for inpatient detoxification at 
Southeastern Council on Alcoholism and Drug Dependence, Inc. (SCADD) whereby the facility name was 
not displaying in either the address section or salutation line. We researched the issue and were unable to 
identify the source of the problem, however, it resolved itself by the Q4 ’19 audit.  

 
In Q4 ’19, when we attempted to correct approximately 17,000 
Methadone Maintenance authorizations to reflect 367 units 
instead of 365 units (one per day with room for a Leap year), 
the file was too large for the platform to produce the 
visualization of the letters. However, the letter extract with 
over 19,000 authorizations for that weekend was successfully 
loaded. We worked closely with Beacon National IT to correct 

the issue, and we were able to accommodate providers who called in requesting their authorization letters 
by sending them screen shots of their authorization lines. By 1/17/20, all 19,000 authorization letters were 
viewable.   

 
 

P. Accuracy in Upload of Monthly Full Eligibility Files Within 
Expected Timeframes 

 

The percentage of eligibility files uploaded within expected timeframes was 98.95% for 2019. On average, it 
took 0.47 days to upload the eligibility files. 
 

 
Q. Authorization Timeliness – Timeliness in Passing Authorization 

Records to Fiscal Agent 
 

In 2019, 261 out of 261 (100%) authorization files created were delivered to the State’s fiscal agent within 
the expected timeframe of prior to the start of the business day following production of the authorization 
file. 

 
R. Authorization Validity – Accuracy in Passing Authorization Records 

to Fiscal Agent 
 

In 2019, 968,546 authorizations were processed with a total number of 631 authorization errors, resulting 
in a validity rate of 99.93%, which exceeded the 98% target. 

2019 
 

Quarterly 
Data 

# of 
Auths 

Audited 

# of 
Auths 
with 

Letters 

 
% 

Q1 115 115 100.0% 

Q2 111 111 100.0% 

Q3 108 108 100.0% 

Q4 95 95 100.0% 

Total 429 429 100.0% 

For 2019, 429 authorizations were 
audited over the course of the four 
quarters and the average 
percentage of authorizations 
reviewed in the audit that had 
authorization letters was 100.0%. 



  
S. Error Resolution – Timeliness in Correcting Authorization Record Errors 

 
The total number of authorization errors in 2019 was 631 and 100% of errors were resolved. Out of 631, 
592, or 93.82%, were resolved within the two (2) day turnaround time target, which fell below the 98% 
target. There were a total of 35 Home Health waiver errors that were delayed because of an edit in the 
DXC Interchange system that prevented their timely resolution. We worked with the Departments to 
mitigate any further issues related to this DXC edit and the Home Health waivers. If we remove the 35 
Home Health waiver errors from the denominator, the resolution rate would have been 99.33%. Due to 
the Home Health waiver errors, we were granted a waiver on this contract expectation in the 8/15/19 
letter from the CT BHP Contract Managers.  
 
Staff continue to receive semi-annual training on the appropriate ways to modify authorizations and they 
are required to ask the Quality Specialist I before modifying any authorization. The Quality Specialist I 
checks InterChange and directs the staff how to perform the modification. 
 
Recommendations for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM UM Project Plan. 

 
 
 
 

Goal 14: Monitor Administrative and Medical Necessity Denials 
and Identify Barriers and Opportunities 

 

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

 
 

A. – C.  See Appendix E for Denials and Appeals CY 2019 Analysis and Q3 
and Q4 2019 Performance Standard Report Cards 

 
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 

 
 
 
 

Goal 15: Monitor Timeliness of Appeal Decisions and Identify 
Barriers and Opportunities 

 

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

 
 

A. – N.  See Appendix E for Denials and Appeals CY 2019 Analysis and Q3 
and Q4 2019 Performance Standard Report Cards 

 
 

Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 



  

Goal 16: Report and Monitor Performance of HEDIS Behavioral 
Health Measures 

 

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

 
 

A. Follow-Up After Hospitalization – FUH 

 
 

The percentage of Medicaid members ages 6 an older discharged from an inpatient psychiatric hospital 
who had a follow-up visit within 7 days with a Mental Health provider dropped by 2.9 percentage points 
from 2017 to 2018. Despite this, CT still fell between the 75th and 90th percentiles of national Medicaid 
performance and the 33rd and 50th percentiles for New England regional performance. The rate of follow-
up within 30 days fell by 3.5 percentage points but was between the 75th and 90th percentiles of national 
Medicaid performance and between the 25th and 33rd percentiles for regional rates. The inclusion of 
discharges from medical units following self-injurious behaviors for the 2018 measurement year is being 
investigated as possibly related to the drop in performance. It is hypothesized that medical units are less 
familiar with MH resources for connecting members to follow-up care. 

 
 

B. Initiation and Engagement of Alcohol and other Drug Dependence – IET 
 

 
 

The IET rates declined across all of the age breakouts from 2017 to 2018. In 2018, the measure was 
adjusted to break out initiation and engagement in alcohol, opioid and other drug treatment separately. 
This allows us to more fully analyze where the changes in performance are occurring. While overall 
performance on both initiation and engagement for adolescents declined in 2018, this finding is 
partially accounted for by a lower number of adolescents being identified in any of the 
abuse/dependence categories. The number of adolescents identified dropped by 13.6 % with the 
greatest decreases occurring for alcohol and opioid abuse/dependence. It is challenging to say whether 
this is a positive or negative finding; however, as a result, in actuality a higher percentage of 
adolescents initiated alcohol and opioid treatment and engaged at a higher rate in alcohol treatment 
between 2017 and 2018. As both initiation and engagement in “other drug abuse/dependence” for 



  
adolescents declined by more than two (2) percentage points; this decline pulled the total initiation and 
engagement rates down when all types of abuse/dependence are combined.   
 
Performance for Medicaid members >18 years old is more straightforward. The number of adults 
identified in each of the abuse/dependence categories increased. Rates of initiation in treatment 
declined by more than two (2) percentage points for each of the abuse/dependence categories while 
engagement rates for each of the categories dropped by less than two (2) percentage points.   
Overall, adolescents were just below the 5oth percentile for national rates for initiation and in the 95th 
percentile for engagement. Adults were between the 50th and 66th percentile for national rates of 
initiation and in the 95th percentile for engagement.   
 
When compared to regional New England rates, CT adolescents were between the 75th and 90th 
percentile for initiation and above the 95th percentile for engagement.  CT adults >18 were between the 
66th and 75th percentile for initiation and above the 95th percentile for engagement. 
 
 

C. Antidepressant Medication Management – AMM 
 

 
The HEDIS AMM measure continues to be the most challenging for CT. While the rate for adherence 
during the acute phase increased by 1.8 percentage points from 2017 to 2018, CT performance continues 
to fall between the 33rd and 50th percentile when compared to national Medicaid rates. The rate for the 
continuation phase also increased between 2017 and 2018 but still resulted in CT falling between the 10th 
and 25th percentile when compared to national rates.  
 
The challenges in improving performance on this measure result from the 1) the side effects of drugs in 
this medication category that often result in members needing to endure multiple trials of antidepressants 
before they find one that works and/or has tolerable side effects and 2) the wide variety of specialties of 
prescribers of antidepressants, most of whom do not have the time or the resources to support members 
as they deal with the complexities of trials on this medication category. The literature recommends the 
establishment of a resource within a practice who has the expertise to assist/support members in dealing 
with side effects and/or who can prescribe a change in antidepressant medication when necessary.  In 
conversations with CHN staff who work with medical providers, they noted the lack of such resources 
within medical practices. The provider newsletter article developed by Beacon in 2019 has been shared 
with CHN for possible inclusion it their Provider Newsletter. The ASOs will continue their collaboration 
on developing methods to improve performance on this measure in 2020.    
 

 
D. Adherence to Antipsychotic Medications for Individuals with 

Schizophrenia – SAA 
 

 



  
 

CT Medicaid performance on this measure improved by two (2) percentage points between 2017 and 
2018 and has consistently fallen between the national 50th and 66th percentiles and between the 25th 
and 33.3rd percentiles in the New England region. 

 
 

E. Use of Opioids at High Dosage – UOD 
 

 

 
 

Please note: This is a measure where decreasing rates indicate improvement.  Additionally, this rate is 
reported as a permillage (multiplied by 1,000) instead of a percentage in reports. This was a first year 
measure in 2017 and thus has no rates for national or regional comparison in that year.   
 
Between 2017 and 2018, CT underwent a decrease of 10.4 percentage points in the rate of individuals 
who are receiving prescription opioids at a high dosage for >15 days during the measurement year.  CT 
Medicaid performance falls at the national 50th percentile and between the 33rd and 50th percentile in 
the New England region.   
 
NCQA plans to align this measure with the CMS High Dosage Opioid Use measure in 2020 and will 
lower the cut off for high dosage use to >90 mg MMEs from the current >120mg MME. 
 
 

F. Use of Opioids from Multiple Prescribers – UOP 

 
Please note:  This is a measure where decreasing rates indicate improvement. The UOP measure was also a 
first year measure in 2017 and thus had no published comparison rates until measurement year 2018. The 
rates for this measure are per 1,000 members. 
 
During measurement year 2018, CT decreased the rate per 1,000 members for all 3 measures. For 
members with prescriptions filled in 4 or more pharmacies, CT Medicaid performance falls between both 
the national and regional 75th and 90th percentile. For members with 4 or more prescribers, CT falls 
between the 10th and 25th national and regional percentiles.  For members with both 4 or more 
pharmacies and 4 or more prescribers, CT falls between the national 66th and 75th percentiles and 
between the regional 50th and 66th percentiles. The frequency of CT Medicaid members utilizing multiple 
prescribers seems to be the biggest challenge.    

 
 
 
 



  
G. Use of Multiple Concurrent Antipsychotics in Children and Adolescents 

– APC 

 
 
Please note:  This is a measure where decreasing rates 
indicate improvement.  
 
The rate of the use of multiple concurrent antipsychotics by 
children and adolescents across the US has remained low 
over the past four years of reporting. As a result, the 
measure has been retired by both HEDIS and CMS.   
The number and rate among very young CT Medicaid 
children from ages 1 to 5 has been zero for all three years. 
For children ages 6 to 11, CT falls between the national 10th and 25th percentile and between the regional 
25th and 33rd percentiles. The rate for adolescents is between the national and regional 33rd and 50th 
percentiles. 
 
 

 H. Follow-Up for Children Prescribed ADHD Medication 

 
This HEDIS and CMS Core BH measure has been in existence for several years but was newly 
programmed by Beacon CT in 2019. As a result, there are no year-over-year comparisons for this 
measure.   
 
The measure reports the percentage of children newly prescribed ADHD medications who had at least 3 
follow-up care visits within a 10-month period, one of which was within 30 days of when the ADHD 
medication was dispensed.   
 
Performance on the initiation aspect of this measure for CT Medicaid youth between the ages of 6 and 12 
fell between the national 50th and 66th percentiles and between the regional 25th and 33rd percentiles.  
For the continuation aspect of this measure, CT Medicaid youth fell between the national and regional 
33rd and 50th percentiles.    
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 
 

The rate of the use of multiple 
concurrent antipsychotics has 
remained low over the past 3 
years across the US. This 
measure has been retired by both 
HEDIS and CMS for measurement 
year 2019.   



  
 

Goal 17: 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: 

 
 

A. Report on Methods to Ensure Linkage of Target Population to Aftercare 
 

In 2019, the CT BHP continued to support members in linking with community supports and services 
following an inpatient admission. Members are contacted via telephone to ensure that they are aware of 
their aftercare plan as noted on their discharge summary. Beacon provides support with any identified 
barriers to maximize the likelihood of attendance at scheduled aftercare appointments. The first call is 
made within 48 hours of discharge from a facility. If unable to reach the member, the Clinical Liaison (CL) 
will leave a voicemail, if possible, and they also initiate the process of mailing a letter to the member’s 
address on file. The letter also includes instructions to call Beacon if assistance is needed with 
transportation or with rescheduling the appointment. A second call attempt is made within 30 days in an 
effort to ensure connection with aftercare appointments. Automated health alerts continue to be available 
for providers to trigger as they are submitting the discharge reviews and completing the information about 
aftercare follow up appointments with behavioral health providers, prescribing physician or medical care 
physician. 

 
 

B. Performance of Aftercare Linkage Efforts 
 

The Clinical Liaison (CL) team successfully made 13,659 
outreach calls; reviewed 26,838 discharge summaries, 
processed 16,874 aftercare follow-up inquiries and provided 
161 referrals to behavioral health or substance use providers 
during the course of 2019. These numbers are consistent with 
2018 with the exception of number of referrals, which 
decreased in 2019 due to a shift in responsibilities and 
movement away from backup customer services. The 
difference between the outreach call volume and the aftercare 
follow-up inquiries is related to the following: 1) Some 
members do not have a telephone number; 2) some members are already connected to care as evidenced 
by an open authorization on file in CareConnect or by verbal report of the member that they have already 
connected to aftercare; or 3) the member transferred to a medical unit, an inpatient residential treatment 
program, a skilled nursing facility, a state hospital bed, a psychiatric residential treatment facility 
(children), a respite program, a group home, a correctional facility, or a therapeutic foster care placement 
(children) and did not return to the community.  The CL team is comprised of truly committed individuals 
who make a difference each day.  This team plays a crucial role helping to ensure continuous care and in 
reducing the incidence of preventable decompensation among Medicaid members. 
 
We continue to review the HEDIS data, which is based on claims data, in comparison to our Connect-to-
Care data, and the RNMs present the HEDIS data to the inpatient hospitals during PAR meetings semi-
annually. 

The Clinical Liaison (CL) team 
successfully made 13,659 
outreach calls; reviewed 26,838 
discharge summaries, 
processed 16,874 aftercare 
follow-up inquiries and provided 
161 referrals to behavioral health 
or substance use providers. 



  
 
 

C. Review Linkage Efforts and Interventions for Improvement 
 

The Clinical team continues to review the Connect-to-Care process and internal workflow for efficiencies 
and update the process accordingly.  Provider education continued throughout 2019 at PAR meetings and 
during telephonic conversations with utilization review care managers at the facilities.  The readmission 
rates and the discharge form completion rates continue to be two out of the six metrics in the new 
Inpatient Bypass Program. 
 
