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Methodology 

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

the year. Due to changes in eligibility, the results for each quarter or year may change from the previously reported values. The reports 

and analyses for all levels of care are affected by this change. Please note that utilization metrics may change with the refresh of the 

data. Therefore, the reader should be cautious when interpreting the latest quarter of data. Beacon will monitor the post-refresh 

changes closely. If warranted, methodology will be revisited. 

 
The methodology for membership totals remains unchanged. For the Total Membership counts, each member is only counted once per 

quarter, even if he/she changes eligibility groups or experiences gaps in eligibility. For instance, if a member changes benefit groups 

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

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

they were eligible during the time period (quarter or year). This means that the individual benefit group membership counts cannot be 

added to obtain an overall total, since members can shift between benefit groups. 

 
The methodology for calculating age has changed, resulting in a slight shift in adult and youth membership totals. Previous to this 

report, counts for adults and youth were based on if a member met that age criteria during the time period. This meant that youth who 

were both 17 and 18 years old in a quarter were counted in both the adult and youth totals. In order to allow for the drill-down of 

demographic and age information, it was required that members be counted in only one group during a time period. Age group is now 

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

 
Other demographic information on members, such as race, ethnicity, and primary spoken language, are pulled and categorized from the 

most updated eligibility file received by Beacon from DSS. Beacon has taken strides to update our reporting to include additional 

information on members’ demographics, such as separating Hispanic ethnicity apart from race and the inclusion of members’ primary 

spoken languages. These efforts enable us to track if demographic disparities exist within the Medicaid membership, and also allow us 

to better serve members (i.e., which is their preferred language). All member demographics are based on the most recently updated 

eligibility file. These demographics will update as needed and reflect the most current demographic information we have for each 

member. 

 
Additionally, while unchanged from previous reporting periods, it is worth noting that the per 1,000 measures compare the utilization 

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

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

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

General Overview 

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

review. The shift to semiannual reports was designed to minimize noise created by quarter-to-quarter fluctuations that do not reflect a 

true trend in the data. The March deliverable serves as the annual report and covers four consecutive years of utilization data. The 

September deliverable covers 10 consecutive quarters with a focused analysis on the two most recent quarters, but may include the 

past four if there is information necessary to review that had not been analyzed previously. 

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

statistics such as admissions per 1,000 members (Admits/1,000), days per 1,000 members (Days/1,000), and average length of stay 

(ALOS). 

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

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

Additionally, the narrative identifies the underlying factors that drive the trends and associated programmatic responses taken by 

Beacon Health Options to impact, mitigate or support the trend. Beacon also presents recommendations to address remaining 

challenges and reports progress related to these recommendations. The areas of focus for this deliverable are listed on the following 

page. 
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Total youth membership (ages 

0-17) decreased slightly over 

the last few quarters, ending 

Q2 2020 with 329,490 youth 

members, excluding duals. 

Only four youth members were 

dually eligible in each quarter 

of 2020. 

 
Several enhancements were made to the 

membership and utilization Tableau 

dashboards this year, including additional 

membership demographics such as 

members’ primary spoken language and the 

breakout of Hispanic ethnicity from race. 

 
 

 

Introduction 

This summary and analysis of Youth Utilization is accompanied by a series of Tableau dashboards that allow the user to drill deeper 

into various dimensions (demographics, benefit types, levels of care, etc.) and apply filters to examine the impact of combinations of 

dimensions on utilization (e.g. ethnicity, age, and benefit type). As a result, some details of lesser significance are not reported here 

but can be further explored in the dashboard as the user sees fit. 

 
Several enhancements were made to the membership and utilization Tableau dashboards this year, including additional membership 

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

changes are a reflection of the Connecticut Behavioral Health Partnership’s (CTBHP) commitment to enhancing and analyzing 

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

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

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

the ability to see the number or percent difference from the prior quarter. 

 
Impact of COVID-19 on Utilization and Membership Data 

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

Connecticut made changes to Medicaid enrollment, including suspending the 

timeframes for renewal of benefits for current beneficiaries.[2] Benefits 

which were scheduled to end in March or April were automatically extended 

through June and July, respectively. 

 

This policy change may implicate membership reporting for 2020. HUSKY Health also developed an eligibility package specifically for 

COVID-19 testing, which includes expanding eligibility to uninsured residents of any income level, covering both citizens and qualifying 

non-citizens for testing and testing-related provider visits that occur between March 18 through the end of the pandemic.[3] This 

benefit is exclusively managed by Community Health Network (CHN). CTBHP will not receive this data and, therefore, cannot report on 

it. 

In response to the Governor’s declaration of a public health emergency due to the outbreak of COVID-19, the 

Department of Social Services (DSS) temporally waived the prior authorization (PA) requirements for many 

of the behavioral health (BH) services discussed in this report. This interim measure for select BH services – 

most notably Inpatient Psychiatric Facility (IPF) and several lower levels of care – went into effect for dates 

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

second quarter of 2020 (April 1 through June 30) cannot be accurately interpreted for the levels of care and 

providers impacted by the lifting of PA. For levels of care not impacted by the temporary authorizations 

modification (e.g., Solnit Inpatient, Psychiatric Residential Treatment Facilities (PRTF), etc.), the impact of 

COVID-19 can still be observed, including fewer admissions or authorizations for services due to the concern 

of COVID-19 transmission, the need to social distance, the restriction of non-emergency services, etc. 

Therefore, all graphs and tables in the accompanying Tableau dashboards include a red reference line 

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

as well as the impact of COVID-19 on behavioral health utilization. 

Total Membership 

For the first two quarters of 2020, the total Connecticut Medicaid membership, including dually 

eligible members, remained steady having decreased less than 1% ending Q2 ’20 with 895,539 

members. Adults continue to make up the majority of members at 63%. The largest single age group 

in Q2 2020 was 3-12 year olds at nearly 21%. Female members continued to make up the majority at 

53%. The largest racial group continued to be Unknown at 43%, while non-Hispanic members made 

up the majority at nearly 80% of all members including duals. The primary language spoken by 

Medicaid members, a new demographic added to the analysis this year, was English at 85%. 

Total youth membership (ages 0-17) decreased slightly over the last few quarters, ending Q2 2020 with 329,490 youth members, 

excluding duals. Only four youth members were dually eligible in each quarter of 2020. 

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

Connecticut Behavioral Health Partnership (CTBHP). 

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

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

[3] Ibid. 1 
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[4] U.S. Census Bureau. (2019). QuickFacts, Connecticut. Available at: https://www.census.gov/quickfacts/CT 2 
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Figure 1: Connecticut Medicaid Total Membership 

 

Please see the accompanying Tableau dashboards to view graphical representations of the data presented here, as well as to use 

filters to segment the data in different ways. 

Membership Demographics 

To provide context for demographic comparisons for the 

Connecticut Medicaid population served by CTBHP, the 

following section begins by describing the Connecticut 

population as a whole, the Connecticut Medicaid population, 

and those who utilize behavioral health services. 

There are an estimated 3.56 million people living in Connecticut based on the most up-to-date 2019 census data. Among whom 20% 

are under the age of 18, 51.2% are female, and nearly 80% are White. [4] 

 

Figure 2: Connecticut 2019 Census Population Estimates 

 
 

ACA Implementation Change in Eligibility Criteria COVID-19 

All graphs and tables in the accompanying Tableau 

dashboards include a red reference line indicating both the 

start of the “Temporary Effective Period” as it relates to 

change in prior authorizations, as well as the impact of 

COVID-19 on behavioral health utilization. 
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From the 2019 annual membership and utilization report (the last available full calendar year), we know that 992,890 residents (an 

estimated 28% of all Connecticut citizens) were enrolled in Medicaid. According to CTBHP’s 2018 Population Profile – the most 

up-to-date claims-based behavioral health utilization data describing the Connecticut Medicaid population – 286,882 (or 29.2% of the 

total Connecticut Medicaid population) were users of behavioral health services. 
 

Figure 3: CTBHP 2018 Population Profile, Behavioral Health Service Utilization Demographics 

 

For the first two quarters of 2020, youth membership, excluding duals, remained steady by gender, nearly evenly split in Q2 ’20 with 

51% male versus 49% female. The youth Medicaid population continued to be comprised mostly 3-12 year olds (56.3% in Q2 ’20), 

however, this age group decreased slightly by 1.2% in the first half of 2020 while members between the ages of 13-17 saw a mild 

increase of 0.9%. 

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

member eligibility, led to a significant increase in members identifying their race or 

ethnicity as "Unknown." The Unknown group continued to rise quarter over 

quarter. Today, more than half of the youth Medicaid population’s race is unknown 

(50.7%). Beacon's investigations indicate that this is a true unknown, as members 

are not required to choose a race or ethnicity when applying for Medicaid. 

 
 

 
 

Figure 4: Percent of Youth Membership by Race 

There are concerns that having a large group 

of unknown race and ethnicity will hinder 

efforts to identify and reduce health 

disparities, as we cannot know if the Unknown 

group is evenly distributed among all racial 

and ethnic groups, or if certain groups are 

more likely to opt out of responding. Beacon 

understands that our state partners share our 

concerns and are seeking solutions as 

Executive Orders 5 & 6 call out the need for 

improved health equity reporting within 

Medicaid. As a result, Beacon has taken 

strides in updating its race and ethnicity data 

by separating Hispanic ethnicity from race in 

many of our reports, including both the adult 

and youth semiannual membership and 

utilization reports. 

 
 

 

 
According to CTBHP’s 2018 Population 

Profile, 286,882 (or 29.2% of the total 

Connecticut Medicaid population in 2018) 

were users of behavioral health services. 



YOUTH EXECUTIVE SUMMARY 

Quarters 1 & 2: January-June 2020 

4 

 

 

 
 

Also noteworthy is the known racial disparity that COVID-19’s impact is having across the United States and in Connecticut. It has 

been found in some areas of the country that Black and Hispanic populations are over twice as likely as non-Hispanic White 

populations to die from COVID-19.[5] In Connecticut, Black, Hispanic or Latino, and indigenous populations are experiencing 

disproportionately higher rates of infection and serious complications: “…. Black and Latino individuals have died at higher 

age-adjusted rates than White individuals.”[6] 

 
With such a large percentage of Unknown race among the Medicaid population, understanding 

the true impact COVID-19 is having on members during the pandemic will be immensely 

challenging. Despite these challenges, the impact of COVID-19 will require that we continue to be 

vigilant regarding the disproportionate impact of the pandemic on minority members. 

