AMENDMENT 8

AMENDMENT TO CONTRACT BETWEEN

STATE OF IOWA DEPARTMENT OF HUMAN SERVICES

AND

STATE OF IOWA DEPARTMENT OF PUBLIC HEALTH

AND

MAGELLAN HEALTH SERVICES

FOR THE

IOWA PLAN FOR BEHAVIORAL HEALTH

EFFECTIVE  DATE  JULY 1, 2006

Whereas the parties to the above agreement, in order to modify the contract to update the Performance

Indicators for the current contract year, mutually agree to adopt the performance indicators in Exhibit E,

attached.

Additionally the Department of Human Services sets the penalties attached to the Department’s respective performance indicator carrying penalties as follows:

All performance indicators are measured quarterly for purposes of penalties.  Performance indicator numbers 1, 2, 6, 7, 9, 10, 11, 12, 13 will carry liquated damages of $5000 for the first Occurrence (as defined below) exceeding the limit of the particular indicator, $10,000 for the second Occurrence, and $15, 000 for the third Occurrence. Performance indicator numbers 3, 4, 5, and 8 carry liquidated damages of $5000 for the first Occurrence exceeding the limit of the particular indicator, $25,000 for the second Occurrence and $50,000 for the third Occurrence.  For this purpose, an “Occurrence” shall mean the failure to comply with the minimum performance level specified in a single performance indicator for any two or more quarters in a plan year.  Thus, by way of example, if the Contractor misses the standard for a single performance indicator in two quarters during the plan year, this constitutes a first Occurrence; three quarters constitutes a second Occurrence; and four quarters constitutes a third Occurrence.

The Department of Human Services shall be solely responsible for determining whether the Contractor has met the required level of performance.  





SIGNATURE PAGE FOLLOWS

SIGNATURES


State of Iowa acting by and

through the Iowa Department

of Human Services:                                                                       Date:

By:____________________________________ 

________________________

Kevin W. Concannon, Director

State of Iowa acting by and 

through the Iowa Department 

of Public Health

By: ____________________________________

________________________

Janet Zwick, Deputy Director

For Magellan Behavioral Health Services

By: _____________________________________

_______________________

Russell Petrella, COO

                                                                                                    Exhibit E
                                 Iowa Plan for Behavioral Health

                                     Performance Indicators

                                    July 1, 2006 to June 30, 2007

PERFORMANCE INDICATORS 

CARRYING MEDICAID FINANCIAL INCENTIVES

for the

IOWA PLAN FOR BEHAVIORAL HEALTH

The Contractor shall provide to the Departments a monthly written report on all performance indicators including those to which incentive payments have been attached. 

For the attainment of each designated financial incentive performance indicator for the time period of July 1, 2004, through June 30, 2005, the Contractor shall be paid the amount associated with each indicator.  The Department of Human Services shall be solely responsible for determining whether or not the contractor has met the required level of performance.  DHS will validate all information provided by the Contractor prior to issuing incentive payments. 

	1. Quality of Care: Readmission Rate of mental health inpatient readmission by children and adults and overall at 7, 30, and 90 days.

Incentive PI:  30-day readmission – 15% or less

Monitor to the following:

7 day readmission –   children 6%          adults 6%

30 day readmission – children 15%        adults 15%

90 day readmission – children 25%        adults 25%

Numerator:  The number of inpatient readmissions within 7/30/90 days of discharge

Denominator:  The number of inpatient discharges that occur within the reporting periods, less 30 days.*

*Discharges/readmits at the MHIs where the client is moving between inpatient and residential are not counted.



	Standard for incentive
	
	30-day readmission by children and adults at 15% or less
	

	Monitor only
	7-day readmission for children and adults

6% or less
	30-day readmission by children and adults

15% or less
	90-day readmission by children and adults25% or less


	2.
Consumer Involvement
The Contractor shall arrange or participate in 450 JTP conferences per contract period with the consumer participating in at least 97% of the JTP conferences.  The number of JTP conferences will be measured by the number of times during the contract period in which staff representing the Contractor participated in pre-scheduled conference calls or face-to-face meetings in which persons authorized to commit funds from at least one other funding stream worked with or on behalf of an enrollee to design or revise a treatment plan.

