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Goals for the Meeting:

1. Review Each section of the
Dashboard version of Quality reports

2. ldentify known DQ Issues

3. Acquaint providers with new report
resources for Quality reports

4. Clarify process for Web Posting



* Quality Dashboard Basics:

 The dashboards are distributed based on a reporting
period and include data for Providers and Programs that
were active during that reporting period.

* Includes all DMHAS funded or operated programs
except ‘Intakes’ and program types classified as ‘Other’.

 Program performance is compared to other programs
within the same level of care.

e Data is pulled from the DMHAS Enterprise Data
Warehouse (EDW), the repository for DDaP (Private Non
Profit) and Avatar (State Operated) data.



You've seen this before

Appearance Is the same
Data quality items are the same

Program-specific contract outcomes -
same

Measures performance against contract
goals/benchmarks - same

NOMS (including TEDs) calculations are
the same

Newly added Reports to help providers



Provider Level Dashboard
Sections:

A. Dashboard Header with basic provider information

B. Provider Activity

Ba. TCM (Targeted Case Management) Eligible Clients
Receiving Services — taken out

C. Unique Clients by Level of Care
D. Consumer Satisfaction Survey

E. Client Demographics



Provider Name A Connecticut Dept of Mental Health and Addiction Services
Provider Quality Dashboard

City, State Reporting Period: month year - month year
B provider Activity D Consumer satisfaction Survey (ssssdon320 FY12 Surveys)
12 Month Trend Measure Actuzl  1Y¥rAgo Variance % Question Domain Satisfied % vs Goal% Satisfied % Goal % State Avg
"ﬂ_'\v,__/ Unique Clients 1,555 1,580 29 " General Satisfaction ——— 92% B0% 2%,
’\_/\v_,.,_ Admits 839 806  -14% v ¥ Quality and Appropriateness e 91% 80% 93%
~ /\__ Discharges 957 862 11% ~ i W B S
Participation in Treatment B A B9% BO% 92%
SN\ ServiceHours 82,807 88,076 6%
¥ Owerall —— B7% BO% 1%
N\, Bed Days 55,684 51,758 8% y I s s g
—.\_/-/J-\ 5.Rehab/PHP/IOP 2837 2036 4% ~ # Outcome —— 7E% BO% B3%
X Recovery ees—— | 67% BO% 79%
TCM Eligible Clients with Services 32%
A > 10% Over 1 Yr Ago v > 10% Uinder 1¥r Ago Bl satisfied % | Goal % 0-80% 80-100% GoalMet X Under Goal
c E Client Demographics
Unique Clients by Level of Care Age £ % StteAvg Gender o e s
Program Type Level of Care Type # % 18-25 | 225 15% 18% Female Juijl B57 55% 4 39%
Mental Health 26-34 ) 87 19% 2% Male 10 | 702 45% T 61%
Outpatient |0 1323 B5.1% 3544 | 274 18% 21%
Employment Services || 147 9.5% 45-54 1 428 2B% 5%
Case Management | 105 6.8% 55-64 | 241 16% 12% Race # %  State Avg
Community Suppert | 02 66% 65+ | 2 5% e White/Caucasian JJl 1265 82% &  65%
Social Rehabilitation | 9% 63% —_— _ Other || 133 9% 15%
Residential Services B LE% r_ucrl:?r 2 % Suwe iy Black/African American || 4 7% T 17%
addiction .Nm-l-llipanlc - 1,35 B7% g 74% Am. Indian/ Native “| R -
Outpatent l S —— - Hlspa'uc—ﬂ'f:l'mrl 152 10% 7% ml 2 1% 1%
Forensic MH H“F“T Rican | i‘ j: 1:: Hewaiian/Other PacificIsinder | 5 0% 0%
Forensics Community-based | 142 9.1% " I Mubiple Races| ‘o 1
Hispanic-Mexican | 4 0% 0% Unkniown | 4 0% %
Hispanic-Cuban | 2 0% 0%

I Unigue Clients | State Avg A > 10% Owver State Avg ¥ > 10% Under State Avg



Provider Activity

Actual 1YrAgo Variance %

12 Month Trend Measure

1,000 1,280
839 896
957 862

82,807 88,076
23684 51,758
2937 2,030

A > 10% Over 1 Yr Ago

W > 10% Under 1Yr Ago

-2%
-14%
11% -
6%
8%
44%



Unigue Clients by Level of Care

Program Type Level of Care Type ¥ %
Mental Health
Outpatient I 1,323 &5.1%
Employment Services I 147 9.5%
Case Management | 105 0.3%
Community Support | 02 6.6%
Social Rehabilitation | % 6.3%
Residential Services | 28 1.8%
Addiction
Outpatient 344 22.1%
Forensic MH

