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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 annual review of PIPs, PMs, and areas identified in the Quality Standards as not meeting expectations. 

The review discussed here involves Magellan Health Services (MHS).  Their performance was evaluated during an on-site review February 12 and 13, 2008 at their Des Moines, Iowa location.  The review addressed performance from September 1, 2006 through August 31, 2007. 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 
Dennis Petersen, Operations Director 
Steve Johnson, Chief Clinical Officer 
Gloria Scholl, Area Contract Manager 
Charles Wadle, D.O., Medical Director 
Chris Sims, Quality & Compliance 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

Outcomes Project

Cultural Differences in Utilization

Co-Occurring Disorders Services

Reward for Quality

Self-Directed Care

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:

Inpatient Facility Safety Survey

Schizophrenia Readmission 

3. A review to determine MHS’s compliance with the requirements of 42 CFR 438.

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 compliance audit during this on-site review.  The content of this 2006/2007 audit will include all components of the Quality Standards defined in 42 CFR 438.  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 

Staff interviews 

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. See Attachment A.  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.

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:

The review of Quality Standards was completed using Attachment A, BBA Quality Standards Review Tool, adapted from 42 CFR 438.  The following is a description of the findings by performance category identified in the tool/regulations.

Enrollee Rights and Protections 

Enrollee Rights and Protections address 28 standards.  Of the 28, MHS was rated by the review team to be proficient in 26.  The remaining standards were rated as developing and are addressed below.

	Written material must use easily understood language and format; and be available in alternative formats and in an appropriate manner that takes into consideration the special needs of those who, for example, are visually limited or have limited reading proficiency.
	Developing

	The Plan must provide the following information to all enrollees:

Names, locations, telephone numbers of, and non-English languages spoken by current contracted providers in the enrollee's service area including identification of providers that are not accepting new patients.  For Plans this includes, at a minimum, information on primary care physicians, specialists, and hospitals.
	Developing


Plan performance related to Enrollee Rights and Protections is very strong.  Areas of concern are the reading level of several member correspondence letters and the availability of information for members regarding physicians accepting new patients.

There is concern about the content of some letters, specifically denial and non-authorization letters, being written at a higher than 6th grade reading level.  

All information and internal policies and procedures are compliant with standards in this area except for routine access to information regarding a physician accepting new patients.  The information is contained in the MHS system but not at the level routinely viewed by the customer service staff.  Additionally, the information is visible on the MHS web-site but is not contained in any hard-copy format. 
These issues were discussed with MHS staff.  They share the concern regarding the reading level of the content of the letters.  They had the opportunity to meet with CMS this past year to discuss their concern about mandated content and were not able to reach a resolution that resolves the 6th grade reading level issue.  The issue regarding information on physicians accepting new patients was acknowledged as a system limitation and potential resolutions were identified.

Recommendations for Improvement:    Although MHS was not successful in facilitating a change in required letter content, they are still required to share the information in a “manner and format that is easily understood.”  Perhaps an acceptable alternative is to state the required content and follow it with a simplified interpretation.  

The routine display of the mandated piece of data, accepting new patients, must be addressed.  MHS staff acknowledged this system barrier in discussion and has identified potential programming fix.  Expeditious resolution is required.

Grievance System
Grievance System addresses 27 standards.  Of the 27, MHS was rated by the review team to be proficient in 25.  The remaining standards were rated as developing and are addressed below.

	Notice of Action:  The notice must be in writing and must meet the language and format requirements to ensure ease of understanding.
	Developing

	Ensure that the individuals who make decisions on grievances and appeals are individuals who were not involved in any previous level of review or decision-making; and who, if deciding 1) an appeal of a denial that is based on lack of medical necessity; 2) a grievance regarding denial of expedited resolution of an appeal; or 3) a grievance or appeal that involves clinical issues; are health care professionals who have the appropriate clinical expertise, as determined by the State, in treating the enrollee's condition or disease.
	Developing


Review of Grievance Systems found a high degree of compliance.  Policies and procedures are generally complete and consistent with standards.  Member communication is complete with required information.  There was an identified deficiency, however, in the reading level at which several letters are written.  Documents exceeding the 6th grade reading level do not meet the standard because they generally exceed the comprehension level of the population served.  

The second area of concern involves one grievance that was reviewed but not resolved.  There was a grievance regarding inappropriate use of medications at a facility.  The grievance was “resolved” with the member by reporting to the member that the facility would be investigated.  Medical records were requested as a Provider Incident rather than grievance, but no records were ever received, and no further action was taken by the Plan.  The staff in charge of this area is no longer with MHS; however, current policies and procedures do not outline the staff responsible or the process of oversight to these responsibilities.  An online tracking tool is utilized to measure compliance with the timing requirements of the grievance process, but no tracking reports are available to ensure appropriate follow-up on each case.  A Grievance summary report states that 100% of grievances were resolved within 14-day timeframe; however, this is erroneous information for the timeframe containing this grievance. 

There is concern on several levels with this situation.  MHS communicated with the member regarding this grievance thus fulfilling the member communication responsibility but didn’t and hasn’t followed an investigative process through to resolution of the issue of an inappropriate medication being administered.  Tracking reporting information proved to be of no value in this case as it appears that the report is driven by member communication and not issue resolution.  

Recommendations for Improvement:  The content of letters exceeding the appropriate reading level for uniform understanding has been documented previously.  It is imperative that the Plan incorporate quality improvement efforts to achieve compliance with content as well as style.

The grievance process concern identified, although atypical, must be considered in relation to the whole.  Concerns were addressed from a personnel perspective but there is no documented resolution of the root cause of the original issue leading to the grievance.  MHS bears responsibility to apply the concepts of Quality Improvement to analyze all steps of this process to prevent any future occurrences.

Access and Availability

Eleven standards are rated proficient with 1 not applicable as MHS does not provide Women’s Health Services.  Reports of claim payment reflect 98.8% are paid/denied within 0 – 12 days, 99.99% within 0 – 30 days with less than 13% denials being the Plan standard.

Coordination and Continuity of Care

Six of 8 standards are rated as “not applicable” as MHS provides Behavioral Health services only.  The 2 additional standards evaluated due to their uniform application refer to care coordination with other plans and the protection of the member’s privacy throughout care coordination efforts.  MHS demonstrates proficiency in these areas with appropriate policies and procedures governing work processes.  

Coverage and Authorization of Services
All of 6 standards evaluated as proficient.  All Utilization Management processes are clearly defined and compliance is documented appropriately with reports and quality initiatives.  Annual testing of inter-rater reliability regarding consistent application of medical necessity criteria occurs among clinical care management staff.

