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Methodology 

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

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

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

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

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

methodology will be revisited. 

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

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

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

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

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

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

groups. 

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

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

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

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

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

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

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

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

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

eligibility form. 

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

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

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

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

General Overview 

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

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

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

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

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

that had not been analyzed previously. 

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

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

and average length of stay (ALOS). 

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

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

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

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

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

recommendations. 
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Introduction 

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

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

examine the impact of combinations of dimensions on utilization (for example, by Hispanic ethnicity, age, or 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 workbooks for this annual report, including additional 

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

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

analyzing demographics that are known indicators 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, new  

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

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

 
Impact of COVID-19 on Utilization and Membership Data 

As a result of the enormous impact of the novel coronavirus (COVID-19), Connecticut made changes to Medicaid enrollment, 

including suspending the timeframes for renewal for current beneficiaries during a federally-declared public health emergency. 

Benefits which were scheduled to end in March and April were automatically extended through the rest of the calendar year 2020 . 

This health care policy change may have impacted membership reporting for 2020. HUSKY Health also developed an eligibility 

package specifically for COVID-19 testing, which includes expanding eligibility to uninsured residents of any income level, covering 

both citizens and qualifying non-citizens for testing and testing-related provider visits that occur from March 18 through the end of 

the pandemic.[2] This benefit is exclusively managed by Community Health Network (CHN). Beacon will not receive this data and, 

therefore, cannot report on it. 

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

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

authorization (PA) requirements for many of the behavioral health (BH) services discussed in 

this report. This interim measure for select BH services – most notably community inpatient 

hospitals and lower levels of care – went into effect for dates of service on or after April 1, 

2020. As this Medicaid utilization report uses authorization-based data, the calendar year 

2020 cannot be accurately interpreted for the levels of care where PA was lifted. 

 
For levels of care not impacted by the temporary authorizations modification (e.g., autism spectrum disorder (ASD) services), the 

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

transmission, the need to social distance, the restriction of non-emergency services, etc. Therefore, all graphs and tables in the 

accompanying Tableau dashboards include a red reference line indicating both the start of the “Temporary Effective Period” as it  

relates to change in prior authorizations, as well as the actual impact of COVID-19 on behavioral health services. 

Total Membership 

For calendar year 2020, the Connecticut Medicaid membership, including dually eligible members, remained steady, having 

decreased by 0.2% from 997,255 members in 2019 to 995,389 members in 2020. However, when viewed on a quarterly level, it is 

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

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

through the end of the calendar year. 

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

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

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

youth membership since 2016. 

 
 
 
 

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

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

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

(COVID-19). HUSKY Health. Available at: https://portal.ct.gov/HUSKY/Special-information-and-resources-for-HUSKY-Health-mem- 

bers-about-coronavirus. 

1 
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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. 
 

Figure 1: Connecticut Medicaid Total Membership by Quarter 
 

Membership Demographics 

To provide context for demographic comparisons for the Connecticut Medicaid population 

served by CT BHP, the following section begins by describing the Connecticut population 

as a whole, the total youth and adult Connecticut Medicaid population in CY 2020, and 

then the youth Medicaid population of members between the ages of 0-17. According to 

the most up-to-date 2019 census data, there are an estimated 3.56 million people living in 

Connecticut. Among whom 20.4% are under the age of 18, 51.2% are female, and nearly 

80% are White.[3] 

In the 2020 annual membership and utilization report, there were 995,389 adult and youth 

Connecticut residents enrolled in Medicaid – an estimated 28% of the state’s population. 

Youth ages 0-17 accounted for 35.8% of members, overrepresented in the Medicaid 

population as this group makes up 20.4% of the Connecticut population. Children ages 

3-12 were the largest age group among all Medicaid members in 2020 at 19.7%. Female 

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

compared to 51.2% in the overall Connecticut population. The largest racial group in 2020 

was from members without a known race at 42.6%, while Hispanic members made up 

20.5% of total members, an overrepresentation compared with 16.9% of the Connecticut 

population. The most common primary language spoken by adult and youth Medicaid 

members was English at 85.0% followed by Spanish at 13.6%. 

 
 

Figure 2: Connecticut 2019 Census 

Population Estimates 

The youth Medicaid population excluding duals continued to be comprised mostly 

of 3-12 year olds (55.1%), however, this age group decreased slightly by 1.6% from 

2019 to 2020 while members between the ages of 13-17 saw an increase of 1.8% in 

this time. Youth membership by gender was steady over time and nearly evenly 

split in 2020 with 51.0% male versus 49.0% female members. 

 
 
 

[3] U.S. Census Bureau. (2019). QuickFacts, Connecticut. Available at: https://www.census.gov/quickfacts/CT 2 
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English was the predominant primary spoken language by 

youth members at 80.2% followed by Spanish at 18.1%. 

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 3: Percent of Youth Members by Primary Language in CY 2020 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
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 race group  

continued to rise over time. In 2020, more than half of the youth Medicaid population’s race is Unknown  

(50.7%). Having a large group of unknown race hinders efforts to identify and reduce health disparities, as 

we cannot know if the Unknown group is evenly distributed among all racial and ethnic groups, or if certain 

groups are more likely to opt out of responding. As a result, Beacon has taken strides in updating its race 

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

adult and youth semiannual membership and utilization reports. 

This is the first annual analysis of membership and 

utilization where Hispanic ethnicity has been 

separated from race, which provides a new layer of 

analysis as we broaden the demographics on which we 

are able to report. The Hispanic ethnicity of youth 

members with an unknown race was 27.5% in 2020. 

White members continued to be the largest known 

racial group at 28.1%, of whom 23.3% identified as 

Hispanic. Black youth decreased slightly to 17.4%, with 

14.3% being of Hispanic ethnicity. Asian members were 

steady at 2.9% of youth membership with 5.3% being 

of Hispanic ethnicity, and all other races made up less 

than 1%, with 29.8% identifying as Hispanic. 

When viewing total youth membership by ethnicity, of 

those who identified as Hispanic in 2020: 59.7% did not 

have a known race, 28.1% identified as White, 10.7% 

identified as Black, while Other races and Asian made 

up 0.9% and 0.7%, respectively. It also appears that 

Hispanic ethnicity has been gradually decreasing in the 

Medicaid population over time, from 91,518 members 

in 2017 to 83,302 members in 2020, a decrease of 

nearly 9% (8,216 fewer members). 
Figure 6: Percent of Youth Members by Race within 

Hispanic Ethnicity in CY 2020 
 

 

3 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 4: Annual Youth Membership Volume by Race 

 
 
 
 
 
 
 
 

Figure 5: Percent of Youth Members by Hispanic Ethnicity within 

Race in CY 2020 
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As stated in the last semiannual submission, COVID-19 had an enormous impact on racial health disparities across the United States 

and within the state of Connecticut. In some areas of the country, Black and Hispanic populations are over twice as likely as 

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

experienced disproportionately higher rates of infection and serious complications, and may also have been disproportionally  

affected by the economic complications of COVID-19.[5][6] This warrants continued vigilance with regards to monitoring racial and 

ethnic disparities and their impact on behavioral health in the Medicaid membership in Connecticut. 

Benefit/DCF Membership 

The vast majority (93%) of youth Medicaid members in Connecticut 

continued to be part of the HUSKY A Family Single benefit group 

(339,164 members in 2020). The second largest benefit group for 

youth was HUSKY B, which declined by 10.3% from 27,890 members 

in 2019 to 25,031 members in 2020. 

 

“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. 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. When viewing DCF involvement in this report, please note that 

membership and utilization data in 2017 cannot be interpreted due to anomalies in the eligibility file received at that time. 

 
From 2019 to 2020, DCF involvement saw a noteworthy decrease – a reduction of 

24% (3,608 members). In 2020, there were 11,441 DCF-involved youth, the lowest 

volume observed by Beacon to date. 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 after the onset of the 

COVID-19 pandemic was much lower than volumes typically observed. The reduction 

of DCF involvement, specifically in the last three quarters of 2020, 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] 

 

In 2020, DCF-involved youth membership 

consisted of mainly 3-12 year olds (53.5%) 

with slightly more male members than 

females (51.1% versus 48.9%). Nearly half of 

DCF-involved youth had an Unknown race 

(47.7%). Of the Unknown group, 24.2% 

identified as Hispanic. Asian youth were 

least represented among DCF-involved youth 

at 0.7% compared with 2.9% in the youth 

Medicaid population. Most DCF-involved 

youth were a part of the In-Home Child 

Welfare group (7,879), followed by the 

Out-of-Home (4,516) membership group. 

 
 

Figure 7: Annual DCF Membership Volume [8] 
 

 

 

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

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

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

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

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

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

parts. 

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

https://www.brookings.edu/research/what-covid-19-means-for-americas-child-welfare-system/ 

[8] The line graph excludes CY 2017 due to the DCF indicator anomaly 4 
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children were minimized due to school 

and daycare closures. 

In Connecticut, Black, Hispanic or Latino, and 

indigenous populations experienced disproportionately 

higher rates of infection and serious complications, and 

may also have been disproportionally affected by the 

economic complications of COVID-19. 

http://www.healthaffairs.org/doi/10.1377/hlthaﬀ.2020.00897
http://www.ctdatahaven.org/reports/covid-19-connecticut-data-analysis
http://www.brookings.edu/research/what-covid-19-means-for-americas-child-welfare-system/
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Per-Member-Per-Month (PMPM) 

Background: 

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

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

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

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

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

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

Level of Care CY 2016 – 2020.” 