The determination of the percentage of JTP conferences with consumer participation is as follows:

Numerator:  The number of JTP conferences (as described above) in which the enrollee (or the enrollee’s family or legal representative if the enrollee is a child) was present.

Denominator:  The number of JTP conferences (as described above) performed by the Contractor.

Data source:  JTP Tracking System.

	Standard
	450 JTP Conferences per contract year

97% or more consumer involvement


	3.
Community Tenure

The average time between mental health hospitalizations shall not fall below 60 days for children and adults

For enrollees defined as “High Need” that were admitted to a mental health inpatient hospital setting which is funded by the Contractor and subsequently readmitted to a mental health inpatient hospital setting funded by the Contractor within the contract period and the preceding 12 months of the contract period, the average number of days between discharge and readmission(s).  The numbers must reflect all enrollees who were re-admitted despite Contractor denial as well as those enrollees whose admission was authorized.

Data Source:  Authorizations.

	Standard
	Incentive: 60 days or more combined children & adults

Monitor for 52 days or more (children) and

74 days or more for adults


	4.
Involuntary Hospitalization
The percent of involuntary admissions for mental health treatment to 24-hour inpatient settings shall not exceed 15% of all children admissions and 10% of all adult admissions.  

Numerator:  The number of enrollees involuntarily admitted for mental health treatment to all inpatient settings regardless of whether the Contractor authorized or is funding the hospitalization.  This includes enrollees involuntarily admitted to the State Mental Health Institutes.

Denominator:  The number of enrollees admitted for mental health treatment to all inpatient settings regardless of whether the Contractor is authorizing or is funding the hospitalization.  This includes enrollees involuntarily admitted to the State Mental Health Institutes.

Exclude from the formula children under the custody of DHS since they may be court-ordered.

Data Source:  Authorizations.

	Standard
	( 15% child admissions

( 10% adult admissions


	5.
Service Array
At least 6% of mental health service expenditures will be used in the provision of integrated services and supports, including natural supports, consumer run programs, and services delivered in the home of the enrollee.

Numerator:  The Contractor’s mental health expenditures for integrated services and supports, consumer run programs, and services delivered in the consumer’s home.

Denominator:  The Contractor’s total claims expenditures for mental health services.

Data Source:  Claims.

	Standard
	6% or more


	6.
Quality of Care
90% of persons discharged from mental health inpatient care will receive other treatment services within 7 days of discharge date.

Numerator:  Number of discharges from a mental health inpatient setting (whether or not the inpatient hospitalization was authorized by the Contractor at the time of discharge) during the contract period for whom claims data or information from a provider reflects subsequent treatment service or a follow-up with Magellan’s Intensive Care Manager within 7 calendar days of the discharge date.

Denominator:  Number of discharges from a mental health inpatient setting during the contract period (whether or not the inpatient hospitalization was authorized by the Contractor at the time of discharge).

Note:  Clients not enrolled in the Iowa Plan at the time of discharge are excluded, even those clients who later gain Iowa Plan enrollment for the month of service.  Clients determined to be admitted for a non-Iowa Plan diagnosis are excluded.

Data Source:  Authorizations, ICM database and claims.

	Standard
	90% or more within 7 days


	7.
Quality of Care
60% of enrollees discharged from ASAM Levels III.5 and III.3 and receiving a follow-up substance abuse service within 14 days of discharge.

Numerator:  The number of clients discharged from ASAM Levels III.5 and III.3 who received a follow-up substance abuse service reimbursed by the Contractor or a follow-up with Magellan’s within 14 days (as documented in the Contractor’s claim system) of discharge.

Denominator:  The number of clients discharged from ASAM Levels III.5 and III.3.

Data Source:  Authorizations, ICM database, and Claims.