Credentialing and Recredentialing

All of the 3 standards evaluated are proficient however, there is potential for improvement in the clarity of processes governing credentialing/re-credentialing activities, specifically site visits.  The corporate policy limits the requirement for site visits based on the number of client visits; fewer client visits, decreased priority for a site visit.  On review, MHS is actually performing a number of site visits per year that would consistently allow a site visit for all providers at least once every credentialing/re-credentialing cycle.  Although this standard is met, this policy inconsistency should be addressed.

The Participating physician’s agreement is in compliance with Federal requirements.

Enrollment and Disenrollment
Five standards identified as N/A.  This function has been retained by Iowa DHS.  The Plan was not reviewed specific to this function.

Sub-Contractual Relationships and Delegation
Two standards are identified as N/A.  The Plan has no subcontracts for work related to their contract with the State.

Practice Guidelines
All of 6 standards are proficient.  The CMO and appointed practitioners review and update clinical practice guidelines at least every 2 years.  Final recommendations of the clinical practice guidelines adoption are presented to the corporate UM committee for input and to national professional provider review committee for approval.

Quality Assessment and Performance Improvement Program

Fifteen of 15 standards are evaluated to be proficient. The National Quality Council, chaired by the Chief Clinical Officer, establishes the priorities for the QI programs.  The Care Management Center UM committee chaired by the Medical Director and VP Clinical Services establishes quantitative and qualitative measures of utilization including over and under utilization.  The Plan completes quarterly QI reports.  Examples of PMs for the quarter that met or exceeded indicators are reported.  The state representatives and the Plan meet 2 times a month to review operations and policy related issues.

Health Information Systems
Three of 3 indicators are evaluated to be proficient.  Appendix Z completed and contains well defined policies and procedures for submitting accurate month files to the state, which have been transmitted and accepted by the state (passing validation) during the timeframe.

Overall Evaluation and Recommendations for Improvement

Consistent with previous reviews, MHS performs very well in the review of standards.  They are a plan that demonstrates strong commitment to excellence.  It is clear in discussion that there is a working knowledge of protocols and corresponding policies & procedures.  MHS seeks information on methods to improve performance.  This level of engagement continues to be commendable.  

All levels evaluated during this review demonstrate an awareness of the member as the end-user with a commitment to timeliness, access, and quality of care.  What stands out with this Plan is their awareness of these traits and the impact on member health outcomes, not simply fulfilling a regulatory requirement.  There were several areas identified as needing improvement and the Plan was able to engage in critical process analysis with the review team to fully understand the concerns and identify acceptable actions to resolve the issues.  Again, this level of awareness is commendable.

As identified in the previous reviews, Magellan Health Services continues to demonstrate a commitment to excellence.  This reviewer repeats the challenge to continue to commit program changes and improvement strategies to corporate culture and demonstrate sustained compliance.

It is evident in document review and staff interview regarding these components that the Plan’s strength is their 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.  

Detailed documentation reflecting processes and improvement strategies is identified as a weak area that would benefit from attention.  In the infrequent instance where a standard is not fully compliant, the written procedure governing expected actions is lacking required detail.  Focused attention on consistent documentation of required details will be very beneficial in addressing this weakness.

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 continue 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 6 Performance Improvement Projects which will be discussed.  They are:

Intensive Care Management Program

Outcomes Project

Cultural Differences in Utilization

Co-Occurring Disorders Services

Reward for Quality

Self-Directed Care

Technical Methods of Data Collection:
The technical methods of data collection and analysis incorporated by MHS are developed internally incorporating information from existing plan reporting programs and databases.  Utilizing the Performance Improvement Project Validation Worksheet (Attachment A), analysis of internal processes utilized to document and interpret data results were 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.

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 Exhibits 1A & 1B.

Performance Improvement Project Compliance Rating Summary Table

Exhibit 1A

	Step
	Intensive Care Management Program
	Outcome Project
	Cultural Differences

	Step 1:  Selected Study Topics
	P
	P
	P

	Step 2:  Study Questions
	D
	N
	D

	Step 3:  Study Indicators
	D
	N
	D

	Step 4:  Study Populations
	D
	N
	D

	Step 5:  Sampling Methods
	N/A
	N/A
	N/A

	Step 6:  Data Collection Procedures
	P
	N
	N

	Step 7:  Improvement Strategies
	D
	N
	D

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

	Step 9:  Validity of Improvement
	D
	N
	N

	Step 10:  Sustained Improvement
	D
	N
	N

	Overall Compliance Rating
	Developing
	Not Valid
	Not Valid

	


Exhibit 1B

	Step
	Co-Occurring Disorders Services
	Reward for Quality
	Self-Directed Care

	Step 1:  Selected Study Topics
	P
	P
	P

	Step 2:  Study Questions
	D
	N
	D

	Step 3:  Study Indicators
	D
	D
	D

	Step 4:  Study Populations
	D
	D
	D

	Step 5:  Sampling Methods
	N/A
	N/A
	N/A

	Step 6:  Data Collection Procedures
	D
	D
	D

	Step 7:  Improvement Strategies
	D
	D
	N

	Step 8:  Analysis and Interpretation of Study Results
	D
	D
	D

	Step 9:  Validity of Improvement
	N
	N
	N

	Step 10:  Sustained Improvement
	N
	N
	N

	Overall Compliance Rating
	Developing
	Developing
	Not Valid


Intensive Care Management Program

Description of the Data:

MHS utilized plan authorization system 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 Plan members with high levels of symptom severity and service utilization.

The baseline for this measure was calculated using July 2004 through November 2005 data. This report analysis evaluates re-measurement year 2 or December 2006 through November 2007 data for the single measure of 30-day readmission.   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.  Results are evaluated for statistical significance and are compared to a defined benchmark and goal for the study year.  The benchmark is identified as 15% 30-day re-admission rate and is defined by the Iowa Plan contract.  The Plan goal is 30% 30-day re-admission rate with a 10% decrease per year until a rate of 15% is achieved.

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.  The measure of results presented for this study is the 30-day inpatient mental health readmission rate after Intensive Care Management.  The background for the study has been carried forward from previous study years and clearly reviews the rationale for the study as “the intent to increase clinical stability and functional health status of selected consumers with severe psychiatric disorders…”

The study question effectively represents the measure of reduced 30-day readmission after Intensive Care Management.  References to timeframes continue to be vague.  As was discussed in the previous EQR audit, the Intensive Care Management program is dynamic but more clear description of inclusion parameters and program timeframes is required.  Currently, there is no clear documentation of the duration of the ICM program for each member and, therefore, no clarity on how to determine timeframes based on discharge dates.

The defined study population continues to be overstated based on analysis of all study documentation.  The stated study population references Iowa Plan enrollees who meet any 1 of 5 criteria relating to inpatient admissions or a diagnosis of Bipolar or Schizophrenia.  According to documentation, this is the criteria for which ICM is offered to a member in which case the member has the opportunity to accept or refuse ICM.  The study population is only those members meeting the 6 criteria and subsequently accepting and completing ICM.  