As noted above, this is the first semi-annual report on membership and utilization where Hispanic ethnicity has been separated 

from race, which provides a new layer of analysis as we broaden the demographics on which we are able to report. Unknown 

continued to be the largest racial group for youth without dual members at 50.7%, and continues to increase steadily over time. 

The ethnicity of the Unknown race group is 27.7% Hispanic. White members continued to be the largest known racial group with 

approximately 28% in Q1 and Q2 of 2020, of whom 23.8% are of Hispanic ethnicity. Black youth decreased slightly at 17.4%, with 

13.8% being of Hispanic ethnicity. Asian members were steady at 2.9% of youth membership with 5.2% being of Hispanic ethnicity, 

and all other races made up less than 1%, with 28.7% identifying as Hispanic. 

Figure 5: Percent of Youth Members by Hispanic Ethnicity within Race in Q2 2020 

 
When viewing total youth membership by ethnicity, of those who identified as Hispanic in Q2 ‘20: 59.7% did not have a known race, 

28.6% identified as White, 10.2% identified as Black, while Other and Asian made up 0.9% and 0.6%, respectively. It also appears 

that Hispanic ethnicity has been slowly decreasing in the Medicaid population over time. 

 

Figure 6: Percent of Youth Members by Race within Hispanic Ethnicity in Q2 2020 

 
 
 
 

[5] Selden & Berdahl. “COVID-19 And Racial/Ethnic Disparities In Health Risk, Employment, And Household Composition.” Health Affairs. 6/14/2020. 

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

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

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

Today, more than half of 

the youth Medicaid 

population’s race is 

unknown (50.7%). 

http://www.healthaffairs.org/doi/10.1377/hlthaﬀ.2020.00897
http://www.ctdatahaven.org/reports/covid-19-connecticut-data-analysis
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Primary language is another new field added to this report in 2020. English was the predominant primary spoken language by youth 

members at 80% followed by Spanish at 18.3%. Other primary languages made up 1.8%. More information on the top 10 primary 

languages spoken by Connecticut Medicaid members can be found in the Membership Demographics dashboard in the accompanying 

Tableau workbook. 

 
 
 
 

Figure 7: Youth Primary Language in Q2 2020 

 
Benefit/DCF Membership 

The vast majority (94%) of youth Medicaid members in Connecticut continued to be part 

of the HUSKY A Family Single benefit group (311,114 members in Q2 ‘20). The second 

largest benefit group for youth was HUSKY B, which declined slightly by 5% from 20,943 

members in Q1 ‘20 to 19,887 members in Q2 ‘20. 

“DCF-involvement” includes any youth who is involved with the Department of Children and 

Families (DCF) through any of its mandates. This includes youth committed to DCF through 

child welfare, and those dually committed. It also includes youth for whom the Department 

has no legal authority, but for whom DCF provides assistance through its Voluntary 

Services, Family with Service Needs, and In-Home Child Welfare programs. In order to 

identify youth that are In-Home Child Welfare and Out-of-Home Committed, Beacon used a 

combination of the D and I/O identifiers as requested by State Partners. Please note that 

there are exceptions to the “Out-of-home Committed” status, however, the majority of 

youth with this status are out-of-home. 
 

DCF involvement saw a noteworthy decrease - a reduction of 13% and 1,276 members since the end of 2019. In Q2 ’20, there were 

8,510 DCF-involved youth, the lowest volume observed since 2015. This reduction was seen across all DCF categories as well as most 

demographic groups. During consultation with State Partners, it was shared that the volume of referrals to DCF in Q2 ’20 was much 

lower than volumes typically observed. The reduction in Q2 ’20 is likely an impact of COVID-19, as detecting child abuse and neglect 

is heavily dependent on reports made by teachers, doctors, and other professionals whose interactions with children were 

minimized due to school and daycare closures. [7] 

 

Figure 8: DCF Membership Volume 

 

In Q2 ‘2020, DCF-involved youth membership consisted of mainly 3-12 year olds (53.2%) with slightly more male members than 

females (50.7% vs. 49.3%). Nearly half of DCF-involved youth had an Unknown race (48.9%). Of the Unknown group, 22.4% 

identified as Hispanic. Asian youth were least represented among DCF-involved youth at 0.6% compared with 2.9% in the youth 

Medicaid population. Most DCF-involved youth were a part of In-Home Child Welfare (4,944), followed by Out-of-Home (3,628). 

[7] Welch & Haskins. “What COVID-19 Means for America’s Child Welfare System.” Brookings. 4/30/2020. Available at 

https://www.brookings.edu/research/what-covid-19-means-for-americas-child-welfare-system/ 5 
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We have continued to see 

an increase in acuity and 

complexity of behavioral 

issues in adolescents 

including suicide attempts, 

self-harming behaviors, and 

behavioral dysregulation 

following national trends. 

 
 

 

Inpatient Utilization (IPF) (Excluding Solnit) 

At the start of 2020, there were approximately 120 total in-state pediatric acute psychiatric hospital beds available between six 

hospitals (excluding two non-acute hospitals: Albert J. Solnit Children’s Center, also known as Solnit, and the Hospital for Special 

Care). Collectively, the in-state hospitals account for the vast majority of discharges each year. Out-of-state inpatient utilization of 

pediatric psychiatric care takes place primarily at Four Winds Hospital, an in-network facility just over the Connecticut border in New 

York State. Of note, throughout the peak of COVID-19, acute in-state pediatric psychiatric hospital beds were decreased at times due 

to staffing or patient quarantine needs. Since March, admission to Four Winds has been an unavailable option for youth who are 

committed to DCF as they are not able to be placed out of state. 

As mentioned previously, prior authorization was not required for acute psychiatric hospitals 

effective April 1, 2020, therefore, Q2 ’20 cannot be accurately interpreted. Discharge volume for 

in-state inpatient psychiatric hospitals, excluding Solnit, decreased slightly from 637 discharges 

at the end of 2019 to 582 discharges in the first quarter of 2020. Average length of stay (ALOS) 

decreased by 0.4 days in this time to 12 days. As observed in previous years, females continued 

to have more discharges (54.1%) while males stayed longer on average (12.8 days vs. 11.2 

days). In addition, 13-17 year olds continued to have more discharges (69.9%) than 3-12 year 

olds in Q1 ’20. While 3-12 year olds historically stayed longer than 13-17 year olds on average, 

in Q1 ’20, the ALOS was identical at 12 days for both age groups. We have continued to see an 

increase in acuity and complexity of behavioral issues in adolescents including suicide attempts, 

self-harming behaviors, and behavioral dysregulation following national trends. This is further 

discussed in Recommendation 3, the continuation of the pediatric PAR program. 

 
Most in-state discharges in Q1 ’20 

were from White youth (39.2%) and 

those with an unknown race (39.3%). 

Black youth represented 17.9% of 

in-state IPF discharges and there were 

very few discharges from Asian youth 

(2.4%) or Other (1.2%). Most 

discharges in Q1 ’20 were 

non-Hispanic at 78.5% (457 

discharges). The primary language for 

91.9% of discharges was English, 

while 7.7% reported Spanish as their 

primary language. Figure 9: Inpatient Psychiatric Facility ALOS by Age Group 

DCF-involved youth represented 20.3% of in-state discharges in the first quarter of 2020.[8] Despite lower discharge volume 

compared to non-DCF youth, DCF-involved youth continued to have a disproportionate volume of inpatient stays, as they constituted 

roughly 4% of the most recent youth population analysis. [9] DCF-involved youth also consistently had longer ALOS compared to 

non-DCF-involved youth, although this group saw a decrease of 22% from 16.8 days in Q4 ’19 to 13.1 days in Q1 ’20, a reduction of over 

3.7 days. 

Most of Connecticut youth Medicaid members access inpatient psychiatric treatment at one of the 

in-network PAR facilities. Currently, there are six PAR Connecticut pediatric hospitals that treat 

youth for psychiatric disorders, in addition to New York-based Four Winds Hospital; however, older 

youth may receive their treatment on an adult unit, which is also included in the in-state data. In the 

first quarter of 2020, approximately 60% from in-network providers occurred at three in-state 

hospitals: Yale New Haven Hospital (165 discharges), Natchaug Hospital (118 discharges), and 

Hartford Hospital (101 discharges). St. Francis Hospital saw noteworthy increases in discharge 

volume over the last few reportable quarters (excluding Q2 ’20), from 48 discharges in Q3 ’19 to 93 

discharges in Q1 ’20, an increase of 94%. This increase in volume can be attributed to the addition of 

beds in the last quarter of 2019. 

 

[8] “DCF-involvement” includes any youth who is involved with the Department of Children and Families through any of its mandates. This includes youth 

committed to DCF through child welfare, and those dually committed. It also includes youth for whom the Department has no legal authority, but for whom 

DCF provides assistance through its Voluntary Services, Family with Service Needs and In-Home Child Welfare programs. In order to identify youth that are 

In-Home Child Welfare and Out-of-Home Committed, Beacon used a combination of the D and I/O identifiers as requested by State Partners. Please note that 

there are exceptions to the “Out-of-home Committed” status, however, the majority of youth with this status are out-of-home. 

[9] CTBHP’s 2018 Population Profile is the most up-to-date claims-based data describing the CT Medicaid population. 
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While Hartford Hospital consistently had 

higher than average length of stays in prior 

reporting, this provider made remarkable 

progress over the last two reportable 

quarters (a 46.3% reduction). 

Figure 10: Youth Inpatient Psychiatric Facility PAR Provider Discharges and ALOS 

 
 

 

 

In-network PAR providers (including Four Winds Hospital) had an ALOS of 12.1 days in Q1 ‘20. While Hartford Hospital consistently 

had higher than average length of stays in prior reporting, this provider made remarkable progress over the last two reportable 

quarters. Since reaching a high of 21.6 days in Q1 ’19, Hartford’s ALOS declined to 11.6 days in Q1 ’20, a difference of 10 days (a 

46.3% reduction). It is worth noting that Hartford Hospital has been participating in the new Bypass program with case-mix from Q1 

’19 through Q1 ’20 and during this time, has improved their ALOS and elevated their Tier status from Tier 3 (the lowest Tier) to Tier 1, 

(the highest Tier), associated with higher approved authorization units. 

Additionally, St. Francis saw a reduction in ALOS over the last reportable quarters 

as well, from a high of 13.4 days in Q2 ’19 down to 9.1 days in Q1 ’20, a reduction of 

4.3 days. This provider also saw overall improvements in their Bypass status since 

implementation, from Tier 3 based on Q1 ’19 data to Tier 1 based on data from Q2 

’19 through Q4 ’19. Both Hartford Hospital and St. Francis also saw a decline in 

non-acute days, contributing to the overall reduction of their ALOS. 