	Standard
	60% or more


	8.  Quality of Care
90% of all discharge plans written for enrollees being released from a mental health inpatient hospitalization shall be implemented. (Minimum of 185 charts)

Numerator:  Number of enrollees* who have been discharged from a mental health inpatient setting during the contract period (whether or not the inpatient hospitalization was authorized by the Contractor at the time of discharge) for whom claims data or provider records reflect implementation of the follow-up plan written with the enrollee at the time of discharge.

Denominator:  Number of enrollees* who have been discharged from a mental health inpatient setting during the contract period (whether or not the inpatient hospitalization was authorized by the Contractor at the time of discharge).

*Numerator and Denominator numbers are based solely on the number of record reviews completed during the measurement period.

DHS has the right to approve the sampling methodology and review criteria should the Contractor utilize provider records for this measurement.

Data Source:  Tracking System.

	Standard
	90% or more

Minimum of 185 charts


MEDICAID PERFORMANCE INDICATORS

WITH FINANCIAL PENALTIES

for the

IOWA PLAN FOR BEHAVIORAL HEALTH

   for

         CONTRACT PERIOD 

       July 1, 2005 – June 30, 2006

The Contractor shall provide to the Departments a monthly written report on all performance indicators including those to which disincentive have been attached.  Each indicator should be reported with either monthly or quarterly measures (as specified in the reporting requirements) and a contract year-to-date measure but for purposes of penalties shall be measured quarterly.   

The initial review period will begin July 1, 2005 and end June 30, 2006.  Disincentives shall be assessed solely at the discretion of the Department of Human Services.  The Department reserves the right at any time to audit records upon which the performance indicator reports are based.

	1.
Consumer Involvement

New enrollee information, including a list of network providers, will be mailed to each new enrollee in the Iowa Plan within 10 working days after the first time their name was provided to the Contractor.

When the name of a new Iowa Plan enrollee is provided to the Contractor, no more than 10 working days shall elapse before the Contractor mails required new enrollee information on Iowa Plan services.  The standard shall be met for 95% of all enrollees, and in no case shall more than 15 working days elapse before all new enrollees are mailed enrollment information.

Data Source:  Manual Tracking System.

Reported: Quarterly

	Standard
	95% within 10 working days

100% within 15 working days


	2.
Quality of Care

A discharge plan shall be documented on the day of discharge for 90% of enrollees being discharged from the following mental health settings:  inpatient, partial hospitalization, and day treatment.  The discharge plan at a minimum includes the following first three items:  1) the next appointment(s) and/or place of care, 2) medications (if applicable), 3) emergency contact numbers, and 4) as applicable; restrictions (if any) on activities and when they can return to work/school including the school setting.

Numerator:  The number of enrollees* who have been discharged from mental health inpatient, mental health partial hospitalization, and mental health day treatment for whom a discharge plan was documented in the record on the day of discharge.

Denominator:  The number of enrollees* discharged from mental health inpatient, mental health partial hospitalization, and mental health day treatment settings.

Note:  This measurement excludes enrollees who left treatment against medical advice.

*Numerator and Denominator numbers are based solely on the number of record reviews completed during the measurement period.

Data Source:  Retrospective Chart Reviews.

Reported: Quarterly

	Standard
	90% or more


	3.
Quality of Care

The percentage of enrollees under the age of 18 discharged from a mental health inpatient setting to a homeless or emergency shelter shall not exceed 1.5% of all mental health inpatient discharges of children under the age of 18.

Numerator:  The number of enrollees under the age of 18 who were transferred to a homeless or emergency shelter upon discharge from mental health inpatient care.

Denominator:  The number of enrollees under the age of 18 who were discharged from mental health inpatient care.

Note:  Enrollees may be excluded if discharged upon the documented recommendation of a DHS or JCS worker.

Data Source:  Authorizations.

Reported: Quarterly

	Standard
	( 1.5%


	4.
Quality of Care
95% of enrollees who received services in an emergency room and for whom inpatient care was requested but not authorized shall have a follow-up contact within 3 business days of the date the Contractor is notified of the ER service.

Numerator:  The number of enrollees who were served in an emergency room, for whom inpatient care was requested and denied, and who received a documented follow-up contact within 3 business days of the date the Contractor was notified of the emergency room service.