Other qualifiers which continue to be absent from documentation are eligibility considerations.  Is there an anchor date for eligibility for this study?  Are there allowable gaps in eligibility?  The requirement for these population specifics were identified in the previous EQR report.  This information must be incorporated into study documentation.

Once the study population is clarified, it is clear that no sampling methods are incorporated in this study.  All plan members who met the criteria of discharge from an inpatient mental health admission and complete the ICM program are included in the study for data gathering and analysis.  Data collection is identified as a query of the Plan’s internal authorization system with specified date sets.  Documented data collection procedures were followed with appropriate statistical significance testing applied.  This re-measurement year 2 post-ICM 30-day readmission rate of 32.96%, down from 50.08% prior to ICM and down from 36.19% in re-measurement year 1, is a significant improvement.  The Plan has incorporated a stated goal which allows quantification of actual performance relative to desired performance.  The Plan is achieving significant progress in the improvement of the 30-day re-admission rate for this population.

The documented improvement strategies require additional attention.  Although they are improved from the last report, the interventions continue to require greater focus on the members receiving the services.  The improvement strategies identified in this report year are the hiring of a Peer Support Specialist for the ICM team and measurement and presentation of data to the QIC.  The staff expansion is an improvement strategy but measurement and presentation of data is an anticipated step of the PIP process, not an improvement strategy.  

The Plan’s report format for tracking and reporting intervention strategies identifies the intervention, the anticipated effect, and the actual effect.  With the inclusion of these categories, the Plan is challenged to document measureable information.  Identifying “better outcomes” is not an acceptable effect of a planned intervention strategy.  It is also expected that some degree of measurement would be completed making an actual effect of “undetermined” not acceptable. Interventions are intended to cause change but the change should be guided, not random.  Specific, measurable interventions should be the target.

Although there was a brief technical data analysis plan outlined, there is no documentation of analysis of results by any internal committee.  In the technical data analysis, the Plan should provide full analysis of the cause and effect of the interventions applied to the study population.  Additional analysis of the impact of the interventions over time could also enhance the findings and conclusions.  Documentation should also include recommendations for enhanced data analysis, adjusted intervention strategies, etc. which may enhance the impact of the study.  Also, documentation of this discussion should outline participant areas of expertise to document the diverse perspectives supporting the initiative. This is a continuing recommendation from the previous audit and action is strongly recommended.

In determination of “real” improvement in this study, the Plan is reluctant to accept the improvement.  It is their responsibility to develop their study methodology, including the data collection procedures, data analysis plan, statistical analysis, and interpretation of results to the point that outcomes of the study are clearly stated.  Whether the improvement is accepted as “real”, a full description of the rationale for that decision must be documented.   The outcome may not be desired but the Plan must acknowledge it nonetheless.  Additional data produced over the upcoming years will clarify the causal relationship but the Plan must accept responsibility for initiation of change that is evident in this study to date.  

Whether the reported improvement is sustainable is unclear and not specifically addressed in the report documentation.  Continued application of consistent study methods will provide the Plan with additional evidence from which to draw that conclusion.  It will be the Plan’s responsibility to accept the improvement resulting from their intervention.

Evaluation of the Study and Recommendations for Improvement:

The Plan demonstrates developing ability as it applies to this Performance Improvement Project.  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 very good.  There are clear indications of plan performance and industry experience identified through literature review. 

2) The inclusion of a benchmark and Plan goal is a significant enhancement to this report.  Correlation of study findings with these two references will provide substance to analysis.

3) Data collection methods and the data analysis plan were greatly improved in detail and applicability from the previous report of the study.  

4) Statistical significance testing was appropriately applied with very favorable results reported.

5) Data validation was performed for all Plan studies representing effective data programming and extraction methods.
Areas for Improvement:

1) Specifications of the study population are not well-defined related to the study topic.  They require refinement to accurately reflect the study participants.  Additionally, 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) Timeframes for the study are difficult to track in the presented documentation.  It is necessary that documentation is explicit about qualifying date ranges specific to study parameters.

3) Information on study interventions is documented however, the actions identified as interventions tend to cross into expected steps of the PIP.  It is important for the Plan to distinguish between these 2 actions to accurately advance the study.

4) Documentation clearly representing internal analysis of findings should be incorporated into all studies in order to fully represent the critical thought process driving the progression of the studies.

5) The Plan continues to call into question the reliability and sustainability of study results.  Enhanced documentation should be included to clearly describe the rationale for this position.

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) Focus attention on the introductory steps of defining the study specifications of study question, population, goal, and benchmark to establish a valid foundation for your study.

3) Develop the steps of data analysis and intervention strategies to identify interventions to effectively foster desired change toward improvement.  Be sure to document the rationale for the interventions as well as the desired results.  

4) 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.   Ensure the documentation maintains member focus throughout the study process.
5) Request technical assistance from CMS and/or the EQRO to enhance understanding of the Performance Improvement Project requirements and steps.

Outcomes Program
Description of the Data:
MHS attempted to present documentation outlining the continuation of this study of computer-based assessments measuring improvement in strength areas.  However, the project encountered complications attempting to consistently implement the project as well as complications with the computer vendor resulting in termination of the contract.  Although an attempt was made to compile results for the study, decreasing numbers of participants with deteriorating results lead this reviewer to determine that the study is invalid. 

Conclusions:

Discussion with MHS revealed a lack of understanding that system changes such as those impacting this project, i.e., loss of provider buy-in leading to deteriorating results, provide rationale to cease activity on a PIP.  The ability to effectively evaluate the feasibility to maintain project integrity is as important as continuing a study for the “expected” number of years.  Documentation of the discussion with the QIC which led to this decision should be documented with any recommendations for follow-up so as to maintain a degree of focus on this important topic.

Evaluation of the documented PIP process was difficult given the complications leading to the poor results but it is recommended that the Plan closely evaluate the recommendations incorporated in the review of the other PIPs presented for review.  Reviewer analysis documents consistent findings throughout studies.  Incorporating uniform improvement strategies will aid in overall improvement and will effectively guide any future activity in the area of this study topic.  It is recommended that the Plan request technical assistance from CMS and/or the EQRO to enhance understanding of the Performance Improvement Project requirements and steps.

Cultural Differences Project
Description of the Data:

MHS utilized their enrollment file and claims data to define their membership by ethnicity then determine utilization patterns within each ethnic category for Mental Health and Substance Abuse services.  These data provide a measurement of timeliness, access, and quality of care as they document disparities in care and access by ethnic category.  The data is administrative only; no medical record review was incorporated.  

The baseline measure for this study was calculated using 12/01/05 – 11/30/06 data.  The results are then tested for statistical significance based on an identified benchmark and Plan goal.   

