







































































































































































DOMAIN PMAG ADULT INDICATORS CHILD/ADOLESCENT INDICATORS
CONCERNS
Consumers # of avoidable hospital days due to lack # of out-of-home placements due to lack
APPROPRIATE- Being in the of community alternatives of in-home or wrap around services
NESS Right Level of % of adults served who meet criteria for % of children/adolescents served who
Care level of care to which they are assigned meet criteria for level of care to which
# and types of post denial services they are assigned
received # and types of post denial services
received
Consumer/ % of adults expressing satisfaction on a % of families expressing satisfaction on a
Family standardized tool, both during an standardized tool tailored to the issues

Satisfaction

episode of care and at a specified time
after the episode is concluded

% of family members of SMDI adults
expressing satisfaction with services and
with their involvement in their family
member’s service planning

experienced by families of SED children,
during an episode of care and at a
specified time after the episode is
concluded

% of children/adolescents expressing
satisfaction on a standardized tool
specifically for children/adolescents

Consumer/
Family
Involvement
in Treatment
Planning

% of adults meaningfully involved in their
treatment planning

% of adults whose treatment plans show
the consumer’s signature

% of adults expressing satisfaction with
the level of their involvement in
treatment planning

% of adults experiencing choice of post-
discharge services, living setting and
service provider during discharge
planning from inpatient services

% of families meaningfully involved in
their child’s treatment planning

% of families expressing satisfaction with
their level of involvement in their child’s
treatment planning

% of families expressing that they had a
choice in their child’s services and
practitioner after return from an out-of-
home placement
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DOMAIN PMAG ADULT INDICATORS CHILD/ADOLESCENT INDICATORS
CONCERNS
QM/I System % of adult service providers with an % of child/adolescent providers with an
ADMINISTRATION | Effectiveness approved QM/I plan meeting approved QM/I plan meeting
MHSB/AMDD standards MHSB/AMDD standards
% of adult service providers expressing % of child/adolescent providers
satisfaction on a standardized tool expressing satisfaction on a standardized
# of adult service providers terminating tool
their involvement as a publicly funded # of child/adolescent service providers
mental health provider terminating involvement as a publicly
% of QM/I concerns identified about funded mental health provider
which action is taken to remedy or % of QM/I concerns identified about
improve within a reasonable period of which action is taken to remedy or
time improve within a reasonable period of
# of consumers and families on time
governing and advisory bodies and in # of families on governing and advisory
QM/I activities bodies and in QM/I activities
Adequacy job tenure in the system by job type job tenure in the system by job type
and Quiality of # of vacancies not filled within 60 days # of vacancies not filled within 60 days
Human # of staff who are or meet the criteria to
Resources be consumers
Data % of required data elements reported % of required data elements reported
Reporting accurately and completely by provider accurately and completely by provider
and Use % of claims submitted within a specified % of claims submitted within a specified
period of time by provider period of time by provider
% of clean claims paid within a specified % of clean claims paid within a specified
period of time period of time
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DOMAIN PMAG ADULT INDICATORS CHILD/ADOLESCENT INDICATORS
CONCERNS
Case comparison of case management comparison of in-home and wrap around
COST/VALUE Management's services amount and intensity to services amount and intensity to child
Link to consumer outcomes and family outcomes
Outcomes cost by provider by type of case
management
Costs for rate for services by unit compared to rate for services by unit compared to
Services actual cost analysis actual cost analysis
costs and types of services utilized by comparison of costs for school based
consumers in identified cost bands, services using bundled rates versus
compared to outcomes within those unbundled rates
groups costs per capita by eligibility category
costs per capita by eligibility category costs and types of services utilized by
percentage of administrative cost consumers in identified cost bands,
compared to direct service cost (adults compared to outcomes within those
and children) group
days of inpatient and residential services days of out-of-home care per 1000
per 1000 enrollees enrollees
Cost Shifting 16 costs spent by criminal justice on mental costs spent by education, child welfare

health services for prisoners and
persons in jail compared to number
served and outcomes achieved

total cost for specific individuals across
multiple systems

and juvenile justice, compared to number
served and outcomes achieved

total cost for specific
children/adolescents and their families
across multiple systems