Denominator:  The number of enrollees who were served in an emergency room, for whom inpatient care was requested and denied.

Note:  Documented follow-up may include treatment at a 24-hour setting to which the enrollee returned or was admitted following the ER presentation.  In addition, documented follow-up includes Contractor’s attempt to reach the enrollee telephonically for each 24-hour period up to 3 business days and a subsequent letter to the enrollee within 3 business days if the enrollee could not be reached telephonically.

Data Source:  ER Tracking System.

Reported: Quarterly

	Standard
	95% or more within 3 business days


	5.
Quality of Care
The Contractor shall arrange or participate in at least 20 Joint Treatment Planning conferences per month.

The number of times during a calendar month in which staff representing the contractor participated in prescheduled conference calls or face-to-face meetings in which persons authorized to commit funds from at least one other funding stream worked with or on behalf of an enrollee to design or revise a treatment plan.

Data Source:  JTP Tracking System.

Reported: Monthly

	Standard
	20 or more each month


	6.
Quality of Care
At least 60% of enrollees discharged from 24-hour substance abuse services including PMIC (excluding Level III.1 – Halfway House) receive a follow-up substance abuse service within 30 days of discharge.

Numerator:  The number of clients discharged from 24-hour substance abuse services (excluding Level III.1 – Halfway House who received a follow-up substance abuse service reimbursed by the Contractor within 30 days of discharge (as documented in the Contractor’s claim system).

Denominator:  The number of clients discharged from 24-hour substance abuse services (excluding Level III.1 – Halfway House).

Data Source:  Authorizations and Claims

Reported: Quarterly

	Standard
	60% or more


	7.
Quality of Care: Substance Abuse Treatment Discharge Plan

A discharge plan shall be documented on the day of discharge for 90% of enrollees being discharged from a substance abuse ASAM level III.7, III.5, and III.3 setting.  The discharge plan at a minimum includes the following first two items:  1) the next appointment(s) and/or place of care, 2) emergency contact numbers, and 3) as applicable;  medications, restrictions (if any) on activities and when they can return to work/school including the school setting.

Numerator:  The number of enrollees* who have been discharged from a substance abuse ASAM level III.7, III.5, and III.3 setting for whom a discharge plan was documented in the record on the day of discharge.

Denominator:  The number of enrollees* discharged from a substance abuse ASAM level III.7, III.5, and III.3 setting.

Note:  This measurement excludes enrollees who left treatment against medical advice.  This measure may be done based on a random sample of record audits.  
*Numerator and Denominator numbers are based solely on the number of record reviews completed during the measurement period.

Data Source:  Retrospective Chart Reviews.

Reported: Quarterly

	Standard
	90% or more


	8.
Claims Payment
Medicaid claims shall be paid or denied within the following time periods:

· 85% within 12 calendar days

· 90% within 30 calendar days

· 100% within 90 calendar days

Times shall be calculated from the date the claim is received by the Contractor until the date the check or denial letter is mailed to the provider.  

Data Source:  Claims

Reported: Quarterly

	Standard
	85% within 12 calendar days

90% within 30 calendar days

100% within 90 calendar days


	9.
Appeal Reviews

95% of appeals will be resolved as expeditiously as the enrollee’s health condition requires and within 14 calendar days from the date the Contractor received the appeal, other than in instances which the enrollee has requested, or DHS has approved, an extension.  100% must be resolved within 45 calendar days from the date the Contractor received the appeal, even in the event of an extension.

In the event of an extension, 95% of the time the Contractor will resolve the appeal within the additional 14 calendar day period, and, in the case of a DHS-approved extension, give the enrollee written notice of the reason for the decision to extend the timeframe. 

Data Source:  Appeal Tracking System.

Reported: Quarterly

	Standard
	95% within 14 calendar days

100% resolved within 45 calendar days

95% of extended reviews resolved within 14 calendar days from the end of the initial 14-day period


	10.  Expedited Appeal Reviews

95% of expedited appeals will be resolved as expeditiously as the enrollee’s health condition requires and within 3 working days from the date the Contractor received the appeal, other than in instances which the enrollee has requested, or DHS has approved, an extension.  100% must be resolved within 45 calendar days from the date the Contractor received the appeal, even in the event of an extension.

