CT Behavioral Health Partnership 2006
CLINICAL STUDY - Children
Objective:
To study the number of ambulatory Follow-up Appointments kept for children seventeen years and younger within 30 days of discharge from an inpatient hospitalization or for mental health and substance use disorders. 
Description:

Members that are inpatient in a care setting are a high risk population. They represent the most severely ill behavioral health member population and are most subject to rehospitalization without receiving proper follow-up. An ambulatory follow-up visit with a behavioral health provider after discharge is necessary to ensure that gains made during an inpatient stay are not lost. This follow-up serves the critical function of promoting progress toward treatment goals, such as successful transition to home or placement, school environment and medication compliance. Follow-up is an essential component in ensuring continuity of care and reducing the incidence of recidivism.
Ambulatory Follow-up rates after inpatient hospitalization for mental illness and substance use disorders are an established industry standard indicator of quality behavioral health care through HEDIS. CT BHP and the Departments are aware of the national trend toward the standardization of measures such as Ambulatory Follow-up. The affected population is the CT BHP membership seventeen and below discharged from inpatient hospitalization. 
Beyond the initial collection of baseline data, CT BHP is interested in the correlation between: 
1) Members who did not have an Ambulatory Follow-up Appointment within 30 days of discharge and readmission to a hospital within 3 months and 

2) Those members who did have an Ambulatory Follow-up Appointment and had a readmission to the hospital.
Rationale:

Individuals admitted to an inpatient facility are at a significantly higher risk of harm to themselves or others by virtue of the severity of the disorders from which they suffer and the difficulty they commonly experience in living in a less structured environment. Although child members represent a small segment of the total population inpatient (approximately 1% as of July 20, 2006), the consequences of any lapse in treatment or follow-up to treatment are significant. Further, members in this population account for the majority of the expenditures for treatment on a dollars per person basis.
Establishing an effective outpatient treatment regimen is a critical component of providing a successful intervention in the course of illnesses experienced by this high risk population. The baseline data collected in this clinical study in year one sets the stage for actions and interventions to support connecting members with Follow-up Ambulatory Appointments within 30 days of discharge from an inpatient setting. Establishing aftercare (ambulatory Follow-up Appointments) for the continuation of treatment on an outpatient basis has become an industry standard for measuring the quality of care for behavioral health clients. The National Committee for Quality Assurance (NCQA) supports that follow-up after hospitalization for behavioral health can improve people’s quality of life and has important financial benefit. (NCQA 2004)
After the initial phase of baseline data collection, CT BHP would focus data collection on the specific topic of service connectivity. Again the premise is members who have timely Ambulatory Follow-up Appointments are less likely to be readmitted inpatient as they have a connection to services and a treatment plan which likely decrease the likelihood of a crisis situation requiring hospitalization.(Nelson,E.A., Maruish, M.E., Axler, J.L. Effects of discharge planning and compliance with outpatient appoints on readmission rates. Psychiatric Services. 51(7):885-9, 2000.
Methodology:
Ambulatory Follow-up Appointment rates are calculated on claim-based data. Ambulatory calculations are based on connecting a mental health and substance use disorder inpatient discharge event to subsequent outpatient claims. Follow-up appointments occurring in the first 30 days post inpatient hospitalization are counted as having met the Ambulatory Follow-up Appointment criteria.
The nationally standardized HEDIS method of calculating Ambulatory Follow-up Appointment will be adapted and used consistently in all measurement periods per the CT BHP Contract.
The following elements will define the activity:

1) Measurement is conducted after a consistent 120 day claims lag period.

2) The Follow-up Appointment rate will be computed from the date of discharge from an inpatient setting to thirty calendar days.

3) The qualifying aftercare services for Follow-up Appointments will include other behavioral health community services paid for by the Departments through the DSS MMIS contractor.

4) Services delivered in partial, structured outpatient, intensive outpatient treatment programs and individual therapy are considered Ambulatory Follow-up visits. Each level of care has a certified or licensed qualified health professional as coordinator of the team.

5) The measurement period is 365 days; however, it is calculated annually
6) Enrollees who lost eligibility are excluded from the calculations during or immediately after their inpatient stay. 
7) Members discharged from the PTRF setting are included.

8) Members discharged from the residential setting and group homes are excluded.