Forensics Community-based I 147 9, 1%



Client Demographics

Age 2 % State Avg Gender £ % State Avg
1825 )| 225 15% 18% Female () B52 55% A& 3%
%-34)) AT 13% 2% Mle Q| 702 45% T 6%
3544 274 18% H%
4554 ) 428 28% 5%
55-64 | 241 16% 12% Race £ % Seateug
65+ | 82 5 3% White/Caucasian JJJ 1268 82% & 5%
. | Other || 133 9% 15%
Ethnicity L Black/Afrcan American | 04 % T 17%
Non-Hispanic [l 1356 87% &  74% Am, Indian/Native Alaskan x 2 %
Hispmi:—l!]ﬂ'l-afl 152 10% 7% Asian 0 1% 5%
Hisp-Puerto Rican o 1% Kawaiian/Other Pacific Iskander 5 0% 0%
Unknown 11 1% 7% Multiple Races i 0% 1%
Hispanic-Mexican 4 0% 0% Unknown 4 0% M
Hispanic-Cuban 2 0% 0%

BN Unigue Clients | State Avg A > 10% Over State Avg ¥ > 10% Under State Avg



Consumer Satisfaction Survey (Based on 141 FY125urveys)

Question Domain Satisfied % vs Goal%  Satisfled % Goal % State Avg

" General Satisfaction L 00%  B0% 02%
vy Participation in Treatment — 87% 80% 82%
' Quality and Appropriateness I 0%  BO% 93%
v Ovenal —— 9% 8% 9%
¥ Access E— 05%  B0% 8a0;
¥ Respect — 05%  B0% 01%
¥ Outcome —— 8% B0% 83%
¥ Recovery B | 83%  B0% 79%

B Satisfied % | Goal % 0-80% 0-100% ¢ GoalMet X Under Goal



Program Level Dashboard
Sections:

A. Dashboard Header with basic program information
B. Program Activity

C. Data Submission Quality

D. Data Submitted to DMHAS by Month

E. Discharge Outcomes

F. Recovery (National Outcomes Measures (NOMSs))
G. Service Utilization

H. Service Engagement

|. Bed Utilization

Other - Evaluations - Crisis/Jail Diversion



Program Name
Provider Mame

A
Program Type-Level of Care Type -Level of Care Mode

Connecticut Dept of Mental Health and Addiction Services
Program Quality Dashboard

Reporting Period: month year - month year

- - = : - Actual Goal Goal Mat Balow Goal
B Program Activity E Discharge Outcomes _ | o ¥ oelow
Measures Actual 1YrAgo Variance % Actual % vs Goal % Adual  Achual % Gosl % Stete Avg Actusl vs Goal
Unique Clients 13 11 18% a  « Treatment Completed Successfully e 2 100%  80% 69% 20% A
Admits 5 5 0% 4 Mo Re-admit within 30 Days of Discharge — 2 100%  85% 20% 15% &
Discharges 9 3 200% o & Follow-up within 30 Days of Discharge — 2 100%  90% 57% 10% w
Service Hours 138 225 39% v F Recovery
A > 10%Over @ < 10% Under National Recovery Measures {NOMS) Acual % vs Goal %  Achual  Acwal % Goal % State Avg  Adwal vs Goal
C o Social Support ] 10 77%  60% 58% 17% &
Data Submission Quality o Self Help I 9 6%  60% 2% 9%
Data Entry Acual State Awg 4 Abstinence |l 8 62%  55% 59% 7%
; | 8% 100% @ NotAmested D 0 7% 75% 87% 2%
- 100%  98% 38 Employed | 6 46%  50% 39% 4%,
3@ Stable Living Situation I | 7 54%  95% 83% -41% w
On-Time Periodic Acual Statefwg @ Improved Axis V GAF Score B | 3 23%  75% 12% 5% w
[ |6 Month Updates 0%  40%
G Service Utilization
Cooccurring Actual % vs Goal % Actual  Acwal % Goal % State Avg Adwal vs Goal
& MH Screen Complete % Clients Receiving Services [ | 11 85%  90% 69% 5% ¥
o 5A Screen Complete [N ervice Engagement
Actual % vs Goal % Achual  Acual % Goal % State Avg  Adual vs Goal
Disgnosis Actual  State g ] 5 100%  75% 75% 25%
of Valid Avis I Diagnosis | 100%  99%
of valid vis v GAF Score (| 100%  99%
th i LB Tumower  Achal % Goal % State Avo  Actual vs Goal