Conclusions:

The Plan continues to provide information on the national concern regarding racial and ethnic disparities in access, treatment, and outcomes of healthcare citing current literature.  This national concern coupled with an internal request by the Iowa Plan Advisory Committee lead to the initiation of this study.

The study question continues to ask very broadly, “Are there cultural differences in how Iowa Plan enrollees utilize Behavioral Health Services?”  As was identified in the previous EQR report, the cultural focus of this study must be more clearly defined.  Culture encompasses race, ethnicity, socioeconomics, demographics, and more.  It is necessary to be much more specific in the study question to clearly define the study focus.   

Additionally, there continues to be no time or enrollment qualifiers identified for this study.  Information such as the months/years of the study, enrollment/eligibility requirements, anchor date, and allowable gaps in service must be included to achieve the necessary specificity for the study.  These issues were all identified in previous EQR audits and must be addressed.

The study indicator of ethnicity is targeted with the development of 6 individual measures.  The study documentation references several reporting sources related to ethnicity data, each with variations in their ethnicity categorization.  The Plan must specify in their documentation which method of ethnicity identification their data follows.  The Plan cites ethnicity statistics collected by the Kaiser Foundation and the US Census Bureau.  These data reflect agency variations as well as time variation providing a clear example of the need to specify the study components.  A similar finding applies to the identified codes for mental health/substance abuse claims.  The source defining the codes and a time reference must be defined.

The Plan documents six indicators for this study.  Within the indicators, the defined numerator and denominator calculations are effective at first glance but require the additional qualifiers of time and eligibility specifications as previously identified.  The identified baseline is inaccurate as it is a measure of eligibility by ethnicity, not utilization by ethnicity.  

The Plan identifies a benchmark and a Plan goal for each indicator.  A benchmark is an industry standard.  The reference in this case is a survey of Iowa Plan members.  If that is the only reference available on this topic, more explicit detail on the methods of the survey is required.  For example, how was the survey collected; what was the survey response rate; what controls were in place for complexities such as alternate languages consistent with varying ethnicities, etc.  Without addressing these issues and more, a singular study within your service area provides limited effectiveness as a benchmark.  Conversely, identified performance within your service area can be an effective measure from which to establish your Plan performance or goal.  However, a caution regarding goal-setting is not to overstate the goal.  Is it truly the goal to have 100% of eligible members access MH/SA services?  A stated goal of “…as close as possible to the percentage of enrollees identifying (ethnic category) as in the enrollment data” corresponds to 100% participation.   Discussion of literature review correlated with Plan experience can be beneficial in supporting such goal-setting.

The documentation outlined for data collection procedures appear effective at first glance however, correlation of the narrative description of numerator and denominator to the results presented reflects inconsistent application of the narrative description to achieve the study result of the MH/SA service utilization of identified membership by ethnic category.  A 3-tiered data collection process is defined; however, baseline data is presented as the final result after only the first tier of data collection thus creating an inaccurate baseline.  Re-measurement data is presented using a denominator that cannot be explained by any of the preceding narrative denominator descriptions.  Review of documented data collection procedures identifies an additional level of analysis that attempts to extract the number of unique Plan members identified by ethnicity that have a paid claim for each service identified in the claims coding.  This methodology is significantly flawed as it is not expected that every member to access every available service and, complex members accessing more than one service will be duplicated in the calculation.   Using the Asian population as an example, this third tier adjusted the denominator from 2,097 Asian members to 48,430 Asian members.  If this is the case, the data presented is invalid.  If this is not the case, the study documentation requires significant refinement to present information accurately.

There continues to be no prospective data analysis plan for this study.  The above analysis of the data collection flaws illustrates the need for the data analysis plan.  Results cannot be taken at face value.  They must be correlated with predetermined components outlining what the data was intended to identify then modified through the detailed process of analysis to improve the accuracy of results.  Overall, there is limited data analysis documented throughout the report.  Because of the flaws in the data collection, the minimal analysis is less significant because results are inaccurate.  Statistical significance measurement is irrelevant as well.

Analysis of results by the Plan is not documented.  It is expected that the study results would be presented to the Plan Advisory Committee as that committee requested the study.  Documentation of that discussion, recommendations, interventions, and a follow-up measurement plan should all be incorporated into this study report.  

Intervention strategies are identified chronologically since the inception of this study.  There are 2 interventions for this study during this measurement year.  One is a true intervention.  The second is a presentation to the QIC and is an expected step in the PIP process.  Cultural Competency training is a true intervention and is implemented to generate results or change; therefore, outcomes should be documented clearly with specific measurement criteria. For example, how many staff attended training; was there a post-test and what were the scores; what were program evaluation results?    This intervention is an improvement from previous audits where no true interventions occurred however, interventions directed toward members need to be pursued as well as corporate interventions. 

Discussion of “real” and sustained improvement is not included in this report.  There is conceptual reference to what real change is however, there is no correlation with actual Plan results.  Given that results are not accurate, there is not real improvement.  

Evaluation of the Study and Recommendations for Improvement:

The Plan demonstrates developing ability in the process of Performance Improvement.  In spite of improvement in some areas of this study since the 2005/2006 review, there remain 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) MHS put forth commendable effort in attempting to understand Performance Improvement Project processes.  Significant areas for improvement remain but the staff demonstrates a strong commitment to effective process as well as improving outcomes for members.

2) The background for this study is well documented with clear reference to national concerns with supportive literature references.

3) A valuable intervention was implemented to enhance corporate competence in this area.

Areas for Improvement:

1) The required specificity of the study question identified in previous EQR reports must be acknowledged and incorporated.  It is the foundation of the study and the starting point of flaws when not accurately defined.

2) In an area of study where multiple measurement scales exist, it is critical that the Plan clearly identify their selected measurement scale.  In this case, identify that US Census Bureau standards are used but be clear with regard to the date of the standard, i.e., 1977 or 1997.

3) The multiple study indicators are consistent with the US Census Bureau categories for ethnic reporting however, the calculation of numerator and denominator are inaccurate based on comparison of the narrative description to the actual data presented.  The Plan must implement measures to effectively define and implement data collection and analysis.

4) A prospective data analysis plan is a requirement of this process and is absent.  This deficiency has been identified previously and must be rectified in order to effectively address data errors identified in this report.

5) Analysis of results may have occurred but is not documented effectively in the study.  The Plan should incorporate detailed discussion of data analysis within committee(s) and reflect recommendations for continuation as well and change to enhance the study.  Identification of committee participants by specialty is effective in documenting the diverse perspective of the group.

6) As a re-measurement year of the study, interventions are expected and one was presented.  The analysis of the impact of the intervention, however, was lacking in specificity of the anticipated change and methods to measure the impact of the intervention.