 

Four Winds Hospital is the fifth largest inpatient pediatric provider for Connecticut youth, and has continued to make up for the loss 

of youth inpatient beds in Connecticut as it acts as a safety net when youth are unable to access inpatient beds in-state. While prior 

authorization was lifted in New York before the changes were announced in Connecticut, Four Winds continued to submit 

authorizations through the end of April, and therefore, can continue to be included with Connecticut in-network PAR facilities in the 

first quarter of 2020. Discharge volume for Four Winds peaked in Q2 ’19 at 88 discharges. In Q3 and Q4 of 2019, discharges 

decreased quite notably to 45 and 56, respectively, before returning to higher volumes in Q1 ’20 with 86 discharges. Four Winds 

consistently had higher lengths of stay compared to other in-network PAR providers, approximately 4.8 days above average in Q1 

‘20. Beacon believes this higher ALOS may be partly explained by Four Winds accepting Connecticut youth who were "stuck" in the 

emergency department awaiting inpatient care. An additional driver to the increase in ALOS at Four Winds is related to the impact of 

COVID-19. As youth prepared for discharge, some Connecticut facilities restricted admissions and/or paused admissions to manage 

infection rates at their facilities. Some delayed admission until the youth had two negative COVID-19 tests before consideration for 

admission. A barrier at the time had been the state of New York was unwilling to administer COVID-19 tests for individuals that 

were not exhibiting symptoms, thus creating further delays. 
 

The quarterly 7-day readmission rate for youth in-network PAR providers varied over time, peaking in 

Q3 ’19 at 3.7% before declining to 2.2% in Q1 ’20. Of the 14 discharges that readmitted in Q1 ’20, most 

returned to the same provider (64.3%). The quarterly 30-day readmission rate also declined over the 

last two measurable quarters, from 12.7% in Q3 ’19 to 9.1% in Q1 ’20. The majority of youth 

readmitting within 30 days also returned to the same provider (60.3%). Yale has made notable 

progress in reducing readmissions over the last few quarters (from Q3 ’19 to Q1 ’20), from a 7-day 

readmission rate of 5.1% to 2.4%, as well as a reduction in 30-day readmission rates from 19.3% to 

7.9% during this time. On the other hand, St. Francis Hospital saw an increase in readmissions. In Q1 

’20, this provider had the highest 7- and 30-day readmission rates with 6.5% and 16.1%, respectively. 

 
The quarterly 7-day 

readmission rate for 

youth in-network PAR 

providers varied over 

time, peaking in Q3 ’19 at 

3.7% before declining to 

2.2% in Q1 ’20. 
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Figure 11: Youth IPF PAR 7- & 30-Day Readmission Rates 

Natchaug Hospital completed a pay-for-performance 

incentive program in January 2020 and was evaluated on 

their ALOS (excluding outliers of stays greater than 65 days) 

in addition to readmissions and connections-to-care (C2C) 

post-IPF discharge for youth members. Based on their 

performance from February 1, 2018 to January 31, 2020, the 

ALOS was the only measure evaluated by Beacon that did not 

meet either of the benchmark targets of less than 10.50 days 

(100% payment target) or 10.75 days (50% payment target). 

However, Natchaug performed well with readmissions and 

C2C, earning 100% of payment for those metrics. To support 

Hartford Healthcare (HHC) (specifically Natchaug Hospital) 

with improving performance pertaining to the 

aforementioned metrics, Beacon held several ad hoc system 

enhancement meetings, in addition to PAR meetings, and 

provided supplemental data to aid leadership in their 

understanding of the metrics and subsequent evaluation of 

their performance. 

 

 

Figure 12: Natchaug Pay for Performance (P4P) Results from February 1, 2018 to January 31, 2020 

Recommendation 1: Continue to Monitor Flow Between EDs and Inpatient Units including Youth Going Out-of-State 

Beacon provides ongoing monitoring of members awaiting placement in the Emergency Departments (ED) and the use of out-of-state 

hospitals. Beacon ICMs outreach to EDs daily and involve Peers and/or Care Coordinators as well as Beacon psychiatrists as indicated 

to assist in the facilitation of the youth’s transition to the appropriate aftercare services. In addition, Beacon continues participation 

in CCMC ED Stuck Rounds call daily, in order to continue to improve collaboration and make adjustments in strategies for support of 

ED stuck youth, EDs, and community providers. ED stuck youth are presented in Complex Case Rounds as needed for coordination of 

outreach and possible services to support discharge from, and future diversion from the ED. Beacon ICMs coordinate with facilities on 

concurrent discharge planning for youth who demonstrate stabilization while awaiting inpatient placements. When indicated, Beacon 

Medical Affairs and Child ICMs outreach to inpatient facilities to obtain further information on facility-specific circumstances 

hindering youth admissions and support disposition of youth in their ED. It was Beacon’s hope that the new inpatient Bypass program 

with case-mix adjustment (discussed further in Recommendation 4), would have been an incentive to not decline admission of more 

complex youth who require longer admissions, however, we have not seen this anticipated change within the system to date. 

The increase in acuity of clinical presentation of youth in need of mental health treatment and its 

impact on staffing needs and milieu dynamic continued to be a barrier to admission of complex 

cases. Centralization of admissions for hospital groups has also been a barrier. Outreach to 

attending physicians to further discuss cases and possible course of care has been hindered as 

centralized admissions process in a growing number of hospital systems appears to not allow for 

unit physician input. Since March 2020, when COVID-19 reached Connecticut, ED stuck has been 

further impacted by youth awaiting inpatient admission requiring COVID-19 test results, as well as 

hospitals only admitting youth from their own ED or hospital system. As mentioned previously, 

DCF committed youth remain restricted from being placed in an out-of-state facility, resulting in 

longer ED stays while awaiting an in-state placement. 

Since March 2020, when 

COVID-19 reached 

Connecticut, ED stuck has 

been further impacted by 

youth awaiting inpatient 

admission requiring COVID-19 

test results, as well as 

hospitals only admitting 

youth from their own ED or 

hospital system. 
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In April 2019, Beacon implemented the Intensive Response Team (IRT)-funded through the Autism Spectrum Disorder Advisory Council. 

This team supported individuals who had barriers to successful discharge from the ED from April 2019 through June 2020. Since June 

30, 2020, the staff associated with IRT were able to fill open positions within the CTBHP ASD team to support EDs across the state for 

ASD youth experiencing longer ED episodes with greater barriers to disposition than their counterparts without ASD. 

 
Hospitals, including ED facilities that do not typically treat youth with behavioral health issues, often face greater challenges 

assessing youth needs and services and struggle to understand the resources needed for youth who enter their EDs. Beacon Intensive 

Care Managers and Medical Affairs provide ongoing education and continued collaboration with these facilities, which has been 

beneficial to both the facility and the member, to support timely transition to the appropriate level of care. 

 
Recommendation 2: Recommendation for Respite/Stabilization Support for ASD Youth Needing Brief Stabilization While Awaiting 

Services, or When Stepping Down from Psychiatric Inpatient or ED Care 

In addition to recent recommendations made to the State Partners regarding needed services for this population, Beacon will use the 

next two quarters of 2020 to continue gathering data regarding the apparent increase in ASD youth needing stabilization prior to 

returning home with services. We will build upon ED Stuck reports and further analyze the level of care being recommended to 

determine if a short-term stabilization unit would decrease the significant length of time youth are stuck and provide the necessary 

clinical care including care coordination, medication adjustments, and appropriate discharge planning. Through our data analysis, we 

can better determine the capacity needed to support this population. 

 
Recommendation 3: Continue Pediatric Inpatient Provider Analysis and Reporting (PAR) Program 

The Regional Network Managers (RNMs) continue to conduct Provider Analysis & Reporting (PAR) meetings with pediatric inpatient 

psychiatric facilities (IPF) to improve access and quality of care for Medicaid youth. Areas of focus for the first half of 2020 included 

average length of stay (ALOS), readmission rates, discharge delay, case-mix bypass methodology, and the emergence of trauma 

informed care on an inpatient psychiatric unit. 

 
Consistent with previous PAR cycles, trauma continues to emerge during PAR discussions as a primary influencing factor driving ALOS. 

Increase in acuity and member aggression along with the associated adverse impact on unit milieu dynamics were identified as 

contributing to a reduced census, thus resulting in a lower volume of youth served. As such, Natchaug Hospital is in the process of 

implementing a trauma-informed care approach in collaboration with Hartford Hospital/IOL. They have also created a sensory room on 

the unit. Staff have since been trained on de-escalation techniques and continue to receive education in the foundational elements for 

producing a trauma informed culture. 

To support replication of the Natchaug/Hartford Hospital/IOL model across 

other pediatric hospitals, CTBHP in collaboration with Hartford Healthcare, Yale 

and other trauma experts are planning to attend the IPF pediatric workgroup 

forum being convened by the CTBHP in the fall of 2020. There will be a 

concentrated focus on understanding the elements of health equity and cultural 

competence within the context of trauma informed care in an inpatient 

psychiatric milieu. 

The lower volume and increase in ALOS during the first half of 2020 can be partially explained by the necessary operational adjustments 

taken by hospitals in swift response to the COVID-19 pandemic. The RNMs held conference calls with multiple levels of care, including 

inpatient psychiatric facilities in order to understand the pandemic’s impact on access to care and service delivery. Inpatient pediatric 

units reported a decrease in volume as well as an increase in acuity of members presenting for admission. Throughput was additionally 

impacted due to difficulty accessing lower levels of care and PRTF placements at the onset of the pandemic. Similarly, many outpatient 

providers experienced a temporary disruption in service delivery as they shifted to telehealth and made other program modifications to 

address the downstream effects of COVID-19. 

 
Other connect-to-care issues noted during PAR meetings (prior to COVID-19) included long waitlists for in-home services, Intensive 

Outpatient levels of care and barriers accessing medication management while engaged in outpatient services for pediatric members. 

Additionally, transportation and other social determinant of health challenges often prevented families from accessing follow-up care. 

RNMs will work with inpatient psychiatry in bridging youth to primary care. 

