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External Quality Review Summary

In accordance with the Centers for Medicare and Medicaid Services (CMS) rule, The Iowa Foundation for Medical Care (IFMC) conducts onsite evaluations of Managed Care Organizations (MCOs) and Prepaid Inpatient Health Plans (PIHPs) under contract with the Iowa Department of Human Services (DHS).  The purpose of the evaluation is to assure that each contracted MCO/PIHP is providing quality services for its Medicaid members in accordance with the CMS Protocols.  

As defined by the regulation, the EQRO is responsible to validate Performance Improvement Projects underway during the preceding 12 months, validate Performance Measures underway in the preceding 12 months, and evaluate compliance with quality standards addressing access to care, structure and operations, and quality measurement and improvement.  The regulation requires the review of standards every 3 years with alternate years reserved for follow-up evaluation of those standards not meeting expectation during the full review. 

The review discussed here involves Magellan Health Services (MHS).  Their performance was evaluated during an on-site review February 9, 2006 at their Des Moines, Iowa location.  The review addressed performance from September 1, 2004 through August 31, 2005. The Iowa Plan, managed by Magellan Health Services, is the single managed care plan for mental health and substance abuse services in Iowa.  MHS, with a membership averaging 277,000 per month throughout the state of Iowa, is the only Managed Care Organization currently under contract to provide mental health and substance abuse services and, as such, will not undergo comparative analysis with other plan’s performance.  

The IFMC External Quality Review (EQR) Evaluation Team (the Team) includes IFMC staff with extensive managed care experience, a certified professional in health care quality, and the Medicaid Medical Director.  Team members are experienced in managed care peer-to-peer review, quality improvement principles, and outcomes measurement.  The team is supported by an independent writer experienced in EQR to analyze the findings and write an independent summary of the findings. Also in attendance was Cynthia Tracy, IA Plan Program Manager.

MHS participants in the review included Joan Discher, General Manager; Steve Johnson, Clinical Director; Dennis Petersen, Operations Director; Kathy Stone, QI Director; and Dr. Chuck Wadle, Medical Director.

Objective:

The objective of this evaluation is to measure the effectiveness of MHS’s Medicaid Managed Care programs and processes in meeting the requirements of the Balanced Budget Act of 1997 as defined in the federal regulation (CFR 433 and 438).

The content of the review included:

1. Validation of Performance Improvement Projects (PIPs) that were underway during the preceding 12 months as required in 42 CFR 438.240 (b)(1).  These included:

Intensive Care Management Program

Outcomes Project

Cultural Differences

2. Validation of Performance Measures (PMs) that were underway during the preceding 12 months as required in 42 CFR 438.240 (b)(2).  This included:

Readmission Study – Average Length of Stay

Readmission Study – Most Frequent Diagnoses

3. A review to determine MHS’s compliance with the requirements of 42 CFR 438.240 (a)(1), specifically deficiencies and/or recommendations identified in the 2003/2004 EQR audit.  These included:

Enrollee Rights and Protections

Grievance Systems

Sub-contractual Relationships and Delegation

Quality Assessment and Performance Improvement Program

Health Information Systems

In an effort to clearly report findings, technical methods of data collection, description of the data, conclusions, and recommendations for improvement will be discussed separately for the requirements pertaining to standards as well as Performance Improvement Projects and Performance Measures.  
Review of Quality Standards
Technical Methods of Data Collection and Analysis:

MHS was subject to a full audit of compliance with the Quality Standards during its 2003/2004 evaluation.  The content of this 2004/2005 audit will focus on areas not evaluated as Proficient and areas with documented recommendations for improvement in the 2003/2004 audit.   These areas include:

Enrollee Rights and Protections

Grievance Systems

Sub-contractual Relationships and Delegation

Quality Assessment and Performance Improvement Program

Health Information Systems

Evaluation of these components included review of:  

Defined organizational structure with corresponding committee minutes, 

Policies and Procedures, 

Organizational protocols, 

Print materials available to members and providers, 

Report results, and 

Staff interview. 

The Team utilized an administrative review tool which was developed based on the CMS  Protocols to evaluate the MHS’s compliance with Access Standards, Structure and Operations Standards, and Measurement and Improvement Standards. Utilizing these tools, MHS will be evaluated on the timeliness, access, and quality of care provided.  This report will then incorporate a discussion of Plan strengths and weaknesses with recommendations for improvement to enhance overall performance and compliance with standards.

The IFMC rating scale remains as it was in the last evaluation period.  

P = Proficient.  

Documentation supports all components were implemented, reviewed, revised, and/or further developed.

D = Developing.  

Documentation supports some but not all components were present, OR, there is no documentation of activity within the review timeframe.

N = No Documentation.  

No documentation found to substantiate this component.

N/A = Not Applicable.  

Component not applicable to the focus of the evaluation.  N/A scores will be adjusted for the scoring denominators and numerators.

Description of the Data:

Enrollee Rights and Protections 
The Enrollee Rights and Protections standard was evaluated in follow-up to a recommendation to update the provider directory to incorporate complete provider information including languages spoken and accepting new patients; and, access to emergency services as well as procedures governing mailing and updating directories.  Audit found that information regarding provider demographics, language capability and accepting new patients has been updated.  Locations at which to access emergency services have been added to the directory, however, they do not include information regarding alternate languages available at those locations.  Finally, there was not an established policy outlining routine update and distribution processes and responsibilities.  

Recommendations for Improvement:  MHS has demonstrated the capacity for the required improvement as they were able to incorporate language information at individual provider locations.  The same process needs to be applied to sites providing emergency services as access to and quality of care can be significantly impacted when languages barriers exist.  This entire process needs to be governed by established organizational policy in order to prevent it from “falling through the cracks.”