The CL team continues to make telephonic outreach efforts within two days of a discharge summary 
entered into ProviderConnect or CareConnect.  We continue to educate the providers on the importance 
of completing the discharge summaries so that the Connect-to-Care process can be initiated for as many 
Medicaid members as possible.  Several inpatient providers have communicated that they are also making 
aftercare follow up calls to members after discharge as a means to ensure follow up care and reduce 
readmission rates. 
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 



  
Goal 18: Promote Member Safety and Minimize Member and 
Organization Risk from Quality of Care/Service Concerns and 
Adverse Incidents 

 

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

 
 

A. Number of Quality of Care/Service Concerns Identified (by Adult and 
Youth Members) and Number by Concern Category 

 

 

 
 
In CY 2019, there were a total of 97 potential quality of care/service concerns (PQOCs) reported to the 
Quality Management Department; 36 were for adults, 37 were for youth ages 13-17, and 24 were for youth 
ages 0-12. There was an 83% increase in the total number of reported PQOCs from CY 2018 with 53 
reports to 97 reports in CY 2019. This increase was primarily driven by the youth cohort (0-17), which 
increased from 18 reports in CY 2018 to 61 reports in CY 2019, while the adults remained relatively stable from 
35 reports in CY 2018 to 36 reports in CY 2019.  The 0 to 12-year-old cohort had the largest impact from 5 
reports in CY 2018 to 24 reports in CY 2019, a 380% increase.   

 
  



  

 
 

 
 
The breakout of youth incidents by quarter for CY 2019 indicates a spike in Q3 ‘19.  This youth data 
appears to mirror pediatric inpatient psych provider reports that indicate youth are more acute and 
require more intensive interventions to maintain safety.  The Quality Management department will 
continue to collaborate with the network managers and the clinical department to identify any other 
reasons for this increase.  In addition, the Quality Management department will continue to provide 
regular trainings to internal staff to ensure there is adherence to the reporting policy.   



  
 
Number of Quality of Care/Service Concerns by Age and Category Type 

 
 

 
 

In CY 2019, the most frequently reported category of PQOCs for all age ranges remains Clinical Practice-
Related Issues.  The Clinical Practice-Related Issues category has increased by 76.6% from CY 2018 to CY 
2019, from 47 to 83 respectively. As the total volume of PQOCs increased for the youth cohort from CY 
2018 to CY 2019, the Clinical Practice PQOC’s have also increased significantly, with a 209.1% increase for 
youth ages 13-17 and a 350% increase for youth ages 0-12.   Providers with the highest volume of incidents 
are as follows: Natchaug Hospital Inpatient (10), Solnit Hospital (6), Helping Hands Academy (4), and 
Trading Spaces, LLC (4).  
 
Natchaug Hospital Psychiatric Inpatient and Albert J. Solnit Center Psychiatric Inpatient had the highest 
volume of incidents.  Also of note, Wheeler Clinic and St. Mary’s Hospital Outpatient/Franklin Medical 
Group were both mutually involved in a total of six (6) reported concerns of which all six (6) were 
determined to be founded cases. All founded and unable to determine outcomes are internally tracked. 
When a trend of three (3) or more founded concerns are identified in a rolling calendar year, then the 
Quality of Care Committee (QOCC) escalates the trend to the State Partners.
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B. Number of Adverse Incidents (by Adult and Youth members) and Number 
by Incidents Type 

 

 
*Graph Note: In 2017, the Policy & Procedure was further refined to have staff report suicide attempts as adverse 
incidents only when the member had an active behavioral health authorization on file at the time the attempt 
occurred. 
 
In 2019, there were 501 adverse incidents (AIs) reported to the Quality Management Department; 158 
were for adults and 343 were for youth.  From CY 2018 to 2019, there was a 126% increase in reported 
AIs, from 222 incidents to 501 incidents respectively.  Reports concerning adult members remained 
relatively consistent from CY 2018 at 137 reports to CY 2019 at 158 reports.  Reports concerning youth 
members saw a marked increase from 86 in CY 2018 to 343 in CY 2019.  A more detailed analysis of the 
categories and trends follows below. 
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Number of Adverse Incidents by Age and Category Type 

 
**Please see below grid for grand totals of AIs.   

 
For Adult AIs in CY 2019, Suicide Attempts continued to be the largest category at 57.  Unanticipated 
Deaths were again the second largest category (31), followed by Self-Inflicted Harm (21), Violent or 
Assaultive Behavior (12), Other (11), Elopement (9), Sexual Behavior (7), Falls (4), Adverse reaction to 
treatment and/or medication (3), Evacuations (1), and Serious Injury (1).   
 
Since 2017, there has been a steady increase in suicide attempts reported for adults.  This past year, the 
number more than doubled from 24 to 57.  Thirty- three (33) cases were unfounded quality of care 
concerns and 20 cases were unable to be determined due to the information that was available from the 
treatment record or internal record. The remaining four (4) were founded quality of care concerns all 
connected to outpatient providers.  Several themes emerged from these concerns as indicated below: 

 
• Failure to complete risk assessments 
• Inadequate documentation 
• Inadequate discharge planning 
• Failure to refer to a higher level of care 

 
Reported unanticipated deaths of adult members increased from 25 in CY 2018 to 31 in CY 2019.  Of the 31 
reported unanticipated deaths, zero (0) were founded quality of care concerns, 26 were unfounded cases, 
and five (5) were unable to be determined (based on the information provided to the Committee).  For the 
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ones that are unable to be determined, four (4) of these cases were unknown causes of death, while one (1) 
was reported to be a completed suicide per the family member.  Attempts were made to obtain the 
treatment record for the completed suicide, however, the record was not received.  Two (2) of cases of 
unknown causes were members diagnosed with opioid use disorder, alongside a mood disorder (Bipolar or 
Major Depressive Disorder).  One (1) member had opioid use disorder, alcohol use disorder, as well as 
major depression, and the last member had substance use disorder only (alcohol and opioid use disorders).   
 
Please see below for the details within each category.  
 

• The Self-Inflicted Harm category remained almost the same at 21 compared to 22 in CY ’18.  Four 
(4) of these cases were determined to be founded as they had occurred on an inpatient setting due 
to the lack of supervision.  Two (2) of these founded concerns occurred in a facility with an active 
trend.  Please see the trend section below for additional details on current performance 
improvement plans with Albert J. Solnit Hospital.  Eight (8) of these cases were unable to be 
determined while nine (9) were determined to be unfounded.  

 
• Violent or Assaultive Behaviors decreased from the previous year from 20 to 12.  Our review of 

these cases often revealed that the behavior is initiated by the member, while other times the 
member may be the victim of an assault from another member/non-member in the same 
treatment setting. Sometimes the victims of a member’s assaultive behaviors are staff who then 
require urgent or emergent treatment. There were zero (0) founded concerns, two (2) cases were 
unable to be determined, and the remaining 10 cases were unfounded.   

 
• The Other category also decreased from 18 in CY ’18 to 11 in CY ‘19.  Two (2) of these cases were 

determined to be founded as a result of lack of supervision, which allowed for members to ingest 
unauthorized substances.  Five (5) cases were unable to be determined and three (3) were 
unfounded.   

 
• Elopements increased from the previous year from six (6) to nine (9).  This category was better 

defined in the policy update and staff training in 2018, which might explain the increase.  Four 
(4) were determined to be founded.  These cases were founded due to members having the ability 
to elope from inpatient psychiatric units as well as medical detoxification units, therefore 
speaking to the lack of supervision.  Two (2) were unable to be determined and three (3) cases 
were unfounded.   

 
• Sexual Behavior accounted for seven (7) concerns. Three (3) of these cases were unfounded, while 

three (3) were unable to be determined.  One (1) case was determined to be founded due to lack of 
supervision when the provider knew the history of the male offender.   

 
• Falls decreased in 2019 from 12 in CY ‘18 to four (4).  One (1) of these cases was founded.  This 

was a result of inappropriate evaluation of the member’s presentation, based on the information 
provided.  The three (3) other cases were determined to be unfounded.   

 
• Three (3) Adverse Reactions to Treatment and/or Medication errors occurred in 2019, which was 

an increase from the two prior years where there were none.  All three (3) cases were unfounded.   
 

• One (1) evacuation occurred in 2019, which is an increase from zero (0) for the two prior years.  
This case was unfounded.   
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• The Serious Injury category contained one (1) event during the year of 2019.  This case also 
proved to be unfounded. 

 
 
 
 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
In CY 2019, the youth category was divided into ages 0-12 and 13-17 to identify any differences within these 
age groups.  For youth members, ages 0-12, Suicide Attempts were the largest category with 29.  This was a 
significant increase from one (1) in CY 2018.  The second largest category was Self-Inflicted Harm with 16, 
followed by Sexual Behavior at 14, Violent or Assaultive Behavior at nine (9), Other at four (4), 
Unanticipated Death at three (3), Serious Injury at two (2), and the remaining categories (Medication 
Error, Illegal Activity, Elopement, Damage to Property, and Adverse Reactions to Treatment) with one (1) 
incident each. 
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Youth Ages 0-12 
 
For youth ages 0- 12, there was a total of 29 Suicide Attempts with four (4) of the cases being founded.  
The founded cases were related to a lack of supporting documentation, access to an inappropriate item on 
an inpatient unit (rubber bracelet), inappropriate response by the provider given the member’s clinical 
presentation, and the ability for the youth to lock themselves in an inpatient room without staff being able 
to gain access quickly.  For the remaining cases, thirteen (13) were determined to be unfounded and 
eleven (11) were unable to be determined and were tracked and trended.   
 
The second highest category for youth ages 0-12 was Self-Inflicted Harm at 16.  This was a large increase 
from the prior two years that had zero (0) in this age range.  This may be related to the increase in suicide 
attempts this year as well as the self-harming incidents.  Four (4) of these concerns were founded cases 
related to lack of documentation in the treatment record, ability to gain access to the roof of a facility, 
ability to obtain an item that was unsafe (restraint strap from a bed), as well as items not being found in a 
search (razors).  Nine (9) cases were determined to be unfounded and the remaining three (3) cases were 
unable to determine.   
 
The next highest category for youths ages 0-12 was Sexual Behavior at 14. Again, there was a large 
increase seen from two (2) in CY 2018 and one (1) in CY 2017.  Four (4) of these concerns were founded as 
a result of lack of supervision and poor documentation of the concern. Seven (7) concerns were 
unfounded and three (3) were unable to be determined.  
 
The fourth highest category for ages 0-12 was Violent or Assaultive Behavior at nine (9).  There were zero 
(0) founded cases, four (4) were unfounded, and five (5) were unable to be determined.  
 
Remaining categories with low volume include: 
 

• Other with four (4) cases.  This was an increase from the previous year, which had only two (2) 
cases.  The Other category covers concerned not covered in other areas.  Two (2) of these cases were 
determined to be founded.  One case was related to a member having a lighter in his possession 
while in a PRTF setting, while the second case was due to the lack of an appropriate discharge plan 
for a member.   

 
• The next highest category for youth ages 0-12 was Serious Injury at two (2).  This category has 

consistently decreased since 2017.  One (1) of these cases was founded as related to the prescribing 
practices of the facility while the other incident was determined to be unfounded. 

 
• The remaining categories for ages 0-12 all scored one (1) for each.  This was not a large difference 

from the years prior to 2019.  These included: Unanticipated Death, Medication Error, Illegal 
Activity, Elopement, Damage to Property, and Adverse Reaction to Treatment or Medication.  The 
unfortunate Unanticipated Death that occurred to this age group was determined to be unfounded.  
The death was related to a member who had a number of medical conditions which contributed to 
their passing.  Some of these categories did have founded concerns.  Illegal Activity was determined 
to be founded based on a member having gained access to the facility’s car keys and then engaged 
in illegal activity.  Damage to Property was also determined to be founded, which was based on staff 
not intervening in an incident in a timely fashion.  Adverse Reaction to Treatment or Medication 
was founded as well.  This case was in regards to the prescribing practice of a facility which resulted 
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in a medical issue with a member.  Elopement and Medication Error, however, were both 
determined to be unable to be determined and were tracked and trended.     
 

 
Youth Ages 13-17 
 
Mirroring the Adults, the largest category for youth ages 13-17 was Suicide Attempts with 95 reports, a 
substantial increase from 16 in CY 2018.  The next category was Violent or Assaultive Behavior (50), 
followed by Self Inflicted Harm (35), Elopement (30), Other (15), Damage to Property (5), Serious Injury 
(5), Unanticipated Death (2), Treatment Errors (1), and Falls (1).  Please see below for categories within the 
13-17 age cohort.  
 

• Out of the 95 suicide attempts for youth ages 13-17, 
ten (10) were founded.  Themes for the founded 
cases were as follows:  lack of documentation, 
inadequate risk assessment, inappropriate 
discharge planning, inappropriate response and/or 
lack of referral to higher level of care by provider 
given clinical presentation, lack of supervision, and 
poor safety planning.  Forty-seven (47) cases were determined to be unfounded while 38 were 
unable to be determined and tracked and trended.   

 
• For youth ages 13-17, Violent or Assaultive Behavior increased substantially as well at 50 in CY 

2019. This was an increase from six (6) in 2018, and two (2) in 2017 which again speaks to the 
acuity increase in the population.  Three (3) of these cases were determined to be founded.  This 
was related to the failure to re-evaluate the patient and make medication changes, lack of 
discharge planning, and supervision.  There were 36 unfounded cases as well as 11 cases that 
were unable to be determined and were tracked and trended.   

 
• Self-Inflicted Harm was the next category for ages 13-17 at 35, which was a significant increase 

from eight (8) in 2018.  Two (2) of these concerns were determined to be founded.  One was 
founded as a result of a member having access to items on an inpatient unit and ingesting them 
(coins).  The other was related to staff not following search procedure as well as not following up 
on a broken sign and the member subsequently gaining access to items and using to self-harm 
(broken pieces of plastic).  Twenty- three (23) of these cases were unfounded and nine (9) cases 
were unable to be determined. 

 
• For youth ages 13-17, the fourth highest category was Elopements at 30 from the year prior of 

26. Only one (1) of the cases was determined to be founded as a result of lack of supervision on 
an inpatient unit where the member was able to elope from the facility.  Twenty-four (24) of the 
cases were unfounded while five (5) were unable to be determined.  

 
• The next highest category was Other with 15, which was an increase from CY ’18 (3).  Four (4) of 

these cases were founded.  Three (3) of the founded cases were related to members that were 
able to obtain unauthorized substances and use them within the treatment facilities.  One (1) 
founded case was related to the member having been able to obtain a lighter and e-cigarette 
while at a treatment setting.  Seven (7) cases were unfounded and the remaining four (4) cases 
were unable to be determined.   