 
Since the inception of the new case-mix Bypass Program at the start of 2019, pediatric hospitals have improved performance within the 

three-tiered case-mix model. The bypass cycle based on Q4 ’19 data placed all in-state PAR hospitals in a Tier 1 status. New York-based 

Four Winds Hospital, while showing improvement overtime, has yet to attain a Tier 1 ranking. It is important to note that Hartford 

Hospital has improved their performance across all Bypass measures – an achievement not attained under the old Bypass Program 

To support replication of the 

Natchaug/Hartford Hospital/IOL model 

across other pediatric hospitals, CTBHP in 

collaboration with Hartford Healthcare, Yale 

and other trauma experts are planning to 

convene an IPF pediatric workgroup forum in 

the fall of 2020. 
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Figure 14: Youth Bypass Results for Q3 2019 

 
 

 

model. Unfortunately, the anticipated impact on program’s ability to accept more challenging presentations was not noted, and ED 

Stuck continued throughout the quarter at a fairly high rate. The RNMs, Clinical team, and Medical Affairs will continue to hold ad hoc 

system enhancement meetings to help providers attain/maintain efficient measures across all performance standards for the new 

Bypass Program. 

 
Recommendation 4: Monitor Impact of New Youth Inpatient Bypass Program 

The Bypass program, adopted in 2019, continued in 2020. Providers were informed of their performance in late January 2020 about 

their performance on metrics related to discharges during Q3 ’19 and again in late April on discharges during Q4 ’19. 

 
 

Figure 13: Bypass Tier Requirements and Authorization Process 

In Q3 ’19, the overall results for youth IPF providers were as follows: 

● The 7-day readmission rate was 3.48%, which was an increase from 2.58% in Q2 ’19. 

● The discharge form completion rate within 2 days was 97.10%, which was an increase from 96.47% in Q2 ’19. 

● The percentage of BH ED visits within 7-days post Inpatient discharge was 8.61%, which was an increase from 7.43% in Q2 ’19. 

● The total Predicted ALOS was 12.71 days and the Actual ALOS was 14.22 days, a difference of -1.51 days. Overall, ALOS increased 

slightly from 12.28 days in Q2 ’19. 

● The Bed-tracking rate was 93.28%, which was a decrease from 98.32% in Q2 ’19. 

 
 

 

 
Three providers changed tiers with two dropping to lower tiers and one elevating to a higher tier. The Q3 ‘19 youth Bypass 

evaluation concluded with all seven providers being included in the Bypass program, with three providers on Tier 1 (43%), two 

providers on Tier 2 (29%) and the remaining two providers on Tier 3 (29%). 
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In Q4 ’19, the overall results for the youth providers were as follows: 

 
● The 7-day readmission rate was 2.14%, which was a decrease from 3.48% in Q3 ’19. 

● The discharge form completion rate within 2 days was 95.31%, which was a slight decrease from 97.10% in Q3 ’19. 

● The percentage of BH ED visits within 7-days post Inpatient discharge was 6.74%, which was an improvement from 8.61% in 

Q3 ’19. 

● The Predicted ALOS was 12.18 days and the Actual ALOS was 12.15 days, difference of 0.03 days. Overall, ALOS improved from 

14.22 days seen in Q3 ’19. 

● Bed-tracking rate was 96.25%, which was an improvement from 93.28% in Q3 ’19. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 15: Youth Bypass Results for Q4 2019 

 

Four providers changed tiers and all improvements to higher tiers. Three providers moved into Tier 1 and one provider moved up to 

Tier 2. The Q4 ‘19 youth bypass concluded with all seven providers being included in the Bypass program, with six providers on Tier 

1 (86%) and one provider on Tier 2 (14%), demonstrating an increased effort by all providers on improving their performance on the 

Bypass metrics. 

The PAR meetings continued to be used to review the Bypass performance in more 

provider-specific detail. For providers that were not meeting the length of stay 

difference metric, data details for all members discharged by the provider during 

the assessment period were shared and providers were encouraged to review 

cases where the member stayed longer than the predicated length of stay so that 

factors lengthening the stay could be further evaluated and discussed at later 

meetings. 

Length of stay continues to be monitored to assess the impact of units being approved for providers with Tier 1 status to ensure that 

their length of stay does not increase as a result of being given more units at precertification. 

 
Inpatient Discharge Delay 

Youth on an inpatient unit who are unable to discharge despite being clinically ready to discharge to the next appropriate level of 

care are considered “delayed.” If a delayed youth discharged in the reporting period, they were classified as a “discharge.” Youth on 

delay during the reporting period, regardless of whether they discharged, are considered “delay cases.” 

 
The volume of delayed discharges for members ages 0-18 on acute inpatient psychiatric units, excluding Solnit and the Hospital for 

Special Care, peaked at the end of 2019 with 41 delayed discharges. Delayed discharge volume decreased the following two 

quarters, ending Q2 ’20 with 26 delayed discharges. Delayed cases saw a similar pattern, peaking in Q4 ’19 with 54 cases and 

decreasing the first half of 2020 to 30 cases. While the volume of delayed discharges and cases decreased, the time youth waited for 

appropriate services increased in this time, from 18.9 average days in Q4 ’19 to 27.6 average days in Q2 ’20. This increase in average 

delay days can be directly associated with COVID-19 and PRTF facilities implementing a hold on admissions, delays in discharges 

from PRTF due to limited family work/visits, and decreased bed count when facilities initially re-opened to admissions. Beacon 

continues to work closely with hospitals and community providers to ensure youth can access appropriate services as soon as they 

are clinically ready for them. 

The Q4 ‘19 youth bypass concluded with all 

seven providers being included in the Bypass 

program, with six providers on Tier 1 (86%) 

and one provider on Tier 2 (14%), 

demonstrating an increased effort by all 

providers on improving their performance on 

the Bypass metrics. 
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The overall percent of days delayed out of the total inpatient days for members (cases) ages 0-18 in any psychiatric facility (excluding 

Solnit and the Hospital for Special Care) was 8.5% in Q1 ’20. In Q2 ’20, this increased slightly to 9.9%. This increase was higher for 

DCF-involved youth, with 15.5% of days delayed compared with non-DCF, which decreased slightly in this time to 8.2% of days delayed. 

The majority of all delayed discharges in the first 

half of 2020 (excluding Solnit and the Hospital for 

Special Care) were adolescents ages 13-17 (71%), 

female (56%) and non-DCF involved (69%). Most 

youth were waiting for Solnit Inpatient (45%). 

Nineteen discharges (31%) were waiting for 

Community PRTF while 18% were awaiting Solnit 

PRTF. Because Children’s Center of Hamden 

(CCOH), a community PRTF, had increased their 

age range in addition to accepting females, youth 

may be waiting for either facility but at this time 

are measured as awaiting Community PRTF. 

Figure 16: Youth IPF Cases: Percent of Days Delayed by DCF Status 

 

Beacon ICMs, AVP Clinical Operations, Medical Affairs, and the State Partners continue to 

participate in weekly Discharge Delay Rounds to discuss members who are on discharge delay. 

Rounds provide a venue for review of continued need for the level of care the member is awaiting 

as well as discussion to ensure ongoing treatment and concurrent planning by the current 

provider. Beacon ICMs, clinical supervisors, DCF Area Offices, State Agencies, and DCF Contract 

Managers meet weekly to discuss youth in PRTFs who are DCF-involved. This meeting provides a 

venue for discussion regarding barriers that may be impacting discharge for youth from PRTFs. 

Resolution of these barriers not only assist the youth in moving out of the PRTF when ready for 

the next level of care, but also allow for improvement in throughput and beds becoming 

available for youth on inpatient delay. 

In addition, we currently host complex rounds to focus on members who are struggling with complex challenges that are not 

specifically in a PRTF or hospital setting and require a higher level of multi-disciplinary subject matter expertise and integrated 

approach to prevent the need for higher level of care. These meetings are attended by the assigned care managers, leadership of the 

child ICM and ASD programs, AVP of Clinical Services, Medical Affairs, State Partners and representatives of the Department of 

Developmental Services (DDS) and the Department of Social Services (DSS) as needed. Amidst the COVID-19 pandemic, there were 

many youth members that were no longer meeting criteria for an inpatient level of care and assessed to be stable enough to be 

discharged home with additional supports while awaiting PRTF admission. In an effort to provide a COVID-19 safe treatment 

environment, PRTFs temporarily pivoted to restricting new admissions to youth that were currently in a contained environment and 

tested negative for the virus to be considered for admission. This created a backlog of youth requiring a PRTF level of care that have 

returned to the community. In an effort to support these youth and families, we created an additional series of rounds attended by 

DCF state partners, Beacon ICMs, AVP of Clinical Operations and Medical Affairs to review the clinical status of youth to ensure 

clinical needs were being met and ongoing concurrent planning. As of June 26, 2020, there were a total of 24 youth living home in 

the community and 13 youth remaining inpatient awaiting PRTF admission. There were a total of 11 youth that were re-admitted 

into an inpatient facility while awaiting PRTF during the month of June. 

Figure 17: Youth IPF Delayed Discharges by Reason 

The majority of all delayed 

discharges in the first half 

of 2020 (excluding Solnit 

and the Hospital for Special 

Care) were adolescents 

ages 13-17 (71%), female 

(56%) and non-DCF 

involved (69%). 
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Recommendation 5: Increase PRTF Capacity 

Beacon has increased involvement with the PRTF waitlist since the expansion of CCOH. ICMs maintain weekly contact with all PRTF 

providers and communicate with them regularly regarding their admissions processes and wait list status. 

Despite the additional bed capacity created at The Village and CCOH, there continues to be a struggle with wait times for members 

awaiting PRTF placements. Based on increased acuity, complex clinical needs, and cognitive capacity of the youth, some PRTF 

providers have been more selective during the referral process to ensure both member and staff safety as well as the ability to 

maximize the therapeutic impact, resulting in some beds being held unfilled despite active waitlists. 

Beacon recommends each of the PRTF units develop or enhance capacity to 

accommodate youth with lower IQs, which incorporates a family component to 

support treatment gains as they transition to community based services. These 

youth are frequently delayed or declined admission and remain stuck in 

emergency departments and inpatient facilities. 

Another opportunity to expand clinically would be enhanced training on evidenced-based trauma treatment with a proven record of 

success with females ages 10-14, again with the emphasis on family work as they integrate back into community-based services. 

We believe that discharge planning must contain an element of trauma specific treatment that is evident on care plans through 

discharge. 

 
Beacon is also collaborating with the Center for Children with Special Needs BRISC program, which was reinstated in June 2019. In 

order to build capacity in supporting individuals with Autism Spectrum Disorder, this program dedicates two beds to individuals 

with an Autism Spectrum Disorder at CCOH, provides training to milieu staff and individuals’ family, and supports the receiving 

in-home team assigned to this member. 