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) Focus attention on the introductory steps of defining the specifications of study question, population, goal, and benchmark to establish a valid foundation for your study.

3) Develop the steps of data analysis and intervention strategies to fully understand the implications of your findings and to identify interventions to effectively foster change toward improvement.  Be sure to document the rationale for the interventions as well as the desired results.  Where possible, incorporate collaborative efforts within your communities.

4) Review the PIP documentation to ensure required elements are accurately and effectively incorporated, specifically data elements.  Ensure the study topic and documentation maintains their member focus throughout the study process.  
5) Request technical assistance from CMS and/or the EQRO to enhance understanding of the Performance Improvement Project requirements and steps.
Co-Occurring Disorders Services
Description of the Data:

MHS utilizes claim data from a base member list for identified participating providers for this Co-Occurring Disorders (COD) project.  This measure of timeliness and quality of care is attempting to affect health status and functional status for identified members.  The population for the study is eligible plan members receiving services through the COD Project, a Community Reinvestment Project including 5 participating providers in Iowa.

The baseline for this measure was calculated using January 1, 2005 through December 31, 2005 data. This report analysis evaluates re-measurement year 1 or January 1, 2006 through December 31, 2006 data for 4 measurement indicators.  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.  Results are evaluated for statistical significance and are compared to a defined benchmark and goal by indicator for the study year.  

Conclusions:

The study topic is clearly defined with significant detail outlining the background of the project as well as implementation strategies with the 5 selected providers.  There is effective integration of evidence-based research to support the project.  

The study question effectively represents the study intent of reduced inpatient and residential behavioral health services however, there is no time reference.  Program timeframes should be clearly defined including details on program length including average length and defined discharge parameters. The corresponding documentation outlining the study population lacks specificity regarding eligibility criteria including anchor dates and eligibility requirements including allowable gaps in eligibility.

Once the study population is clarified, no sampling methods are required in this study; however, greater detail outlining methods to determine program participation among the 5 participating facilities is necessary.  Additionally, information on the voluntary vs. mandatory nature of the program would be valuable to clearly identify the consistency of the population during the measurement period of the study.  Also required is additional detail outlining how members are identified via claims.  The specific codes/categories of codes used to extract program participants must be included to ensure consistent application of data collection methods over time.

Study indicators define measurement areas targeted to decrease as a result of this intervention, specifically, inpatient mental health admission, inpatient substance abuse admission, and residential substance abuse admission.  The fourth indicator is an aggregate measure of all admissions for the population.  The correlation of decreased admission rates after this program intervention to improved health and functional status for the member appears obvious however, that association is not incorporated into this study documentation.  An expanded perspective integrating member health outcomes in addition to improved Plan performance is recommended.  

The Plan does not include an explicit data analysis plan; however, there is a significant degree of detail in the data collection process outlined in the study report.   Missing from that detail, however, are specifics regarding claims coding used to extract program participants which must be identified.  Without the prospective data analysis plan, there is not a pre-determined expectation of the detail of data analysis.  As the study progresses, this plan proves to be a guide for complete and consistent data analysis.

The data presented in the report reflect consistently increased admission rates, which is inconsistent with the premise of the project.  An unexplained finding on review, however, is the re-measurement timeframe in the report documentation.  It is January 1, 2006 – December 31, 2006.   The re-measurement timeframe in the data tables presented in the Data Analysis and Interpretation of Results is January 1, 2006 – June 30, 2007.  If the Data Analysis table contains an overstated time period, the results presented would be overstated and invalid but they may explain the deteriorating outcomes.  The Plan must re-validate the study results presented for review and appropriately adjust the findings based on their analysis.  

The Plan incorporated statistical significance testing for each measure but if the basis for that testing is invalid data, the statistical testing is invalid as well.  At the time the data is validated, statistical testing should be re-applied and re-reported.

As a re-measurement analysis, the Plan is expected to incorporate improvement strategies to affect change in performance of the indicator(s).  The Plan documents one improvement strategy during this measurement year; however, it is an expected step of a PIP, not an improvement strategy.  Project review by the QIC is valuable in identifying organizational priorities related to the study on an ongoing basis.  It is also beneficial in identifying diverse perspectives which assist in developing intervention strategies.  It is important to incorporate a member perspective when defining intervention strategies in addition to any desired organizational strategies.  Renewed commitment to these strategic concepts will be valuable in demonstrating and sustaining improvement in PIP initiatives.  

The issues of real and sustainable improvement cannot be addressed until data validation occurs.

Evaluation of the Study and Recommendations for Improvement:

The Plan demonstrates developing ability in the process of Performance Improvement.  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 background for this study is well documented with clear reference to federal programs and evidence-based research references.

2) The Plan demonstrates a commitment to understanding the PIP process and continues its efforts at improvement.  

Areas for Improvement:

1) The required specificity of the study question has been identified in this review and must be incorporated in future reports.  It is the foundation of the study and the starting point of flaws when not accurately defined.

2) The study population lacks specificity identifying eligibility requirements, anchor date, allowable gaps in eligibility, specific codes reflecting inclusion/exclusion criteria as well as mandatory v. optional program participation.

3) The study analyzes multiple indicators however presentation of data with conflicting date sets (12 months v. 18 months) invalidates the results.  The Plan must implement process measures to effectively define and implement data collection and analysis.

4) A prospective data analysis plan is a requirement of this process and is absent.  

5) Analysis of results may have occurred but is not documented effectively in the study.  The Plan should incorporate detailed discussion of data analysis within committee(s) and reflect recommendations for continuation as well and change to enhance the study.  Identification of committee participants by specialty is effective in documenting the diverse perspective of the group.

6) As a re-measurement year of the study, interventions are expected.  The intervention presented was actually an expected step of the PIP process, not an intervention.  

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) Focus attention on the introductory steps of defining the specifications of study question, population, goal, and benchmark to establish a valid foundation for your study.

3) Develop the steps of data analysis and intervention strategies to fully understand the implications of your findings and to identify interventions to effectively foster change toward improvement.  Be sure to document the rationale for the interventions as well as the desired results.  Where possible, incorporate collaborative efforts within your communities.

4) Review the PIP documentation to ensure required elements are accurately and effectively incorporated, specifically data elements.  Ensure the study topic and documentation maintains its member focus throughout the study.

5) Request technical assistance from CMS and/or the EQRO to enhance understanding of the Performance Improvement Project requirements and steps. 

Reward for Quality

Description of the Data:

MHS utilizes claim data from a base member list for identified participating providers for this Reward for Quality project.  This measure of timeliness, access, and quality of care is attempting to affect health status and functional status for identified members.  The population for the study is eligible plan members receiving services through the Physician Pay for Performance Incentive Program also referred to as the Reward for Quality project, a Community Reinvestment Project including 3 participating Community Mental Health Centers in Iowa.

