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Introduction

Introduction

This report presents the 2014 results of the external quality review of Spokane County’s Regional
Support Network (SCRSN) serving Washington Medicaid recipients.

In 2014, DBHR contracted with eleven RSNs throughout the State of Washington to provide
comprehensive and culturally appropriate mental health services for adults, children and their families.
DBHR currently contracts with the RSNs to deliver mental health services for Medicaid enrollees through
managed care. The RSNs administer services by contracting with provider groups, including community
mental health programs and private nonprofit agencies, to provide mental health treatment. The RSNs
are accountable for ensuring that mental health services are delivered in a manner that complies with
legal, contractual, and regulatory standards for effective care.

SCRSN is a program under Spokane County Community Services, Housing and Community
Development Department, which administers public mental health funds for Spokane County and seven
other counties in North Central Washington. The RSN does not provide any direct client services,
however it provides funding and oversight for direct client services and other assistance within available
resources and 22 contracts with provider agencies. SCRSN has approximately 225,000 Medicaid
beneficiaries enrolled with the RSN.

The Balanced Budget Act (BBA) of 1997 requires State Medicaid agencies that contract with managed
care plans to conduct and report on specific External Quality Review activities. As the external quality
review organization (EQRO) for the Washington State Department of Social and Health Services (DSHS)
Division of Behavioral Health and Recovery (DBHR), Qualis Health has prepared this report to satisfy the
federal EQR requirements.

In this report, Qualis Health presents the results of the EQR to evaluate access, timeliness and quality of
care for Medicaid enrollees delivered by health plans and their providers. The report also addresses the
extent to which the RSN addressed the previous year's EQR recommendations (see Appendix A).

EQR activities

EQR Federal regulations under 42 CFR 8438.358 specify the mandatory and optional activities that the
EQR must address in a manner consistent with protocols of the Centers for Medicare & Medicaid
Services (CMS). This report is based on information collected from the RSN based on the CMS EQR
protocols:

1 Compliance monitoring through document review, clinical record reviews, on-site interviews at
the RSN and telephonic interviews with provider agencies to determine whether the RSN met
regulatory and contractual standards governing managed care

1 Encounter data validation conducted through data analysis and clinical record review

1 Validation of performance improvement projects (PIPs) to determine whether the RSN met
standards for conducting these required studies
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1 Validation of performance measures including an Information Systems Capabilities
Assessment (ISCA)

Together, these activities answer the following questions:
1. Does the RSN meet CMS regulatory requirements?
2. Does the RSN meet the requirements of its contract with the State and the Washington State
administrative codes?
3. Does the RSN monitor and oversee contracted providers in their performance of any delegated
activities to ensure regulatory and contractual compliance?
4. Does the RSN conduct the two required PIPs, and are they valid?
Does the RSN produce accurate and complete encounter data?
6. Does the RSN’s information technology infrastructure support the production and reporting of
valid and reliable performance measures?

o
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Executive Summary

In fulfilment of federal requirements under 42 CFR 8438.350, the Washington State Department of Social
and Health Services (DSHS) Division of Behavioral Health and Recovery (DBHR) contracts with Qualis
Health to perform an annual external quality review (EQR) of the access, timeliness and quality of
managed mental health services provided by Regional Support Networks (RSNs) to Medicaid enrollees.

In 2014, DBHR contracted with eleven RSNs throughout the State of Washington to provide
comprehensive and culturally appropriate mental health services for adults, children and their families.
This report summarizes the 2014 review of Spokane County Regional Service Network (SCRSN).

Qualis Health’s EQR consisted of assessing and identifying strengths, recommendations requiring
corrective action plans and opportunities for improvement. for the RSN’s compliance with State and
Federal requirements for quality assessment and performance improvement, validating encounter data
submitted to the State, completing an information system capability assessment, and validating the RSN’s
performance improvement projects.

For a complete list of all recommendations requiring Corrective Action Plans (CAPs), refer to Appendix B.

Scoring Icon Key

® Fully Met (pass) Partially Met (pass) ® Not Met (fail) ® nA (not
applicable)

Compliance Review Results

This review assesses the SCRSN overall performance, identifies strengths, and notes Opportunities for
Improvement and Recommendations requiring Corrective Action Plans (CAPS) in areas where the RSN
did not clearly or comprehensively meet Federal and/or State requirements. The accompanying
recommendations offer guidance on how the SCRSN may achieve full compliance with State contractual
and Federal CFR guidelines. The results are summarized below in table A-1. Please refer to the
Compliance Review section of this report for complete results.

Table A-1: Summary Results of Compliance Monitoring Review, by Section
CMS EQR Protocol CFR Citation Results ‘

Section 1. Availability of Services 438.206
® Fully Met (pass)

Section 2. Coordination and Continuity  438.208

of Care o Fully Met (pass)
Section 3. Coverage and Authorization  438.210 .

of Services Partially Met (pass)
Section 4. Provider Selection 438.214

® Fully Met (pass)

Section 5. Subcontractual 438.230
Relationships and Delegation ® Fully Met (pass)
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Section 6. Practice Guidelines 438.236
Partially Met (fail)
Section 7. Quality Assessment and 438.240 _
Performance Improvement Program Partially Met (pass)
Section 8. Health Information Systems  438.242
® Fully Met (pass)

Performance Improvement Project (PIP) Validation Results

As a mandatory EQR activity, Qualis Health evaluated SCRSN'’s Performance Improvement Plans to
determine whether they are designed, conducted and reported in a methodologically sound manner. The
plans must be designed to achieve, through ongoing measurements and intervention, significant
improvement, sustained over time, in clinical and non-clinical areas that are expected to have a favorable
effect on health outcomes and enrollee satisfaction. The results for SCRSN clinical and non-clinical PIPs
are found in the following Table A-2. Further discussion can be found in the Performance Improvement
Project section of this report.

Table A-2: Performance Improvement Project Validation Results

Results Validity and Reliabilit

Clinical PIP: Evaluate the outcome of

implementing Enhanced Care Management to P . ) .
promote stabilization and recovery for individuals Fully Met High confidence in
discharging from the Eastern State Hospital reported results
Non-Clinical PIP: Evaluate the outcome of school- Fully Met ) ] )
based mental health services as an intervention to ully vie High confidence in
optimize access to care for mentally ill children and reported results
adolescents in targeted rural communities

Information System Capability Assessment Results

Qualis Health’s subcontractor, Healthy People, examined SCRSN information systems and data
processing and reporting procedures to determine the extent to which they supported the production of
valid and reliable state performance measures and the capacity to manage care of RSN enrollees.

The Information System Capability Assessment procedures were based on the CMS protocol for this
activity, as adapted for the Washington RSNs with DBHR's approval. For each of seven ISCA review
areas, Healthy People used the following methods to rate SCRSN performance:

1 Information collected in the ISCA data collection tool

1 Responses to interview questions

1 Results of the claims/encounter analysis walkthroughs and security walkthroughs
The organization was then ranked as fully meeting, partially meeting, or not meeting standards. Healthy
People also evaluated SCRSN meaningful use of EHR systems for informational purposes, but this
review area was not rated.
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The results are summarized below in table A-3. Please refer to the ISCA section of this report for
complete results.

Table A-3: ISCA Review Results

ISCA Section Description ISCA Result \
A. Information This section assesses the RSN'’s information
Systems systems for collecting, storing, analyzing and ® Fully Met (pass)

reporting medical, member, practitioner and
vendor data.

B. Hardware This section assesses the RSN'’s hardware °

Systems systems and network infrastructure. Fully Met (pass)

C. Information This section assesses the security of the

Security RSN'’s information systems. @ Fully Met (pass)

D. Medical Services This section assesses the RSN’s ability to

Data capture and report accurate medical services ® Fully Met (pass)
data.

E. Enroliment Data This section assesses the RSN’s ability to
capture and report accurate Medicaid ® Fully Met (pass)
enroliment data.

F. Practitioner Data  This section assesses the RSN’s ability to

capture and report accurate practitioner ® Fully Met (pass)
information.

G. Vendor Data This section assesses the quality and PY
completeness of the vendor data captured by Fully Met (pass)
the RSN.

H. Meaningful Use This section assesses how the RSN and its
of EHR contracted providers use electronic health o N/A
records (EHRSs). This section is not scored.

Encounter Data Validation Results

Encounter data validation (EDV) is a process used to validate encounter data submitted by RSNs to the
State. Encounter data are electronic records of the services provided to Medicaid enrollees by providers
under contract with an RSN. Encounter data is used by the RSNs and the State to assess and improve
the quality of care and to monitor program integrity. Additionally, the State uses encounter data to
determine capitation rates paid to the RSNs.

Qualis Health performed independent validation of the procedures used by the RSNs to perform its own
encounter data validation. Qualis Health used the EDV requirements included in contracts with DBHR as
the standard for validation. Qualis Health obtained and reviewed each RSN’s encounter data validation
report submitted to DBHR as a contract deliverable for calendar year 2014. The RSN’s encounter data
validation methodology, encounter and enrollee sample size(s), selected encounter dates and fields
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selected for validation were reviewed for conformance with DBHR contract requirements. The RSN'’s
encounter and/or enrollee sampling procedures were reviewed to ensure conformance with accepted
statistical methods for random selection. Table A-4 shows the results of our review of the RSN’s
Encounter Data Validation processes. Please refer to the EDV section of this report for complete results.

Table A-4: Results of External Review of the RSN’s Encounter Data Validation Procedures

EDV Standard Description EDV Result
Sampling procedure Sampling was conducted using an appropriate )
random selection process and was of adequate Partially Met (pass)
size.
Review tools Review and analysis tools are appropriate for °
the task and used correctly Fully Met (pass)
Methodology and The analytical and scoring methodologies are
analytic procedures  sound and all encounter data elements ® Fully Met (pass)
requiring review are examined.

In addition, Qualis Health conducted its own validation to assess the RSN’s capacity to produce accurate
and complete encounter data, including a review of the most recent Information System Capabilities
Assessment (ISCA). The encounter data submitted by the RSNs to the State was analyzed to determine
the general magnitude of missing encounter data, types of potentially missing encounter data, overall
data quality issues, and any issues with the processes the RSNs have in compiling encounter data and
submitting the data files to the State. Following completion of the electronic data analysis, a review of
clinical record documentation to confirm the findings of the data analysis was also conducted. Clinical
record reviews on-site at provider agencies contracted with the RSN were also performed. Finally,
encounter documentation included in the clinical record and used to validate data submitted to the State,
to confirm the findings for the analysis of State-level data was also reviewed. Table A-5 summarizes
results of Qualis Health’s EDV. Please refer to the EDV section of this report for complete results.