 
Solnit Inpatient Utilization 

Despite the COVID-19 pandemic, the authorization process was not altered for Solnit Inpatient Psychiatric Facility, therefore, data 

reported in Q2 ’20 can be viewed in its entirety. Discharges from Solnit Inpatient were steady throughout 2018, but then decreased 

in Q1 ‘19 by 34.5% from 29 to 19 discharges. As previously noted, a direct impact on discharges can be attributed to the 12-bed 

decrease for unit renovations at Solnit Inpatient. Upon completion of the required renovations, discharge volume did increase, but 

not to levels previously observed. There were 24 discharges in the first quarter of 2020. In Q2 ’20, discharge volume decreased by 

20.8% to 19 discharges. ALOS peaked in Q4 ’18 at 153.3 days and decreased to a low of 102.4 days in Q3 ’19. In Q2 ’20, the ALOS 

increased to 131.5 days. 

Consistent with prior years, Solnit continued 

to primarily serve adolescents between 

13-17 years old. While discharges in 2019 

were mostly from females, there was a shift 

in gender demographics from Q1 ‘20 to Q2 

’20, with males representing 57.9% of 

discharges. The ALOS for males and females 

were similar throughout most of the last 10 

quarters with the exception of Q1 ’20, when 

females stayed over two months longer on 

average. This trend also shifted from Q1 ’20 

to Q2 ’20 with males staying an average of 

142.5 days, 26.1 days longer than females. 

Figure 18: Solnit Inpatient Psychiatric Facility Average Length of Stay (ALOS) 

 

Discharge volume and ALOS for DCF-involved and non-DCF-involved youth followed a similar pattern over most of the last 10 quarters. 

While discharges from DCF-involved youth have trended down over this time period, this group remains overrepresented at Solnit 

inpatient, making up 47.4% of discharges while representing an estimated 4% in the total youth population.[10] 

 
Solnit Inpatient Discharge Delay 

From 2018 to 2019, the number of delayed discharges and cases at Solnit declined sharply, from a total of 19 delayed discharges 

throughout 2018 to just one in the first quarter of 2019. In the last semiannual submission, Beacon suggested that this was not a true 

reduction, but rather a change in staffing that resulted in the underreporting of discharge delayed youth at Solnit. Beacon has since 

provided staff reeducation, ensuring the accuracy of discharge delay reporting in current and future deliverables. 

[10] CTBHP’s 2018 Population Profile is the most up-to-date claims-based data describing the CT Medicaid population 
13

 

Despite the additional bed capacity created at 

The Village and CCOH, there continues to be a 

struggle with wait times for members 

awaiting PRTF placements. 
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While discharges from 

DCF-involved youth have 

trended down over this time 

period, this group remains 

overrepresented at Solnit 

inpatient, making up 47.4% of 

discharges while representing 

an estimated 4% in the total 

youth population. 

 
 

 

In Q1 ’20, there was one delayed discharge awaiting Other for 196 days. This increased the following quarter to four delayed 

discharges. Of these four adolescents waiting an average of 50.3 days, three were awaiting community PRTF and one was awaiting 

Solnit PRTF. In Q2 ’20, there were six delayed cases, meaning two adolescents were still awaiting recommended services at the 

start of Q3 ’20. Due to the COVID-19 pandemic, there was a reduction in the availability of resources post inpatient discharge, at 

times leading to longer wait periods prior to discharge. 
 

 

 
Recommendation 6: Continue to Hold PAR Meetings with Solnit Inpatient 

Beacon Health Options will continue the Solnit Inpatient PAR program in an effort to improve access to care and the quality of care 

for Medicaid youth. While average length of stay (ALOS), discharge delay, and readmissions post inpatient discharge will remain a 

focus, Beacon is also in the process of enhancing the Solnit Hospital PAR dashboard to explore additional metrics. These will include: 

 
● The ability to disaggregate all metrics by race and ethnicity 

● An added filter for youth in care 

● The addition of 7- and 30-day connect-to care rates 

● The comparison of hospital days and stays within 6 months pre Solnit Hospital stay versus 6 months post Solnit Hospital 

discharge 

 
Through the Solnit QM program, Beacon has also created a Solnit Server site in Tableau which is inclusive of the Solnit Hospital PAR 

dashboard. This will allow Solnit Hospital leadership to view the dashboard in real time, creating opportunities for continuous 

performance improvement. 

 
In addition, Solnit Hospital established a Quality Assurance Performance Improvement (QAPI) Committee that will meet monthly. 

This committee will be responsible for review of the PAR data on a semi-annual basis and identification of areas of opportunity and 

next steps. Projects identified by the QAPI will then be assigned to the hospital’s Steering Committee for follow up. The initial 

implementation of the QAPI Committee was put on hold due to the COVID-19 pandemic, requiring Solnit Hospital to shift resource 

allocation towards a heightened focus on infection prevention and needed programmatic restructuring to allow for continuity of 

treatment and safety of youth and staff. Despite the delay, Beacon and Solnit have now revisited this objective and are moving 

forward with identified next steps needed to commence the QAPI. 

 
The inpatient readmissions within 90 days post Solnit Hospital discharge remains high in Q1 & Q2 2020 at 22% (9 out of 41 

discharges). This percentage may continue to rise as the 90-day period post discharge is not yet complete for all youth that have 

discharged in Q2 2020. As identified in previous cycles, the majority of readmissions in Q1 & Q2 2020 are females (8 out of 9). 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. Solnit Hospital in collaboration with Beacon is exploring this cohort further and is in the 

process of finalizing a suicide/risk assessment dashboard. 

 
Psychiatric Residential Treatment Facility (PRTF) Utilization—Community and Solnit 

When the Boys & Girls Village closed their psychiatric residential treatment facility (PRTF) near the end of 2018, this resulted in two 

remaining community PRTF providers, Children’s Center of Hamden (CCOH) and The Village for Families and Children. Solnit PRTF is a 

state-run PRTF facility for adolescents ages 13-17 and has two locations in Connecticut—one that treats males (Solnit North) and one 

for females (Solnit South). 
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Figure 19: Solnit Delayed Discharge Volume 
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While the submission of authorizations was not adjusted for PRTFs in Q2 ‘20, COVID-19 did appear to have an impact on admissions 

in the second quarter of 2020. From Q1 ’20 to Q2 ’20, admissions decreased by 45% for all Community and Solnit PRTF providers, 

from 47 to 26 admissions. 

 

The number of PRTF discharges also decreased from Q1 ‘20 to Q2 ’20 for all PRTF providers. Meanwhile, ALOS decreased by 

approximately one month among Community PRTFs from 172.2 days in Q1 ’20 to 140.6 days in Q2 ’20, while ALOS increased for Solnit 

PRTF by approximately one month in this time, from 120.4 days to 148.2 days. 

Solnit PRTF serves primarily 13-17 year olds, while Community PRTF providers tend to 

serve more youth between the ages of three and 12. However, the percentage of 

Community PRTF discharges from 13-17 year olds increased in both quarters of 2020, 

which was driven by solely CCOH. This provider also only served males before increasing 

their scope and bed capacity in mid-December, 2019. In Q2 ’20, discharge volume for 

Community PRTF was identical for both males and females. Most discharges at Solnit 

PRTF were from males for most of the last 10 quarters, however, discharge volume in Q2 

’20 was also evenly split by gender and the ALOS was very similar at both campuses at 

153.8 days (Solnit South/11 females) and 142.6 days (Solnit North/11 males). 

 
 

Overall, White youth continued to be the largest racial 

group with 45.2% of the Community and Solnit PRTF 

discharges both quarters of 2020 while White youth 

comprised approximately 28% of the Medicaid youth 

population. While the majority of PRTF discharges 

were from non-Hispanic youth at 80.6% of discharges 

in Q1 and Q1 ’20 combined, the ALOS for Hispanic and 

non-Hispanic youth were similar over most of the last 

10 quarters. 

Figure 21: PRTF Discharges by Gender 

 
 

The discharge volume of DCF-involved youth decreased in 

the first two quarters of 2020, ending Q2 ’20 with 42.5% of 

discharges. Despite this reduction, DCF-involved youth 

continued to remain overrepresented as they made up 

approximately 4% of the youth Medicaid population [11]. In 

addition, DCF-involved youth consistently stayed longer 

than non-DCF involved youth for most of the last 10 

quarters and had a days per 1,000 rate of 114.5 compared 

with non-DCF involved youth with 3.3 days per 1,000 in Q2 

‘20.[12] 

 
 

[11] CTBHP’s 2018 Population Profile is the most up-to-date claims-based data describing the CT Medicaid population. 

[12] “DCF-involvement” includes any youth who is involved with the Department of Children and Families through any of its mandates. This includes youth 

committed to DCF through child welfare, and those dually committed. It also includes youth for whom the Department has no legal authority, but for whom 

DCF provides assistance through its Voluntary Services, Family with Service Needs and In-Home Child Welfare programs. In order to identify youth that are 

In-Home Child Welfare and Out-of-Home Committed, Beacon used a combination of the D and I/O identifiers as requested by State Partners. Please note that 

there are exceptions to the “Out-of-home Committed” status, however, the majority of youth with this status are out-of-home. 15 

 
 
 
 
 
 
 

Figure 20: Community and Solnit PRTF Admission Volume 

Figure 22: PRTF Discharges by Race 

COVID-19 did appear to have an 

impact on admissions in the second 

quarter of 2020. From Q1 ’20 to Q2 

’20, admissions decreased by 45% 

for all Community and Solnit PRTF 

providers, from 47 to 26 

admissions. 
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Beacon has observed that DCF involved youth are typically more complex given disruptions in the home environment requiring 

greater efforts to solidify permanency plans and supporting families with re-integration back into the community. While this 

disproportionate utilization is not surprising, the high level of need for PRTF services for DCF-involved youth remains evident. 

Psychiatric Residential Treatment Facility (PRTF) Awaiting Recommended Services — 

Community and Solnit 

After peaking at the end of 2019 with seven discharges awaiting recommended services, 

delayed discharges at Community PRTFs decreased the first two quarters of 2020, ending 

Q2 ’20 with two delayed discharges, both females under the age of 13 waiting for a total of 

127 non-acute days for “Other” services. At Solnit PRTF, delayed discharges also peaked at 

the end of 2019 with five discharges awaiting services. While this decreased to two delayed 

discharges in the first quarter of 2020, delayed discharges increased in Q2 ’20 to three 

adolescents awaiting recommended services (RTC/GH, Foster Care, and Community 

Services). 

