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Introduction

The GeorgiaDepartment of Behavioral Health and Developmental Disabilib&HDD) serves

as the single state authorftyr the provision oflirect service, administration, and monitoring of

all facets of the state publicly funded behavioral health & developmental disalsgitigse

system. DBHDDOG6Gs role as a direct fiestater i ce prov
hospital campuses. Outpatientvdees are delivered by a network of private and public

providers with whom DBHDD contracts. DBHDD Contractors are comnHioased

organizations which administer behavioral health & developmental disabilities services

throughout the state and are respblesior the provision of comprehensive services for children

and adults with substance abuse disorders, serious and persistent mental illness (SPMI) and
developmental disabilities.

Thisreportis D B H D DAugust2014 Interim Quality ManagemeniQM) SystemReport The

report and the summary of activities contaihegeincomprisea reviewof quality management
activities that have taken place in the hospital, community behavioral health and developmental
disabilities systems of care, as wellaaeview ofQM activities at the State Officdt is the

intent of DBHDD to share this report with Department staff and stakeholders.

The primary purpose of this Interim Report isymthesize and communicate DBHDD QM
activitiestaking place across thligepartmat. As a result of data availabilitthe anasis and
discussiorcontained within this report will varput generallyfocuseson activitiesand data
betweenJanuary 20471 June 204.

Activities of the Quality Councils

Executive Quality Council

The Executive Quality Council (EQ@)eets six times per year aadts as the governing body
for the QM program providing strategic direction and is the ultimate authority fentire
scope of DBHDD QM activities including the QM plan, the DBHDD worknpdad the annual
evaluation. The EQC is the highdstel quality committee in DBHDDThe EQC met every
other month frondanuary 2014 June 204 for a total ofthreemeetings.

A brief summary of some of the key EQC activities that took place during thestings
includes

1 Performed its annual review of the Qdyistem

1 Discussed information that should be reported to the.EQC

1 Discussed the rengineering of the DBHDD DD service system.

1 Reviewedand monitored the Office of Incident Managementindv e st iQ@MIX i on & s

trends and pattes.

1 Received updates from the Hospital, CBH and DD PQCs regarding &fiey
managementelatedwork thateach functional arearioritizedand reviewed
trends/patterns frortheir KPIs.

Received an update from tdBH PQC regarding the setting of recovery oriented KPIs.
Received an update and discussed the Hospital System CRIPA Transition Plan.
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1 Received updates from the ADA SettlemBirectorregarding DBHDDs compliance
with the ADA Settlement Agreement.

1 Prioritized the development of amdceived update®garding the progress of a Pl project
related to corrective action plans, performance improvemereamediesor pooty
performingand norcompliant community providers

Hospital System Program Quality Council

The Hospital System PQC meets quarterly, and has held 2 meetings between January 2014 and
June 2014 .During that period, the HSPQC consolidated and improved the integration of the QM
functions that had previously been managed in different mesttingture into the existing

guality management systethshould be noted that during this report period the Hospital System
satisfied the terms of the voluntary compliance agreement with the Department of Justice under
CRIPA. In the quarterly meetingthe Hospital System PQC addressed patient safety and other
performance measures.brief summary of some of the key Hospital System PQC activities that
took place during thosmeetingsncludes

1 Reviewed Pl initiatives focused on management of aggressstraint and seclusion,
polypharmacy, consumer satisfaction and other performance measures.

1 Focused on Pl initiatives aimed at reducing incidents of aggression and use of restraint
and seclusion

1 Reviewed and modified strategies being utilized by hakpased PI teams to improve
patient safety.

1 Addressed data collection methodologies and data integrity issues that affected reporting
timeliness and quality.

1 Reviewed and discussed the Triggers and Thresholds report data, the hospital system
dashboard nmasures and specific hospital system KPI trends and patterns and made
suggestions/recommendations for program/service changes

Community Behavioral Health Program Quality Council

The Community Behavioral Health PQC meets monthly and hadiheloheetingsbetween
January 2014ndJune2014. A brief summary of some of the key CBH PQC activities that took
place during thosmeetingsncludes:

1 Reviewedand discussed the selectadidenttrends and patterns for community based

providers
1 Reviewedand discussethe resultstrends antbr patternof theCBH KPIsandas a
result ofthosereviews:

o modified some of the target thresholds

0 determinedadditional KPIghatneeded to be developed &mdrevised

0 madesuggestions/recommendations poogram/service changes
Discussed antecommendedecoveryorientedand suicide preventiokPlIs.
Reviewed and discussed the results of a
Received an update/overview of the Child and Adolescent prdgmgumality
managementystem
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1 Received periodic updates regarding the findivithe idelity reviews(for Supported

EmploymentAssertive Community Treatmeént

Received an update regarding the pesg of the Suicide PreventioroBram

Discussed and recommended solutionassistwith improving theintegrity of the data

submitted to DBHDD by community BH providers

1 Reviewedand discussed transition reports received froenQffice of Transition
Services

1 Reviewed and discussed the 2013 Adult and Youth Consumer Satisfaatiey Su
Reports
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Developmental Disabilities Program Quality Councll

The Developmental Disabilities PQC meets quarterly and held ont¢ofé@ee meeting during
January2014to June2014. A brief summary of some of the key DD PQC activities that took
placeduring thosemeetingsncludes:

1 The project between DBHDD artkde Department dPublic Health concerning dental
examinations and treatment for individuals wikellectual/Developmental Disabilities
(I/DD), did not see significant progredaring thefirst half of calendar year 2014. The
dental clinics at state hospitals will remain functional and will provide services and
supports to individuals witfDD who are currently receiving services and supports from
DBHDD.

1 ThePresident of Human Services$®arch Institute (HSRI) reported on the new
expectations from CMS concerning community integratidhe Chief Policy Analyst for
HRSIcross walked CMS expectations with the new ISP and NCI survey. Gaps were
determined and based upon this information; 8 workgroup will need to be
reconvened.

1 Last Quarter Data Review lead €ientist forthe DDexternal quality review
organizationDelmarva reviewed key data from the second quarter revielvege
council discussed documentation issues. In the gastimentation templates were
designed to help providers meet documentation requirements while still remaining
personcentered. The DBHDD Office of Learning a@dganizational Developmehgas
contracted with an entity to develop wiehsed interactive traimg to enable direct
support staff in completing various trainingéhe Councilsupported the utilization of
thistraining formatto help more direct support staff to obtain documentation training.

1 Health and Safety data taken from reviews were shared with Colihg!DD Director
of QM stated that the new version of the Health Risk Screening Tool (HSRT) will begin
to collect historical data. Training on the tool was provided to Providers durirfigsthe
half of calendar year 2014

1 Community Inclusion Project Plan: The Council decided that as part of their annual QI
project, they would assist the Department in defining Community Inclusion. This project
will help to address the new CMS requiremenBata also show that this is a major area
for improvement. If a uniform definition could be developed with examples, it could
help the State and service delivery system implement true inclusion.

1 Supported Employment Guide: thaide(see attachment tlevelopedast year by the
Council has beeapprovedy all appropriate stakeholders$he Guide will be shared



with Support Coordination Agencies, Regional Offices, Advocacy Ageranes,
individuals and families.

1 Evaluation of IDD Quality Managemerfystem was reviewed by Council and DBHDD

leadership. Next steps will be developed and reported on in the 2014 Annual Report

Monitored the status of Quality Management Work Plan Goals and adjusted as needed

Reviewedhe ADA transition process and data in order to improve the quality of

transitions from State Hospitals to the Community. This work continues as part of the

upcoming DD ReEngineering Projeahich beganJuly 2014. Project plan and

outcomes will be discusséul detail in the 2014 Annual Report

1 Reviewed the ongoing work of the DD Advisory Council which included quality
improvement efforts in the DD system structure, system performance, and customer
focus.

1 Members of the Council participated in the evaluatibthe proposals submitted to
DBHDD in response ta Request for Proposals (RAB) an Administrative Services
Organization (ASO) that was released in March 2(R4rt of the RFP included a
rebidding of the currerQuality Improvement Organizatiaontract forthe Division of
DD. Results will be discussed in the 2014 Annual Report.

1 The Statewide Quality Improvement Council focused edafining their role in the State
system. Redesign efforts continue to be adedmsd will be discussed furth in the
July 2014 meeting.

1 As a result of thdoint Filing of the SupplementaReportof the IndependenReviewey
which can be found at:
https://dbhdd.georgia.gov/sites/dbhdd.georgia.gov/files/related_files/site _page/Dkt.%201
84%20J0int%20Filing%200f%20Independent%20Reviewer%20Report%203.24.2014.pd
f the Division of DD will be undertaking a Rengineering Project. The project seatt
July 1,2014 and will be discussed in matetail in the 2014 Annual Report.
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Status of Quality Management Work Plan Goals

EachProgramQuality Council develogda work plan to guide the quality management activities
within its area of responsibility. The EQC defines the work plan for the Departinneagh the
DBHDD QM Work Planandthenthe Program Quality Councils develop prograpecific work
plans for the hgpital system, the community behavioral health and developmental disabilities
service delivery systesn

Below aredescriptions of the status of each functional @®aork plan and the progress toward
achieving the work plan goals for each Quality Council

DBHDD QM Work Plan

As of Juy 2014 he DBHDD QM Planand Work Plans were in the process of being updated.
For the purposes of this Interim Report, @& Plan and Work Plans from 2013 have been
utilized. The first task of the first goal related to deyeng accurate, effective amdeaningful
performance measurbas been metnd will continue to beeviewed and updated @m annual
basis Thethird task of the first goal requires obtaining input from stakeholders to develop the
KPIs. This is periodically taking place during quality managemelated discussions at the


https://dbhdd.georgia.gov/sites/dbhdd.georgia.gov/files/related_files/site_page/Dkt.%20184%20Joint%20Filing%20of%20Independent%20Reviewer%20Report%203.24.2014.pdf
https://dbhdd.georgia.gov/sites/dbhdd.georgia.gov/files/related_files/site_page/Dkt.%20184%20Joint%20Filing%20of%20Independent%20Reviewer%20Report%203.24.2014.pdf
https://dbhdd.georgia.gov/sites/dbhdd.georgia.gov/files/related_files/site_page/Dkt.%20184%20Joint%20Filing%20of%20Independent%20Reviewer%20Report%203.24.2014.pdf
https://dbhdd.georgia.gov/sites/dbhdd.georgia.gov/files/related_files/site_page/Dkt.%20184%20Joint%20Filing%20of%20Independent%20Reviewer%20Report%203.24.2014.pdf

community based consortium meetinggular meetingwith the Georgia CSB Assacit i on 0 s
Benchmarking Committeand through DD quality management meetings

The second goas related to the education of stakeholders regarding @8/of Juy 2014 the
DBHDD QM Learning Plan was in the process of being updated and once finalized will b
included in a revised QM Plann May of 2014, the second in the series of QM weased
trainingmoduleswvasreleased to all DBHDD staff with the requirement for a June 2014
completion.

The third goal related to implementing the outcomes frameworkédes completed. A data
definition document which includes data collection plans has been developed. Additionally, as
potential new KPIs are considerdide Performance Measure Evaluation Tool (PMET) is being
used. Also, on at least an annual basis, lKWRdsassessed for achievement against target
thresholds and those components of the system that needetdd®d or modified have been.

Component parts of tHeurth goal related to IT data systehve been completed but as the
result of IT leadership changes there have been changes in tasks and ptogrcwill be
reflectedin updated QM Plan

The foll owing are summari es QMiworkpglaewhicltc t i vi t i es
supportthegal s of t he DBHDIbSéesAppeMdixWNor k Pl an.

Hospital System QM Work Plan

The Hospital System is working to maintain and iovyer quality as it assists DBHDDG

strategic direction toward building communligsed services while reducing its depemgeon

state hospitals. As the System's hospitals are reduced in size, closed and/or repurposed, it is
essential that an effective quality management system is maintained so that those transitions are
managed in a way #t assures theonsumers receivedhyuality of service they deserva the

time of this report, the progress, with regard to the identified goals was consistent with the
currentplanwith the exception cdome components of the QM Training Plalnich are being

modified in the revised DBHD QM Learning Plan Additionally, some componestof the
integration of the QMataar e being revised due to strategic
development strategySee Appendix B.

CBHQM Work Plan

Progress towardmeetingthe goals is consistent with the pkaxceptfor the items in Goa2

related to QM training plans for provideardindividuals serve@dndfor Goal 4 which is related
to integration of QM data systenfarogress ofsoal 4is behind schedule due to IT staffanges
and theprocuremenof anAdministrative Services Organizatievhich will provide enhanced
data integration and reporting to suppgbg Departmei@a nd pr o v systemsSed® QM
AppendixC for the CBHQM Work Plan.Additionally the 2014 CBH Work Plan is in the
process of being updated.

DD QM Work Plan

The Developmental Disabilities quality management work plan continues to support the
DBHDD QM work plan and addresses the need to ensure that indsadtial/DD who

transition out of state hospitals receive the highest quality of services and achieve their goals
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once in the community. Thé&D Quality Plan also attemgto assurdahat individuals living in
the community receive the highest quality servicessamgborts in the least restrictive
environment. Progress toward meeting the goals of the DD work plan is consistent with the
pl anéds targeted thi melines. See Appendi X

Key Performance Indicators and Outcomes

Data Collection Plan/Data Definition Document

Thedata definition documerns useal by each of the three function@M areas within the
Departmentind provideguidance on how each element and attrilofit€PIs should be used. It
gives details about the structure of the elements and format of the data. Additiomally
Performance Measure Evaluation T@®MET) is used whervaluating existingr developing
newKPIs.

Dashboards

The KPI dashboard formatdorporate KPI data in table and graph forprovidesmeasure
definition & explanationa numeratomnddenominator explanation and an analysis of the KPI
for the time period.The KPI dashboards can be found in AppendigdsandG.

Hospital System Key Performance Indicators
The key performance indicators utilized by the Hospital System are a combination of quality
measures that support the Systemds value of
1. The use of consumer feedback to reflect the quality of our services
a. Client Perception of Outcome of Care

i. Summary comments and analysis: The DBHDD Hospital System
facilities have consistently scored higher than the baseline established
on the basis of the national averages for the same survey tool. The
hospitalQuality Managerant departments are looking at ways to
improve the consistency and timeliness of reporting and the
consistency and quality of the methods of administration of the survey
instruments.

b. Client Perception of Empowerment

i. Summary comments and analysis: The DEHBospital System
facilities have consistently scored higher than the baseline established
on the basis of the national averages for the same survey tool. The
hospitalQuality Management departments are looking at ways to
improve the consistency atitheliness of reporting and the
consistency and quality of the methods of administration of the survey
instruments.

2. The importance of continuity of care with regard to the transition of consumers
between hospital and community services
a. Continuing Care Pla@reated (Overall)

i. The Hospital System has managed to reduce the variation it
experienced in the previous six month period, and achieved a more
consistent overall improvement trend to a level that is well within the
target range for this measure.



3. The importance of supporting the recovery of individuals recei8irghospital
services.
a. Individual Recovery Plan AuditQuality Measure
i. Summary comments and analysis: As was reported in the previous
QM system reviewthe Hospital System has continued to achiav
gradual overall positive trend. While the gradual improvements
reflected in these data indicate that the current strategy has been
effective, the Hospital SysteRQCis currently looking to develop
new qualitative measurdisat will provide additionainformation on
the extent to which the System is goal of being a recearented
system of care.

The Hospital System plans to continue to monitor and improve the quality of care measured by
these KPIs and to utilize additional measures to prdeegback on other aspects of quality.
The hospital system dashboard can be found in Appendix E.

Community Behavioral Health Program Key Performance Indicators
Summary and Recommendationstioe currenCBH KPlIs:
1. Georgia Housing Voucher Program adofividualswith serous and persistent mental
illness(SPMI)in stable housing

1 Summary comments and analysis: The number of individuals receiving Georgia
Housing Vouchers who are in stable housing has significantly exceeded the HUD
standard of six months diDBHDDGs target of 77% for théanuary2014to June
2014 time period, and appears to be stabépptoximately92%.

2. Georgia Housing Voucher Program adult individualsh SPMIwho left stable housing
under unfavorable circumstances and have beenaged@nd reassigned vouchers

1 Summary Comments and analysis: DBDD tsa@leorgia Housing VVoucher
individuals who left stable housing under unfavorable circumstance and were
reengaged in serviceA targethas been establishédsed upon trend data
(approximately 17%) to base future efforts at the provider level. This KPI will
continue to be monitored.

3. Adult Mental Health supported employment providers that met a caseload averhge
last day of the calendar momthemployment specialist staff to consumiset(veen 1:15
to 1:20):

1 Summary Comments and analygMthough the target of 85% or more has not
been met during this reporting period, analysis reveals that several providers had
lower ratios than 1:15. Thimeans that those providers had smaller caseloads per
staff member. The CBH PQC discussed this indicator and determined that if
providers have a smaller ratio, that is not detrimental to the consumer, therefore
this measure ended on 6/30/14 and was regladth a target ratio not to exceed
1:20 starting on 7/1/14.

4. Individuals who had a first contact with a competitive employer within 30 days of
enrollment

1 Summary Comments and analydisie overall percentage of consumers who had
first contact increased itomparison to thprevious two quartersThis measure



is analyzed on a 30 day lag and AR@14 June 2014 data was not available for
analysis as of the date of this report.
. Assertive Conmunity Treatment consumers who are received into semitiein 3 days
of referral
1 Summary Comments and analydise target of 70% was met during the month
of May 2014but the data displayed varyipgrcentagesSome of the ACT teams
have identified challenges with the three day target suokcas/ing an increase
in referrals for homeless consumémich increases the amount of time to locate
the consum@rand consumers that move directly after the reféwhich also
increases the time it takes to identify new contact informpation
. Assertive Community Treatmentrmsumersvith a Psychiatric Inpatiersdmission
within the past month
1 Summary Comments and analyditie target of 7%r lesswas not met for this
reporting period andhows a slight upward trend lospitalutilization. Some
providers indicate that consumseare sometimes discharged from hospitals prior
to achieving stability, which may lead to decompensation in the community and
re-hospitalization. Other providers reported that consumers may be discharged
from the hospital without their knowledge, limititigeirinvolvementin
supportive discharge planning.
. Average number of jail/prison days utilized per enrolled Assertive Community Treatment
consumer
1 Summary Comments and analysserall the target of 1 day or less was met for
all months durindhis repating periodexcept foiMarch2014which minimally
exceeded the threshold
. Intensive Case Management consumers with a Psychiatric Inpatiargsion within the
past month
1 Summary Comments and analysisr this reporting periodverall the target of
5% or less wamet except fothe months oMarch and April2014 The
percentages generally appear to be consistent with previous quarters.
. Intensive Case Mamgement consumers housed @momeless) within the past month
1 Summary Comments and analysiszeral the target of 90% or more waset
during this reporting period.

10. Average number of jail/prison days utilized per enrolled Intensive Case Management

consumer
1 Summary Comments and analygtscept for April of 2014 thewerall target of
.25days or less wasot metfor this reporting periodThis KPI will continue to

be monitored.

11.Community Support Teasrwith a Psychiatric Inpatientdmission within the past month

1 Summary Comments and analystszerall the target of 10% or less wast
during this reporting period.

12.Community Support Team consumers housed-fmmneless) within the past month

1 Summary Comments and analysdsierall the target of 90% or more waet
during this reporting period.

13. Average number of jail/prison days utilized arolled Community Support Team

consumer
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1 Summary Comments and analysiszerall the targesf 0.75 daysor less wamet
during this reporting periodThe exception is the month of M3a@14which
shows a slight upward trend

14.Case Management consumers vatRsychiatric Inpatient admission within the past
month

1 Summary Comments and analystszerall the target 6% or less wamet
during this reporting period.

15.Case Management consumers housed-framneless) within the past month

1 Summary Comments and anaty©Overall the target of 90% or more wagt
during this reporting period.

16. Average number of jail/prison days utilized per enrolled Case Management consumer

1 Summary Comments and analysiszerall therecontinues to beome variability
in the average number of jail/prison days utilized during this; twinéch was met
during the month of Apri2014 The overall all average by quartgpeardo be
consistent with previous quarters

17.Adult Addictive Disease consumaeastive in AD treatment 90 days after beginning fion
crisis stabilization services

1 Summary Comments and analyditis KPI became effective in July 2013, is
collected on an annual basidt is anticipated that 2014 data will become
available inOctober2014.

18. Adult Addictive Disease consumers discharged from crisis or detoxification programs
who receive followup behavioral health services within 14 days.

1 Summary Comments and analyditis KPl became effective in July 2013, is
collected on an annual basi is anticipated that 2014 data will become
available inOctober2014.

19.Individuals meetingettlementAgreementriteria who are enrolled in settlement funded
services who state they are satisfied with the services they are receiving

1 Summary Comments andalysis:Data collection was put on hothliring this
reportingperiodsecondary to the QM audit team performing a folgmquality
review of a sample of individuals with repeatepatient hospital redmissions.

20. Individuals meetingettlementAgreementriteria who are enrolled in settlement funded
series who feel their quality of life has improved as a result of receiving services

1 Summary Comments and analyddsita collection was put on hothliring this
reporting periodecondary to the QM audit teararforming a followup quality
reviewof inpatient hospital radmissions.

21.Percent of youth with an increase in functioning as determined by a standardized tool

1 Summary Comments and analydisie Department igansitioning fromhe
Child and Adolescent Fational Assessment Scale (CAFAS) to the Child and
Adolescent Needs and Strengths (CANShe implementation of the CANS is
scheduled for April 2015Data collection for this KPI will begin in FY16.

22.Percent bfamilies of youth satisfied with services @stermined by a standardized tool

1 Summary Comments and analysighis data is collected and analyzed on an
annual basisln 2013, 70.2% of families of youth were satisfied with the
community mental health services they receivElese results were based a
relativelysmall number of participants (n=346) theymaynot generalie to the
target population for the surveyrhe Department is examining how the survey
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data is collected and will likely move to additional ways to gather more surveys.
Also, due to aecentchange n t he chi |l dr en drswhiohe nt al
additionalyoutharereceiving services througiiedicaidmanaged care
organizations, DBHDDnayexpand the survey to cover all public mental health
services recipients.

The Community Behavioral Health dashboard can be found in AppEndix

Developmental Disability Programs Key Performance Indicators

The Division of Developmental Disabilities continuests efforts of evaluating and improving

its Quality Management System and processes. A stakeholder workgroup was formed in the
latter part of 2013 to address the need for specific performance indicators for both the Division
and IDD providers. This arkgroup was put on hold in early 2014, and is planned to reconvene
as part of the DD R&ngineering Project in July 2014n outcome of the R&ngineering

Project will be a change in the current key performance indic&8eeA\ppendixG.

The remainig current key performance indicators are used to help the Division of DD to
determine:
1 The level at which individuals are receiving person centered supports and services;
1 If the individual is healthy and safe
1 The efficiency of specific DD services

Person Centered Supports
Each individual 6 santuallgtmdevefop a ISP fhat is pessonmantered and

supports the individual 6s needs and desired

developed by the state to ensure the ISP inclutias@ssary requirements as dictated by the
state, and that it helps ensure the individual has a healthy, safe, and meanin§fgldge.see
Section entitledD Individual Support Plan Quality Assurance (ISP QA) Checliighage 8

for a detailed description on ISP Quality Assurance.

Health and Safety

The Division of DD utilizes the National Core Indicator Survey to gather directly from
individuals and their families, the satisfaction they feel with their services and suppotis; and
gather additional data on the health and safety of those individin@$ivision of DD received
thelatest Georgia NCI datavhich is for 2012 2013 in mid-July 2014.

Georgia has made significant gains in many of the performance indicata$kstev. Georgia
ranks well within or higher than the national averages for the listed National Core Indicators.
However, even #th these gainsome of the performance indictatdl remain belowtheir

Division of DD settargetthresholds. Once the nedata has been reviewed and analyzed over
the next few months, strategies will be developed to adthressKPls which have not met their
thresholds. These strategies will be repam the 2014QMS Year EndReviewReport.