Grievance System
Grievance systems were reviewed in follow-up to a recommendation that a policy be developed to direct the process of referral for Medial Director review.  During the 2003/2004 review, it was noted that procedures for critical incidents did not include criteria for referral to the Medical Director.  The policy and procedure for routing critical incidents to the Medical Director had been revised since the Team’s February 2005 visit.  In interviews with the Medical Director and Quality Improvement Clinical Reviewer it became clear that all critical incidents are now forwarded to the Medical Director for review.  Any cases categorized as “critical”, which included all deaths, are reviewed in-depth.  A newly developed checklist which detailed all steps to be taken for each file is included on each critical incident.  One step that was outlined on this checklist included reporting of the incident to the State and the Iowa Department of Public Health by fax.  

Recommendations for Improvement:  The Plan had developed a checklist for each critical incident, which included review by the Medical Director.  This checklist included faxing the incident to the State and the Iowa Department of Public Health.  However, there was no indication on the checklist of when the fax was sent.  It is recommended that the Plan add additional indicators on the checklist to include the date, time, and name of recipient of the faxes at each agency.

Sub-Contractual Relationships
Sub-contractual Relationships are reviewed in response to CMS feedback that the 2003/2004 evaluation of this component was inadequate.  MHS maintained one sub-contract during the evaluation timeframe.   The contract was with Aperture Credentialing, Inc. and was established to provide credentialing and recredentialing services.  The contract was evaluated and found to be in compliance with all required elements including evaluation, written agreement, performance evaluation, and corrective action plan.  The sub-contract evaluated is no longer in place.  There are no remaining sub-contracts for the Medicaid Managed Care population with MHS.


Recommendations for Improvement:  No recommendations as there are no remaining sub-contractual relationships.  In the event that sub-contracts become necessary, it is strongly recommended that MHS maintain this level of detail in development and maintenance of the sub-contract relationship.

Quality Assessment and Performance Improvement
Quality Assessment and Performance Improvement Programs were evaluated to determine the effectiveness of Performance Improvement Project (PIP) and Performance Measure (PM) processes.  These components will be discussed in greater detail in corresponding sections of this report so will not be discussed further in this section.  Overall, the Quality Assessment component of the evaluation maintains effective evaluation processes to evaluate timeliness, access to care, and quality of plan programs on an ongoing basis.

Recommendations for Improvement:  PIP and PM recommendations for improvement will be discussed in the corresponding sections of this report.  The overall program quality improvement processes continue to demonstrate compliance.  The Plan should continue this commitment to quality care and services.

Health Information Systems

Health Information Systems were reviewed in follow-up to concern regarding data integrity of the gender recorded on claims.  During the 2003/2004 review, it was identified that there is not an adjudication process for claims with mismatched information.  During an interview with the Operations Director in the 2004/2005 review, it was determined that the data field in question is outside the realm of control of MHS and, therefore, an adjudication process within MHS is not feasible.  The plan reports, anecdotally, that this is a low volume occurrence.

Recommendations for Improvement:  The results of the follow-up evaluation conducted by MHS clearly indicate that resolution of the issue is out of their control.  It is recommended therefore, that a footnote be added to any reports containing gender data that this data is state data and MHS is not responsible for the accuracy of the data.

Overall Evaluation and Recommendations for Improvement

Magellan Health Services continues to demonstrate a commitment to excellence.  The improvement in compliance with standards since the last review is commendable.  Each area identified as a concern in the 2003/2004 EQR audit has been addressed or is demonstrating improvement in the process of becoming fully compliant with federal regulations.   The challenge now is to commit the changes to corporate culture and demonstrate sustained compliance.

It is clear in the review of these components that the Plan has a strong commitment to the goals of timeliness, access, and quality of care provided within their program.   Processes are defined, staff is trained, and evaluation measures are in place.  There is an active Quality Improvement Committee to evaluate and act on recommendations.  Critical to the entire process is the acknowledgement of the member as the end-user.  

Staff demonstrates an increasing knowledge and understanding of performance expectations related to these standards.  The results of this review indicate a clear commitment to excel in all areas.   Staff is encouraged to continue the commitment in order to meet expectations in all areas.

Performance Improvement Projects

As a part of the EQRO on-site evaluation, Magellan Health Services (MHS), under the direction of the Iowa Department of Human Services, has compiled three Performance Improvement Projects which will be discussed.  They are:

Intensive Care Management Program

Outcomes Project

Cultural Differences

Technical Methods of Data Collection:
The technical methods of data collection and analysis incorporated by the MHS are developed internally incorporating information from existing plan reporting programs and databases.  A subsequent analysis of internal processes utilized to document and interpret data results was completed by the Team.  Finally, an interpretation of the interventions and ensuing improvements was incorporated as a measure of the effectiveness of the improvement process. 

The reviewer incorporated document review, interview, and observation techniques to fully evaluate the components of each Performance Improvement Project.  All evaluation was calculated against the Centers for Medicare and Medicaid Final Protocol, Validating Performance Improvement Projects:  A Protocol for Use in Conducting Medicaid External Quality Review Activities.

The rating scale reflecting compliance with standards remains as it was in the last evaluation period.  

P = Proficient  

Documentation supports all components were implemented, reviewed, revised, and/or further developed.

D = Developing 

Documentation supports some but not all components were present, OR, there is no documentation of activity within the review timeframe.

N = No Documentation
No documentation found to substantiate this component.

N/A = Not Applicable 

Component not applicable to the focus of the evaluation.  N/A scores will be adjusted for the scoring denominators and numerators.

A summary of compliance for all evaluated Performance Improvement Projects is included in Exhibit 1.