18 Both PMAG and TAC recognize that these measures would be difficult to do and would be more of a research effort than a performance
measure. Both believe it would be an interesting challenge at some point in the future to determine whether there is cost shifting and if so, in what

direction.
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DOMAIN PMAG ADULT INDICATORS CHILD/ADOLESCENT INDICATORS
CONCERNS
Consumer % of SMDI adults competitively % of SED children/adolescents in regular
CONSUMER Functioning in employed school attendance with no more than a
OUTCOMES “Real” improvement in daily living skills or routine number of absences or

Community Life

functioning on a standardized tool before
and after services

satisfaction with quality of life on a
standardized instrument

disciplinary actions

% of SED children/adolescents with
acceptable performance at school as
identified by their parents, teachers and
providers

system while in community settings

% SMDI adults in stable housing of their
choice

% SMDI adults with an adequate number
and array of persons in their social
networks

Community average number of days in the # of days in a permanent family

Tenure community per year by consumer placement (natural or adoptive)
diagnosis, functioning, age, and race # of children/adolescents in out-of-home
# of days between admission to an and out-of-state placements at any given
inpatient facility and readmission time
% of adults readmitted within 30 days of # of children/adolescents returned to out-
discharge of-home placement within 30 days of
lengths of stay in inpatient and returning home
residential treatment lengths of stay in out-of-home

placements
Social Goals # of interactions with the criminal justice # of interactions with the juvenile justice

system in a given time period (e.g., after
6 months of services)

% of children/adolescents rated as
having age appropriate social skills
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Indicator

Region 1

Region 2

Region 3

Region 4

Region 5

State
Average/Median

# Medicaid
enrollees

% of total
population of state

% of total Medicaid
population of state

9% SSI®

% TANF

Monthly average #
Medicaid persons
served®

Monthly average %
Medicaid enrollees
served

Monthly average #
MHSP served

Monthly average %
MHSP served

# adult inpatient
admits per 1,000

# youth inpatient
admits per 1,000
population

8 AMDD may want to use age breakdowns as well as or instead of eligibility categories.

1911 this context, number served refers to those individuals receiving an actual service encounter during the month, not those individuals enrolled

as active cases.
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Indicator

Region 1

Region 2

Region 3

Region 4

Region 5

State
Average/Median

Adult hospital bed
days per 1,000
population

Youth hospital
bed days per
1,000 population

Youth RTC bed
days per 1,000

# youth currently
in residential
treatment

% youth in out-of-
state residential
treatment

# providers in
Region®°

Average cost per
active consumer
for the quarter

MA $ per enrollee
for the quarter

MHSP $ per
capita for the
quarter

2 pefined by the number of providers certified as Medicaid providers and invoicing for at least one eligible encounter per month.
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Indicator

Region 1

Region 2

Region 3

Region 4

Region 5

State
Average/Median

Paid claims for
quarter for:

Inpatient

RTC

Partial Hospital
Day Services
Psychosocial
rehab services
Individual Tx
Group Tx
Medication
Management

# grievances or
appeals this quarter

# complaints to
Ombudsperson for
quarter’*

% service
authorization
requests denied for:

Inpatient
RTC
Partial Hospital

L \When these data are available. Conversations with the Ombudsperson indicate that the office is just beginning to track this information in a
fashion that would make it available on a quarterly basis.
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V. DESCRIPTION OF AND TIMELINES FOR
RECOMMENDED PROCESS

The next steps in this process were discussed by the PMAG at its October 4, 2000
meeting. Generally, these steps include but are not limited to copying this report for all
interested system stakeholders, creating a task force of stakeholders to advise in the
selection of priority indicators and development of measures and data sources for each
indicator, analyzing the MHSIP data and data collection that currently exists to
determine its usefulness going forward or for comparisons looking back, and whether
the current MHSIP outcome and performance indicators and data sources would be
adequate to address the concerns and the desired indicators discussed by the original
PMAG, educating providers regarding the need for data, inventorying the data currently
available, and beginning to collect and report on data to stakeholders, legislators,
media, and others.