D pata Submitted to DMHAS by Month ¢ A UsistonRete £y F

%% Months

Jul Aug Sep Ot Mov Dec Jan Feb Mar Apr May  Jun Submitted

Admissions 17%
Discharges 420,
Senvices 100%

1 ar mere Recsrde Submidsad Bo DMAAS

3% 1.5 51% B4%

Removed Red Xs for non-
benchmarked measures,
however, we left the green check
marks in.




Frogram Activity

Measures Actual 1Yr Ago Variance %
Unigue Clients 10 11 -0
Admits 1 3 -6.7 %%
Discharges Z 2 0%
Service Hours 2. 828 2. 160 32% i
Bed Days 3,200 2,962/ ysing smicana

discharge dates

i = 10% Over - < 10% Under



Program Activity

Measures Actual 1'rAgo Variance B
Unigue Clients 424 418 1%
Admits 116 145 -20% w
Discharges 113 107 BY%
Socizl Rehsh/PHRIOP Days 21,259 25,665 Diom baye.

A +10%Vanance g < 10% Vanance



[l '| . "l ‘ | -..'-. [ 11 | ‘,-l ‘ i 5 NOMS Data elements
! i | L | X
ST T T ST ;i = 4 TEDS Data elements

[ata Eny Al State Avg
off Vdid NS Dt O

ﬁ? Valid TEDS Data 0%  95%

This section measures the percentage of valid
values for NOMs/TEDs (any value that is not
‘Unknown’) in all Periodic Assessments (PA’s)
completed during the reporting period.




What Are the NOMs (on the PA)
that DMHAS Measures?

EMPLOYMENT STATUS

LIVING SITUATION

Number of Arrests in the Last 30 Days?

SOCIAL SUPPORT VOLUNTARY (Self Help)

SOCIAL SUPPORT FAMILY/ERIENDS




What Are the NOMs TEDs data (on the PA) that

DMHAS uses to Measure ABSTINENCE /
REDUCED DRUG USE:

This is based on the Primary Drug and Days Used listed on the
Periodic Assessment.

Abstinent = Number of qualifying clients with a Drug type =1 — 18
or 96 and Days used = 0 for the drug ranked #1, at T2. If the last PA
was entered more than one year prior to the reporting period start
date, do not add to the Numerator.

Reduced = Number of qualifying clients with Drug type =1 — 18 or
96 as the drug ranked #1, with Days used at T1 = a value of 1 to 30,
and the Days used at T2 is less than the number of Days used at
T1. If the last PA was entered more than one year prior to the

reporting period start date, it is not included in the Numerator.



What Does DMHAS use to Measure
IMPROVED / MAINTAINED AXIS 5
GAF SCORE - HINT — have you

updated your Dx Axis 5 lately ?7

This measures the percentage of clients discharged during the
reporting period or who were active in the program that have
maintained or improved functioning as measured by the Global
Assessment of Functioning (GAF) scale.

Count: The total number of clients that were active (in the program
for six or more months) or discharged during the reporting period
with valid Axis 5 GAF scores in both T1 and T2, and the percentage
of those that maintained or improved their functioning.
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This section measures the completeness of
Updated Periodic Assessments and displays the
percentage of clients who have been active in the

program more than 6 months and have received a
Periodic Assessment within the last 6 months.




i TTwalldilala L. 2 rir-Fill
(LTI 8 L - o el b 1T
[ | I'm | | [ ]

[ H Screen Complete ot 9%
| 54 Sreen Complet T 80

This section measures the percentage of Mental
Health (MH) and Substance Abuse (SA) COC
screenings where a valid screening was submitted
(any value that is not ‘Clinically Inappropriate’ or
‘Client Declined’).