Key indicators that have beegviewed include vaccines, dental examinations, annual physicals,
and the perception of safety and dignity.
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The 20122013 National Core Indicator data shows:

1 72% of respondents from Georgia and 76% of respondents across NCI States were
reported to havhad a flu vaccine in the past year. This is up significantly from 63% last
year; howeverGeorgia remains within the average range of NCI States.

1 76% of respondents from Georgia and 80% of respondents across NCI States were
reported to have had a dengabm in the past year. This is up significantly from 70%
last year; howeveGeorgia still remains within the average range of NCI States

1 86% of respondents from Georgia and 89% of respondents across NCI States were
reported to have had a physical exarthimpast year. This is down slightly from 90%
last year; however Georgia remains within the average range of NCI States

1 87% of respondents from Georgia and 81% of respondents across NCI States reported
they never feel scared at home. This is down slightip 89% last year; however
Geor gi adbs av er aagvehe average range of NG| States.t | y

1 97% of respondents from Georgia and 93% of respondents across NCI States reported
they are treated with dignity and respect. This is up slightly froml@68ear, and
Georgia ranks top among the NCI States.

1 72% of respondents from Georgia and 52% of respondents across NIC States reported
that they have a choice of support and services. This is up significantly from 67% last
year, and Georgia ranks top ang the NCI State

Efficiency of Services

In 2011, as part of the ADA Settlement Agreement and as a direct result of the prohibition on
DD individuals being admitted to state hospitals, the Division of DD created the Georgia Crisis
Response System for 2@opmental Disabilities.

The goal of this system is to provide tiin@ited home and community based crisis services that
support individuals with developmental disabilities in the community, and provide alternatives to
institutional placement, emerggnroom care, and/or law enforcement involvement (including
incarceration). These community based crisis services and homes are provided dimatéche

basis to ameliorate the presenting crisis. The system is to be utilized as a measure of last resort
for an individual undergoing an acute crisis that presents a substantial risk of imminent harm to
self or others.

The Georgia Crisis Response System (GCRS) includes intake, dispatch, referral, and crisis
services components. An essential part ofghisdem is the assessment of the individual

situation to determine the appropriate response to the crisis. Entry into the system takes place
through the Single Point of Entry (SPOE) system. Intake personnel determine if an individual
meets the requirementor entry into the system and initiate the appropriate dispatch or referral
option. If a Developmental Disability (DD) Mobile Crisis Team is dispatched to the crisis
location, this team assesses the need for a referral or crisis services. Crigsiseivie

intensive orsite or oftsite supports.

Two main components of the system are IntensiMddme Supports and Intensive Out of Home
Supports.
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The intent of Intensive liHome Support is to stabilize the individual through behavioral

interventon strategies provided under the recommendations of the DD Mobile Crisis Team. The

services are provided in the
time. During the first two quarters of 2014 (January 1, 2014 through M&034) 6% of crisis
incidents resulted in the need for intensivdnome supprts. This is down significantlfrom the

last quarter of 2013 where the average was 12.3%

ndi vi

dual 6s

The intent of Intensive Owdf-Home Supports is to stabilize the individualngnursng and

behavioral supports, on a tifienited basis. Intensive Owtf-Home Supports are to be provided
by Crisis Support Homes, which are to serve no more than four adult individuals simultaneously.
Individuals under the age of 18 years must not be denva Crisis Support Home. Those
individuals are served in the Divisions Temporary and Immediate Support Home. From January
1, 2014 through May 31, 2014, 12% of crisis incidents resulted in the need for intensife out
home supports. This is down sigoéntly from the last quarter of 2013 where the average was

22%

Crisis data shows that the system is operating as it should, with the individual receiving crisis
supports in the least restrictive environment as possible. The Division of DD has experience

hom

however, an ongoing issue when attempting to support dually diagnosed individuals. Behavioral

Health has just recently implemented its own Mobile Crisis Response System, and the Division

of DD is partnering with Behavioral Health to address this shawpdlation.Issues with serving

the dually diagnosed population will be address more thoroughly with the implementation of the

Administrative Service Organization.

Quality Monitoring Activities

Complaints and Grievances

Constituent Services is a function of the Office of Public Relations and serves as the liaison to
consumers, families, advocates, and the general public for assistance with complaints,
grievances, and questions relative to the Department and communiteseta addition, the
Office collects and reports data to executive staff via the Executive Quality Council regarding
issues and resolutions of consumer concerns.

Constituent Services staff received 162 complaints, grievances and/or inquiries hiawesry
1, 2014 to June 30, 20140f the 162 complaints received there were 38 issue categories, as

noted below:

“

Adult services and community care
Placement

NOW & COMP Waiver eligibility
Change in services

Exceptional Rate

Planning List

HIPPA violation
Open records request

Access to services
Residential placement
Inpatient discharge
Inpatient evaluation
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Selt-Directed Services Inpatient treatment
Complaint abouprovider services PRTF(Psychiatric Residential Treatment Facijity
Host Homes complaint General Information about services
Residential placement

Allegations of Abuse Provider certification
Enrolimentprocess
Complaint about the process

Termination

The most frequent issue of concern welated to the developmental disabilities program. Forty

five percent (45%) of the developmental disability complaints were pertaining to funding and
eligibility for the New Options Waiver (NOW) and the Comprehensive Supports (COMP)
Wavier. Thirtyfive percent (35%) of the developmental disability complaints were received
from family members or friends of the individual who was the subjetiteahquiry. Thirty-six

percent (36%) of complaints were initiatedtht he Governor dés office or
Georgia General Assembly. The second most frequent category of concern was mental health
services. Sixty (60) complaints relating to mental health services were received in the OPR.
Thirty-seven percent (37%) were triagadd sentto the six regional dices, as well as state

office staff. Of the sixty cases, Georgia Regional Hospital in Atlanta and West Central Regional
Hospital in Columbus accounted for only (2%) two percent of mental health complaints and
grievances. Many family members continue texpress the need for waiver funding and long
term intensive mental health treatment facilities and services for their loved ones.

Regional Offices received and responded to sevitmge percent (73%) of the constituent
complaints and grievances. Eaohd i vi dual 6 s concern was address:
depending on the nature of the complaint or inquiry.

The Director of Legislative Affairs oversees the Office of Constituent Services, and will continue

to monitor and review complex or frequieconstituent issues to ensure the complaint/grievance
process is managed as consistently and as efficiently as possible. One of the key goals of the
OPR is to continue to provide constituent grievance and complaint trends and patterns which can
be usedor service and program improvement.

Hospital and Community Incident Data January 2014 7z June 2014

DBHDD requires its contractors to report incidents, accidents and deaths per Pdly, 04
Reporting and Investigating Deaths and Critical Incidentsoimi@unity Services, and DBHDD
hospitals per Policy 8315, Incident Management in Hospitals. Contractors and Hospitals are
required to report significant and/or adverse incidents for all individuals served. These reports
are submitted to DBHDD, Office dhcident Management and Investigations (OIMI). OIMI

staff review all submitted reports for identification of potential quality of care concerns. The
guality of care concerns are triaged for investigation either at the State or Contractor level.
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The folowing incident review covers death reports and critical incident reports received in the
Office of Incident Management and Investigations from January 1, 2014, through June 30, 2014.
The total incidents received by month for hospitals and communityden®vare included in

Tables 1 and 3 below. The tables also provide a comparison for the current report period
(January 2014 June 2014) with the prior six month period (July 20I3ecember 2013).

Hospital Incident Data

As Table 1 indicates, the total number of hospital incidents for the report period was 3,444, or a
rate of 16.7 per 1000 patient days, compared to the prior 6 months of 3,976 (ratei=al8.2)
decrease in the rate of incidents of 8.4%. The rate is usegust for differences in the size of

the patient population for those two perio®OTE: All rates in this report have been rounded

to the nearest tenth or hundredth; therefore, any calculations performed using the rounded
numbers presented here widlsult in minor differences when compared with the numbers within
this report.

Table 1: Total Incidents by Month

HOSPITAL
Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Total
724 783 642 619 622 586 3,976
Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14
588 470 696 558 608 579 3,444

HOSPITAL RATE
(Incidents per 1000
patient days)

Aug- Avg.6 Mo.
Jul-13 13 Sep-13 Oct-13 Nov-13 Dec-13 Rate
18.1 19.8 18.6 17.6 18.2 16.7 18.2
Feb-
Jan-14 14 Mar-14 Apr-14 May-14 Jun-14
15.7 14.9 19.8 16.4 17.2 13.3 16.7

The five most frequent hospital incidents reported during this review period are listed below in

Tabl e 2. Il ncident types ARh4ysarcdl A0 A,ndi AAgrge =
anotherindividuaP hy si cal 0, ofteathanmalrothers andoacceunt for 50% of the

total number of incidents reporteRlhysiTchael o nci
decreased from a rate of 4.94 per 1000 patient days to a rate of 4.46 compared to the prior six
month® a 9.8% dec e a s e . ARAggr essi v ePhaycstisc atl o0 adneoctrheears ei
4.94 per 1000 patientdaysto398 decr ease of 19. 1 %. AO0O1 #fAAcci

AProperty Damageo, an drouAdod thainfogt frequestigreporeed act t o
hospital incidents. These five incident types account for 76.9% of the total number of incidents
reported.
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Table 2: Most Frequently Reported Hospital Incidentqupdated 7/1/14)

Rate(incidents

per 1000 patient
Hospital Incident Type Total days
AO4Aggressive act to staRhysical 921 4.46
AO03-Aggressive act to another individeRhysical 825 3.99
AO021-Accidental Injury 325 1.6
A30-Property Damage 306 15
AO2Aggressive act to self 274 1.32

During the past year, the Hospital System, as part of its quality management program, has
maintained a special focus on activities intended to reduce the frequency of incidents of
aggression and restraint and seclusion. There have been a varietyegiestrgtolicy changes,
training, process improvements, etc.) employed by each hospital and the System at large. Itis
likely that the rate reductions outlined in this section can be attributed to those collective efforts.

During this period, areportwa pr ovi ded t o DBHDDOs Executive Q
a chronological fashion, an array of the kinds of initiatives and efforts that have been employed
over the two year time frame of calendar years 2012 and Zad3example: In response to

incident reviews, trend analyses, investigations, and scheduled periodic policy revision
timeframes, improvements in processes were developed in revisions of the following policies:
Observation of Individuals to Ensure Safety-@IBl), Suicide, Violence andiatimization Risk
Assessment (0804), Seclusion or Restraint policy (630),Suicide, Violence and

Victimization Risk Assessment policy (@&®4) and the Observation of Individuals to Ensure
Safety policy (036501). Training via formal orsite training pograms and supervisded policy
review conferences was also provided to staff on all policy revisibne.Hospital System is
committed to continuing its efforts to make progress in these important areas.

Community Incident Data

Unlike the Hospital Sstem data, which uses patient days as a (common) denominator, there is

no such equivalent on the Community provider side. It is much more challenging and less
reliable to estimate the fApatient popul ationo
programs. Therefore, any interpretation of the comparison data reported in this section should be
done with that caveat in mind.

The total community incidentsr the report period were 2,090 compared to the previous 6
months of 1,826, reflectingn increase of 2.65%.

Table 3: Total Community Incidents by Month

Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Total
294 316 293 324 278 321 1,826
Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14
351 292 367 381 348 351 2090




See Table 4 below for the five most frequently reported community incidents.

Table 4: Most Frequently Reported Community Incidents(updated 7/1/14)

Community Incident Type Total
GHospitalization of an Individual in a community residential program 680
GlIncident occurring in the presence of staff which requires intervention of law

enforcement services 219
GIndividual injury requiring treatment beyond first aid 167
GIndividual who is unexpectedly absent from a community residential prograstayr

program 151
CAlleged Individual Abuskhysical 126

Community Incident Dataz Behavioral Health Services

Community behavioral health providers reported 647 deaths and critical incidents during this
report period or 31% of the total number of community incidents. The incident types requiring

an investigation and reported most frequently for Behavioral Headtlr e : AHospitaliz
| ndi vi dual in a community residenti al program
which requires intervention of | aw enforcemen
absent from a community residentialorggy o gr amo, #fAl ndi vi dual i njur

beyond first aido, aPRPHdyBAthkged Individual Ab

AHospitalization of an individual i n a commun
frequently than all other community incident types amateased 14.5% from the prior six month

period. Review of these reports indicates that most are reports of appropriate transfers of
individuals from crisis stabilization units to state hospitals when additional treatment is needed.

With the closure of aadditional state hospital in December 2013 and the increase in availability

of crisis stabilization units, this increase is not considered to be significant or unexpected.
Consideration is being made to whether this type of transfer from crisis residand to state

hospital care should continue to be classified as an incident because it is not consistent with the
original intent of the indicator. The indicator was intended to capture instances in which

individuals in norcrisis residential settingequired treatment in an inpatient facility.

Reports of Alncidents occurring in the presen
enforcement serviceso increased 61%. Reports
first ai d70%;i nficReepacsretds 3o.f an i ndividual who i s
community residenti al program or day program

Individual AbuseP hy si cal 0 i rfrutheeanaysisiof tBe8e nGnibers will take place at
the progam level and/or at the appropriate program quality council.

In late summer 2013, the CBH PQC determined through an analysis of data from OIMI that a
number of community BH providers may not have been reporting incidents as required. This
hypothesis wadeveloped through an examination of the providers that had zero (0) reported
incidents in the previous year and it was determined that it was unlikely, given the types of
services and populations served, that no reportable incidents had occurredy Qcesdrer
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2013, a memo was sent to community MH and DD providers by the Assistant Commissioners of
these programs to remind providers of the incident reporting requirements and processes. This
went to all community providers and increases in reporting egrected. The increases in

reports in categories above are in categories that are easily identified by staff as a reportable
incident and CBH PQC will conduct additional analyses to determine whether the increases are
due to an actual increase in incitkear increased reporting of incidents.

Community Incident Data z Developmental Disability Services

Community developmental disability providers reported 1,443 deaths and critical incidents or
69% of all incidents during this report period. The incident types requiring an investigation and
reported most frequentl y f gpitalizhteowa dndngivideahin a |

a
[

ntervention
aido, Alndiwv
programo, an

community residenti al programo, #dAlncident
of |l aw enforcement serviceso,
I dedlydbsent fnom a cosnmunity eegiderial program or day

d AAl IPbygsd clahadi vi dual Abuse

Community Mortality Reviews

The Department developed a community mortality review process in FY 13 to achieve the
following goals:

il

To conduct mdality reviews utilizing a systematic interdisciplinary review of the
investigative report of all suicides and all deaths where the cause of death is not attributed to
a terminal diagnosis or diagnosed disease process where the reasonable expectation of th
outcome is death. This includes the death of any individual receiving residential services or
receiving 24/7 community living support, death that occurred on site of a community
provider, or occurred in the company of a staff of a community providdeaih when the
individual was absent without leave from residential services,

To review the services provided to the individual,

To identify factors that may have contributed to the death and/or indicate possible gaps in
services,

To recommend and/omiplement corrective actions to improve the performance of staff,
providers and systems

To assess support systems and programmatic operations to ensure reasonable medical,
educational, legal, social, or psychological interventions were being providedoprior

deaths, and

To review the investigative reports to assure that a comprehensive systemic approach was
taken in the investigation.
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The DBHDD Community Mortality Review Committee (CMRC) was established to ascertain
whether all necessary and reasonableri@ntions were taken to provide for the health, safety,
and welfare of the individual receiving services by a DBHDD provider and to identify and
mitigate any preventable findings that could affect the health, safety and welfare of other
individuals receiing supports and services from DBHDD community providers.

The CMRC is chaired by the DBHDD Chief Medical Officer (CMO). Other members of the
committee include the DBHDD Director of Quality Management, the DBHDD Suicide Risk
Prevention Coordinator, a eonunity physician, a Registered Nurse who is experienced and
understanding of the needs of individuals who are receiving services through DBHDD, the
Director of DD QM, the OIMI Directorepresentativeof the Division of AD, the Division of
MH and othes as appointed by the CMO. There must be a minimum of five committee
members present with thréar at least 51%cclinicians and at least one physician.

TheCMRC meets at least quarterly amdiews the causes and circumstances of all unexpected
deathshrough available documentation and uses the findings to further enhance quality
improvement efforts of thBepartment. Through a review of each unexpected death by clinical
and professional staff, deficiencies in the care or service provided or theasnuifsare or a

service by DBHDD employees and/or contractors may be identified and corrective action taken

to improve services and programs. Trends, patterns and quality of care concerns are shared with
the appropriate quality council and addressed thighapplicable program leadership for

resolution.

During this review period the Community Mortality Review Committee met five times to review

all reported unexpected deaths (as defined by the community incident management policy) of all
individuals receiing DBHDD services (BH, DD, and AD). A total of 73 unexpected deaths

were reviewed during this period. Of the 73 reviev@s;e¥iews had recommendationd/hen

there were outstanding issues identified by the Mortality Review Committee related to the
investigative report, those issues were addressed with the appropriate party. Based on these
reviews,recommendations were madgated toadditionalaspects or details to be included in
theinvestigation; actiors/recommendations in the investigative repantending, modifying or

training on DBHDD or provider policiegndprovider staffing and training. Examples of
actions/recommendations include the following: requestssr addi ti ons to the p
corrective action plans regarding identified training needs, e.g. conducting CPR, managing

medi cations and behavior needs of individuals
Suicide Prevention Coordinator feducating providers on assessing and managing suicide risk
factors; referral to the Regional Offices for a more intense audit or additional monitoring of
provider(s); and training of investigative staff in recognition of standards of practice on relevant
parameters such as calling 911, oversight and supervision as potential systemic issues,
communication with multiple community providers, internal communication within the provider,

and staffing resources/caseloads of case managers.

For FY 15, DBHDD has atracted with external providers with expertise in Developmental
Disabilities and Suicide Prevention: Columbus Medical Services, LLC, to provide mortality
reviews of all deaths from the ADA population that has transitioned from a hospital setting to the
community from July 1, 2014, and going forward and a focused review on deaths during FY 13.
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DBHDD has also contracted with Barbara Stanley, PhD and Gregory Brown, PhD, both
nationally recognized suicide experts and trainers, to review the suicide deé2hsdiiduals

who received DBHDD services in FY 13 and to conduct mortality reviews of suicide deaths in
FY 15 and going forward. These objective reviews by external authorities will help provide
additional expertise in these two critical areas of céihpractice.

Patterns and Trends

During this report period, the Office of Incident Management and Investigations compiled,
analyzed and provided information regarding incident patterns and trends to the Community
Behavioral Health Program Quality Council, the DBHDD Executive Quality dbuhe

Division of Developmental Disabilities, the Division of Addictive Diseases, the Division of
Community Mental Health, the Suicide Prevention Coordinator, and the Regional Hospital
Administrators, Risk Managers and Incident Managers. Based orewrefvihe data,

additional data needs were identified and provided in subsequent meetings. The information has
been used for quality improvement purposes to identify providers who may require technical
assistance and/or training.

Hospital Peer Review an d Credentialing

Several changes have been initiated during the past 6 months in the peer review process for the
Hospital System.The Mentoring/Peer review system has been assigned tbitifeof each

respective clinical discipline, which have additioladitude with respect to assignment of

mentoring functions within their departmen#sdditionally, some of the clinical audit functions

have been assigned to the Quality Management departments in each hospital for ongoing
reportingdue to organizationakstructuring.

Hospital Utilization Review

The Hospital System and Regions continue to monitor and address issues related to rapid
readmissions (less than 30 dpyseople with 3or more admissions ia year, and people with 10

or more admissions in adifime. The overall trend for the 30 day readmissions have shown a
general downward trend during the last 12 months, with no significant additional progress during
the past 6 months.

Adult Mental Health Fidelity Reviews

Assertive Community TreatmentFidelity Reviews are conducted annually fortalenty-two

state contracted ACT teams. Betweanuhry 2014nd June 2014 a DACT®artmouth

Assertive Community Treatment Scaligelity review was conducted aighteerState

Contracted ACT Teams. The revievpigally takes 3 days with one day of-site technical

assistance built in on the last day after the review. Once the DBHDD ACT & CST Services Unit
completes thé&idelity review, results of the Fidelity Review are given to the ACT team,

leadership withiniie agency, the regional office in which the team operates, and the DBHDD
Adult Mental Health Director and other departmental leadership. Results are also provided to the
ACT Subject Matter expert hired as partofthe d e p e n d e n tevicweftheDOWe r 6 s
Settlement. This is followed by a detailed discussion of the report inclusive of each scale and the
ratingfor each scale along with any explanation or recommendation for the ratingoccurs

during the exit interview which is attended g tACT provider, regional and state office staff.
Review items that are found to be below the acceptable scoring easg@re of 1 or 2, result in
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aQuality Improvement PlafQIP) which each team develops and submits for acceptance to the
regional andtate office. ACT teams are contractualtgquiredto obtain a DACTS mean score

of 4.0 and total score of 110f theeighteerteams that have received iélity Review,twelve
achieved a score within the acceptable range of fidelity, indicating thaat@egrving the
appropriate population, maintaining an acceptable caseload, delivering the service with intended
frequency and intensity, providing crisis response, conducting effective daily team meeting
discussion of consumers, engaging formal and mé&bisupports, being involved in hospital
admissios and/or discharges and delivering 80% of the teams services in the community. At the
time of the reviewsix teams scored below the acceptable range of fidelity. Some of those areas
of needed attention @rincreasing team involvement in hospital admissions and discharges,
strengthening delivery and documentation of contacts with consumer's informal support system,
increasing the stability of staffing and reducing turnover and increasingotoring disoders
treatment. Allsix teams have submitted or are in the process of subm@tiRg, and have

received technical assistance and have demonstrated improvements in most areas.

Supported EmploymentFidelity Reviews are conducted annually for all twetwyp state

contracted SE provider8etween Januarg014i June 2014eighteen klelity Reviews were
completed using the 2fem IPS model for supported employment. Once tdayY SE Fidelity

Review iscompletedand findings are scored, the results aregito the SE provider, the

regional office in which the teanperateshe DBHDD Adult Mental Health Director and other
departmental leadershiResultsare alsgrovided to the SE Subject Matter expert hired as part
ofthel nd e p e nd e n teviR efthe BEOW Settlérent. This is followed by an exit

interview inclusive of provider, regional and state staff with a detailed discussion of the review
outcome and report. Outcomes are also discussed with theRRQIEw items that are found to

be below the areptable scoring range; a score of 2 avill result in a Quality Improvement

Plan (QIP) which each team develops and submits for acceptance to the regional and state office.
SE providers are contractually expected to minimally obtain an IPS total $ctte ©f the
eighteerproviderswho have received a Fidelity Reviesgventeemachieved a score within the
acceptable range of fidelity, indicating that they are effectively integrating SE and mental health,
maintaining collaboration with €rgiaVocationalRehabilitationAgency(GVRA),

demonstrating clearly defined employment duties for SE staff, implemer@rogexclusion,
rapidly engaging consumers in competitive job
making job placements based on idiéed interests and skills. At the time of the revjeme
providerscored below the acceptable range of fidelity. Some of the areas of needed attention are,
increasing collaboration with GVRA, integration of SE and mental health treatment team,
vocationalunit, work incentives planning, individualized job search, engaging in sufficient
employer contacts and diversity of job typesisigrovider ha submitted ois in the process of
submittinga QIP and isreceiving technical assistance in order to improperation in areas of
deficiency.

Quiality Service Reviews of Adult Behavioral Health Community Providers

I n October 2013, the DBHDD Executive Leadersh
review work on a new initiative as a result of findings providgdr. Nancy Ray regarding data

collected and reported from quality reviews for repeat admissfith input from Dr. Ray the

QM Department created a tool and process to review hospital records of high risk individuals

who were also repeat users of Btate Hospitals to include collecting data on factors impacting
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repeat admissions, discharge planning, and transition to community based services, among other
criteria. In addition, members of the QM Audit Team visited three State hospitals (Georgia
Regiaal HospitalAtlanta, Georgia Regional Hospit&8avannah, and East Central Regional
Hospital) in order to conduct staff interviews related to a sample oétloeds reviewedThese

audits were completed in May 2014 and a report was submitted to leades®me of the key

findings from that report included:

1 The readmission rate to State Hospitals has decreased.

1 Appointments for follow up mental health care were made 100% of the time.

1 Individualized Recovery Plans were completed within policy destghi@meframes.

1 Behavior Guidelines in all cases were written in an understandable language,
individualized to the individual's issues, and based on positive behavioral supports.