 
Some of these delays are reflective of increased complexity in DCF involved cases, where permanency plans were more difficult to 

establish. In the first half of 2020, 66.7% of the delayed PRTF discharges were DCF-involved. Of those eight DCF-involved youth, five 

were awaiting foster care for an average of 100 days. It is worth noting that this information only captures the last reason for 

awaiting recommended services and a youth may have alternate planned treatment recommendations that the youth waited for 

prior to the final reason that was recorded at discharge. 

 
Recommendation 7: Continue the Solnit PRTF PAR Program 

Beacon Health Options will continue the Solnit PRTF PAR program in an effort to improve the quality of care and access to care for 

Medicaid youth. Areas of focus will include average length of stay (ALOS), awaiting recommended services, transfers from PRTF to 

hospital level of care and admissions to inpatient within 6 months post PRTF discharge. Beacon is also in the process of enhancing 

the Solnit PRTF PAR dashboard to explore additional metrics. These will include: 

 
● The ability to disaggregate all metrics by race and ethnicity 

● An added filter for youth in care 

● The addition of 7- and 30-day connect-to care rates 

● The comparison of hospital days and stays within 6 months pre Solnit PRTF stay versus 6 months post Solnit PRTF discharge 

 
Through the Solnit QM program, Beacon has also created a Solnit Server site in Tableau which is inclusive of the Solnit PRTF PAR 

dashboard. This will allow Solnit PRTF leadership to view the dashboard in real time, creating opportunities for continuous 

performance improvement. 

 
As discussed for Solnit Hospital, Solnit PRTF North and Solnit PRTF South have established Quality Assurance Performance 

Improvement Committees that will include oversight and review of the Solnit PRTF PAR data and identification of areas of 

opportunities and next steps. While there was a delay due to the COVID-19 pandemic, Solnit North PRTF has since restarted their 

QAPI meetings and Solnit South PRTF is now ready to move forward with identified next steps needed to commence the QAPI. 

 
The rate of transfers from Solnit South PRTF to the hospital in Q1 & Q2 2020 remains high at 32% (8 out of 25) after a brief dip in Q3 & 

Q4 2019 at 5%. Like Solnit Hospital, Solnit South PRTF 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. Solnit South PRTF in collaboration with 

Beacon is exploring this cohort further and is in the process of finalizing a suicide/risk assessment dashboard. 

Beacon has observed that DCF 

involved youth are typically more 

complex given disruptions in the 

home environment requiring 

greater efforts to solidify 

permanency plans and 

supporting families with 

re-integration back into the 

community. 
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Figure 23: Residential Treatment Center (RTC) Admission Volume 

 
Most RTC admissions in 

Q2 ’20 were male (75%), 

13-17 years old (87.5%), 

White or Unknown 

(each with 37.5%), 

non-Hispanic (87.5%), 

and had a primary 

language of English 

(100%). 

 
Therapeutic Group Home 

(GH) admissions continued 

to trend down for most of 

the last 10 quarters, 

peaking at 20 admissions 

in Q2 ‘18 and decreasing 

60% to eight admissions in 

Q2 ’20 

 
 

 

 

Residential Treatment Center (RTC) and Group Homes 

In-State Residential Treatment Center (RTC) admissions continued to decrease over time, reaching a low of seven admissions in 

Q2 ‘20 while out-of-state admissions remained low with just one admission in this time. Most RTC admissions in Q2 ’20 were male 

(75.0%), 13-17 years old (87.5%), White or Unknown (each with 37.5%), non-Hispanic (87.5%), and had a primary language of 

English (100%). 

 

 
 

While both in-state and out-of-state RTC admissions and discharges steadily declined, the ALOS for all RTC discharges varied, 

peaking in Q4 ’19 with 608.1 days before decreasing to 231 days in Q1 ’20. In Q2 ’20, ALOS increased to 478.1 days based on 10 

discharges. It is important to note the ALOS in Q4 ’19 was driven by one outlier with a total length of stay of 3,299 days 

(approximately nine years). With this outlier LOS removed, the ALOS was 481 days in Q4 ‘19. The outlier LOS was driving the ALOS 

for males, age group 3-12, Unknown race, Non-Hispanic ethnicity, English as a primary language, and DCF involved. 

 

Therapeutic Group Home (GH) admissions continued to trend down for most of the last 10 quarters, peaking at 20 admissions in 

Q2 ‘18 and decreasing 60% to eight admissions in Q2 ’20. Average length of stay varied over the last year and a half. In Q1 ’20, the 

ALOS was 441.4 days based on 11 discharges. The ALOS increased in Q2 ’20 to 605.8 days based on 13 discharges. 

 
 
 
 
 

 

 
Figure 24: Therapeutic Group Home Admission Volume 
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Autism Spectrum Disorder (ASD) Services 

Through the first quarter of 2020, authorizations continued to trend upwards for all ASD services. 

In Q1 ’20, Treatment Plan and Program Book Development was the most authorized service 

(26.4% of all ASD authorizations). It should be noted that Treatment Plan and Program Book 

Development can be authorized every 90 days or as needed to make updates to goals, objectives, 

and teaching materials which accounts for the higher authorization of this service over Service 

Delivery. 

The prior authorization process for ASD services was not altered in Q2 ‘20, and therefore is 

reportable. From Q1 to Q2 ’20, authorizations for ASD services decreased as many families and 

providers placed services on hold due to COVID-19 transmission concerns. While all ASD 

authorizations decreased in this time, most notably was Diagnostic Evaluation, which decreased 

35.5% from 335 authorizations in Q1 ’20 to 216 authorizations in Q2 ’20. Once telemedicine 

guidelines were put in place throughout the end of March and April 2020 for Autism Diagnostic 

Evaluations, Behavior Assessment, Service Delivery and Observation and Direction, requests for 

authorization of services resumed and numbers by the end of June returned to a more typical volume. 

 

Figure 25: Authorization Volume by ASD Service Class 

 
Overall, most youth accessing ASD services continued to be between the ages of 3-12, male, and non-DCF involved for all service 

classes. As noted in prior deliverables, the lack of bilingual Autism service providers was identified as a potential barrier to accessing 

services. The addition of primary language and Hispanic ethnicity data enables Beacon and the CTBHP to be better informed on the 

needs of these members/populations. In Q1 ‘20, English was the largest primary language across all ASD services. The percentage of 

Spanish as a primary language was overrepresented at 22.1% of Direct Observation and Service Delivery compared with 18.3% in the 

youth Medicaid population. Similarly, the percentage of a primary language other than English or Spanish ranged from a low of 2.1% 

(Diagnostic Evaluation) to a high of 2.6% (for both Behavioral Health Assessment and Treatment and Program Book Development), 

while Other primary languages made up just 1.8% of the youth Medicaid population. Regarding ethnicity, Hispanic youth were 

somewhat overrepresented in Diagnostic Evaluation at 28.4% in Q1 ’20 compared with 23.8% of the youth Medicaid population of 

that same time period. 

The volume of unique agencies providing Diagnostic Evaluation decreased from 28 in Q4 ’19 to 23 

in Q1 and ’20. All other ASD services were delivered by 57 unique agencies in Q1 and Q2 ‘20. It is 

important to note that some agencies are comprised of a solo practitioner, while others have 

several qualified providers affiliated; therefore, it is an under representation of the number of 

individual providers accessing authorizations. Family Strong and CT Children’s Specialty Group 

CCMC provided the most services in Q1 ’20, making up 60% of all diagnostic evaluations 

combined. These same two providers also have the largest number of qualified providers who 

speak Spanish. Due to the sharp decrease of authorizations for this service from Q1 ’20 to Q2 ’20 

due to COVID 19, there was a slight shift in high-volume ASD providers, with most authorizations 

for Direct Service Delivery coming from Able Home Health Care in Q2 ’20 with 107 total 

authorizations. 

The number of ASD 

providers continued to 

grow, increasing in 

individual service 

providers from 439 to 

460 in Q1 and Q2 of 

2020. 

From Q1 to Q2 ’20, 

authorizations for ASD 

services decreased as many 

families and providers 

placed services on hold due 

to COVID-19 transmission 

concerns. 

Through the first quarter of 

2020, authorizations 

continued to trend upwards 

for all ASD services. 
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Recommendation 8: Continue to Build Provider Access, Diversity, and Quality 

The number of ASD providers continued to grow, increasing in individual service providers from 439 to 460 in Q1 and Q2 of 2020. 

Once COVID-19 restrictions are lifted, Beacon will 

continue to outreach to community providers and 

offer support to community-based clinicians 

through a second set of CHDI trainings and 

continue with quarterly EMPS trainings to 

increase their comfort level in supporting high 

functioning, verbal individuals impacted by ASD. 

This also helps to increase the capacity of 

traditional outpatient therapy which is typically 

how individuals access medication management 

in the community. In collaboration with DCF, DDS 

and DMHAS, Beacon will also continue to provide 

statewide trainings for mobile crisis teams, first 

responders, and outpatient clinic clinicians. We 

have had ongoing discussions with DCF to more 

specifically target statewide EDTs and outpatient 

providers to develop their skill set in supporting 

individuals with an ASD. By continuing to grow 

the ASD Medicaid provider network, we look to 

continue to increase the connection to care rates 

and decrease the amount of time from referral to 
the Beacon ASD team for support and the first 

date of service with a provider. Figure 26: Cumulative ASD Individual Provider Enrollment 

 

In addition, Beacon remains dedicated to diversifying the provider network. Along with continuing to grow the provider network, 

Beacon is committed to working with agencies to encourage hiring of bilingual as well as ethnically and racially diverse clinicians and 

behavior technicians. Over the past two quarters, providers who access Autism Diagnostic Evaluation (ADE) authorizations are 

comprised of 18.5% Spanish speaking clinicians. Beacon regularly informs providers of members looking for services who do not 

speak English as their first language, resulting in providers hiring more diverse behavior technicians. The system continues to lack 

BCBAs and clinicians who speak other languages. 

To support the quality of services provided to Medicaid members, the 

ASD team collaborated with the BRISC team through The Center for 

Children with Special Needs to offer biweekly trainings and CEU 

opportunities targeted at supporting highly complex members and their 

families within the home setting during Q1 ’20 and Q2 ‘20. 