Table A-5: Results of Qualis Health Encounter Data Validation

EDV Standard Description EDV Result \
Electronic Data Full review of encounter data submitted to the
Checks state indicates no (or minimal) logic problems @ Fully Met (pass)

or out of range values.

Onsite Clinical State encounter data is substantiated in audit
Record Review of patient charts at individual provider Partially Met (fail)
locations. Audited fields include demographics
(name, date of birth, ethnicity, and language)
and encounters (procedure codes, provider
type, duration of service, service date and
service location).




Compliance

The compliance review addresses the RSN’s compliance with federal Medicaid managed care regulations
and applicable elements of the contract between the RSN and the State. The applicable CFR sections
and results for the compliance reviews are listed in Table B-1, below.

The CMS protocols for conducting the compliance review are available here:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Quality-of-Care-

External-Quality-Review.html

Each section of the compliance review protocol contains elements corresponding to relevant sections of
42 CFR§438, DBHR'’s contract with the RSNs, the RSN's contacts with the provider agencies, the
Washington Administrative Code and other State regulations where applicable. Qualis Health evaluated
the RSN's performance on each element of the protocol by:

il

f
f
f

reviewing and performing desk audits on documentation submitted by the RSN
performing onsite record reviews/chart audits at the RSN's contracted provider agencies
conducting telephonic interviews with the RSN's contracted provider agencies
conducting onsite interviews with the RSN staff

Qualis Health uses CMS’s three-point scoring system in evaluating compliance. The three-point scale
allows for credit when a requirement is partially met and the level of performance is determined to be
acceptable. The three-point scoring system includes the following levels:

Fully Met means all documentation listed under a regulatory provision, or component thereof, is
present and RSN staff provides responses to reviewers that are consistent with each other and
with the documentation.

Partially Met means all documentation listed under a regulatory provision, or component
thereof, is present, but RSN staff is unable to consistently articulate evidence of compliance, or
RSN staff can describe and verify the existence of compliant practices during the interview(s),
but required documentation is incomplete or inconsistent with practice.

Not Met means no documentation is present and RSN staff has little to no knowledge of
processes or issues that comply with regulatory provisions, or no documentation is present and
RSN staff has little to no knowledge of processes or issues that comply with key components of
a multi-component provision, regardless of compliance determinations for remaining, non-key
components of the provision.


http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Quality-of-Care-External-Quality-Review.html
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Quality-of-Care-External-Quality-Review.html

Compliance

Scoring Icon Key

® Fully Met (pass) Partially Met (pass) ® Not Met (fail) ® N/ (not
applicable)

Table B-1: Summary results of compliance monitoring review, by section

CMS EQR Protocol CFR Citation Results

Section 1. Availability of Services 438.206
® Fully Met (pass)

Section 2. Coordination and Continuity 438.208

of Care @ Fully Met (pass)
Section 3. Coverage and Authorization 438.210 _
of Services Partlally Met (paSS)
Section 4. Provider Selection 438.214

® Fully Met (pass)
Section 5. Sub-contractual 438.230
Relationships and Delegation ® Fully Met (pass)
Section 6. Practice Guidelines 438.236

Partially Met (fail)

Section 7. Quality Assessment and 438.240 _
Performance Improvement Program Partially Met (pass)

Section 8. Health Information Systems 438.242
@ Fully Met (pass)

This review assesses the RSN'’s overall performance, identifies strengths, and notes opportunities for
improvement and recommendations requiring CAPS in areas where the RSN did not clearly or
comprehensively meet Federal and/or State requirements. The accompanying recommendations offer
guidance on how the RSN may achieve full compliance with State contractual and Federal CFR
guidelines.

Strengths
1 SCRSN demonstrated numerous and considerable strengths relative to compliance with 42 CR
438 Subpart D, Quality Assessment and Performance Improvement.

1 SCRSN maintains an expansive program of compliance and quality monitoring based on data
and sophisticated analytical and reporting methods and uses that capability to inform network
development and quality initiatives, as well as to drive administrative decision making.

1 SCRSN actively monitors its provider network to ensure timely access to the full range of
Medicaid covered services across its geographical region and to ensure that its providers perform
at a high level, in accordance with their obligations under contract with SCRSN.
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SCRSN has an effective quality management program, including a quality management plan with
clear benchmarks against which SCRSN evaluates its own performance. An advanced health
information system underpins SCRSN compliance monitoring and quality initiatives across
business units.

SCRSN has a formal policy and procedure regarding access to a second opinion and
demonstrates that practices are in agreement with the policy and procedure. SCRSN contractors
are knowledgeable about the second opinion practice and provide monthly reports on the volume
of second opinion requests. Also, Spokane County Regional Support Network actively tracks the
timeliness of the provision of the second opinion following an enrollee request.

SCRSN demonstrated an impressive program of contractor training relative to cultural
considerations in the provision of care. Spokane RSN makes trainings available to all network
providers and has a process in place to track provider participation in the training program.

SCRSN has adopted person-centered care as a model of service delivery. The regional support
network requires treatment plans are jointly developed with the enrollee and the provider. The
treatment plan must incorporate cultural considerations and enrollee strengths. SCRSN actively
monitors contractors for evidence of person-centered care planning.

SCRSN contracts with Behavioral Healthcare Options (BHO) to provide utilization management,
including authorization of services. BHO is a URAC accredited organization. BHO consistently
applies access to care standards when making authorization decisions and has direct access to
SCRSN providers regarding authorization requests. Finally, BHO performs annual inter-rater
evaluations to ensure that access standards are consistently applied across reviewers.

SCRSN has a robust credentialing and re-credentialing process in place and provider credentials
are reviewed prior to SCRSN offering a contract. Also, providers must submit credentialing
information prior to any contract renewal. SCRSN also conducts detailed credentialing reviews of
contracted provider clinicians, which is a component of its annual contract compliance review.

SCRSN performs monthly checks to ensure that SCRSN, BHO staff and the staff of other
downstream contractors are not excluded from participation in Federal healthcare programs.
SCRSN evaluates exclusion status using both the List of Excluded Individuals and Entities (LEIE)
and System for Award Management (SAM) databases. SCRSN requires its contracted providers
to perform exclusion checks prior to hire and monthly thereafter, using both the LEIE and SAM
databases.

SCRSN demonstrated a clear process as to how the practice guideline adoption process is
integrated with its quality management program.

SCRSN demonstrated a robust quality management program that includes all required elements.
The SCRN Quality Management Committee meets regularly and includes both SCRSN and
contracted provider staff. SCRSN reviews quality across the range of business processes,
including clinical care, finance and information systems.
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1 SCRSN has added a representative of the chemical dependency treatment system to the Quality
Management Committee to begin the process of integrating quality management activities across
the behavioral health spectrum.

1 SCRSN demonstrated an effective system of edit checks and business rules to ensure that data
received from contracted providers is accurate, complete and timely. SCRSN has robust
monitoring processes in place to ensure compliance with data quality standards.

Summary of Recommendations Requiring Corrective Action Plans
(CAPS) and Opportunities for Improvement by Section

No Recommendations Requiring CAP

No Opportunities for Improvement

No Recommendations Requiring CAP

No Opportunities for Improvement

No Recommendations Requiring CAP

Opportunity for Improvement:
SCRSN does not have a mechanism in place to track whether an authorization decision is standard or
expedited and cannot therefore ensure that expedited authorization decisions meet the 3-working-day
authorization decision standard. However, this is mitigated by the fact that SCRSN does not require that
contracted providers wait for an authorization decision prior to the provision of care.
I Qualis Health recommends that SCRSN develop a mechanism to track whether an
authorization is standard or expedited and whether authorizations meet the timelines for
standard

No Recommendations Requiring CAP

Opportunity for Improvement
1 SCRSN's contract with BHO did not contain language explicitly addressing compensation for
utilization management activities. However, SCRSN demonstrated awareness of the need to
have this language in place and corrected the issue on the site, through an amendment to the
BHO contract.
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No Recommendations Requiring CAP

No Opportunities for Improvement

Recommendation Requiring CAP

Related to the adoption of practice guidelines, SCRSN stated the current practice guidelines were

adopted as a matter of convenience rather than through an evaluation of enrollee healthcare needs. The

CFR specifically states the entity shall base the practice guidelines on the healthcare needs of enrollees.

1 SCRSN needs to re-evaluate its current portfolio of practice guidelines with consideration given to

the healthcare needs of enrollees across its region and make a determination as to whether new
or additional practice guidelines should be adopted. When considering what practice guidelines to
implement, SCRSN needs to consider the healthcare needs of its enrollees.

No Opportunities for Improvement

Recommendation Requiring CAP

SCRSN does not have clear, consistent definitions for over-or-under-utilization nor does it have

mechanisms in place to detect these phenomena. SCRSN'’s current level of care system does not

support an expected level of service intensity within each level of care. However, SCRSN is in the

process of developing a new level of care system that will allow for the detection of under-utilization and

over-utilization based on an expected range of service intensity within each level of care. SCRSN has a

target date of October 1, 2015 for full implementation of this new level of care system.

1  While SCRSN receives a score of “Not Met” for this item, corrective action is already in place to

address the deficiency. It is recommended that SCRSN continue with its current plan to
implement a new level of care system effective October 1, 2015.

No Opportunities for Improvement

No Recommendations requiring CAP

No Opportunities for Improvement



Table B-2: Summary of compliance review for Availability of Services

Protocol Section

Availability of Services

CFR

Compliance

Result ‘

Delivery Network

438.206 (b)(1)

o Fully Met (pass)

Second Opinion

438.206 (b)(3)

o Fully Met (pass)

Out-of-network

438.206 (b)(4)

o Fully Met (pass)

Coordination of Out-of-network

438.206 (b)(5)

o Fully Met (pass)

Out-of-network Provider Credentials

438.206 (b)(6)

® Fully Met (pass)

Furnishing of Services and Timely Access

438.206 (c)(1)

® Fully Met (pass)

Furnishing of Services and Cultural
Considerations

438.206 (C)(2)

® Fully Met (pass)

Overall Result for Section 1.

® Fully Met (pass)

FEDERAL REGULATION SOURCE(S)

8§ 438.206 (b)(1): Availability of Services — Delivery Network

The State must ensure, through its contracts, that each MCO, and each PIHP and PAHP consistent

with the scope of the PIHP's or PAHP's contracted services, meets the following requirements:

(1) Maintains and monitors a network of appropriate providers that is supported by written
agreements and is sufficient to provide adequate access to all services covered under the
contract. In establishing and maintaining the network, each MCO, PIHP and PAHP must

consider the following:

(i) The anticipated Medicaid enroliment.
(i) The expected utilization of services, taking into consideration the characteristics and
healthcare needs of specific Medicaid populations represented in the particular MCO, PIHP,

and PAHP.