Exhibit 1:  Performance Improvement Project Compliance Rating Summary Table

	Step
	Intensive Care Management Program
	Outcome Project
	Cultural Differences

	Step 1:  Selected Study Topics
	P
	P
	P

	Step 2:  Study Questions
	P
	D
	D

	Step 3:  Study Indicators
	P
	D
	D

	Step 4:  Study Populations
	D
	D
	N

	Step 5:  Sampling Methods
	P
	D
	D

	Step 6:  Data Collection Procedures
	P
	D
	D

	Step 7:  Improvement Strategies
	P
	D
	N/A

	Step 8:  Analysis and Interpretation of Study Results
	D
	N/A
	N/A

	Step 9:  Validity of Improvement
	D
	N/A
	N/A

	Step 10:  Sustained Improvement
	D
	N/A
	N/A

	Overall Compliance Rating
	Developing
	Developing
	Developing

	


Intensive Care Management Program

Description of the Data:
MHS utilized existing plan data to extract those members who meet defined criteria for this Performance Improvement Project.  The project incorporates measures of timeliness of care, access to care, and quality of care as a process of care measure implemented through an Intensive Care Management program to improve health outcomes for enrolled members.  The population targeted for improvement in outcomes in this study is members with high levels of symptom severity and service utilization.

The baseline for this measure was calculated using July through December 2004 data. This report analysis evaluates re-measurements 1 and 2, January through December 2005, incorporating semi-annual re-measurement.  As a re-measurement analysis, the Plan’s effectiveness in identifying and implementing improvement strategies will be considered.  As a part of that process, outcome changes will be evaluated for their validity and sustainability over time.  These processes will incorporate review of study documentation regarding decision-making processes, interventions, and significance of change analysis.

All results are to be evaluated for statistical significance then compared to the defined benchmark and goal for the study year.  This process was repeated for each of 9 defined measures within the Intensive Care Management scheme.  The industry benchmark and Plan goals, when identified for a measure, are noted in Tables 1.A – 1.I.

Conclusions:

This Performance Improvement Project, which is an indicator of timeliness, access, and quality of care, clearly documents the plan rationale for selecting the study topic incorporating plan experience and literature review.  There are 3 clearly stated study questions with 9 corresponding measures as indicators for the study questions.

The study population is defined as adults and children with specific clinical indicators, however, there is no documentation outlining parameters of plan eligibility, including allowable gaps in eligibility.  During interview, staff were able to readily identify parameters and exclusions for the study.  This information must, however, be incorporated into study documentation.

The study population, generally restated as Iowa Plan members with complex mental health and/or substance abuse needs, is refined with each indicator appropriately to extract qualifying members based on defined denominators and numerators.  Data is extracted from plan-based reports.  The Plan utilizes the SF12 (short form) question version of the SF36® health survey as the data collection tool.  The Plan had not initiated inter-rater reliability testing on those clinicians completing the data collection tool.  Interviews were held with coordinators responsible for data collection and the Team noted that staff varied their questioning from the SF-12 text in an effort to complete the tool; therefore, there is likelihood that consistency between coordinators would be questionable.

Project documentation identifies the intent to apply the Chi square test of statistical significance using the center for disease control EpiInfo 3.01 software at an alpha level of significance x=0.05.  However, there are no documented outcomes of statistical significance testing for any of the measures.

Study outcomes reveal fluctuating improvement in 30-day re-admission rates while inconsistently meeting the benchmark; inconsistent improvement in 7-day follow-up rates while consistently exceeding the benchmark; Emergency Room Presentations consistently increasing while not meeting the benchmark; and, SF-12 scores consistently below the benchmark.

The analysis of results process completed by the MHS is effective for incorporating diverse expertise.  The analysis process outlined includes interpretation of the data, definition of perceived barriers, and development of interventions as improvement strategies.  Interventions are multi-faceted encompassing staff and provider strategies.  The 2004/2005 interventions included multiple staff and provider training opportunities; system enhancements to improve data tracking, referral coordination, and report development; and, staff information and feedback processes to incorporate improvement strategies.  However, in spite of these interventions results do not appear to be overwhelmingly favorable, a concern in the realm of sustained, significant improvement.

The following tables outline MHS’s performance for the 3 measurement periods of the study compared with the defined benchmark and Plan goal.  The focus of this audit is re-measurements 1 and 2.