L -
;F.'Flf-:- N II.;.: -I -
b | el ol | ]’ e l.l. ot I

[k-‘aifl AXG | Diagnoss | 04% 00
f Valid Axis V GAF Score 00%  00%

This section measures the percentage of valid
diagnostic data in Axis | (Primary Diagnosis) and
percentage of valid diagnostic data in Axis 5 (GAF
score) Valid Axis | = anything other than 799 or v
codes




Data Submitted to DMHAS by Month

Admissions -
Discharges 67%
SBrVICes 100%

1 mF mee e O] e e o L FRALL R
1u i E q.E.-.' -.-5 ."-.'..I LLEL LL LIRS

This section displays the monthly Admissions,
Discharges and Services submitted for the
program for the reporting period.



Actial % vs (08 Aual Adua i Sabe Avg  Adtual vs A

yf Treatment Completed Successfuly ‘ 1 W% % 8% 2%
Actual % ve oa Afual  Adua A Slate Avg  Adual v (8

‘2? Mo Re-admit within 30 Days of Discharge ‘ 163 e 8% % 6%
Actual % v (08 Adual  Adua i OiateAvg  Adtual ve A

3 Follow-up within 30 Days of Discharge ‘ 0 T Wh T 1% v

TREATMENT COMPLETED SUCCESSFULLY

This is the percentage of clients who have successfully completed treatment, based on a
Discharge Reason of ‘Recovery Plan Completed’, ‘Discharged to New Service (Facility
Concurs)’, or ‘Discharge to Another Facility Program’.

NO RE-ADMIT WITHIN 30 DAYS OF DISCHARGE
This section measures the percentage of clients that were not re-admitted within 30 days of
discharge from Acute Inpatient, Detoxification and Residential Levels of Care.

FOLLOW-UP WITHIN 30 DAYS OF DISCHARGE
This section measures the percentage of a program’s successful discharges that receive
follow-up care within 30 days.




¢ Social Support | 10 77%  60%  58% 17% A

¢ Seff Help | Yes — We Need a T1
/ Lhstnence +— | and a T2 In order to

? measure — so please
J Mot Arrested

update your PAs and
Dx 1-5

7MW 0% 83% 41% ¥

X Improved Axis V GAF Score ‘ 3 23% 75% 12% 52% ¥

X Employed

X Stable Living Situation

This section addresses NOMs; measures that evaluate
Improvement in employment, functioning, living situation,
abstinence and social supports for the Program and
Statewide; These measures are calculated by using data
contained in the most recent Periodic Assessments for the
episodes and only for programs that are required to submit a
Periodic Assessment. Most are point in time but some require
T1land T2




30 Clents RecevingSenvices i % W B %

This Is the percentage of active clients on the

last day of the reporting period and whether
they received at least one service during the
reporting period.



SERVICE ENGAGEMENT

IMly e e ek Ee A oo i 1 | o | o IR TR | "

Wtk Al o Vs o0al ™ Al AMUE S Lldl ™ JEEAV] ALl VS Dld
4 2 or more Senvices within 30 days | 5 f00% 7% 7% 258
OUTPATIENT

2 OR MORE SERVICES WITHIN 30 DAYS

This section measures active clients who were admitted to Outpatient
programs during the reporting period and the number/percentage that
received two or more services in the program within 30 days of admission.

{ 3t least 1 Service within 180 days 62 100%  S50%  @2% 50%

HOMELESS OUTREACH

AT LEAST 1 SERVICE WITHIN 180 DAYS

The section measures active clients who were admitted to Homeless Outreach
programs during the reporting period and the number/percentage that received
one clinical/treatment service anywhere in the DMHAS system within 180 days of
admission.



{ Lengt o Sy over | Ve M W W 7% WA

MEDICATION ASSISTED TREATMENT

LENGTH OF STAY OVER 1 YEAR

The section measures active clients who were
admitted to Medically Assisted programs during
the report period and the number/percentage
that had a Length of Stay (LOS) in excess of 365

days.




{ g Urizzton Rate S 1 O [ SO | R

This section measures the total number of bed days/days
provided to all clients during the reporting period and the
rate which beds were occupied or used during the period.
This includes the average length of stay (LOS) and turnover
based on a 12 Month Trend, Actual percent, Goal percent
and State Average percent. A comparison of the Actual vs.
the Goal percent displays at the end. The up and down
arrows denote a less than or greater than percentage
difference.