Phase I Quantifiable Measures: 
1) The percent of child members (ages seventeen and below) having an inpatient mental health hospitalization that had Ambulatory Follow-up within 30 days of discharge.
2) The percent of child members (ages seventeen and below) having an inpatient substance abuse hospitalization that had Ambulatory Follow-up within 30 days of discharge

Numerator: The total number of Ambulatory Follow-up Appointments attended by members receiving HUSKY A, HUSKY B and Limited Benefit Program within 30 days of discharge

Denominator: The total number of discharges of members receiving HUSKY A, HUSKY B and Limited Benefits Program for inpatient hospitalization.
Sampling methodology: There will be 100% inclusion of all defined members.
There is no introduction of bias that could affect the results.

Data Source: Administrative data and Claims/encounter data
Data Collection Methodology: Programmed pull from claims/encounter files of defined members

Data Collection Cycle: Quarterly
Data Analysis Cycle: Quarterly for tracking and trending and once a year for annual comparisons and full review
Target goals – Mental Health from Exhibit A, Table 6 of the CT BHP Contract based on data from the MCO’s in 2004, 0 to 17 years of age

	Follow-up Services NCQA HEDIS Definition 
	Other Follow-up Services
	Total Follow-up Services

	57.9%
	4.35%
	62.25%


Target goal – Substance Abuse from Exhibit A, Table 7 of the CT BHP Contract based on data from the MCO’s in 2004, 0 to 17 years of age

	Follow-up Services NCQA HEDIS Definition 

	72.5%


Phase II: Phase II is undertaken to determine service connectivity and the link or lack of link between Ambulatory Follow-up Appointments and hospital readmissions.

Quantifiable Measures: 

1) The percent of child members (ages seventeen and below) having an inpatient mental health hospitalization that had Ambulatory Follow-up within 30 days of discharge and were readmitted to a hospital within 30 days and/or 3 months.

2) The percent of child members (ages seventeen and below) having an inpatient substance abuse hospitalization that had Ambulatory Follow-up within 30 days of discharge and were readmitted to a hospital within 30 days and/or 3 months.

Numerator: The total number of Ambulatory Follow-up Appointments attended by members receiving HUSKY A, HUSKY B and Limited Benefit Program within 30 days of discharge who were readmitted to a hospital within 3  months.
Denominator: The total number of discharges of members receiving HUSKY A, HUSKY B and Limited Benefits Program for inpatient hospitalization who attended an Ambulatory Follow-up Appointment within 30 days of discharge..

Sampling methodology: There will be 100% inclusion of all defined members.

There is no introduction of bias that could affect the results.

Data Source: Administrative data and Claims/encounter data

Data Collection Methodology: Programmed pull from claims/encounter files of defined members

Data Collection Cycle: Quarterly
Data Analysis Cycle: Quarterly for tracking and trending and once a year for annual comparisons and full review
Target goal – Baseline data will become the basis on which a target goal for remeasurement will be identified.
Phase III - Phase III is a Quality Improvement Activity and will be written as such outside the scope of this document. Phase II is undertaken to determine reasons for the failure of service connectivity between those members receiving Ambulatory Follow-up Appointments with 30 days of discharge for inpatient hospitalization and readmission to a hospital within 3 months. Various activities including surveys will be used to determine the disconnect in the service connectivity. The results of this activity can address a critical element in the provision of comprehensive and effective behavioral health care for CT BHP Clients.
Timeframe:

Data collection for Phase I will begin 120 days after the implementation of CT BHP handling inpatient authorizations linked to claims data to allow for claims lag time. Data collection will continue for 120 days past the annual beginning date to allow for claims lag time. Also data collection start time is dependent on the programming of the report needed to pull the data from the claims system provided by EDS.
Data collection for Phase II will begin no sooner than post two quarters of Phase I data collection and analysis are complete. The exact date is to be negotiated.

Data collection for Phase III will begin no sooner than post one year after Phase I data collection and analysis are completes and post two quarters of Phase II data collection and analysis are complete. The exact date is to be negotiated.
Reporting Outcome:
Reporting of findings will begin 60 days after the first quarter in which the tracking of Follow-up Appointment rate is initiated via programmed report. Outcomes will be reported to the Utilization Management Sub-Committee through to the Senior Management Quality Steering Committee and to the Departments. The findings maybe used as baseline data for a Quality Improvement Activity in 2007.
CT BHP may potentially use outcomes data for directing future interventions to improve Ambulatory Follow-up Appointment rate by members.
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