In conjunction with the documentation review as part of utilization management and authorization of services to ensure quality 

services are being delivered, chart reviews continue to be conducted remotely for those providers who maintain electronic medical 

records. Providers are made aware that, should the review team identify areas of concern 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. Due to the onset of COVID-19 in Q1 ’20, only one provider was assessed; Dr. Janet Burke’s 

agency had a weighted score of 88%. Two providers were assessed in Q2 ‘20 through remote chart review. Their averaged weighted 

score was 94.6% (with a range from 90.7% for Clifford Beers to 98.5% for A Brand New Day). One Quality Improvement Plan (QIP) was 

requested by a provider during Q2 ‘20. We continue to refine Beacon’s “onboarding” process to provide maximum support to new 

providers. Beacon provides outreach for newly enrolled providers to guide them through documentation standards, chart review 

expectations, and the authorization request process. As part of our commitment to the provider network growth and development, 

we have re-assigned Beacon’s Board Certified Behavior Analyst (BCBA) to take a lead role expanding the network. This new role is 

responsible for shaping providers who are not meeting regular Utilization Management (UM) standards and for developing a Provider 

Analysis & Reporting Program/Data Outreach Program for ABA Services process. Metrics proposed to be evaluated include 

connect-to-care rates, length of stay, and number of behavioral health ED visits for individuals receiving services. Provider meetings 

will first be scheduled to assess other areas of interest in which providers are evaluated. As part of a team with Provider Relations, 

the ASD Director and BCBA are developing a series of Webinar trainings for providers that will walk them through the process from 

point of showing interest in enrolling through their first concurrent review. 

Over the past two quarters, providers who access 

Autism Diagnostic Evaluation (ADE) authorizations 

are comprised of 18.5% Spanish speaking clinicians. 



YOUTH EXECUTIVE SUMMARY 

Quarters 1 & 2: January-June 2020 

 

 

 
 

 

Recommendation 9: Collect Data Regarding Authorization to First Claim: 

The number of ASD members receiving direct services continued to grow by approximately 156 youth 

in Q1 and Q2 of 2020, resulting in a total of 2,508 unique members connected to a provider for direct 

ABA service delivery. Service Delivery was severely impacted by restrictions during COVID-19 as 

providers and members have put services on hold especially throughout April and May of 2020. With 

the addition of telehealth guidelines, authorizations and services resumed, however, in limited 

capacity towards the end of May 2020. An additional twelve members were connected to Group 

Treatment services (ASG).[13]In 2019, Beacon began to collect data to show the length of time 

members are waiting to start services once connected to a provider by measuring the date of first 

authorization to the date of first claim for services. By collecting this information, Beacon is able to 

begin shaping the performance of network providers regarding timely service delivery. 

Process improvements that were implemented throughout 2019, designed to empower and assist families with reaching out to 

providers directly, has resulted in a decrease in wait times. In Q1 and Q2 2020, efforts continued to address the long wait times. In Q2 

’20, the Beacon BCBA outreached to providers to shape and educate them regarding Connect-to-Care (C2C) rates, the impact of 

requesting an authorization several weeks prior to the start of services, and length of stay. We have also modified how peer 

specialists or care coordinators support families by implementing a tiered approach to support. 
 

● Tier 1 : Includes resources by phone. 

● Tier 2 : Includes face-to-face support, outreach to resources, identification of referral options, and building natural 

supports for the family. 

● Tier 3 : Implements a Wraparound care coordination model to assist our members and families with the highest needs 

and complexities. 

● Tier 4: Provides support to the highest needs individuals who present to any emergency department in the state, added 

in Q2 ’20 with reallocated staff from the IRT pilot. 

 
Another shift through the UM process was to assign CCMs to manage an agency, versus individual members. This method of outreach 

has created a more efficient and uniform process across the provider network. Our goal is to decrease wait times and increase 

connection to appropriate services and show this through ongoing data collection. 

 
The ASD Member Connecting to Services measures the time between authorization for a service to first date of claim, also defined as 

the first date of service, in order to demonstrate how long a member is waiting for services to commence. This is measured for four 

different points while accessing services. It is important to note that the following measures use claims data, which has a lag time of 

approximately 3-4 months due to time permitted for billing. Therefore, Q2 ’20 data may be incomplete. 

1) Autism Diagnostic Evaluation Authorization to First Date of Service : This measure demonstrated a downward trend in 

wait times over the course of Q1 and Q2 ’20, starting at an average of 14.4 days in January 2020 and decreasing to an 

average of four days by the end of Q2 ‘20. 

 
2) CCM Referral to First Date of Behavioral Assessment (the date a CCM received all clinical information for a member 

signifying readiness to access a provider to the first date of service): Over the course of Q1 and Q2 ’20, the ASD team was 

working to encourage families to reach out directly to providers, therefore, there is an underrepresentation of member 

numbers as they would not be captured in the first data set. Data from January 2020 illustrated an average wait time of 

119.7 days to connect to a provider to initiate the behavior assessment. At the end of Q1 ‘20, this decreased to an average 

of 77.7 days. Wait times increased to 89 days by May of 2020, however, this is hypothesized to be a direct result of 

COVID-19, as this is a reversal of prior downward trends observed earlier in the year. 

 
3) Behavior Assessment Authorization to First Date of Service : This measure also saw an overall decrease in wait times, 

from an average of 17.5 days in January 2020 to 9.7 days at the end of Q2 ’20. 

 
4) S ervice Delivery Authorization to First Date of Service : The average wait time at the start of 2020 was 8.8 days. While 

the month of May showed a dramatic increase in wait time to 19.4 days, this increase is expected as members and providers 

had put services on hold due to the COVID-19 pandemic. 

 

 

[13] Note: this data comes from the ASD Monthly Review dashboard. The data feeding this dashboard is updated monthly, and data updates may impact 

prior months' numbers as well, so any numbers reported from the ASD Monthly dashboard in this deliverable may differ slightly from the numbers currently 

shown on the ASD Monthly dashboard. 20 

The number of ASD 

members receiving direct 

services continued to 

grow by approximately 

156 youth in Q1 and Q2 of 

2020, resulting in a total 

of 2,508 unique members 

connected to a provider 

for direct ABA service 

delivery. 
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Lower Levels of Care 

Due to the lifting of prior authorization for these levels of care, Q2 ’20 cannot be accurately interpreted. Outpatient services 

continued to be the highest authorized service among youth members (11,513 admissions), representing 88.1% of all admissions to 

lower levels of care in the first quarter of 2020. A seasonal pattern linked with the school calendar is consistent with prior youth 

quarterlies, with dips in the summer months (Q3) and peaks at the start of the calendar year (Q1). After Outpatient, the second 

most authorized service in Q1 ’20 was Intensive In-Home Child Adolescent Psychiatric Services (IICAPS), with 498 admissions 

(3.8%), followed closely by Intensive Outpatient (IOP) with 426 admissions (3.3%). Partial Hospitalization (PHP) and IOP also 

follow a similar seasonal trend related to the school calendar. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 27: Lower Levels of Care (LLOC) Admissions and Admissions per 1,000 

Recommendation 10: Continue to Explore Methods of Improving the Access, Quality, and Outcomes of Outpatient Clinic-Based 

Services and ECCs 

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

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

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

has the highest PMPM rate of all behavioral health services. Previous study by the CTBHP has demonstrated challenges with initial 

engagement, racial and ethnic disparities in access, and a paucity of data regarding outcomes attained. [14] The ECC program 

appears to have been successful at improving initial access to care but is widely regarding as offering questionable additional 

benefit despite significant effort and resources devoted to its continuation. 

Various strategies to improve access, quality and outcomes of outpatient clinics in general and ECC’s in 

particular have been recommended in the past including value-based care, use of measurement-based 

care, and the implementation of quality metrics for outpatient/ECC service. Recently, Beacon has 

engaged in preliminary discussions with DCF and their outpatient performance improvement center 

contractor CHDI, regarding the preferred strategy (ies) to improve the quality and consistency of 

outpatient clinic care. It is recommended that Beacon and the state partners engage in a reevaluation of 

recommended strategies towards the design of a pilot to achieve the goals set out above. Once an initial 

plan for a meaningful and feasible pilot is developed, Beacon could begin the work of introducing the 

project to stakeholders possibly through a performance target in 2021. 

Recommendation 11: Continue the Intensive Outpatient Provider Analysis and Reporting (PAR) Program 

In Q1 and Q2 ’20, CTBHP/Beacon successfully launched the Intensive Outpatient (IOP) Provider Analysis & Reporting (PAR) Program. 

Initial discussions were predicated on mutually agreed upon quality metrics embedded within the new IOP Tableau dashboard. 

Beacon’s Regional Network Managers, Clinical and Medical Affairs used these introductory meetings as a foundational first step to 

gain a system wide perspective of the IOP level of care, understand the vast variation in performance and begin to improve provider 

practice across the IOP network. 

In 2019, there were 19 IOP youth (ages 0-17) programs statewide. Of those, seven facilities represented 80% of the total volume of 

care delivered and comprised the IOP youth PAR Program. In 2019, youth PAR providers had a total of 1,223 episodes. The volume of 

episodes is largely driven by Natchaug Hospital, making up 580 of total episodes, followed by Yale New Haven Hospital with 207 

episodes. In terms of demographics, 45% of members were male, 55% female–with 38% in the 0-12 age group and 63% in the 13-17 

cohort. 

 

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

Connecticut Behavioral Health Partnership (CTBHP). 
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Across all quality metrics, treatment engagement 

demonstrates the widest variation in care. This 

performance metric is measured by the number of 

visits that occur within the ideal range of nine to 35 

visits, as defined by Beacon’s IOP clinical study and 

also includes a recommended length of stay of 22 to 84 

days. Beacon’s 2015 clinical study of IOP programs 

demonstrated that this range of nine to 35 visits by a 

Medicaid member statistically correlates with a 

corresponding lower rate of ED visits and a lower rate 

of use of higher level of care (HLOC). As such, the 

percent of episodes falling within this target range 

varied from 40.6% (Hartford Hospital) to 74.3% 

(Natchaug Hospital). Covering all providers, the 

average number of days to complete an episode of care 

ranged from 31.8 days (Prospect Manchester) to 91.9 

days (Lower Naugatuck Valley). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 28: Percent of IOP Episodes by Visits and Days 

While Beacon’s retrospective reviews, IOP clinical study, data analytics, and UM experience demonstrated the variation in service 

delivery for the IOP level of care, PAR discussions helped to shine light on the underlying contributing factors: lack of available 

services (prescribers and high wait times), member acuity, differences in hospital and community-based facilities, mental health vs. 

substance use disorder programs, specialty tracks, and the cadence of program sessions (e.g., 3 or 4-day per week program 

schedule). 

