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First Annual Evaluation 
• Annual Evaluations required by Statute (17a-22m) 
 
• Prepared by Judith Meyers, under contract with DCF, 

with assistance from Mark Schaefer, Karen Andersson, 
and VO staff 

 
• Submitted to legislature by DCF and DSS 

Commissioners 
 
• Serves as a record of first year of operation (2005 pre-

implementation phase through 2006)  
– History 
– Baseline 



Contents of Report 
• Historical context  
• Summaries of Mercer’s pre- and post-implementation 

reviews – Clinical and IT readiness 
• 2006 performance according to requirements of the 

contract (Exhibit E)  
• Financial Information 
• Performance on six targets linked to payment withholds  
• Member survey 
• Local Delivery System Development 
• Special Projects 
• Significant issues for 2007 and after 
• Lessons learned 

Presenter
Presentation Notes
Mercer post-implementation reviews – 1 year later – to verify that the clinical operations and information systems were consistent with contract terms and industry best practices.  Results were very favorable.  Recommendations summarized on page 15 of the report.



Data 

• Enrollees 
 

• Utilization 
 

• Providers 
 
• Expenditures 
 



Enrollees – December 2006 

 
• 225,719 children (71%)  

– 52 in Limited Benefit Program 
 

• 90,449 adults    (29%)  
 
• Total - 316,168 enrollees  

Presenter
Presentation Notes
Limited Benefit Program – for children who are not HUSKY-eligible, but who are DF-involved and require access to home-based services.



Utilization 

    # of Recipients Units of Service 
    Unduplicated  
18 and over 
 Inpatient   1,493      13,455 
 Outpatient  14,245   143,853 
Under 18 
 Inpatient    1,820      75,162 
 Outpatient  20,603    546,022 
 

Presenter
Presentation Notes
Inpatient includes hospital and residential detox for adults, and also psychiatric residential treatment facilities for childrenLonger LOS for children than adults – 4x as longALOS for children – 26.6 days over the last 3 quartersn of 2006 as compared to 6.7 days for adults.Assumption that some of this is due to discharge delays but didn’t have reliable data to capture that in 2006.Outpatient – list of types of service on page 12 of report.



Children Involved with DCF 
Utilization of Inpatient Services 

DCF-Involved Non-DCF-Involved 
Numbers enrolled 12,846 238,020 

Inpatient Admission 335 348 

Admissions per 1,000 
enrolled 

9.0 0.5 

Average LOS 42.3 14.3 

Days per 1,000 enrolled 453.8 8.7 

Presenter
Presentation Notes
This data is for the 4th quarter of 2006.Children involved with DCF were 5% of the enrollees but represented 21% of those members authorized for services.  They has significantly more admissions to inpatient psychiatric services relative to their population and the ALOS for inpatient services was more than double that of other children.



Number of Providers in Network 

 
 
 

Degree Type Final Total 

Psychiatrists 116 

Psychiatric APRNs 51 

Psychologists 143 

Social Workers 324 

Marriage/Family 
Therapists 147 

Licensed Professional 
Counselors 92 

Alcohol/Drug 
Counselors 12 

Presenter
Presentation Notes
Number of independent or group practitioners active in the CT HP network during 2006.  Data include practitioners who submitted outpatient claims for services to members anytime during 2006.  



BHP Expenditures – CY 2006 

  DSS – HUSKY A     $101,878,843 
DSS – HUSKY B           2,480,581 
DCF            151,243,872 
 Residential - $79.5 m 
 Community - $42.2 m 
 Grant-based in-home - $16.2 m 
 EMPS/Care Coordination - $13.3 m 

 
 

Presenter
Presentation Notes
Total -   $255,603,296



Performance 
BHP met performance targets in all key areas: 
 
• Telephone call management –  

– 52,000 calls 
– 99% answered within 30 seconds or less during business hours 
 

• Utilization management – phase-in of authorization of services 
– 95% of decisions communicated to provider within designated 

timeframe 
– One glitch – 8,000 written notification letters didn’t get out on time – 

imposition of sanction ($3,000) 
 

• Others – denials, access to providers, utilization, complaint 
resolution 
 

 
 

Presenter
Presentation Notes
State’s contract with VO establishes performance criteria in a range of key areas and requires them to report quarterly on their operations.Theses reports are listed in Exhibit E of the contract.  Authorization phase-inResidential treatment – 1st Q – but not tied to claims paymentInpatient, partial hosp., and IOP during 2nd Q.Outpatient and home-based services in 3rd uarterlBy 4th q – over 90% of services required authorization.There were  2,273 cases presented for authorization at the higher levels of care in the 3rd Q and 2300 in the 4th q.  Care ;managers were expected to respond to providerss within one hour for requests for auth. Of services.Lower levels of care –1,100 - 831 in 3rd/4th quarters.  Require a response within 1 business day.  