 
The following PMPM analysis and reporting is claims-based. In the fall of 2020, Beacon presented[9] and submitted to the State 

Partners a significantly enhanced PMPM dashboard. The enhancements within the November 2020 deliverable included: 

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

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

● provided month, quarter, and year time parameters; 

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

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

● added a primary diagnostic indicator to help stratify claims with a primary diagnosis of neurocognitive disorders and 

neurodevelopmental disorders; 

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

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

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

to the current deliverable: 

● added a telehealth indicator; 

● added the CY 2020 claims data to the dataset; 

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

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

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

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

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

notifications of when the Tableau PMPM data refreshes and new quarterly data becomes available. 

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

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

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

 
Methods: 

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

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

12 member months.[10] The PMPM analysis helps to ‘standardize’ the utilization analysis by accounting for fluctuations and 

changes in membership from month-to-month. 

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

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

following four criteria: 

● a behavioral health primary diagnosis; 

● a CT BHP prior authorization number on the claims; 

● a select behavioral health service that is easily identifiable by a specific procedure code or revenue center code (e.g., intensive 

outpatient services); or 

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

[9] Core presentation October 29, 2020 

[10] Beacon uses the 15th day of every month as the anchor date to determine if a member was eligible for that month 
5
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Through an iterative process over several years, Beacon in collaboration with the State Partners developed and refined the level of 

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

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

table below. [11] 

 
 
 
 
 
 
 
 
 
 

 
Figure 8: PMPM Behavioral Health Levels of Care 

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

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

neurodevelopmental primary diagnosis, telehealth, assigned level of care, and higher versus lower level of care categorization) 

to allow the State Partners to dynamically interact with the dashboard and explore the data and identify utilization patterns. 

This resulted in a dataset with over nine million rows of data. 

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

end-user to aggregate the data by month, quarter, and year. For the purpose of this narrative deliverable, we will be examining 

trends of select levels of care and demographics at the annual level in order to mitigate any possible seasonality effects in  

utilization of services. 

Analytic Approach: 

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

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

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

available. All data for all levels of care are available within the interactive dashboard published to the Client Partners Tableau 

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

Results: 

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

-11.51% from CY 2019 ($71.59) to CY 2020 ($63.35).[12] After reaching a high at $232.24 million in total expenditures in CY 2019, 

select behavioral health expenditures decreased -9.61% ($209.93 million) in CY 2020. 

Inpatient Psychiatric Acute. The PMPM for youth [13] inpatient psychiatric acute decreased from CY 

2019 ($8.46) to CY 2020 ($7.75) by -8.37% and decreased in total expenditures by $1.76 million. The 

PMPM decreased across all youth race categories; however, the magnitude of the decrease varied 

between -82.82% (Native American/Alaskan Native) and -0.58% (Unknown). The highest PMPM in CY 

2020 was at $11.85 for youth Pacific Islander, followed by White youth ($9.47) and Black youth ($8.00). 

In terms of absolute expenditures, the Unknown race category had the highest at $7.83 million, 

followed by White youth at $7.46 million and Hispanic youth at $5.62 million. Female youth had a 

higher total expenditure ($14.80 million) than male youth ($10.90 million), had a higher PMPM ($9.12 

versus $6.44) and a smaller PMPM decrease from CY 2019 to CY 2020 (-3.37% versus -14.41%). 
 

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

care reference table to change ‘detoxification’ to ‘withdrawal management' in the next iteration of the PMPM. 

[12] Selected services included Autism Services, Detoxification Inpatient Freestanding, Detoxification Inpatient Medical, Home 

Health, IICAPS, Inpatient Medical BH Services, Inpatient Psychiatric Acute, Inpatient Psychiatric State, IOP, Methadone 

Maintenance, Other Home Based Services, Outpatient BH Services, PHP EDT, PRTF Community, PRTF State and also included 

Neurodevelopmental=’All’ given the inclusion of Autism Services. 

[13] For this analysis, youth are 3 – 17 year old and we excluded claims that had a primary diagnosis of a neurodevelopmental or a 

neurocognitive disorder. 6 
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There was an 18.93% 

increase in the PMPM for 

Other Home-based Services 

from CY 2019 to CY 2020 with 

a total expenditure at $2.35 

million in CY 2020 compared 

to $1.94 million in CY 2019. 

 
 

 

Intensive Outpatient. The youth IOP PMPM decreased by -43.45% from CY 2019 ($1.13) to CY 2020 

($0.64). There was a $1.55 million decrease in total expenditures or a decrease of -42.24% from CY 2019. 

Out of the $2.12 million total expenditure for youth IOP in CY 2020, 25.46% had a telehealth indicator. All 

youth race categories decreased in their PMPM from CY 2019 to CY 2020; however, the decrease ranged 

from -58.10% (Native American/Alaska Native) to -11.17% (Multiracial). Stratified by race and telehealth 

utilization, Native American/Alaskan Native had the highest relative percent of expenditures at 72.05%, 

followed by Asian (32.31%) and Unknown (30.59%).[14] Both male and female youth had a decrease in 

their IOP PMPM (-49.84% and -39.18%, respectively), with female youth having a higher IOP PMPM at 

$0.84 versus $0.45 in CY 2020. Stratified by telehealth utilization, female youth had a higher relative 

percent of expenditures at 27.62% compared to male youth, at 21.56%. 

 
Partial Hospitalization (PHP)/ Extended Day Treatment (EDT). The PMPM for youth PHP/EDT 

decreased by -58.38% from CY 2019 ($1.30) to CY 2020 ($0.54) with an absolute expenditure decrease 

of $2.42 million. Out of the $1.79 million of expenditures for youth PHP/EDT services in CY 2020, 

16.39% were for telehealth services. Stratified by race, all youth race categories decreased in their  

PMPM from CY 2019 to CY 2020, ranging from -17.86% for Pacific Islander to -65.10% for Unknown. 

Black youth had the highest relative percent of expenditures for telehealth PHP/EDT at 31.99% 

followed by Multiracial at 22.15% and Hispanic at 15.04%. Stratified by sex, males had a greater  

decrease in their PMPM at -60.96% compared to females at -55.66%. Male youth had a higher relative 

percent of expenditures for telehealth PHP/EDT at 23.95% compared to female youth at 9.37%. 

 
IICAPS. There was a -19.78% decrease in the PMPM for IICAPS from CY 2019 to CY 2020 with a 

total expenditure at $13.09 million in CY 2020: down $-2.89 million from CY 2019. Of the total 

expenditures for IICAPS in CY 2020, 60.14% were for telehealth. Most race categories decreased 

in their PMPM ranging from -34.54% for Black youth to -6.87% for Unknown youth. Asian youth 

had the highest relative percent of expenditures for telehealth IICAPS at 78.62% followed by 

Hispanic youth at 62.83%. Female youth had a higher PMPM in CY 2020 at $4.28 compared to male 

youth at $3.63 and male youth had a greater relative percent decrease at -22.22% than female 

youth at -17.50%. Female youth had a higher relative percent of expenditures for telehealth 

IICAPS at 62.62% compared to male youth at 57.33%. 

Other Home-based Services. There was an 18.93% increase in the PMPM for Other Home-based Services from CY 2019 to CY 2020 

with a total expenditure at $2.35 million in CY 2020 compared to $1.94 million in CY 2019. Of the total expenditures for Other 

Home-based Services in CY 2020, 69.23% were for telehealth. Stratified by race category, most race categories increased in their 

PMPM ranging from +186.53% to +4.08%, with the exception of Black and Native American/Alaskan Native in where the PMPM 

decreased by -13.57% and -75.20%, respectively. Most race categories had a majority of their relative total expenditures for 

telehealth. Female youth had a higher PMPM increase than male youth; 24.25% compared to 15.05%, respectively. Both male 

(69.42%) and female (68.99%) youth had about the same relative percent of expenditures for telehealth. 

 

Figure 9: PMPM for Other Home-Based Services for Youth Members (Ages 3-17) 
 

[14] Relative percent means it is relative to that sub-population’s expenditures (i.e., the denominator of the percent is the 

expenditures of the Native American/Alaskan Native sub-population) as opposed to an absolute percent which would reference the 

denominator be the total expenditures for the entire population. Using a relative percent allows us to compare percentages of 
7

 

telehealth utilization across demographic sub-populations 

There was a -19.78% 

decrease in the PMPM 

for IICAPS from CY 2019 

to CY 2020 with a total 

expenditure at $13.09 

million in CY 2020: down 

$-2.89 million from CY 

2019. 

Stratified by race, all 

youth race categories 

decreased in their 

PMPM from CY 2019 

to CY 2020, ranging 

from -17.86% for 

Pacific Islander to 

-65.10% for Unknown. 

 
The youth IOP 

PMPM 

decreased by 

-43.45% from 

CY 2019 ($1.13) 

to CY 2020 

($0.64). 
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Outpatient Behavioral Health Services. There was an -9.03% decrease in the PMPM for Outpatient 

Behavioral Health Services from CY 2019 to CY 2020 with a total expenditure at $58.63 million 

compared to $63.09 million in CY 2019. Of the total expenditures, 58.64% were for telehealth services. 