1 50% of the individuals chosen for review had issues with substance abudeast at
one admission. Those issues were not assessed thoroughly or addressed consistently
throughout treatment. Substance abuse treatment has been identified as a service gap.

1 Documentation did not support that issues identified through assessments and/or
included in treatment plans were consistently addressed in treatment.

T I'ndividual 6s medi cal needs were being cons
however, appointments with medical providers upon discharge for continued medical
monitoring wasot consistent. Individuals were often advised to follow up with a
physician upon discharge without documented assistance in identifying providers or
making appointments.

1 More than half the individuals were discharged to placements that previously were
unsuccessful or contributed to a readmission. A quarter of the individuals were
discharged homeless at least once. Many of these were documented as personal choice.

The QM audit team is now developing and implementing a fellpwjuality review designed to
expand the review beyond the hospital and follow a sample of individuals with high service
utilization, including repeat use of crisis services, to determine potential areas of quality
improvement interventions to enhance engagement in community fofidreatment and

reduce recidivism of crisis serviceshe purpose of this quality review is to identify barriers to
serving individuals successfully in the community, service and treatment issues, and systemic
issues across and between services and pregraine anticipated implementation date is
September of 2014.

Division of Addictive Diseases (AD) Quality Management Activities

The Division ofAddictive Diseases provides leadership for adult and adolescent substance abuse
treat ment services. The Divisionds responsi bi
management; ensuring compliance with federal and state funding requirements; maintaining
collaborative relationships with advocacy groups and other stakeholders; providing data and
information at the regional and local levels to impact policy decisions; statewide technical
assistance to providers and the six BHDD Regional Offices; developthghaintaining

collaboration among private and public sector providers and stakeholders; providing training and
information on best practices for substance abuse treatment; coordinating collaborative efforts in
increasing best practices models; assistorgraunity and faitfbased groups in developing

capacity and training; overseeing HIV Early Intervention Services among substance abusers and
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their families and significant others; overse
GeorgiaandtheRedy f or Wor k womendés programs.
Programstaffa s si gned t o t he Dresponsibledondrsducthy pravider sitd f i c e

reviews to ensure fidelity/compliance to service guidelines and federal block grant requirements.
Listed in the chart belows an overview of each program area and the QM activities conducted

by staff along with the frequency:

AD Service/ QM Activities/On -site reviews Frequency Outcomes
Description
Womends Site visits are curr ent| 1-2xayear| Providers who are notin
residential Treatment Coordinator. APS does not audit these substantial compliance with
treatment and programs Staff reviewsprovider compliance with Federal requirements are
recovery support | standards and overall performance in providing provided an irdepth review of
services gender specific substance abuse treatment service those requirements and addition
addition, TCC vendor conducts review of all training if needed to ensure futu
Therapeutic Childcare programs offering services t compliance.
children. Clinical reviews of these programs agains
requirements are conducted by addiction credentig
staff with gender specific training and historical
context of pograms and interaction with child
welfare agencies.
Womends Site visits are current| lxayear Providers who are not in
outpatient Treatment Coordinator. APS does not audit these substantial compliance with
treatment and programs. Staff reviesyprovider compliance with Federal requirements are
recovery support | standards and overall performance in providing provided an irdepth review of
programs gender specific substance abuse treatment service those requirements and addition
training if needed to ensure futu
compliance.
Wome n 6 s Site visits are current| lxayear Providers who are not in
transitional Treatment Coordinator. substantial compliance with
housing supports Federal requirements are
provided an irdepth review of
those requirements and addition
training if needed to ensure futu
compliance.
Recovery Support | Site visits caducted by C&A program staff to ensur 1x a year Providers who are not in
Services for youth | program design and requirements are being follow substantial compliance with
(Clubhouses) Staff person is 7 Challenges trained. Federal requirements are
provided an irdepth review of
thoserequirements and additiong
training if needed to ensure futu
compliance.
Recovery Centers | Site visits conducted by Adult program staff to ens| 1x a year Providers who are not in
program design and requirements are being follow substantial compliance with
Clinical review of these programs against Federal requirements are
requiremets are conducted by addiction credentialg provided an irdepth review of
staff those requirements and addition
training if needed to ensure futu
compliance.
IRT (Intense Site visits conducted by C&A program staff to ensy 1x a year Providers who are not in
Residential program design and requirements are being follow substantial compliance with
Treatment) Staff person is 7 Challenges trained. Federal requirements are
Programs provided an irdepth review of
those requirements and addition
training if needed to ensure futu
compliance.
CSU step down Site visits conducted by Adult program staff to ens| 1x a year Providers who are not in

programs

program design and requirements are being follow

subsantial compliance with
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Clinical review of these programs against Federal requirements are

Housing supports | requirements are conducted by addiction credentia provided an irdepth review of

for individuals staff those requirements and addition

leaving detox. training if needed to ensure futu
compliance.

HIV testing and Site visits conducted by vendor to ensure program| 1x a year Providers who are not in

education designand requirements are being followed. substantial compliance with

(HIV/EIS) Federal requirements are

provided an irdepth review of
those requirements and addition
training if needed to ensure futu

compliance.
AD Treatment None currently as program serves more of an N/A N/A
Courts administrative function.
Opioid Site visits conducted by State Opioid Maintenance| Every 6 Providers who are not in
Maintenance Treatment Authority. months substantial compliance with
Federal equirements are
provided an irdepth review of
those requirements and addition
training if needed to ensure futu
compliance.
Adult Residential | Site visits conducted by Adult program staff to ens{ 1x a year Providers who are not in
Treatment Serviceg program design and requirements being followed. substantial compliance with
Clinical reviews of these programs against Federal requirements are
requirements are conducted by addiction credentig provided an irdepth review of
staff. those requirements and addition
training if needed to ensure futu
compliance.

In addition to site reviews, program staff process conti@gainents and monthly programmatic
reportswhich arereceived monthly from providers to ensure service guidelines are being met
from a contractual standpoint. Once reviews are completed, the results are shared with the
Regions and providers to review perf@ante/progress and identify any areas in need of
improvement.

Division of Addictive Diseases Training
The Division of Addictive Diseases also ensures that training is offered to providers to improve
quality of services. Trainings initiated by the Divisithis year include the following;

Advanced Clinician Training for DUI Clinical Evaluators
Advanced Clinician Training for DUI Treatment Providers
Introduction to Trauma Informed Care for Youth

STAR BH Military Culture Training (Tier 3)

Children, Youth and Families Community Mental Health Programs (CYFMH)

The Georgia State University Center of Excellence for Child and Adolescent Behavioral Health
has produced the quarterly report cards related to Quality Improvement data for all programs
(PRTFs, CMES/CBAY, and CSUs except Clubhouses which is monthly). The data was reviewed
and data collection processes refined in each of the quarterly programmatic Quality Consortiums.

In August 2013, Community Mental Health held a training and technical assistgmposium

in Macon, GA. All Child & Adolescent and Adult Providers were invited to participate and
receive training on how to increase and improve the quality of the service(s) they provide.
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Topics were varied and included, but were not limited tdtual competence, improving
clinical competence, and trausitdormed systems of care. Approximately 350 people
participated in this training. The next symposium will be held Augiiss, 2014 in Macon,
Georgia.

In June 2014, the Office of Children, ¥t and Families, along with the Georgia Interagency
Director o0s-l gdeaim, i atetagency coll aboration whi
Behavioral Health Coordinating Council, hosted thedfinual System of Care Academy. This

3 day trainingevent was held in Stone Mountain, Georgia. All Child and Adolescent Providers,

as well as youth, parents, managed care organization staff, child welfare staff, juvenile justice

staff, and other state agency staff were invited and participated. TopeEsaveed and

included, but not limited to: leadership, best practice for treatment of ADHD and youth
engagement. Approximately 350 people participated in this training. The next academy will be

held in 2015.

Mobile Crisis Response System Performance and Quality Monitoring

In March 2013the DBHDD procured mobile crisis response services (MCRS) in all 6 of its
regions. MCRS began in 100 counties in June 2013 and quickly expanded to 128 counties as of
July 1, 2013. MCR3vas expanded to statdgde coveragen July 1, 2014.

Two vendorsBenchmark Human Services and Behavioral Health ligke chosen to cover

the state and have been participating in the MCRS Quality Management System since the
beginning of the contractsThere are 20 data points that the vendors report on monthly to the
regions. This data is reviewed quarterly at a MCRS Quality Consortium. Through these
meetings, a quarterly data template has been created, barriers to implementation have been
resolved and processes have been put into place to improve the quality of the service.

Between January and June 2014, 8,184 calls were received. The below table shows the average
(mean) response time for mobile crisis teams. Response time is defined asuhedrime in
between being dispatched to a location where the individual is located until the time of arrival at
that location.

Month Average Response
Time (in Minutes)

January 2014 53
February 2014 49
March 2014 48
April 2014 50
May 2014 49
June 2014 47

Mental Health Coalition Meetings

A gathering of all Supported Employment providers and a gathering of all Assertive Community
Treatment providers are facilitated on an every other month basis by DBHD CCstadfaunity

Support Team providers gather every other month as well. Case management and Intensive Case
Management providers gather once a moniinese meetings are vehicles for disseminating and
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gathering information, maintaining open communicationyytng provider collaboration and
fostering the partnership between the Department and provider agencies. This forum allows for
discussion of programmatic operations and performance (including key performance indicators),
informal presentations/igervice discussion of Departmental policies and any other matters of
relevance for these evidenbased practices. Coalition meetings have functioned as forums of
discussion that have provided an impetus for policy adjustments, including, increasing units of
group therapy per authorization, and increasing allowable number of monthly enrollment prior to
requiring a waiver. Each service specific coalition meeting is held in Macon for ease of access,
and there is a call in number for those unable to be preserit.Melotal Health staff, regional

staff, providers and members of APS the external review organization participate in Coalition
meetings. There wetareeACT Coalition meetings held betweeanliary2014 and June 2014.

There werghreeSE Coalition meetingseld betweenahuary 2014nd June 2014.

Behavioral Health Contracted External Review Organization (ERO)

APS Healthcare is the External Review Organization (ERO) for DBHDD behavioral health
services. Many of the established functions and products bty this vendor continue to
contribute to the Departmentds management of
training, technical assistance, prior authorization for services, provider audits, and provider

billing and service provision data.

Audits:

The ERO conducted 164 auditscommunity BH providers frordanuary 2014 through June

2014; 17 of these included ACT/CM/ICM/CST records. Audit information has been crucial for

t he Department 6s c¢ o Rdidy 0118 dNoncamplianeemétmAuditt i on o f
Performance, Staffing, and Accreditation Requirements for Community Behavioral Health
Providersfor the management of providers which fail to achieve compliance with DBHDD audit
score, staffing, and accreditation uggmentsAudit results can be fourat www.apsero.com

Training :

The ERO has provided training opportunities to the network during the report period. In addition
to the onsite technical assistance provided at Aadiit Exit Interview, APS has also offered

both broad and targeted information to the provider network:

1 In support of the implementation of the additional crisis services in Regions 4 and 6, APS
has continued to provide technical assistance to suppaboddition among providers,
Stateoperated hospitals, communitased hospitals, and GCAL;

Participation and training as an element of the Georgia Certified Peer Specialist training;
Multiple trainings for documentation and treatment planning for recelvasgd services,
such as the following:

0 Georgia Mental Health Consumer Network Certified Peer Specialist trainings

o0 Georgia Council on Substance Abuse (C.A.R.E.S.)

o Certified Peer SpecialidtAddictive Disease training

0 Supported Employment and Task Orientedd®ery Services;

1 Care Management and Audits staff have attended all ICM/CM/CST and ACT coalition
meetings in order to provide training specific to audits, authorization, treatment planning,
and care management or authorization based on provider need,;

= =
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f Conthnued offering of the Ambassador Program
staff members.

Service Utilization & Authorization:

During the report period, licensed clinicians at the ERO have manually reviewed 33,543
authorization requests for community services. Of those, 1,813 authorization reviews were
specific to ACT services.

Administrative Services OrganizationASO)

A key gpal of the Georgia Department of Behavioral Health and Developmental Disabilities

is to improve access to higiuality and effective services for individuals with developmental
disabilities (DD) and/or behavioral health (BH) conditions. To help achievgdlal, the
Department is undergoing the procurement of an Administrative Services Organization (ASO).

This procurement combines several important functions which are currently provided in distinct
contracts. The functions include:

1 BH External ReviewDrganization

1 Georgia Crisis and Access Line

91 DD Quality Management System

91 DD Consumer Information System

Implementation and Results of Best Practice Guidelines:

Beck Initiative

The Beck Initiative is a collaborative clinical, educational adohinistrative partnership

between the Aaron T. Beck Psychopathology Research Center of the University of Pennsylvania
(UPENN) and DBHDD to implement recoveoyiented Cognitive Therapy (GR) training and
consultation throughout the DBHDD network. Fusinpe r ecovery movementos
cogni tive t her apRi$acollaboratidegraatment &dppreaeh,that@rioritizes
attainment of patierdirected goals, removal of obstacles to the goals, and engagement of
withdrawn patients in their own pdlyiatric rehabilitation. Through intensive workshops and
ongoing consultation, tangible tools to help remove roadblocks to recovery of people with severe
mental illness are placed in the hands of care providers across the netw®tlprévides the

fabric for promoting continuity of care with the goal of helping affected individuals achieve
sustained integration in the community.

Broad Project Goals

1 To promote hope, autonomy, and engagement in constructive activity, for individuals
served by agencies the DBHDD network;

1 To establish CIR as a standard practice of care for people served within DBHDD

agencies;

To promote the sustained implementation ofi&into the DBHDD network;

To improve the professionskills of therapists in the DBHDD system);

= =
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1 To canduct program evaluation to examine outcomes such as client attrition, service use,
recidivism, therapist turnover, and the sustainability of tgghlity CT in DBHDD
settings;

1 To utilize the evidenecbased practice of GR in the Department as roadmap for
delivering recovenyriented care; and

1 To serve as a model for other large mental health systems.

QOutcomes: Regions (6, 1 & 3)

A Number of people trained in Regions 6, 1, and 3: 201

A Total in consultation from Regions 6, 1, and 3: 121

A 85% of the outpatient trainees who hpeeticipated and been monitored for competency
have achieved it. There haleen significant changen attitudeon the part othe
individual practitionersvorking with patients who hav@evere mental iliness by the end
of the consultation. The treatment maached more tha00 individuals with severe
mental illness. Many of these people are amongst the most severe (repeatedly going in
the hospital; long time in the hatg; not engaging ACT team) adult patients.

FY: 15 - Project Plan

Providers in Regions 2 & will receive this training September 20ilAugust 2015. The GR
Training Program will consist of workshops (Phase ldhth consultation (Phase 2) and
sustainability (Phase 3). The training sites and providers receiving the training will be the Stat
Hospital (key providers), the community (e.g. assertive community treatment teams, community
support teams and outpatient providers) and supervisors.

Suicide Prevention Program
DBHDD recognizes suicide as a significant public health issue in the $taaoggia and
houses the state suicide prevention progr am.
71 developing suicide safer communities in Georgia,
1 developing a competent workforce of behavioral health providers to serve individuals
with suicidal ideation or behawis, and
1 developing a support system for individuals, groups and families who are survivors of
the suicide death of a friend or family member.

GSPIN,www.gspin.org, the online Suicide Prevention Information Netwodntinues to

operate its interactive website and information blast services garnering over 720,000 hits from
January2014through June 2014 and sending monthly information blasts to individuals who

have indicated they wish to receive them. Within GSE1M interactive community for the

suicide prevention coalitions, Joining Hands Across Georgia has over 60 online members and a
second online community, Campus CONNECT has begun with 25 members.

Locally, the Suicide Prevention Program works through a rm&tefol5 active suicide
prevention coalitions serving over twenty <cou
These suicide prevention coalitions provide a foundation for providing community programming
using DBHDD supported eviderdxased suiciderpvention practices and ongoing planning and
devel opment so the communities they serve can
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A key component in developing suicide safer communities is providing gatekeeper training to
community members in a wide arraysattings such as churches, businesses, and community
meetings. Gatekeepers are trained to identify someone at high risk of suicide, to encourage the
person to get help, and to refer to and access behavioral health and crisis services. The programs
are @lled: Question, Persuade, and Refer (QRIRYIMental Health First Aid (MHFAand are

for both adults and youth. Both programs teach community members to recognize the signs of
suicidal behavior and direct individuals to assistance. Between JanuafyllgrDJune 30,

2014 the Suicide Prevention Program staff trained 220 Georgia school staff ian@QRR

partners Mental Health America Georgia and the Georgia Mental Health Consumer Network
held 27 trainings in Mental Health First Aid/Youth Mental He&litst Aid in every DBHDD

region of Georgia for 453 Georgia citizens.

To help expand the use of QPR in Georgia communitiescesupport its sustainability, the

Suicide Prevention Program funded six QRRinthe-Trainer workshops between January 1
andJune 30, 2014. Train the Trainer workshops were held in Macon, Rome, Valdosta, Conyers,
Lawrenceville, and Savannah and added 99 new certified trainers to the previous group of
approximately 200 certified trainers throughout Georgia. Between JanuaryMagr31 2014,

two Youth Mental Health First Aid trainers were added to the existing 14 YMHFA trainers
supported by DBHDD.

The Suicide Prevention Program, through its contractor, The Suicide Prevention Action Network
of Georgia (SPANG), has revised theigide prevention training segments in the Crisis
Intervention Team (CIT) trainings coordinated by National Alliance on Mental lliness (NAMI)
given to law enforcement and first responders throughout Georgia. In addition to identification
of suicidal riskand supporting suicide survivors the program now contains information about
supporting and managing suicide survivors at the scene of a death, and informatiorcare self
Between January and June 2014, 18 CIT trainings, reaching approximately 4@3ficstders

were delivered using the new curriculum segment with very positive reviews. The program is
planning to develop traithe-trainer modules for behavioral health providers and survivors of a
suicide death so they can deliver the new curriculum hesdbroughout Georgia.

DBHDD also participates in the federal Garrett Lee Smith Youth Suicide Prevention (GLS)
Program. In Georgia the program focuses on developing comprehensive suicide prevention
programs within the schools. These programs includekgaper training for school staff and
developing protocols and referrals for getting young people at risk of suicide to help. Year two
brought eight targeted school systems on board. DBHDD received agreements to participate
from these school systems: Atta Public Schools, Lowndes County Schools, Gwinnett County
Schools, Dublin City Schools, Laurens County Schools, Treutlen County Schools, Calhoun City
Schools and Floyd County Schools. Selected schools in these systems provided a comprehensive
array of sevices from training all school personnel in QPR, to providing the evideased peer
leadership program, Sources of Strength, to students to developing protocols for response,
intervention and followup to suicidal ideation and behavior and training tafrschool

personnel to respond after a suicide or other traumatic death in the school community.
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On May 19, 2014 the Suicide Prevention Program, through GLS, hellf tBedgia College

and University Suicide Prevention Conference. The theme of tifereace, attended by teams
from 41 colleges and universities across Georgia, was Building Suicide Safer Colleges and
Universities. The almost 200 participants heard keynote presentations outlining the pillars of a
suicide safer college or university ambke into groups for skill building workshops, giving

teams a toolkit of prevention, intervention and postvention techniques to take home and integrate
into their own work with suicide prevention on campuses. The work is being sustained by a
newly inauguated Campus Connection Community onwhvew.gspin.orgwebsite that

developed a core group of 25 members is a little over a month. Campus team members have
access to our evidentased suicide prevention initiative tiaigs and conference attendees

have already begun attending all of our programs in the EBP Initiative.

Suicide prevention information has al so been
service providers, professional social workers, and ezneggmanagement professionals
through workshop and keynote presentation at their spring 2014 conferences.

Continuing the work of developing suicide pre
behavioral health and allied providers the Suicide érgon Program provided the following 18
trainings to 606 behavioral health and other allied professionals from all areas of the state:
1 Assessing and Managing Suicide Risk, 1 training with 19 participants
1 Introduction to AIM (Assessment, Intervention, avidnitoring) for Suicide
Prevention webinar, 4 webinars with 78 participants
1 Introduction to AIM (Assessment, Intervention, and Monitoring) for Suicide
Prevention to regional meetings of the Georgia chapter of the National Association of
Social Workers, 2rainings with 53 participants
1 Assessment, Intervention, and Monitoring (AIM) Skill Building for Crisis Providers, 2
trainings with 132 participants.
1 Assessment, Intervention, and Monitoring (AIM) Skill Building for Behavioral Health
Providers, 3 trainingwith 75 participants
LIFELINES: Intervention, 4 trainings with 142 participants
Working with Those Bereaved by Suicide for Behavioral Health Providers, 2 trainings
with 102 participants

= =4

Program staff continued to work with experts from the New York $&syehiatric Institute, Dr.
Barbara Stanley from the Suicide Intervention Center and Dr. Kelly Posner as well as Dr.
Gregory Brown from the University of Pennsylvania and Dr. Doreen Marshall with the

American Foundation for Suicide Prevention to designdatider our array of programming to
bring suicide prevention competency to behavioral health and allied providers in Georgia

Responding appropriately after a suicide or other traumatic death in a community can prevent
further suicide deaths. The Suicieevention Program continues to provide a variety of
resources and technical assistance for postvention activities.

Purple packets are educational and outreach materials that include materials from the Link
Counseling Center, the American Associatiosoicidology, identification of crisis service
providers and crisis telephone numbers and Survivors of Suicide peer group meetings. Purple
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packets are disseminated to survivors of suicide by first responders, mental health professionals,
funeral directorsglergy and others who encounter survivors of suicide death. Between January
and May 2014 7,450 purple packets were disseminated throughout the state to behavioral
providers, first responders, law enforcement personnel and survivors of suicide.

Within DBHDD, suicide prevention staff provides-site and telephone consultation to

providers who have experienced the death of a consumer by suicide. Additionally the Suicide
Prevention Coordinator participates in meetings of the EQC, the Community Behavialtal He
Program Quality Council, and the Community Mortality Review Committee. Consultation to
providers who had suicide deaths between January and June 2014 included introduction to the
EBP Initiative and A.l.M program. Additionally there were twosite visits with school

systems experiencing a large number of deaths, including suicide deaths.

As well as providing the Working with the Bereaved training for behavioral health providers
mentioned above, the Suicide Prevention Program also provides ongstrmgrion suicide

training to the schools in collaboration with the Society for the Prevention of Teen Suicide
through its LIFELINES: Postvention training. Between January and May 2014, two LIFELINES:
Postvention trainings were provided to teams of scheonnel and community professionals

who work with school staff after a suicide death of a young person. Between J20il4iry

June 2014, these programs trained over 104 school and behavioral health personnel to respond
effectively with care to suiciddeaths in the schools. Additionally, the Suicide Prevention
Program developed a six week program to be given to young people still suffering from the loss
after a suicide or traumatic death after 3 months who do not need to be hospitalized. The
program Growing On After Loss (GOALS) is designed to be given in a middle or high school
setting. Over fifty leaders (counselors, psychologists, and social workers) in the Atlanta Public
Schools and Lowndes County Schools were trained to lead the GOALS piiadgfabruary and
March of 2014.