 

Mirroring the Adults, the largest 
category for youth ages 13-17 
was Suicide Attempts with 95 
reports, a substantial increase 
from 16 in CY 2018. 
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• The next category was Sexual Behavior with 12 concerns.  This is an increase from 2018 where 
there were only eight (8) concerns and zero (0) in 2017.  Four (4) of these cases were determined 
to be founded.  The four founded cases were from Albert J. Solnit Inpatient Unit with the 
identified them of lack of supervision in the bathroom area of the facility, where the incidents 
occurred.  Please see trends section for additional information.  One (1) case was unfounded and 
the remaining seven (7) cases were unable to be determined.   

 
• The next category for youth ages 13-17 was Illegal Activity with a total of ten (10) from a zero (0) 

the year prior.   All cases were determined to be unfounded.   
 

• Damage to Property had a total of five (5) cases, an increase from zero (0) from the previous 
year.  Two (2) of these cases were founded and similar in nature.  The first was founded on 
account of the lack of supervision on an inpatient unit where a member was able to break a 
window.  The second founded concern was due to a member having the ability to obtain a lock to 
put in a tube sock to swing at and break a window.  One (1) case was unfounded and the 
remaining two (2) were unable to be determined and will be tracked and trended.   

 
• Serious Injury also had five (5) cases, increased by four (4) from the previous year, which were 

all determined to be unfounded. 
 

• The next category for youth ages 13-17 was Unanticipated Death.  There were two (2) of these 
which was an increase from one (1) the prior year.   Both of these cases were unfounded.  The 
first case was related to a gun shot and car accident injury, while the second case was related to a 
medical condition that the member had which resulted in his passing. 

 
• The final two categories had only one (1) concern for 2019 for youth ages 13-17.  These were 

Treatment Error and Falls, both increased by one (1) from the prior year.  The Treatment Error 
was determined to be founded as the facility gave the member a medication that she was allergic 
to as documented in the treatment record.  However, the Fall report was determined to be 
unfounded.     

 
Overall, it is clear from the increases seen in many of the categories, coupled with feedback provided by 
the providers, that psychiatric acuity is increasing.   This reported increase in acuity has seen a  steady 
increase over the last three years and is emphasized in the 13 to 17-year-old cohort with 263 incidents, 
with suicide attempts accounting for the largest volume increase (16 in CY 2018 to 95 in CY 2019).   
 

 
Investigation Outcomes for 2019 

 
As of a report run date of 2/6/2020, the QOCC determined that 62 reported AIs (17 adult, 27 youth ages 
13-17, and 18 youth ages 0-12) were founded quality of care concerns, while 146 reported AIs (45 adult, 78 
youth ages 13-17, and 23 youth ages 0-12) were unable to be determined, and 290 AIs (95 adult, 157 youth 
ages 13-17 and 38 youth ages 0-12) were unfounded.  
 
The QOCC determined that 44 reported QOCs (16 adult, 17 youth ages 13-17, and 11 youth ages 0-12) were 
in fact founded quality of care concerns, 31 (12 adult, 9 youth ages 13-17, and 10 youth ages 0-12) were 
unable to be determined, and 20 (8 adult, 10 youth ages 13-17, and 2 youth ages 0-12) were unfounded. In 
2019, the QOCC investigated and made determinations on 497 out of 501 reported AIs and 95 out of 97 
reported QOCs for a total of 592 investigated concerns.  
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C. Trend by Providers 
 
When a provider accrues three (3) or more founded quality of care concerns, the QOCC brings this 
information to the provider’s attention. Outcomes that were unable to be determined are also shared 
alongside the founded concerns. Based on the severity and volume of concerns for each provider, the 
QOCC with approval from the State Partners determines actions steps to remediate the concerns.  

 
 
The Village – Psychiatric Residential Treatment Facility (PRTF)  
 
In Q1 and Q2 ‘19, Beacon identified a trend of potential adverse incident reports at The Village’s PRTF, 
Eagle House. The QOCC escalated these concerns to the State Partners and DSS reported the concerns to 
DPH, leading to a formal investigation.  The Village then requested consultation services through Beacon 
Health Options and an outside consultation company via a separate consultant arrangement to improve 
the care provided to youth and reduce the level of risk and safety concerns. Please see below for additional 
information.     
 

• One (1) incident occurred in Q3 ’18, two (2) incidents occurred in Q4 ’18, six (6) incidents occurred 
in Q1 and six (6) in Q2 ’19. Eleven (11) were determined to be founded adverse incidents, two (2) 
were unfounded, and three (3) were unable to be determined.  

• On 5/13/2019, Beacon sent a letter to the State Partners escalating the aforementioned concerns.  
• On September 3, 2019, the QOCC sent a letter to the Village PRTF making them aware of the 

QOCC’s founded determinations and requested that they share the most recent updated plan of 
correction administered by DPH.  

• The QOCC received the updated plan of correction on 9/23/19 and considered their improvement 
to be satisfactory.   
 

 
Natchaug Hospital – Inpatient Psychiatric 
 
In Q3 and Q4 ’19, Beacon identified a trend of potential adverse incidents and quality of care reports at 
Natchaug Hospital Inpatient. The State Partners were notified of the reported concerns. For detailed 
information, please see below.  
 

• On August 27, 2019, the QOCC sent a letter to Natchaug Hospital Inpatient making them aware of 
the QOCC’s six (6) founded determinations. The letter also requested an in-person meeting to 
discuss the concerns and to discuss ways to prevent these types of concerns from occurring in the 
future.  

• On October 15, 2019, the QOCC sent an updated letter to Natchaug Hospital Inpatient making them 
aware of an additional four (4) founded concern and one (1) additional concern that had not yet 
been reviewed by the QOCC.  

• On December 10, 2019, the QOCC sent a second updated letter to Natchaug Hospital Inpatient in 
preparation for the 12/19/19 meeting. This letter indicated that a previous unreviewed concern was 
determined to be unfounded and therefore no longer included in the list of concerns. However, the 
letter additionally indicated that another four (4) concerns had been reported since the last letter 
sent, three (3) of which were pending receipt of the treatment record and one (1) treatment record 
was currently under review. 
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• On December 19, 2019, a meeting with Natchaug Hospital Inpatient leadership was held. During 
this meeting, Natchaug Hospital Inpatient shared the changes made to the physical environment 
and the implementation of a safety event review team. Natchaug Hospital Inpatient also agreed to 
share any internal corrective action plans that are developed with Beacon and concurrently, Beacon 
will continue to share any additional reports with Natchaug.  
 

 
Hartford Hospital – Adult and Pediatric Inpatient Psychiatric 
 
In Q3 ’19, Beacon identified a trend of eight (8) total founded adverse incident reports for Hartford 
Hospital Inpatient. The State Partners were informed on 8/5/19.  Please see below for details: 
 

• On August 5th and 7th, 2019, the QOCC sent a letter to Hartford Hospital Inpatient making them 
aware of the QOCC’s initial six (6) founded concerns (four adult, 2 pediatric). Additionally, in this 
letter, Beacon requested to be informed of any internal quality improvement processes or of any 
policy changes made to prevent further incidents.  

• On August 27th, 2019, the QOCC sent an updated letter to Hartford Hospital Inpatient making them 
aware of an additional two (2) founded quality of care concerns as well as requesting a meeting to 
review the concerns and to discuss ways to prevent additional concerns from occurring in the 
future. 

• A meeting with Hartford Hospital Inpatient leadership was held on 10/23/19. Hartford Hospital 
reported that they have conducted internal reviews regarding the identified concerns, implemented 
an internal reporting system called Quantros and have used QI models to pinpoint areas in need of 
improvement. QOCC determined this to be satisfactory and no further intervention is needed at 
this time. 
 

 
Wheeler Clinic/St. Mary’s Hospital – Outpatient 
 
In Q3 ’19, Beacon identified a trend of six (6) potential quality of care reports focused primarily on 
continuity of medication prescribing for Wheeler Clinic and St. Mary’s Hospital. These concerns were 
related to Wheeler Clinic’s acquisition of St. Mary’s Hospital Outpatient Clinic. As reports were made, 
DSS was informed and providers worked internally towards a resolution. The QOCC escalated these 
concerns to the State Partners on 12/6/19 and deemed the providers’ resolution satisfactory with no QIP 
necessary at this time. 
 
 
 
 
Quality Improvement Plans  
 
Albert J. Solnit Children’s Center – Inpatient  
 
On October 4, 2018, the Albert J. Solnit Children’s Center – Inpatient unit was placed on a Quality 
Improvement Plan (QIP) with the QOCC. The next step was to implement the QIP and prepare for an on-
site treatment record review by Beacon Quality Management staff. Goals within the QIP included improve 
legibility and timeliness of documentation through staff refresher trainings, internal audits, and data 
analysis. An additional area of focus for the treatment record review was to assess the use of risk 
assessments and the appropriateness of the clinical response when a risk event has occurred. The next 
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steps are outlined below:   
  

• On January 8, 2019, the Director of Quality Management and one Quality Specialist performed the 
treatment record review at Solnit. Five (5) Medicaid member records were reviewed against the 
QIP. For each QIP goal, there were identified areas of strength and additional areas that needed 
improvement.   

• The results of the review were shared on May 7, 2019 with Solnit leadership and the newly formed 
Beacon Solnit Quality Improvement team.  

 
Concurrently, potential adverse incidents and quality of care concerns at Solnit Inpatient continued to be 
reported to the QOCC. In total, 48 incidents were reported in 2019. The QOCC determined 13 to be 
founded, six (6) were unable to be determined based on the information provided, and 28 were 
unfounded.  Please see below for next steps:  
 

• On August 27, 2019, the QOCC sent a letter to Solnit Inpatient sharing eight (8) founded concerns 
and three (3) pending treatment record reviews for incidents that occurred from 12/8/18 through 
7/18/19.  

• On October 1, 2019, the QOCC sent a letter to Solnit Inpatient sharing three (3) unfounded 
concerns.  

• A meeting was held on November 11, 2019 with Solnit Inpatient leadership, Beacon Health Options 
leadership, Beacon QOCC members, and the State Partners. During this meeting, a brief review of 
the report concerns was completed and a discussion of Solnit Inpatient’s quality improvement 
efforts was reviewed.  

• Solnit Inpatient continues to be monitored by the QOCC. 

 
 
Integrated Psychiatric Services 
 
The Committee received a potential adverse incident on 2/22/18 regarding an adult member being 
treated by Integrated Psychiatric Services, Inc. After review of the member’s treatment record, the 
Committee founded this quality of care concern and requested additional treatment records from this 
provider. The review of the additional treatment records led to significant concerns regarding the 
documentation practices of this provider. Beacon escalated these concerns to the State Partners and this 
provider was placed on a quality improvement plan (QIP) and on Non-Referral Status in 
ProviderConnect. Please see below for next steps.  
  

• On 11/14/18, Beacon received the QIP from this provider. After careful assessment, the Committee 
determined the improvements to their documentation practices indicated in the QIP were 
satisfactory.  

• On 1/4/19, the QOCC requested additional treatment records from the provider in order to assess 
the implementation of the QIP into their practice and the opportunity to restore their referral 
status.  

• Upon review of the records, the Committee determined the improvements to their documentation 
practices were satisfactory.  

• On 5/16/19, the providers were removed from Non-Referral Status in ProviderConnect.  
• On 6/5/19, a letter was sent to the providers informing them of the satisfactory completion of the 

QIP and removal from Non-Referral Status in ProviderConnect. 



2019 CT BHP/Beacon CT Quality Management and Utilization Management Program 
 

81 

 

 

 
 

Fraud, Waste, and Abuse 
 
Many incidents of Fraud, Waste, and Abuse (FWA) concurrently meet criteria for quality of care concerns. 
We have seen an increase in these reported concerns. Not only have we escalated them to DSS, we have 
also been processing them through the QOCC. Below is a brief presentation of the reported concerns 
escalated to DSS and tracked through the QOCC.   

 
• Trading Spaces ABA, LLC  

In Q1 2019, the Autism Services team identified a potential trend of quality of care concerns for 
Trading Spaces ABA, LLC who provides services to Medicaid members diagnosed with Autism 
Spectrum Disorder. Four (4) concerns were identified for this provider. The concerns were that 
staff provided services and signed the documentation stating they rendered the services, but in fact 
they were not qualified to provide the services or sign the documentation. When the Autism 
Services team addressed this concern with the provider, the provider re-submitted the 
documentation and changed the signature to the BCBA’s signature instead (G. P., BCBA). On 
4/11/19, Beacon sent an email to the Department of Social Services with the concern of Fraud, 
Waste, and Abuse for fraudulent documentation. Based on the information provided to the QOCC, 
we were unable to make a determination and decided to track and trend this provider.  

 
• Private Practitioner S.W.  

In Q1 2019, the Clinical Care Managers identified a potential trend of quality of care concerns for 
Private Practitioner S.W. who provides outpatient services. There was suspicion of over-utilization 
of units in her practice and that she was offering the level of IICAPS in the outpatient setting. After 
receipt and review of the treatment records, it was evident that she was seeing the members almost 
daily in a short period of time and their treatment plans did not indicate this intensity of treatment. 
Three (3) incidents were determined to be founded quality of care concerns. On 6/24/19, Beacon 
sent an email to the Department of Social Services regarding the incidents with the concern of 
Fraud, Waste, and Abuse for overutilization of services.  
 

• Helping Hands Academy 
In Q3 2019, the Autism Services team identified a potential trend of quality care concerns (4) for 
Helping Hands Academy who provides services to Medicaid members diagnosed with Autism 
Spectrum Disorder. The concerns included lack of communication with the families, lack of 
appropriate provider engagement and billing for services not provided. Three (3) of the four (4) 
incidents were unable to be determined due to not receiving the requested record. The remaining 
case was determined to be founded by the QOCC for lack of communication with the member’s 
family. On 10/9/19, concerns regarding inappropriate billing practices by this provider were 
escalated to Fraud, Waste and Abuse.  

 

 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 

 
 
 
 

Goal 19: Monitor Integration of Coordination of Care with Medical, 
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Dental, and Transportation ASOs as well as ABH and Other 
Partners and Identify Barriers and Opportunities 

 

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

 
 

A. Number of Referrals from Medical ASO, ABH and Other Partners 
 

In 2019, Community Health Network (CHN) sent 3,514 referrals to Beacon for co-management for 
members who were admitted to an inpatient medical unit with a co-morbid behavioral health need. This 
was a 7.0% decrease in referrals from the previous year. And Beacon sent 26 referrals for co-management 
to CHN for medical ICM support. The referrals were for individuals who were either on an inpatient 
psychiatric unit or on a medical unit receiving a detoxification services with an unmet medical need. There 
was a total of 38 referrals for community-based co-management between Beacon and CHN. 
 