Stratified by race category, most race categories decreased in their PMPM ranging from -19.99% for 

Native American/Alaskan Native to -4.02% for White youth. Two race categories increased in their 

PMPM—Asian (+9.83%) and Pacific Islander (+5.27%). All race categories had the majority of their 

relative total expenditures for Outpatient Behavioral Health Services telehealth ranging from 55.17% 

(Pacific Islander) to 65.06% (Asian). Male youth had a greater decrease in the PMPM (-16.14%) 

compared to female youth (-3.48%) for outpatient behavioral health services. Female youth had a 

higher relative percent of expenditures for telehealth at 60.64% compared to male youth, 55.71%. 

Inpatient Psychiatric Facility Utilization (IPF) – Excluding Solnit 

Prior authorization was not required for community psychiatric hospitals effective April 1, 2020 in response to the COVID-19 

pandemic, therefore, CY 2020 data cannot be accurately interpreted and will not be included in this report. Please see the Q1 and Q2 

2020 semiannual submission for historical data. 

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

The Regional Network Managers (RNMs) continued to conduct Provider Analysis and Reporting (PAR) meetings with pediatric 

inpatient psychiatric facilities (IPF) to maintain the focus on improving access and quality of care for Medicaid youth. Adjustments 

were made due to the impact of the COVID-19 pandemic and the subsequent lifting of prior authorization (PA). The PAR meeting 

format was modified for hospitals no longer required to submit PA, accordingly, PAR discussions for these inpatient psychiatric 

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

to assess and understand provider performance. Areas of focus for the second half of 2020 included average length of stay (ALOS), 

readmission rates, discharge delay, the continued impact of COVID-19, and the promotion of best practice for trauma-informed 

care. 

Consistent with previous PAR discussions, system throughput continued to emerge as 

a contributing factor driving ALOS, a trend aggravated by the operational challenges 

induced by the pandemic. As such, providers cited difficulty accessing lower levels of 

care and psychiatric residential treatment facility (PRTF) placements. While many 

outpatient providers shifted to telehealth, some levels of care, such as partial 

hospitalization (PHP)/intensive outpatient (IOP), were temporarily suspended, while 

congregate care settings, such as PRTF, operated with reduced capacity. 

Issues of throughput and discharge delay will remain a focus during PAR discussions in 2021. To this end, a meeting was convened 

in the spring with leadership from pediatric inpatient units, emergency departments (EDs), and representatives from the 

Department of Children and Families. The focus of this forum was to better understand the systemic factors contributing to 

discharge delay, long ED wait times, and the “too-acute” phenomenon (i.e., provider reporting they cannot admit a youth because 

their clinical presentation and/or needs are “too acute”). This meeting was designed to build upon conversations that began in 

2019. 

 
Providers continued to report the rising acuity in youth, a trend observed previously and exacerbated by the COVID-19 pandemic. 

In response to the rising acuity and increasing rates of trauma in youth, Natchaug Hospital and the Institute of Living (IOL) at 

Hartford Hospital collaborated to implement a trauma-informed care approach on their respective units. To support replication of 

the Natchaug/IOL model across other pediatric hospitals, a workgroup meeting was convened in the fall of 2020, wherein this 

model was highlighted as a best practice in the assessment and treatment of trauma. This workgroup also featured an expert  

speaker, Dr. Maysa Akbar, who presented on the topic of “urban trauma” and the trauma that youth of color experience simply by 

virtue of being a person of color. These conversations will continue in 2021 as part of an ongoing strategy to address health 

disparities within the behavioral health system. 

 
Using PAR meetings, the RNM team began conversations with pediatric hospitals specific to protocols for the screening,  

assessment, and subsequent treatment of substance use disorders (SUD). Data from other pediatric levels of care (EDs and IOPs) 

indicate that SUD is likely underreported in youth populations. PAR meetings revealed that there is inconsistency across units with 

regard to the assessment and treatment of substance use. As such, SUD screening will be incorporated into the strategy across all 

youth PAR programs in 2021. Through workgroups, PAR and ad hoc system enhancement meetings, Beacon's RNMs, Medical, and  

Clinical teams will continue to drive progress toward delivering comprehensive, equitable, and consistent care for Connecticut 

Medicaid youth. 

While many outpatient providers 

shifted to telehealth, some levels of 

care, such as partial hospitalization 

(PHP)/intensive outpatient (IOP), were 

temporarily suspended, while 

congregate care settings, such as PRTF, 

operated with reduced capacity. 

 
There was an -9.03% 

decrease in the PMPM for 

Outpatient Behavioral 

Health Services from CY 

2019 to CY 2020 with a 

total expenditure at 

$58.63 million compared 

to $63.09 million in CY 

2019. 
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Recommendation 2: Monitor Impact of the 

Youth Inpatient Bypass Program 

The enhanced Bypass criteria was established in 

2019 and continued in 2020. The Bypass metrics 

rely on both authorizations and claims to 

calculate providers’ performance. With the 

onset of the COVID-19 pandemic and prior 

authorization requirements being lifted April 1, 

2020, evaluation of performance was halted 

mid-year after results for Q1 ‘20 data was 

shared with the providers in July 2020. 
Figure 10: Bypass Tier Requirements and Authorization Process 

 
The statewide results based on youth Q1 ’20 discharges were the following: 

 
● The 7-day readmission rate was 2.19%, relatively stable from 2.14% in Q4 ‘19 

● The discharge form completion rate within 2 days was 92.83%, a decrease from 95.31% in Q4 ‘19 

● The percentage of behavioral health emergency department (BH ED) visits within 7 days post IPF discharge was 5.17%, 

a decrease from 6.74% in Q4 ‘19 

● The statewide predicted ALOS was 12.00 days, a slight decrease from 12.18 days in Q4 ‘19 

● The statewide actual ALOS was 12.15 days, unchanged from Q4 ‘19 

● The bed-tracking rate was 94.94%, a decrease from 96.25% in Q4 ‘19 

 
The Q1 ‘20 youth bypass evaluation concluded with all seven providers being included in the Bypass Program, with five providers 

on Tier 1 (71%) and the remaining two providers on Tier 2 (29%). 

 
 
 

Figure 11: Youth Bypass Results for Q1 2020 

 
By the final evaluation period for 2020, there were no pediatric providers in the lowest tier and there was an increased percentage 

of providers in Tier 1. The tier in which providers achieved based on Q1 ’20 discharges was the tier that they were placed in  

effective August 3, 2020. Providers will remain in this tier until PA is reinstated. In PAR meetings that were held during Q4 ‘20, 

providers were given preliminary data around predicated ALOS as compared to their actual ALOS if they were submitting PAs. 
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Inpatient Discharge Delay 

Prior authorization was not required for community psychiatric hospitals effective April 1, 2020 as a response to the COVID-19 

pandemic, therefore, discharge delay data from these hospitals in CY 2020 cannot be accurately interpreted and will not be included 

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

 
Recommendation 3: Continue Weekly Discharge Delay Rounds to Discuss Members on Discharge Delay 

Beacon intensive case managers (ICMs), Clinical and Medical Affairs departments, and the representatives from state agencies 

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 youth is awaiting as well as discussion to ensure ongoing treatment and 

concurrent planning by the current provider. Beacon child 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, Beacon currently hosts weekly Complex Rounds to focus on youth who are struggling with complex challenges that may 

not need services 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 a higher level of care. These meetings are attended by the assigned child ICM, 

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 who no longer met criteria for an inpatient level of care and were 

assessed as stable enough to be discharged home with additional enhanced community supports while awaiting PRTF admission. In 

an effort to provide a COVID-19 safe treatment environment, PRTFs temporarily prioritized admissions for youth who were 

currently in a contained environment and tested negative for the virus. Some PRTFs also reduced their census to allow for s ingle 

rooms and social distancing to limit possible exposure. Additionally, there were times when the programs were unable to take new 

admissions due to COVID-19 exposures or confirmed cases on the units for either staff or youth in care. As a result, severa l youth 

were awaiting access to PRTF level of care in the community. In an effort to support these youth and families, Beacon 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 December 31, 2020, 

there were a total of six youth who were referred for PRTF while in the community and were placed in inpatient while awaiting 

PRTF. There were 19 youth who were re-admitted into an inpatient facility while awaiting PRTF during the 2020 calendar year. 

 
Recommendation 4: Increase PRTF Capacity 

Beacon continues to track waitlists of youth referred to PRTF level of care while 

ICMs offer ongoing support and coordination with the PRTF providers to address 

barriers to youth discharging and to ensure timely access to those awaiting 

services. Over the past year, we have experienced significant shortages in PRTF  

capacity. This resulted in children experiencing longer stays in inpatient programs 

and delays in admitting children being maintained in the community. Beacon, in 

conjunction with DCF and DSS has met with providers who expressed interest in 

potentially adding a PRTF offering under their current continuum. 

Beacon continues to recommend that each of the PRTF units develop or enhance capacity to accommodate youth with lower IQs, 

behavioral dysregulation, and trauma while incorporating 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 clinically expand would be enhanced training on evidenced-based trauma treatment with the emphasis on 

family work as they integrate back into community-based services. Beacon believes that discharge planning must contain an element 

of trauma specific treatment that is evident on care plans through discharge. 