Table 1 – A:  30-day Readmission Rate for all Iowa Plan

	Time Period
	Plan Result
	Benchmark
	Goal

	7/1/04 – 12/31/04 (Baseline)
	16.50%
	< 15%
	None

	1/1/05 – 6/30/05
	16.87%
	< 15%
	None

	7/1/05 – 12/31/05
	15.69%
	< 15%
	None

	1/1/06 – 6/30/06
	
	< 15%
	None


Table 1 – B:  30-day Readmission Rate for ICM Members: Pre-ICM

	Time Period
	Plan Result
	Benchmark
	Goal

	7/1/04 – 12/31/04 (Baseline)
	55.78%
	None
	None

	1/1/05 – 6/30/05
	56.6%
	55.78%
	None

	7/1/05 – 12/31/05
	45.45%
	55.78%
	None

	1/1/06 – 6/30/06
	
	45.4%
	None


Table 1 – C:  30-day Readmission Rate for ICM Members:  During ICM

	Time Period
	Plan Result
	Benchmark
	Goal

	7/1/04 – 12/31/04 (Baseline)
	36.96%
	None
	None

	1/1/05 – 6/30/05
	41.1%
	36.96%
	None

	7/1/05 – 12/31/05
	47.49%
	36.96%
	None

	1/1/06 – 6/30/06
	
	36.96%
	None


Table 1 – D:  30-day Readmission Rate for ICM Members:  Post ICM

	Time Period
	Plan Result
	Benchmark
	Goal

	7/1/04 – 12/31/04 (Baseline)
	00.00%
	None
	None

	1/1/05 – 6/30/05
	42.10%
	None
	None

	7/1/05 – 12/31/05
	38.67%
	42.10%
	None

	1/1/06 – 6/30/06
	
	38.67%
	None


Table 1 – E:  7-day Ambulatory Follow-up Rate for ICM Members:  Pre-ICM

	Time Period
	Plan Result
	Benchmark
	Goal

	7/1/04 – 12/31/04 (Baseline)
	94.21%
	None
	None

	1/1/05 – 6/30/05
	94.86%
	90%
	None

	7/1/05 – 12/31/05
	97.04%
	90%
	None

	1/1/06 – 6/30/06
	
	90%
	None


Table 1 – F:  7-day Ambulatory Follow-up Rate for ICM Members:  During ICM

	Time Period
	Plan Result
	Benchmark
	Goal

	7/1/04 – 12/31/04 (Baseline)
	98.39%
	None
	None

	1/1/05 – 6/30/05
	97.38%
	90%
	None

	7/1/05 – 12/31/05
	96.04%
	90%
	None

	1/1/06 – 6/30/06
	
	90%
	None


Table 1 – G:  7-day Ambulatory Follow-up Rate for ICM Members:  Post-ICM

	Time Period
	Plan Result
	Benchmark
	Goal

	7/1/04 – 12/31/04 (Baseline)
	100.00%
	None
	None

	1/1/05 – 6/30/05
	100.00%
	None
	None

	7/1/05 – 12/31/05
	96.60%
	90%
	None

	1/1/06 – 6/30/06
	
	90%
	None


Table 1 – H:  Emergency Room Presentations

	Time Period
	Plan Result
	Benchmark
	Goal

	7/1/04 – 12/31/04 (Baseline)
	12.03%
	< 8.5%
	None

	1/1/05 – 6/30/05
	12.79%
	< 8.5%
	None

	7/1/05 – 12/31/05
	Pending
	< 8.5%
	None

	1/1/06 – 6/30/06
	
	< 8.5%
	None


Table 1 – I:  SF-12 Scores

	Time Period
	Plan Result
	Benchmark
	Goal

	7/1/04 – 12/31/04 (Baseline)
	42.58
	50
	None

	1/1/05 – 6/30/05
	45.38%
	50
	None

	7/1/05 – 12/31/05
	44.96 to date
	50
	None

	1/1/06 – 6/30/06
	
	
	None


Evaluation of the Study and Recommendations for Improvement:

The Plan demonstrates developing ability in process of Performance Improvement.  However, there are several key areas of the process that require improvement before a Proficient designation can be awarded.  The following discussion of evaluation and recommendations will clarify target areas.

Strengths:

1)  The Plan’s documentation of rationale for this Performance Improvement Project to be initiated is good.  There are clear indications of plan performance and industry experience identified through literature review. 

2)  The Plan proficiently initiated application of the project specifications to the Medicaid population to define the study population and extract members meeting specifications for each of the study indicators.

3)  The Plan demonstrated an effective group process strategy in analyzing results and determining intervention strategies.  There was evidence of multiple specialty areas appropriate to the study population.  There was a multifaceted intervention approach applied in response to the team’s identification of multiple barriers to care.

Areas for Improvement:

1)  Specifications of the study population are well-defined related to the study topic however, care needs to be used to not overlook basic criteria such as age and plan eligibility.  MHS needs to clearly document all criteria to quantify the study population.

2)  Although the Plan has demonstrated diverse interventions, they have not been able to establish significant and sustainable improvements.  It is recommended that consideration be given to expanding the stakeholder pool in this process to include members and/or member representatives, and other community perspectives not currently represented in the data analysis process. 

3)  As a validation of the impact of the study interventions, statistical significance testing is required.  MHS has a statistical significance strategy outlined.  It is necessary for them to act on the strategy in order to validate findings.

4)  Inter-rater reliability testing is a critical step in validating study results.   The plan needs to incorporate an IRR testing strategy regarding the use of the SF-12 in order to have valid and reliable results from that survey.

Recommendations:

1)  Continue to reference the CMS Protocol, “Conducting Performance Improvement Projects” in an effort to improve understanding of the steps requiring documentation in anticipation of review.  

2)  Build on the steps of data analysis and development of interventions to diversify interventions to encompass multiple stakeholders in order to affect greater performance improvement.  Be sure to document the rationale for the interventions as well as the desired results.  

3) Data presented as benchmarks are Plan goals.  Incorporate documentation regarding your rationale for Plan Goals and adjustments to those goals.  Identify your target goal.  Your strategy for interventions should link to the target goal. Benchmarks are industry standards and are supported by national performance criteria.

5)  The PIP documentation needs to include documentation correlating results to the study question.  Incorporating this step may help focus intervention strategies based on actual results.

6)  Consider the implications of shifting re-measurement to an annual undertaking allowing more time for interventions to impact results.  Conversely, interventions netting minimal results would be adjusted more slowly.  The impact of plan outcomes needs to be a local determination but should be considered and documented.

7)  As MHS develops proficiency in this process, it is recommended that consideration be given to limiting the complexity of this and other studies.  The plan may find that limiting the study to 1 measure with 1 – 3 indicators is much easier to master than accurately tracking multiple measures and indicators through multiple interventions over time.  Once proficiency is established, complexity can be added.
Outcomes Program
Description of the Data:
MHS utilized authorization files and vendor files to extract those members who meet defined criteria for this Performance Improvement Project.  The project, implemented in response to a request from the Iowa Department of Human Services, is intended to measure the quality of care received by members as measured by treatment outcomes.   The population targeted for improvement in outcomes in this study is adult and youth accessing services at specified facilities.

The baseline for this measure was calculated per facility so the timeline varies based on when the relationship for the program was established.  The tools utilized for data collection for youth are the Polaris Health Directions’ PsyberCare Youth Report,  completed by the member and the Child Adolescent Needs and Strengths-Mental Health (CANS-NH), completed by the clinician. The tools used for data collection for adults are the Polaris Health Directions’ PsyberCare Recovery Outcomes Management System (ROMS), completed by the member and the Adults Needs and Strength Assessment (ANSA), completed by the clinician.  The tools utilized for this study have been found to be reliable and valid to provide data of psychopathy, functioning, and strength. 