There was a total of 703 referrals that were identified as meeting criteria for case management by Advance 
Behavioral Health (ABH), which was a 15.4% increase over last year where we made 609 referrals. Beacon 
worked with the individual and/or treatment provider to initiate the referral and connect with ABH. The 
increase in referral is on account of Beacon utilizing emails more frequently to connect with medical unit 
staff in 2019, which resulted in more direct contact with the providers and the ability to share releases and 
referral forms in real time. 
 
 

B. Track and Review any Co-Managed Referrals during Monthly 
Meetings with Designated CHN Staff 
 

 

Complex Member Collaborative 
 

In 2019, Beacon continued to attend and provide referral consultation during the Complex Member 
Collaborative meeting hosted by CHN on a bi-monthly basis. This Collaborative meeting offers a multi-
disciplinary approach to complex situations including representation from CHN’s Health Plan partners, 
nutritionists, Community Health Workers, Intensive Case Management Nurses, Disease Management 
Specialists, Prenatal Care Specialists, Pharmacy, and representation from our Co-Management Clinical 
Care Manager (CCM) and Associate Medical Director. 
 
Community-Based Co-Management 

 
Beacon continued to meet monthly with the CHN team including Kim Sherman, Integrated BH Care 
Coordinator, Nancy Sienkowski, Manager, Intensive Care Management, and any ICM or nurse that had an 
open referral with co-management. In these monthly meetings, the progress of each member is reviewed 
and any identified issues related to unmet behavioral health or medical needs are discussed and action 
steps are identified and assigned. Each referral remains open for monthly review until it is determined by 
both CHN and Beacon that there has been maximum coordination and the member’s needs are being met. 
 
In addition, weekly coordination occurs between CHN and CTBHP 7-10 times per week on various cases 
with complex issues that require clarification around admissions or services needed for members.  These 
cases often times result in peer referrals or referral to community-based co-management program. 
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Project ECHO for Diabetes 
 

In 2019, CHN continued to facilitate a monthly Project ECHO around high-use diagnosis, with the 
majority focused around issues related to diabetes. Our co-management CCM attended this meeting and 
provided context around members’ behavioral health needs in relation to their medical diagnosis. There 
are often robust conversations about a person’s choice to receive treatment or not, which is not always 
related to the person’s mental health status. 
 
 
Behavioral Health Rounds 

 
Collaboration and coordination of services continued 
between Beacon and the medical ASO, CHN. For the 
duration of 2019, one of our associate medical directors has 
been collaborating with care managers at CHN and 
participating in the behavioral health rounds. The 
Behavioral Health Rounds occur every other week, and is 
the venue used by intensive care managers at the medical 
ASO to review members who present complex mental health 
disorders, substance use disorders, or severe behavioral problems, which impact their overall health or 
their ability to receive treatment for medical conditions. In collaboration with CHN, our Associate 
Medical Director helps coordinate the use of ICM time in order to avoid duplication of work between 
ICMs from both ASOs, and to ensure that their work is part of a common strategy. The Associate Medical 
Director is also available for ad hoc consultations on more urgent referrals involving mental health, 
behavioral, or substance use disorders that cannot await the bimonthly rounds. In addition, we have been 
able to intervene in situations where the member is receiving medical care in a medical or surgical setting, 
where there is substantial concurrent mental health or substance use disorder treatment being delivered, 
usually by a consultation/liaison psychiatrist or team. Beacon has also provided guidance to CHN staff 
regarding the regulations for involuntary treatment of patients for both mental health and substance 
disorders, the clinical circumstances in which those are applicable, and the process involved. 
 
Beacon CT’s Medical Director has continued to work with CHN’s Medical Director to increase 
collaboration between the two ASOs on several fronts, including provider education, training such as 
planning the 2019 Essentials of Behavioral Health in Primary Care conference, and initiatives to address 

the opioid crisis. These initiatives included addition of 
medical providers to the MAT map and offering Project 
ECHO for OUD to the medical provider network to increase 
their comfort in prescribing MAT in a primary care setting. 
In addition, in 2019, the two ASOs Medical Directors 
launched the Quarterly Improvement Workgroup to 
promote collaborative efforts to improve selected BH 
HEDIS metrics.  

 
 

C. Monitor Reports to Track Referrals, Linkage to Care, and Co-
Managed Referrals 

 

Beacon developed a weekly report, co-managed, which tracks members based on the type of flag they have 
been assigned and the dates of that flag. The CMM flag is used to track members that are part of the 
community co-management program. The DLD flag identified members who have been referred to us by 
CHN for hospital-based co-management and outreach. Finally, the DSM flag identifies all referrals that 

For the duration of 2019, one of 
our associate medical directors 
has been collaborating with care 
managers at CHN and 
participating in the behavioral 
health rounds. 

In 2019, the two ASOs Medical 
Directors launched the Quarterly 
Improvement Workgroup to 
promote collaborative efforts to 
improve selected BH HEDIS 
metrics. 
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we send to CHN while members are on an acute behavioral health unit. These referrals are sent to CHN to 
assist with co-morbid medical issues that impact the ability of the member to discharge safely to the 
community. 
 

 

D. Number of Referrals from Transportation ASO - Methadone Maintenance 
 
In 2019, there were a total of 279 referrals between Beacon and Veyo. Of those, 263 referrals were 
generated from Veyo requesting consultation to ensure that the member’s treatment needs could be met 
within their local community and that the mode of transportation was most cost effective. An additional 
16 referrals were identified by either Beacon or a provider as needing support in connecting to SUD 
services and transportation.  These numbers are consistent with last year. 
 
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan.
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Goal 20: Maintain the Quality Improvement Activities: Provider 
Analysis and Reporting Programs 

 

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

 

 
During 2019, Beacon conducted the following PAR programs: 

 

A. Pediatric Inpatient Hospitals 
B. Pediatric Inpatient State Hospital – Solnit 
C. Adult Inpatient Hospitals 
D. Adult Inpatient Medical Detoxification – Yale & St. Francis 
E. Adult Freestanding Detoxification 
F. State PRTF – Solnit 
G. Enhanced Care Clinics (ECC) 

 
Each of these programs is discussed below. 

 
 

A. Pediatric Inpatient Hospital 
 

The Child and Adolescent Inpatient Provider Analysis and Reporting (PAR) program, implemented in 
2007, continues to be a primary platform from which to review quarterly data with individual pediatric 
hospital providers. This forum continues to allow for a robust discussion pertaining to system 
enhancements, including the identification of best practices with a goal toward developing collaborative 
strategic plans that improve quality and access to care for the child and adolescent population.  
Implementation of the new Case-Mix Bypass Program during CY 2019 reflects how the PAR program 
continues to evolve, addressing the changing needs of hospital providers, the child and adolescent 
population, and the behavioral health system. 
   
While 2019 showed a slight decrease in the volume of unique 
youth (1,840 youth) entering an inpatient psychiatric unit as 
compared to 2018 (1,872 youth) and 2017 (1,888 youth), the 
average length of stay (ALOS) increased during that same time 
span (2017 – 11.98 days, 2018 – 12.27 days, and 2019 – 12.86 
days). Meanwhile, 7-day readmission rates have remained consistently low over the last three years (at 
approximately 2.6% or 2.7%).   
 
At two meetings of hospital ED and psychiatry department directors facilitated by Beacon Health 
Options (7/31/19 and 11/6/19), participants agreed there has been an increase in the acuity of clinical 
presentation of youth and an accompanying increase in staff injury due to the environmental dynamics 
of inpatient units.  This phenomenon includes children under the age of seven. In CY 2019, 31 five and 
six-year-olds were admitted to inpatient psychiatry, accounting for 41 admissions. This is a decrease 
from 2018, where 46 youth from this cohort made up 61 admissions. The most common diagnosis for 
this cohort was disruptive mood dysregulation disorder, and included intermittent explosive disorder 
and major depressive disorder.    
 
In 2019, 95% of youth experienced no IPF discharge delay, with the remaining 5% on discharge delay.  
The number one reason for discharge delay was awaiting placement in the state hospital.  This accounted 
for approximately 2 out of 5 youth on discharge delay (40.8%).  The second most common reason for 

7-day readmission rates have 
remained consistently low over 
the last three years (at 
approximately 2.6% or 2.7%).   
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discharge delay was awaiting placement at Solnit PRTF.  About 1 out of 4 youth were in this category 
(25.6%).  Another approximately 25% of youth on discharge delay were awaiting placement in community 
PRTF.  Less than 5% of youth on discharge delay were awaiting a residential treatment center placement.  
 
Even prior to inpatient admission, ED physicians have noted that children meeting the definition of 
“stuck” have been waiting longer periods of time in the ED, with the proportion of youth waiting one week 
or more on the rise.  Although inpatient psychiatry is recommended for about half of ED stuck youth, only 
about four-fifths are eventually admitted. The ED and psychiatry department physicians emphasized the 
role and importance of data to understand the current state of inpatient psychiatric care; they endorsed 
the idea of a collective effort to start a Quality Improvement (QI) initiative to address problems in the 
throughput of patients.  The doctors also noted the importance of having a process where responsibility is 
shared and where solutions are achieved through consensus.   
 
Ideally, the new program, with its case-mix adjustment, will help remove any “disincentive” for hospitals 
to accept patients who require longer admissions.  This new bypass, based on predictive modeling, has 
three “tiers”.  New variables added to the already existing ALOS, 7-day and 30-day readmission rates, and 
discharge form completion are:  1) length of stay (LOS) difference (i.e., the average difference between the 
hospital’s predicted length of stay and its actual length of stay over a quarter); 2) LOS 
improvement/maintenance (i.e., the improvement or maintenance of improvement in the hospital’s LOS 
difference over the preceding quarter); 3) behavioral health ED visit within seven (7) days post inpatient 
discharge; and 4) bed tracking completion.   As with the Adult Bypass Program, there remains variation 
across providers. For the three quarters of data (Q1, Q2, Q3 2019) upon which the latest Case-Mix Bypass 
statuses have been determined, two (2) hospitals improved their tier over time (Hartford Hospital, St. 
Francis Hospital), two (2) declined in their tier (Natchaug, Yale-New Haven), and three (3) remained the 
same across all three quarters (Prospect Manchester at tier 1, St. Vincent’s at tier 1, and Four Winds at tier 
3).   
 
Therefore, the CY 2020 IPF Pediatric PAR program will continue to monitor and support hospitals 
maintain and/or improve their tier status within the new Case-Mix Bypass Program. In addition, there 
will be increased attention given to the recent rise in acuity and the accompanying violent behaviors of 
youth while on an inpatient unit. This will be accomplished though the dissemination of best practices, 
ongoing PAR dialogue, workgroup meetings, and ongoing discussions between hospital Medical Directors 
and Beacon Medical Affairs. 
 

 
B. Pediatric Inpatient State Hospital – Solnit 

 
In CY 2019, the structure and format of the Solnit Hospital PAR program began to shift.  While the PAR 
program remained an important area of focus, Beacon Health Options’ primary focus in Q1 and Q2 2019, 
through the Solnit QM project, was in mitigating risk and ensuring the safety and well-being for youth in 
care at Solnit Hospital.  The Regional Network Manager for the Solnit Hospital PAR program worked 
closely with the Solnit QM team and Solnit Hospital in order to align goals and priorities.   
 
During Q3 and Q4 2019, the Solnit Hospital PAR program had become a collaborative process, fully 
integrated with the Solnit/Beacon QM team.  The Regional Network Manager for the Solnit Hospital PAR 
program took the lead in analyzing the data, identifying patterns and trends and areas of opportunity 
while utilizing the Solnit/Beacon QM team for meaningful content and learning the story behind the data.  
In addition, the Solnit/Beacon QM team serves to support the Solnit Hospital in identified performance 
improvement activities.  This made for a more robust PAR meeting with the Solnit Hospital.  Areas of 
focus remained average length of stay (ALOS), discharge delay, and readmissions post inpatient 
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discharge.   
 
While Solnit Hospital’s ALOS has improved from CY 2018 to CY 2019, the readmissions to inpatient 
within 90 days post discharge continue to be high at 18.6%, with 75% of readmissions being female.  
Solnit Hospital believes that this is due to the high acuity of youth served and the internalizing behaviors 
of the females, such as self-injurious behavior and suicide ideation.  In Q3 and Q4 2019, the 
Solnit/Beacon QM team, in collaboration with Solnit Hospital, started a chart audit process for Solnit 
Hospital focused on compliance with the use of the C-SSRS.  Solnit Hospital is interested in exploring this 
area further in CY 2020 with the implementation of a robust suicide prevention project and the Solnit QM 
team will support these efforts.  In addition, Solnit Hospital and Beacon Health Options are both 
interested in the addition of the 7 and 30-day connect to care rates and will explore any potential 
relationship between readmissions and connection to care. 
 
 

C. Adult Inpatient Psychiatric Hospitals 
 

In 2019, Regional Network Managers continued to conduct Provider Analysis and Reporting (PAR) data 
review meetings with the adult psychiatric inpatient hospitals in a continued effort to improve access to 
care and quality of care for Medicaid adults.  Clinical and Medical Affairs staff participate in PAR 
discussions as needed, contributing to implementation of the new Bypass Program. PAR conversations 
continue to provide an opportunity for Beacon staff to better understand variation in clinical 
philosophies, regional community resources, and organizational influences at each hospital.  
 
The CY 2019 PAR Program for Inpatient Psychiatric Facilities reviewed measures pertaining to discharge 
volume, demographic information, average length of stay, state bed wait, readmissions within 7 and 30-
days of discharge and prescriptions filled 7/14 days post discharge from an inpatient stay.   
 
In 2019, both 7 and 30-day readmission rates remained on a 
downward trend, from 4.8% of members readmitting within 7-
days in 2018 to 4.5% in 2019.  30-day readmissions also 
declined from 15.7% in 2018 to 14.9% in 2019.  Compared to 
2018, the rate of members readmitting to inpatient detox within 
30-days after an inpatient psychiatric admission increased, 
from 254 readmissions representing 15.9% of total 
readmissions in 2018 up to 267 readmissions representing 18.7% of all readmissions in 2019.  Though this 
increase was a result of a relatively small number of admissions, given that the total volume of 
readmissions decreased from 1,597 in 2018 to 1,428 in 2019, the increase in readmissions to inpatient 
detox may indicate a need for improved screening and assessment for substance use disorder on inpatient 
psychiatric units. As such, Beacon has moved to expand the Changing Pathways Pilot from two 
freestanding withdrawal management sites to include inpatient psychiatry. Targeting one inpatient 
hospital as a pilot will lay the ground work for replication of this practice change across the hospital 
network.  
 