In the event of an extension, 95% of the time the Contractor will resolve the appeal within 14 calendar days from the end of the 3 working day period, and, in the case of a DHS-approved extension, give the enrollee written notice of the reason for the decision to extend the timeframe. 

Data Source:  Appeal Tracking System.

Reported: Quarterly

	Standard
	95% within 3 working days

100% resolved within 45 calendar days

95% of extended reviews resolved within 14 calendar days from the end of the 3-day period


	11.
Grievance Reviews

95% of grievance will be resolved as expeditiously as the enrollee’s health condition requires and within 14 calendar days from the date the Contractor received all information necessary to resolve the grievance, and 100% must be resolved within 90 calendar days of the receipt of all required documentation  

Data Source:  Grievance Tracking System.

Reported: Quarterly

	Standard
	95% within 14 calendar days

100% resolved within 90 calendar days 


	12.
Network Management

Credentialing of all Iowa Plan providers applying for network provider status shall be completed as follows:  60% within 30 days; 100% within 90 days.

Completion time shall be tracked from the time all required paperwork is provided to the Contractor until the time a written communication is mailed or faxed to the provider notifying them of the Contractor’s determination.
Data Source:  Credentialing Tacking System.

Reported: Quarterly

	Standard
	60% within 30 days, 100% within 90 days


	13.
Network Management
Revisions to the Provider Manual shall be distributed to all network providers at least 30 days prior to the effective date of the revisions.  

Mailing dates of provider manual material shall be sent at least 30 calendar days prior to the effective date of material contained in the mailing.  This measure applies to all information sent for all network providers.

Note:  With approval from the Departments, the time period preceding the effective date of a change may be less than 30 days if the change confers a benefit on providers or those served through the Iowa Plan.

Data Source:  Manual.

Reported: Monthy

	Standard
	30 days or more prior to effective date


DPH PERFORMANCE INDICATORS

CARRYING DISINCENTIVES

for the

IOWA PLAN FOR BEHAVIORAL HEALTH 

for

CONTRACT PERIOD 

July 1, 2005 – June 30, 2006

	1.
Minimum Number:

The contractor shall meet the minimum number of unduplicated DPH clients.

Methodology:  Number of unduplicated clients in accordance with contract condition with DPH source of payment.

Data Source:  SARS

	Standard
	Minimum unduplicated number of DP participants =19,154


	2.
Use of Service Necessity Criteria:

90% of all retrospectively reviewed records for DPH participants will document the appropriate use of ASAM PPC 2-R. 

Data Source:  Provider records

	Standard
	90% appropriate use of service necessity criteria


	3.
Network Development:
DPH specific performance measures for the DPH participant provider network will be incorporated into all DPH participant provider network contract by December 1, 2004.   

Data Source:  Provider Contracts

	Standard
	100% of all contracts.  


	4.  
Timely Receipt of Care:

90% of DPH participants who request and are in need of treatment for IV drug abuse are admitted to the IV drug treatment program not later than 14 days after making the request for admission, or 120 days after the date of the request if no program has the capacity to admit the individual on the date of such request and if interim services are made available to the individual not later than 48 hours after such request.

Numerator:  number of DPH participants who request and are in need of IV drug treatment and who receive treatment within 14 days of making the request when program capacity exists at the time of the request

Denominator:  the number of DPH participants who request and are in need of IV drug treatment when program capacity exists at the time of the request
Numerator:  number of DPH participants who request and are in need of IV drug treatment and who receive treatment within 120 days of making the request when program capacity does not exists at the time of the request
Denominator:  the number of DPH participants who request and are in need of IV drug treatment when program capacity does not exists at the time of the request



	Standard
	90% or more in treatment within 14 days of request (capacity exists)

90% or more in treatment within 120 days of request (capacity doesn’t exist) 