This report analyzes the baseline measurement for the study.  All results are to be evaluated for statistical significance then compared to the defined benchmark and goal for the study year.  This process was repeated for each of 17 defined measures within the Outcomes Project.  The are no benchmarks defined for the indicators as this is a pilot project where like data does not exist.  The identified plan goal for all indicators is a 10% decrease in raw score comparing intake to update data.  

Conclusions:
The background for this study is clearly outlined with plan-specific information regarding outcome initiatives and the expansion of those initiatives into this computer-supported outcomes project linking client and clinician information to improve treatment outcomes.  

There are 2 study questions presented for analysis.  The first is multi-dimensional questioning the satisfaction of 4 stakeholders with 4 components of project development.  Within the study documentation, there is no further information supporting development of this question.  

The second study questions measures improvement in clinical outcomes for plan enrollees and will be the focus of this project analysis.  This study question incorporates measures of client functioning over time with the intent of facilitating improvement through real-time client/clinician feedback on status.  Of concern, however, is the complexity of the study which is compounded by number of indicators identified within the study.  There are 17 indicators linked with 4 agencies, 2 serving youth and 2 serving adults.  The core study indicators are repeated per agency based on whether the clientele is youth or adults.  It is noted though that the client measure for the youth study  is presented for only 1 facility, not both, which heightens the awareness of further problems related to having too many indicators to track.

The study population, as defined in the study documentation, is classified by the facility where services are rendered.  There is no information presented to classify the study participants, including such categorizations as plan eligibility and participant age.  Within classifications, it is necessary to provide specific information such age the range by date that will quality as “youth” and “adult” for this study year.  Likewise, specifics on plan eligibility over time must be defined including eligibility throughout the study period with allowable breaks.  Additionally, if the study measurements are linked to individual results reported in the aggregate, that should be stated. 

Within the study, all participants at each of the 4 identified facilities are included.  Technical methods of data collection are outlined in detail.  What’s lacking in the methodology are the specifics of the analysis process including information on adequate sample size, acceptable margin of error, file inclusion/exclusion criteria, etc. 

This study relies on on-line data tracking.  The technical methods of data collection are clearly outlined.  There’s documentation of multiple training opportunities to strengthen agency staff and clinician awareness of how to complete the assessment tools.  There was also staff and clinician training on how to respond within the assessment.  The concern, however, is there is not routinely scheduled follow-up training to address ongoing questions and/or staff turnover nor is there evidence of inter-rater reliability testing to validate the responses being documented in the database.  Given the multi-dimensional approach and the variety of provider clinicians documenting client assessments, there is a significant likelihood of inconsistency that cannot be discounted without IRR testing.  

The baseline data presented in this report represent initial assessment results for members at each facility.  As with the concern identified previously regarding the complexity of the study question, that complexity is magnified with the results presented as each of the 17 indicators reports 6 – 10 component results. Complete indicator results are the comparison of initial to update assessment results.   The documentation outlines a minimum number of update assessments as 50 before results will be calculated.  Given the need for a 90 – 120 day interval before an update assessment is completed, a full baseline analysis in not presented.  The documentation outlines a strategy to apply statistical significance testing.  It is anticipated this testing will be completed when the full baseline dataset is available.  

As the baseline year of the study, the impact of improvement strategies and analysis of real improvements are not appropriate.  It is expected in the baseline measure, however, that results be analyzed and discussion of improvement strategies be presented.  The study does present interventions but those listed appear to be related to the functionality of data collection.  It is not clear that any interventions are targeting member’s functional status, which was defined as the focus of the study. 

Evaluation of the Study and Recommendations for Improvement:
As the baseline year for this study, the Plan demonstrates developing ability with the expectations for the Performance Improvement Project process.  There are key areas of the process that require improvement before the designation of proficient can be assigned.  The following discussion of evaluation and recommendations will clarify target areas.

Strengths:
1)  The documentation of background leading to the initiation of this plan is effective.  Clear background on the status of outcome measurement within this service area is provided giving greater perspective to the significance of the study.

2)  MHS effectively followed the Performance Improvement Process steps outlined by the CMS Protocol.

3)  MHS staff demonstrates a strong commitment to effective process as well as improving outcomes for members.

Areas for Improvement:
1)  MHS staff, although committed to excellent performance, is relatively new to this Performance Improvement process.  The complexity of this PIP is a barrier to proficient performance.  Having multiple study questions, multiple indicators, and multiple measures in reported results created an environment where information was missed, lost, or simply not reported.  

2)  MHS did a good job of identifying the study population as it pertains to the study questions.  It is necessary, in addition, to specify all parameters impacting study inclusion, i.e., age, plan eligibility criteria, date parameters of the study, etc.

3)  Studies incorporating surveys must have a mechanism within the study to validate the integrity of the data reported.  Inter-rater Reliability Testing is missing from this study.

4)  MHS has demonstrated dedication to this project and shows evidence of process improvement to address start-up issues with this project however, the data reported here reflects the baseline and is incomplete, not reflecting a reportable result.  This is a finding of significant concern in a re-measurement analysis.

5)  The data collection methodology outlines data security in great detail but does not outline data collection methodology including file analysis with inclusion/exclusion criteria.

Recommendations:
1)  Continue to reference the CMS Protocol, “Conducting Performance Improvement Projects” to expand internal understanding of the steps of this process.  

2)  It is strongly recommended that this PIP be re-evaluated and pared down to a more manageable size until proficiency with the process is achieved.  No data was presented for study question #1.   In addition, it is quite complex with at least 8 indicators. These facts lend themselves to reconsideration of the value of that question. 

3)  Documentation of the study and results need to link back to the original study question(s).  As the study progresses through the steps of the process, be sure there is corresponding documentation at every step.  Pay particular attention in the upcoming study year to the additional steps required in re-measurement years, including data analysis and improvement strategies.