(ii)The numbers and types (in terms of training, experience, and specialization) of providers

required to furnish the contracted Medicaid services.

(iv)The numbers of network providers who are not accepting new Medicaid patients.

(v)The geographic location of providers and Medicaid enrollees, considering distance, travel
time, the means of transportation ordinarily used by Medicaid enrollees, and whether the
location provides physical access for Medicaid enrollees with disabilities.

STATE REGULATION / RSN AGREEMENT SOURCE(S)

WAC 388-865-0230
RSN Agreement Section(s) 4.4; 4.9

SCORING CRITERIA
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|l

The RSN maintains and monitors a network of appropriate providers that is supported
by written agreements.
The RSN’s provider network is sufficient to provide adequate access to all services
covered under the contract.
In establishing and maintaining the network, the RSN considers:
0 The anticipated Medicaid enrollment.
0 The expected utilization of services, taking into consideration the characteristics
and healthcare needs of specific Medicaid populations represented in the RSN.
o The numbers and types (training, experience and specialization) of providers
required to furnish the contracted Medicaid services.
o The numbers of network providers who are not accepting new Medicaid patients.
o Geographic location of providers and Medicaid enrollees, considering distance,
travel time, the means of transportation ordinarily used by Medicaid enrollees, and
whether the location provides physical access for Medicaid enrollees with
disabilities.
The RSN has formal procedures in place to monitor its provider network to ensure
adequacy.

Reviewer Determination

@ Fully Met (pass)

Strengths

1

SCRSN maintains written agreements with contracted providers and has robust processes in
place to monitor provider contract compliance and performance. SCRSN uses data to regularly
evaluate its network performance impacting access to care in terms of timeliness and the
geographic location of contracted providers.

FEDERAL REGULATION SOURCE(S)

8§ 438.206 (b)(3): Availability of Services — Delivery Network
3) Provides for a second opinion from a qualified healthcare professional within the network, or
arranges for the enrollee to obtain one outside the network, at no cost to the enrollee.

STATE REGULATION / RSN AGREEMENT SOURCE(S)
WAC 388-865-0355
RSN Agreement Section(s) 9.10

SCORING CRITERIA

!

The RSN provides for a second opinion from a qualified healthcare professional within
the network, or arranges for the enrollee to obtain one outside the network, at no cost to
the enrollee.

The RSN maintains policies and procedures related to second opinions that meet the
standards.

The RSN provides literature or other materials available to enrollees to provide
information about an enrollee’s right to a second opinion.




Compliance

1 RSN staff is knowledgeable about State and Federal requirements, as well as internal
policies and procedures.

1 The RSN has an effective process in place to monitor compliance with standards.

Reviewer Determination

® Fully Met (pass)

Strengths
1 SCRSN has a formal policy and procedure regarding access to a second opinion, and
demonstrates that practices are in agreement with the policy and procedure. SCRSN contractors
are knowledgeable about the second opinion practice and provide monthly reports on the volume
of second opinion requests. Also, Spokane County Regional Support Network actively tracks the
timeliness of the provision of the second opinion following an enrollee request.

FEDERAL REGULATION SOURCE(S)
8§ 438.206 (b)(4): Availability of Services — Delivery Network

4) If the network is unable to provide necessary services, covered under the contract, to a particular
enrollee, the MCO, PIHP or PAHP must adequately and timely cover these services out of network
for the enrollee, for as long as the MCO, PIHP , or PAHP is unable to provide them.

STATE REGULATION / RSN AGREEMENT SOURCE(S)
RSN Agreement Section(s) 4.3;13.3

SCORING CRITERIA
I The RSN provides documentation of adequately and timely covered services for out-of-network
enrollees when the network is unable to provide necessary services covered under the contract.
I The RSN provides up to date existing agreements and/or contracts with out of network providers.
1 The RSN has a documented process of how out-of-network providers are paid.
1 The RSN has a process to track out-of-network encounters and reviews this information for
network planning.

Reviewer Determination

® Fully Met (pass)

Strengths
1 SCRSN provides all Medicaid covered services within its network. Spokane County Regional
Service Network does have a process in place to contract with out of network services in the
event an enrollee requires specialized treatment, which is unavailable in the network.




Compliance

Coordination of Out-of-network

SCORING CRITERIA
1 The RSN has a documented process of how out-of-network providers are paid.
1 The RSN has a documented policy and process that requires out-of-network providers to
coordinate with the RSN with respect to payment.
1 The RSN ensures and has a documented policy and process that cost to the enrollee is
not greater than it would be if the out-of-network services were furnished within the
network.

1 The RSN has a process on the action taken if the enrollee receives a bill for out-of-
network services.

Strengths

1 SCRSN has an effective process in place to ensure that enrollees are not liable for costs
associated with medically necessary, out-of-network care.

Out-of-Network Provider Credentials

SCORING CRITERIA
1 The RSN has a process to ensure that out-of-network providers are credentialed.




Compliance

Strengths
1 SCRSN has a robust process in place to ensure out-of-network providers are credentialed and
they are held to the same credentialing standard as in-network health care providers.

Furnishing of Services and Timely Access

STATE REGULATION / RSN AGREEMENT SOURCE(S)
RSN Agreement Section(s) 4.8

SCORING CRITERIA

I The RSN has documented policy and procedure for timely access.

1 The RSN ensures its providers to meet State standards for timely access to care and
services, taking into account the urgency of the need for services.

1 The RSN ensures that the network providers offer hours of operation that are no less
than the hours of operation offered to commercial enrollees or comparable to Medicaid
fee-for-service, if the provider serves only Medicaid enrollees.

I The RSN has established mechanisms to ensures services included in the contract are
available 24 hours a day, 7 days a week, when medically necessary.

I The RSN takes corrective action and has documentation of such corrective action if
providers fail to comply with access standards.

I The RSN has a documented policy and process to track and provide documentation of
monitoring inappropriate use of emergency rooms by Medicaid enrollees.
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Strengths
1 SCRSN has a strong data-driven process for monitoring the timeliness of access to care across
its provider network and effective processes in place to take corrective action in the event access
to care concerns are identified.

FEDERAL REGULATION SOURCE(S)
§ 438.206Availability of services (c)(2): Furnishing of Services and Cultural Considerations

Each MCO, PIHP and PAHP patrticipates in the State's efforts to promote the delivery of services in a
culturally competent manner to all enrollees, including those with limited English proficiency and
diverse cultural and ethnic backgrounds.

STATE REGULATION / RSN AGREEMENT SOURCE(S)
WAC 388-865-0200
RSN Agreement Section(s) 1.16; 4.4.2.

SCORING CRITERIA
1 The RSN has a documented policy and procedure related to the delivery of services in a
culturally competent manner for all enrollees. This includes enrollees with limited English
proficiency and diverse cultural and ethnic backgrounds.
I The RSN monitors and documents through tracking of the use of services delivered to
those with limited English proficiency and diverse cultural and ethnic backgrounds.
1 The RSN maintains documentation of any cultural competency training(s).

Reviewer Determination

® Fully Met (pass)

Strengths
1 SCRSN demonstrated an impressive program of contractor training relative to cultural
considerations in the provision of care. Spokane RSN makes trainings available to all network
providers and has a process in place to track provider participation in the training program.

Table B-3: Summary of compliance review for coordination and continuity of care

Protocol Section CFR Result
Coordination and Continuity of Care

Primary Care and Coordination of 438.208 (b)

Health Care Services ® Fully Met (pass)

Additional Services for Enrollees with 438.208 (c)(1)(2)
Special Health Care Needs ® Fully Met (pass)
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Treatment Plans 438.208(c)(3) ®Fullv M ( )
ully Met (pass

Direct Access to Specialists 438.208 (c)(4) ® Eully Met ( )
ully Met (pass

Overall Result for Section 2.
@ rully Met (pass)

Primary care and coordination of services

SCORING CRITERIA

1 The RSN has a policy and procedure to deliver care to, and coordinate healthcare services for all
enrollees.

I The RSN ensures that each enrollee has access to a primary healthcare provider.

I The RSN ensures providers coordinate with the RSN and with other health plans regarding the
services it delivers.

The RSN has a process in place to monitor care coordination.

The RSN ensures that the enrollee's privacy is protected in the process of coordinating care.
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Strengths
1 SCRSN actively monitors its network of health care providers for evidence of effective
coordination of care. Spokane Regional Support Network also provides ongoing education for

providers in care coordination. This has resulted in a documented improvement over time of
SCRSN’s care coordination performance.

Primary care and coordination of services

SCORING CRITERIA

I The RSN has a documented mechanism for identifying persons with special healthcare needs.

I The RSN has a policy and procedure to assess each enrollee in order to identify any ongoing
special conditions of the enrollee that require a special course of treatment or regular care
monitoring.

1 The RSN ensures enrollees with special healthcare needs are assessed by an appropriate
mental health professional (MHP).

1 The RSN has a process in place to monitor compliance with this requirement.
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SCRSN met all scoring criteria.

Treatment Plans

SCORING CRITERIA
I The RSN ensures that treatment plans for enrollees with special healthcare needs are developed
with the enrollee’s participation, and in consultation with any specialists caring for the enrollee.
1 The enrollee’s treatment plan incorporates the enrollee’s special healthcare needs.
The RSN has a method to monitor treatment plans for enrollees with specialized needs.
I The RSN has a method to follow through on findings from monitoring the treatment plans.

=

Strengths
I SCRSN has adopted person-centered care as a model of service delivery. The regional support
network requires treatment plans are jointly developed with the enrollee and the provider. The
treatment plan must incorporate cultural considerations and enrollee strengths. SCRSN actively
monitors contractors for evidence of person-centered care planning.

Direct Access
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monitoring, each MCO, PIHP, and PAHP must have a mechanism in place to allow enrollees to directly
access a specialist (for example, through a standing referral or an approved number of visits) as

appropriate for the enrollee's condition and identified needs.

STATE REGULATION / RSN AGREEMENT SOURCE(S)
WAC 388-865-0430
RSN Agreement Section(s) 8.8.2.1.4; 13.3.16

SCORING CRITERIA

1 The RSN has policies and procedures regarding direct access to specialists for enrollees with

special healthcare needs.

1 The RSN must allow the enrollee direct access to a specialist as appropriate for the enrollee's

condition and identified needs.

1 The RSN monitors the availability of direct access to specialist.

Reviewer Determination

® Fully Met (pass)

SCRSN met all scoring criteria.

Table B-4.Summary of compliance review for authorization of services

Protocol Section CFR

Coverage and Authorization of Services

Result

Basic Rule 438.210 (a)

® rully Met (pass)
Coverage and Authorization of Services 438.210 (b)

® rully Met (pass)
Notice of Adverse Action 438.210 (c¢)

® rully Met (pass)
Timeframe for Decisions(1) Standard 438.210 (d) )
Procedures (2) Expedited Authorizations Partially Met (pass)
Compensation for Utilization of Services 438.210 (e) )

Partially Met (pass)

Emergency and Post-Stabilization services 438.210 438.114

® Fully Met (pass)

Overall Result for Section 3.