	5.
Client Mix:

On an annual basis, the contractor shall maintain the minimum client mix as noted in the RFP Attachment to section 4B
Methodology:  Number of DPH participants with DPH source of funding

	
	
	Standard

	Women:
	
	27.8%

	Pregnant:
	
	4.3%

	Criminal justice referral source:
	
	63.9%

	Unemployed:
	
	30.7%

	Race other than white:
	
	12.5%

	Prior substance abuse treatment:
	
	41.3%

	Monthly taxable income under $1000:
	
	65%

	6.
Sliding Fee Scale

90% of all records reviewed retrospectively for DPH participants will be documented the appropriate use of the sliding fee scale.

Data Source:  Provider Records

	Standard
	90% of all retrospectively reviewed records.


PERFORMANCE INDICATORS MONITORING ONLY

for the
IOWA PLAN FOR BEHAVIORAL HEALTH

for

CONTRACT PERIOD 

July 1, 2005 – June 30, 2006

The Contractor shall provide to the Departments a monthly written report on all performance indicators for monitoring only.  Each indicator should be reported with monthly or quarterly measures (as specified) and with a contract year-to-date measure.

Consumer Involvement and Quality of Life

	1.
The Contractor will provide at least four educational offerings to Iowa Plan enrollees.  The educational offerings should include sponsorship or participation in one public forum related to mental health services.  Input from Consumer Roundtable will be used in selecting and designing the educational offerings.

	Standard
	Four educational offerings to enrollees


	2.  Consumer satisfaction surveys shall be conducted at least 2 times over contract period.

· The number of surveys distributed shall represent at least the minimum number required to comprise a statistically valid sample of those Iowa Plan enrollees who have accessed services in the past six months.

· Questions shall address areas recommended by the Consumer Roundtable.

· The acceptable response rate shall be determined by DHS, in consultation with Contractor and University researchers.

· Results shall be reported to consumers as well as corrective actions implemented in response to findings of the surveys.

	Standard
	Consumer Surveys conducted twice per contract year and results reported


	3.
Based on consumer satisfaction surveys, 85% of respondents will indicate some degree of satisfaction with services provided by the Iowa Plan.

	Standard
	85% or more


Access and Array
	4.
Based on claims payment data, the Contractor will provide services on an average of at least 7% of Iowa Plan enrollees each month.

The indicator is based on claims paid data for the month.  Enrollees will be calculated as the number of persons for whom a capitation payment was made for the month of service.

	Standard
	7% or more


	5.
By the end of the contract period, 12% of the Iowa Plan enrollees who access services will be provided services not previously funded through the Iowa Medicaid fee for service program.

	Standard
	12% or more by year’s end


	6.    By the end of the contract period, 15% of the expenditures from the claims fund will be for services not funded through the Iowa Medicaid fee-for-service program. 

	Standard
	15% or more by year’s end


	7.  Monitor the percent of enrollees who access non-24-hour services who are served within the county in which they are currently living or in an adjacent      county.  Access shall be measured separately for adults and children.

Specific providers may be excluded due to the provider’s address being different from that at which the service is actually provided.

	Standard
	Monitor  only where services are accessed


	8.
The number of Iowa Plan enrollees, reported overall and separately for children and adults, for whom wraparound and rehabilitation and support services were provided during the month shall be 1% or more for the aggregate eligible population.

This indicator will utilize claims paid data.

	Standard
	1% or more


	9.
Compliance with the following access standards:  Enrollees with emergency needs within 15 minutes of presentation or telephone contact with Contractor or provider; Enrollees with urgent non-emergency needs seen within 1 hour of presentation at a service delivery site or within 24 hours of telephone contact with contractor or provider; Enrollees with persistent symptoms within 48 hours of reporting symptoms; Enrollees with the need for routine services within 4 weeks of the request for an appointment.  (reported quarterly as YTD)

	Standard
	Emergency:  15 minutes of presentation or telephone contact

Urgent:  1 hour of presentation or within 24 hours of telephone contact

Persistent Symptoms:  within 48 hours of reporting symptoms

Routine Services:  within 4 weeks of request for appointment


	10.
Compliance with geographical standards of access:  Urban--inpatient 30 minutes; outpatient 45 minutes.  Rural--inpatient 45 miles; outpatient 34 miles.