During this reporting period the work of supp
communities continues. Through the contracted work of SBAN, Geor gi abés Sur vi v
Suicide (SOS) peer support groups continueetsdrved through training and technical

assistance. In February 2014 DBHDD supported 13 new SOS peer support group leaders to be
trainedat The Link from Savannah, Albany, Columbus, Lawrenceville, Kennesaw and

Thompson. These peer leaders will join theugrof leaders who support the 28 existing SOS

groups and several groups planning to start soon. Another event that continued this reporting

period was the third Survivors of Suicide (SOS) Camp. In March, 15 families (children, parents,
grandparents, sits and brothers) participated in this event. Lastly, in June of this year the

Suicide Prevention Program held a refrestoenrse for Starfiskwhich is asupport group)

family survivor group leaders. The group included community members from the NWid&eorg

group who had sponsored the Fall 2013 Stafstup and leaders from two new

communities/agencies who wish to start a group in their community or institution.

Office of Deaf Services

In April 2014, the Office of Deaf Services ([PBegan the process obtaining the information
needed to ensure quality provision of behavioral health & developmental disabilities services to
individuals with hearing loss.
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Goals of Deaf Services include:
1 gathering information and developing a baseline array of statewide community based
behavioral health services fdeafindividuals
1 promotingbest practices in behavioral health American Sign Language (ASL)
interpreting

An initial standard/performance indicator was developed in July 2014 and included in the
Comprehensive Community Provid€ P requirements. The intent of this standard is to

require that community based providers offer accessible services to deafcuofl Hearing

individuals. The first task of this standard requires providerstifyrthe DS at intake of all

newly enrolledindividuals with any level of hearing loss. In response, the DS provides a brief
communication screening and if necessarfyll communication assessment ancorporates

the results within the individual ds treat ment
ODS work together to gather data to develop further performance indicators and to establish,
provide, and oversdbe quality of accessible services.

To promote best practices in ASL interpreting services for individuals with behavioral health
conditions, DS has created a credential for those individuals who provide interpreter services to
deaf individuals with BHdsues in the state of Georgia. Beginning in August of 2014, specialty
practicum training will be initiated for those who have already earned the generalist certification
as an ASL interpreter (as awarded by the Registry of Interpreters for the Deaf Timzse
successfully completing an intensive thprenged process (including the practicum) will earn

the credential of Georgia Behavioral Health Interpreter (GaBHI). As the credentialed workforce
grows, the DBHDD will first prioritize and then requitee use of GaBHIs for direct behavioral
health services.

Over the next few months, DS will establish a work plan to guide the quality management
activities within its area of responsibility. This work plan will encompass a statewide review of
said service and will be based on an interdepartmental effort and guided by stakeholder and
provider input.

Division of Developmental Disabilities

DD Reviews of Individuals Served

The purpose of the Person Centered Review (PCR) is to assess the effectivenedseof and t
satisfaction individuals have with the service delivery system. The Division of DD external

guality review organization (Delmarva) uses interviews, observations and record reviews to
compileawedlr ounded picture of t heandihowdnvolveddheal 6s ci r
person is in the decisions and plans |l aid out
review organization, Delmarva, is reported on a quarterly basis. Due to established data reporting
timelines, some data reported heray overlap from calendar year 2013ata atthe time of this
reportincludes data from July 1, 2013 through MarchZ114. Later data will be reported in

the 2014 Annual Report

33



General Demographic Characteristics

Information in Table 1 provides a&geral description of the 534 individuals interviewed through

a Person Centered Review (PCR, N =409) or Quality Enhancement Provider Review (QEPR,
N=125) between July 2013 and March 2014. Demographic information is also presented for the
49 Individuals Reently Transitioned to the Community (IRTC) as part of the Olmstead
settlement agreement. The largest proportion of individuals interviewed to date resides in
Region 3 (36.9%). Males continue to represent a larger proportion of the sample, and this
difference is greater in the IRTC population. The IRTC group is generally older and more likely
to have more profound ID than individuals who did not transition from a state hospital.

________ Table1: Demographic Characteristics

July 2013 - March 2014
Region PCR and QEPR IRTC
1 78 146% | 5 10.2%
2 73 13.7% | 14 | 28.6%
3 197 | 36.9% | 12 | 24.5%
4 65 12.2% | 8 16.3%
5 54 10.1% | 6 12.2%
6 67 125% | 4 8.2%
Gender
Female 213 | 39.9% | 16 | 32.7%
Male 321 | 60.1% | 33 | 67.3%
Age Group
1825 73 13.7% | 6 12.2%
26-44 249 | 46.6% | 8 16.3%
4554 114 21.3% | 12 | 24.5%
5564 70 13.1% | 15 | 30.6%
65+ 28 5.2% 8 16.3%
Disability
Autism 13 2.4% 0 0.0%
Cerebral Palsy 3 0.6% 0 0.0%
Intellectual Disability 461 | 86.3% | 19 | 38.8%
Profound Intellectual Disability 57 10.7% | 30 | 61.2%
Total 534 49

There are several different types of residences available for individuals who receive services
through the waivers. These are grouped into four categories and the percent of individuals living
in each type of residence is displayed in Figure 1. Thedapgeportion of individuals (39.3%)

lived with a parent or in a group home (39.1%). The majority of the IRTC group (43 out of the
49) lived in a Group Home, with six individuals living in host homes.
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Figure 1. Percent of Indivdiuals by Residential Type
July 2013-March 2014
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Figure 2 shows the distribution of individuals by waiver through the third quarter of the contract
year. Most individuals receive either the Comprehensive Support Waiver (COMP, 66.7%) or the
New Option Waiver (NOW, 26.4%). A small proportion of peopterviewed received state

funded services (GIA). The IRTC population receives services through the COMP waiver.

Figure 2: Percent of Individuals by Waiver Type
July 2013 March 2014
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DD PCR and QEPR Combined Results

The purpose of the PCR is to asdbsseffectiveness of and satisfaction individuals have with

the service delivery system. Delmarva Quality Improvement Consultants (QIC) use interviews,
observations and record reviews to compileawal unded pi cture of the
suppots and how involved the person is in the decisions and plans laid out for that person. The
purpose of the QEPR is to monitor providers to ensure they meet requirements set forth by the
Medicaid waiver and Division of DD and to evaluate the effectiverfetbein service delivery
system. In this section results from the combined data from sevesahidabing the

Individual Interview Instrument (lll), Individual Service Plan Quality Assurance Checklist (ISP
QA), Provider Record Review (PRR), Stafterviews, and Observations are preseniéa.

numberof activities for each component, by region and statewide, is presented in the following
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table. Throughout this section results from previous years are presented when appropriate.

However, it is imprtant to remember these are Year to Date results for Year 6 and may change
as information from the total sample of 480 PCRs and 40 QEPRs is collected.

Table 2: All review activities (PCR +QEPR) by Region

July 2013 March 2014

l & ISP

QA Staff Admin
Region| Checklist | SCRR PRR Interview | Observation Review
1 78 61 129 110 87 2
2 73 53 137 116 103 4
3 197 148 310 275 260 10
4 65 55 107 101 75 3
5 54 44 91 85 73 4
6 67 48 102 93 72 5
Total |[534 409 876 780 670 28

Individual Interview Instrument (111)

Two different interview tools are used to collect information from individuals: the NCI
Consumer Survey and the Individual Interview Instrument (Il or 13). The focus of the NCI
survey is on the systa@mthe unit of aalysis is the service delivery system. The focus of the IlI

is the individual, if desired goals and outcomes are being addressed through the service delivery
system, including both paid and unpaid supports and services. Together they help provide a

clea picture of service delivery systems and provider performaicé. e
in this process is voluntary and the Quality Improvement Consultant confirms whether he/she
would like to participate before beginning the interview.

The Individual Interview Instrument is comprised of 15 elements designed to evaluate
i ndi vi dual s 0-bang througlt rene difierend Expeetdtidnsach scored as Present

personods

or Not Present. Quality Improvement Consultants use the Ill tool as a guidertoidetié the
expectations are being met for the person interviewed. These are summarized below, with the
number of elements included in each Expectation given in parentheses.

par ti

Involvement in Planning (2): Is the person involved in the development of his/her annual plan
and identification of supports and services? Does the person direct the design of the service
plan, identifying needed skills and strategies to accomplishediegirals?

Involvement in Development and Evaluation (1): Is the person involved in the development and
ongoing evaluation of supports and services? Does the person participate in the routine review
of the service plan and direct changes as de®iradsure outcomes are achieved?

1NCI results are reported separately in the Annual Report.
G Q M Sdetailedndsstriptien of eaah expectation and the type of probes used to
determine the appropriate outcaofmi#p://www.dfmc-georgia.org/person_centered_reviews/index)html

2GotoDemar vaos
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Meeting Goals and Needs (2): Is a personal outcome approach used to desigogreesed

supports and services and assist the person to achieve personal goals? Is the person achieving
desired outcomes and goals, oreigmg supports that demonstrate progress toward these
outcomes and goals?

Choice (2): Is the person afforded choices related to supports and services (paid and unpaid) and
is the person involved in life decisions relating to the level of satisfactimes the person

actively participate in decisions concerning his or her life? Is the person satisfied with the
supports and services received?

Health (1): Does the person feel healthy and does the person get to see a doctor when needed?
Arethereth ngs about the personés health that coul

1. Safety( 2) : Consultant identifies the persond:
done in case of an emergency. Included in this expectation is if the person is free from
abuse, neglect and ewjhtion.

2. Rights (1): Is the person educated and assisted by supports and services to learn about
rights and fully exercise them, particularly rights that are important to that person?

3. Privacy/Dignity/Respect(2): Is the person treated with dignity aedpect and are the
personb6s privacy preferences uphel d?

4. Community Involvement and Access (Community)2): Is the person provided with
opportunities to receive services in the most integrated settings that are appropriate to the
needs and according to thieoices of that person? Is the person also developing desired
social roles?

Results for the 1l are presented by Expectation in Figure 3 and results by indicator and year are
presented in Exhibit 5 of the Appendix. For the 534 interviews completddaygh the third
guarter of the year (July 2013Viarch 2014), the following findings are indicated:

The statewide average of 89.5 percent is similar to Year 5.

Individual involvement in the review of supports and services and community
involvement wee least likely to be present.

Development of social roles (Exhibit 5) has decreased since Year 5.

Five outcomes were 90 percent present or higher: meeting goals and needs, choice,
health, safety, and privacy/dignity/respect.

1 Five outcomes were 90 ment present or higher: meeting goals and needs, choice,
health, safety, and privacy/dignity/respect.

1
1

il
il

Figure 3: Individual Interview Instrument (lII)
Percent Present by Expectation
July 20137 March 2014
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[
1. Involved in developing annual plan W

2. Involved in routine review of supports and service

3. Meeting goals, needs, and interests of the person

4. Choice of supports and services, and life decision

5. Health

6. Safety; free from abuse and neglect

7. Rights

8. Privacy, Dignity, Respect

9. Community involvement and access

Y6YTD (534)

Year 5 (792)

Year 4 (961)

Yrs 1-3 Ave

0% 25% 50% 75%

100%

The number of cases within regions, residential settings, age groups, and services is presented in
the next three figures (Figures 4). Some categories are relatively small, with fewer than 40
individuals. Results vary across regions from 82.9 perge®egion 2 to 98.4 percent in Region

4. Findings vary somewhat across residence and age group and are fairly consistent across the

different services.

Figure 4: Individual Interview Instrument (III)
Percent Present by Region
July 2013 March 2014

. 98.4% 95.4% N

100% 86.2% g 9% 96-6% 84.2% 89.5%
75% -
50% -
25% +
0% -

State
(78) (73) (197) (65) (54) (67) (534)
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Figure 5: Individual Interview Instrument (II)
Percent Present by Residential Setting
July 2013 March 2014
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Figure 6: Individual Interview Instrument (lIl)
Percent Present by Age Groups
July 2013 March 2014
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Figure 7: Individual Interview Instrument (lII)
Percent Present by Service
July 2013 March 2014

1 I I |
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DD Individual Support Plan Quality Assurance (ISP QA) Checklist

Each individual 6s team of supports should me
individual 6s needs and desired goabyshestateT he |
and revised in Year 4, to ensure the ISP includes all necessary requirements as dictated by the
state, and that it helps ensure the individual has a healthy, safe, and meaningful life. Delmarva
Quality Improvement Consultants use the ISP Q#ecklist form to evaluate the various

sections of the ISP, rating them on the degree to which they address all requifements.

e
S

Delmarva QICs determine an overall rating for each individual reviewed, based upon the degree
to which the ISP is written tprovide a meaningful life for the individual receiving servites.
There are three different categories for each ISP.

Service Life The | SP supports a |ife with basic pa
needs that ar e 0Anarepaddressadnsuch schealih abdrsafetyp ldowever,

there is not an organized effort to support a person in obtaining other expressed desires that are

Ai mportant toodo the person, such as getting a
Theindividual is not connected to the community and has not developed social roles, but

expresses a desire to do so.

Good But Paid Life: The ISP supports a life with connections to various supports and services

(paid and notpaid). Expressed goalstrear € fAi mport ant tod the perso
the person is obtaining goals and desires beyond basic health and safety needs. The person may

go out into the community but with only limited integration into community activities. For

example, thgperson may go to church or participate in Special Olympics. However, real

community connections are lacking, such as singing in the church choir or being part of an

organized team, and the person indicates he or she wants to achieve more.

Community Life The ISP supports a life with the desired level of integration in the community

and in various settings preferred by the person. The person has friends and support beyond
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providers and family members. The person has developed social roles that ang/fuletarthat
person, such as belonging to a Red Hat club or a book club or having employment in a
competitive rather than segregated environment. Rather than just going to church the person
may be an usher at the church or sing in the choir. Relapsndaveloped in the community

are reciprocal. The ISP is written with goals that help support people in moving toward a

Community Life: The ISP supports a life with the desired level of integration in the community
and in various settings preferredthg person. The person has friends and support beyond
providers and family members. The person has developed social roles that are meaningful to that
person, such as belonging to a Red Hat club or a book club or having employment in a
competitive rathethan segregated environment. Rather than just going to church, the person

may be an usher at the church or sing in the choir. Relationships developed in the community
are reciprocal. The ISP is written with goals that help support people in movingl tawa

Community Life, as the person chooses.

The distribution of the ISP rating for results to date this year is presented in Figure 8, with
findings from Year 1 through Year 5 provided for comparative purposes. To date, a trend
appears to indicate an me@se in the proportion of ISPs written to support a Service Life and a
concurrent decrease in the other two categories. The percent of ISPs supporting a Service Life
for the 534 ISPs reviewed to date this year is considerably higher than in any othestg@ar
(20.2%).

Figure 8: ISP QA Checklist Results
July 2013 March 2014

100%
75%
50%
25%

| i |

——_—=
ISP writtenO% Service Good But Community
to support Life Paid Life Life
MYrs 1-3 Ave 10.5% 79.9% 9.6%
M Year 4 (961) 9.8% 82.7% 7.5%
HYear 5 (792) 14.6% 77.9% 7.4%
BY6YTD (534) 20.2% 75.8% 3.9%

Information in Figure 9 shows the ISP QA Checklist results by region. Results by residential
setting and age groups are presented in Figures 10 and 11. ISP QA results show considerable
variation across the regions to date this year, but this may be telatieely small N sizes. It
appears that after transitioning from school, as individuals age support plans are more likely to
support a Service Life. Individuals in group homes are also more likely to have plans that
support a Service Life.
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Figure 9. ISP QA Checklist Results by Region
July 2013 March 2014
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Figure 10: ISP QA Checklist Results by Residential Setting
July 2013 March 2014
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Figure 11: ISP QA Checklist Results by Age Groups
July 2013 March 2014
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The ISP QA Checklist ialso used to monitor several other aspects of the support plan. This
section of the Checklist has changed somewhat since Year 3 and comparisons to the first years of
the contract may not be appropriate. Each criteria scored is presented in Table8ndryel

results indicate:

1 100 percent of ISPs had at least one goal per service and a budget present and almost all
had at least three goals and a signed signature page

1 Many ISPs did not have the annual informed consent for psychotropic medications

presat in the record, when applicable, (29.6% present, 297 applicable)

HRSTs were often not appropriately updated (42.5% updated)

For the 106 ISPs requiring a Behavior Support Plan/Crisis Plan/Safety Plan, most were

not signed (26.4% signed)

In many casesgguired assessments were not completed (63.9% met)

Over 35 percent of ISPs reviewed did not have all person centered goals and 29.1 percent

of I1'SPs did not have a goal that reflected

= =

= =

Table 3: ISP QA Checklist Additionatriterion

July 2013 6 March 2014

Percent | Number
Criteria Present | Reviewed
Provider information on demographic page matches POC. 89.4% 530
Budget is present. 100.0% 496
PA matches the service(s) and unit rates on the budget. 97.4% 459
ISP contains minimum of three goals. 99.6% 531
ISP contains at least one goal/objective per DD service. 100.0% 531
All goals are person centered. 64.2% 531
G tShad 2yS 321Kt NBFESOGa GKS LI 70.9% 530
Signature page is signed by tinelividual. 99.2% 530
Annual informed consent for psychotropic medications is present. 29.6% 297
Behavior Support Plan/Crisis Plan and/Safety Plan is signed. 26.4% 106
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Table 3: ISP QA Checklist Addition&triterion

July 2013 d March 2014

Percent | Number
Criteria Present | Reviewed
Signature page of the ISP is in place, identifying that rights have been
reviewedwith the person. 97.5% 529
All required and applicable assessments are completed: Nursing assess
Psychosocial review, and Physician summary. 63.9% 277
HRST is updated annually and withir1®D days prior to the individual
service plan expiratiodate.” 42.5% 522
The Health and Safety section includes discussion on HRST training
considerations. 88.4% 525
Authorized medical support section is completed, including plans in case
an emergency. 65.2% 529

Delmarva Consultants check 12 different sections on the ISP with the Checklist, rating each on a
scale from zero (0) to four (4), zero meaning the section is blank or the section inadequately
addresses the requirements band eftswr ome areiqug r e
section are adequately addressed in the ISP. Each section represents an Expectation and has four
(4) bullets (ratings are 0, 25%, 50%, 75%, or 100%){0

Beginning July 2011, a revised ISP QA Checklist was implemerBedause many of the
requirements measured for each of the Expectations have changed, comparisons td $ears 1
are not advised. The Expectations are briefly described as fdllows:

1. Relationship map and discussion on ways to develop relationship$herelationship
map is a map with four quadrants to identify people, paid angpawmhsupports, friends
or family members, who are important to the person. In this section QICs check to
determine if the ISP has names of people, paid and unpaid suppoiftthanel is
documentation on how to build relationships with 4paid supports.

2. Communication Chart: The communication chart should identify how the person
communicates, which may be with signs, gestures or phrases and what is happening in
theenvironent t o cause the reaction/ communicat.i
communication style, including what others think different gestures or phrases may
mean? Does it include how others should respond?

3. Person Centered Important To/For. Doesthd SP ref |l ect the personé¢
capacities, achievements, and visions that are important both to that person and also for

the person? Does it identify ways to furt
and does it include health and safesks as well as what others say is important for the
person?

4. Dreams and Visions This section of the ISP identifies the dream or vision the
individual has related to where he/she lives, daily activities, friendships, and community
life.
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5. Service Summay: Does the service section summary include a brief overview of the
personb6és | iving situation and all services
changes in needs, health, services, contin
accomplishments, andlriers/opportunities to achieving hopes and dreams?

6. Rights Restriction/Psychotropic Medications/Behavior Support Sectionslf
indicated, are any concerns described regarding rights restrictions, medications,
challenges, informed consent, or a need fpositive behavior support plan, crisis plan
or safety plan?

7. Meeting Minutes: The ISP team should meet annually to update and modify the ISP.

Meeting minutes should reflect community presence, choices of supports and services,
health and safety, and @s and outcomes desired by the person.

8. Support Intensity Scale (SIS) completed and support needs are addressed in the
ISP: SIS information should be noted throughout the entire ISP. Has the team reviewed
the SIS data? Is there at least one sentence for each domain? Do the Exceptional
Medical and Behavioral domains summarize the needs? Does the SIS support section
identify needs that will be developed into Action Plans?

9. Health and Safety Review Section completed accurately and thoroughhfHRST
information should be noted throughout the ISP. Is medication section complete? Are
identified support needs included? Does lttelp section list any needs for specialized
personal items and if so who is responsible for the need? Does the Behavior section
address whether a Positive Behavior Support Plan (PBSP) is needed or is in place.

10.Goals are Person Centered Do new goals attess and build on what is important to the
person? Are the personds dreams and visio
involvement addressed? Do new goals address changes the person wants to make?

11.Training Goal Action Plan: Does the plan have the desi outcome of the person,
discussion and rationale based on assessment information? Is the goal measureable and
reflective of what is important to and for the person?

12.Action Plans. Are all objectives reflective of the Action Plan with a definitiornotv
the person will know they are met? For each object are supports, frequency, and how
progress will be documented/identified?

Information in Table 4 shows, for each of the 12 ISP expectations, the percent of ISPs that fall
into each rating. For the 83SPs reviewed to date this year:

1 On average, approximately 50.1 percent of ISP expectations were rated as 4, meaning all
of the four requirements listed were present, and close to 80 percent with at least three
present.

1 Support Coordinators appearteddo well with rights, psychotropic medications and
behavioral supports and completing all components of the health and safety review
section, 89.3 percent and 78.5 percent respectively of ISPs with four requirements present
in this area.

1 Over 25 percenf ISPs reviewed to date had none or one of the standards present for
person centered goals.

1 Close to 17 percent of ISPs reviewed to date had none or one standard present in the
Dreams and Vision section, which is the section of the ISP where mosagwmals
generated for the Goals and Action Plan section.
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1 Insix (6) of the 12 expectations, approximately 50 percent or more of the ISPs had all
four criteria present.

Table 4. ISP QA Checklist Ratings by Expectation

July 2013 8 March 2014 (N=534)

Ratings
ISP QA checklist description 0 1 2 3 4
Relationship Map (how to develop relationships) 1.7% 6.9%| 17.8%| 36.7%| 36.9%
Communication Chart 1.5% 0.9% 6.9%| 40.8%| 49.8%
Personcentered Important to/For 0.6% 0.7%| 10.3%| 26.4%| 62.0%
Dreams and Visions 8.2% 8.6%| 10.5%| 19.1%| 53.6%
Service Summary 3.9% 8.6%| 10.3%| 28.3%| 48.9%
Rights, Psychotropic Medications, Behavior Suppg  0.9% 0.0% 1.1% 8.6%| 89.3%
Meeting Minutes 4.3% 7.3%| 17.8%| 30.3%| 40.3%
SIS completed; needs are addressed in the ISP 1.1% 0.4% 6.9%| 37.6%| 53.9%
Health and Safety Review Section completed 0.7% 0.0% 3.2%| 17.6%| 78.5%
Goals are Person Centered 10.1%| 15.4%| 19.3%| 23.8%| 31.5%
Training Goal Action Plan 1.1%| 11.6%| 10.7%| 49.6%| 27.0%
Action Plans 0.6%| 11.4%| 24.2%| 34.1%| 29.8%
Average 2.9% 6.0%| 11.6%| 29.4%| 50.1%

Provider Record Review (PRR)
During the Provider Record Review, Delmarva Q
different Expectations:

A Person Centered focus is supported in the documentation.

Human and civil rights ammaintained.

The personal funds of the individual are managed by the individual and protected.

The provider clearly describes services, supports, care and treatment of the individual.

The provider maintains a central record for the individual.

The providemanages potential risk to the individual, staff and others.

The provider maintains a system for information management that protects individual

information and that is secure, organized and confidential.

Providers with medication oversight or who administer medication follow Federal and

State laws, rules, regulations, and best practice guidelines.

9. The individual is afforded choice of services and supports.

10.The provider has means to identify current hesatatus, health/behavioral safety needs
and is knowledgeabl slfppeserve ndi vi dual 6s abi |l i

11.The provider has a means to evaluate the quality and satisfaction of services provided to
the individual.

12.The provider meets NOW and COMP documeniateEquirements.

13.The individual is making progress and achieving desired goals.

NookrwhE

o
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14.The individual directs supports and services.
15.The individual chooses services and supports in the community.
16. Positive Behavior support plans are in place.