While readmissions have decreased, the average length of stay has trended upward from 8.83 days in 
2017 to 9.75 days in 2019, with notable variation across the provider network. Therefore, PAR discussions 
in CY 2019 continued to focus on barriers and best practices for attaining and/or maintaining efficient 
lengths of stay pertaining to the aforementioned measures.  
 
In addition to a continued review of discharge volume, average length of stay, and readmission data, a 
major component of the CY 2019 PAR meetings focused on implementation of the new Bypass Program 

The increase in readmissions 
to inpatient detox may indicate 
a need for improved screening 
and assessment for substance 
use disorder on inpatient 
psychiatric units. 
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and its varied impact on hospital performance. As expected, hospitals have fluctuated in their 
performance within the three-tiered case-mix model. While six (6) hospitals maintained a tier one rating 
(Bridgeport, Bristol, Griffin, Charlotte Hungerford, Lawrence & Memorial and Middlesex), variation in 
tier status continues across most of the hospital network.   
 
Inclusive of the 2019 PAR conversation is the awaiting treatment setting/placement phenomenon. As 
previously reported, state bed wait time continues to have an adverse impact on hospital LOS, a concern 
typically raised during PAR meetings. For CY 2019, 112 members awaited a total of 744 days for 
placement to a residential rehab facility while 108 members awaited a total of 4,819 days for access to an 
inpatient state bed. In the spring of 2019, Beacon adjusted the Provider Analysis and Reporting 
dashboard for adult inpatient psychiatric facilities to include other levels of care and/or programs 
contributing to an extended hospital stay. Implementation of this new functionality will allow for a more 
informed discussion based on real time data. Historically, conversations pertaining to members awaiting 
placement have been based on anecdotal observations and isolated to only those members awaiting a 
state bed. Data gathered now will include; residential rehabilitation programs, mental health group 
homes, DDS programs, nursing homes, and supervised or supportive housing, and shelters.    
 
Another focus of the adult IPF PAR program was hospital performance on the prescription fill rate post 
discharge from an inpatient psychiatric stay. During the 2019 PAR cycle, best practices to improve 
members’ adherence to medication post an inpatient stay were discovered. As an example, Lawrence & 
Memorial Hospital implemented a system where the onsite pharmacy visits the inpatient psychiatric unit 
for member consultation prior to discharge to discuss the benefits of medication adherence. To date, L&M 
has the highest prescription fill rate in the network. To improve their prescription fill rate, Griffin 
Hospital enlisted the use of courier services to assure timely delivery of member medications post an 
inpatient stay.   
 
In 2020, Beacon will continue to work with the State Partners on identifying and addressing barriers to 
admission to the next recommended service. Focus will also be given to expanding the availability of MAT 
for members with an OUD diagnosis while on an inpatient unit. This will include efforts to establish 
and/or solidify referral pathways for supporting the warm transfer from the inpatient setting to 
community providers. Attention will also be given to the dissemination of best practices around the filling 
of prescriptions to promote medication adherence for members discharging from an inpatient stay across 
the hospital network. 
 

 
D. Adult Inpatient Medical Detoxification – Yale & St. Francis 

 

PAR meetings were held in the second half of 2019 with the two highest volume providers, St. Francis and 
Yale.  The focus of the PAR meetings was on increasing utilization of Medication Assisted Treatment 
(MAT) for both Alcohol Use Disorder (AUD) and Opioid Use Disorder (OUD).   
 
In 2018, Beacon began to assist in developing relationships between new specialist staff and regional 
treatment experts at both Yale and Saint Francis to encourage connections to care.  In 2019, Beacon 
continued to support the establishment of referral pathways to outpatient treatment.   Although Yale’s 
addiction medicine consultation service has started to establish referral pathways to a variety of outpatient 
recovery providers, this expertise is not yet shared among all social work staff.   
 
While there remains slight variation in volume and length of stay for St. Francis and Yale, readmissions to 
the medical detox hospital level of care remain on an upward trajectory. Across the hospital network, 
readmissions to IPD have increased from 9.0% (n=315) in CY 2018 to 11% (n=378) in CY 2019. This 
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signifies the ongoing challenge for the inpatient case management teams to effectively connect members 
to the next recommended behavioral health service.  
 
One finding from a 2019 PAR meeting with Yale was that there was a disconnect in communication 
between utilization management staff and social work staff, which has contributed to challenges 
connecting to aftercare.  As a result, leaders at Yale are working to identify new workflows to support 
improved communication and connections to care for all members hospitalized for withdrawal 
management at Yale.  
     
In 2020, Beacon will continue to promote the adoption of MAT for both AUD and OUD by inpatient 
providers across the network. Efforts to improve discharge planning and connect to care will also be 
carried forward.  
 
 

E. Adult Freestanding Detox 
 

Throughout CY 2019, the Regional Network Managers (RNMs) continued to meet with the freestanding 
detox facilities to collaboratively discuss Provider Analysis and Reporting (PAR) measures used in the 
Inpatient Withdrawal Management Tableau dashboard. These metrics are comprised of ALOS, 
readmissions, AMA rates, MAT induction and connection to MAT rates. Sharing of the PAR data has 
remained a transparent process allowing for meaningful discussions on the variability across the provider 
system with adopting MAT induction as the evidence-based practice in treating Opioid Use Disorder 
(OUD). 
 
Due to treatment being predominantly protocol driven, there remains little variation in the ALOS across 
the provider network, which ranged from 3.67 days at Cornell Scott-Hill health to 4.98 days at Stonington 
in 2019. Variances in ALOS may be correlated with rates of MAT induction. Providers with the lowest 
length of stay in 2019: Cornell Scott-Hill Health (3.67), Intercommunity (3.84), and Rushford Center 
(3.98), all had the highest rates of induction among the freestanding detox facilities. 
 
The statewide 7-day readmission rate for 2019 was 5.9%, with the lowest at Stonington (4.2%) and the 
highest at SCADD (7.4%). Over the past three calendar years, the 7-day readmission rate continues to be 
driven by the AUD population. Specifically, in 2019, the AUD 7-day readmission rate was 6.5% compared 
to the OUD readmission rate of 4.9%. Additionally, the percentage of members leaving Against Medical 
Advice (AMA) decreased slightly from 23.2% in 2018 to 22.2% in 2019. In 2019, AMA rates continued to 
be higher for members with a primary OUD diagnosis (25.3%) compared to members with a primary 
Alcohol Use Disorder diagnosis (19%).  
 
Core PAR measures such as AMA and readmissions rates support the effectiveness of MAT. In 2019, new 
data metrics were introduced that compare members who were inducted on MAT to those who engaged in 
a traditional detox protocol. This dashboard demonstrates that MAT induction contributes to lower 7 and 
30-day readmission rates, as well as lower AMA rates when compared to the detox cohort. With the 
promising upward trend in MAT inductions, this data further leverages the efficacy of adopting this 
critical practice change. 
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Induction onto methadone or buprenorphine, or initiation of naltrexone after detoxification are best 
practices when treating opioid use disorder. Utilizing the data to support this conversation has 
highlighted how traditional detox protocols contribute to higher readmission and AMA rates and has 
helped to strengthen provider interest in shifting treatment philosophies to operationalize MAT induction 
as the standard of care. Additionally, RNMs continue to focus on coordinating relationships between the 
freestanding detox providers and MAT providers in the 
community to facilitate a smooth warm hand-off process. 
Efforts have also been made to enhance relationships with the 
network of recovery navigators in the community who can 
assist in this transaction to not only provide a better member 
experience, but also a better connect-to-care practice that is 
likely to reduce relapse, readmission, and overdose. 
 
The Connection to MAT rate for those with an OUD diagnosis has increased over the past three calendar 
years from 17.1% in 2017 to 30.2% in 2019. All seven freestanding detox providers experienced an 
increase in their annual connection to MAT rates from CY 2018 to CY 2019. These metrics signify a 
growing number of members connecting to MAT post discharge which may be reflective of providers’ 
efforts focused on effective discharge planning and established warm hand-off connections within the 
community. 
 
The Changing Pathways Pilot has demonstrated significant progress in highlighting MAT as a standard of 
care. In 2019, both pilot sites, InterCommunity and Rushford, had a combined total of 510 MAT 
inductions. These providers attribute this success to rigorous, system-wide MAT education practices that 
not only include the member but internal staff and the community as well. The Changing Pathways Pilot 
has confirmed that the deliverance of MAT education is crucial in cultivating change that breaks down 
barriers to misconceptions and helps facilitate cultural shifts across the system of care. Lessons learned 
and best practices were highlighted in the MAT Toolkit which was disseminated to other freestanding 
providers with anticipation to expand upon this model of care.  
 
Finally, continued efforts are needed to focus on addressing the growing alcohol use disorder (AUD) 
population. In 2017, the percentage of those presenting to withdrawal management treatment with a 
primary AUD diagnosis was 43.5% compared to 51.1% of those with an OUD diagnosis. In 2019, the AUD 
cohort surpassed the OUD population with a growing total of 51.9% presenting to withdrawal 
management treatment compared to 44.4% of those with an OUD diagnosis. Strategies to be included in 
the upcoming PAR cycle and workgroup meetings in the 2020 calendar year will focus on providing 
greater awareness into the effectiveness of MAT for treating AUD as well as improvements to discharge 
planning inclusive of care coordination efforts, which emphasize community supports outside of 
traditional AA resources.  

 
 

F. State Psychiatric Residential Treatment Facility (PTRF) – Solnit 
 
In CY 2019, the structure and format of the Solnit PRTF PAR program began to shift, as indicated above 
with Solnit Hospital’s PAR program.  While the PAR program remained an important area of focus, 
Beacon Health Options’ primary focus in Q1 and Q2 2019, through the Solnit QM project, was in 
mitigating risk and ensuring the safety and well-being for youth in care at Solnit PRTF.  The Regional 
Network Manager for the Solnit PRTF PAR program worked closely with the Solnit QM team and Solnit 
PRTFs in order to align goals and priorities.   
 
During Q3 and Q4 2019, the PRTF PAR program had become a collaborative process, fully integrated 

MAT induction contributes to 
lower 7 and 30-day 
readmission rates, as well as 
lower AMA rates when 
compared to the detox cohort. 
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with the Solnit/Beacon QM team.  The Regional Network Manager for the Solnit PRTF PAR program took 
the lead in analyzing the data, identifying patterns and trends and areas of opportunity while utilizing the 
Solnit/Beacon QM team for meaningful content and learning the story behind the data.  In addition, the 
Solnit/Beacon QM team serves to support the Solnit PRTF sites in performance improvement activities.  
This made for a more robust PAR meeting with the Solnit PRTF sites.  Areas of focus remained average 
length of stay (ALOS), awaiting recommended services, and transfers from PRTF to inpatient level of care.   
 
While the Solnit PRTF statewide ALOS has remained relatively stable from CY 2018 to CY 2019, the 
transfers from PRTF to inpatient appear to be trending down from its peak in Q1 and Q2 2018 at 23.7% to 
16.7% in Q1 and Q2 2019.  Solnit South PRTF still has a significantly higher percentage of youth 
transferring to inpatient versus Solnit North PRTF as highlighted in Q1 and Q2 2019 at 40% versus 0% 
respectively.  Like Solnit Hospital, the Solnit South PRTF believes that the higher percentage of inpatient 
transfers by females is in part due to internalizing behaviors such as self-injurious behavior and suicide 
ideation.  In Q3 and Q4 2019, the Solnit/Beacon QM team in collaboration with Solnit South PRTF 
started a chart audit process for Solnit South PRTF focused on compliance with the use of the C-SSRS.  
Solnit South PRTF is interested in exploring this area further in CY 2020 with the implementation of a 
robust suicide prevention project and the Solnit QM team will support these efforts.  In addition, Solnit 
South PRTF believes that, despite the high rate of transfers inpatient, youth are reducing the number of 
inpatient stays and inpatient days within six (6) months prior to PRTF admission versus six (6) months 
post PRTF discharge.  Beacon Health Options will explore the addition of this measure into the PAR 
dashboard as well.   
 
 

G. Intensive Outpatient Program (IOP) 
 

Through Beacon’s retrospective record reviews, IOP clinical study, data analytics, and UM 
experience, it appears that there is notable variation in practice across the network. Thus, 
the decision was made between the State Partners and Beacon to launch an Intensive 
Outpatient Program in 2019.   
 
In preparation, during the summer of 2019, Regional Network Managers (RNMs) spent time in their 
respective regions visiting Intensive Outpatient Treatment Providers (IOP). This was in an effort to gain a 
system-wide perspective of the IOP level of care and the scope of treatment programming offered at each 
site. More importantly, meetings were utilized to strengthen existing partnerships across the network to 
support a successful launch of the anticipated IOP PAR program. RNMs used this time to solicit provider 
feedback as to the types of metrics and data that would be most meaningful toward understanding their 
performance in relationship to other similar programs. 
 
To further this collaborative partnership, adult and pediatric IOP workgroups were convened in 
September 2019.  Providers were given an overview of other CTBHP PAR programs to show examples of 
how this platform enhanced quality improvement and access to services across the CT behavioral health 
delivery system. 
 
During this meeting, an overview of the Methodology and Draft Proposed Measures were introduced: 
 

• Engagement in IOP Care 
• Extended Stays in IOP Care  
• Emergency Department Utilization During Care 
• Emergency Department Utilization Post Episode End (7 and 30 days) 



2019 CT BHP/Beacon CT Quality Management and Utilization Management Program 
 

92 

 

 

• Higher Level of Care Utilization During IOP Care 
• Higher Level of Care Utilization Post Episode End (7 and 30 days) 

 
RNMs will use the CY 2020 PAR cycle to share the aforementioned metrics, explore opportunity for 
improved practice across the network, and report findings at a future IOP workgroup meeting. 
 
 

H. Enhanced Care Clinics (ECCs) for Youth and Adults 
 

For 2019, the Enhanced Care Clinic Program has been successfully maintained since its inception. Emphasis 
remains on assuring quality and access to treatment for members across the lifespan. The Routine, Urgent and 
Emergent targets remain, inclusive of other program requirements as indicated below:  

 

1. Centralized telephonic access to appointments 
2. Psychiatric evaluations within 2 weeks of evaluation when the need for psychiatric evaluation was 

identified 
3. Extended clinic hours 
4. 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 

5. Screening for co-occurring disorders 
 
ECCs have remained well above the 95% access standard for routine appointments for the entire year, with 
an annual rate of 98.87% for 2019. Similarly, Urgent evaluations have also been maintained above the 95% 
access standard for the year, with an annual rate of 96.85%. Emergent referrals have also remained above 
the 95% access standard, with an annual rate of 97.85%. 
 