4)  Incorporate a procedure to establish inter-rater reliability regarding study components.  It is also recommended that a routine staff training schedule be added to the project outline to facilitate IRR.

5)   A requirement of this protocol is that new data be presented annually.  The results presented with this report are incomplete without the re-measurement.  It is critical, in year 2 of this study, that significant effort be put forth to collect that information in order to meet expectations.

6)  Refinement of the data collection methodology description should be undertaken to discuss security issues but target specific information about the data file, analysis, and file inclusion/exclusion criteria.

7)  MHS may wish to consider requesting technical assistance from CMS and/or the EQRO as they continue to develop proficiency with this process.

Cultural Differences Project
Description of the Data and Conclusions:

This Performance Improvement Project is a new PIP in this evaluation year and is immature in the development process.  The review will not be presented in the usual format.  Instead, a summary review will be provided with recommendations for follow-up.

The rationale for the Cultural Differences is clearly presented and provides an effective background for this project as a measure of quality of care.  The project, however, may have been better served as a Performance Measure instead of a PIP.  It appears from this documentation that there is not a clear understanding of the plan’s cultural make-up or their clinical experience relative to their cultural make-up.  Without a sense of the performance history, it is ineffective to develop a study to improve something that is not documented to need improvement.  

Concerns by component:

1)  The study question presented is very broad.  It lacks specifics on timeframe, plan eligibility, definition of “culture” such as race, ethnicity, socioeconomics, etc.  

2)  The study population is not defined.  In fact, it is documented that the plan does not have information on the cultural make-up of their membership.  

3)  The study indicators too are very broad.  They read as a mechanism for data gathering as opposed to a measure of change.  

4)  Data collection procedures are identified as a comparison of enrollment/eligibility data and claims data to identify the population.  Then, the same process will be utilized to  compare data for utilization information.  However, there is also reference to information sought from academic, governmental, and clinical resources.  This type of mixed information will negatively impact the validity of the data gathered.  If claims data is to be used, the study documentation should clearly outline what in a claims run constitutes a “Behavioral Health Service,” such as code groupings.

5)  No results are available due, at least in part, to data transfer issues with DHS.  However, it is critical to the timeliness of the study that the plan closely monitor study progress and intervene early and often to facilitate results.

Strengths:
1)  This study topic, Cultural Differences, is important in healthcare as trends continue toward diversifying populations.  It is important to understand the population you serve and verify the services provided meet the diverse needs presented.

2)  MHS demonstrates a commitment to learning to work within the CMS Protocols and presenting valuable Performance Improvement Projects.

Areas for Improvement:
1)  This study, although a valuable topic, is not ready to be presented.  Much refinement is nearly every step of the required steps is necessary.

Recommendations:

1)  Continue to reference the CMS Protocol, “Conducting Performance Improvement Projects” to expand internal understanding of the steps of this process.  Reference the CMS Protocol, “Calculating Performance Measures” to consider the efficacy of converting this project to a Performance Measure.  In doing so, the plan may be provided with the opportunity to collect data to define the cultural make-up of their membership and patterns of access.

2)  Request technical assistance from CMS and/or the EQRO to develop proficiency in this study process.

3)  Consider incorporating a measure of the cultural make-up of the provider network.  With access strongly impacted by providers, a study lacking in understanding of the cultural make-up of the network providers may net incomplete results or fail to result in improvement.

4)  As with the previous PIPs, continue to refine the defined study population and indicators to achieve a very specific component for measurement.  

5)  Use caution that the project that develops is focused so as not to become too unruly.  For example, given the complexity of “culture,” a study intended to result in improvement for all cultures may be an insurmountable task.  Instead, consider focusing on the culture identified with the most significant need as the target population.

6)  Document very clear data collection methodologies including a schedule and data inclusion/exclusion criteria.

Overall Evaluation and Recommendations for Improvement
The Performance Improvement Project processes were a significant portion of this review.  Overall, the “developing” rating reflects a need for greater attention to detail with each of the required steps.  There is a firm grasp of the concept of conducting valid studies, however, the size of the studies selected was a significant impediment.  The Plan’s commitment to excellence is apparent in the work that was provided for review.  That commitment to excellence overlaid on a smaller, more focused study should net significant improvement in Performance Improvement Project accuracy.

Multiple recommendations are provided for consideration regarding improvement strategies.  Consistent with the recommendation from the 2003/2004 EQR report, a strong focus over the coming year needs to be on the process of conducting the PIPs.  The Plan needs to demonstrate significant improvement in basic study components such as defining the population and indicators.  Also, increased focus on tracking components of the study from beginning to end, validating that all steps have been addressed, will significantly improve review outcomes as well as internal satisfaction with study outcomes.  

The plan also needs to be cognizant of study timelines.  The CMS protocol requires that PIPs be in place for the preceding 12 months and that new results are presented annually.  This is not occurring presently.  A renewed focus on this requirement is also required to improve overall performance. 

As identified earlier in this report, MHS demonstrates a strong commitment to quality through services provided.  They need to maintain that commitment as they work to strengthen their understanding and performance related to this process to strengthen overall plan performance. 

It is the opinion of this reviewer that, given the areas requiring continued attention, the studies presented for review during this measurement year should be considered developing by DHS and CMS. 

Performance Measures
As a part of the EQRO on-site evaluation, Magellan Health Services reports the results of two Performance Measure for this evaluation period.  The Performance Measures are:

Readmission Study – Average Length of Stay

Readmission Study – Most Frequent Diagnosis

Technical Methods of Data Collection:
The measures identified for review by MHS as the Performance Measures are administrative indicators utilized by the Plan to evaluate performance.  The technical methods of data collection and analysis incorporated by the Plan are internally defined utilizing available State and Plan data.  A subsequent analysis of internal processes utilized to document and interpret data results was completed by the EQR Team.  The Team incorporated document review, interview, and observation techniques to fully evaluate the identified components of the Performance Measure. 