Figure 13 displays thpercent present for each PRR Expectation for all providers working with

the 534 individuals who participated in a PCR or QEPR between July 2013 and March 2014. A
record review is completed for each service received by the individual. Therefore o total
between 30 and 876 records were reviewed for each PRR Expectation to date this year. Results
from the PPR (Figure 13) vary significantly across expectations, and are similar to previous
years. Expectation 16, concerning positive behavior supports, plas added to the review in
February 2014. Findings from the records reviewed to date this year are similar to previous
years and indicate:

The average Provider Record Review score to date is approximately 63.2 percent.

Three Expectations were metarer 90 percent of the records reviewed: most providers

maintain a central record for individuals, meet NOW/COMP documentation

requirements, and most have a means to evaluate the quality of and satisfaction with

services.

1 Most of the records revieweddiot document the provideros m
status and safety needs (25.3% present); and most did not support a person centered focus
(35.0% present).

1 Approximately half of the records reviewed did document how the person is afforded
choice ofservices and supports, and fewer records documented how individuals are
afforded choice of services and supports in the community (26.8% present).

1 About one fourth of records reviewed indicated the individual directs supports and

services received (26.5%gsent).

1
1
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Figure 13: Provider Record Review (PRR)
Percent Present by Expectation
July 2013 March 2014
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Figure 14 provides results for the Provider Record Reviews by region. The numbers in
parentheses represent the total number of record reviews completed in each region. The number

of elements scored in each region ranged from 1,248 (Region 5) to 4,308nRE
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Figure 14: Provider Record Review (PRR)
Percent Present by Region
July 2013 March 2014
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Provider Record Review results are presented in Figure 15 for each service individuals were
receiving at the time of the interview. The number of records reviewed is provided in
parentheses. The percent present is based on the total number of exgeetatored. For

example, 615 expectations were scored for the 47 records reviewed for Supported Employment.
Results to date this contract year show some variation across the different services for provider
documentation i n i ndmunitydwng $uppdrt progideorecards, wi t h
showing a somewhat lower compliance than other service records.

Figure 15: Provider Record Review (PRR)
Percent Present by Service
July 2013 March 2014

i icel | |
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DD Staff/Provider Interviews

Staff and/or provideinterviews are conducted with all providers and/or staff who provide a
specific service for the individual participating in the PCR and for all services offered by the
provider receiving a QEPR. A total of 780 interviews were completed through theuhnterg

of the year. Delmarva Consultants score the provider/staff on 23 indicators that measure seven
different Expectations:

Implementation of Person Centered/Directed Supports and Services (7 indicators)
Health (2 indicators)

Safety (3 indicators)

Rights Upheld (3 indicators)

Privacy and Confidentiality (2 indicators)
Respect and Dignity (1 indicator)

| mpl ement ation of the Pl ands I dentified Su

NoakwnNE

The percent present on each of the SPI Expectations is presentedénlfeigund by service in
Figure 17. The number of staff interviews for each service is provided in parentheses.

Figure 16: Staff/Provider Interview
Percent Present by Expectation (N=780)
July 2013 March 2014

1. Person Centered
: T——g2.9%
Supports and Services .

2. Health

3. Safety
4. Rights Upheld
5. Privacy and Confidentiality

6. Respect and Dignity

7. Supports and Services 93.29
Y6YTD (780) W
Year 5 (981) | | |9_4..:|.21:_I

Year 4 (927)

Yrs 1-3 Ave W

0% 25% 50% 75% 100%

7 See the Delmarva GQMS website to review the tool used during the staff interview and a description of each indicator
used to measure the expectationgp:{/www.dfmc-georgiaorg/person_centered_reviews/index.html
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Figure 17: Staff/Provider Interview
Percent Presnet by Service
July 20]13 Marclh 2014| |
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Observations

Onsite observations are completed for all individuals participating in the PCR who go to a day
program or live in a paid residential setting such as a Personal Care Home or Host Home.
During the QEPR, up to 20 residential and all day activity sites sited/iper provider.
Observations completed during the PCR are incorporated into the QEPR process and different
sites are visited. Therefore, if the provider has 20 residential programs, four may be observed
during the PCR process for individuals recegvgervices from the provider. An additional 16

will be observed during the QEPR process, for up to a total of 20 per provider.

Observations are made to determine how supports are being rendered to the person and how the
person responds to those suppartd services. Health and safety issues, including suspected or
observed abuse, are included as part of this observation guide. Through the third quarter of Year
6, 670 Observations were completed. The Observation Guide, available on the Delmarva
websie (http://www.dfmegeorgia.org/person_centered_reviews/index htisilused to assess

the following Expectations for the individual in the facility.

A

1. Health: Observetheindddu al 6 s physical well being, medi
quality and if any signs of illness are apparent.

2. Safety. Are there any safety issues, signs of abuse or neglect, and is the environment
safe?

3. Rights and Self-Advocacy. Look for rights restrictins, access to personal possessions,
any privacy issues.

4. Community Life: Individual decides where to go and when, helps make choices, and
staff support helping individual develop different social roles.

5. My Life, My Choice: Individual has information to nka informed choices, chooses
own routine, and is able to expand opportunities as desired.

6. Person Centered Practices Staff supports person by using a person centered approach
and the person is acknowledged for accomplishmergslbfiescribedjoals.
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The following graph shows the Percent Present for the Observation Checklist by Expectation
(Figure 18). A total of 670 Observation Checklists were completed but not every expectation is
scored for each one. Results indicate providers perform very m#iportion of the reviews,

with very little variation across expectations. Results by service are not displayed and reflect a
compliance score of approximately 93 percent or higher for each service.

Figure 18: Onsite Observations (OBS)
PercentPresent by Expectation
July 2013 March 2014
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3. Rights and Self Advocacy
4. Community Life

5. My Life and My Choice

6. Celebrating Achievements
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DD Comparison by Focused Outcome Areas

Almost every indicator within the different components of the PCR and QEPR targets one of six
guality improvement Focused Outcome Areas important to the successsaraicg delivery

system:

Health

Safety

Choices

Community Life

Person Centered Practices
Rights

= =4 =8 8 48 -9

Each element from the various components has been categorized within one of the Focused
Outcome Areas (FOA). The Percent Present for each FOA is presemtdale, for the 534
individuals who participated in a PCR or QEPR between July 2013 and March 2014. Results to
date are preliminary but appear to be consistent with previous findings, indicating some
variations across the different components:
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1 Provides and Support Coordinators continue to score relatively low in documenting

Person Centered Practices, Choice, and particularly issues surrounding Community
integration.

Providers did not document health very well (PRR), with only 43.6 percent compliance.
Provider documentation of Community integration was very low, 26.8 percent.

Approximately 73 percent of individuals indicated (lll) they are connected to the
Community as they desire, the | owest score
provider and support coordination documentation was poor in this area.

= =4 =

Table 5.Comparison Across Focused Outcome Area
July 2013 6 March 2014

Focused
Outcome ]l SCRR PRR SPI OBS

Person Centered

Practices 87.8% 52.3% | 55.6% 95.2% 97.5%
Choices 93.6% 47.0% | 53.9% 98.4% 96.5%
Health 93.4% 80.5% | 43.6% 97.7% 94.1%
Safety 97.1% 80.5% | 74.1% 91.9% 97.3%
Rights 94.0% T47% | 77.7% 98.0% 97.8%

Community 73.5% 30.1% | 26.8% 79.4% 93.0%

DD Person Centered Review Results

Support Coordinator Record Review (SCRR)

Each individual who is eligible for servicdgough one of the waivers selects a support

coordinator to act as an advocate and help identify, coordinate, and review the delivery of

appropriate services, based on specific goals, needs and requirements of the individual. During

each PCR,the QICsrevew t he i ndividual 6s record maintair
coordinator. Information from the record is used to score the support coordinator on nine

different Expectations (scored as Present or Not Prebent):

1. A person centered focus is supporitethe documentation.

2. Human and civil rights are maintained.

3. Documentation describes available services, supports, care, and treatment of the
individual.

4. Support coordinator monitors services and supports according to the ISP.

5. Support coordinator continusly evaluates supports and services.

6. The support coordinator has an effective approach for assessing and making
recommendations to the provider for improving supports and services related to risk
management.

8Go to Del marvaf6s GQMS website for a detailed descripti
determine the appropriate outcor(ietp://www.dfmc-georgia.org/person_centered_reviews/index)html
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7. The support coordinator maintains a system farmation management that protects the
confidentiality of the individual s inform
Individuals are afforded choices of services and supports.

Individuals are included in the larger community.

© ®

Figure 19: Support Coordinator Record Review ResultsBR)
Percent Present by Expectation
July 2013 March 2014

1. Person-centered focus shown in th
documentation

2. Human and civil rights are maintained

3. Records describe available services and
supports

4. SC monitors services/supports according t
the ISP

5. SC continuously evaluates supports an
services

6. Recommendations for risk management are
made and accessed.

7. Confidentiality of n f
is protected
8. Individuals are afforded choices of services
and supports |
9. Individuals are included into larger
community. |
Y6YTD (409) 8.1%
Year 5 (515) 61.6%|
Year 4 (514)
Yrs 1-3 Ave I I 69.5% |
0% 25% 50% 75% 100%

Information in Figure 19 reflects Support Coordinator Record Review results for the 409 PCRs
completed year to date in Year 6. Data reflect a wide variety of results by Expectation, from a
low of 30.1 percent (inclusion in the community) to a high of $értent (confidentiality of

personal information). The pattern is similar to previous years, with lower compliance showing
a person centered focus in the documentation and for community inclusion. The average to date
of 58.1 percent is lower in than preus years and reflects a continued decrease over the past
several years.
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SCRR results are shown by region, residential setting, and age group in Figuiza. 20
Findings to date indicate some variation across these demographics, although theigample

within some groups is relatively small:

1 Regional SCRR compliance ranges from 37.7 percent in Region 2 to 77.7 percent in
Region 5

1 Result for support coordinators supporting individuals who live in a Host Home appear to
be higher than in other livgpsituations

1 Records for older adults, age 54 and greater, show lower support coordinator compliance

Figure 20: Support Coordinator Record Review
Results Percent Present by Region
July 2013 March 2014

77.7%

75% 160.7% 59.8% 5 a0, bl 596% 581%

1 2 3 4 5 6 State
(61) (53) (148) (55) (44) (48)  (409)

Figure 21: Support Coordinator Record Review
Results Percent Present by Residential Status
July 2013 March 2014

100%
75% 66.5%
58.4% 53.3% 58.1%
50%
33.3%
25% i
0% T T T
With Host Own Other State
Parents Home Place (2) (409)
(170) (52) (36)
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Figure 22: Support Coordinator Record Review
Percent Present by Age Group
July 2013 March 2014

100%

75%

ssa0 0T 57.7% 58.1%

50.9%  91.7%

50% -
25% I I
0%

18-25  26-44 4554 5564 65+  State
(55) (193)  (91) (50) (20)  (409)

Quality Enhancement Provider Review

The Quality Enhancement Provider Review (QEPR) has been completed for 28 service providers
randomly selected from the list of providers who have not received a QEPR since 2008. The
QEPR is comprised of six distinct components and the number of casastiaraenponent is
dependent upon the number of individuals receiving services, number of services provided, and
the number of residential and/or day programs the provider offered at the time of the review.
Results have been reported for the Ill, ISP QAdRhst, Provider Record Reviews,

Staff/Provider Interviews, and Onsite Observations. Provider demographic information and
results from the Administrative Review are presented here.

QEPR Administrative Review

Each provider receives one Administrativeview to determine if providers have adequately
documented Qualifications and Training (Q&T) for themselves and all relevant employees.

Q&T component includes a review of a sample of personnel records to determine if staff has the
necessary qualificens, specific to services rendered, and if the training was received within
required timeframes. Due to the degree of revisions implemented in the Administrative tools,
procedures, and the Standards for All Providers, comparisons to Years 1 throegioB ar
appropriate. In addition, five Expectations were recently revised.

The Administrative Qualification and Training Checklist is used to score providers on 11
Expectations pertaining to service specific qualifications and receiving training within

appropriate timeframes. Each Expectation, the number of elements/questions used to score each
Expectation, and results for 28 providers reviewed this quarter are listed in Table 7. The number
of records reviewed for each Q&T standard varies, dependingtipacaumber of employees

working for the organization. The average compliance score for the 28 providers reviewed to
date this year was 61.4 percent. Records for 21 of 56 employees did not show evidence of a

9 Beginning in Year 5 of the contract, Delmarva stopped reviewing the Administrative Policies and Procedures because
licensure and certification reviews monitor these for li@rs.
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national criminal records check and complemath annual training requirements appears to be
relatively low.

Table 6: Administrative Qualifications and Training Elements
Average Percent Present
July 2013-March 2014 (N=28)

Strengths and Batrriers
During the QEPR, Delmarva works with each provider to identify strengths and best practices as

Quality

well as barriers providers face in developing optimal service delivery systems.

Improvement Consultants havéda st of strengths

when

and

Afothero is |isted, a comment
during the reviews are listed in Table 9, as well as the number of times each is noted and the
percent this represents of the total number documéhted.

S

Number Percent Records
Questions Expectations Met REVEED|

The type and number of professional staff attached to the organization

4 are properly Trained, Licensed, Credentialed, Experienced and Compe¢ 74.3% 109
The type and number of all other staff attached to the organization are

2 properly TrainedlLicensed, Credentialed, Experienced and Competent. 71.2% 52

6 Job descriptions are in place for all personnel. 56.5% 168
There is evidence that a national criminal records check (NCIC) is

2 completed for all employees. 62.5% 56
Orientationrequirements are specified for all staff. Prior to direct contax
with consumers, all staff and volunteer staff shall be trained and show

4 evidence of competence. 75.0% 92
Within the first sixty days, and annually thereafter, all staff having direc

15 contact with consumers shall have all required annual training. 59.3% 329
Provider ensures that staff receives a minimum of 16 hours of annual

7 training. 47.7% 174
Organizations having oversight for medication or that administer
medication followfederal and state laws, rules, regulations and best

1 practices. 68.0% 25
Provider has a current certification from MHDDAD Division (receives l¢

1 than $250,000 waiver dollars per year). 71.4% I
Provider has the required current accreditatiomafjuired (receives

1 $250,000 or more waiver dollars per year). 76.2% 21
DD providers using Proxy Caregivers must receive training that includs
knowledge and skills to perform any identified specialized health

2 maintenance activity. 71.4% 14

45 Average 61.4% 1,047 ‘

barr.
i ncl
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A total of 360 strengths were identified, and a total of 261 barriers were documented during the
reviews completed between July 2013 and March 2014. Providers may identify more than one
strength o barrier, but each will be recorded only one time per provider.

Table 9: Provider Strengths and Barriers
Top Results, July 2013 March 2014
Times
Strengths (Top 8 Results) Noted Pct
Receptiveness to improving their quality of supports ardvices 21 5.8%
Respect for individuals served 17 4.7%
/ dzaG2YSNRa al dAaFlrOGAz2y gAGK &adzZi 16 | 4.4%
Provider is flexible 15 4.2%
Dependability 13 3.6%
Attitude of putting the persons served first 12 3.3%
People served have direatcess to management and leadership staff 12 3.3%
wSall2yaArodSySaa (G2 AYRAGARZ £aQ y 11 | 3.1%
Total Number of Strengths Documented 360
Cost of doing business vs. reimbursement rates 14 5.4%
Support plan not driven by thegerson 10 3.8%
Lack of implementation of Person Centered Tools (i.e. Important To/Fo
Good Day/Bad Day) 9 3.4%
Documentation not reflective of person centered approach 9 3.4%
Excessive paperwork requirements 8 3.1%
Difficulty in accessing arabtaining individuals' medical information 7 2.7%
Process for obtaining exceptional rates is challenging 6 2.3%
Lack of PréSP processes 6 2.3%
Lack of action plan review processes (i.e. Six Month ISP Reviews) 6 2.3%
Total Number of Barrier®ocumented 261
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Information in Table 9 indicates:

1 Many of the strengths identified by most of the 28 providers reviewed to date in Year 6
reflect areas of respect, improving quality of supports and services, customer satisfaction,
and flexibility.

1 Barriers noted by many providers reflect issues that directly impact person centered
planning- a support plan that is not driven by the person, documentation that does not
reflect a person centered approach to services, and a lack of implementatisoof Per
Centered Tools

1 The cost of doing business vs. reimbursement rates was noted by half of the providers.

DD Follow -Up Reviews

Follow-up with Technical Assistance

Delmarva conducts two types of Follayp reviews: Follow up with Technical Assistance (FU

w/ TA) and the FUTAC (Followup with Technical Assistance Consultations). The FU w/ TA is
conducted 90 days after completion of the QEPR. Using findings from tR& Q&chnical
assistance is provided to support providers, including suggestions and guidance to help improve
their service delivery systems. During the FU w/ TA consultants rescore Expectations on which
providers were out of compliance during the QEPR.

Through the third quarter of the contract year, Delmarva completed 19 FU w/ TA reviews.
Results are displayed in Table 10. The percent of Expectations scored as Met during the Follow
up is based on the number of Expectations scored as Not Met duri@g &t (the N in the

table), and the number of these scored Met at the FalfpwWhen all Expectations were Met

during the QEPR, the FU w/ TA is not applicable with a dastigplayed. For example, BSA
Blessings had all Expectations scored Met durivegQEPR for the Qualifications and Training

and therefore no Q&T Expectations were scored during the Foifppreview. However, for

eight PRR Expectations that were Not Met during the QEBRercent (1 Expectation) waetn
during the Follow Up review.

Table 10. Follow Up with Technical Assistance
July 2013 8 March 2014

% Met on items that were originally "Not Met"

Q&T PRR
Region % Met (N) % Met (N)
6 100% 2 100% 24
3 0% 17 0% 90
3 25% 20 0% 8
3 100% 6 85% 20
3 89% 9 54% 13
3 - - 0% 15
5 53% 19 46% 71
6 - - 13% 8
3 100% 39 0% 21
4 100% 6
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Table 10. Follow Up with Technical Assistance
July 2013 & March 2014

% Met on items that were originally "Not Met"

Q&T PRR
Region % Met (N) % Met (N)
5 86% 7 86% 7
2 12% 26 18% 88
2 57% 14 36% 11
2 33% 6 30% 47
5 0% 14 33% 9
2 93% 14 56% 16
3 75% 4 8% 25
3 23% 35 2% 107
5 90% 10 29% 14

Follow Up withTechnical Assistance Consultation (FUTAC)

Providers are tagged to receive a FUTAC through a referral system. The review uses a
consultative approach to help providers increase the effectiveness of their service delivery
systems. The focus is to help irape systems to better meet the health and safety needs,
communicated choices, and preferences of individuals receiving services.

The FUTAC also supplements the PCR and QEPR processes by affording the State of Georgia
and contracted providers the opportunity to solicit technical assistance for specific needs within
the service delivery milieu. Through the third quarter of the coinyear, 263 FUTAC were
completed. Results are displayed in Tabled3And include the following:

1 Most FUTAC were completed onsite (96.2%), referred at the individual level (89.4%),

and by one of the Regional Office Health Quality Managers (93.2%)
1 Support Coordinator monthly scores of 3 or 4 were the primary referral reason (91.6%)
1 Technical assistance most often included discussion with the provider and brainstorming

Table 11: Follow Up with Technical Assistance Consultation

Number and Percentby Type and Referral Information
July 2013 8 March 2014

Type Number Percent
Desk 10 3.8%
Onsite 253 96.2%
Referral Level Number Percent
Individual 235 89.4%
Provider 28 10.6%
Referral Source Number Percent
Division 1 0.4%
Health Quality ManaggiHQM) 245 93.2%
Internal 4 1.5%
Other Regional Office Staff 3 1.1%
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Provider 10 3.8%
Referral Reason Number Percent
SC Monthly Monitoring Scores of 3 & 4s 241 91.6%
Corrective Action Plan (CAP)/Critical Incident 4 1.5%
Provider Self Request 10 3.8%
Complaints/Grievance 6 2.3%
QEPR Alert 0 0.0%
PCR Alert 2 0.8%
Compliance Review 0 0.0%
Support Plan Needing Improvement 0 0.0%
Level of Care Registered Nurse (LOC RN) Rey 0 0.0%
Region Number Percent
1 37 14.1%
2 61 23.2%
3 80 30.4%
4 27 10.3%
5 30 11.4%
6 28 10.6%
Total 263
aple ollO D e al A ance atio
per and Percent b O ed O ome ea
0 0 Ma 0
Type Number Percent
Health 177 26.6%
Safety 128 19.2%
Rights 57 8.6%
Choice 10 1.5%
Community Life 11 1.7%
Person Centered 37 5.6%
Administrative Q&T 2 0.3%
Documentation SCRR 19 2.9%
Documentation PRR 1 0.2%
Documentation ISPQA 223 33.5%
aple ollO D e al A ance atio
pDe O e an ance Provided
0 0 Ma 014
Type Number Percent
1:1 Training 60 8.7%
Brainstorming 157 22.7%
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Group Training 17 2.5%
Individual Discussion with Provider 211 30.4%
Strategic Planning 23 3.3%
CAP Development 6 0.9%
Resourceddard Copy 45 6.5%
Group Discussion 40 5.8%
Resourcesveb-based 83 12.0%
Role Play 6 0.9%
Skill Building 45 6.5%

Focused Outcome Recommendations

As part of the QEPR and FUTAC, Delmarva captures specific recommendations for each
Focused Outcome Area (FOARerson Centered Practices, Community Life, Health, My Life
My Choice, Rights, and Safety. Information is collected through drop down menus during the
QEPR and the FUTAC, and is available to further analyze areas for which the service delivery
system forlie provider may need the most attention

Recommendations help offer insight for providers to improve their organizational systems and
practices. Recommendations are listed by Focused Outcome Area in Appendix 1, Exhibit 3
(QEPR) and Exhibit 4 (FUTAC)A total of 655 recommendations have been provided as part of
a QEPR, with a range of 91 to 141 per FOA. For the 28 providers reviewed, 14 or more were
provided the following recommendations:

1 Assist the individuals to develop more person centered galsthtter most to the
person.

1 Connect individuals to resources that will help develop more natural and unpaid supports
in the community.

T Use #dAreal |l i feo situations as teaching opp
T Conduct Anwhat tiefromisncee naanr iionsd itvoi ddueal 6 s s ki | |
situations.