Partially Met (pass)

FEDERAL REGULATION SOURCE(S)
§ 438.210 (a): Coverage and Authorization of Services

(a) Coverage. Each contract with an MCO, PIHP, or PAHP must do the following:
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SCORING CRITERIA

1 The RSN ensures that services are provided in an amount, duration and scope sufficient to
achieve the purpose for which they are provided.

1 The RSN has a policy and procedure for not discriminating against difficult to serve enrollees.

1 The RSN ensures difficult to serve enrollees are not discriminated against when provided
services.

1 The RSN applies the State’s standard for “medical necessity” when making authorization
decisions.

SCRSN met all scoring criteria.



Compliance

Authorization of Services

SCORING CRITERIA

The RSN has documented policies and procedures for the consistent application of review
criteria for the initial and continuing authorization of services.

The RSN has a mechanism in place to ensure consistent application of review criteria.

The RSN consults with the requesting provider when appropriate.

The RSN has a process to ensure that any decision to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less than requested is made by a
mental health professional that has appropriate clinical expertise in treating the enrollee's
condition or disease.

=a =4 =4 =

Strengths
1 SCRSN contracts with Behavioral Health Options (BHO) to provide utilization management,
including authorization of services. BHO is a URAC accredited organization. BHO consistently
applies access to care standards when making authorization decisions and has direct access to
SCRSN providers regarding authorization requests. Finally, BHO performs annual inter-rater
evaluations to ensure that access standards are consistently applied across reviewers.



Compliance

Notice of adverse action

SCORING CRITERIA
1 The RSN has a documented policy and procedure to notify the requesting provider, and give the
enrollee written notice of any decision by the RSN to deny a service authorization request, or to
authorize a service in an amount, duration, or scope that is less than requested.
1 The RSN ensures the notice meets the requirements of 8 438.404, except that the notice
to the provider need not be in writing.

SCRSN met all scoring criteria.

Timeframes for Decisions




Compliance

SCORING CRITERIA
The RSN has a documented policy and procedure for coverage and authorization decisions,
including expedited authorizations.
The RSN has a process for tracking standard and expedited authorization decisions.
The RSN has mechanisms in place to ensure compliance with authorization timeframes.

Strengths
1 SCRSN demonstrated that the average time from an authorization request to an authorization
decision is less than three business days. SCRSN monitors the timeliness of authorization
decisions by BHO.

Opportunities for Improvement
SCRSN does have a mechanism in place to track whether an authorization decision is standard or
expedited and cannot, therefore ensure expedited authorizations meet the three-working-day standard.
However, this is mitigated by the fact SCRSN does not require contracted providers wait for an
authorization decision before providing health care.
1 Qualis Health recommends that SCRSN develop a mechanism to track whether an authorization
is standard or expedited and whether authorizations meet the timelines for standard

Compensation for Utilization of Services
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SCORING CRITERIA

i The RSN has a documented policy and procedure specifying that compensation to individuals or
entities that conduct utilization management activities is not structured so as to provide
incentives for the individual or entity to deny, limit, or discontinue medically necessary services to
any enrollee.

1 The RSN has mechanisms in place to ensure providers and/or utilization management
contractors do not provide staff with incentives to deny, limit, or discontinue medically necessary
services.

Strengths
1 SCRSN has a contract in place with BHO, its utilization management contractor, which includes a
compensated structure which provides no incentive to deny, limit, or discontinue medically
necessary services.

Opportunities for Improvement
SCRSN's contract with BHO did not contain language explicitly addressing compensation for utilization
management activities. However, SCRSN demonstrated awareness of the need to have this language in
place, and corrected the issue on site through an amendment to the contract with BHO.

1 No further action is required to address this technical issue.

Emergency and Post-Stabilization Services




Compliance | ¢!
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and paid for in accordance with provisions set forth at § 422.113(c) of this chapter. In applying those
provisions, reference to “M C organization” must be read as reference to the entities responsible for
Medicaid payment, as specified in paragraph (b) of this section.

(f) Applicability to PIHPs and PAHPs. To the extent that services required to treat an emergency medical
condition fall within the scope of the services for which the PIHP or PAHP is responsible, the rules under
this section apply.

STATE REGULATION / RSN AGREEMENT SOURCE(S)
RSN Agreement Section(s) 5.2

SCORING CRITERIA

I The RSN has written policies and procedures pertaining to crisis, stabilization and post-hospital
follow-up services.

1 The RSN pays for treatment of conditions defined in its policies as urgent or emergent
conditions.

I The RSN tracks and monitors payment denials, to ensure that there is no denial for crisis
services.

1 The RSN tracks and monitors the use of crisis services for inappropriate or avoidable use related
to access to routine care.

Reviewer Determination

@ Fully Met (pass)

SCRSN met all scoring criteria.

Table B-5: Summary of compliance review for provider selection

Protocol Section CFR Result

Provider Selection

General Rules Provider Selection; credentialing, re- 438.214 (a)(b)

credentialing ® Fully Met (pass)
Provider Selection and Non-Discrimination 438.214 (c)

® Fully Met (pass)
Excluded Providers 438.214 (d)

® Fully Met (pass)

Overall Result for Section 4.
® Fully Met (pass)

Strengths
1 SCRSN has a robust credentialing and re-credentialing process in place. Provider credentials are
reviewed prior to SCRSN offering a contract. Also, providers must submit credentialing
information prior to any contract renewal. SCRSN also conducts detailed credentialing reviews of




Compliance

its contracted provider’s clinician staffers, which is a component of its annual contract compliance
review.

General Rules and Credentialing and Re-credentialing Requirements

SCORING CRITERIA

The RSN has a credentialing and re-credentialing policy and procedure for providers who have
signed contracts or participation agreements.

The RSN has a uniform documented process for credentialing.

The RSN has a uniform documented process for re-credentialing.

The RSN monitors the credentialing and re-credentialing process.

The RSN ensures the provider agencies have in place credentialing and re-credentialing polices
and processes.

=a =4 =8 =4 =

SCRSN meets all scoring criteria

Nondiscrimination
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SCORING CRITERIA

1 The RSN has policies and procedures for the selection and retention of providers that do not
discriminate against providers who serve high risk enrollees or specialize in conditions that
require costly treatment.

1 The RSN has policies and procedures in place that do not discriminate for participation,
reimbursement or indemnification of any provider who is acting within the scope of his or hers
license or certification.

1 The RSN has a process to notify individuals or groups of providers when not chosen for

articipation in the network.

Meets criteria

Excluded Providers

SCORING CRITERIA

I The RSN has a policy and procedure to ensure the RSN does not employ or contract with
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providers excluded from participation in Federal healthcare programs.

1 The RSN can demonstrate the process and the documentation to determine whether individuals
or organizations are excluded providers.

i The RSN ensures that the RSN does not knowingly have on staff or on the governing board a
person with beneficial ownership of more than 5% of the RSN's equity.

1 The RSN's provider contracts include the provision that providers not knowingly have a director,
officer, partner or person with a beneficial ownership of more than 5% of the agency's equity.

Reviewer Determination

@ Fully Met (pass)

Strengths
1 SCRSN performs monthly checks to ensure that SCRSN, BHO staff and the staff of other
downstream contractors are not excluded from patrticipation in Federal healthcare programs.
SCRSN evaluates exclusion status using both the List of Excluded Individuals and Entities (LEIE)
and System for Award Management (SAM) databases. SCRSN requires its contracted providers
to perform exclusion checks prior to hire and monthly thereafter, using both the LEIE and SAM
databases.

Table B-6: Summary of compliance review for sub contractual relationships and delegation
Protoco e 0 R Re
Sub contractual Relationships and Delegation

Sub contractual Relationships and Delegation  438.230
@ rully Met (pass)

FEDERAL REGULATION SOURCE(S)
§ 438.230 Sub contractual Relationships and Delegation.
(a) General rule. The State must ensure, through its contracts, that each MCO, PIHP, and PAHP—

(1) Oversees and is accountable for any functions and responsibilities that it delegates to any
subcontractor; and

(2) Meets the conditions of paragraph (b) of this section.
(b) Specific conditions.

(1) Before any delegation, each MCO, PIHP, and PAHP evaluates the prospective subcontractor's ability
to perform the activities to be delegated.

(2) There is a written agreement that—
(i) Specifies the activities and report responsibilities delegated to the subcontractor; and

(ii) Provides for revoking delegation or imposing other sanctions if the subcontractor's performance is
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inadequate.

(3) The MCO, PIHP, or PAHP monitors the subcontractor's performance on an ongoing basis and
subjects it to formal review according to a periodic schedule established by the State, consistent with
industry standards or State laws and regulations.

(4) If any MCO, PIHP, or PAHP identifies deficiencies or areas for improvement, the MCO, PIHP, or
PAHP and the subcontractor take corrective action.

STATE REGULATION / RSN AGREEMENT SOURCE(S)
WAC 388--865-0284

RSN Agreement Section(s) 8

SCORING CRITERIA

I The RSN has policies and procedures for oversight and accountability for any functions and
responsibilities that it delegates to any subcontractor/provider.

1 The RSN performs pre-delegation assessments of contracted providers before delegation is
granted on the subcontractor's ability to perform the activities to be delegated.

I The RSN has written contracts/agreements that address the specifics of what activities have
been delegated to the subcontractor/provider.

1 The RSN includes in the delegation contract/agreement that the RSN is responsible to monitor
and review the subcontractor's/provider's performance on an ongoing basis and provides for
revoking delegation or imposing other sanctions if the subcontractor's performance is inadequate.

I The RSN initiates a corrective action if subcontractor/provider performance is inadequate.

Reviewer Determination

@ Fully Met (pass)

Strengths
1 SCRSN maintains a matrix of all delegated functions, the agency/agencies responsible for the
delegated function, the corresponding policies and procedures, and effective mechanisms to
monitor the performance of those functions. SCRSN has a robust process in place to evaluate
prospective contractors for their ability to perform delegated functions.