The baseline for this measure was calculated using April 1, 2005 through September 30, 2005 data. This report analysis evaluates re-measurements 2 and 3 as the Plan incorporates a six month re-measurement cycle on this PIP.  The date sets are October 1, 2006 through March 31, 2007 as re-measurement 2 and April 1, 2007 – September 30, 2007 as re-measurement 3.  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.  Results are evaluated for statistical significance and are compared to a defined benchmark and goal by indicator for the measurement time frame.  

Conclusions:

The study topic is effectively described as a component of the Plan’s Community Reinvestment Program.  It provides the background of national research with a review of program goals to provide perspective for the initiation of the project.

The study question is weak.  It asks if “support in the form of incentive payments and technical assistance result in better program outcomes?”  As with all other studies, the required specifics of eligibility, age, anchor date, specified services, etc. are not defined.  In this case, the “better program outcomes” is of particular concern as it is imprecise and does not indicate any degree of performance expectation.

The study indicators reflect 2 measures from which to define improvement, Emergency Room Visits and 30-day Inpatient Readmissions.  The numerator and denominator are clearly stated but measurement will be difficult in the absence of explicitly stated timeframes, qualifying claims codes, specific indicators of provider participation, specific intervention strategies, etc.  The information needs to be clearly stated in study parameters.  Are members considered to be “in” the program if they see any provider at the CMHC?  Are member ER visits counted in this indicator for any ER visit or are there qualifying MH/SA codes that meet criteria?  Is any re-admission in 30 days a qualifying event or are there specific MH/SA codes to define qualifying events?  Are there specific services or interventions the member should expect to receive as a result of the funding of this provider incentive program?  What services or interventions were withheld or discontinued when the incentive program was no longer funded creating an increase in the reported results of the study?  Documentation of these and any other clarifying event is required to increase the validity of the study results.

In defining the study population and qualifying events, the Plan needs to add specificity to the study documentation.  In addition to previously discussed clarifications, the documentation needs to be clarified to identify receipt of services from any one of the 3 CMHC’s, not receipt of services from 3 CMHC’s.  The qualifier of paid claims for 3 or more services needs to be refined to specify any MH/SA service or specific qualifying codes if the parameter is more restrictive.  

Data collection procedures carry forward the same lack of specificity previously discussed.  The Plan must be very cautious to avoid assumptions in data extraction criteria.  This applies to identified services as well as providers.  Is the CMHC the provider or are there multiple providers within the CMHC who could provide services?  Are they all participating in the study or is that a qualifier in defining the study?  Never assume!

In the data collection, there is no discussion of correlation with a specific intervention.  Are there interventions for which the CMHC are held accountable in order to receive their incentive payment?  If so, these interventions should be measured specifically in the data collection and analysis, for which there is not a prospective plan defined.  A predetermined strategy from which to guide the data analysis is important to ensure uniform analysis of components and data in every year of a study.  Additionally, the Data Analysis Plan identifies planned committee reviews which generate detailed discussion of data analysis and reflect recommendations for continuation as well as changes to enhance the study.  Identification of committee participants by specialty is effective in documenting the diverse perspective of the group.

Study findings are intended to lead to interventions generating positive change toward an identified goal.  The Plan identifies 2 interventions during this measurement period.  The first is the offer of a financial incentive for the measurement period.  The second is the removal of the incentive for a measurement period.  Although these are clearly interventions, there is no specificity outlining what the facilities/providers “do” to earn the incentive.  There is no description of enhanced service, increased member contact, targeted case management, or any other in a gamut of services.  Consistent with this finding is the lack of specificity regarding the withdrawal of incentive payments and what services were impacted by reduced funding.  Without these pieces of information, the Plan is not able to formulate conclusions based on the data and therefore, cannot express an opinion on whether the improvement is real and sustainable relative to the intervention.

Evaluation of the Study and Recommendations for Improvement:

The Plan demonstrates developing ability in the process of Performance Improvement.  In spite of demonstrated effort in this study, there remain 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 demonstrates a commitment to the PIP process as evidenced by continued efforts at improving consistency of project documentation as well as performance improvement generated from the study.

2) The Plan provides a detailed background to this study clarifying the Pay for Performance concept.

Areas for Improvement:

1) The required specificity of the study question has been identified in this review and must be incorporated in future reports.  It is the foundation of the study and the starting point of flaws when not accurately defined.

2) The study population lacks specificity identifying eligibility requirements, anchor date, allowable gaps in eligibility, specific codes reflecting inclusion/exclusion criteria as well as mandatory v. optional program participation.

3) The study analyzes multiple indicators; however, lack of clarity in defining specifics of the included providers and qualifying claims impacts study validity.  The Plan must implement effective process measures to effectively define and implement data collection and analysis.

4) A prospective data analysis plan is a requirement of this process and is absent.  

5) Analysis of results may have occurred but is not documented effectively in the study.  

6) As a re-measurement year of the study, interventions are expected.  The interventions presented were incomplete in content and expected effect.

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) Focus attention on the introductory steps of defining the specifications of study question, population, goal, and benchmark to establish a valid foundation for your study.

3) Develop the steps of data analysis and intervention strategies to fully understand the implications of your findings and to identify interventions to effectively foster change toward improvement.  Be sure to document the rationale for the interventions as well as the desired results.  Where possible, incorporate collaborative efforts within your communities.

4) Review the PIP documentation to ensure required elements are accurately and effectively incorporated, specifically data elements.  Ensure the study topic and documentation maintains its member focus throughout the study.

5) Request technical assistance from CMS and/or the EQRO to enhance understanding of the Performance Improvement Project requirements and steps.

Self-Directed Care

Description of the Data:

MHS utilizes Recovery Assessment Scale (RAS) data extracted from an internal database to measure improved recovery outcomes for Intensive Psychiatric Recovery (IPR) consumers.  As a measure of quality, this PIP is a measure of health and functional status of participating members. 

This is the first year the study is presented for review but it is the second year of measurement for the study.  The baseline measure was taken in August 2006 with this re-measurement year 1 taken in August 2007.  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.  Results are evaluated for statistical significance and are compared to a defined benchmark and goal by indicator for the measurement time frame.  The identified benchmark is 68 based on the performance of a similar program in Pennsylvania.  The Plan goal is 85, a 5.5 point increase from the baseline measure.

Conclusions:

The discussion of the study topic is thorough with clear references to national trends and supportive research, some of which was conducted with Iowa IPR services.  There is a clear overview of the program with a review of the goals of the program.