Beacon continues to recommend that 

each of the PRTF units develop or 

enhance capacity to accommodate 

youth with lower IQs, behavioral 

dysregulation, and trauma while 

incorporating a family component to 

support treatment gains as they 

transition to community-based services. 
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Solnit Inpatient Utilization 

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

data reported in 2020 can be viewed in its entirety. Discharges from Solnit Inpatient were steady throughout 2018, but then 

decreased in 2019 by 26.3% from 118 to 87 discharges due to unit renovations at Solnit Inpatient. Upon completion of the required 

renovations, discharge volume began to increase, but not to levels previously observed given the advent of the COVID -19 pandemic 

and issues related to hiring staff. In 2020, there were 89 discharges with an average length of stay of 116.8 days. 

Consistent with prior years, Solnit continued to primarily 

serve adolescents between 13-17 years old, accounting 

for 94.4% of discharges in 2020. While discharges were 

primarily from females, there was a 22.2% increase in 

discharges from males, from 27 discharges in 2019 to 33 

in 2020. The ALOS for males and females was similar 

throughout the last three years with females staying 

slightly longer than males (120.9 days versus 109.7 days 

in 2020). 

Discharge volume for DCF-involved youth steadily 

decreased over the last four years, ending 2020 with 42 

discharges, slightly less than half of total discharges 

(47.2%). While discharges from DCF-involved youth have 

trended down over time, this group remains 

overrepresented at Solnit inpatient as approximately 3% 

of the total youth Medicaid population is DCF-involved. 

 
Slightly more than half of discharges in 2020 had a 

primary diagnosis of depressive disorders (51.7%; 46 

discharges). The second largest primary diagnosis was 

post-traumatic stress disorder (PTSD) accounting for 

23.6% of discharges. 

Figure 12: Solnit IPF Discharge Volume 

 
 
 
 

 

Figure 13: Solnit IPF Discharge Volume by DCF Involvement 

 

Solnit 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.” 
 

In 2020, there were seven delayed 

discharges awaiting recommended 

services for an average of 64.4 days. Of 

these seven adolescents, three were 

awaiting community PRTF, two were 

awaiting other (awaiting foster care and 

awaiting Applied Behavior Analysis (ABA) 

services), one was awaiting Solnit PRTF, 

and one awaiting a State Hospital 

(Department of Mental Health and 

Addiction Services (DMHAS) operated 

inpatient facility). 

Figure 14: Solnit IPF Discharge Delay Volume 

 
Discharge volume for DCF-involved youth 

steadily decreased over the last four years, 

ending 2020 with 42 discharges, slightly 

less than half of total discharges (47.2%). 
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Figure 15: PRTF Discharges & ALOS 

 

Recommendation 5: Continue to Hold PAR Meetings with Solnit Inpatient 

In CY 2020, the Beacon Solnit Quality Management (QM) team supported Solnit Hospital leadership in the development of the Solnit 

Hospital PAR dashboard to meet the needs of their operations plan and quarterly reports with a goal of enhancing quality metrics 

and reducing inefficiencies in the existing process. As such, the Solnit Operations dashboard was created and included the following 

enhancements: 

● The addition of youth in care (versus discharges only) across measures such as demographics and average length of stay 

(ALOS). 

● The addition of race and ethnicity filters across all measures to identify variability in outcomes by demographics. 

● The establishment of a Solnit server site to provide Solnit leadership with accessibility to this dashboard ongoing and in real 

time. 

Readmissions following Solnit Hospital discharge continued to be an area of focus for Solnit leadership and Beacon, especially for 

female members. In an effort to explore this area further, the following steps were put into place: 

● The Solnit Hospital → Solnit South PRTF → Solnit Hospital QI Project: There is a large cohort of females who step down from 

Solnit Hospital to Solnit South PRTF and are then transferred back to Solnit Hospital, counting towards Solnit Hospital  

readmission rates. Beacon has provided Solnit leadership with these data details, and in collaboration with the Solnit QM 

team, will be exploring this further in CY 2021. 

 
● The Addition of the “Solnit Follow-up Details”: As youth who do not connect to care or connect to care timely following 

hospitalization are at a higher vulnerability of hospital readmission, Beacon will be adding the measure, “Solnit Follow-up 

Details” to the Operations dashboard, providing data on any connections youth have made to treatment providers within 7- 

and 30 days following Solnit Hospital discharge which may provide insight into the cohort that does not connect to care. This 

measure is more inclusive than the follow-up after hospitalization measure as it also allows Solnit Hospital to view follow-up 

appointments to PRTF, residential treatment centers (RTC), and therapeutic group homes (TGH) following Solnit Hospital  

discharge. 

 
● The Implementation of the Columbia Suicide Severity Rating Scale (CSSRS) Dashboard: Solnit has stated that they believe 

females are readmitting at higher rates due to internalizing behaviors such as suicide attempts and self-injury. Solnit 

leadership and the Beacon Solnit QM team created the CSSRS dashboard to further explore risk in this area. This dashboard 

captures youth admitted to care and CSSRS risk scores at the time of admission. Risk scores are reviewed and compared to the 

volume and type of incidents occurring during care and risk mitigation plans are implemented. While the dashboard has been 

created and Solnit South PRTF data has already been completed and uploaded, the Beacon Solnit QM team is still awaiting 

access to the DCF ACCESS database to pull in incidents to complete the Solnit Hospital data for this report. 

The Solnit Hospital PAR program will remain a collaborative process between Solnit Hospital leadership, Beacon’s Clinical 

Department, Medical Affairs, the Regional Network Managers, and the Beacon Solnit QM Team. 

 
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 treating females (Solnit South). 

The authorization process was not altered for 

Solnit or community PRTF providers, therefore 

data reported in 2020 can be viewed in its 

entirety. Overall discharge volume increased 

20.7% among all four locations, from 150 

discharges in 2019 to 181 discharges in 2020. In 

addition, admission volume increased for most 

providers with the exception of Solnit North, 

decreasing from 53 to 44 admissions in 2020. 

Meanwhile, overall ALOS decreased by 14.3% 

(24.5 days) since 2018, ending 2020 at 146.9 

days. 
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Figure 17: Community and Solnit PRTF ALOS by Hispanic Ethnicity 

 

 
[T]he high level of 

need for PRTF 

services for 

DCF-involved youth 

remains evident. 

 

While Solnit PRTF serves primarily 13-17 year olds, community 

PRTF providers tend to serve more youth between the ages of 

six and 12. However, the percentage of community PRTF 

discharges from 13-17 year olds increased 300%, from five 

discharges in 2019 to 20 discharges in 2020, accounting for 

22% of all community PRTF discharges. In addition, the 

percentage of community PRTF discharges from female youth 

increased substantially by 91.3%, from 23 discharges in 2019 

to 44 discharges in 2020, representing 48.4% of total 

discharges. The overall increase in discharges from 2019 to 

2020 was driven primarily by CCOH, which served only males 

before increasing their bed capacity and scope to include 

females and adolescents up to age 16 at the end of 2019. 

 

Overall, most discharges continued to be from White youth with 44.2% of the community and Solnit PRTF discharges in 2020 

and were overrepresented in this level of care as White youth comprised approximately 28% of the Medicaid youth population 

in this time. While the majority of PRTF discharges were from non-Hispanic youth at 80.7% of discharges, consistent with the 

total youth Medicaid population in 2020, the ALOS for Hispanic and non-Hispanic youth were very similar over the last two 

years, ending 2020 with 142.5 days and 147.9 days, respectively. 
 

 

Discharge volume for DCF-involved youth decreased 37.1% from 

2018 to 2019, shifting the proportion of DCF and non-DCF 

discharges. While discharges for DCF-involved members increased 

slightly from 66 discharges in 2019 to 76 discharges in 2020, the 

majority of discharges in 2020 were from non-DCF involved youth 

at 58%. However, despite this reduction since 2018, DCF-involved 

youth continued to be overrepresented as they made up 

approximately 3% of the youth Medicaid population. In addition, 

DCF-involved youth consistently stayed longer than 

non-DCF-involved youth with a 144.4 days per 1,000 rate 

compared with non-DCF involved youth with 3.6 days per 1,000 in 

CY 2020. Beacon has observed that DCF involved youth often 

present with more complex concerns, given disruptions in the 

home environment which often require 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. 

 
 
 

Figure 18: Community and Solnit PRTF Discharge 

Volume by DCF Involvement 

 
 
 
 
 
 
 
 
 
 

 
Figure 16: Community PRTF Discharge Volume by Gender 
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Of these 13 DCF-involved 

youth awaiting services, 

nearly half (46.2%; six 

discharges) were awaiting 

foster care. 

 

Psychiatric Residential Treatment Facility (PRTF) Awaiting Recommended Services—Community and Solnit 

There were 21 discharges awaiting recommended services in 2020 at community and Solnit PRTFs, a 27.6% decrease from 29  

discharges observed in 2019. Of the 21 discharges awaiting services, 71.4% (15) were from community providers and 28.6% (six) 

from Solnit PRTF. The average days awaiting recommended services for Solnit and community providers peaked in 2018 with 

140.8 days and steadily decreased the following two years, ending 2020 with a low of 62 days, a 56% reduction of 78.8 days. 
 