Table B-6: Summary of compliance review for practice guidelines

Practice Guidelines

Practice Guidelines; Clinical evidence and  438.236(a-b) .
adoption Partially Met (pass)

Practice Guidelines; Dissemination 438.236 (c) ® I ( )
Fully Met (pass
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Practice Guidelines; Application 438.236 (d) ® Fully Met ( )
ully Met (pass

Overall Result for Section 6. _
' Partially Met (pass)

Basic Rule

STATE REGULATION / RSN AGREEMENT SOURCE(S)
RSN Agreement Section(s) 7.7.3

SCORING CRITERIA
I The RSN has documented policies and procedures related to adoption of practice guidelines
including consultation with contracting healthcare professionals.
I The RSN’s guidelines are based on valid and reliable clinical evidence or a consensus of
healthcare professionals in the particular field.
I The RSN has documentation of the needs of the enrollees and how the guidelines fit those
needs.
I The RSN has documentation that the guidelines are reviewed and updated periodically as
appropriate.
I The RSN has a documented policy and procedure of how affiliated providers are consulted as
guidelines are adopted and re-evaluated.

Strengths
1 SCRSN meets the requirement of having adopted two practice guidelines and has mechanisms in
place to monitor contractor performance relative to the requirements of the guidelines. Practice
guidelines were adopted in accordance with SCRSN policy and procedure.
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Recommendations for CAP

SCRSN stated it adopted the current practice guidelines as a matter of convenience rather than through
an evaluation of enrollee healthcare needs. The CFR specifically states the entity shall base the practice
guidelines on the healthcare needs of its enrollees.

1 SCRSN should re-evaluate its current portfolio of practice guidelines with consideration given to
the healthcare needs of enrollees across its region and make a determination as to whether new
or additional practice guidelines should be adopted. When considering what practice guidelines to
implement, SCRSN needs to consider the healthcare needs of its enrollees.

Dissemination of Guidelines

STATE REGULATION / RSN AGREEMENT SOURCE(S)
RSN Agreement Section(s) 7.7.3.4; 7.7.3.5

SCORING CRITERIA
1 The RSN has a policy and procedure on how to disseminate practice guidelines to all providers
and, upon request, to enrollees and potential enrollees.

9 The RSN can demonstrate it has disseminated the practice guidelines to all providers and to
enrollees upon request.

Strengths
I SCRSN developed its current practice guidelines in close collaboration with its contracted
providers. The practice guidelines currently in place are based on, Practice Guidelines: Core
Elements for Responding to Mental Health Crises. HHS Pub. No. SMA-09-4427. Rockville, MD:

Center for Mental Health Services, Substance Abuse and Mental Health Services Administration,
2009.

1 Providers are well aware of the current practice guidelines. SCRSN posts its practice guidelines
on its website, making them available to the public for review.

Application of Guidelines
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(d) Application of guidelines. Decisions for utilization management, enrollee education,
coverage of services, and other areas to which the guidelines apply are consistent with the
guidelines.

STATE REGULATION / RSN AGREEMENT SOURCE(S)
RSN Agreement Section(s) 7.7.3.4; 7.7.3.5

SCORING CRITERIA
1 The RSN has documented policy and procedures as well as documented meeting minutes
regarding decisions for utilization management, enrollee education, coverage of services, and
other areas to which the guidelines apply are consistent with the guidelines.
1 The RSN had documentation of the interface between the QA/PI program and the practice
guidelines adoption process.

Reviewer Determination
Fully Met (pass)

Strengths
1 SCRSN demonstrated a clear process as to how the practice guideline adoption process is
integrated with its quality management program.

Table B-8: Summary of compliance review for QA/PI General Rules and Basic Elements

Protocol Section CFR Result
Quality Assessment and Performance Improvement Program
Quality Assessment and Performance 438.240 (a)(b)1 (d)(e)
Improvement Program; rules, evaluation, ® Fully Met (pass)
measurement, improvement, program review by
State
Submit performance measurement data 438.240 (b)(c)
® Fully Met (pass)
Mechanisms to detect over and underutilization 438.240 (b)3
of services ® Not Met (fail)
Quality and appropriateness of care furnished to  438.240 (b)4
enrollees with special healthcare needs ® Fully Met (pass)

Overall Result for Section 7.

Partially Met (pass)

FEDERAL REGULATION SOURCE(S)
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§ 438.240 (a) (b) 1 (d) (e): Quality Assessment and Performance Improvement Program.
(a) General rules.

(1) The State must require, through its contracts, that each MCO and PIHP have an ongoing quality
assessment and performance improvement program for the services it furnishes to its enrollees.

(b) Basic elements of MCO and PIHP quality assessment and performance improvement programs. At a
minimum, the State must require that each MCO and PIHP comply with the following requirements:

(1) Conduct performance improvement projects as described in paragraph (d) of this section. These
projects must be designed to achieve, through ongoing measurements and intervention, significant
improvement, sustained over time, in clinical care and nonclinical care areas that are expected to have a
favorable effect on health outcomes and enrollee satisfaction.

(d) Performance improvement projects.

(1) MCOs and PIHPs must have an ongoing program of performance improvement projects that focus on
clinical and nonclinical areas, and that involve the following:

(i) Measurement of performance using objective quality indicators.

(i) Implementation of system interventions to achieve improvement in quality.
(iii) Evaluation of the effectiveness of the interventions.

(iv) Planning and initiation of activities for increasing or sustaining improvement.

(2) Each MCO and PIHP must report the status and results of each project to the State as requested,
including those that incorporate the requirements of § 438.240(a) (2). Each performance improvement
project must be completed in a reasonable time period so as to generally allow information on the
success of performance improvement projects in the aggregate to produce new information on quality of
care every year.

(e) Program review by the State.

(1) The State must review, at least annually, the impact and effectiveness of each MCO's and PIHP's
quality assessment and performance improvement program. The review must include—

(i) The MCO's and PIHP's performance on the standard measures on which it is required to report; and
(ii) The results of each MCO's and PIHP's performance improvement projects.

(2) The State may require that an MCO or PIHP have in effect a process for its own evaluation of the
impact and effectiveness of its quality assessment and performance improvement program.

STATE REGULATION / RSN AGREEMENT SOURCE(S)
WAC 388-865-0280; 388-865-0320
RSN Agreement Section(s) 7.9; 7.10

SCORING CRITERIA

1 The RSN has an ongoing quality assessment and performance improvement program (QAPI) for
the services it furnishes to its enrollees.

1 The RSN has a QA and PI process to evaluate the QAPI program and provides for an annual
report to DBHR.

1 The RSN collects, analyzes, and uses performance data to support is quality assessment and
performance improvement program.

1 The RSN has a Quality Management Committee that meets regularly, reviews results of
performance data and reports to the governing board.

I The RSN has effective mechanisms to assess the quality and appropriateness of care furnished
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to enrollees.

1 The RSN conducts one clinical Performance improvement project and one non-clinical
performance improvement project each year.

1 The RSN ensures its compliance with the State Quality Strategy plan.

Strengths
1 SCRSN demonstrated a robust quality management program that includes all required elements.
The SCRN Quality Management Committee meets regularly, and includes both SCRSN and
contracted provider staff. SCRSN reviews quality across the range of business processes,
including clinical care, finance and information systems. SCRSN has added a representative of
the chemical dependency treatment program to the Quality Management Committee to begin the
process of integrating quality management activities across the behavioral health spectrum.

Basic Elements

SCORING CRITERIA

1 The RSN collects, analyzes, and uses performance data to support its quality assessment and
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performance improvement program.
1 The RSN reports performance data to the State every year.

Reviewer Determination

@ Fully Met (pass)

Strengths
1 SCRSN has an impressive system of reporting its quality management activities and
demonstrated a clear vision and mechanisms for data-drive decision making relative to quality.
SCRSN maintains clear quality benchmarks that are regularly evaluated. SCRSN submits all
required performance data to the State, as required.

FEDERAL REGULATION SOURCE(S)
§ 438.240 (b) 3: Quality Assessment and Performance Improvement Program.

(b) Basic elements of MCO and PIHP quality assessment and performance improvement programs. At a
minimum, the State must require that each MCO and PIHP comply with the following requirements:

(3) Have in effect mechanisms to detect both underutilization and overutilization of services.

STATE REGULATION / RSN AGREEMENT SOURCE(S)

WAC 388-865-0280; 388-865-0320
RSN Agreement Section(s) 7.9; 7.10

SCORING CRITERIA
1 The RSN has a documented policy and procedure regarding the detection of both
underutilization and overutilization of services.
I The RSN has consistent criteria for identifying underutilization and overutilization.
I The RSN has processes for routine monitoring for underutilization and overutilization.
1 The RSN has processes for taking corrective action to address underutilization and
overutilization.

Reviewer Determination

® Not Met (fail)

Recommendation Requiring CAP

SCRSN lacks clear, consistent definitions for under-utilization and over-utilization, and the mechanisms in

place to detect these phenomena. SCRSN’s current level of care system does not support an expected

level of service intensity for each care level. However, SCRSN is in the process of developing a new

level of care system that will enhance detection of under-utilization and over-utilization, based on an

expected range of service intensity within each level of care. SCRSN has a target date of October 1,

2015 for full implementation of this new care management system.

1  While SCRSN receives a score of “Not Met” for this item, corrective action is already in place to

address the deficiency. It is recommended that SCRSN continue with its current plan to
implement a new level of care system effective October 1, 2015.
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FEDERAL REGULATION SOURCE(S)
§ 438.240 (b) 4: Quality Assessment and Performance Improvement Program.

(b) Basic elements of MCO and PIHP quality assessment and performance improvement programs. At a
minimum, the State must require that each MCO and PIHP comply with the following requirements:

(4) Have in effect mechanisms to assess the quality and appropriateness of care furnished to enrollees
with special health care needs.

STATE REGULATION / RSN AGREEMENT SOURCE(S)

WAC 388-865-0280; 388-865-0320
RSN Agreement Section(s) 7.9; 7.10

SCORING CRITERIA

I The RSN has a process in place to assess the quality and appropriateness of care furnished to
enrollees.
The RSN monitors and tracks the quality and appropriateness of care furnished to enrollees.
The RSN has processes to take action when quality and appropriateness of care issues are
identified.

f
f

Reviewer Determination

@ Fully Met (pass)

SCRSN met all scoring criteria.

Table B-9: Summary of compliance review for Health Information Systems, General Rules and
Basic Elements

Protocol Section CFR Result

Heath Information Systems

Health information systems; 438.242 (a)

Collect, analyze, integrate, and report data ® Fully Met (pass)
Health information systems; 438.242 (b)

Data accuracy, timeliness, completeness ® Fully Met (pass)

Overall Result for Section 8.

® Fully Met (pass)
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General Rule

SCORING CRITERIA
1 The RSN has a health information system that collects, analyzes, integrates, and reports data on
utilization, dis-enrollments and requests to change providers, grievances and appeals.
1 The RSN utilizes reports from health information data to make informed management decisions.
1 The RSN analyzes the health information data to identify services needed for enrollees.

SCRSN met all scoring criteria.

Basic Elements
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SCORING CRITERIA

1 The RSN'’s collects data on service encounters and on all provider and enrollee characteristics
included in the Consumer Information System (CIS) Data Dictionary.