	Standard
	Urban:  Inpatient 30 minutes; Outpatient 45 minutes

Rural:  Inpatient 45 miles; Outpatient 34 miles


	11.  Based on claims data during the contract period, the Contractor shall provide services to at least 13.5% of Iowa Plan enrollees.

Numerator:  The unduplicated number of enrollees receiving at least one service reimbursed by the Contractor.

Denominator:  Unduplicated number of enrollees.

  

	Standard
	13.5% or more


	12.
 The number of ER presentation shall not  exceed 8.5 visits/1000 enrollee months (annualized).

Numerator:  The number of mental health or substance abuse emergency room presentations for treatment by enrollees.

Denominator:  Number of enrollee months divided by 1000 and multiplied by 12.

Data Source:  Claims and enrollment

	Standard
	<8.5 visits per 1000 enrollee months


Quality and Appropriateness

	13.
The average length of stay for mental health inpatient shall not exceed the ALOS under FFS (12 days).

	Contract Period to Date
	 

	Standard
	ALOS Less than 12 days 


Integration and Interface

	14.  All eligible Iowa Plan enrollees who are identified as eligible for Intensive Care Management through MBCI criteria will receive Joint Treatment Planning services following their identification. 

One of the follow criteria needs to be met for an Iowa Plan client to be considered eligible for Intensive Care Management

1.  Has the client been readmitted within 30 days to inpatient or sub-acute due to medication compliance issues?

2.  Is the client:  HIV+, Pregnant, TB with active symptoms, IV drug user?

3.  Is the client currently suicidal with a plan, access, intent, and has there been a previous lethal suicide attempt requiring medical attention within the last year?
4.  Is the client having current homicidal ideation with a plan, means, access, and a history of violence?

5.  Does the client have current suicidal ideation and has the client had significant losses within the last 6 months (Question should be yes if client has had 2 of the following losses:  social, physical, financial, legal)?

6.  Is the client dual diagnosis (with active symptoms) of both chemical dependency and mental health) which contributes to clinical instability and is likely to complicate treatment?

7.  Based on the Contractor’s clinician’s judgment, client needs to be monitored as At Risk (staff with supervisor)?

	
	

	Standard
	Identified Intensive Case Management eligible clients will receive JTP services upon identification


	15.
Unduplicated number of enrollees in the Iowa Plan receiving service broken out by MH only, SA only, and both MH and SA.

	Standard
	Monitor Only


	16. The Contractor will conduct an annual provider survey in which at least 75% of network providers responding will indicate satisfaction.

	Standard
	75% or more Satisfaction


Incidence

	17. The Contractor will report the number and percentage of  “High Need” clients receiving services, stratifying by child and adult.

	CHILDREN
	
	
	
	
	
	
	
	
	
	
	
	

	# of High Need Clients Enrolled
	
	
	
	
	
	
	
	
	
	
	
	

	% of High Need Clients enrolled
	
	
	
	
	
	
	
	
	
	
	
	

	# of High Need Clients enrolled that received service
	
	
	
	
	
	
	
	
	
	
	
	

	% of High Need Clients enrolled that received service
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total number of Children High Need Clients:  


	ADULTS
	
	
	
	
	
	
	
	
	
	
	
	

	# of High Need Clients Enrolled
	
	
	
	
	
	
	
	
	
	
	
	

	% of High Need Clients enrolled
	
	
	
	
	
	
	
	
	
	
	
	

	# of High Need Clients enrolled that received service
	
	
	
	
	
	
	
	
	
	
	
	

	% of High Need Clients enrolled that received service
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total number of Adult High Need Clients:  


	18   MBC will identify dually diagnosed (active symptoms of both mental health and substance abuse) clients admitted to an MH/SA inpatient level of care or SA residential level of care (excluding Halfway House) and track the follow-up services paid by the Iowa Plan.  Clients with both Medicaid and Medicare will be excluded.