Of the 21 community and Solnit PRTF 

discharges awaiting services, six 

(28.6%) were awaiting foster care for 

an average of 94 days. Following 

foster care, 23.8% (five) of 

discharges were related to 

educational programs not determined 

or available, 19%  (four)  were 

awaiting RTC/GH, 19% (four) were 

awaiting community services, and the 

remaining 9.5% (two) were awaiting 

ABA services. 

 

 

 

Figure 19: Community and Solnit PRTF Discharges Awaiting Recommended Services 

 
 

Some of these delays may be reflective of increased complexity in DCF involved cases, 

where permanency plans were more difficult to establish. While the percentage of 

DCF-involved youth has declined over time, this group still represents most of the 

delayed PRTF discharges in 2020 (61.9%). Of these 13 DCF-involved youth awaiting 

services, nearly half (46.2%; six discharges) were awaiting foster care. 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 6: Continue the Solnit PRTF PAR Program 

In alignment with Solnit inpatient hospital, the Beacon Solnit Quality Management (QM) team also supported Solnit PRTF 

leadership in the development of a new dashboard in CY 2020 to meet the needs of their operations plan and quarterly reports. 

Similar to the Solnit Hospital PAR dashboard, the Solnit PRTF PAR dashboard was designed with the goal of enhancing quality 

metrics and reducing inefficiencies in the existing process. Enhancements included the addition of youth in care across  

measures, the ability to filter on race and ethnicity, and the establishment of the Solnit server site. In addition, the Beacon 

Solnit QM team obtained census data from the North PRTF, including non-Medicaid youth and the full race and ethnicity data 

across measures without the large Unknown race category. 

 
Solnit South PRTF: 

Admissions to inpatient within six months post PRTF discharge and transfers from Solnit South PRTF to Solnit Hospital 

remained an area of focus for Beacon and Solnit. The next steps include the following: 

● Continue exploration of the cohort of youth that are stepping down from Solnit 

Hospital to South PRTF and then transferring back to Solnit Hospital. The Beacon 

Solnit QM team has provided Solnit South leadership with the data details for this 

cohort and the findings will determine next steps and subsequent quality 

improvement (QI) projects. 

● The Beacon Solnit QM team is also developing the “Solnit Follow-up Details” to 

identify the percentage of youth that connect to care post Solnit PRTF discharge and 

further explore the cohort that does not connect. This may provide further insight into 

the group of youth who are admitting to an inpatient level of care within six months 

post discharge. 

● Finally, the recently developed CSSRS dashboard will allow Solnit and Beacon to 

collaboratively explore the safety needs of the youth served and gain insight into 

themes related to self-harm incidents, implemented risk mitigation plans, and risk 

scores. 

 
[T]he recently developed 

CSSRS dashboard will 

allow Solnit and Beacon to 

collaboratively explore 

the safety needs of the 

youth served and gain 

insight into themes 

related to self-harm 

incidents, implemented 

risk mitigation plans, and 

risk scores. 
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Solnit North PRTF: 

Youth awaiting services and ALOS remained an area of focus in CY 2020. Solnit North PRTF’s ALOS continued to decline in 2020,  

reaching 128.1 days, the lowest ALOS observed over the last four years. Youth at Solnit North PRTF awaiting recommended 

services also remained low with just five youth awaiting services during 2020. Solnit North PRTF highlighted a culture shift over 

time from its prior years as a residential facility, at which time longer lengths of stay were allotted than the 120 day target 

length of stay at the PRTF level of care. Other areas identified by the PRTF include supervising clinician’s work with the families, 

as well as increased collaboration between North PRTF and the DCF area offices, and the Beacon, Solnit, DCF review meetings. 

 
While historically not an area of focus, Solnit North PRTF has observed an increase of youth admitting to an inpatient psychiatric 

facility post PRTF discharge in the first half of 2020. With resources being limited due to COVID-19, discharge planning has been 

more challenging than in prior years. Solnit North indicated that the family support staff contacts the youth and families pos t 

discharge to gather information on the transition home, treatment services, etc., which may help to provide insight into any 

trends with these members. Concurrently, Beacon has provided North PRTF with the data details to explore this group further. 

 
For CY 2021, ALOS and youth awaiting recommended services will remain an area of focus and admissions to inpatient post PRTF  

discharge will be explored further. Additional information regarding the work at Solnit conducted by the Beacon Solnit QM Team 

can be found in the 2020 Solnit QM Evaluation delivered on March 31, 2021. 

 
Recommendation 7: Re-Introduce the Community PRTF PAR Program 

In 2020, the Regional Network Managers (RNMs) conducted data review meetings with the two community PRTFs to glean 

insights into data trends, changes in populations served, and the impact of COVID-19 on this level of care. Areas of focus for 

these meetings included ALOS, discharge delay, and admission to inpatient psychiatric care post discharge. 
 

Unlike pediatric inpatient hospitals, the community PRTFs did not experience a 

decrease in volume as a result of COVID-19. However, they did share anecdotal 

evidence that premature discharges occurred in response to families removing 

their children from congregate care in the early months of the pandemic. While 

ALOS was not adversely impacted by COVID-19, downstream effects of the 

pandemic did effect changes to discharge planning practices, restrictions on 

visitation, and home visits. As such, families often required additional support 

and preparation for a youths return home. Extended Day and In-home 

Treatment programs shifted to telehealth and virtual programming, allowing 

for more youth to be treated, reducing waitlists for these services. 

 
In 2020, approximately 16% of all discharges across both community programs experienced a delay in discharge. Awaiting 

therapeutic foster care remains a frequently cited reason for delay and continues to account for the most days spent awaiting 

services, on average. Discharge delay at the PRTF level of care contributes to overarching system throughput barriers within 

the continuum of care, impacting discharge delay on inpatient units and the volume of youth stuck in emergency departments. 

Future PAR meetings will include DCF Program Directors, state partners and other identified entities to support timely  

discharge. 

 
Focused efforts on addressing system throughput issues will be critical in addressing access issues, identifying gaps in service 

delivery, and assessing additional resources needed to address the behavioral health needs of youth in a timely manner. 

Constructive conversations about throughput and the related “too acute” phenomenon will be dependent upon a collective  

response from a full array of pediatric behavioral health care providers, inclusive of PRTFs. Reintroducing a PAR program for 

this level of care will allow for biannual PAR meetings and workgroups to drive improvement in access and quality of care. 

 
Another continued area of concern remains the rate of readmissions to inpatient and PRTF units in the 180 days following 

discharge. The Village for Families and Children cited family readiness as a contributing factor to readmission. As discussed 

with other levels of care, there is also concern that telehealth services are unable to adequately support the most acute youth. 

Both The Village for Families and Children and Children’s Center of Hamden reported the use of best practice protocols for  

outreaching to families post discharge to ensure timely connections to care and the provision of clinical intervention as needed. 

As such, this will be a focus of the upcoming 2021 summer PRTF workgroup meeting. 

 
While ALOS was not adversely 

impacted by COVID-19, downstream 

effects of the pandemic did effect 

changes to discharge planning 

practices, restrictions on visitation, 

and home visits. As such, families 

often required additional support and 

preparation for a youths return home. 
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In December 2019, Children’s Center of Hamden increased the age range of youth served to 15 and expanded their program to 

accept females, shifting milieu dynamics. They also noted an increase of youth with an autism spectrum disorder (ASD) and have 

worked to establish relationships with ASD providers in the community to improve discharge planning for this population. 

Strategy for a 2021 PAR program will include addressing service gaps and connect to care issues with a special focus given to the 

impact on system throughput. 

Residential Treatment Center (RTC) and Therapeutic Group Homes (TGH) 

Residential Treatment Center admissions and discharges continued to decrease over time, 

reaching a low of 40 admissions and 53 discharges in 2020. The vast majority of admissions and 

discharges were from in-state providers with only two admissions and discharges from 

out-of-state in the last year. While both in-state and out-of-state RTC admissions and 

discharges steadily declined, the ALOS for all RTC discharges increased over the last four years, 

reaching a high of 475.9 days in 2020. Most RTC admissions in 2020 were from males (80%), 

13-17 year olds (92.5%), youth identifying as White or an Unknown race (each with 40%), 

non-Hispanic (77.5%), and youth whose primary spoken language was English (97.5%). 
 

Therapeutic Group Home (TGH) admissions also continued to decrease, ending 2020 with 55 admissions and 56 discharges.  

Average length of stay increased for most of the last four years, reaching a high of 579.1 days in 2020. Most TGH admissions in 

2020 were from males (63.6%), youth between the ages of 13-17 (100%), White (54.5%), Non-Hispanic (76.4%), and youth 

whose primary spoken language was English (96.4%). 
 

Figure 21: TGH Admission Volume and ALOS 

 

 

Autism Spectrum Disorder (ASD) Services 

The prior authorization process for Autism Spectrum Disorder (ASD) services was not altered due to the COVID-19 pandemic, and 

therefore can be reported in its entirety. Prior to the COVID-19 pandemic, authorization volume for all ASD services had steadily 

increased year-over-year. In 2020, authorization volume for 

most ASD services continued to trend upwards with the 

exception of Diagnostic Evaluation, which decreased 13.6% 

from 1,305 authorizations in 2019 to 1,127 in 2020. This 

year-over-year decrease in volume was driven by the second 

quarter of 2020, as many families and providers placed ASD 

services on hold due to COVID-19 transmission concerns. 