1 The RSN ensures that data received from providers is accurate and complete by collecting data
in standardized formats and reviewing the data for accuracy, timeliness, completeness, logic
and consistency.

1 The RSN makes all collected data available to the State and, upon request, to CMS.

Strengths

1 SCRSN collects and submits all required data to the State. SCRSN demonstrated an effective
system of edit checks and business rules to ensure that data received from contracted providers
is accurate, complete and timely. SCRSN has robust monitoring processes to ensure compliance
with data quality standards.



Compliance
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Performance Improvement Project Validation

Performance improvement projects (PIPs) are designed to assess and improve the processes and
outcomes of the healthcare system. They represent a focused effort to address a particular problem
identified by an organization. As Prepaid Inpatient Health Plans (PIHPs), Regional Support Networks
(RSNs) are required to have an ongoing program of PIPs that focus on clinical and non-clinical areas that
involve:

1 Measurement of performance using objective quality indicators

1 Implementation of systems interventions to achieve improvement in quality

1 Evaluation of the effectiveness of the interventions

1 Planning and initiation of activities for increasing or sustaining improvement

As a mandatory EQR activity, Qualis Health evaluates the RSNs’ PIPs to determine whether they are
designed, conducted and reported in a methodologically sound manner. The RSN's PIPs must be
designed to achieve, through ongoing measurements and intervention, significant improvement,
sustained over time, in clinical and non-clinical areas that are expected to have a favorable effect on
health outcomes and enrollee satisfaction. In evaluating PIPs, Qualis Health determines whether:

1 The study topic was appropriately selected
The study question is clear, simple and answerable
The study population is appropriate and clearly defined
The study indicator is clearly defined and is adequate to answer the study question
The PIP’s sampling methods are appropriate and valid
The procedures the RSN used to collect the data to be analyzed for the PIP measurement(s) are
valid
The RSN'’s plan for analyzing and interpreting PIP results is accurate
The RSN'’s strategy for achieving real, sustained improvement(s) is appropriate
It is likely that the results of the PIP are accurate and that improvement is “real,” and
Improvement is sustained over time

=A =4 =4 4 -4

=A =4 =4 -4

Following PIP evaluations, RSNs are offered technical assistance to assist them with improving their PIP
study methodology and outcomes. RSNs may resubmit their PIPs up to two weeks following the initial
evaluation. PIPs are assigned a final score following the final submission.

Qualis Health assessed the RSNs' PIPs using the current CMS EQR protocol available here:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Quality-of-Care-
External-Quality-Review.html

Qualis Health assigns a score of Met or Not Met to each element that is applicable to the PIP being
evaluated. Elements may be Not Applicable if the PIP is at an early stage of design or implementation. If
a PIP has advanced only to the first measurement of the study indicator (baseline), elements 1-6 are
reviewed. If a PIP has advanced to the first re-measurement, elements 1-9 are reviewed. Elements 1-10
are reviewed for PIPs that have advanced to repeated re-measurement.
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If all reviewed elements are assigned a score of Met, the overall score is Met. If any reviewed element is
assigned a score of Not Met the overall score is Not Met.

Table C-1: Performance improvement project scoring

Scoring Icon Key

® Fully Met (pass) Partially Met (pass) ® Not Met (fail) ® NnA (not
applicable)

Qualis Health assesses the overall validity and reliability of the reported results for all PIPs. Because
determining potential issues with the validity and reliability of the PIP is sometimes a judgment call, Qualis
Health reports a level of confidence in the study findings based on a global assessment of study design,
development and implementation. Levels of confidence and their definitions are included in Table C-2.

Table C-2: Performance improvement project validity and reliability confidence levels

Confidence level Definition

High confidence in reported results The study results are based on high-quality study design
and data collection and analysis procedures. The study
results are clearly valid and reliable.

Moderate Confidence in reported The study design and data collection and analysis

results procedures are not sufficient to warrant a higher level of
confidence. Study weaknesses (e.g. threats to internal or
external validity, barriers to implementation, questionable
study methodology) are identified that may impact the
validity and reliability or reported results.

Low confidence in reported results The study design and/or data collection and analysis
procedures are unlikely to result in valid and reliable study
results.

Not enough time has elapsed to The PIP has not advanced to at least the first re-

assess meaningful change measurement of the study indicator.

Spokane County Regional Support Network’s brief description of their clinical PIP states:

Public mental health systems strive to maintain mentally ill individuals in the community, because
hospitalization is the most costly and restrictive category of care. Diminishing numbers of state hospital
beds across the country has increased the need to manage the utilization of this resource so that it is
available to mentally ill individuals with the highest care needs. Once an individual demonstrates
improvement and reduced need for hospitalization, the hand off between the inpatient and outpatient
treatment team needs to be carefully planned and community supports put in place in order to prevent a
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recidivistic readmission. Psychiatric hospital recidivism has been and continues to be a persistent
problem in treating individuals with chronic mental iliness. This is a universal challenge that is often
discussed by administrators and treatment providers and is the subject of journals and conferences, often
referred to as the fiRevolving Door Crisiso.

CMS has identified hospital readmission as a high priority and has called for national effort to coordinate
community-based, cross-setting work to integrate patient care and reduce unnecessary hospital
admissions. In 2012, the Affordable Care Act established the Hospital Readmissions Reduction Program,
which requires CMS to reduce payments to hospitals with excess readmissions, effective for discharges
beginning on October 1, 2012.

Enhanced Care Management (ECM) is a promising practice
Practices Compendium for Serious Me nt all Il 1l nessd, Center for Best Praci
America, March2012) as a model for reducing state hospital recidivism and promoting recovery. This

study seeks to evaluate the outcome of implementing ECM to promote stabilization and recovery in the

community for individuals discharging from the state hospital.

Table C-3: Clinical PIP validation results

Activity Narrative

Desigh 1 Appropriate Reduction in Spokane County hospital
Study Topic readmissions for individuals discharged from state ® Vet
hospital as a result of Enhanced Case
Management.

2 Clearly defined, Does Enhanced Case Management reduce the
Answerable study percentage of recidivistic readmission to the state ® et
question hospital for Spokane County Medicaid adults (at

time of admit) who are discharged from the state
hospital as measured by the total number of
Medicaid adult readmissions within thirty (30)
days of discharge divided by the total number of
Medicaid adult discharges from the state hospital?

3 Correctly Total number of Spokane County Medicaid
identified study Eastern State Hospital adult discharges within the ® et
population study period and total number of readmissions

within thirty days after the date of discharge from
Eastern State Hospital for Spokane County
Medicaid individuals. The definition of ‘Spokane
County’ residence is all individuals discharged to
Spokane County on the date of discharge. This is
to distinguish between SCRSN enrolled Medicaid
individuals that are discharged to one of seven
other counties included in the SCRSN region of
care (as of October 1, 2012). The latter groups of
individuals have not received the treatment
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intervention and are not part of the study

population.
4  Correctly Numerator = Total number of Medicaid
identified study readmissions within thirty days after the date of ® Vet
indicator discharge from Eastern State Hospital for

Spokane County SCRSN enrolled individuals
during the study period.

Denominator = Total number of Medicaid
discharges from Eastern State Hospital for
SCRSN enrolled individuals during the study
period.

Reviewer Comments:

SCRSN choose an appropriate Study Topic regarding reduction of readmission into the Spokane state
hospital using Enhanced Case Management. The Study Question is clearly defined and measurable with
an intervention, desired direction, numerator and denominator. The RSN has a clearly defined study
population of the total number of Spokane County Medicaid Eastern state hospital adult discharges within
the study period and total number of readmission within thirty days after the date of discharge. SCRSN
correctly identified the study indicator with a clear and correct numerator and denominator. The RSN has
met all Standards for the design of the PIP.

Implementa 5 Valid No sampling was conducted.
tion Sampling Onia
Technique
6 Accurate/ Administrative data is provided by BHO staff and
complete obtained from an Eastern State Hospital ® et
data Discharge report (‘Eastern State Hospital
collection Discharge Spokane RSN’), and then entered into
SCRSN (Raintree) IS system. That information is
confirmed by SCRSN and BHO staff members
who visit ESH to help facilitate those discharges,
as well as a follow-up report that focuses on
patient readmits (‘Eastern State Hospital Patients
Readmitted within 30 Days of Discharge Spokane
RSN’). As part of a general quality assurance
process, a final check is performed quarterly of
non-discharged inpatients in Raintree. Any
discrepancies are researched with ESH and
corrected.
7 Appropriate The intervention was implemented as planned. P
e

data analysis/ The ACC routinely received written notice of the
interpretation  treatment schedule and attended all of the ESH

of study treatment team meetings and provided
results coordination with providers, allied services, and
ESH staff.

Using the data collected in both the first
measurement period and the first re-measurement
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period, Medicaid adult enrollees who were re-
admitted within 30 days had an indicator set to
“1”, while all other Medicaid adult enrollees that
discharged and did not readmit within 30 days had
an indicator of “0”. Based on the calculated
indicators, 12.0% during the first measurement
and 6.2% for the first re-measurement, the results
of the intervention appear to be significant.

To test for actual significance, however, the two
lists of raw data were copied and pasted from the
SCRSN SQL Server data extract into the Graph
Pad T Test calculator. The results of the two-
tailed T test calculation showed a p value of
0.1506, which is above the 0.05 p value needed to
show statistical significance. Based on these
relatively small N values, there would need to be a
numerator of 4 (out of the 97 discharges) in the
first re-measurement period in order to show
significance for this intervention. A larger baseline
may have made a difference.

Reviewer Comments:

SCRSN did not use sampling techniques for this PIP. The RSN has accurate and complete data
collection through administrative data collection and a thorough process using their EMR, BHO and
physical staff visits to ESH. Appropriate data analysis and interpretation of study results were used,
based on the calculated indicators, 12.0% during the first measurement and 6.2% for the first re-
measurement; the results of the intervention appear to be significant. SCRSN has met standards for the
implementation of the PIP.

Outcomes 8  Appropriate The root cause analysis is the same for all
improvement interventions. The SCRSN ACC monitors MHCP ® Vet
strategies attendance at the treatment team meetings and
the scheduling and completion of requested
hospital based intakes. Annual Clinical Monitoring
is completed by SCRSN to audit compliance with
contract expectations related to the ECM criterion
and RCM.SCRSN will monitor ongoing efforts to
collaborate between state hospital and outpatient
prescribers.
9 Real Based on consistent time frames, the same six
Improvement  month period over three years, SCRSN is ® Vet
Achieved confident that the methodology in data collection

is equal. The data analysis script for this PIP was
re-run for the older measurement periods to verify
the results, which in turn verified the calculation
process. The same script was run again for the
2nd re-measurement period and the results were
entered into this PIP document, as well as the
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Graph Pad calculator to determine statistical
significance.