Performance on Key Targets 
Tied to Withholds 

• Data management     2.5%  
– Eligibility file 
– Provider File 
– Authorization File 

• Timeliness 
• Accuracy 
• Error correction 

• Provider satisfaction     1%  
• Member satisfaction     1% 
• Hospital inpatient readmissions   1%  
• Follow-up care      1% 
• Emergency department utilization   1% 

Presenter
Presentation Notes
VO was responsible for meeting a set of six performance targets during 2006 that are outlined in their contract with the state (Exhibit A) of the contract.  There was a withhold of 7.5% of the monthly administrative capitation payment to be paid only upon VO’s ability to meet these targets.  Each target has a separate value associated with it.  See p. 19 – Data ManagementProvider satisfaction – FactFinders survey (p. 20) – july-Sept. 2006 conductedSurveyed 106 individual independent provides and 104 providers working within a facility or agency.Member satisfaction – there were 2 surveys in 2006Mercer – to assess the performance of VO relative to their performance target – 10 questions – 229 responses – asked about member services, member materials, peer specialists and complaints resolution process.Fact Finders – broader – to assess the performance of the CT BHP network.  Satisfaction with clinical services and outcomes; 223 members interviewed betw. August 2006-Jan. 2007 (see p. 24 for summary of some findings)Hospital readmission rates – (error in table) – child mental health readmissions – lt 16%; adult mh – less than 9.6%  Child subst. abuse – lt 15.8%; adult sa – lt 11.4%ED utilization target waived – due to uptick in 2005.  Trend-based target was no longer valid.  Being reconfigured for 2006.



Key Accomplishments in 2006 
• Connecticut-specific policies and procedures 
• LOC guidelines & rates for the majority of services 
• Authorizations of levels of care in a progressive roll-out  
• Web registration for outpatient levels of care 
• Member and Provider Satisfaction Surveys 
• Complaint and grievance processes 
• Performance reports (Exhibit E) with specifications 

prioritized 
• Local Area Development Plans 
• Mercer Post-Implementation Audit 
• Limited management of residential and group home care  
• Decrease in ED delayed discharges 
• Coordination of care activity with the four MCOs 
• Grant to study mh services for children in foster care 

Presenter
Presentation Notes
See page 18



Special Projects 

• Enhanced care clinics 
• Residential Care Team 
• Children in foster care 
• IICAPS 
• CT BHP Report Card 

Presenter
Presentation Notes
Major initiatives undertaken in 2006 to improve the performance of the mental health system.  �ECCs – to increase access to outpatient and crisis intervention services and to improve service qualityRes. Care Team – late 2006 – to manage referrals for residential or group home care; apply level of care guidelines; process for better match for chidlren to appropriate and available facility.Foster care – CHCS grant to assess the adequacy of the bh needs assessment component of the comprehensive MDE that children entering DCF custody are required to have within first 30 days.  Looking at freq. of referral for bh treatment and whether connection to treatment is made.



Significant Issues 

• Staff Turnover in the service center 
• Discharge Delays at all levels of care 
• Expansion of services to meet need 
• Coordination of physical and behavioral 

health care 

Presenter
Presentation Notes
Staff turnover – 46% turnover in care managers in 2006



Lessons Learned from 2006 
1. Importance of well-constructed contract 
2. Phase-in of authorization of services was helpful 
3. Challenge of accuracy and timeliness of data 

management related to number of parties involved 
4. Extensive data and reports generated is an important 

resource if used well 
5. Underestimated the number of staff needed to do the job 
6. Braided funding is an important element of reform 
7. Effective working relationships among partners was key 
8. Transparency in all aspects of work has been helpful 
9. Ongoing, consistent training at all levels is an essential 

and ongoing task 
10.Major systems change is a complex enterprise; easy to 

underestimate time and resources needed to be 
effective 
 

Presenter
Presentation Notes
See pages 30-31 of reportReview conclusion – sets stage for major initiatives undertaken in 2007.Overall – the first year of the CT BHP was a success - 
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