Once telehealth guidelines were put in place at the end of 

April 2020, requests for authorization of services resumed 

and volumes increased across all ASD services in quarters 

three and four; however, authorizations for Diagnostic 

Evaluation did not reach volumes observed prior to the 

pandemic due to the tools used for assessment not being 

standardized for telehealth administration, resulting in an 

overall decrease for the calendar year. 
Figure 22: ASD Diagnostic Evaluation Authorization 

Volume by Quarter in 2020 

 
 
 
 
 
 
 
 
 
 
 
 

Figure 20: RTC Admission Volume and ALOS 

 
Residential Treatment 

Center (RTC) admissions 

and discharges continued 

to decrease over time, 

reaching a low of 40 

admissions and 53 

discharges in 2020. 
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For the third consecutive year, Treatment Plan and Program Book 

Development was the most authorized service in 2020 (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. 

 

Figure 23: Admits/1,000 by ASD Service Class 

 

Overall, most youth accessing ASD services continued to be between the ages of 3-12, male, and non-DCF-involved. It is important 

to note an increase in authorizations for individuals younger than three years old for all ASD services (from 157 authorizations in 

2019 to 249 in 2020, an increase of 58.6%). Both providers and caregivers reported that Birth–to–Three services were primarily 

being delivered through telehealth which they didn’t feel was effective for individuals younger than three years old. Families 

were seeking services through Medicaid as many providers delivered services face-to-face when necessary and behaviorally 

appropriate throughout the pandemic. 

 
It was noted in prior deliverables that the lack of bilingual autism service providers was a potential barrier to accessing services. 

The recent addition of primary spoken language and Hispanic ethnicity data enables Beacon and the CT BHP to monitor these 

variables over time. In 2020, English was the largest primary language across every ASD services. The percentage of 

authorizations with Spanish reported as a primary language ranged from 13.3% (Behavioral Assessment) to 17.4% (Diagnostic 

Evaluation). Regarding ethnicity, Hispanic youth were still slightly overrepresented in Diagnostic Evaluation at 29.3% while  

representing 23.4% of the youth Medicaid population. 

The volume of unique agencies providing ASD services increased from 2019 to 2020 

with the exception of Diagnostic Evaluation, which decreased by four unique 

agencies from 28 to 24. It is important to note that some agencies are comprised of 

a sole practitioner, while others have several qualified providers affiliated; 

therefore, it is an underrepresentation of the number of individual providers 

accessing authorizations. Connecticut Children’s Specialty Group CCMC had the 

most authorizations for overall services in 2020 (383), followed by Able Home 

Health (363), Family Strong (332), and A Brand New Day (329). Connecticut 

Children’s Specialty Group CCMC and Family Strong continued to have the most 

authorizations for Diagnostic Evaluations, with approximately 60% of 

authorizations for this service combined. These same two providers also have the 

largest number of qualified providers who speak Spanish. 

 
Connecticut Children’s Specialty 

Group CCMC and Family Strong 

continued to have the most 

authorizations for Diagnostic 

Evaluations, with approximately 

60% of authorizations for this 

service combined. These same two 

providers also have the largest 

number of qualified providers who 

speak Spanish. 

In 2020, authorization volume for most ASD 

services continued to trend upwards with the 

exception of Diagnostic Evaluation, which 

decreased 13.6% from 1,305 authorizations in 

2019 to 1,127 in 2020. 
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Recommendation 8: Continue to Build Provider Access, Diversity, and Quality 

The number of individual providers of ASD services continued to grow, increasing from 455 at the beginning of Q1 to 558 by the 

end 2020 with an overall growth of 103 providers during the year. 

 

Figure 24: Cumulative ASD Provider Enrollment by Quarter 

 

Throughout quarantine and COVID-19 restrictions in 2020, the Beacon ASD team hosted several provider round table discussions 

to support the implementation of telehealth and to ensure that information was being disseminated as needed regarding 

regulations and guidelines. The ASD Director and Board Certified Behavior Analyst (BCBA) also hosted discussions with seven 

center-based providers. The purpose of these meetings was to gain a better understanding how ASD services were being 

delivered in compliance with parent/guardian involvement guidelines included in the ASD LOC guidelines. 

 
In Q4 2020, a training team comprised of Beacon, DCF, DMHAS, and DDS outreached to community providers to offer support to 

community-based clinicians. This training team was developed in 2017 to provide ongoing ASD specific trainings across the state. 

These trainings focused on educating clinicians on the diagnosis and treatment of Autism through a Positive Behavioral Supports 

approach. The goal was to increase the capacity of community clinicians in treating and supporting lesser impacted individuals 

with autism and to increase the competency and confidence of these traditional outpatient therapists, as they are typically how 

individuals access medication management in the community. A second set of Child Health Development Institute of Connecticut, 

Inc. (CHDI) trainings and quarterly mobile crisis intervention services (EMPS) trainings will be offered virtually until COVID-19 

restrictions are lifted and will continue through 2021. In collaboration with DCF, DDS and DMHAS, Beacon will also continue to 

provide virtual statewide trainings for mobile crisis teams and first responders. Beacon has ongoing discussions with DCF to  

specifically target statewide Extended Day Treatment (EDT) and outpatient providers to develop their skills in supporting  

individuals with ASD. By continuing to grow the ASD Medicaid provider network, Beacon looks to continue increasing connection 

to care rates and decreasing the amount of time from the referral to the Beacon ASD team to the first date of service with a  

provider. 

 
Additionally, Beacon remained dedicated to diversifying the provider network. Along with continuing to grow the provider  

network, Beacon worked with provider agencies to encourage the hiring of bilingual clinicians as well as ethnically and racially 

diverse clinicians and behavior technicians. Beacon regularly informed providers of members who did not speak English as their 

first language looking for services. This information assisted in motivating providers to hire more diverse behavior technicians. 

However, the system still continues to lack BCBAs and clinicians who speak other languages. This will remain a focus moving 

forward. 

 
To support the quality of services provided to Medicaid members, the Beacon ASD team collaborated with the Behavior,  

Regulation, Intervention, Stabilization, Community (BRISC) team through The Center for Children with Special Needs to offer  

biweekly trainings and continuing education units (CEU) opportunities targeted at supporting highly complex members and their  

families within the home setting during Q1 and Q2 ‘20. This pilot program and training series came to an end in June 2020. 
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In conjunction with the documentation review as part of utilization management and authorization of services to ensure that  

quality services are being delivered, chart reviews continue to be conducted remotely for providers maintaining electronic 

medical records (EMRs). 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 on-site 

- Dr. Janet Burke’s agency with a score of 88%. Two providers were assessed in Q2 ‘20 through remote chart reviews with an  

average weighted score of 94.6% (90.7% for Clifford Beers and 98.5% for A Brand New Day). One quality improvement plan (QIP) 

was requested of Clifford Beers during Q2 ‘20. In Q3 and Q4 ’20, eight providers were assessed remotely. Their average weighted 

score was 92.4%, ranging from 84.2% (A Behavioral Approach) to 99.3% (Center for Children with Special Needs (CCSN)). QIPs  

were requested from three providers during Q3 and Q4 ’20 (A Piece of the Puzzle, A Behavioral Approach, and Behavioral Health 

Consulting Services). 

 
Beacon continues to refine the “onboarding” process to provide maximum support to new providers of ASD services. 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, Beacon’s BCBA 

was re-assigned to take a lead role in support of expanding the network. This shift in focus will ensure an accountable resource is 

available to support providers who are not meeting regular Utilization Management (UM) standards. 

 

Recommendation 9: Recommendation for Respite/Stabilization Support for ASD 

Youth While Awaiting Services 

In addition to recommendations made to the State Partners regarding needed 

services for this population, Beacon proposed using the second half of 2020 to 

continue gathering data regarding the apparent increase in ASD youth requiring 

stabilization prior to returning home with services. Over the course of 2020, with 

the impact of COVID 19 and utilization of the emergency department (ED) for 

individuals with ASD, it became apparent that increased supports in the ED were 

required to help stabilize youth. Beacon is recommending the introduction of 

Medicaid codes to allow for the provision of additional services in the ED, inpatient 

units, and upon discharge to the community. This recommendation is supported by 

the Autism Spectrum Disorder Advisory Council’s recommendations for care 

coordination, providing more support to families in crisis, as well as enhancing the 

continuity of care. Specifically, Beacon is recommending introducing a new Current 

Procedural Terminology (CPT) code to allow for the provision of a dedicated, 

ASD-trained staff to assist in stabilizing the youth during their ED visit or inpatient 

stay, as well as enhanced discharge planning and continuity of care post discharge. 

 
Recommendation 10: Continue Collecting Data from Authorization to First Claim for ASD Youth 

In 2019, Beacon began collecting data to show the length of time members diagnosed with ASD were waiting to start services 

once connected to a provider by measuring the date of first authorization to the date of the first claim for services. By 

collecting this information, Beacon has been able to shape the performance of network providers regarding timely service 

delivery as evidenced by the data. 