All evaluation was calculated against the Centers for Medicare and Medicaid Final Protocol, Validating Performance Improvement Projects:  A Protocol for Use in Conducting Medicaid External Quality Review Activities.  The rating scale reflecting compliance with standards is as follows.  

P = Proficient  

Documentation supports all components were implemented, reviewed, revised, and/or further developed.

D = Developing 

Documentation supports some but not all components were present, OR, there is no documentation of activity within the review timeframe.

N = No Documentation
No documentation found to substantiate this component.

N/A = Not Applicable 

A summary of compliance for evaluated Performance Measures is included in Exhibit 2 below.

Exhibit 2:  Performance Measure Compliance Rating Summary Table

	Step
	
	Readmission Study – Average Length of Stay
	Readmission Study – Most Frequent Diagnosis

	Documentation
	
	D
	D

	Denominator:  Data Source
	
	D
	D

	Denominator:  Calculation
	
	D
	D

	Numerator:  Data Source
	
	D
	D

	Numerator:  Calculation
	
	D
	D

	Numerator:  Integration
	
	D
	D

	Numerator:  Validation
	
	D
	D

	Sampling:  Unbiased
	
	N/A
	N/A

	Sampling:  Methodologies
	
	N/A
	N/A

	Reporting
	
	D
	D

	Overall Compliance Designation
	
	Developing
	Developing

	


Readmission Study – Average Length of Stay

Description of the Data:

MHS utilized their eligibility and claims/encounter data to extract those members meeting defined study criteria.  This Performance Measure has an implied intent of improving timeliness and quality of care.  It utilizes administrative processes for data gathering.  Once claim data is extracted, calculations are applied to summarize performance results.  No sampling was required as all eligible members were included in the study.  

In order to report the significance of the findings, the data abstraction is calculated into a performance result.  Statistical significance testing should be applied to measure the significance of the result.  The result can then compared to an industry benchmark and a Plan goal.  In this case, there is no identified benchmark.  The plan goal is references as the Iowa Plan contractual Performance Indicator of 15% as well as the Magellan Clinical Core Performance Indicator threshold of 15%.

Conclusions:

The Performance Measure documentation loosely meets expectation however much greater detail concerning the background of the study topic should be documented including past performance and changes in performance that have led to implementation of this study.  Also, reference to performance goals and industry benchmarks are not included but should be as a component of the indicator being measured.  

The statement of the study question is complex.   In spite of the complexity, there is detail lacking regarding plan eligibility and age criteria.  The study question states Iowa Plan Medicaid enrollees which implies all plan members.  However, data contained within the study population description provides splits of age and gender.  There is no identified need for this data within the questions presented.  The implication of the data is unclear and is potentially left to the reviewer interpret.

Data collection methodology may account for the age/gender information but is not necessary.  Study documentation outlines criteria for monthly adjustment of age groupings to maintain intact numerator/denominator calculations.  Since no results are presented by age grouping, this statement regarding data adjustment is adequate to address the issue. 

There is no sampling incorporated into this study.  All plan members meeting criteria are included.  Methodology for inclusion appears to be sound.

Study results are stated.  There is no analysis included.  Analysis should have included results in comparison to previous contract performance, industry performance, or contract goals.  There should also be statistical significance testing applied as a measure of significance of change in the reported results.  

As an evaluation measure, the Performance Measure results should contain an assessment of the need to repeat or discontinue the study.  If results do not meet stated goals, will the study continue to determine the consistency of the performance?  Will the study be advanced to a Performance Improvement Project in an effort to correct the performance?  Will the study be discontinued if the plan is content with the results?

Evaluation of the Study and Recommendations for Improvement:
This Performance Measure demonstrates developing skill with this study process.  The following discussion of evaluation and recommendations will identify suggestions for improvement.

Strengths:

1)  Although the plan expresses confusion on the intent and process related to Performance Measurement, this study demonstrates a valiant effort to present a valid study.

2)  The Plan’s documentation of rationale for this Performance Measure is a good start.  Acknowledgement of the significance of performance indicators is important in prioritizing quality improvement efforts. 

Areas for Improvement:

1)  All steps of the study process were not fulfilled.  The plan continues to have difficulty clearly documenting the study population and indicators.  Stated benchmark and plan goal information was missing.  There was no analysis of the reported data.

2)  Although data methodology for this study year was validated, it is not explicitly stated in the PM documentation.  This needs to occur to ensure that, in subsequent study years, the same level of data integrity is maintained in order to continue with a valid and reliable study.

3)  Appropriate statistical significance testing was not applied to the study results.

Recommendations:

1)  Reference the CMS Protocol, “Calculating Performance Measures” in an effort to improve understanding of the steps requiring documentation in anticipation of review.  

2)  Request technical assistance from CMS and/or the EQRO to enhance understanding of the Performance Measure requirements and steps.

3)  As with the Performance Improvement Projects, adopt a Performance Measure reporting format that consistently leads you through the required steps.  This will enhance consistency in each study and in overall performance.  Also, this standard format may help to prevent the inclusion of information that does not have a purpose in enhancing the study.

4)  Focus effort on increasing understanding of how to clearly define a measurable and manageable study question with appropriate indicators.  Each indicator should reference a benchmark and/or Plan goal.

5)  All data evaluation components need to by clearly outlined in the study documentation including the data elements governing the sample and appropriate statistical significance testing strategies.

6)  All studies performed in response to CMS protocols require a report to the governing body, in this case, DHS.  As a component of that report, there needs to be data analysis including the meaning of the presented results relative to the study question and contract performance expectations.  There should also be a statement regarding the ongoing status of the study.  This component needs enhancement.

Readmission Study – Most Frequent Diagnoses

This study is nearly an exact replica of the previous Performance Measure.  As such, all components of the evaluation pertain as previously stated.  Variations in information presented for review were found only in the findings presented.  They included findings on the most prevalent diagnoses however, the reviewer comments from the previous study are the same, as no analysis was included.  