X Evaliation within 1.5 hours of Request ‘ o7 % Dh 4% %
{ Communty Location Evaluation ‘ 04 00% 8% 8% 1% &
% Folow-up Senvice within 48 hours ‘ 1% W % Th

CRISIS EVALUATIONS

This section measures the percentage of active
clients in crisis programs who receive prompt
evaluations, evaluation in a community location
and follow-up services or are admitted to another
program within DMHAS within 48 hours.



s I D4 A

1

FOLLOW-UP SERVICE WITHIN 48 HOURS

This measures the percentage of clients who were diverted
and received at least one follow-up service from any program
within DMHAS or were admitted to another program within
DMHAS within 48 hours of the assessment.

The 48 hour time period is based on the date in the ‘Date
Diverted’ field on the Jail Diversion Assessment and the date
of the first service provided or the new Admission Date for
any program within DMHAS on or after the Date Diverted.

D40 380 W



NEW QUALITY
REPORT

EDW
REPORTS



DATA SUBMISSION QUALITY

VALID TEDS DATA

VALID NOMS DATA

On-Time Periodic 6 Month Updates

Co-occurring - MH Screen Complete

Co-occurring - SA Screen Complete

Valid Axis | Diagnosis

Valid Axis V GAF Score

DISCHARGE OUTCOME

FOLLOW-UP WITHIN 30 DAYS OF DISCHARGE

NO RE-ADMIT WITHIN 30 DAY OF DISCHARGE

SERVICE UTILIZATION

CLIENTS RECEIVING SERVICES

RECOVERY NOMS

IMPROVED/MAINTAINED AXIS V GAF SCORE




Reasons for Poor Performance When
Performance May not be Poor

No data or limited data is submitted

PA’s are not current — NOMS require current
data

PA’s include many unknowns — unknowns =0
on any given measure

PA’s are not updated — values are defaulted in
for updates or discharge (days used

High use of codes like “other” — other translates
to unsuccessful (i.e.completion)

Small number of measures need T1 and T2




Data Quality Issues

PA’s are not up-to-date
PA’s have high number of unknowns
Axis V dx Is never updated

Heavy use of “other” code for tx
completions

Heavy use of medically or clinically
iInappropriate for COC screens

Discharges are not managed

Crisis Programs that admit, but then do not
complete the crisis assessment.



Impact on Quality Reports:

Data Quality Issue Impact| on Report Cards Remedy
P& apdates hasee not been If updates are not being P4 e roist be updated for
completed for actrve clients | cormpleted there 13 no data | all chents that are actrove
11 a program that have been | available to evaluate longer than & rmonths.
i the prograrn for more performance on a HONS or
than 120 days TEDS measure. This wall
lonarer the agency’s actual
perforrmance on MOIWS and
TEDS
Hizh nse of unknowns for Orknowns are included 1n | Updated P& s roust include
TEDS or MOIVIS data the denormnator and are not | wahd data other than
mmcladed 1 the nrmerator, urdsnoa.
lowrering a program’s
performance on a grren
benchrnark
Ho updating of Lxis W Lonarers actuals for Opdate &as W
diagnoses. Ilost chents are | Irmproved Functiomngs
showing &x1s W at Imeasure becanse thas
adrrussion but rany are not | measuare regquires T1 and
being npdated to shoar near | T2,
G AF score
High naraber of WIH or 54 | Lowers program Encourage chents to
screerungs coded as performance on WIH and 58 | participate i screermangs.
rmedically mapproprate or | screerung measure

_u:]ient dec hited




It IS essential that data quality be
maintained and continually
Improved so that:

* Providers can examine their data and
make decisions about care provision

« DMHAS and the State may plan funding of
existing or new services

e Consumers can make informed choices
about their health care



NEXT STEPS:

Providers Fix data quality issues
Provider feedback loop — E-mail Mark

DMHAS to re-send FY13 Annual
Reports to Providers in November

DMHAS posts FY13 Annual Reports to
DMHAS Web in December



Questions?

e Call oremail Jim @ (860) 418-6810 or
jJames.siemianowski@po.state.ct.us

e Or you can call or e-mail Mark @ (860) 418-
6843 or mark.mcandrew@po.state.ct.us

Hey Folks,
Please remember to update your

£/

—Qaem——

. Fg »n -
e L


mailto:james.siemianowski@po.state.ct.us
mailto:mark.mcandrew@po.state.ct.us
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