The study question effectively represents improved recovery outcomes for study participants.   As with all other studies, the required specifics of eligibility, age, anchor date, specified services, etc. are not defined.  The single study indicator reflects a measure of change in Recovery Assessment Scale (RAS) score at a defined time in the recovery program – the 4th RAS administration.  The numerator and denominator are clearly stated but the continued lack of documented timeframes could impact consistency over time.  All of these factors must be documented to verify their consistent inclusion in the ongoing administration of the study.

In defining the study population, the Plan needs to add specificity to the study documentation.  Although an overview of the IPR program is provided, the specifics on inclusion in this study aren’t clear.  It is stated the consumers in the Goal Choosing or Goal Achieving stages of IPR “are eligible” to participate in the Self-Directed Care project.  Is the decision to participate purely consumer choice or is there a decision-making scheme completed by the member and/or staff?  If participation in the study is voluntary, can the participant exit the study prior to the 4th measurement and is there an impact on results?  The documentation states that Hope Haven IPR consumers not participating in the Self-Directed Care project serve as the comparison group, a favorable component for a study.  

Data collection procedures define the administration of the RAS to both Self-Directed Care participants and general IPR clients and the subsequent submission process.   The component identifying “review for errors” should be more clearly stated in terms of what the errors might be and how corrections will be made without affecting results.  Following the data collection procedures should be a prospective data analysis plan.  This is absent from the study documentation although this report provides a summary of results with some analysis.  There is discussion of the study results compared to the benchmark study as well as the comparison group which reflects positive results.  The re-measurement reveals a 7.4 point increase in RAS results at the 4th measurement compared to the baseline.  Statistical significance testing was applied and revealed that the difference in improvement between the study group and the comparison group was statistically significant.  What is not addressed is the significantly reduced denominator at re-measurement – reduced from 37 to 11.  Does this small denominator impact the analysis of results?

Absent from the documented data analysis is any discussion of committee review of results and discussion reflecting recommendations for continuation as well and change to enhance the study.  Identification of committee participants by specialty is effective in documenting the diverse expertise of the group.

Study findings are intended to lead to interventions generating positive change toward an identified goal.  The Plan identifies 2 interventions during this measurement period.  The first is the offer of technical assistance to facility staff implementing the project.  The second is the re-measurement for the project.  These items are not true interventions.  Technical assistance is more appropriately categorized as project start-up.  Re-measurement is an expected step in completing a PIP.   In this PIP, is the $2,000 payment to the consumer the only change from the comparison group?  If so, this study would have been more appropriately documented as a Performance Measure as the Plan attempted to get a “snapshot” to document the benefit of this program.  If there was no intent to change any program component or to measure over a period of time, a Performance Improvement Project is not appropriate.  Consistent with this finding is the lack of specificity regarding the withdrawal of funding for Self-Directed Care.  A Performance Measure is focused on the measurement not the change so the impact of withdrawal of funding would not impact the study outcome. 

The Plan expresses a favorable perspective of the study development and implementation.  What started as a measure of improved consumer health and functional outcomes has transitioned to a measure of a study tool and program implementation.  This is an effect of not following the study question through all components of the study.

Are the study results real?  Based on the statistical significance of the change and inclusion of a comparison group, the improvement achieved in this study appears real. However, the documentation addressing this question focused on the RAS tool instead of the study question which asked if Self-Directed Care improves consumer outcomes.  The Plan must be cautious of the negative implications of this loss of focus.  The sustainability remains a question as the funding for the study is not continuing.

Evaluation of the Study and Recommendations for Improvement:

The Plan demonstrates developing ability in the process of Performance Improvement.  In spite of demonstrated effort in this study, there remain 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 demonstrates a commitment to the PIP process as evidenced by continued efforts at improving consistency of project documentation.

2) The Plan provides a detailed background to this study and the concept of self-directed care. 

3) There is improved detail in study design documentation as compared with other PIPs submitted for review.  The inclusion of a comparison group is favorable.

Areas for Improvement:

1) Although the Plan demonstrates a commitment to improve in their performance relative to PIPs, this study is not clearly a PIP.  A shift in the focus of the documentation from member outcomes to project implementation changed the focus to a Performance Measure or a desired “snapshot” of the performance generated by a tool.  The Plan must be clear in its intent with a project and implement the appropriate study format.  

2) The study population lacks specificity identifying eligibility requirements, anchor date, allowable gaps in eligibility as well as mandatory v. optional program participation.

3) A prospective data analysis plan is a requirement of this process and is absent.  This limits the representation of organizational understanding and impact of study findings.    Analysis of results may have occurred but is not documented effectively in the study.  

4) As a re-measurement year of the study, interventions are expected.  The interventions presented were incomplete in content and expected effect.  Consistent with item 1 however, if the focus of this study changed to resemble a Performance Measure, no intervention to generate change would be expected.  Again, the Plan must be clear on the study intent.

5) Another complication of the loss of direction on PIP v. PM was the final analysis.  The Plan shifted the focus of improvement away from the original study question addressing member outcomes to the effectiveness of a measurement tool.  This is a significant flaw in the overall review of the study.

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.  In this case, a review of the CMS Protocol, “Calculating Performance Measures” must be reviewed as well followed by reconsideration of study goals.

2) Focus attention on the introductory steps of defining the specifications of study question and population to establish a valid foundation for your study.

3) Develop the steps of data analysis and intervention strategies to fully understand the implications of your findings and to identify interventions to effectively foster change toward improvement.  Be sure to document the rationale for the interventions as well as the desired results, as much as they might apply after addressing recommendation #1.

4) Review the PIP documentation to ensure required elements are accurately and effectively incorporated, specifically data elements.  Ensure the study topic and documentation maintains its member focus throughout the study.

5) Track your study question through all components of your study to prevent the loss of focus demonstrated with this study.  

6) Request technical assistance from CMS and/or the EQRO to enhance understanding of the Performance Improvement Project requirements and steps.

Overall Evaluation and Recommendations for Improvement
The Performance Improvement Project processes were a significant portion of this review.  MHS submitted 6 studies for review this year, up from 3 in each of the previous reviews.  Overall, the Plan continues to demonstrate marginal performance in this area.  EQR reports have provided direction to guide improvement efforts but deficiencies and inconsistencies continue in relatively random order.  Where previous studies were firmly rated as “developing,” this year’s review revealed more inconsistencies and inconsistencies of greater magnitude requiring that three studies or half of the plan’s efforts be rates as “not valid.”  This is a disappointing finding which reveals that PIPs have very definitely become a significant weakness for MHS.  

Since the last EQR audit, the Plan requested and received technical assistance coordinated through Iowa DHS and provided by this independent writer.  However, they have undergone several staff changes impacting participants in that technical assistance training.  As with each study reviewed, it is recommended again that the Plan incorporate a request for additional technical assistance as a part of their improvement strategy.