The ECC Mystery Shopper program continued in CY 2019 as an additional way of assessing provider 
compliance with the ECC access standards. Quarterly mystery shopper calls continued to be placed to three 
ECC providers each quarter; however, 2019 saw an unusually high number of failed calls. The volume of 
calls included the initial, follow up and secondary follow up calls. The significant increase in failed calls in 
2019 was 71% of calls (20 of 28) not passing.  Below is a list of agencies that received Mystery Shopper 
calls in CY 2019: 

 

• Connecticut Renaissance Bridgeport 
• McCall Foundation 
• Middlesex Hospital Child 
• BH Care Branford 
• Catholic Charities Waterbury 
• Klingberg Family Centers 
• CHR Bloomfield 
• Intercommunity 
• Yale Child Study Center 
• Recovery Network of Programs 
• Charlotte Hungerford Hospital 
• CMHA New Britain 

 
The 2019 reasons for failure are listed below and, in some cases, reflect agencies that failed for more than 
one reason (and thus numbers do not add up to 100%):  
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• Didn’t call back within 24 hours – 40% 
• No triage done – 15% 
• Presenting problem not asked – 35% 
• Poor triage quality – 10% 
• Other administrative issues – 20% 

 
In addition to current interventions, i.e., Corrective Action plans, secondary measures were necessary to 
address the unusual number of failed follow up calls and were implemented in 2019 as described below: 

 
• Asking providers to Mystery Shop their agencies both before and after implementation of changes 

listed in Corrective Action plans. 
• Included as agenda item during last statewide provider meeting for discussion with providers. 
• Insertion of ‘termination’ language from Provider Enrollment Agreement after failure of initial call. 

 
Highlights for the CY 2019 ECC Project for 2019 was the Provider Workgroup meeting and the loss of ECC 
Designations: 

 
• The Provider Workgroup Meeting was held in May 2019 and addressed the Mystery Shopper 

program, updates to the criteria to ECC moves, ECC’s and MAT treatment and updates to 
Attachments B which had not been done since 2012. 

• Two agencies lost their ECC designation in 2019 as a result of not meeting the overall ECC standard 
bringing the total number of ECCs down to 34. 

 
Discussions pertaining to potential changes to the way ECCs are authorized, incentivized, and managed are 
ongoing. The long-term strategic goal of a potential re-design of the ECC model is to move the system 
towards a provider variance management authorization process and a value-based payment 
reimbursement structure. These conversations will continue in 2020.    

 
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 

 
 
 
 
 
 
 
 
 
 
 
 
 

Goal 21: Monitor and Improve the Quality of Providers’ through 
Documentation Review 

 

Description of activities and findings that include trending and analysis of the measures to assess 
performance over time: 
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A. Retrospective Chart Reviews – Changing Pathways and Psychiatric 
Residential Treatment Facility (PTRF)  
 

 
Psychiatric Residential Treatment Facility (PRTF) Retrospective Chart Reviews 

 
In October of 2019, Beacon Health Options completed a retrospective chart review of the community 
Psychiatric Residential Treatment Facility (PRTF) programs in Connecticut, per contractual requirements.  
This chart review was conducted in collaboration with DSS and DCF and provided an opportunity to 
evaluate the PRTF Practice Standards as defined by the Center for Medicaid and Medicare Services (CMS) 
and the Connecticut State Statutes.  The review also gave DSS, DCF and Beacon the opportunity to better 
understand this specific level of care, assess the quality of the treatment being provided, identify strengths 
and potential best practices, as well as identify areas of opportunity. 
 
 
Creating the Site Visit Tools 
 
The record review process began with the development of an updated record review tool to be used while 
conducting site visits.  The CT BHP State Partners and Beacon designed and reviewed the 2019 PRTF 
record review tool using a variety of resources, including industry standards of best practice, the PRTF 
audit tool from 2010, the CMS Manual, Regulations of CT State Agencies and the CT BHP Level of Care 
Guidelines. The audit tool was then approved by the State Partners for implementation. 
 
 
Plan for the Site Visits 
 
In collaboration with DSS and DCF, it was decided that the retrospective chart audit review would include 
the two (2) community PRTFs as the Solnit QM team was in the process of completing their own record 
reviews. The review team included one (1) DCF representative and two (2) Beacon representatives. 
 
DSS, DCF and Beacon agreed upon the following criteria for the audit review process: 

• The record review would consist of six (6) Medicaid Records of the providers’ choice and six (6) 
Medicaid Records of Beacon’s choice.   

• There was active enrollment in Medicaid at the time of the PRTF episode of care. 
• The PRTF episode of care ended (discharged) in 2019. 
• There was a random sampling of gender, age and DCF status. 

 
 
Initial Steps Prior to the Site Visits  
 
Prior to conducting the site visits and record reviews, Beacon’s QM staff provided the two (2) community 
PRTF leadership teams with the 2019 PRTF Treatment Record Review Tool for their review. At that time, 
they were encouraged to ask questions and provide feedback regarding the review tool, as well as given the 
opportunity to provide information regarding their specific program. As a part of the pre-review process, 
one (1) provider was selected to provide a record for the review team to use to evaluate the tool and conduct 
inter-rater reliability among the record review team. The record was reviewed as a group over two days and 
decision rules were created as the record was reviewed.  
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Record Review Findings 
 
The record reviews across the two (2) sites focused on nine (9) categories consisting of a total of 39 
measures designed to capture a complete episode of care. These categories were: Admission, Child & 
Family Assessment, Initial Discharge Plan, Plan of Care (Master Treatment Plan), Plan of Care (Master 
Treatment Plan) Reviews, Treatment Interventions, Progress Notes, Risk Events, and Discharge Planning 
& Discharge Plan. The results of the record review can be organized by provider, category and 
measure/question.  
 
The expectation of a passing score was 80% or better. This applies to the overall score for the level of care, 
the individual providers and the individual records; however, the calculation of the final score was based 
upon the average of the scores of the individual records. The results are presented as an overall statewide 
score as well as scores for the individual providers. 
 
 
Admission 
 
This category consisted of one (1) measure addressing the status and inclusion of the CON letter into the 
youth’s record. Beacon is the contracted entity to review and certify the need for PRTF level of care for 
Medicaid members. Providers are required to ensure that this document is placed into the member’s file 
within a reasonable amount of time from being received. The measure was met if the CON letter from 
Beacon was evidenced in the record at the time of the on-site review. While in general the tool allows for 
partial score, the possible outcomes for this measure was only yes or no. Overall, the statewide score was 
70.8%, which did not meet the expected standard of 80%. On an individual provider level, neither provider 
passed with Children’s Center of Hamden scoring 75% for this category and The Village scoring 66.7%. Of 
an interesting observation, The Village also included a document of their own CON letter certifying the 
PRTF level of care need for the youth admitted. However, this document was not taken into consideration 
in the determination of score. 

 
All Provider   Children’s Center of Hamden          The Village 

                 
 
 

Child and Family Assessment 
 
This category consisted of two (2) measures addressing the thoroughness of the Biopsychosocial 
Assessment and the Psychiatric Evaluation and Diagnostic Case Formulation. Additionally, this category 
also focused on the timeliness in which the Biopsychosocial Assessment and Psychiatric Evaluation were 
conducted, completed, documented and signed by the appropriate staff member. The scores for this 
category also did not meet the expectation, as the statewide score was 55.2% with the individual provider 
scores being Children’s Center of Hamden 47.9 % and The Village 62.5%, respectively. A statewide theme 
was that the psychiatric evaluations were not evidenced in any of the selected records to include a 
statement of rationale for PRTF level of care. Additionally, both providers struggled with the timeliness of 
the completion and signing of the biopsychosocial assessment and/or the psychiatric evaluation. 

 
All Provider            Children’s Center of Hamden          The Village 
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Initial Discharge Plan 
 

Discharge planning is an important aspect of the PRTF level of care, and it is expected that this process 
will start prior to the admission of the youth to the program. As such, this category reviewed the 
development of the initial discharge plan at the time of admission. The community PRTF providers were 
anticipated to include the initial discharge plan in the record and for this category, one (1) measure was 
developed to evidence this expectation. The statewide score is 72.9%. The Children’s Center of Hamden 
was noted to have well-constructed initial discharge plans which was reflected in their score of 87.5%. 
However, The Village had a score of 58.3%. Their initial discharge plans did not evidence comprehensive 
planning, no identification of barriers to discharge and no identification of discharge services/providers.  

 
All Provider   Children’s Center of Hamden          The Village 

      
 

 
Plan of Care (Master Treatment Plan) 

 
This category comprised of eight (8) measures including the comprehensive development of the plan of 
care/master treatment plan, the expected content, timeliness of completion, appropriateness of 
goals/objectives and youth/family/caretaker/guardian involvement, as well as any other key stakeholders 
in the youth’s care. It was expected that this document would be the basis for treatment and would guide 
the provider’s interventions and responses to incidents during the youth’s PRTF episode of care. To note, 
many of the records indicated that the youth did not have any key stake holders and therefore received 
N/A’s for the score, which were removed from the final calculations.  
 
Overall, the statewide score was 77.3% which showed to be the best performing category in the record 
review. The Children’s Center of Hamden scored 92%, with passing scores for seven (7) out of the eight 
(8) measures in this category. The Village scored 63.4%, with only two (2) measures receiving passing 
scores. Statewide theme included the need for the Master Treatment Plan to have SMART (specific, 
measurable, attainable, relevant and time-limited) goals with strength-based wording that were 
individualized to the youth. Often, goals and objectives appeared to be copied and pasted from previous 
Plans of Care (Master Treatment Plans).  
 
 
 

 
All Provider       Children’s Center of Hamden        The Village 
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Plan of Care (Master Treatment Plan) Reviews 

 
Records for both providers were also reviewed for the regular reviews of the Plan of Care (Master 
Treatment Plan), which resulted in this category consisting of six (6) measures looking at regular updates 
and adjustments, multi-disciplinary assessments, reviewing of progress/barriers, 
youth/parent/caregiver/guardian involvement and signatures, rounds and Individualized 
Communication Plans.  
 
The statewide score for this category is 61.9%. The Children’s Center of Hamden scored 78.9% and The 
Village scored 45.1%. Themes included inconsistent signatures of those in attendance, a lack of rationale 
for missed signatures, lack of historical progress as well individualized updates, lack of evidence of 
connection of the Plan of Care (Master Treatment Plan) reviews to crisis events and lack of evidence of 
goals/barriers being addressed in the review. 

 
All Provider         Children’s Center of Hamden          The Village 

       
 

 
Treatment Interventions 

 
Both providers were reviewed for evidence of varying aspects of the treatment intervention. This category 
contained seven (7) measures evaluating for evidence of a multi-disciplinary approach, the frequency and 
consistency of treatment, mental status exams, medication management, family involvement and 
collaborative care. The statewide score of 69.8% did not meet the standard. However, Children’s Center of 
Hamden performed well in this area with a score of 83.3%, whereas The Village did not meet the standard 
with a score of 56%. The Children’s Center of Hamden did received scores of 100% on two (2) measures 
that looked at consistency of treatment and collaboration of care.  
 
Of note, an area for improvement statewide is regularly completing and documenting mental status 
exams. There was a lack of evidence seen in the record to support that this is occurring outside of initial 
psychiatric evaluations and, at times, during risk events. Also, while psychiatry met with the youth 
regularly, potential risks and side effects of medication were not evidenced in the documentation, as well 
as a lack of evidence a discussion with the parent/caregiver/guardian regarding risks and benefits and 
consents to medication changes. A theme regarding The Village specifically, most individual/family/group 
therapy notes were not evidenced in the record. 
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All Provider            Children’s Center of Hamden  The Village 

         
 

 
 Progress Notes 

 
This category consisted of two (2) measures to show evidence of the monitoring of the youth regarding 
progress and/or barriers to treatment goals and as well as the youth’s interactions in the milieu. The 
statewide score did not meet the standard with a score of 65.6%, but to note, Children’s Center of Hamden 
met the standard with a score of 89.6%. Children’s Center of Hamden had consistent documentation of 
individual, family and group therapy sessions as well as the documentation of cancellations/no-
shows/refusals for sessions that were not attended. A theme for this provider includes therapy notes that 
did not tie-in into the goals set forth in the Plan of Care (Master Treatment Plan).  
 
As for The Village, they received a score of 41.7%, which has likely contributed to the low statewide score. 
Common theme seen in The Village records was inconsistent and lacking documentation in the records 
regarding individual/family/group therapy sessions, including sessions that were attended and 
cancelled/no-show/refusal of sessions. Therefore, the review team was not able to assess any progress 
made towards barriers to discharge or observe the youth’s interaction with the milieu. It is likely that this 
is occurring in the program, however, it is not being documented. A statewide theme was the lack of 
evidence of milieu notes documenting how the youth interacted with peers, staff and the activities 
scheduled for any given day. 

 
All Provider             Children’s Center of Hamden    The Village 

                 
 

 
Risk Events 

 
This category was comprised of five (5) measures regarding the development and implementation of the 
Individualized Crisis Plan and protocols related to restraints/seclusion. Unfortunately, the statewide 
score for this category was 51.3% which did not meet the standard. The Children’s Center of Hamden 
scored 73.2% while The Village scored 30.2%. A common theme seen was the lack of evidence of the 
Individualized Crisis Plan being regularly updated throughout the episode of care, particularly 
surrounding appropriately developed coping skills and the reduction or emergence of new 
behaviors/triggers. There was also little evidence of the Individualized Safety Plans being used in the 
milieu and during risk events. The records from the Children’s Center of Hamden showed a standardized 
document within the record with description of high-risk incidents and debriefs post-incident, including 
notification to the parent/caretaker/guardian of any restraints and/or seclusions. 
 



2019 CT BHP/Beacon CT Quality Management and Utilization Management Program 
 

99 

 

 

All Provider         Children’s Center of Hamden            The Village 

        
 

 
Discharge Planning & Discharge Plan 

 
This category of seven (7) measures focused on the continued development of the discharge plan over the 
course of treatment, as well as the involvement of the parents/guardians in the development of this plan 
along with their acknowledgement and agreement. Statewide and individually, the providers did not pass. 
Overall statewide score was 66.1%, the Children’s Center of Hamden received a 69% and The Village 
received a 63.1%. While there was evidence see of the parent/guardian/caretaker being involved with the 
discharge planning, a common theme seen is that the discharge plan was not signed by the youth and 
parent/caregiver/guardian at the time of discharge. Often, discharge summaries were being signed 
several weeks after the discharge and there was no evidence that the parent/caregiver/guardian was given 
any type of discharge summary. Additionally, there was no documentation with rationale as to why there 
were no signatures at discharge. 