The following review is a restatement of the Readmission Study – Average Length of Stay as it applies, in its entirety to this study analysis.

Description of the Data:

MHS utilized their eligibility and claims/encounter data to extract those members meeting defined study criteria.  This Performance Measure has an implied intent of improving timeliness and quality of care.  It utilizes administrative processes for data gathering.  Once claim data is extracted, calculations are applied to summarize performance results.  No sampling was required as all eligible members were included in the study.  

In order to report the significance of the findings, the data abstraction is calculated into a performance result.  Statistical significance testing should be applied to measure the significance of the result.  The result can then compared to an industry benchmark and a Plan goal.  In this case, there is no identified benchmark.  The plan goal is references as the Iowa Plan contractual Performance Indicator of 15% as well as the Magellan Clinical Core Performance Indicator threshold of 15%.

Conclusions:

The Performance Measure documentation loosely meets expectation however much greater detail concerning the background of the study topic should be documented including past performance and changes in performance that have led to implementation of this study.  Also, reference to performance goals and industry benchmarks are not included but should be as a component of the indicator being measured.  

The statement of the study question is complex.   In spite of the complexity, there is detail lacking regarding plan eligibility and age criteria.  The study question states Iowa Plan Medicaid enrollees that implies all plan members.  However, data contained within the study population description provides splits of age and gender.  There is no identified need for this data within the questions presented.  The implication of the data is unclear and is potentially left to the reviewer interpret.

Data collection methodology may account for the age/gender information but is not necessary.  Study documentation outlines criteria for monthly adjustment of age groupings to maintain intact numerator/denominator calculations.  Since no results are presented by age grouping, this statement regarding data adjustment is adequate to address the issue. 

There is no sampling incorporated into this study.  All plan members meeting criteria are included.  Methodology for inclusion appears to be sound.

Study results are stated.  There is no analysis included.  Analysis should have included results in comparison to previous contract performance, industry performance, or contract goals.  There should also be statistical significance testing applied as a measure of significance of change in the reported results.  

As an evaluation measure, the Performance Measure results should contain an assessment of the need to repeat or discontinue the study.  If results do not meet stated goals, will the study continue to determine the consistency of the performance?  Will the study be advanced to a Performance Improvement Project in an effort to correct the performance?  Will the study be discontinued if the plan is content with the results?

Evaluation of the Study and Recommendations for Improvement:
This Performance Measure demonstrates developing skill with this study process.  The following discussion of evaluation and recommendations will identify suggestions for improvement.

Strengths:

1)  Although the plan expresses confusion on the intent and process related to Performance Measurement, this study demonstrates a valiant effort to present a valid study.

2)  The Plan’s documentation of rationale for this Performance Measure is a good start.  Acknowledgement of the significance of performance indicators is important in prioritizing quality improvement efforts.

Areas for Improvement:

1)  All steps of the study process were not fulfilled.  The plan continues to have difficulty clearly documenting the study population and indicators.  Stated benchmark and plan goal information was missing.  There was no analysis of the reported data.

2)  Although data methodology for this study year was validated, it is not explicitly stated in the PM documentation.  This needs to occur to ensure that, in subsequent study years, the same level of data integrity is maintained in order to continue with a valid and reliable study.

3)  Appropriate statistical significance testing was not applied to the study results.

Recommendations:

1)  Reference the CMS Protocol, “Calculating Performance Measures” in an effort to improve understanding of the steps requiring documentation in anticipation of review.  

2)  Request technical assistance from CMS and/or the EQRO to enhance understanding of the Performance Measure requirements and steps.

3)  As with the Performance Improvement Projects, adopt a Performance Measure reporting format that consistently leads you through the required steps.  This will enhance consistency in each study and in overall performance.  Also, this standard format may help to prevent the inclusion of information that does not have a purpose in enhancing the study.

4)  Focus effort on increasing understanding of how to clearly define a measurable and manageable study question with appropriate indicators.  Each indicator should reference a benchmark and/or Plan goal.

5)  All data evaluation components need to by clearly outlined in the study documentation including the data elements governing the sample and appropriate statistical significance testing strategies.

6)  All studies performed in response to CMS protocols require a report to the governing body, in this case, DHS.  As a component of that report, there needs to be data analysis including the meaning of the presented results relative to the study question and contract performance expectations.  There should also be a statement regarding the ongoing status of the study.  This component needs enhancement.

Overall Evaluation and Recommendations for Improvement
The Performance Measurement processes were a significant portion of this review.  The plan, admittedly, feels quite vulnerable in this review area as they did not have a clear understanding of expectations.  Overall, the “developing” rating reflects the effort put forth to attempt to meet expectations.  There is a firm grasp of the concept of conducting valid studies however, the lack of understanding of the required steps impeded strong performance in this review area.  

Multiple recommendations are provided for consideration regarding improvement strategies.  Consistent with the recommendation from the 2003/2004 EQR report, a strong focus over the coming year needs to be on the process of conducting the Performance Measures.  The Plan needs to demonstrate significant improvement in basic study components such as defining the population and indicators.  Also, increased focus on tracking components of the study from beginning to end, validating that all steps have been addressed, will significantly improve review outcomes as well as internal satisfaction with study outcomes.  

The plan also needs to be cognizant of study timelines.  The CMS protocol requires that Performance Measures be in place for the preceding 12 months and that new results are presented annually.  This is not occurring presently.  A renewed focus on this requirement is also required to improve overall performance. 

As identified earlier in this report, MHS demonstrates a strong commitment to quality through services provided.  They need to maintain that commitment as they work to strengthen their understanding and performance related to this process to strengthen overall plan performance. 

It is the opinion of this reviewer that, given the areas requiring continued attention, the studies presented for review during this measurement year should be considered developing by DHS and CMS and cannot yet be relied upon as valid studies.

1