A total of 1,445 recommendations were generated as part of a FUTAC. Health was most likely

to be addressed, with 321 recommendations, 22 percent of the total. Recommendations most

often indicded a need to keep health information or mediations current, and to offer health
education to staff related to the personds sp

Individuals Recently Transitioned to the Community (IRTC)

A total of 49 individuals who transitioned from an institution to the community participated in a
Person Centered Reviawging the lllwith a Delmarva consultagee page 34 fatetails on the

[l tool). The following tables show Expectations from theividual Interviews, PRR, ISP QA
Checklist and the SCRR, comparing the current IRTC results to results from the PCR/QEPR
interviews and to the IRTC results from Year 5. Because the current year is based on only 49
cases, results will be further analyzadhe annual report.
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. . . PCR +
Table 15: Individual Interview Instrument QEPR IRTC | IRTC Year
July 2013-March 2014 (534) (49) 5 (177)
1. The person is afforded choice of services and supports. 94.0% 97.9% 89.3%
2. The person is involved in the desigritef service plan. 82.0% 95.8% 79.7%
3. The service plan is reviewed with the person, who can make
changes. 77.2% 77.6% 69.5%
4. The person's goals and dreams are reflected in supports and
services. 88.0% 89.8% 91.0%
5. The person is achieving desi@atcomes/goals 95.5% 93.9% 98.3%
6. The person actively participates in decisions concerning his or |
life. 93.3% 83.7% 85.3%
7. The person is satisfied with the supports and services received 96.3% 100.0% 96.6%
8. The person is free from abuseglect and exploitation. 97.0% 98.0% 96.0%
9. The person is healthy. 93.4% 98.0% 94.9%
10. The person is safe or has gakservation skills. 97.2% 100.0% 96.0%
11. The person is educated and assisted to learn about and exerc
rights. 85.0% 71.4% 82.5%
12. The person is treated with dignity/respect. 98.5% 100.0% 99.4%
Mod® ¢KS LISNE2YyQa LINBSTFSNByOSa 98.5%  100.0% | 98.9%
14. The person has opportunities to access and participate in
community activities. 83.7% 73.5% 88.1%
15. The person is developing desired social roles. 63.4% 36.7% 46.3%
Average Ill Score 89.5% 87.7% 87.5%
IRTC
PCR+QEPR IRTC Y5
Tale 16:Provider Record Review Expectations (876) (142) (387)
1. Person centered focus supported in documentation. 35.0% 20.4% 24.5%
2. Human and civil rights are maintained 66.0% 59.9% 63.0%
3. Personal funds managed by individual and protected. 72.8% 51.8% 66.2%
4. Clear description of services/supports/care/treatment. 72.4% 75.4% 69.3%
5. The provider maintainas central record for individual. 96.5% 97.2% 94.6%
6. Potential risk to individuals/staff/others is managed. 74.1% 77.5% 78.7%
7. Information is protected, organized and confidential. 77.5% 73.9% 76.4%
8. Medication oversight/administration. 88.7% 87.6% 87.8%
9. Individual is afforded choices of services &supports. 53.9% 47.2% 45.7%
10. Means to identify health status and safety needs 25.3% 33.8% 32.4%
11. Means to evaluate quality/satisfaction of services. 95.3% 90.0% 84.2%
12. Meets NOW/COM&ocumentation requirements. 92.6% 94.4% 86.3%
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IRTC

PCR+QEPR IRTC Y5
Tale 16:Provider Record Review Expectations (876) (142) (387)
13. Individual is making progress/achieving desired goals. 65.6% 65.5% 55.0%
14. Individual directs supports and services. 26.5% 26.4% 19.2%
15. Individual chooses community services/supports. 26.8% 18.3% 15.4%
16. Positive behavior support plans are in place. (new in Feb 2( 50.0% 79.1%
Total 63.2% 61.4% 59.3%

Table 17: ISP QA Checkilist

PCR+QEP IRTC
ISP Written to Support: (534) (49)
Service Life 20.2% 42.9% 41.8%
Good ButPaid Life 75.8% 57.1% 56.5%
Community Life 3.9% 0.0% 1.7%
ISP Additional Criteria
Provider info on demographic page match POC? 89.4% 87.8% 88.7%
Is the budget present? 100.0% 100.0% 98.9%
PA match the service(s) and unit rates on the budget? 97.4% 88.4% 90.4%
ISP contains a minimum of 3 goals. 99.6% 100.0% 99.4%
ISP contains at least one goal/objective per DD service? 100.0% 98.0% 98.9%
Are all goals person centered? 64.2% 63.3% 56.5%
td £S1rad 2yS 321t NBFEtSOGa G 70.9% 56.3% 70.6%
Signature page is signed by the individual? 99.2% 93.8% 89.8%
Annual informed consent for psychotropic medications is presel  29.6% 24.3% 43.1%
Behavior Support Plan/Crisis Plan and/Safety Plan is signed? 26.4% 44.4% 66.1%
Signaturepage of the ISP is in place, identifying that rights have
been reviewed with the person? 97.5% 91.7% 89.2%
All required and applicable assessments are completed: Nursin
assessment, Psychosocial review, and Physician summary? 63.9% 85.0% 85.8%
HRST igpdated annually and within 90 days prior to the individL
service plan expiration date?* 42.5% 41.0% 49.4%
The Health and Safety section includes discussion on HRST tre
consideration. 88.4% 89.8% 92.1%
Authorized medical support section is futlgmpleted, including
plans in an emergency. 65.2% 50.0% 50.6%

IRTC
PCR+QEPF IRTC Year 5
Table 18: Support Coordinator Record Review (409) (49) (306)
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IRTC
PCR+QEPF IRTC | Year5

Table 18: Support Coordinator Record Review (409) (49) (306)
1. Persorcentered focus shown in the documentation 35.3% 26.5% 43.5%
2. Human and civil rights areaintained 52.2% 30.6% 83.1%
3. Documentation describes available services, supports & ce
of individual 45.1% 40.8% 61.6%
4. Support coordinator monitors services/supports according
the ISP 65.0% 49.0% 84.7%
5. Support coordinator continuousévaluates supports and
services 69.4% 61.2% 66.1%
6. Effective approach to assessing/making recommendations
related to risk management 80.5% 77.6% 91.0%
T® [/ 2YyFARSYGAILIEAGE 2F GKS A 97.1% 93.9% 99.4%
8. Individuals arafforded choices of services and supports 48.9% 34.7% 50.3%
9. Individuals are included into larger community. 30.1% 20.4% 19.5%
SCRR Average Score 58.1% 48.3% 66.7%

Longitudinal Study of IRTC Subgroup

Delmarva has completed 35 PCRs to date this j@athe IRTC group of individuals who have
agreed to be interviewed in multiple years. To date, there are 33 individuals who were
interviewed in all three years. Results for the study will be presented in the 2014 Annual Report

DD Discussion and Recommendations

The Division of DD strives to ensure quality assurance and quality improvement in the DD
service delivery system. During the quarter, Janudarch 2014, the training schedule was
revised to deliver two different training sessions by June atued Vision for My Life; and

Quiality Health and Safety Management for Nursing and Developmental Disabilities
Professional. Delmarva Quality Review Consultants continue to be tested on and pass reliability
to maintain consistency in the review proces$eslmarva facilitated the regional and statewide

QI Councils, all working on their current QI projects. Feedback from providers and individuals,
via the feedback surveys, continues to be very positive.

Through the third quarter, Delmarva Quality ImproegmConsultants (QIC) completed 409
Person Centered Reviews (PCR) and 28 Quality Enhancement Provider Reviews (QEPR). As
part of these reviews, Delmarva consultants completed 534 individual interviews, 409 Support
Coordinator Record Reviews, 876 Provigercord Reviews, 780 Staff/Provider Interviews, and
670 observations. Because the total number of interviews and provider reviews in the sample
will be completed during the final quarter, results through the third quarter may not yet reflect
trends acroseegions or other demographic characteristics.

On average, individual interview findings show close to 90 percent of all outcomes were present,
similar to Years 4 and 5. However, also consistent over the years is that individuals were least
likely to be developing desired social roles or reviewing theyvices plans. Barriers most often
identified during the QEPR reflect similar issues. Providers are often working with ISPs that are
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not driven by the person, they lack implementation of person centered tools, and they often do
not have a person ceméed focus in their documentation. Documentation that lacks a person
centered focus was also noted for most records during the PRR and the SCRR, each reflecting
approximately 35 percent compliance. All of these impact the degree to which person centered
planning is incorporated into the entire service delivery system.

These findings are echoed in the current ISP QA Checklist results. Each year, ISPs appear to be
more likely to be written to support a Service Life, with the current year to date shoven20

percent of ISP supported a Service Life. This means many individuals have basic paid services
and paid supports and there is no evidence of
desires or to support community integration. The perdefervice Life ISPs appears to vary by

region, age and where the person lives. Close to half of the ISPs reviewed in Region 5 and 27
percent of ISPs for individuals living in Group Home settings were written to support basic paid
services. Only four peent of ISPs supported a Community Life. There appears to be a trend

that after age 25 a person ages, ISPs are more likely to be written to support a service life.

From the personds perspective, hewang®3md i s fair
percent present. The ratings section of the ISP shows relatively good performance in some health
Trelated areas, with all four components present for completing the health and safety review

section and addressing issues surrounding rights, psgpimmedications and behavior

supports. However, the annual informed consent form for psychotropic medication use is often

not in the personés record, the behavior supp
appropriately signed, many individuals dot have needed assessments completed, and for many
individuals the HRST is not updated within required timeframes. In addition, while providers

have a means to evaluate the quality of their services they often do not have a means to identify
health stais and safety needs for individuals served.

DBHDD Quality Management Training Program

In May of 2014, the second in the series of QM Mabed trainings was released to all DBHDD
staff with the requirement for a June 2014 completibhe QM State @ice plans to release one
additional webbased training module in the Fall of 2014. Additionally, B BHDD QM

Learning Plan is in the process of being updated.

Data Reliability Process
Accurate and reliable datae essentidbr the success of the DBHDD QMdyram.Some of
the DBHDDs data integrity activities include:

Hospital System KPI Data Integrity

The Hospital System Quality Management office has utilizedé¢wdy developegherformance
measure evaluatiawol (PMET) to identify and assess those KPlattheed additional work in
order to assure data integrityhe Hospital SysterRQC has prioritized data integrity as an
important issue and th&ssistant Director of Hospital Systenuglity Management ig/orking
with theHospitalQuality Managers commitéeto make the needed improvements.
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Community BH Key Performance Indicator Data Integrity

The majority of the data that comprises the CBH K&isceived from providers via a monthly
programmatic report. These reports are submitted through an onlingontab  Once the data

is received by DBHDD the data must pass a logic safeguard validation and is reviewed by staff
with programmatic oversiglof each specific program before it is accepted. DBHDD Regional
Offices also have access to the wlstal and have the ability to give additional comments
regarding the validity of the reports. Feedback is given to providers when errors or omissions
occur and they are required tocemplete and rsend their data once corrected. Technical
Assistance is provided as needed.

DD KPI Data Integrity
Every two weeks, the analyst working with Delmarva runs a report to identify any incorrect or

missing data fsm the database. This process generates a report from data collected as part of the

PCR and QEPR processes which is reviewed by managers, who correct any identified errors.
In order to ensure proper handling of possible missing data or data errats, @ddrection

Protocol has been developed to track data errors and necessary correction. For approved reviews

or reports, all changes in the data are docum

is reviewed periodically by the quality improvent regional manager for possible trends. After

the data in the report have been corrected, a new report is generated and distributed as necessary.

Summary

The sections above reference the multitude of quality retatidtiestaking place across
DBHDD. Key activities that have taken place betwéanuary 2014nd June 204include the
annualDBHDD QM system reviewthe initiation ofa major reengineering of the 1/DD service
systemthe release of the second DBHDD wide QM wmised training module, éhsatisfactory
completion of the terms of the CRIPA settlement agreement, a review and updating of the
hospital QM systera r evi ew of DBHDDOG6s KPdreatiomof iecovgryt h e
oriented KPIs, the prioritization of a Pl project relateddoective action planand the
enforcement procesthe expansion of the Community Mortality Review Committee to include
an independerdgxternal reviewerandsignificant communication with and training of providers
on cognitive therapy (Beck Initiativehd suicide prevention

During the upcoming six months, quality management activities will focus on the-DD re
engineering project, finalizing the corrective action plan/enforcement process and developing a
training plan, developing and implementingew auditprocesglesigned to follow individuals

with high service utilization throughout their community/hospital based services, incorporating
independent subject matter expert review of settlement service consumer deaths, and analyzing
& utilizing data trends/patterns to make program decisiand improvements
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Appendix A DBHDD Quality Management Work Plan

Goal 1: Develop accurate, effective and meaningful performance indicators.

Tasks Responsible Person Target Completion Status
Date

Determine theriteria for Carol Zafiratos June 2013 Completed
developing the key performance
indicators
Identify and assess current Carol Zafiratos, Steve June 2013 Completed
performance indicators for valug Holton, Eddie Towson andnow
and applicability ongoing
Collaborate with stakeholders | Program Quality Councils July 2013 Completed
using the identified criteria to and now
develop key performance ongoing
indicators
Develop and implement data Completed
collection plans for KPIs (identify Carol Zafiratos, Steve August 2013

responsible persons for data

entry, collection, reportinggtc)

Holton, Eddie Towson

Goal: 2 Educate stakeholders regarding QM (includes gpaffviders and ultimately individuals

and families).
Tasks Responsible Person Target Completion Status
Date
Update the current QM Training| Carol Zafiratos and Training June2013 Delayed until
Plan and ensure inclusion of Department September
training for hospitals, CBH and 2014
DD
Continue development of web | Carol Zafiratos and Training December 2013 | Completed
based training materiais three | Department
additional modules
Develop and implement Carol Zafiratos and Training December 2013 | Completed

methodology to evaluate the
effectiveness of thiraining

Department
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Goal: 3 Assess and improve the effectiveness of the QM system and its various components.

This is a multiyear goal.

Tasks Responsible Person Target Completion Status
Date

Implement the EQC approved | Program Quality Council June 2013 Completed

outcomes framework Chairpersons

(identify/revise KPIs as

applicable, develop a data

definition/collection plan for eacl

measure and implement data

collection).

Assess achievemelaivels of Program Quality Council March 2014 Competed

quality goals Chairpersons

Assess performance indicator | Program Quality Council March 2014 Completed

achievement against target Chairpersons and will

thresholds develop a
review
schedule
based on
functional
area

Modify QM system and/or Program Quality Council March 2014 Completed

components as needed Chairpersons and now
ongoing

Goal 4: Integrate QM Data Systems (have access to the data needed that is compatible with the

hospital, community Brand community DD systems and which follows an individual and the
services they receive across their lifetime, as applicable). This is ayealtgoal.

Tasks Responsible Person Target Completion Status
Date
Perform a comprehensive QM | Director of IT and Carol January 2014 | Significantly
data managementeds Zafiratos, Steve Holton and revised refer
assessment Eddie Towson to updated
QM Plan
Define and develop data sharing DBHDD Leadership July 2014 Significantly
partnerships/agreements with | representative(s) [COO & revised refer
other agencies (DCH, DJJ, DOH Director of IT] to updated
DPH, DAS, etc) QM Plan
Create a QM information Director of IT July 2014 Significantly
management plan (i.e.: policy ar revised refer
procedure development) to updated
QM Plan
Develop a RFP to build a Director of IT July 2014 Significantly

DBHDD Enterprise Data Systen

revised refer
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(EDS) to updated
QM Plan
Develop the DBHDD EDS Director of IT 2015 Significantly
revised refer
to updated
QM Plan
Evaluate theffectiveness and | Director of IT, Carol 2016 Significantly
efficiency of the newly created | Zafiratos, Steve Holton and revised refer
system Eddie Towson to updated
QM Plan
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Appendix B Hospital System Quality Management Work Plan

Goal 1: Develop accurate, effective and meaningful performance indicators.

Tasks Responsible Person Target Status
Completion Date
Determine the criteria for Carol Zafiratos June 2013 Completed
developing the key performance
indicators
Identify and assessurrent Steve Holton, Dr. Risby, June 2013 Completed
performance indicators for valug Carol Zafiratos
and applicability
Modify KPls, as appropriate Hospital System Quality July 2013 Completed
Council
Develop and implement data Steve HoltorandCarol August 2013 Completed
collection plans for KPIsidentify | Zafiratos

responsible persons for data

entry, collection, reportingtc)

Goal 2: Educate stakeholders regarding QM (includes staff, providers and ultimately

individuals and families).

Tasks

Responsible Person

Target

Completion Date

Status

Update the current QM Training
Plan and ensure inclusiof o
training for hospitals

Carol Zafiratos, Steve Holto
and Training Department

June 2013

The scope anc
specificity of
the training
plan has been
modifiedT
refer tothe
Learning Plan
contained
within the

QM Plan for
specifics

Identify desired knowledge,
skills, abilities and behaviors for
Hospital Quality Managers

Director of Hospital System
Quality Management

August 2013

The revised
DBHDD
LeaningPlan
will include
Hospital
Quality
Managers

Assess training needs of QMs

Director of Hospital System
Quality Management

Sept 15, 2013

The revised
DBHDD
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Leaning Plan
will include
Hospital
Quality
Managers

Develop trainingplans and
methodology for QMs

Director of Hospital System
Quality Management ,Carol
Zafiratos and Training
Department

Nov 1, 2013

Completed at
the DBHDD
level

Goal 3: Assess and improve the effectiveness of the QM system and its various

components.
Tasks Responsible Person Target Status
Completion Date
Set target values for Hospital Dr. Emile Risbyi Chair June 2013 Completed
System KPIs. Hospital System Program
Quality Council
Each hospital creates their Program Quality Council March 2014 Revised to the

data definition/collection plans

Chairpersons

Hospital System
level and delayec
due to current
process of
reviewing and
modifying
performance
indicators with
new Hospital
System Director.
Anticipated
completion date
November 2014
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Each hospital identifies and
submits their KPIs (hospital
level) and PI goals to the HS
PQC

Program Quality Council
Chairpersons

March 2014

This has been
changed to the
Hospital
System level.
Anticipated
completion
date
November
2014.

Hospitals update analyses and
begin to prepare reports for
Hospital System PQC (Quality
Management effectiveness
review meeting scheduled for
March 2014).

Program Quality Council
Chairpersons

March 2014

This has been
changed to the
Hospital System
level.
Anticipated
completion date
November 2014.
The evaluation
of progress on
the new and
revised
indicators is
scheduled for
identified target
date of March
2015.

Goal 4: Integrate QM Data Systems (have access to the data needed that is compatible
with the hospital, community BH and community DD systems and which follows an
individual and the services they receive across their lifetime, as applicable).

Tasks Responsible Person Target Status
Completion Date
Organize a Hospital System Director of Hospital System July 15, 2013 Completed

information management
committee

Quality Management

Develop methodology for
performing IM needs assessmel

Chair of Information
Managemen€Committee &
Director of Hospital System
Quality Management

Septembetf, 2013

The strategy for
accomplishing
this goal has
been modified
substantially. A
consultant has
been hired by
OIT to perform a
needs assessme
and develop a
subsequent
action plan.
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Perform needs assessment in
hospitals and analyze results

Chair of Information
Management Committee &
Director of Hospital System
Quality Management

November 1, 2013

Currently
being
performed by
the OIT
consultant.

Set priorities for IM needs and
communicate priorities to OIT, a
appropriate.

Chair of Information
Management Committee &
Director of Hospital System
Quality Management

December 1, 2013

Revised target
date to
December
2014

Develop Hospital System IM pla|

Chair of Information
Managemat Committee &
Director of Hospital System
Quality Management

December 31, 20173

Revised target
date to
December
2014
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Appendix CCommunity Behavioral Health Quality Management Work

Plan

Goal 1. Develop accurate, effective and meaningful performance indicators.

Tasks Responsible Person Target Completion Status
Date
Distribute Performance Measur¢ Carol Zafiratos July 2013 Completed
EvaluationTool (PMET) to CBH
committee members
Utilize criteria(from PMET) to Chris Gault and CBH September 2013 | Completed
assess curr ent |Program Staff
Use EEMT and develop new Chris Gault and CBH October 2013 | Completed
KPI 6s as i ndi c {Program Staff and ongoing
Make recommendations regardi| Chris Gault and CBH October 2013 | Completed
the infrastructure that is needed| Program Staff
ensure data integrity and follow
up for new KPIs
Collaborate with stakeholders tg ChrisGault and CBH October 2013 | Completed
review and provide feedback on| Program Staff and ongoing
new KPI 0s
Develop data collection plans fo| Chris Gault and CBH November 2013 | Completed
new KPIs (identify responsible | Program Staff
persons for data entry, collectiof
reporting, etc.)
Implement data collection plans| Chris Gault and CBH January 2014 | Completed
for new KPlIs Program Staff and ongoing
Initiate provider based data Resources need to be March 2014 Delayed
integrity reviews identified incorporated
into ASO
procurement

Goal: 2 Educate stakeholders regarding QM (includes staff, providers and ultimately individuals

and families).
Tasks Responsible Person Target Completion Status
Date

Develop and implement CBH PQC and Carol Start Date = 1% and2™
recommendations for the first | Zafiratos September 2013 | modules
three quality management relate completed
training modules for State and Completion Date =
Regional Office BH staff January 2014
Once approved implement the | CBH Program Managers Start Date = Octobel Completed
training recommendations and 2013
monitor compliance for statdaff
Develop a QM training plan for | CBH PQC, Chris Gault ano January 2014 Delayed, new
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providers Carol Zafiratos target date
March2015

Develop a QM training plan for | CBH PQC, Chris Gault ang March 2014 Delayed, new

individuals served anthmilies Carol Zafiratos target date
July2015.

Goal: 3 Assess and improve the effectiveness of the QM system and its various components.
This is a multiyear goal.

Tasks Responsible Person TargetCompletion Status
Date
Using the PMT, annually review| CBH PQC January 2015
al | KPI 6s for ¢
effectiveness

Goal 4: Integrate QM Data Systems (have access to the data needed that is compatible with the
hospital, community BH andommunity DD systems and which follows an individual and the
services they receive across their lifetime, as applicable). This is ayeatgoal.

Tasks Responsible Person Target Completion Status
Date
Make recommendations based | CBH PQC through Chris December 2013 an¢ Completed
upon KPI selection fofuture data| Gault ongoing and ongoing
needs
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Appendix D Developmental Disabilties Quality Management Work Plan

Goal I Assess and improve the effectiveness of the QM System and its \@iopenents
that assures quality persoantered supports and services for individuals with developmental
disabilities.Goal 2 Develop accurate and meaningful performance indicators.

Tasks Responsible Target Status
Person Completion
Date
Documentayquewew i.e. Director of DD 06/30/13 Completed
relevant policies and lit
procedures, recent CMS Quality
) Management and

Waiver changes, DOJ Contractor
Settlement Agreement, etg
Assessment of current dat{ Director of DD 07/31/13 Completed
collection methods Quality

Managemenand

Contractor
Assessment of current dat{ Director of DD 07/31/13 Completed
utilization Quality

Management and

Contractor
Interview Central and Director of DD 07/31/13 Completed
Regional Office staff to Quality
identify capabilities of Management and
guality practitioners Contractor
Conduct Stakeholder Director of DD 07/31/13 Completed
interviews to determine Quality
capabilities of quality Management and
practitioners Contractor
Conduct Focus Groups wit Director of DD 07/31/13 Completed
targeted stakeholders to | Quality
collect information on Management and
strengths, benefits and Contractor
opportunities for
improvement

Director of DD 07/31/13 Completed
Conduct Interviews with | Quality
service provider and servi¢ Management and
coordination staff Contractor
Conduct comparison of Director of DD 07/31/13 Completed
requirements generated by Quality
DBHDD to CMS and DOJ | Management and
requirements Contractor
Establish QI Council Director of DD 07/31/13 Deadline has been

workgroup to design new

Quality

adjusted to meet timeline
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QM system with
participationfrom DD
Advisory Councll

Management and
Contractor

of Division of DD Re
Engineering Plan.
Deadline will be adjusted
to project timelines yet to
be determined

Develop report desitting | Director of DD 08/01/13 Completed
the status of the "as is" Quality
system Management and

Contractor

: Director of DD 08/01/13 Completed and ongoing

Develop recommendations Quality
for improvements to
Georgiabds qu Management and

Contractor
As part of Goal 1 DD will | Director of DD 08/15/13 Ongoing and will be
establish accurate, Quality completed by January
effective, and meaningful | Management and 2015
performance indicators for| Contractor
DD Services and DD
Providers
Finalize measurements Director of DD 09/30/13 2015

Quality

Management and

Contractor

Director of DD 10/01/13 Deadline expanded due {
Develop comprehensive | Quality DD Re-Engineering
description of redesign for| Management and Project. Due date June
statewide DD QM system | Contractor 2015

Goal 2: Educate Stakeholders regarding QM (including staff, providers, and individuals

and families)
Tasks Responsible Target Status
Person Completion
Date

Director of DD Completed
Identify core knowledge and Quality
skill requirements for each | Management and
guality role identified. Department

Director of QM 08/31/13
Review and analyze the Director of DD Ongoing
instructional Quiality
system/knowledge and basi{ Management and | 08/31/13
skill topics with DBHDD Department
Staff and quality councils. | Director of QM
Develop materlals_ and D|reqtor of DD 09/30/13 Ongoing
methods for learning Quality
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management and curriculun
development

Management and
Department
Director of QM

Review drafts of each sectid
with DBHDD staff and QI

Director of DD

Councils and Advisory Quality 12/31/%
Council Management
Crede DD training program Ongoing
draft and review with Director DD
DBHDD Staff and Quality | Quality 12/31/14
Councils Management
Finalize training program March2015
with input from Quality Director DD
Councils and Advisory Quality 12/31/14
Council Management
Director DD
Train staff and stakeholders| Quality 12/31/14 June 2015
on new DD QM System Management and
Contractor

Goal 3: Ensure that individuals with DD transitioned out of state hospitals to receive high

guality services and to achieve lifgjoals in community via ReEngineering of Division of

DD Processes and Policies

Tasks Responsible Target Status
Person Completion
Date
Implement Re Acting Assistant 07/01/14
Engineering Project Commissioner of
I/DD
Completion of DD Re Acting Assistant 12/1/15
Engineering Project Commissioner of
I/DD

Goal 4. Integrate QM Data Systems in a matter which is compatible with Department data
systems (Hospital, Community BH and Community DD) which will allow Division to follow
an individual and their services across their lifetime. This is a multyear goal

Tasks Responsible Target Status
Person Completion
Date
Develop Division DD Director of DD 08/01/13 Completedand a new data
information management | Quality system will be developed
committee Management through the ASO
Assessment current Director of DD 08/01/13 Completedand findings
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information management
systems methods for
collection and utilization

Quality
Management and
Division Data

will be used irthe
implementation of the
ASO

Manager
Set priorities for IM needs| Director of DD Ongoing with work to be
and work with OIT to Quality completed with ASO

address those needs as | Management and | 10/01/13
appropriate. Division Data

Manager
Include development of | Director of DD RFP completed and ASO
newDD case managemer| Quality iImplementation set for
system in the i Management 10/01/13 April 2015
Depart ment 6s
Administrative Service
Organization (ASO)
Work with ASO to Director of DD Ongoing
develop and test new Quality
system Management and

Vendor 08/01/14
Train end users on new | Director of DD April 2015
system Quality

Management and

Vendor 10/01/14
Transition data from old | Director of DD April 2015
case management systen Quality
to new system Management and

Vendor 12/31/14
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Appendix EHospital System KPI Dashboard s

Continuing Care Plan Created (Overall)

100% -
95% -
90% -
85% -

Jul-13  Aug-13  Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14

Jul-13 | Aug-13 | Sep-13 | Oct-13 | Nov-13 | Dec-13 | Jan-14 | Feb-14 | Mar-14 | Apr-14 | May-14 | Jun-14

Numerator 413 385 351 379 288 282 293 261 301 339 320
Denominator 424 391 365 381 295 287 296 264 303 344 332
Rate 97% 98% 969 99% 98% 989 99% 99% 999 99% 96%
Quarterly Average 97% 99% 99% Incomplete data

MEASURE DEFINITION AND EXPLANATION

Measure definition: Patients discharged from a hospital-based inpatient psychiatric setting with a continuing care plan that
contains all of the following: reason for hospitalization, principal discharge diagnosis, discharge medications and next level of
care recommendations.