These actions should be quick and decisive to assure momentum does not die
regarding the implementation of collection and reporting of outcome and performance
information. The recommended steps and proposed timelines are as follows:

1. Discuss this report at the December meeting of MHOAC.?? (December 2000)

2. Appoint a time limited stakeholder advisory work group (PMAG or another group)
consisting of providers, members of MHOAC, consumers and family members,
other interested state systems/functions, and AMDD staff as desired. (January
2001)

3. Develop and distribute the first regional profile report with the data available
covering the last quarter of FY 2000, April to June 2000. (January 2001)

4. Convene the Outcome and Performance Measurement Advisory Group
(OPMAG) approximately monthly to review the first regional profile reports and
discuss priority indicators and related measures and data sources. (January —
June 2001)

5. Begin data collection on additional indicators and measures and continue
regional profile reports. (April to June 2001)

6. Develop and distribute quarterly regional profile reports for first and second
guarters of FY 2001 covering July to December 2000. (April 2001)

7. Combine regional profile data and additional indicators into recommended
domains for quarterly AMDD Quarterly Performance Report beginning third
guarter of FY 2001 covering January to March 2001. (July 2001)

8. Settargets for FY 2002 for regional profile indicators and/or for additional
indicators for AMDD Quarterly Performance Report for first quarter of FY 2002
covering July to September 2001. (June 2001)

221t should be noted that a brief discussion of this and the other TAC reports did occur at the December
2000 MHOAC meeting.
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9. Develop and distribute first AMDD Quarterly Performance Report including both
regional profile data and additional indicators in five domains for third and fourth
guarters of FY 2001 covering January to June 2001. (July and October 2001)

10.Develop and begin distributing AMDD Quarterly Performance Reports compared
to expected targets for FY 2002 quarters with the first one covering July to
September 2001. (January 2002)

11.Refine and expand indicators, measures, data sources, and expected targets for
FY 2003 covering July 2002 to June 2003. (May 2002)

Throughout this process, the OPMAG and the MHOAC should be utilized to discuss
outcome and performance reports, provide additional input, and assist in making
refinements and working out operational issues that may arise. Itis important that the
timelines associated with this process not be allowed to slip in order to keep the process
moving and not become just one more attempt at developing performance indicators to
measure that does not materialize.

V. CONCLUSION

This report describes a framework and a process for beginning a quality
management/improvement and outcome and performance measurement process for
Montana’s mental health system. It does not propose at this time exactly how to
measure the indicators or the tools or data sources that should ultimately be used.
Rather, these should come from the stakeholder group and the AMDD staff working
together over the next several months. These decisions will be made ultimately by
AMDD after beginning regional profiles and after considering stakeholder input and data
capacity. However, the proposed process should be accomplished quickly and
decisively and action taken without further deliberation. Refinements can and should
occur later, but delay because consensus cannot be achieved or because data
collection is difficult should not be allowed. Consensus will emerge and data collection
will get easier as practice with outcome and performance measurement increases.

No outcome and performance measurement process will be without problems or
provide perfect information to satisfy all stakeholders or AMDD. The development and
refinement of measures will continue over time. The important concept is to decide and
begin with what is doable and agreed upon and continue to improve the system'’s ability
to capture information about performance and outcomes as dialogue continues and
experience grows.
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Task Three: Findings and System
Recommendations

l. INTRODUCTION

This report constitutes the third deliverable from the Technical Assistance Collaborative,
Inc. (TAC) to the Montana Addictive and Mental Disorders Division (AMDD) of the
Department of Public Health and Human Services (DPHHS) under the current mental
health system evaluation and planning project. This report is a narrative description of
TAC's findings and observations from a variety of information sources, namely:

= Interviews with system stakeholders including providers, consumers, families,
advocates, legislators, and advisors, as well as staff various divisions of DPHHS
and other state departments;

= Observations of programs and services during three on-site visits;

= Review of numerous documents, clinical criteria, reports, regulations, and database
descriptions provided by AMDD;

= Review of recommendations and materials from, as well as discussions with, the
Mental Health Oversight Advisory Committee (MHOAC), the Mental Health
Ombudsman, the HIR 35 Subcommittee on Mental Health, the Montana Protection
and Advocacy Agency, Mountain Pacific Quality Health Foundation (the utilization
management vendor) and other interested parties and organizations in Montana,

= Reviews of reports and materials from numerous states and national organizations
regarding mental health services and delivery systems; and

= The knowledge of and experience of the TAC team with other state and local mental
health systems.