10 Sustained

The percent of recidivistic admissions to ESH

Recommendation(s):

Confidence Level:

Improvement steadily declined from the point of baseline (12%) ® Vet
Achieved as compared to the first (6.2%) and second re-
measurement (2.3%). The reduction from baseline
percent to the second re-measurement was
statistically significant.
Overall
Score ® Vet
Reviewer Strength(s):
Comments

SCRSN has met all Standards for the Clinical PIP. The PIP has shown statistical
significance in the trend towards a decrease in readmission to Eastern State Hospital from
baseline to second re-measurement.

SCRSN continue this PIP with the updated intervention.

High confidence in reported results

Table C-4: Validation of PIP selected study topic

Criterion Description Result

1.1 The study topic was selected through data collection and analysis of °
comprehensive aspects of specific enrollee needs, care, and services. Met

1.2 The PIP is consistent with the demographics and epidemiology of the °
enrollees. Met

1.3 The PIP considered input from enrollees with special health care needs. PY
Met

1.4 The PIP addresses a broad spectrum of key aspects of enrollee care and PY
services. Met

15 The PIP, over time, included all enrolled populations.

@ Vet

SCRSN met all criteria for the Study Topic.




Performance Improvement Project Validation

The Study Topic was selected through data collection and analysis: A random clinical chart review audit,
conducted in May 2012, of individuals readmitted to Eastern State Hospital (ESH) within thirty days of
discharge, revealed that all of the individuals had been hospitalized at least seven (7) times in the past
twelve months and had an accumulation of over one thousand (1000) hospital days.

The PIP is consistent with the demographics and epidemiology of the enrollees: Medicaid enrollees who
are affected by the topic/issue is .6% (a) Adult (21 and older) Medicaid enrollees in Spokane County in
2013: 35,000 (b) Total Adult Spokane County Medicaid enrollees at date of admission to ESH: 211 (c)
Percentage of Adult Medicaid enrollees affected by the study topic: .6% (=b/a).

The PIP considered input from enrollees with special health care needs: Members of the Mental Health
Advisory Board provided affirmation for the study topic as a priority and indicated that they were aware
that this “revolving door at the State Hospital” was a source of great concern and frustration for families of
individuals with mental iliness as well as the individuals themselves.

The PIP addressed enrollee care and services over time: all enrollees have chronic and acute mental
illness and have been inpatients.

Opportunities for Improvement: N/A

Table C-5: Validation of PIP study question

Criterion Description Result
21 The study question(s) is clear, concise and answerable.
® Vet
2.2 The study question identifies the focus of the PIP and sets the framework PY
for data collection, analysis and interpretation. Met

SCRSN met all criteria for the Study Question.

The Study Question is clear, concise and answerable: Does Enhanced Case Management
(INTERVENTION) reduce (DESIRED DIRECTION) the percentage of recidivistic readmissions to the state
hospital for Spokane County Medicaid adults (at time of admit) who are discharged from the state hospital
as measured by the total number of Medicaid adult readmissions within thirty (30) days of discharge
(NUMERATOR) divided by the total number of Medicaid adult discharges from the state hospital
(DENOMINATOR)?

Mathematical Expressionisn +d
n=# Medicaid ECM re-admissions <31 days of discharge
d= Total Medicaid discharges for Eastern State Hospital

The Study Question identifies the focus of the PIP and sets the framework for data collection: a) focus: a
reduction in recidivistic readmission to the state hospital for the SCRSN Medicaid adults, b) data collection
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is the number if Medicaid adult readmissions within 30 days of discharge divided by the total number of
Medicaid adult discharges from the state hospital.

Opportunities for Improvement: N/A

Table C-6: Validation of PIP study population

Criterion Description Result

3.1 The enrollee population to whom the study question and indicator is PY
relevant is clearly defined. Met

3.2 The data collection approach captures all enrollees to whom the study °
question applied. Met

3.3 Appropriate data sources and evaluation methods were used to identify PY
Met

the study population.

SCRSN meets all criteria for the Study Population.

The RSN PIP enrollee population is clear defined: Total number of Spokane County Medicaid Eastern
State Hospital adult discharges within the study period and total number of readmissions within thirty days
after the date of discharge from Eastern State Hospital for Spokane County Medicaid individuals. The
definition of “Spokane County’ residence is all individuals discharged to Spokane County on the date of
discharge.

The data collection approach captures all enrollees to whom the study question applies: identification of a
Medicaid enrollee is, if they were Medicaid as of the individual's discharge date.

SCRSN has appropriate data sources and evaluation methods used to identify the study population: the
RSN used Provider One, Raintree EMR, BHO staff, ESH staff, and chart review.

Opportunities for Improvement: N/A

Table C-7: Validation of PIP study indicator

Criterion Description Result
4.1 The study uses objective, clearly defined, measurable indicators. Y

Met
4.2 The indicators track performance over a specified period of time.

® Vet
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4.3 The number of indicators is adequate to answer the study question,
appropriate for the level of complexity of applicable clinical practice
guidelines, and appropriate to the availability of and resources to
collect necessary data.

® Vet

SCRSN met all criteria for the Study Indicator.

The study uses objective, clearly defined, measurable indicators: Numerator: Total number of Medicaid
readmissions within thirty days after the date of discharge from Eastern State Hospital for Spokane County
SCRSN enrolled individuals during the study period. Denominator: Total number of Medicaid discharges
from Eastern State Hospital for SCRSN enrolled individuals during the study period.

Mathematical Expressionisn +d
n= # Medicaid re-admissions <31 days of discharge
d=#Medicaid discharges for ESH in SCRSN participants over 2 years

The RSN’s indicators track performance over a specified period of time: over a two year period (January 1,
2012-June 30, 2014).

SCRSN’s number of indicators is adequate to answer the study question: Percent of readmission as a
proxy for quality of care is supported by HEDIS (Health Effectiveness Data and Information Set) as a valid
indicator. A re-admission to an inpatient setting within thirty days after the date of discharge from an
inpatient setting is a commonly accepted measurement for determining recidivism.

Opportunities for Improvement: N/A

Table C-8: Validation of PIP sampling methods

Criterion Description Result
51 The sampling technique considered and specified the true (or P
estimated) frequency of occurrence of the event, the confidence N/A
interval to be used, and the acceptable margin of error.
5.2 Valid sampling techniques were employed that protected against
bias. ONA
5.3 The sample contained a sufficient number of enrollees.
on/A

SCRSN did not use sampling techniques for this PIP.

Table C-9: Validation of PIP data collection procedures

Criterion Description
6.1 The study design clearly specifies the data to be collected.

® Vet
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6.2 The study design clearly specifies the sources of data.

® Vet
6.3 The study design specifies a systematic method of collecting valid S
and reliable data that represents the entire population to which the Met
study’s indicators apply.
6.4 The instruments for data collection provide for consistent and °
accurate data collection over the time periods studied. Met
6.5 The study design prospectively specifies a data analysis plan. o
et
6.6 Qualified staff and personnel were used to collect the data. o
et

SCRSN met all criteria for the Data Collection Procedures.

The study design clearly specifies the date to be collected: data collected in both the first measurement
period and the first re-measurement period. Medicaid adult enrollees who were re-admitted within thirty
days had an indicator set to “1”, while all other Medicaid adult enrollees that discharged and did not re-

admit within thirty days, had an indicator of “0”.

The RSN’s study design clearly specifies the sources of data: Provider One, Raintree EMR, Admission
and Discharge dates, and chart audits.

The study design specifies a systematic method of collecting valid and reliable data: The first step is to see
if a client already exists in Raintree, and if they do, that client is selected based on Name, Date of Birth,
Gender and ProviderOne ID. If the client does not already exist in the SCRSN Raintree system, the client
is established in Raintree from client selection out of the State ProviderOne Eligibility data that SCRSN
receives monthly from the State. The second step is the entry of the Inpatient episode using information
faxed in from ESH (following the DBHR Prior Authorization process) as well as phone updates from ESH
that may over-ride the actual Admit Time and Date. Once a client is discharged, notification is received via
a discharge report from ESH, and the discharge data is entered into Raintree. That discharge information
includes the “discharge date and time”, diagnosis information, legal status and “discharge to” information
for further services required.

The RSN'’s instruments for data collection provide for consistent and accurate data collection: Provider
One eligibility, chart audits, BHO staff visiting ESH, Raintree EMR and admission/discharge dates.

The study design prospectively specifies a data analysis plan: Administrative data is provided by BHO staff
and obtained from an Eastern State Hospital Discharge report (‘Eastern State Hospital Discharge Spokane
RSN’), and then entered into SCRSN (Raintree) IS system. That information is confirmed by SCRSN and
BHO staff members who visit ESH to help facilitate those discharges, as well as a follow-up report that
focuses on patient readmits (‘Eastern State Hospital Patients Readmitted within 30 Days of Discharge
Spokane RSN’). As part of a general quality assurance process, a final check is performed quarterly of
non-discharged inpatients in Raintree. Any discrepancies are researched with ESH and corrected.

SCRSNs staff is qualified to use and collect data:
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a) BHO staff members that enter the data into SCRSN Raintree are Masters level clinicians, and they are
among the same staff members that visit ESH to help facilitate discharges.

b) Data collection is performed in the SCRSN Raintree system. Procedures for inpatient entry were
documented by SCRSN and used by BHO staff as in-service training materials.

c) SCRSN IS staff is routinely invited to participate in BHO staff meetings to address Raintree inpatient
guestions or when changes are needed to the inpatient data collection tool due to training and inter-rater
reliability of the process.

Opportunities for Improvement: N/A

Table C-10: Validation of PIP data analysis and interpretation

Criterion Description Result
7.1 An analysis of the findings was performed according to the data P
analysis plan. Met
7.2 Numerical PIP results and findings were accurately and clearly
® Vet
presented.
7.3 The data analysis methodology was appropriate to the study question o
et

and data types.

7.4 The analysis identified initial and repeat measurements, statistical
significance, factors that influence comparability of initial and repeat ® et
measurements, and factors that threaten internal and external validity.
7.5 The analysis of study data included an interpretation of the extent to ® et
e

which the PIP was successful, as well as follow-up activities.

SCRSN met all criteria in the Data Analysis and Interpretation of Study Results standard.

The RSN analysis of the finding was performed according to the data analysis plan: The intervention was
implemented as planned. The ACC routinely received written notice of the treatment schedule and
attended all of the ESH treatment team meetings and provided coordination with providers, allied services,
and ESH staff.

The PIP results and finding were accurately and clearly presented in the Graph pad results and
measurement table.