Measure explanation: This measure is a nationally standardized performance measure for behavioral health organizations,
reported to The Joint Commission through our partner, NRI, on a quarterly basis. The data are for people who were treated in
adult mental health inpatient programs only.

The colored bands represent ranges that indicate level of acceptibility of scores and are based The Joint Comission "Target
Rates" published quarterly, 4 to 5 months after the quarter ends. The most recent rates published are used as guides for
current data. The red area of the graph indicates the area that is below The Joint Commission's Target Range. The Joint
Commission changed the target range in October 2012 from 93.4% to 94.4%.

COMPONENTS OF NUMERATOR AND DENOMINATOR

Numerator: Psychiatric inpatients for whom the post Denominator: Psychiatric inpatient discharges. Included
discharge continuing care plan is created and contains all of |Populations: Patients referred for next level of care with ICD-9-CM
the following: reason for hospitalization, principal discharge |Principal or Other Diagnosis Codes for Mental Disorders.

diagnosis, discharge medications and next level of care Excluded Popul ations: The foll
recommendations. Patients who expired A Patient
Included Populations: NA resulting in discharge due to elopement or failing to return from
Excluded Populations: None leave A Patients or guardians

guardians who refused to sign authorization to release information
A Patients discharged to anoth

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis

Changes in collection, Joint Commission, and CMS reporting requirements have temporarily disrupted the appropriate reporting
of this measure. Reporting, retroactive to January 2014, is expected to resume in July 2014.

January-March 2014 Analysis

Data continues to trend towards 100%. Certain factors, such as clients discharged directly off of on long-term Conditional
Release programs, will hinder reporting at 100%. In such cases, some semblance of a Continuing Care Plan was created at the
time of release, but does not meet current The Joint Commission guidelines.

Oct-Nov 2013 Analysis

As expected, rate increased in October and November. Rates well above The Joint Comission target range. Changes expected
in data collection will account for nuance in reporting concerning conditional release should increase rate of compliance to
close to the goal of 100%.

July-September 2013 Analysis

In September, rate showed decline due to a nuance in reporting. Several clients were discharged directly off conditional
realease, and Continuing Care Plan documentation is created at the time of conditional release. However, this measure asks if
the paperwork was created at the time of discharge. Changes are being planned to allow our system to account for this issue in
the future. Rate still well above The Joint Comission target range.
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Client Perception of Outcome of Care

100% -

95% -

90% -

85% -

80% -

75% -

70% -

65% —

60% -

55% -

50%
Jul-13  Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14

Jul-13 | Aug-13 | Sep-13 | Oct-13 | Nov-13 | Dec-13 | Jan-14 | Feb-14 | Mar-14 | Apr-14 | May-14 | Jun-14

Numerator 129 104 93] 131 72 99 121 116 142 122 153 N/A|

Denominator 166 142 111 174 90 130 145 143 167 163 184 N/A|

Rate 78% 73% 849 75% 80% 769 83% 81% 859 75% 83%

Quarterly Average 78% 77% 83%

MEASURE DEFINITION AND EXPLANATION

Measure definition: The percent of clients at discharge or at annual review who respond positively to the outcome domain on
the Inpatient Consumer Survey.

Measure explanation: This measure shows client responses to the following questions:

*| am better able to deal with crisis.

*My symptoms are not bothering me as much.

*| do better in social situations.

*| deal more effectively with daily problems.

(Source: NRI) The determination of the line where the red/yellow areas of the graph meet is based on the national average
published by NRI for November 2012 through October 2013, less one standard deviation. (Data collection for surveys were
started state-wide in February 2012.)

COMPONENTS OF NUMERATOR AND DENOMINATOR

Numerator: Number of clients who respond positively to the |Denominator: Number of clients completing at least 2 items in the
outcome domain outcome domain Included populations: Clients who were
discharged during the period and completed at least 2 questions
in the domain. Only clients served in programs associated with
Adult Mental Health are surveyed.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis

Data collection for this quarter is incomplete. It is inappropriate to provide analysis at this juncture.

January-March 2014 Analysis

The rate continues its established upward trend. National average of this data continues to display relatively large fluctuations,
but DBHDD continues to score above the average this quarter.

Oct-Nov 2013 Analysis

Although the rate is observed to vary from month-to-month, this is not abnormal when compared to national rate averages.
DBHDD rates are consistently above the standard set forth. The linear trend line for January through November 2013 shows
statistially positive trend. In addition, linear trends for the period of February 2012 through November 2013 further support the
positive trend movement.

July-September 2013 Analysis

Although the rate is observed to vary from month-to-month, this is not abnormal when compared to national rate averages.
DBHDD rates are consistently above the standard set forth.
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Client Perception of Empowerment

100% -
95% -|
90% -|
85% -
80% -|
75% -
70% -
65% -
60% —
- __________________________________IN

55% -

50% -

Jul-13  Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14

Jul-13 | Aug-13 | Sep-13 | Oct-13 | Nov-13 | Dec-13 | Jan-14 | Feb-14 | Mar-14 | Apr-14 | May-14 | Jun-14
Numerator 99 64 43 114 68| 84 96 100 124 110 137 N/A]
Denominator 138 93 72 167 87 118 131 136 165 160 184 N/A]
Rate 72% 69% 609 68% 78% 719 739 74% 759 69% 749
Quarterly Average 68% 72% 74%

Measure definition: The percent of clients at discharge or at annual review who respond positively to the empowerment
domain on the Inpatient Consumer Survey.

Measure explanation: This measure shows client responses to the following questions:

*| had a choice of treatment options.

*My contact with my doctor was helpful.

*My contact with nurses and therapist was helpful.

(Source: NRI) The determination of the line where the red/yellow areas of the graph meet is based on the national average
published by NRI for November 2012 through October 2013, less one standard deviation. (Data collection for surveys were
started state-wide in February 2012.)

Numerator: Number of clients who respond positively to the [Denominator: Number of clients completing at least 2 items in the
empowerment domain empowerment domain Included populations: Clients who were
discharged during the period and completed at least 2 questions
in the domain. Only clients served in programs associated with
Adult Mental Health are surveyed.

April-June 2014 Analysis
Data collection for this quarter is incomplete. It is inappropriate to provide analysis at this juncture.

January-March 2014 Analysis
The rate continues its established upward trend. National average of this data continues to display relatively large fluctuations,
but DBHDD continues to score above the average this quarter.

Oct-Nov 2013 Analysis

The four month downward trend ceased in October, as GRH-Atlanta pushed the overall rate in a positive direction. In
November, rate for GRH-Atlanta continued to improve, and West Central RH rate increased. Overall trend for last 12 months, as
well as last 21 months is slightly negative.

July-September 2013 Analysis

Statewide rates show a decided downturn in client perceptions, though still above guidelines. Data is gathered at the time of
cliet discharge, so facilities with higher number of discharges influence the rate heavily. Both GRH-Atlanta and West Central
RH experienced lower rates during this quarter.




Individual Recovery Plan Audit - Quality Measure

100% -

95% -

90% -|

85% -|

80% -

75% -

70% -

65% -

60% -|

55% -|

50% -

Jul-13  Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14

Jul-13 | Aug-13 | Sep-13 | Oct-13 | Nov-13 | Dec-13 | Jan-14 | Feb-14 | Mar-14 | Apr-14 | May-14 | Jun-14
Numerator 1697 1988 222( 2166 2091 1849 1892 1800 2007 1793 1975 1783
Denominator 1942 2323 2494 2473 2305 203§ 2107 1971 2181 1950 2158 1929
Rate 87% 86% 899 88% 91%4 919 90% 91% 929 92% 92% 929
Quarterly Average 87% 90% 91% 92%

MEASURE DEFINITION AND EXPLANATION
Measure definition: Percent of positive responses to the Individualized Recovery Plan audit's questions on "Quality."

Measure explanation: Chart audit focusing on the quality and internal-consistency of the Individualized Recovery Plan. Audit
began January 2012.

COMPONENTS OF NUMERATOR AND DENOMINATOR
Numerator: Total number of "Yes" responses to questions 2{Denominator: Total number IRP audits conducted.
20 on the IRP audit

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis
The emphasis on IRP Quality continues to drive steady improvements on results. Continuing statistically significant upward
trend in rate shows improving quality of the IRP is evidence of systematic processes.

January-March 2014 Analysis
The emphasis on IRP Quality continues to drive steady improvements on audit results. Continuing statistically significant
upward trend in rate shows improving quality of the IRP is evidence of systematic processes.

Oct-Nov 2013 Analysis

October rates dipped due to training issues at GRH-Atlanta (not in the same area as last quarter). Training was conducted
during October, and November rates displayed a strong improvement. Year-to-date rates indicate that ongoing emphasis on
auditing IRPs has contributed to improvements in the quality of the plans.

July-September 2013 Analysis
A slight decline in the statewide rate was due primarily to employee turnover and training issues at GRH-Atlanta. The issue was
corrected during the quarter, with key employee positions filled and trained.




Appendix FCBH SystemKPI Dashboard s

Percent of Georgia Housing Voucher Program adult MH individuals in stable housing
(greater than 6 months)

Target 77%
100% -
95% -
90% -
85% -
80% —
- _
70% -
Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14
Jul-13 |Aug-13|Sep-13| Oct-13 |Nov-13|Dec-13|Jan-14 | Feb-14 | Mar-14 | Apr-14 | May-14 | Jun-14
Numerator 623 643 683 761 811 843 890 905] 929 967 10260 1044
Denominator 683 707 753 835 888 916 972, 989 1014 1058 1117 1141
Percent 91.2% 90.9% 90.7% 91.1% 91.3% 92.0% 91.6% 91.5% 91.6% 91.4% 91.9% 91.59
Quarterly Average 90.9% 91.5% 91.6% 91.6%

Measure definition: A measure of stable housing based on nationally accepted HUD standard.

Measure explanation: An initial indication of the program'’s ability to prevent homelessness and re-institutionalization.

Numerator: Number of individuals leaving the program less than 6 [Denominator: Number of individuals in the program greater
months. than 6 months.

April-June 2014 Analysis
As arolling average, this measure continues to remain stable as new individuals are added on to the program.

January-March 2014 Analysis
As a rolling average, this measure continues to remain stable as new individuals are added on to the program.

October-December 2013 Analysis
As a rolling average, this measure continues to remain stable as new individuals are added on to the program.

July-September 2013 Analysis
As a rolling average, this measure continues to remain stable as new individuals are added on to the program.
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Percent of Georgia Housing Voucher Program adult MH individuals who left stable housing ur
unfavorable circumstances and have been reengaged and reassigned vouchers
Target 10%

50% -
45% -
40% -
35% -
30% -
25% -
20% -
15% -

10% -
0% -

Jul-13 Aug-13  Sep-13  Oct-13  Nov-13 Dec-13 Jan-14 Feb-14 Mar-14  Apr-14 May-14  Jun-14

Jul-13 |Aug-13|Sep-13| Oct-13 |Nov-13|Dec-13|Jan-14 |Feb-14| Mar-14 | Apr-14 |May-14|Jun-14
Numerator 32 35 35 35 37 39 40 44 47 47 47 45
Denominator 158 178 177 189 201 210 220 225 237 247 259 273
Percent 20.3% 19.7% 19.8% 18.5% 18.4% 18.6% 18.2% 19.6% 19.8% 19.0% 18.1% 16.59
Quarterly Average 19.9% 18.5% 19.2% 17.8%

Measure definition: A measure to determine negative program leavers in order to divert them from homelessness or
other more expensive systems of care.

Measure explanation: Reinforces the notion that recovery is not a straight line and that reengagement after initial failure
is an important program component.

Numerator: Number of individuals that left the program under|Denominator: Number of individuals that left the program
negative circumstances that reentered the program. under negative circumstances.

April-June 2014 Analysis

Although lower than the historic rate of close to 20%, the target threshold of 10% has been exceeded by over 60%.

January-March 2014 Analysis
This measure continues to remain stable as 1 in 5 negative discharges are reengaged and reenter stable housing.

October-December 2013 Analysis
This measure continues to remain stable as 1 in 5 negative discharges are reengaged and reenter stable housing.

July-September 2013 Analysis
This measure continues to remain stable as 1 in 5 negative discharges are reengaged and reenter stable housing.
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Percent of adult MH supported employment providers that meet a
caseload on the last day of the month of employment specialist staff to consumer ratic
(between 1:15 to 1:20)
Target (85%) or more
*Key Performance Indicator activated July 2013*

100% -
95% -
90% -
85% -
80% -
75% -
70% -
65% -
60% -
55% -
50% -
45% -

40% -

Jul-13  Aug-13  Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14

Jul-13 | Aug-13 | Sep-13 | Oct-13 | Nov-13 | Dec-13 | Jan-14 | Feb-14 | Mar-14 | Apr-14 | May-14 | Jun-14

Numerator 12 12 13 16 14 14 17] 16 15 14 18 17,

Denominator 27 27 27 27| 27 27 27 27 27 27 27 27|

Rate 44.49 44.49 48.19 59.39 51.99 51.99 63.09 59.39 55.69 51.99 66.79 63.09

Quarterly Rate 45.7% 54.3% 59.3% 60.5%

MEASURE DEFINITION AND EXPLANATION

Measure definition: The percent of adult MH contracted supported employment providers that met a mental
health caseload on the last day of the month average between 1 to 15 and 1 to 20 on the last day of the calendar
month.

Measure explanation: To examine the proportion of mental health contracted Supported Employment agencies,
that devote the appropriate staffing the Dartmouth model indicates is necessary for obtaining and maintaining

COMPONENTS OF NUMERATOR AND DENOMINATOR

Numerator: Number of contracted providers with a [Denominator: Number of contracts DBHDD Community
consumer to staff ratio between 1:15 and 1:20 on the [Mental Health holds for Supported Employment.
last day of the month.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis

Data collection and analysis not complete as of July 21, 2014,

January-March 2014 Analysis

There were a few providers who were over ratio during the quarter, however, there were more that were under ratio. This means
that many providers had smallercaseloads per staff member.

Program Quality Council discussed this indicator and determined that if providers serve a smaller ratio, that it is not detrimental
to the consumer, therefore thismeasure will end on 6/30/14 and be replaced with a measure that examines 20:1 and under
starting on 7/1/14.

October-December 2013 Analysis

Average percentage trended upward in comparison to last quarter. Many of the providers who did not meet the target have
ratios of 14:1 and under, meaning they had a larger number of staff dedicated to a smaller number of consumers.

July-September 2013 Analysis

The percentage of providers that met the target ratio remained low over the quarter. Many of the providers who did not meet
the target had ratios of 14:1 and under, meaning they had a larger number of staff dedicated to a smaller number of
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Percent of unduplicated individuals who had 1st contact with a competitive
employer within 30 days of enrollment
Target (75%) or more

100% ~
95%
90%
85% -
80% -
75%
70%
65% -
60% -
55%
50% -
45% -

40% -
Jul-Sep 2013 Oct-Dec 2013 Jan-Mar 2014 Apr-Jun 2014

Jul-Sep 2013 | Oct-Dec 2013| Jan-Mar 2014 | Apr-Jun 2014
Numerator 73 70 100 0
Denominator 111 109 132 0
Rate 66% 65% 76% #N/A

MEASURE DEFINITION AND EXPLANATION

Measure definition: The percent of individuals meeting settlement criteria that were enrolled during the quarter that had
contact with a potential employer in the open job market within 30 days of enrolling in supported employment services.

Measure explanation: To examine the percentage of settlement criteria consumers who are able to have rapid job placement
opportunities. Note: Measure is taken on a 30-day lag.

COMPONENTS OF NUMERATOR AND DENOMINATOR

Numerator: Number of settlement criteria consumers who |Denominator: Number of settlement criteria consumers who
started Supported Employment services during the quarter |[started Supported Employment services during the quarter.
and who had first contact with a competitive employer within
30 days.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis

Data collection and analysis not complete as of July 21, 2014.

January-March 2014 Analysis

Despite the increase in the new enrollments during quarter three, the overall percentage of consumers who had first contact
increased in comparison to quarter two.

October-December 2013 Analysis

The target was not met this quarter. The percentage appears to be similar to last quarter. Two providers indicated that the
Fidelity Reviews related to Supported Employment completed by DBHDD State Office has enhanced their understanding of this
key performance indicator. Both indicated that they believe they will have better percentages moving forward.

July-September 2013 Analysis

The target was not met this quarter. Providers identified transportation as a barrier. To resolve this barrier, one agency has
contracted with a taxi company to complete transportation for their consumers. Another agency is looking at viable job
opportunities along existing bus routes. Yet another agency identified an existing program in their community that offers
reduced bus fares. Other ideas included building relationship with local faith based entities that would be willing to assist in
providing transportation.
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Percent of Assertive Community Treatment consumers who are received into
services within 3 days of referral
Target (70%) or more
*Key Performance Indicator activated July 2013*

100% -

95% |

90% -

85% -

80% -

75% -

70% -

65% -

60% -

55% -

50% -

Jul-13  Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14

Jul-13 | Aug-13 | Sep-13 | Oct-13 | Nov-13 | Dec-13 | Jan-14 | Feb-14 | Mar-14 | Apr-14 | May-14 | Jun-14

Numerator 78 80 78 99 76 84 92 82 80 76 75 58

Denominator 135 123 126 154 108 119 138 140 121 112 104 85

Rate 57.89 65.09 61.99 64.39 70.49 70.69 66.79 58.69 66.19 67.99 72.19 68.29

Quarterly Rate 61.5% 68.0% 63.7% 69.4%

MEASURE DEFINITION AND EXPLANATION

Measure definition: The percent of ACT consumers who began services during the month that waited three
days or less since their date of referral to ACT services.

Measure explanation: To examine the percentage of consumers who are able to access ACT services in a rapid
manner.

COMPONENTS OF NUMERATOR AND DENOMINATOR

Numerator: Number of consumers received into Denominator: Total number of consumers received into
services within 24 hours of referral date plus number |services.
of consumers received into services within 3 days of

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis

Data collection and analysis not complete as of July 21, 2014.

January-March 2014 Analysis

Some barriers that the ACT Teams identified included: receiving incorrect contact information for the referred consumers which
increases the amount of time it takes the team to locate and make contact with the consumer, receiving an increase of referrals
for homeless consumers which increases the amount of time to locate the consumer, and consumers that move directly after
the referral is made which increases the time it takes the team to identify new contact information.

October-December 2013 Analysis

Slight upward trend through the quarter.

July-September 2013 Analysis

Throughout the quarter, ACT Teams were below the target. Several providers indicated that it was difficult to find and/or locate
consumers after the referral was received, especially if the referral was received on a Friday. One provider indicated that they
are now going to see the individual whereever they may be (egmedical hospital) once the referral comes in which has greatly
assisted in ongoing engagement.
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Percent of Assertive Community Treatment consumers admitted to a
Psychiatric Hospital within the past month
Target (7%) or less

15% -
10% -
5% -
0% -
Jul-13  Aug-13  Sep-13  Oct-13  Nov-13  Dec-13  Jan-14  Feb-14 Mar-14  Apr-14 May-14 Jun-14
Jul-13 |Aug-13|Sep-13| Oct-13 |Nov-13|Dec-13|Jan-14 | Feb-14 | Mar-14 | Apr-14 |May-14|Jun-14
Numerator 164 142 160 164 126 138 152, 142 169 167| 181 178|
Denominator 1552 1515 1527 1523 1597, 1603 1654 1568 1581 1621 1563 1694
Percent 10.69 9.4% 10.5% 10.89 7.9% 8.6% 9.2% 9.1% 10.7% 10.3% 11.6% 10.59
Quarterly Average N/A due to monthly unduplicated counts

MEASURE DEFINITION AND EXPLANATION

Measure definition: The percent of consumers in ACT services for over thirty days that were admitted to a psychiatric
hospital during the month.

Measure explanation: To examine the percentage of consumers who are utilizing psychiatric hospitals for stabilization.

COMPONENTS OF NUMERATOR AND DENOMINATOR

Numerator: Number of consumers admitted to Psychiatric Denominator: Census on the last day of the month minus
Inpatient. number of enroliments during the month.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis
Data collection and analysis not complete as of July 21, 2014.

January-March 2014 Analysis

Some providers indicate that consumers are sometimes discharged from hospitals prior to achieving stability, which may lead to
decompensation in the community and rehospitalization. Some ACT teams reported that sometimes consumers are discharged from the
hospital withut their knowledge, preventing them from assisting with supportive discharge planning. Many teams indicated that their
hospital days are typically from a small number of consumers with long length of stays in hospitals.

October-December 2013Analysis
Slight upward trend through the quarter.

July-September 2013 Analysis

9.4% to 10.6% of consumers receiving ACT services each month had a psychiatric hospitalization, which is above the target amount.
Many ACT providers are working on creating stronger relationships with any Personal Care Homes (PCHs) that house their consumers.
Teams indicated that PCHs are more likely to call the police or send the consumer directly to the hospital than call the ACT Team when
there is a minor crisis.