A list of documents reviewed and persons interviewed for this review of Montana’s
mental health system are included in Appendices A and B.

It is important to acknowledge the particular work done by the MHOAC on a number of
critical system and service issues in Montana. TAC has been provided with a copy of
MHOAC’s minutes and recommendations. TAC agrees with a number of these
recommendations while others are either too general or need additional detail to be
more understandable. There are a few recommendations that TAC either did not agree
with, or has some questions about as they are stated. Some MHOAC
recommendations will add important detail and action steps as the recommendations in
this report are considered and acted upon (for example, some of the recommendations
about training and services may be important parts of the strategic plan or the needs
assessment recommended by TAC, if these recommendations are pursued). The
MHOAC material and other system stakeholder input was especially valuable to TAC as
we did our review and formulated findings and system recommendations.
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This report should be read in conjunction with the first task (Task One) deliverable from
TAC that described and evaluated the current mental health system in Montana through
analysis of data available from a variety of sources including — but not limited to — paid
claims, state hospital data, out-of-state placement of children, and private hospital
psychiatric utilization data. These data helped to inform TAC regarding some of the
observations and findings described in this report. TAC’s second deliverable (Task
Two) should also be considered when reading this report. In fact, that report and the
process that helped shape the recommendations in that report regarding what outcome
and performance measures to utilize to begin a quality management and improvement
system for Montana’s mental health system, are referenced in this report.

All three reports produced by TAC are about the way Montana’s system is organized,
managed, and funded. Part of TAC'’s review was about the adequacy of services either
in terms of amount or in terms of clinical approach. However, the observations made in
this report are not about specific programs, specific providers, or even really about
specific services. Rather, these reports discuss the infrastructure issues that prevent
services from being as adequate or as effective as they could be and that prevent
outcomes and performance from being what consumers and the Montana community
expect.

These recommendations will require that certain conditions exist or are created if they
are to be successfully implemented. These necessary conditions are referenced in
general in this draft. However, a more specific discussion of what it will take to
implement these recommendations will be included in the final Task Three report once
this draft has been reviewed by AMDD and by system stakeholders.

TAC acknowledges from the outset that all these recommendations cannot be
accomplished or at least not all at once. However, this report will hopefully provide
readers with a blueprint for moving Montana’s system forward, one step at a time.

II.  FINDINGS
A. Service System Culture and Capacity

The Montana Mental Health system does not currently have a culture and capacity that
lends itself to maximization of resources or services to assure the most benefit is
provided for eligible persons. This culture and capacity issue is evident in the system’s
lack of a consistent, coherent service philosophy, inadequate service array, and
insufficient involvement of consumers and families in service development,
implementation, and evaluation.

Service philosophy and system culture
The Montana mental health system for children and adults does not have a consistent
philosophy about what the results should be when the services are delivered and the
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client® is no longer in need of the services provided. This decision or judgment is left

largely to each individual service provider or practitioner. Likewise, the system is
focused currently on the payment structures and amounts or the licensure or
authorization requirements for each type of care or service covered by the Montana
Medicaid and MHSP plan. As a result, there is not an evident culture supporting
recovery or symptom reduction and return to normal living, or a culture of long term
supports in the least restrictive and most normalized settings possible. Rather, the
system culture and philosophy of care varies geographically and is focused on
providing, funding, and advocating for new or expanded services rather than on the
results desired or expected from the system’s activities.

This culture is a more typical healthcare or Medicaid culture than a mental health or
disabilities services culture. While there are good values expressed by the leaders and
advocates within Montana’s mental health system?*, and while there were laudable
goals involved in Montana’s efforts to develop a single managed care approach to its
service delivery system whether for Medicaid or non-Medicaid eligible persons, the
focus on and challenges of this effort for the last several years has occurred at the
expense of a focus on service guidance and coherent service system development.