Other metrics evaluated during the PAR cycle included whether there was a behavioral health 

emergency department (BH ED) visit and/or admission to higher level of care (HLOC), 

including inpatient psychiatric, inpatient detox, and partial hospitalization during and after 

an IOP episode. On average, the highest rates of BH ED visits for youth were seen during an 

IOP episode, and ranged from 6.9% of episodes (Prospect Manchester) to 28.1% of episodes 

(Hartford Hospital)[15]. On average, the lowest rates of BH ED visits were seen within 7 

days of completion of an IOP episode, and ranged from 2.8% of episodes (Prospect 

Manchester) to 11.4% of episodes (Rushford)[16]. Several factors contributed to BH ED visit 

rates, including the provider’s relationship with EDs, acuity of members and referral sources. 

On average, the highest rates of HLOC utilization were seen within 30 days of completion of IOP episode, and ranged from 4.3% 

(Lower Naugatuck Valley) to 18.2% (Rushford). The majority of episodes utilizing HLOC were members admitting to inpatient 

psychiatric hospitals. Feedback from providers gathered during IOP PAR meetings indicated that in addition to low HLOC rates, 

providers consider strong engagement, consistent attendance, and success in harm-reduction strategies as markers of a successful 

IOP episode. 

 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 29: Higher Level of Care Utilization within 30 Days of IOP Episodes by Provider 

 

[15] Please note: Members must be continuously eligible in order to be counted during these time periods. 

[16] Ibid. 

Feedback from providers gathered 

during IOP PAR meetings indicated 

that in addition to low HLOC rates, 

providers consider strong 

engagement, consistent attendance, 

and success in harm-reduction 

strategies as markers of a 

successful IOP episode. 



YOUTH EXECUTIVE SUMMARY 

Quarters 1 & 2: January-June 2020 

23 

 

 

 
 

 

 

Providers with high levels of engagement shared best practices including providing round-trip transportation to the program 

(Natchaug) and use of a phone app to help members remain connected and share symptoms with the program after-hours 

(Rushford). Hartford Healthcare programs also follow their system’s best practice of follow-up calls post-discharge. 

Transportation was identified as a barrier for both IOP engagement and making successful connections to care post-discharge. 

Several IOP providers noted the inability of many families to provide transportation due to work schedules, lack of access to 

transportation and/or the need to care for other children. 

 
Another significant barrier to successful connect-to-care and discharge planning reported by several IOP providers is the lack of 

available medication management providers for children and adolescents. When medication management providers are identified, 

there are additional constraints (i.e. the child must see a therapist at the prescriber’s office for several sessions before referral to 

psychiatry), a delay that can result in returning to IOP. The RNMs encouraged IOP providers to collaborate with pediatricians and 

encourage the use of ACCESS Mental Health to bridge care until appropriate medication management can be obtained. 

 
As a follow-up to the first IOP PAR cycle, RNMs are planning a workgroup meeting to take place in the Fall. This will give further 

opportunity to promote continuity of care and improve practice across all identified metrics of the IOP program. 

 
Enhanced Care Clinics (ECCs) 

Following a seasonal pattern, total youth outpatient registration volume dipped in Q3 ’19 to 8,312 registrations before increasing 

22.9% to 10,219 registrations in Q1 ’20. Of those total youth registrations, 21.6% (2,211) were from Enhanced Care Clinics (ECCs). 

Demographic information was 

added to this data for the first 

time this year, enabling 

comparisons to be drawn 

between ECCs and non-ECCs 

membership utilization. For 

example, in Q1 ’20, 32.1% of the 

youth ECC registrations were 

from Hispanic youth while 24.4% 

of Non-ECCs identified as 

Hispanic. In addition, ECCs serve 

a greater percentage of youth 

between the ages of 3-12 (63.4% 

vs. 52.5%), DCF-involved youth 

(28.8% vs. 24.0%), and youth 

with a primary language of 

Spanish (17.5% vs. 13.5%). 
Figure 30: Youth Registration Volume for ECCs and Non ECCs 

In the first quarter of 2020, the percentage of total youth evaluations required to 

meet ECC access standards was 64.7%, consistent with prior quarters. The number of 

evaluations required to meet access standards is consistently higher for ECCs (1,722) 

compared to Non-ECC Freestanding Clinics (1,485) in Q1 ’20. Furthermore, ECC clinics 

continued to have higher rates of meeting the 95% access standards than non-ECC 

clinics. 

 
Recommendation 12: Re-Assess ECC Initiative 

Please see recommendation 10 regarding efforts to improve outpatient clinic 

services of which ECCs are a component. 
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youth ECC registrations were from 

Hispanic youth while 24.4% of Non-ECCs 
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Enhanced Care Clinics (ECC) 
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Summary includes analysis of both adults and youth 

Due to the COVID-19 pandemic, ECC standards were relaxed, invalidating the results for Q2 ’20 and will not be included in the 2020 

Annual Measure. 

 
Provider Compliance for Q1 ’20 

Routine Access compliance with the 14-day standard for the ECCs fell into the following categories: 

1. Met the access standard of 95%: 32 

2. ECCs falling below the 95% Routine Standard: 

● Clifford Beers: 93.33% 

● Klingberg Family Centers: 90.63% 

● Yale Child Study Center: 94.74% 

 
Urgent Access compliance with the 2-day standard for the ECCs fell into the following categories: 

1. Met the access standard of 95%: 31 

2. ECC falling below the 95% Urgent Standard: 

● Clifford Beers: 71.43% 

● Child and Family Agency SE CT (Groton): 33.33% 

● Village for Families and Children: 80.00% 

● Yale Child Study Center: 50.00% 

 
Emergent Access compliance with the 2-hour standard for the 35 ECCs fell into the following categories: 

1. Met the access standard of 95%: 35 

 
Interventions and Activities 

2019 Volume Exemptions: The following agencies failed a measure based on the Annualized Methodology for the year but qualified for a 

Volume Exemption: 

● Recovery Network of Programs 

● Yale Child Study 

● Connecticut Renaissance Stamford 

The following agencies did not qualify for a volume exemption. Therefore, upon reinstatement of PA, these agencies will go on 

probation with the expectation that they are required to pass the measure failed for two consecutive quarters. 

● Charlotte Hungerford – Adult 

● Charlotte Hungerford – Child 

 
Data Entry Errors: All agencies that did not meet the 95% access standard for the urgent or emergent measure in Q1 ‘20 were asked to 

review their data to verify whether those failures were data entry errors. No Q2’ 20 data entry errors will be reviewed as previously 

indicated. 

The following agencies had data entry errors approved for Q1 '20: 

● Child and Family Agency (New London) 

● Yale Child Study Center 

● Clifford Beers Clinic 

● The Village for Families and Children 

 
2020 Mystery Shopper Program: The following agencies were mystery shopped early in Q1 ’20. In March 2020, Mystery Shopper calls 

were suspended due to COVID. The announcement of this suspension was made and disseminated in CTBHP Provider Bulletin – PB 

2020-19. As a result of the temporary suspension of Mystery Shopper calls, no calls were completed in Q2 ’20. 

● Mid Fairfield Child Guidance Clinic – Passed 

● United Services – Passed 

 
Ongoing Follow Up Calls from Q3 & Q4 19 

● BH Care Shoreline – Passed 

● Intercommunity – Failed 

● Klingberg Family Services – Passed 

● Connecticut Renaissance Bridgeport – Failed 

Intercommunity and Connecticut Renaissance Bridgeport failed the first follow up call as noted above and have one pending follow up 

call. Since Mystery Shopper calls are suspended, they will receive their second follow up call once the public health crisis is declared 

over. 1 
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Change in Agency ECC Designation: 

The following agencies opted to give up their ECC designation bringing the total number of ECCs to 33 at the end of Q1 '20: 

● Southern CT Child Guidance: In January 2020, Southern CT Child Guidance merged with the Community Health Center, Inc. (CHCI) 

and as a result opted out of keeping their ECC designation since their three sites now fall under CHCI's scope as a Federally Qualified 

Health Center. 

● Catholic Charities Norwich: Effective June 30, 2020, Catholic Charities Norwich will cease to provide behavioral health services and 

therefore has opted out of their ECC designation. 

 
ECC Provider Conference Call: This call addressed the challenges ECC providers faced when transitioning to telehealth in response to 

the public health crisis. A brief summary of the highlights from the call are detailed below: 

● Providers experienced up to a 60% decrease in volume as they transitioned to telehealth. 

● Agencies adopted many different telehealth platforms to provide telehealth along with audio only sessions. 

● Identified segments of the population found it difficult to adapt to telehealth making the audio option critical to continuing 

services. 

● Providers reported a financial impact when moving to the telehealth platform that required the purchase of laptops along with 

required HIPAA compliant and VPN licenses. 

● Providers expressed concerns around the uncertainty of telehealth continuing after the public health crisis is declared over and 

questioned in what format it will be retained. 

● Some telehealth best practices demonstrated by providers were identified as: 

a) The adoption of a virtual call center with access to all open slots so that appointments can be booked immediately. 

b) The creation of ‘virtual rooms’ on site where members can come in and use technology for telehealth appointments. 

c) The creation/design of a telehealth team as a part of a holistic approach to care. This team consists of a recovery coach, therapist 

and an MD or nurse. This ensures that a member’s social determinants of health, clinical/therapeutic and medical needs are addressed 

using an interdisciplinary team approach. 

 
ECC Agency/State Agencies Activity in Q1 and Q2 ‘20: 

● PB 2020-19 CMAP COVID-19 Response - Enhanced Care Clinic Access Requirements: This provider bulletin was developed by Beacon 

and the state agencies in order to address what ECC measures and expectations were to be temporarily suspended as a result of  the 

COVID-19 public health crisis. 

● Relaxation of Annual Methodology for Q2 '20: As a result of the temporary relaxation of the ECC access measures as cited in the 

above bulletin and the temporary relaxation of the Prior Authorization requirement (PB 2020-33), Q2 '20 will be excluded from Annual 

Measure calculations for 2020. 

 
Q1 and Q2 ‘20 Meetings 

ECC Operations: The standard monthly meetings were held as well as additional ad hoc meetings to address the following ECC issues:  

● Moves, merges, and adding or closing of ECC locations 

● Changes in ECC designations 

● Billing Issues 

● Mystery Shopper Calls and Corrective Action Plans 

● Data Entry Errors 

● Creation of ECC Provider Bulletin to address temporary changes in expectations around provider performance 

● ECC Contingency Plans 

● ECC Provider Conference Call – agenda items and debriefing of call 

● Current ECC capacity deliverable item in SUD grant 

● Annual Measure and Volume Exemptions 
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