One provider indicated that the Statewide Beck Initiative has assisted the ACT Team and hospital build a common language. With this
training they have worked with the hospitals to prevent premature discharges. It is possible that reduced recidivism rates to the hospital
may occur if premature discharges can be avoided. Another provider indicated they help prevent premature discharges by being actively
involved in the discharge process and become fully engaged with the consumer before discharge.
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Average # of jail/prison days utilized
(per enrolled Assertive Community Treatment consumer)
Target (1.0 day) or less

1.50 +
1.25 -
1.00 +
0.75 -
0.50 -
0.25 -
0.00 -
Jul-13  Aug-13  Sep-13  Oct-13  Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14
Jul-13 |Aug-13|Sep-13| Oct-13 |[Nov-13|Dec-13| Jan-14 | Feb-14 | Mar-14 | Apr-14 |May-14|Jun-14
Numerator 1481 1648 15427 1661 1641 1618 1525 1534 1873 1614 1574 1525
Denominator 1727 1742 1720 1725 1780 1820 1826 1833 1852 1875 1826 1841
Rate 0.858§ 0.946 0.897 0.963 0.922 0.889 0.835 0.837 1.011 0.861 0.862 0.828
Quarterly Rate 0.822 0.706 0.633 0.566

MEASURE DEFINITION AND EXPLANATION
Measure definition: The average number of days consumers in ACT services for over thirty days spent in jail/prison
during the month.

Measure explanation: To examine the amount of time consumers spend in jail.

COMPONENTS OF NUMERATOR AND DENOMINATOR
Numerator: Number of jail days utilized for consumers in |Denominator: Number of discharges plus census on the
services 30 plus days. last day of month.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis
Analysis is not complete as of the date of this report.

January-March 2014 Analysis
Slight upward trend during the quarter. Some teams reported that some consumers where choosing to not take their prescribed
medications which may have impacted this measure this quarter.

October-December 2013 Analysis
Previous quarter's trend continued into this month. Consumers receiving ACT services less than one day in jail per month.

July-September 2013 Analysis
Throughout the quarter, consumers receiving ACT Services averaged less than one day in jail per month.




Percent of Intensive Case Management consumers with a
Psychiatric Inpatient Admission within the past month
Target (5%) or less

Inpatient. minus number of enrollments during the month.

15% -

10% -

5% -

0% -

Jul-13 Aug-13  Sep-13  Oct-13 Nov-13  Dec-13  Jan-14 Feb-14  Mar-14 Apr-14 May-14  Jun-14
Jul-13 |Aug-13| Sep-13| Oct-13 |Nov-13|Dec-13| Jan-14 | Feb-14 | Mar-14 | Apr-14 |May-14|Jun-14
Numerator 7 21 22 21 34 25| 34 28 52 40 37 39
Denominator 274 376 437 488 575 593 627 641 663 729 776 688
Percent 26% 56% 50% 43% 59% 42% 54% 44% 7.8% 55% 48% 5.79
Quarterly Average N/A due to monthly unduplicated counts
MEASURE DEFINITION AND EXPLANATION
Measure definition: The percent of consumers in ICM services for over thirty days that were admitted to a psychiatric
hospital during the month.
Measure explanation: To examine the percentage of consumers who are utilizing psychiatric hospitals for stabilization.
COMPONENTS OF NUMERATOR AND DENOMINATOR

Numerator: Number of consumers admitted to Psychiatric Denominator: The census on the last day of the month

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis

Analysis is not complete as of the date of this report.

January-March 2014 Analysis

Percentage appeared to be consistent with previous quarters.

October-December 2013 Analysis

Percentages appeared to hover close to the target percentage.

July-September 2013 Analysis

There appeared to be a slight increase in percentage of consumers with a
psychiatric inpatient admission over the quarter. This may have been impacted by the quick increase in the number of

consumers that had been newly enrolled into the service. One provider had a Case Manager on medical leave during the
quarter which impacted their consumers.
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Percent of Intensive Case Management consumers housed
(non homeless) within the past month
Target (90%) or more

100% -

95%

90%

85% -

Jul-13 Aug-13  Sep-13  Oct-13  Nov-13  Dec-13 Jan-14 Feb-14 Mar-14  Apr-14 May-14  Jun-14

Jul-13 |Aug-13|Sep-13| Oct-13 |Nov-13| Dec-13| Jan-14 | Feb-14 | Mar-14 | Apr-14 |May-14 | Jun-14

Numerator 337 418 487 516 577 613 635 655 643 711 743 657

Denominator 355 433 498 526 594 628 657 682 667 741 776 692

Percent 94.9% 96.5% 97.8% 98.1% 97.1% 97.6% 96.7% 96.0% 96.4% 96.0% 95.7% 94.99

Quarterly Average N/A due to monthly unduplicated counts

MEASURE DEFINITION AND EXPLANATION
Measure definition: The percent of consumers in ICM services on the last day of the month that were not homeless.

Measure explanation: To examine the percentage of consumers who are not living in homeless shelters or on streets at
a single point in time.

COMPONENTS OF NUMERATOR AND DENOMINATOR
Numerator: Number of consumers by living arrangement on |Denominator: Number of consumers by living
the last day of the month minus number of homeless: street, |arrangement on the last day of the month.
homeless shelter.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis
Analysis is not complete as of the date of this report.

January-March 2014 Analysis
Percentage remained above the target through the quarter. Providers did not report any barriers.

October-December 2013 Analysis
Percentage remained above the target through the quarter. Providers did not report any barriers.

July-September 2013 Analysis
There appears to be a slight increase in the percentage of consumers housed over the quarter.
Providers sited the availability of the GA Housing Vouchers as having a positive impact on this measure.




Average # of jail/prison days utilized
(per enrolled Intensive Case Management consumer)
Target (0.25 days) or less

0.75 -

0.50 -

0.25 -

0.00 -

Jul-13  Aug-13  Sep-13  Oct-13  Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14

Jul-13 |Aug-13|Sep-13| Oct-13 |[Nov-13|Dec-13|Jan-14 | Feb-14 | Mar-14 | Apr-14 |May-14|Jun-14
Numerator 120 200 160 282 199 300 217 344 315 202 259 274
Denominator 435 493 554 632 655] 689 705 756 816 872 911 811
Rate 0.276 0.406 0.289 0.446 0.304 0.435 0.30§ 0.455 0.38§ 0.232 0.284 0.33§
Quarterly Rate 0.324 0.395 0.385 0.283

MEASURE DEFINITION AND EXPLANATION
Measure definition: The average number of days consumers (who have been in ICM services for over thirty days)
spent in jail/prison during the month.

Measure explanation: To examine the amount of time consumers spend in jail.

COMPONENTS OF NUMERATOR AND DENOMINATOR
Numerator: Number of jail days utilized for consumers |Denominator: Number of discharges plus census on last
in ICM services 30 plus days. day of month.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis
Analysis is not complete as of the date of this report.

January-March 2014 Analysis
Percentage appeared to be consistent with previous quarters.

October-December 2013 Analysis
Percentage appeared to be consistent with previous quarters.

July-September 2013 Analysis

The target was not met during any month this quarter. One provider sited a specific court system was

slow to process the releases of consumers that were in jail. Another provider sited there was increase utilization due to
some consumers having to go to jail as a result of not meeting their individualized requirements set forth in the Mental
Health Court.




Percent of Community Support Team consumers with a Psychiatric Inpatient Admission
within the past month
Target (10%) or less

30% -

25% -

20% -

15% -

10% -

5% -

0% -

Jul-13 Aug-13 Sep-13  Oct-13 Nov-13 Dec-13 Jan-14 Feb-14  Mar-14 Apr-14 May-14 Jun-14

Jul-13 |Aug-13|Sep-13| Oct-13 |Nov-13|Dec-13| Jan-14 | Feb-14 | Mar-14 | Apr-14 |May-14|Jun-14
Numerator 13 11 11] 10 13 15] 19 14 20 21 9 15|
Denominator 125 152 168 185 200 217 220 231 239 245 245 242
Percent 10.49 7.29 6.5% 5.4% 6.5% 6.9% 8.69 6.1% 8.4%  8.6% 3.7% 6.29
Quarterly Average N/A due to monthly unduplicated counts

MEASURE DEFINITION AND EXPLANATION

Measure definition: The percent of consumers in CST services for over thirty days that were admitted to a psychiatric
hospital during the month.

Measure explanation: To examine the percentage of consumers who are utilizing psychiatric hospitals for stabilization.

COMPONENTS OF NUMERATOR AND DENOMINATOR
Numerator: Number of consumers admitted to Psychiatric Denominator: Census on last day of month minus the
Inpatient. number of enrollments during month.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis
Data collection and analysis not complete as of July 21, 2014.

January-March 2014 Analysis

The percentages appeared higher overall this quarter in comparison to previous quarters. Some teams indicated that the holiday season may
have contributed to the increase in hospitalizations. One team reported that they were down a staff member, which may have not made their
team as effective at preventing hospitalizations. Another team reported that they were able to proactively engage families during the second
quarter but that family involvement waned in the third quarter, which may have impacted the increase in hospitalizations.

October-December 2013 Analysis
The percentages were below target through the quarter.

July-September 2013 Analysis

The percentage of consumers with psychiatric admissions appeared to decrease over the course of the quarter. However, the actual number
of consumers with psychiatric admissions appeared to stay relatively consistent. Some of the strategies providers have used to reduce the
proportion of individuals accessing psychiatric admissions have including building direct lines of communication with local emergency rooms
and working with consumers and consumers' families to call the CST provider before 911 for urgent non-emergency mental health needs.
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Percent of Community Support Team consumers housed
(non homeless) within the past month
Target (90%) or more

100% -

95% -

90% -

85% -

80% -

Jul-13  Aug-13  Sep-13  Oct-13  Nov-13 Dec-13 Jan-14 Feb-14 Mar-14  Apr-14 May-14  Jun-14

Jul-13 |Aug-13|Sep-13| Oct-13 |[Nov-13|Dec-13|Jan-14 | Feb-14 | Mar-14 | Apr-14 |May-14 | Jun-14

Numerator 153 171 200 216 223 231 235 243 236 239 242 236

Denominator 153 171 200 217, 226 234 238 248 239 246 245 240

Percent 100.0% 100.0% 100.0% 99.5% 98.7% 98.7% 98.7% 98.0% 98.7% 97.2% 98.8% 98.39

Quarterly Average N/A due to monthly unduplicated counts

MEASURE DEFINITION AND EXPLANATION
Measure definition: The percent of consumers in CST services on the last day of the month that were not homeless.

Measure explanation: To examine the percentage of consumers who are not living in homeless shelters or on streets at
a single point in time.

COMPONENTS OF NUMERATOR AND DENOMINATOR
Numerator: Number of consumers by living arrangement on |Denominator: Number of consumers by living
last day of month minus number of homeless: street, arrangement on last day of month.
homeless shelter.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis
Data collection and analysis not complete as of July 21, 2014.

January-March 2014 Analysis
Consistent with previous quarters, the percentage appeared to remain consistent during the quarter. Teams did not report any barriers.

October-December 2013 Analysis
Percentages remained above target through the quarter.

July-September 2013 Analysis
Over the quarter all consumers were reported housed.




Average # of jail/prison days utilized
(per enrolled Community Support Team consumer)
Target (0.75 days) or less

2.00 -

1.75 -

1.50 +

1.25 -

1.00

0.75 -

0.50 -

0.25 -

0.00 -

Jul-13  Aug-13  Sep-13  Oct-13  Nov-13 Dec-13 Jan-14 Feb-14 Mar-14  Apr-14 May-14  Jun-14

Jul-13 |Aug-13|Sep-13| Oct-13 [Nov-13|Dec-13|Jan-14 |Feb-14 | Mar-14 | Apr-14 |May-14|Jun-14

Numerator 80 23 63 112 157 76| 47 104 121 180 248 100

Denominator 179 194 222 227, 248 259 262 265 285 295 288 287

Rate 0.447 0.119 0.284 0.493 0.633 0.293 0.179 0.392 0.425 0.610 0.861 0.348

Quarterly Rate 0.279 0.470 0.335 0.607

MEASURE DEFINITION AND EXPLANATION
Measure definition: The average number of days consumers (who have been in CST services for over thirty days)
spent in jail/prison during the month.

Measure explanation: To examine the amount of time consumers spend in jail.

COMPONENTS OF NUMERATOR AND DENOMINATOR
Numerator: Number of jail days utilized for consumers in |Denominator: Number of discharges plus census on the
CST services 30 plus days. last day of the month.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis
Data collection and analysis not complete as of July 21, 2014.

January-March 2014 Analysis

Slight upward trend through the quarter. One team reported that they were down a staff member, which may have not made their team
as effective at preventing jail days or reducing length of stay in jail. Another team reported that they were able to proactively engage
families during the second quarter but that family involvement waned in the third quarter, which may have impacted the jail utilization.

October-December 2013 Analysis
Downward trend through the quarter. Teams indicated that they were actively engaged with consumers when they were in jail.

July-September 2013 Analysis
Over the quarter there appeared to be variable amounts of jail days utilized. Providers sited
that a small number of consumers go to jail for small to long periods of time, which impacts the final average.




Percent of Case Management consumers with
a Psychiatric Inpatient Admission within the past month
Target (5%) or less

15% -
10% -
5% -
0% -
Jul-13 Aug-13  Sep-13  Oct-13  Nov-13  Dec-13  Jan-14  Feb-14 Mar-14  Apr-14  May-14  Jun-14
Jul-13 |Aug-13|Sep-13| Oct-13 |[Nov-13|Dec-13| Jan-14 |Feb-14 |Mar-14 | Apr-14 |May-14|Jun-14
Numerator 16 14 24 16 21 23 21 17 32 26 19 24
Denominator 568 563 580 604 655] 681 673 703 727 695 688 653
Percent 28% 25% 4.1% 2.6% 3.2% 3.4% 3.1% 2.4% 4.4% 3.7% 2.8% 3.79
Quarterly Average 3.2% 3.1% 3.3% 3.4%

MEASURE DEFINITION AND EXPLANATION

Measure definition: The percent of consumers in CM services for over thirty days that were admitted to a psychiatric
hospital during the month.

Measure explanation: To examine the percentage of consumers who are utilizing psychiatric hospitals for stabilization.

COMPONENTS OF NUMERATOR AND DENOMINATOR
Numerator: Number of consumers admitted to Psychiatric Denominator: Census on last day of month minus the
Inpatient. number of enrollments during month.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis
Analysis is not complete as of the date of this report.

January-March 2014 Analysis
Percentage remained below the target through the quarter. Providers did not report any barriers.

October-December 2013 Analysis
Percentage remained below the target through the quarter. Providers did not report any barriers.

July-September 2013 Analysis

It appeared that there was consistently low inpatient admission
over the course of the quarter.




Percent of Case Management consumers housed
(non homeless) within the past month
Target (90%) or more

100% -

95% -

90% -

85% -

Jul-13  Aug-13  Sep-13  Oct-13  Nov-13  Dec-13 Jan-14 Feb-14 Mar-14  Apr-14  May-14  Jun-14

Jul-13 |Aug-13|Sep-13| Oct-13 |Nov-13|Dec-13|Jan-14 |Feb-14 |Mar-14 | Apr-14 |May-14|Jun-14

Numerator 577 585 616 615 655 684 680 730 724 712 681 677

Denominator 605 601 633 645 683 719 724 757 745 726 696 696

Percent 95.4% 97.3% 97.3% 95.3% 95.9% 95.1% 93.9% 96.4% 97.29 98.1% 97.8% 97.39

Quarterly Average N/A due to monthly unduplicated counts

MEASURE DEFINITION AND EXPLANATION
Measure definition: The percent of consumers in CM services on the last day of the month that were not homeless.

Measure explanation: To examine the percentage of consumers who are not living in homeless shelters or on streets at a
single point in time.

COMPONENTS OF NUMERATOR AND DENOMINATOR
Numerator: Number of consumers by living arrangement on [Denominator: Number of consumers by living arrangement
last day of month minus the number of homeless: street, on last day of month.
homeless shelter.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis
Analysis is not complete as of the date of this report.

January-March 2014 Analysis
Percentage remained above the target through the quarter. Providers did not report any barriers.

October-December 2013 Analysis
Percentage remained above the target through the quarter. Providers did not report any barriers.

July-September 2013 Analysis

It appeared that there was a consistently high percentage of consumers housed each month

this quarter. CM providers sited the availability of the GA Housing Vouchers as having a positive impact on this
measure. However, some of the providers in the more urban areas sited that they have seen an increase in the
number of people moving into the area without housing.




Average # of jail/prison days utilized
(per enrolled Case Management consumer)
Target (0.25 days) or less

0.50 -

0.45 -

0.40 -

0.35 -

0.30 -

0.25 -

0.20 -

0.15 -

0.10 -

0.05 -

0.00 -

Jul-13

Aug-13

Sep-13  Oct-13

Nov-13  Dec-

13 Jan

-14

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-13

Aug-13|Sep-13

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Numerator

183

166 282

297

279

211

246

336

253

204

234

248

Denominator

648

688 715

746

769

792

805

825

838

842

846

815

Rate

0.282

0.241 0.394

0.398

0.363

0.266

0.306

0.407

0.302

0.242

0.277

0.304

Quarterly Rate

0.308

0.341

0.338

0.274

MEASURE DEFINITION AND EXPLANATION

Measure definition: The average number of days consumers (who have been in CM services for over thirty days)

spent in jail/prison during the month.

Measure explanation: To examine the amount of time consumers spend in jail.

COMPONENTS OF NUMERATOR AND DENOMINATOR

Numerator: Number of jail days utilized for consumers in

CM services 30 plus days.

Denominator: Number of discharges plus census on the

last day of month.

COMMENTS AND/OR ANALYSIS PER QUARTER

April-June 2014 Analysis

Analysis is not complete as of the date of this report.

January-March 2014 Analysis

Percentage appeared to be consistent with previous quarters.

October-December 2013 Analysis

Numbers appeared to be consistent with previous quarters, however, there was a slight downward trend.

July-September 2013 Analysis

The target was not met during any month this quarter. One provider sited that they are having
an increase in referrals from local jails. It was reported by providers that a small number of consumers are utilizing the
majority of the jail days. One provider reported low jail utilization from their agency due to assisting consumers
with their Mental Health Court requirements, therefore, eliminating the possibility of the consumers going to jail
for not meeting their requirements.
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Percent of adult clients active in AD treatment 90 days after beginning non-crisis
stabilization services.

Target 25%
50% -
45% -
40% -
35% -
30% -
25% -
15% -
2011 2012 2013 2014

2011 20122013 | 2014

Numerator 0 0 22 0
Denominator 0 0| 100 0
Percent #N/A| #N/A| 22.09 #N/A|

Measure definition: This measure captures how many individuals in AD services remained engaged in
treatment 90 days after beginning community based treatment services.

Measure explanation: The purpose of this measure is to determine level of engagement and retention of
individuals involved in AD community based treatment.

Numerator: The unduplicated count of individuals Denominator: The unduplicated count of

entering non-crisis stabilization services identified by individuals who received Community Based

having a Registration or New Episode MICP who had Treatment services where the authorization (MICP)
Medicaid claims or State Encounters for community for service had Adult Addictive Diseases selected

Based Treatment services, excluding Crisis Stabilization |as the Primary Diagnostic Category.
and Detoxification (Residential and Ambulatory) between
90 - 120 days after entry into services.

Annually 2014
This KPI became effective in July 2013, is collected on an annual basis and is considered a more critical quality issue. The
target threshold of 25% was not met in 2013. It is anticipated that updated data will become available in October 2014.

Annually 2013
The previous KPI, Percent of adult AD consumers who abstain from use or experience reduction in use (while
in treatment) Target (40%), was replaced with this KPI.
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Percent of clients discharged from crisis or detoxification programs wh
receive follow-up behavioral health services within 14 days.

Target 35%
65% -
60% -
55% -
50% -
45% -
40% -
35% -
25% -
2011 2012 2013 2014

2011|2012 (2013|2014

Numerator 0 0 34 0

Denominator 0 0| 100 0

Percent #N/A| #N/A|34.0% #N/A

Measure definition: This measure captures how many individuals who were discharged from detox
and/or crisis received follow-up services in the community within 14 days.

Measure explanation: The purpose of this measure is to determine if those served in these higher
levels of care were provided follow-up services in community based treatment.

Numerator: The unduplicated count of Denominator: The unduplicated count of individuals
individuals who had Medicaid Claims or State |who received Crisis Stabilization services where the
Encounters for any Community Based authorization (MICP) for service had Adult Addictive
Treatment service excluding Crisis Diseases selected as the Primary Diagnostic Category.

Stabilization and Detoxification (Residential
and Ambulatory) within 14 days of the last
Crisis encounter.

Annually 2014
This KPI became effective in July 2013, is collected on an annual basis and is considered a more critical
quality issue. It is anticipated that 2014 data will become available in October 2014.

Annually 2013
The previous KPI was inactivated after FY2012 and replaced with the current KPI. The
threshold of 35% was not met in 2013.
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Percent of individuals meeting community settlement agreement criteria who are enrol
in settlement funded services who state they are satisfied with the services they are
receiving
Target 90% or more

100% -

90% -

80% -

70% -
April 2012 - September 2012 October 2012 - March 2013 April 2013 - September 2013 October 2013 - March 2014

April 2012 -| October |April 2013 -| October
September 2012 - September 2013 -
2012 March 2013 2013 March 2014

Numerator 35 26 0 0|
Denominator 36 31 0 O]
Rate 979 849 #N/A #N/A

MEASURE DEFINITION AND EXPLANATION
Measure definition: Those individuals who meet Settlement Agreement Criteria, were chosen by the QM Audit Team to
receive an audit, and who agreed to be interviewed who stated they are satisfied with the ADA service they are receiving.

Measure explanation: The purpose of this measure is to provide the Department with a snapshot of the level of satisfaction of
individuals involved in settlement agreement services.

COMPONENTS OF NUMERATOR AND DENOMINATOR
Numerator: The number of individuals who answered yes. Denominator: The total number of individuals responding to the question.

COMMENTS AND/OR ANALYSIS PER PERIOD

October 2013 - March 2014

Data coll ection was put on hold between April 2013 i@ June 2014 s
hospital re-admissions.

April 2013 - September 2013

Data coll ection was put on hold between April 2013 @ June 2014 s
hospital re-admissions.

October 2012 - March 2013
ADA services have been in place for a longer period of time and providers have been improving their quality of service via agency specific Pl
indicators. It is hypothesized that these quality improvement p

April 2012 - September 2012
Many providers were still in the start up phase of service provision and many were in a learning curve regarding the state's standards and
requirements during this time period. This may have impacted in
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Percent of individuals meeting community settlement agreement criteria
who are enrolled in settlement funded services who feel their quality of life
has improved as a result of receiving services

Target 90% or more

100% -

90% -

80% -

70% -

April 2012 - September 2012 October 2012 - March 2013 April 2013 - September 2013 October 2013 - March 2014

April 2012 -| October |April 2013 -| October
September 2012 - September 2013 -
2012 March 2013 2013 March 2014

Numerator 31 24 0 0
Denominator 36| 28 0 0
Rate 869 869 #N/A #N/A

MEASURE DEFINITION AND EXPLANATION
Measure definition: Those individuals who meet Settlement Agreement Criteria, were chosen by the QM Audit Team to receive an audit,
and who agreed to be interviewed who stated their quality of life has improved since receiving ADA services.

Measure explanation: The purpose of this measure is to determine one of the impacts settlement services may have on the target
population.

COMPONENTS OF NUMERATOR AND DENOMINATOR
Numerator: The number of individuals who answered yes. Denominator: The total number of individuals responding to the question.

COMMENTS AND/OR ANALYSIS PER PERIOD

October 2013 - March 2014
Data collection was put on hold between April 2013 i June 2014 s
hospital re-admissions.

April 2013 - September 2013
Data coll ection was put on hold between April 2013 i June 2014 s
hospital re-admissions.

October 2012 - March 2013

While there is an upward trend towards overall improvement in quality of life, the benchmark may be difficult to reach due to the nature of
SPMI and its impact on the individual. Because individuals are continuously enrolled in services, there is a subset of individuals interviewed
who may not have been enrolled in services for a sufficient amount of time to realize the impact on their quality of life. The trend should
continue to improve as providers continue to improve their quality of service.

April 2012 - September 2012

ADA services had not been in place for a long period of time and it has been hypothesized that there was insufficient time for individuals to
realize the impact on their quality of life.
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