 
All Provider         Children’s Center of Hamden         The Village 

           
 

 
Overall Record Review Results 

 
Overall, the statewide score was 66.2% which did not meet the passing score of 80%, with none of the 
nine (9) categories meeting the standard. Additionally, statewide, eight (8) of the 39 individual measures 
did meet the standard. The Children’s Center of Hamden overall score was 78.8%, which did not meet the 
standard. However, they did pass four (4) of the nine (9) categories, as well as 24 of the 39 individual 
measures. The Village’s overall score was 53.8%, which also did not meet the standard. They did not pass 
any of the nine (9) categories but did pass seven (7) of the 39 individual measures.  
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Given the inadequacy of each program’s performance in comparison to the standards, the plan was to work 
with the state to extend the evaluation and remediation of this level of care into the following calendar year 
(2020).  This plan has been proposed to the state partners and will be initiated upon approval.       
 
 
 
 
Changing Pathways Medication Assisted Treatment (MAT) Education Record Review 
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In Q1 2019, representatives from Beacon Health Options completed the second on-site record review of 
InterCommunity’s Changing Pathways Pilot on May 28, 2019 and Rushford’s Changing Pathways Pilot 
on May 30, 2019. The goal of the review was to evaluate if Medication Assisted Treatment (MAT) 
education is provided to members over the course of the withdrawal management episode of care. 
Additionally, the review was conducted to identify both best practices and opportunities for 
improvement as it relates to MAT education within the respective programs. Both programs passed this 
site visit with all records demonstrating education to the members served.  Letters offering strengths 
and areas for improvement were sent to each provider. This concludes the Changing Pathways Pilot site 
visits for the MAT Performance Target.   

 
Autism Spectrum Disorder (ASD) Services Retrospective Chart Reviews 

 
In conjunction with the utilization management documentation review and authorization of services to 
ensure quality services are being delivered, chart reviews are also conducted to evaluate provider practice. 
Providers are made aware that, should the review team identify areas of concerns related to the quality of 
treatment provided or circumstances which may violate license or regulatory requirements, the team will 
be responsible to report such concerns to the appropriate agencies. The Director of Autism Services and the 
ASD CCMs have also discussed trends found in these chart reviews with the overall provider group. 
 

 
B. Number of Providers Reviewed within a Year 

 
Based on a random sample of ASD providers with a specific percentage of authorizations and enrollment 
date ranges, ten (10) providers were selected to have their Medicaid member records reviewed in 2019. 
One (1) provider did not comply with the request for a chart review. Two (2) of these nine (9) providers 
assessed were asked to engage in a re-review process based on the need for Quality Improvement Plans. 
A total of 90 member charts were reviewed. Ten (10) charts from each provider were reviewed; five (5) 
were selected by Beacon Health Options by randomized computer selection and five (5) were selected by 
the provider prior to the chart review.  Please see grid below. 
 

 
C. Number of Providers that Need to Create a Quality Improvement Plan 

 
Chart reviews are conducted throughout the year for the ten (10) randomly identified ASD providers for 
compliance with documentation standards.  A Quality Improvement Plan is prompted if they do not score 
an 80% or better on the review or if there are items missing that are marked as an area of highest concern, 
including an individualized crisis assessment and safety plan for example. In 2019, two (2) providers 
scored below the threshold that would require a quality improvement plans. Their 2018 plans included a 
method/process to correct the missing documentation, a plan for the provider to train staff on this 
method, and their own quality control process. While these reviews were shared with State Partners, 
concerns were not escalated further. One of the two providers scored a 55.2% in their chart review in June 
2019; due to their decision to disenroll with Medicaid and no longer provide services, a follow up chart 
review was not scheduled, and a second quality improvement plan was not initiated. The other provider 
scored 62.2% and provided a Quality Improvement Plan (QIP). This provider asked for guidance in June 
2019 to determine if they were making progress in their QIP and asked to be re-evaluated in a year.  This 
will be scheduled for 2020. This is a marked improvement from seven out of ten reviews last year 
requiring quality improvement plans.   
 
As follow up from two other providers who required corrective action plans in 2018, these two providers 
were also reviewed again in 2019. These providers were required to submit a Corrective Action Plan and 
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follow-up evaluations were scheduled within an agreed upon timeframe. One, originally assessed in 
September 2018, was reassessed in March 2019 and showed vast improvement from 62% in 2018 to 95% 
in 2019. The other provider who had been placed on a Corrective Action Plan and received modified 
authorization periods, was also assessed for a third time; May 2018 at 62%, September 2018 at 70% and 
September 2019 at 98.2%. This data reflects the benefits of quality reviews ensuring provider shaping to 
ensure members are receiving the best possible care. 
 

 
D. Trends for Needed Improvements 

 
One provider reviewed in January 2019 required a Quality Improvement Plan and requested a follow up 
meeting with chart review team to review newly implemented documentation standards in June 2019.  
This provider will have an official re-review in 2020.  Concerns that were initially found in 2018 for one 
provider were corrected and, in fact, that provider showed dramatic improvement due to changes in their 
clinical structure and additional supervision and support by a BCBA.  
 
Overall, improvement has been observed in the quality of documentation reviewed in chart reviews.  
Providers are more prepared and often have built an intake packet from the chart review tool provided to 
them at time of enrollment.   
 
The ASD team has also engaged providers that have demonstrated deficiencies in their clinical practice and 
documentation and providers who need ongoing support in order to provide all necessary documentation 
for authorization.  One provider, Helping Hands, has demonstrated ongoing challenges with meeting 
practice standards including, but not limited to, compliance with the chart review process.  Dates for this 
contractual chart review were offered on 10/10, 10/17 and 10/18 of 2019.  Based on the inability to 
complete a chart review, a specific quality improvement plan could not be developed.  Due to the level of 
resistance from the provider and the nature of the deficits observed, Beacon escalated concerns resulting in 
filing multiple reports of “Fraud, Waste and Abuse.” In addition, we continued to escalate internally by 
filing Potential Quality of Care concerns due to lack of clinical information, data, and reports of progress in 
treatment provided in documentation. The ASD CCMs, Director, and AVP of Clinical Services have worked 
in conjunction with State Partners in DCF and DSS to devise an intervention plan to bring them into 
compliance, including utilization of administrative denials, medical necessity reviews and shortened 
authorization periods. Through consultation with our DSS partner, it was determined that we would 
continue to provide abbreviated authorizations based on medical necessity while we continue to pursue 
corrective action through the FWA process. The ASD team is also collaborating with Beacon Health 
Options Provider Relations and DSS to develop language to distribute a formal Provider Alert, informing 
providers of required documentation for authorization and potential consequences of not including this 
information in authorization requests.   
 
Another concern that has been escalated through our Rapid Response Team includes providers who are no 
longer enrolled as Medicaid qualified providers submitting claims for services rendered.  Beacon Health 
Options is responsible for qualifying that a provider is working within their scope prior to formal 
CTDSSMAP enrollment; further, Beacon provides authorizations for the qualified provider identified as 
providing and overseeing services in documentation submitted as part of a prior authorization request.  
Beacon has become aware that providers are able to bill under the agency NPI without indicating their 
individual NPI.  In collaboration with members of the Rapid Response Team, Beacon Health Options is 
working to solidify a process to ensure only the provider being authorized to complete services can bill for 
services rendered. 
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E. Number of Providers that Demonstrated Quality Documentation 
within Member Records 

 

One hundred (100) percent of documentation is routinely and objectively reviewed by ASD CCMs in order 
to ensure that documentation meets State regulations and BCBA standards. Documentation Review Tools 
are used to ensure objectivity. The CCMs sometimes have clarifying questions for providers and want to 
see more robust parent training goals and/or a more clearly defined crisis plan. Adequate documentation 
is needed to support hours requested and behaviors being targeted. 
 
Of importance to highlight are the providers who achieved over 95% weighted score: Bloom at 99.7%, 
Optimized Autism Interventions at 98.2%, Autism Behavioral Health at 98.6%, and All Pointe Care at 
96.6%.   
 

 
F. Strengths 

 
Findings, both strengths and areas needing improvement, are shared individually with each provider at the 
end of the review. In 2019, the ASD team started a new process of inviting the providers who demonstrated 
strengths in the chart review process to share and train other providers in the learning collaborative forum 
so that these strengths can be generalized to others. Overall, documentation has been consistently strong 
for all providers. In 2019, the Beacon Health Options CCMs supported providers to further improve the 
quality of intake documentation, which informs the need for individualized crisis plans and indicates the 
need to assess high-risk behaviors by requesting clear biopsychosocial data to be included in initial 
assessment documentation.  Providers who have licensed clinicians on staff typically excel in this area, 
whereas providers who are predominately made up of BCBAs excel in the FBA and treatment planning 
process.  
 
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project 

 
 
 
 
 
 

Goal 22: Monitor and Improve Selected Components of the 
Statewide Network: Performance Targets 

 

Provider
Date 
Completed

Record 
Score 
Percentage

QIP Needed 
for 
documentatio
n?

CAP 
Needed for 
rated 3 
concerns?

Follow up 
Review

Record 
Score 
Percentag
e Follow up Review

Record 
Score 
Percentage

CT Behavioral Health, LLC 5/24/2018 62% Y Y 9/27/2018 70% September 19, 2019 98.20%
ADELBROOK COMM, SERVICE INC 9/20/2018 62% Y N March 19, 2019 95%
CREATIVE POTENTIAL, LLC 1/29/2019 62.20% Y N 6/27/2019
ZABA 2/28/2019 79.20% Y N
Optimized Autism Interventions 4/25/2019 98.20% N N

Comkey 6/20/2019 55.20%
N (no longer 
enrolled)

Bloom 7/30/2019 99.70% N N
Family Wise 9/4/2019 93.90% N N
All Pointe 10/29/2019 96.60% N N
Autism Behavioral Health 12/19/2019 98.60% N N
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Description of activities and findings that include trending and analysis of the measures to assess 
performance over time: 

 
 

A. Performance Target 1: Connecticut High Need Initiative 
 

Early in 2020, the final report associated with the Connecticut High Need Initiative was submitted to the 
State Partners. This report contains the results of the final phase of a four-year initiative focused on the 
establishment and assessment of the effectiveness of a program to assist a Connecticut (CT) Medicaid 
complex care population to reduce their frequent use of high intensity services. Despite the mixed results of 
the earlier phases of the initiative that included greater improvement by the intervention group on 
particular outcome indicators (decrease in ED use, better 7-day connect-to-care, and increased use of 
Residential Rehab), there were also instances where the control group matched or surpassed the 
performance of the intervention group. 
 
A recently published study by researchers associated with the Camden Coalition found no differences 
between the intervention and control groups on readmission rates.1 Despite their disappointing findings, 
those researchers are advocating for the continuation of intensive care management (ICM) programs in 
conjunction with “redesigns of care provision” which they believe are “insufficient for these complex 
cases.”1 On the basis of similar beliefs regarding the benefits of intensive case management programs, the 
discussions between the State Partners and Beacon during the planned “Pause” that followed the 
submission of the 2018 analyses, resulted in the decision to proceed with the previously developed plan: to 
focus in 2019 on distinguishing the characteristics of individuals who improved as a result of the 
intervention from those who failed to improve. 
 
A large portion of this last year of the initiative has been spent in ongoing intensive collaboration between 
the State Partners and Beacon in making methodology decisions before the assessments for improvement 
could be completed. The report provides a detailed description of the issues encountered and the data-
based decisions made regarding how to address them. 
 
 
Improvement/Non-Improvement   
 
Overall, 40.3% of the intervention episodes resulted in improvement 
by the member. Most improvement points were scored for decreases 
in BH ED visits and BH inpatient admissions. Surprisingly, nearly 
30% received a point for increasing their MCS SF-12 score. This 
finding suggests that there had been greater success in administering 
this scale consistently than originally thought, and that the SF-12 score may have played a more 
significant role in assessing improvement. Similarly, improvement in the Acuity Assessment Score 
contributed a point for 28.1% of members in the intervention. 
 

Neither of the cost shift variables (increase in spend on community-based BH services and increase in 
non-IP medical spend) contributed greatly to the identification of improvement. While the ICM team is 
well-trained in recognizing and recommending appropriate BH services, they are less experienced in 
doing the same with medical services. It is recommended that further training in this area would be 
extremely beneficial given the very common occurrence of medical and behavioral health co-morbidities 
within the sample.  

                                                            
1 Finklestein, A., Zhou, A., Taubman, S. & Doyle, J. (2020). Health care hotspotting-a randomized, controlled trial. New England 
Journal of Medicine, 382: 152-162.   

Overall, 40.3% of the 
intervention episodes 
resulted in improvement 
by the member. 
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Bivariate associations between 
improvement/non-improvement and 
demographic and diagnostic characteristics were 
conducted to identify any characteristics of 
individuals who improved/did not improve that 
could potentially be used in a model that would 
predict high need individuals more likely to 
benefit from the intervention. There were no 
significant differences between the intervention 

members who improved and those who did not improve in terms of demographic and diagnostic 
characteristics. The lack of a bivariate association between 30 of the 31 demographic and diagnostic 
variables assessed indicated that a predictive model based on these variables would not be useful. 
 
An analysis of changes in the rating of the acuity of the housing issues over time, based on the rating in 
the Beacon Acuity Assessment tool, revealed that housing stability improved over time but that the 
improvements were greater after at least 7 to 9 months in the intervention. This finding bodes well for the 
new CHESS initiative that will focus on providing housing to high need/high cost members more quickly 
than was possible during the High Need Initiative.  
 
With regard to how types and contacts during the intervention impacted improvement/non-
improvement, there were two significant findings: 
 

1. The first related to “not-live” contacts by peers 
with members who did not improve. This finding 
supports the reports by both the ICMs and the 
peers that they often felt that they were  “chasing” 
members who were not motivated to change and 
that the chasing was not impactful. 
 
2. The second significant finding also related to “not live” contacts by ICMs and Peers with 
members, their providers and their social supports. Again, there were significantly more not live 
contacts with all involved with members who did not improve. This strongly suggests that when 
the intervention is offered to a member who is motivated and/or ready to change, the effort, in 
terms of outreach necessary to get the member to work with the ICM/Peer team and others who 
are supporting them, is not as great as with those members who are not ready to change. The 
establishment of stronger guidelines for when to terminate an intervention when the member is 
unresponsive to outreach is recommended. 