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

providers directly, resulted in decreased wait times. As part of this redesign, ASD Peer Specialists (PS) and Care Coordinators 

(CC) began educating parents through a WRAP model of support on how to identify, communicate, and advocate for their  

needs directly with providers. In doing so, family’s cultural and behavioral health needs were expressed directly to the  

provider and the provider was able to assess the family’s readiness for engagement immediately, rather than reaching out  

once a referral was made by an ASD team member. Prior to this redesign, PS and CC would reach out to providers directly to 

determine if they would accept a referral for a specific child, resulting in longer wait times and a greater likelihood of  

unsuccessful matches. 

 
Over the course of 2020, with 

the impact of COVID 19 and 

utilization of the emergency 

department (ED) for individuals 

with ASD, it became apparent 

that increased supports in the 

ED were required to help 

stabilize youth. Beacon is 

recommending the introduction 

of Medicaid codes to allow for 

the provision of additional 

services in the ED, inpatient 

units, and upon discharge to the 

community. 
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In Q2 ’20, Beacon’s BCBA outreached to providers to shape and share information regarding connect-to-care (C2C) rates, the 

impact of requesting an authorization several weeks prior to the start of services, and length of stay. Beacon continues to assist 

families based on the level of support needed as well as the acuity of their child through a tiered approach, shown to be both 

efficient and effective at supporting families with the greatest need in a timely manner: 

● 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 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 with reallocated staff from the Intensive 

Response Team (IRT) pilot (added in Q2 ’20) 

 

The ASD Member Connecting to Services report measures the time between the authorization for a service to the first date of the 

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 at four different points while accessing services. It is important to note that the following measures use claims 

data, therefore volumes may increase as more claims are received. It is also important to note that many families or providers 

requested to put services on hold due to COVID-19 transmission concerns and when telehealth was not deemed appropriate and 

face-to-face was not an option, services were not authorized. Beacon ASD Care Coordinators and Peer Specialists continued to 

work with these families to support addressing other needs and reconnect them with their provider once possible. The positive 

impact is noteworthy, especially given that the improvements were noted during the COVID-19 pandemic crisis. 

1) Autism Diagnostic Evaluation Authorization to First Date of Service: This measure continued to demonstrate a 

downward trend in wait times, from an average of 13.1 days in 2019 to 12.0 days in 2020. 

2) Clinical Care Managers (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 worked to encourage families to reach out directly to providers, therefore,  

there is an underrepresentation of member volume as they would not be captured in the first data set. Data from  

2019 illustrated an average wait time of 163.0 days to connect to a provider to initiate the behavior assessment. In  

January through April 2020, wait times decreased to an average of 140.6 days. Beginning in May 2020, ASD CCMs 

were no longer managing individuals, but were rather supporting provider agencies; therefore, the “CCM Referral”  

is no longer a valid measure indicating an individual is ready to access services and data collection was 

discontinued. ASD Peer Specialists and Care Coordinators continue to work with families to access services directly, 

which according to other measures demonstrated here, shows an overall decrease in wait times. 

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

times, from an average of 26.4 days in 2019 to 18.4days in 2020. 

4) Service Delivery Authorization to First Date of Service: The average wait time decreased from 18.2 days in 2019 

to 15.4 days in 2020. When viewed by month, April showed a dramatic increase in wait time (24.3 days), which was 

expected as members and providers put services on hold due to the COVID-19 pandemic. However, with the 

implementation of telehealth, continued use of face-to-face services as appropriate, and the addition of 103 

providers throughout the year, an overall decrease in wait times was seen across the state. 

 

 
Lower Levels of Care 

As a response to the COVID-19 pandemic, prior authorization was not required for the following levels of care effective April 1, 

2020: Partial Hospitalization (PHP), Intensive Outpatient (IOP), Extended Day Treatment (EDT), Intensive In-Home Child 

Adolescent Psych Services (IICAPS), Functional Family Therapy (FFT), Multi-Dimensional Family Therapy (MDFT), 

Multi-Systematic Therapy (MST), and Outpatient (OTP). Therefore, CY 2020 data cannot be accurately interpreted and will not 

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

 
[W]ith the implementation of 

telehealth, continued use of 

face-to-face services as 

appropriate, and the addition of 103 

providers throughout the year, an 

overall decrease in wait times was 

seen across the state. 
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Recommendation 11: 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 utilized and serve as the foundation 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 per member per month (PMPM) rate of all behavioral health services since it is the most commonly utilized level of 

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

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

It is also the case that although Connecticut has done relatively well in supporting and expanding the availability of evidence 

based treatments in comparison to other states, most treatment provided within Medicaid is “usual care” and we lack a clear  

understanding of the effectiveness of care and outcomes being attained.[15] The COVID-19 pandemic raised the concern 

regarding a burgeoning secondary mental health crisis and, this combined with an evaluation of the appropriateness of prior  

authorization via a parity lens, may present challenges to management of the Enhanced Care Clinic (ECC) initiative. The ECC 

program appears to have been successful at improving initial access to care but little evidence of additional benefit despite  

significant effort and resources devoted to its continuation are apparent. 

 
Various strategies designed to improve access, quality, and outcomes have been recommended in the past several years 

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

outpatient and ECC services. Recently, Beacon has engaged in preliminary discussions with DCF and their outpatient 

performance improvement center contractor Child Health Development Institute of Connecticut, Inc. (CHDI), regarding the 

preferred strategies to improve the quality and consistency of child and family outpatient clinic care. Given a current lack of 

funding and other barriers to expanding access to evidence-based treatments, a recurrent suggestion has been to implement a 

robust system of outpatient outcomes tracking. One idea introduced by DSS and supported by the provider and advocate 

communities is to consider moving outpatient services under the rehabilitation versus the clinic option to promote greater ease 

of access from a geographic perspective, as the clinic regulations place strict limits on where members may access services. The 

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

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

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

described above. 

 
Recommendation 12: Continue the Intensive Outpatient (IOP) Provider Analysis and Reporting (PAR) Program 

The first annual youth IOP PAR cycle successfully concluded in Q4 ’20. Discussions were based on mutually agreed upon quality 

metrics embedded within the IOP Tableau dashboard. Beacon’s Regional Network Managers (RNMs), Clinical team, and Medical 

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

and continue to improve provider practice across the IOP network. 

A joint strategy to understand the influence of social determinants of health and 

the impact on member engagement resulted in recent enhancements to the IOP 

Tableau workbook. As such, the demographics dashboard now captures Hispanic 

ethnicity, primary language, and geographical residence that may also lend insight 

to any existing or emerging health disparities. 

 
RNMs held conference calls with several providers across multiple levels of care, including IOP, to better understand the 

pandemic’s impact on access and the efficacy of telehealth. During this discussion, IOP providers shared challenges of managing 

group therapy, allocating resources for the implementation of telehealth, and assisting members with accessing and navigating 

new technologies. Contingency planning strategies included assessing the use and availability of personal protective equipment 

(PPE), adjusting program schedules, implementing hybrid treatment models, and other interventions as needed to mitigate  

further contagion of the coronavirus. Adherence to these public health protocols continued to place financial strain on  

programming even as providers began the transition back to on-site services. 

 

 

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

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

[15] Child Health and Development Institute of Connecticut, Inc. (CHDI). Issue Brief 71: Better than Usual (Care): EBTs Improve 

Outcomes and Reduce Disparities for Children of Color. September, 2019. Available at: 

https://www.chdi.org/index.php/publications/issue-briefs/issue-brief-71-better-usual-care 
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A statewide youth IOP workgroup meeting convened in the fall of 2020. During this discussion, a review of 2019 claims data 

showed a low percentage of substance use (2.0%) and co-occurring claims (7.4%) in comparison to mental health claims (90.7%). 

Given the low percentage of substance use claims, a large focus of the meeting centered on barriers and best practices for  

substance use screening and existing prevention efforts. Although limited in scope, providers did report performing some type of 

substance use screening during the intake and admissions process. When applied, oral interview is the preferred practice with  

minimal use of bio screenings. Overwhelmingly, youth are referred to substance use specific IOP programs when substance use is 

the targeted focus of treatment. 

The 2021 youth IOP PAR strategy will focus on substance use and suicide screening. 

During these meetings, RNMs will also continue to monitor the unique impact of the 

pandemic, begin conversations with providers around health equity, social drivers of 

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

 

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

The following section is based on claims data, and therefore, can be reported in its entirety.[16] In 2020, 58,568 Connecticut 

Medicaid members made 118,985 visits to emergency departments (EDs). Of these visits, 9.6% (11,453 visits) were made by 

youth members (7,261 unique youth). To be classified as a BH ED visit, the ED claim must contain a behavioral health (substance 

use or mental health) diagnosis on any of the first four positions of the claim. Regarding the primary diagnosis, most youth v isits 

in 2020 were identified as mental health (56.7%), followed by medical (40.2%). Just 3.1% of youth BH ED visits had substance  

use as a primary diagnosis. 