	# of Dual Diagnosis Discharges
	
	
	
	
	
	
	
	
	
	
	
	

	MH IP
	
	
	
	
	
	
	
	
	
	
	
	

	MH Subacute
	
	
	
	
	
	
	
	
	
	
	
	

	# rec’d follow-up services
	
	
	
	
	
	
	
	
	

	MH services only
	
	
	
	
	
	
	
	
	
	
	
	

	SA services only
	
	
	
	
	
	
	
	
	
	
	
	

	MH & SA services
	
	
	
	
	
	
	
	
	
	
	
	

	No services
	
	
	
	
	
	
	
	
	
	
	
	

	% rec’d follow-up services

	MH services only
	
	
	
	
	
	
	
	
	
	
	
	

	SA services only
	
	
	
	
	
	
	
	
	
	
	
	

	MH & SA services
	
	
	
	
	
	
	
	
	
	
	
	

	No services
	
	
	
	
	
	
	
	
	
	
	
	


	# of Dual Diagnosis Discharges
	
	
	
	
	
	
	
	
	
	
	
	

	SA IP
	
	
	
	
	
	
	
	
	
	
	
	

	SA III.7
	
	
	
	
	
	
	
	
	
	
	
	

	SA III.5/III.3
	
	
	
	
	
	
	
	
	
	
	
	

	# rec’d follow-up services

	MH services only
	
	
	
	
	
	
	
	
	
	
	
	

	SA services only
	
	
	
	
	
	
	
	
	
	
	
	

	MH & SA services
	
	
	
	
	
	
	
	
	
	
	
	

	No services
	
	
	
	
	
	
	
	
	
	
	
	

	% rec’d follow-up services

	MH services only
	
	
	
	
	
	
	
	
	
	
	
	

	SA services only
	
	
	
	
	
	
	
	
	
	
	
	

	MH & SA services
	
	
	
	
	
	
	
	
	
	
	
	

	No services
	
	
	
	
	
	
	
	
	
	
	
	


	19.  The Contractor will monitor the number and percentage of clients presenting to the Emergency room that had a service within 30 days prior to the Emergency Room presentation.



	# of ER Presentations
	
	
	
	
	
	
	
	
	
	
	
	

	# with prior service within 30 days
	
	
	
	
	
	
	
	
	
	
	
	

	% with prior service
	
	
	
	
	
	
	
	
	
	
	
	

	Standard
	Monitor only


	20.  The Contractor will report the number and percentage of eligibles discharged from 24-hour substance abuse services (excluding Level III.1-Halfway House) for whom follow-up service is provided within 7-days of discharge and within 30 days of discharge.

Methodology:  stratify by Level IV – inpatient, Level III.7, Level III.5/III.3, and PMIC

	Standard
	Monitor only


	21. The Contractor shall screen all enrollees admitted to MH and SA inpatient level of care for psychotropic medication use at admission.  If the medication is not considered to be appropriate to the diagnosis/symptoms, interventions will be made with the prescribing doctor.

Methodology:  a) count # of enrollees admitted & screened, stratified by MH and SA; b) % of enrollees admitted and screened using psychotropic medications at admissions, stratified by MH and SA,; c) % of enrollees with  medication found to be inappropriate to the diagnosis/symptoms 

	Standard
	Monitor only


	22. Quality  of Care:  Treatment of Dually Diagnosed

The Contractor shall increase the percent of dually diagnosed enrollees discharged from inpatient substance abuse and mental health treatment settings such that at least 40% of discharged enrollees receive both substance abuse and mental health services within 7 working days of discharge.

Numerator:  Dually diagnosed enrollees discharged from either an inpatient substance abuse or mental health treatment setting who received both substance abuse and mental health services within 7 working days of discharge.  Enrollees with both Medicaid and Medicare are excluded.

Denominator: Dually diagnosed enrollees discharged from either an inpatient substance abuse or mental health treatment setting.  Enrollees with both Medicaid and Medicare are excluded.

 Data Source:  Claims, ICM, authorizations

	Standard
	40% or more