 
Following conversations about the role of motivation to change in improvement/non-improvement, 
utilization of several types of non-Inpatient BH service utilization prior to the intervention that were 
identified were hypothesized to indicate the individual had been trying to improve their condition. The 
BH services included days in outpatient treatment, number of home health visits, days in PHP, days in 
IOP, visits to Methadone clinic, and number of prescriptions filled for antidepressants, antipsychotics, 
Suboxone and Vivitrol. Two of the indicators significantly differentiated between the members in the 
improved and non-improved cohorts, including significantly higher total days in outpatient treatment 
(p=0.0363) and total days with a Home Health visit (p=0.0040) during the 365 days prior to the 
intervention for the improved cohort. With the exception of Methadone clinic visits and Vivitrol 
prescription fills, each of the other indicators were in the hypothesized direction but did not reach 

While the ICM team is well-trained in 
recognizing and recommending appropriate 
BH services, they are less experienced in 
doing the same with medical services. It is 
recommended that further training in this area 
would be extremely beneficial given the very 
common occurrence of medical and behavioral 
health co-morbidities within the sample. 

Findings support the reports by both 
the ICMs and the peers that they often 
felt that they were “chasing” members 
who were not motivated to change and 
that the chasing was not impactful. 
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significance. These findings are promising as an area for future investigation into the identification of 
impactable members. 
 
Finally, it needs to be said that we do not believe that there were no differences between those members 
who improved and those who did not; rather, the variables examined in this initiative were unable to 
make this distinction. Further work, such as that being done with the CHESS initiative, needs to be done 
to identify proactively those members who are more impactable and thus more likely to respond to an 
ICM/Peer intervention. Choosing members for an intervention simply on the basis of high utilization of 
inpatient or ED services has been found to be ineffective. As well, further work needs to be done to 
identify programs and interventions that will better assist those who did not respond as favorably to this 
particular intervention. 

 
 

B. Performance Target 2: Discharge Delay 
 

Youth on an inpatient unit who are unable to discharge to the next appropriate level of care are 
considered delayed. For 2019, the performance target was set at 9.5% or below. We work closely with 
hospitals and community providers to ensure youth can access appropriate services as soon as they are 
clinically ready for them. Specifically, in 2019, three of the four quarters met the target of 9.5% or fewer 
days delayed. Q1, Q2, and Q4 were all below the target at 4.84%, 6.29%, and 8.79%, respectively. In Q3 
'19, the target was exceeded, with 10.24%% of days delayed. The annual percent of discharge delay days 
met the target at 7.52% for calendar year 2019. In 2019, there was an increase in capacity from 2018 as 
programs re-opened units and two (2) community PRTF providers increased their census and adjusted 
programmatic age ranges that allowed youth ages 13 and 14 access to community PRTFs. Beacon, in 
collaboration with the State Partners, continues to identify alternative programming, payment structures, 
and incentives to support the provider network in accepting a higher acuity population from community 
hospitals into the PRTF level of care. For those youth who are unable to stabilize within the acute 
inpatient setting, we continue to collaborate with Solnit to ensure timely admissions. For a more complete 
summary of the work completed in 2019, please refer to our annual Performance Target 2 submission 
delivered on 1/22/20. 
 

 
C. Performance Target 3: Emerging Adults: Transition from the Child to the 

Adult Service System 
 

The ASO developed, validated, and produced a model that predicts the probability that an emerging adult 
with a behavioral health need in the prior 12-months will disengage from the behavioral health service 
system within the next 12-months. In CY 2019, the predictive model was put into production. 
 
The next goal of the emerging adults PT was to apply the predictive model to a monthly production report 
to score at the member level the probability of disengagement from the Medicaid behavioral health 
service system within the next 12-months when a behavioral health need was indicated based upon paid 
Medicaid claims and authorization data. 
 
In addition to the significant predictors that needed to be on the production report, additional variables 
were identified that would aid in the sorting and filtering of the production report. These additional 
variables were identified through a collaborative process between Beacon, the State Partners, and key 
stakeholders with the goal that these variables would provide a more in-depth clinical picture to help the 
end-user inform clinical decisions. To aid in the interpretation of the enhanced predictive model 
production report, in collaboration with the State Partners, Beacon created the brief interpretative guide 
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to assist end-users (e.g., DCF) on how the variables on the emerging adults predictive model monthly 
production report are operationalized. 
 
The last deliverable included a: 1) review of the research literature on evidence-based and evidence-
informed emerging adult interventions; 2) review of the considerations, activities, pros and cons, and 
resources needed to implement each of the three proposed intervention strategies, and; 3) review of 
possible attribution methodologies for Option 2. For a more complete summary of the work completed in 
2019, please refer to our annual Performance Target 3 submission delivered December 2019. 
 

 
D. Performance Target 4: Medication Assisted Treatment (MAT) 

 
The MAT PT grew out of the recognition that a primary form of evidence-based treatment of Opioid Use 
Disorder (OUD), namely Medication Assisted Treatment (MAT), was not readily available to Medicaid 
Members in Connecticut. The PT aimed to increase the availability and effectiveness of MAT through four 
primary strategies: 

 

1. Project ECHO for OUD 
2. Changing Pathways Pilot 
3. Growth of the MAT Provider Network 
4. Creation of metrics and data reports to inform and track impact of OUD initiatives 

 
 

Over the course of 2018-2019, major goals of the MAT PT were met. Key accomplishment for 2019 include:  
 

(1) Project ECHO for OUD: A total of 16 spokes were served since inception with eight (8) spokes 
participating in 2019. After one year of participation in Project ECHO, there was a statistically 
significant increase in the number of unique members receiving Medication Assisted Treatment 
(MAT) from ECHO prescribers, and a 51% increase in the number of claims for MAT by these 
prescribers. Surveyed ECHO providers also reported increased knowledge, confidence, and attitudes 
towards prescribing MAT for OUD. The qualitative feedback from participants on the effect of this 
program in their work and in their organizational culture was exceptionally positive. 
 

(2) Changing Pathways Pilot: At InterCommunity and Rushford, the first two freestanding pilot sites 
for the Changing Pathways program, over 450 MAT inductions were performed during the first year 
of the initiative, representing approximately an 800% increase in inductions at InterCommunity and 
a 300% increase at Rushford. These inductions had measurable effects across the pilot providers’ 
performance outcomes. The providers improved in discharges Against Medical Advice (AMA) rates, 
readmission rates, and connect-to-care rates as measured by Beacon’s Provider Analysis and 
Reporting (PAR) program. The rates of MAT post-discharge at the pilot providers increased 52% 
from Q2 ‘18 to Q2 ‘19. Nearly 40% of inducted members discharging from pilot sites were adherent 
to their MAT for the 90 days following discharge (when using 80% of days covered as the threshold 
for adherence), about 2.5 times the rate of non-inducted members. For members inducted at the 
pilot sites, there were statistically significant reductions in withdrawal management episodes and 
Behavioral Health (BH) Emergency Department (ED) visits, and the latter rate was nearly cut in 
half after the MAT induction. Additionally, among inducted members, those who met the 80% 
adherence threshold were significantly more likely to see a decrease in BH ED visits, underscoring an 
important relationship between MAT adherence and BH ED utilization for further analysis. Finally, 
the 7 and 30-day C2C rate for inducted members improved to a rate higher than CT’s already 
impressive HEDIS Follow-up After Hospitalization (FUH) rates. Beacon assigned a dedicated Peer 
Specialist to each pilot site; they worked closely with the members and providers to facilitate the 
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MAT induction process and support members with differing experiences from early recovery efforts. 
In 2019, pre-implementation activities for an expansion of the Changing Pathways pilot to an 
inpatient psychiatric unit started with Saint Francis Hospital. 
 

(3) MAT Provider Network: 18 new providers were added to the MAT Map in 2019, which received 
over 5,000 views this calendar year. From Q1 2016 to Q3 2019, the number of buprenorphine 
prescribers in the CT Medicaid network increased 81%, and the number of naltrexone prescribers 
increased 261%. Overall, the number of Medicaid members receiving MAT in this same time period 
increased nearly 29%, the result of a variety of efforts within the CTBHP and across the state.  

 
(4) Data reports: Several metrics and reports were developed over the 2-year span including opioid-

related HEDIS metrics. These indicated that from 2017-18, there were decreases across the 
board in the number of members receiving high dosage prescription opioids and the number of 
members receiving prescription opioids from multiple prescribers.  
 

Additional detail about the MAT PT can be found in the CY 2019 Annual Status Report delivered on 
12/31/19. 
 
 
Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project 
 
 
 
 

Goal 23: Maintain Quality Innovation Measurement Activity  
 

A. Continue to Refine Claims-Based Reporting of Utilization, Including 
Admits/1000, Days (visits)/1000, Number of Unique Utilizers and 
Penetration Rate for Multiple Levels of Care 

 
There were significant advancements in our claims-based reporting on utilization during CY 2019. The 
original Level of Care (LOC) claims coding table was developed during 2017 and 2018. This reference 
table was a first step in being able to report utilization of behavioral health services in a far more detailed 
manner compared to authorization data, particularly for those levels of care that are authorized in fairly 
large quantities over long periods of time.  
 
In CY 2019, we continued to enhance our processes and procedures to assign a LOC based on claims. We 
expanded our inclusion criteria of what is considered a behavioral health claim. If a claim meets any of the 
following four criteria, it is considered to be a behavioral health claim: 1) a prior CTBHP authorization 
number attached (i.e., ‘U’ number); 2) a primary behavioral health diagnosis; 3) selected services that do 
not have a medical equivalent and are only behavioral health (e.g., IOP, IICAPS); or, 4) the performing 
provider is in a behavioral health taxonomy. After selecting these claims, we apply our reference table 
assign a level of care based upon a combination of CPT, Revenue Codes, Modifiers, Provider Type and 
Specialty, Place of Service and Performing Provider codes. We also expanded our code combination years 
to include all possible behavioral health claim code combinations between 2015 and 2019. We currently 
have over 47,000 unique code combinations assigned to 39 different levels of care. As new code 
combinations arise, we assign a level of care based upon previous coding and internal consensus.  The 
LOC reference table serves as the basis for our claims-based reporting of utilization.  
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Our next major advancement in using the level of care reference table during CY 2019 was our reporting 
on per member per month (PMPM) expenditures by level of care for CY 2015 through 2018. This was first 
time we reported on year-over-year PMPM comparisons by level of care. We also developed and 
submitted the PMPM dashboard at the end of CY 2019. The PMPM dashboard that was developed on the 
basis of the LOC claims table was seen as a key strategic resource to assist CT in its understanding of the 
impact of the work of the ASO and as a tool for more granular financial assessment of the strengths and 
opportunities within the system of care.  
 
After delivery and approval of the PMPM dashboard, there were several additional proposed 
enhancements. During the coming year, we will collaborate with the State Partners on identifying the 
priority enhancements and continue to refine our claims-based reporting of behavioral health utilization.  
 
 

B. Refine System Dashboard to Monitor Key Indicators of the Quality, 
Efficiency, and Effectiveness of the CT Medicaid Behavioral Health 
Service System 

 
In 2019, the production and maintenance of the BH Dashboard continued. At present, the following 
dashboards are included in the CT BH Dashboard: 

 
1. Quality Measures 

During 2019, there was increasing focus on programming CMS BH measures that are federally 
mandated to be reported in 2024. As a result, Beacon began programming quality measures that 
are both Core CMS measures as well as HEDIS measures. This allows us to take advantage of the 
annual HEDIS audit to assure that performance is being accurately measured for reporting to CMS.  
Fortunately, CMS and NCQA/HEDIS are increasingly partnered in the adoption of measures based 
on the same specifications.  
The following measures are currently included on the BH Dashboard:  

a. Follow-up After Hospitalization for Mental Illness HEDIS and CMS)  
b. Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment 

(HEDIS and CMS) 
c. Antidepressant Medication Management (HEDIS and CMS) 
d. Adherence to Antipsychotic Medications for Individuals with Schizophrenia (HEDIS and 

CMS) 
e. Use of Multiple Concurrent Antipsychotics in Children and Adolescents (HEDIS and CMS) 

Will be retired in 2020 by both  
f. Use of Opioids at High Dosage (HEDIS only) 
g. High Dosage Opioid Users (CMS only)  
h. Use of Opioids from Multiple Prescribers (HEDIS only) 
i. Follow-up Care for Children Prescribed ADHD Medication: New in 2019 (HEDIS and CMS) 

2. The Population Profile 
3. Utilization Measures, starting with authorization-based and moving towards claims-based measures 
4. PMPM measures for several levels of BH care 

 
As of the end of 2019, the dashboards and/or the data that feeds the dashboards are used for multiple 
purposes including: 
 

1. Keeping the State Partners informed of performance on key indicators (e.g., HEDIS and CMS 
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measures and utilization/cost information) 
2. Providing methodology that can be utilized in the development of additional innovative 

measures such as the measure of adherence to MAT medications developed during 2019 for 
the MAT PT 

3. Inclusion in presentations in multiple committees 
4. Facilitating ad hoc requests for information 

 
 
Maintaining the dashboards is labor-intensive. Quality Measures are not stagnant. Often, HEDIS and/or 
CMS make significant enhancements in the measures, such as the addition of a subcategory of initiation 
and engagement in MAT treatment within the HEDIS Initiation and Engagement measure, that 
requires significant reprogramming. New claims codes, new code types (such as SNOWMED), 
pharmaceuticals codes and diagnostic categories are added each year as the measurement of the quality 
and utilization of healthcare becomes more complex.  

 
 

Recommendation for continuing goal in 2020: The goal and objectives will be reviewed and 
recommendations will be made in the May 1, 2020 submission of the QM and UM Project Plan. 
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IV. Ongoing QM and UM Goals to be Carried 
Forward from the Evaluation Year 2019 

 
The goals and objectives will be reviewed and recommendations will be made in the May 1, 2020 
submission of the QM and UM Project Plan. 

 

 
 

V. Summary of Appendices 
 

Appendix A: Beacon CT Academy Classes 2019 

Appendix B: Beacon Clinical Department Training Log 2019 

Appendix C: Youth Semi-Annual Analysis CY 2019 
 

Appendix D: Adult Semi-Annual Analysis CY 2019 
 

Appendix E: Denials and Appeals CY 2019 Analysis and Q3 and Q4 2019 Performance 
Standard Report Cards 
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