When viewing youth BH ED visits over time, a reduction in visit volume is apparent in April of 

2020 – 63% lower than the volume seen in April of the prior year (2019). This trend is similar 

to national trends after the start of the pandemic, as many individuals avoided going to the 

emergency department due to coronavirus transmission concerns. This reduction in ED 

volume was observed for nearly all ED providers during this time. Following the sharp 

decrease around the start of the pandemic, youth BH ED visit volume gradually increased 

each month before reaching 1,080 visits in October, although volume was lower than what is 

typically observed during this time period prior to COVID-19. Historically, trends in youth 

behavioral health utilization often correlate to the school calendar year with increased visits 

occurring in October and May. Providers and mobile crisis intervention services (MCIS) 

(formerly known as emergency mobile psychiatric services (EMPS)) report that behaviors 

begin to escalate shortly after the start of the new school year and again just prior to the 

end of the year, marking the period when students find out if they are advancing to the next 

grade. In November and December of 2020, youth BH ED volume decreased, however, this  

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

figures may increase over time as more claims are received. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Figure 25: Youth BH ED Visit Volume and Unique Visitors by Month 

 

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

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

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

workbook refreshes weekly on the server, therefore, the data may differ slightly than the values reported in this report. 
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When viewing youth BH ED 

visits over time, a reduction 

in visit volume is apparent in 

April of 2020 – 63% lower 

than the volume seen in April 

of the prior year (2019). This 

trend is similar to national 

trends after the start of the 

pandemic, as many 
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the emergency department 

due to coronavirus 

transmission concerns. 

 
The 2021 youth IOP PAR strategy 

will focus on substance use and 
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Regarding youth BH ED visits by member demographics, gender was nearly evenly split with males accounting for 50.8% of 

visits versus females with 49.2%. The majority of visits were from youth members between the ages of 13-17 (61.7%). Most 

visits were from White youth (28.1%), followed closely by Hispanic youth (27.2%) and Unknown race/ethnicity (26.7%).[17] 

HUSKY A (Family Single) was the largest benefit group with 96.2% of youth visitors. 

The majority of youth BH ED visits occurred in DCF region four (30.1%), which is home to 

Connecticut Children’s Medical Center (CCMC), the largest ED provider for youth members in 

the state. In 2020, CCMC accounted for 26.3% of total youth BH ED visits. The second largest 

youth provider was Yale New Haven Hospital with 19.7% of youth BH ED visits. While the 

volume of ED visits decreased for both providers from 2019 to 2020 (CCMC from 3,686 to 

3,015; Yale from 2,901 to 2,256), combined, they served a substantial percentage of youth 

Medicaid members (from 43.4% of visits in 2019 to 46.0% of visits in 2020). 

Most youth BH ED visitors had a single visit in 2020 (5,261 unique 

youth), while those with multiple visits had between two to five 

visits during the year (1,830 unique youth). Two unique youth had 

more than 20 BH ED visits in 2020. 
 

Regarding member’s BH ED visit frequency by primary diagnosis 

group, most youth had one visit with a medical primary diagnosis 

(3,040 unique youth), followed by one visit for a mental health 

primary diagnosis (2,856 unique youth). [18] Recurring visits from 

youth members were more likely to have a primary diagnosis of 

mental health. 

 
 
 
 

 
Figure 26: Youth BH ED Visit Frequency by Primary Diagnosis 

 

Recommendation 13: 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 Connecticut Children’s Medical Center (CCMC) ED Stuck Rounds call daily in order to continue 

to improve collaboration and make adjustments in strategies in support of ED stuck youth, EDs, and community providers. 

CCMC halted this call in Q3 ‘20 due to CCMC’s decreased staffing and volume of youth in the ED. Even though rounds were  

suspended, Beacon continued to outreach and remain in contact with CCMC daily during that time. Youth that remain stuck in 

the ED are presented in Complex Case Rounds as needed for coordination of concurrent planning, to support transition to next 

treatment provider and reduce incidence of ED readmission. 
 

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 while supporting disposition of the youth in 

their ED. The increase in acuity of clinical presentation of youth in need of mental health treatment, combined with the real ities 

of staffing units/programs during the pandemic continued to be a barrier to admission of complex cases. Diversion to 

community-based providers was also more challenging during this period due to reduced provider capacity and pivoting to 

remote or hybrid treatment delivery, and the inability to meet the acute needs of children. IPF providers expressed reluctance 

to discharge to programs that did not have the availability to provide in-person support due to prior failed attempts. Outreach 

to attending physicians to further discuss member needs and possible treatment interventions was hampered as in many 

facilities a centralized admission process did not allow for unit physician input. Since March 2020, when COVID-19 began to 

severely impact Connecticut, ED stuck has been further impacted as hospitals began requiring COVID-19 test results prior to 

admission. Additionally, many hospitals only admitted youth from their own ED or hospital system. While not restricted from 

being placed in an out-of-state border facility, DCF committed youth must have Commissioner approval. This resulted in longer 

ED stays for some youth while they awaited an in-state bed. 
 

[17] Please note: race and ethnicity fields are not separate in this report, therefore Hispanic ethnicity is reported along with al l 

other race fields. 

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

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

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

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

primary diagnostic categories (e.g., the same member with 1 mental health visit and 2-5 medical visits in the same time period). 23 

 
Recurring visits from 

youth members were more 

likely to have a primary 

diagnosis of mental 

health. 



YOUTH EXECUTIVE SUMMARY  

Calendar Year 2020: January - December 2020 

 

 

 

In April 2019, Beacon implemented the Intensive Response Team (IRT), funded 

through the Autism Spectrum Disorder Advisory Council. This team supported 

members who had barriers to successful discharge from the ED from April 2019 

through June 2020. Since June 30, 2020, the staff associated with the IRT were 

able to fill open positions within the CT BHP ASD team to support EDs across 

the state for ASD youth experiencing longer ED episodes. This allowed for 

continuity and the engagement of staff with deep experience in working with 

this population. 

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 

ICMs and Medical Affairs staff provide ongoing education and continued collaboration with these facil ities, which has been 

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

 
Recommendation 14: Continue Youth Behavioral Health Emergency Department 

Data Review Meetings 

During CY 2020, Beacon’s RNMs, Medical, and Clinical teams met with pediatric 

hospital EDs in collaboration with a variety of treatment partners (e.g., inpatient 

psychiatry, outpatient services, state and community agencies, etc.) to share 2019 

claims data from the newly designed Tableau BH ED utilization dashboard. To gain 

forward system momentum in 2021, RNMs, in concert with Beacon's Vice President 

of Medical Affairs and the CT BHP, convened a meeting with leadership from 

pediatric inpatient units and EDs to acquire a better understanding of the systemic 

factors contributing to the slow throughput of youth across the behavioral health 

network and problem-solve to reduce youth ED wait times, improve connections to 

care, and reduce 7- and 30-day readmissions. 

 
Enhanced Care Clinics (ECCs) 

Prior authorization was not required for Enhanced Care Clinics effective April 1, 2020 as a response to the COVID-19 pandemic, 

therefore, CY 2020 data cannot be accurately interpreted and will not be included in this report. Please see the Q1 and Q2 2020 

submission for historical data. 

 
Recommendation 15: Reassess ECC Initiative 

Please see recommendation # 11 above regarding efforts to improve outpatient clinic services of which ECCs are a component. 
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[I]n 2021, RNMs, in concert with 

Beacon's Vice President of Medical 

Affairs and the CT BHP, convened a 

meeting with leadership from 

pediatric inpatient units and EDs to 

acquire a better understanding of the 

systemic factors contributing to the 

slow throughput of youth across the 

behavioral health network 

The increase in acuity of clinical 

presentation of youth in need of mental 

health treatment, combined with the 

realities of staffing units/programs during 

the pandemic continued to be a barrier to 

admission of complex cases. 



Enhanced Care Clinics (ECC) 

Appendix Summary 

 

 

 
 

 

Summary includes analysis of both adults and youth 

 
ECC Interventions and Activities: 

2019 Annual Measure: 

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

● Charlotte Hungerford – Adult 

● Charlotte Hungerford - Child 

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

once the current temporary suspension of ECC measures and expectations due to the public health crisis are officially declared 

over. 

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

suspension was announced in a provider bulletin – PB 2020-19 CMAP COVID 19 Response - Enhanced Care Clinic Access 

Requirements. As a result of the temporary suspension of Mystery Shopper calls, no calls were completed in after Q1 ‘20. 

Mystery Shopper calls will resume once the public health crisis is declared over. 

 
ECC Agency/State Agencies Activity in Q3 and Q4 ’20 - Relaxation of Annual Methodology: As a result of the temporary relaxation 

of the ECC access measures as cited in PB 2020-19 and the temporary relaxation of the Prior Authorization requirement (PB 

2020-33), Q2 through Q4 ‘20 will be excluded from Annual Measure calculations for 2020. 

 
Approved Agency Location Moves or Additions: 

● Middlesex Hospital Adult – addition of two secondary sites 

● Child and Family Agency of Southern CT – move of primary location 

● Community Health Resources – move of a secondary site 

● Recovery Network of Programs – move of a primary location 

● BH Care – addition of a secondary site 

● Bridges Healthcare Center – addition of two secondary sites 

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

 
Q3 and Q4 ‘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 of ECC locations 

● Annual Measure and Volume Exemptions 

● SUD Grant Discussions 

● Agency Specific Issues 