The understanding and infusion of new service technologies has also been left to
individual providers or practitioners. System leaders have not had time to address
these issues in the face of the move from a franchised regional grant-based system to a
managed care capitated system and then back to a semi-managed fee for service
environment with any provider able to meet licensure standards allowed to provide care
and bill for services. The system is growing haphazardly in a sort of free market kind of
mentality and without planned attempts to assure services are available and adequate
throughout all parts of Montana for all eligible populations, with the most likelihood of
positive results.

The need to pay attention to the philosophy or culture of Montana’s service delivery
system is critical. The inattention to these issues will result in continued inadequacy of
services, as described below.

Inadequate service array

While no state and few communities have adequate services to meet the needs of
residents with mental health problems, Montana’s mental health services for children
and adults are not meeting the needs of Montana’s citizens. The services available
through both Medicaid and MHSP are disproportionately facility based, do not always
make use of the most recent service technology innovations, and are not driven by a
common agreement about what each community needs to adequately address the

% The word “client” and the word “consumer” are used interchangeably throughout this report. They

mean individuals (both adults or children) or their families who currently, or in the past, received or
requested services from mental health agencies or practitioners.

4 The core values identified in the Mental Health Services Bureau’s draft plan include: respect, choice,
quality, community, flexibility, participation, awareness, stewardship, safety, access and recovery. These
values are excellent and have been a consistent theme throughout Montana’s mental health system
efforts over the last several years.
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needs of even adults with serious and persistent mental illness and
children/adolescents with serious emotional disturbance. There are important service
types missing in most geographic areas, and insufficient amounts or inadequate
coordination of the services that do exist in many areas of the state.

For example, the array and amount of crisis services throughout the state are generally
not adequate to meet the needs of most communities and most individuals in the

eligible populations. Crisis services often involve police, hospital emergency rooms,
and high intensity service interventions. While CMHCs are funded to provide an array

of crisis services, there are no particular requirements or incentives for establishing
mobile crisis teams, in-home crisis respite, on-going or immediate access crisis groups,
or peer support crisis or crisis prevention services. CMHC crisis residential beds are
available only in the most populated geographic areas and are not always fully utilized.
At the same time, CMHCs are not always made aware of persons entering other service
providers in crisis. CMHC crisis workers are not available 24 hours per day in all
regions. Emergency services are provided by different systems and different
practitioners, depending on what system first encounters the individual or family in

crisis. Specialized mobile services for children and families in crisis that would respond
to schools or to home environments are sparse or non-existent in most areas.

There is currently no systemic way statewide for CMHCs or other primary service
providers to know when persons in their care enter into a crisis state or emergency
services setting. Communication among hospital emergency rooms and other crisis
intervention providers is variable, depending on the community resources and the
leaders of the respective service providers and agencies. In some areas, adults and
children are ending up in community hospital settings, the state hospital, intensive
residential settings, local jails, or other high cost, high intensity settings when they could
be diverted or served more effectively in less intensive ways and connected or
reconnected more quickly to on-going community-based care.

There are few jail diversion projects or services that work to keep adults or children out
of correctional institutions at the local level. To the extent that services are available for
these populations, they are focused on services while in adult jail or juvenile corrections
facilities or while they are in the court process. Both pre- and post-booking diversion for
adults and coordinated efforts to get juvenile offenders out of juvenile justice settings
and back into supportive services to the child/adolescent and the family are necessary.
These services require significant interaction with other systems such as courts,
corrections, police, and schools.

Residential services for children represent a significantly high proportion of dollars and
children served in Montana’s system. [See TAC'’s Task One report, Assessment of the
Mental Health Services Plan and the Medicaid Mental Health Plan, regarding the
proportion of dollars and persons served in residential or facility based settings.] At the
same time, the amount of wrap around services for children and in-home family
supports provided for the families of SED children is significantly small. Most persons
TAC interviewed as well as the Task One data analysis indicated a relatively complete
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