What must continue to be a consideration in the overall perspective of performance within the Plan is the question of the caliber of documentation produced by the Plan as opposed to the caliber of the studies produced by the Plan.  Are all of the components defining the study population consistently missed or are they consistently not documented?  This must be a component of the Quality Improvement analysis that must be initiated by the Plan.  

Interpretation of study results with a documented data analysis plan and development of intervention strategies are 2 areas consistently lacking in the studies presented.  Action on the recommendations outlined in each study should address these concerns over the upcoming review period. 

A new finding this year was the confusion in study design between PIPs and PMs where a study was initiated as a PIP but the lack in intervention strategies and removal of project funding resemble PMs.  Perhaps this is a side-effect of having several staff in new positions however, new staff should be provided appropriate mentorship to prevent the circumstances encountered in this review.

MHS is an organization with a commitment to excellence for their members; a very significant strength.  Their weakness is the appropriate representation of all required details in written format.  Emphasis on refining this project documentation is the required step to accurate and effective representation of these studies.

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 Measures for this evaluation period.  The Performance Measures are:

Inpatient Facility Safety Survey

Schizophrenia Readmission

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.  Utilizing the Performance Measure Validation Worksheet (Attachment B), 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. 

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

N/A = Not Applicable 

Measure not reported because MCO/PIHP did not have any Medicaid enrollees       that qualified for the denominator.

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

Exhibit 2:  Performance Measure Compliance Rating Summary Table

	Step
	
	Inpatient Facility Safety Survey
	Schizophrenia Readmissions

	Documentation
	
	N/A
	N

	Denominator:  Data Source
	
	N/A
	N

	Denominator:  Calculation
	
	N/A
	N

	Numerator:  Data Source
	
	N/A
	N

	Numerator:  Calculation
	
	N/A
	N

	Numerator:  Integration
	
	N/A
	N

	Numerator:  Validation
	
	N/A
	N

	Sampling:  Unbiased
	
	N/A
	N

	Sampling:  Methodologies
	
	N/A
	N

	Reporting
	
	N/A
	N

	Overall Compliance Designation
	
	Not Applicable
	No Documentation

	


Inpatient Facility Safety Survey

Description of the Data:

MHS attempts this Performance Measure to evaluate the effectiveness of the organizational distribution process as measured by the appropriateness of the identity of the responder.  The survey itself is a measure of facility management.

The denominator for the study was all survey responders.  The numerator was all responders identified as “appropriate” by Magellan staff based on organizational knowledge.  The results were compared to a benchmark of 100% and a Plan goal of 100%. 

Conclusions:

Although the concept of a Performance Measure may seem appropriate for this process, the requirements of the CMS Protocol dictate a study which is a direct measure of a member service or a process directly impacting member health status.  This study measuring internal processes with no direct correlation to the member is not applicable as no members qualify for the denominator.

Evaluation of the Study and Recommendations for Improvement:
This Performance Measure evaluation process cannot be applied to this study as there are no members associated with any component.  Validation of denominator and numerator is not possible.  The study is considered not applicable.

It is recommended that the Plan reference the CMS Protocol, “Calculating Performance Measures” to refine understanding of the required steps in completing and documenting a Performance Measure.  Ensure that steps are taken to secure DHHS approval on all study topics to prevent this unfortunate review outcome.  Consider requesting technical assistance from CMS and/or the EQRO to enhance understanding of the Performance Measure requirements and steps.

Schizophrenia Readmission

Description of the Data:

MHS utilized data from the eligibility and AS400 ICPT systems to extract those members meeting defined study criteria of readmission within 30 days of inpatient Mental Health discharge after treatment of schizophrenia or schizoaffective disorder.  This Performance Measure is a measure of access and quality of care.  It utilizes administrative processes for data gathering.  No medical record review is required.  

In order to report the findings, the data abstraction is calculated into a performance result.   The result can then be compared to an industry benchmark and a Plan goal with the application of statistical significance testing applied to measure the significance of any deviation from the goal.  The benchmark is 42.5% based on an identified research study.   The plan goal is identified as a 30 day readmission rate <15%.

Conclusions:

This study was presented for review during the previous EQR audit.  Specific concerns were identified at that time, the most significant of which was the application of an intervention thus advancing the study to a Performance Improvement Process.  Based on the documented performance measured by the study, this transition was appropriate.  The progression of the study was noted in this current EQR audit in the Intensive Care Management Performance Improvement Project.  A single study cannot be presented as a Performance Improvement Project and a Performance Measure concurrently.  Based on the new intervention during this study year, the Performance Measure is determined to be not valid.

Evaluation of the Study and Recommendations for Improvement:
This Performance Measure is a duplication of data included in a Performance Improvement Project and is therefore, rated as not valid or “N” with no documentation to substantiate the study.  As identified in the previous EQR report, a Performance Measure is intended to be a “snapshot” of current performance with valid measurement results providing data on which to base a decision to implement an intervention or not.  It is clear that this distinction between projects is an area requiring attention by the Plan.  

It is recommended that the Plan reference the CMS Protocol, “Calculating Performance Measures” to refine understanding of the required steps in identifying, completing, and documenting a Performance Measure.  Ensure that DHHS approval is secured on all study topics. This is an opportunity for technical assistance and will prevent this unfortunate review outcome.  Consider requesting technical assistance from CMS and/or the EQRO beyond selection of study topics to enhance understanding of the overall Performance Measure requirements and steps.

Overall Evaluation and Recommendations for Improvement
MHS continues to demonstrate a commendable desire to perform well with the interest of their member in clear focus; however, efforts with Performance Measurement reflect significant limitations in this review year.  Where improvements had been demonstrated in the previous review period, deterioration has occurred in this review period.   Previously, areas not represented well in written reports were able to be clarified in discussion.  This was not consistently the case in this review.  

In this review period, MHS has undergone several organizational changes which have impacted the staff performing the PM function.  Technical Assistance focusing on Performance Improvement Projects was coordinated and delivered with Plan staff early in the review year prior to staffing changes.  There was limited discussion of Performance Measures.  Even though it was limited assistance, new staff are operating without even that limited initiation to the Performance Measure process.  Operating without the benefit of having participated in a technical assistance session may be a significant reason for this deterioration.  If this is determined to be the case, the recommendation to request additional technical assistance is repeated.  

 As in previous ERQ Reports, multiple recommendations are provided for consideration regarding improvement strategies.  In the past, the EQR Team has recommended additional focus on the Performance Measure process.  Although that recommendation remains, an additional recommendation to focus on appropriate documentation of study details is presented for consideration.

Overall, MHS must apply the principles of Quality Improvement to the PM process to clearly define areas needing the greatest attention and the interventions that will most effectively address the identified needs.  Until such time as improvement strategies are initiated, Performance Measures will continue to be a significant weakness for this Plan.

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 not valid by DHS and CMS and cannot yet be relied upon as valid studies.
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