The RSN’s analysis identified initial and repeat measurements, statistical significance, factors that
influence comparability of initial and repeat measurements, and factors that threaten internal and external
validity: first re-measurement results confirm a reduction in the percentage of recidivistic admissions (12%
to 6.2%) to ESH, but results were not statistically significant; a bigger baseline may have had significance.
However, SCRSN does think that the decline in the percentage of recidivistic admissions was attributable
to the intervention. The intervention was implemented as planned and the study population data is the
same, so it is reasonable to attribute the decline to the intervention.
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SCRSN’s analysis of study data included an interpretation of the extent to which the PIP was successful,
as well as follow-up activities.

Next steps are:

a) Bring a focused effort towards improving the ESH prescriber to outpatient agency prescriber
communication prior to discharge. The way has been paved with a firm commitment from both the ESH
and Community Provider Chief Medical Officers (CMO). However, an unanticipated and sudden shortage
of ESH prescribers and the temporary re-assignment of the ESH CMO to Chief Executive Officer, all due
to resignations, impeded the routine availability of ESH prescribers for coordination calls. In the last few
months, the staffing of those who can prescribe medications has improved and a new CEO was
appointed, relieving the CMO to return to enhanced clinical oversight.. The ACC plans to work with the
respective CMOs to establish a plan for routinely scheduled doctor to doctor medication plan reviews prior
to discharge.

b) The ACC will review all recidivistic admissions during the first re-measurement against PRISM data to
evaluate the frequency and timeliness of services provided during the critical seven days post discharge
and prior to readmission. In cases where there was no daily face-to-face contact within the first seven
days, findings will be reviewed with the agency management for analysis and corrective action for future
discharges. If it is evident that a specific agency is providing an inadequate level of service, their scope of
work contract will be reviewed and revised or there may be a corrective action required. If there is
evidence that the system has a gap in service delivery, a request for proposals (based on available
funding) or a revision in the provider’s existing contract will be discussed.

c¢) Continue to track the frequency of intakes for outpatient services at the ESH location. The goal is to
have all intakes occur at ESH prior to discharge so that engagement with services is optimized right from
the first encounter. This is a significant logistical change for the outpatient agencies and will require data
review and dialogue with agency management to make this standard practice.

Opportunities for Improvement: N/A

Table C-11: Validation of PIP reported improvement

Criterion Description Result
8.1 A continuous cycle of measurement and performance analysis was PY
conducted. Met
8.2 Reasonable interventions were undertaken to address PY
Met

causes/barriers identified through data analysis and QI processes.

8.3 The interventions are/were sufficient to be expected to improve

[
processes or outcomes. Met
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8.4 The interventions are/were culturally and linguistically appropriate. °
Met

SCRSN met all criteria for the Improvement Strategies standard.

A continuous cycle of measurement and performance analysis was conducted: The root cause analysis is
the same for all interventions.

The RSN had reasonable interventions that were undertaken to address causes/batrriers identified through
data analysis and QI processes: The ACC and SCRSN leadership meet with ESH and other RSNs at a
consortium with ESH administrative and clinical leadership staff on a monthly basis. SCRSN leadership
placed these quality improvement opportunities on the agenda.

The RSN'’s interventions are sufficient to be expected to improve process or outcomes: A follow-up
interview with the author of the paper provided more information as to how the model was operationalized
and the lessons learned. SCRSN’s Adult Care Coordinator, a Master’s prepared Designated Mental Health
Professional with twenty four (24) years of experience in public mental health, familiarity with the system of
care, and with well-established collegial relationships with the stakeholders, was well positioned to
champion and lead the implementation strategy. Key stakeholders (ESH, Providers, and Leadership)
endorsed the implementation strategy and were committed to a successful outcome.

SCRSN's interventions are culturally and linguistically appropriate: The provider may access Special
Population Consultation from a Mental Health Specialist to optimize culturally sensitive treatment and to
engage the individual in treatment that honors their unique cultural needs. Professional Certified
Interpreter services are readily available for assisting with communication during intake and treatment.

Opportunities for Improvement: N/A

Table C-12: Validation of PIP improvement assessment

Criterion  Description Result
9.1 The same methodology as the baseline measurement was used PY
when measurement was repeated. Met
9.2 There was documented, quantitative improvement in processes or °
outcomes of care. Met
9.3 The reported improvement in performance appears to be the result of
Lo . . o Met
the planned quality improvement intervention.
9.4 There is statistical evidence that any observed performance PY
Met

improvement is true improvement.

SCRSN met all criteria for Assessing Improvement standard.
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The same methodology as the baseline measurement was used when measurement was repeated using
a T test. The RSN documented, quantitative improvement in processes or outcomes of care: at baseline
the measurement was 12.0%; at second re-measurement recidivism was 2.3%. SCRSN showed true
improvement through the baseline to the second re-measurement.

Opportunities for Improvement: N/A

Table C-13: Validation of PIP sustained improvement

Criterion Description Result
10.1 Sustained improvement was demonstrated through repeated

) . o
measurements over comparable time periods. Met

SCRSN meets the criteria for Sustained Improvement Standard.

The RSN’s PIP improvement was demonstrated through repeated measurements over comparable time
periods: The percent of recidivistic admissions to ESH steadily declined from the point of baseline (12%)
as compared to the first (6.2%) and second re-measurement (2.3%). The reduction from baseline percent
to the second re-measurement was statistically significant.

Opportunities for Improvement: N/A

Spokane County Regional Support Network’s brief description of their non-clinical PIP states:

Nationally, an estimated 20 percent (20%) of children and adolescents (ages 9-17) suffer from mental
illness each year. Mental health problems have considerable impact on children and their families and
some of these impacts are higher in rural than urban areas. Rural children are slightly but significantly
more likely to have a mental health problem than urban children, are more likely to have a behavioral
difficulty, and are more likely to be usually or always affected by their condition. Compared to urban
children, rural children are more likely to go without access to all parent-reported needed mental health
services and their families spend more time coordinating their care (Maine Rural Health Research Center,
2010).Underutilization of mental health services has been a feature of mental health in most settings. In
2003, the Presidentdés New Freedom Commi ssion on
access to quality care in rural and geographically remote areas as apriority goal. This has been endorsed
by The National Alliance on Mental lllness (NAMI). N A M1 r e p oAcdess to méntaltheafih care,
attitudes toward mental illnesses, and cultural issues that influence whether people seek and receive care
differ profoundly between rural and urban areas. In rural and other geographically remote areas, many
people with mental illnesses have inadequate access to care, limited availability of skilled care providers,
lower family incomes, and greater social stigma for seeking mental health treatment than their urban
counterparts. fafionls along-stanfing barreritosapcessing mental health services for
individuals in poor and rural areas and contributes to lower utilization in rural areas. (Maine Rural Health
Research Center, 2010).

Ment al
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School based mental health services have gained recognition as a model for accessible, cost effective
mental health services with significant measureable outcomes. Schools that offer mental health services
are able to recognize the early onset of aatedbarel dés meni/
inclusive of the student, school teams, family, and peers. Students are substantially more likely to self-
refer when the service is available in their own school and there appears to be fewer stigmas associated
with mental health services offered in a neighborhood school as opposed to a designated clinic.
Numerous research studies point to measureable gains in academic achievement, declines in suspension
and grade retention, and reductions in typical childhood mental iliness such as depression, conduct
disordered behavior, and attention deficit/hyperactivity. Long term gains have demonstrated public
savings in welfare assistance and criminal justice. The study will evaluate the outcome of school based
mental health services as an intervention to optimize access to care for seriously mentally ill children and
adolescents residing in targeted rural communities.

Table C-14: Non-Clinical PIP validation results

Study Design  Activity Narrative
Design 1  Appropriate Increase in Access to Treatment for Children
Study Topic Residing in Rural Underserved Areas as a Result of ® Met
School Based Outpatient Services

2  Clearly Do school based mental health services increase the
defined, percent of Medicaid enrollees ages 6 to 19 years that ® Vet
Answerable reside in targeted populations (designated zip codes)
study who received at least two services (intake and
guestion routine services to determine engaged outpatient

services)?

3 Correctly For determination of the study population, a child or
identified adolescent must be enrolled (Medicaid eligible as ® Vet
study determined by ProviderOne) for a minimum of 11
population months, allowing for no more than one break of less

than 45 days. As well, be ages 6-19 years, that
reside in three zip codes where school base mental
health services has been established in a total of
twelve elementary, middle and high schools.

4  Correctly Numerator = A count of all Medicaid clients ages 6- ®
identified 19 years that reside in the designated zip codes of Met
study Deer Park (99006), Chattaroy (99003), and Nine Mile
indicator Falls (99026) that received at least two services

(intake and first routine) or ongoing (two routine)
during the study period.

Denominator = Total number of Medicaid clients
ages 6-19 years that reside in the designated zip
codes of Deer Park (99006), Chattaroy (99003), and
Nine Mile Falls (99026) during the study period who
were continuously enrolled in Medicaid for a
minimum of 11 months.
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Reviewer Comments:

SCRSN choose an appropriate Study Topic. The topic was increasing access to treatment for children
residing in rural underserved areas as a result of school based outpatient services. The Study Question
is clearly defined and measurable with an intervention, desired direction, numerator and denominator.
The RSN has a clearly defined study population of a child or adolescent must be enrolled (Medicaid
eligible as determined by ProviderOne) for a minimum of eleven months, allowing for no more than one
break of less than forty-five days. As well, be ages 6-19 years, that reside in three zip codes where
school base mental health services has been established in a total of twelve elementary, middle and
high schools. The RSN correctly identified the study indicator with a clear and correct numerator and
denominator.

The RSN has met all Standards for the design of the PIP.

Implement 5 Valid Sampling No sampling was conducted. This PIP was specific

ation Technique to a population within three zip codes. O nia
6 Accurate/ During an annual monitoring of the provider
complete data  agency, a date range is selected for EDV data for ® Vet
collection the clients with the intake and visit or two visits
within the Raintree system.
7 Appropriate Based on the results of the Two Tailed Fisher's ® Mot
e

data analysis/ exact test (using the Graph Pad calculator show as

interpretation of an appendix E below), the two-tailed P value

study results equals 0.1152, and the association between rows
(groups) and columns (outcomes) is not
considered to be statistically significant.

Reviewer Comments:

No sampling was conducted; this PIP was specific to a population within three zip codes. The RSN has
accurate and complete data collection through the annual EDV checks in the Raintree system. SCRSN
used appropriate data for the re-measurement analysis and interpretation of study result.

Outcomes 8  Appropriate Schools initiated a request to RSN leadership and

. : ® Vet

improvement providers to respond to the urgent need for more

strategies mental health services in the schools. A group of
stakeholders representing teachers and school
superintendents, RSN Mental Health Advisory
Committee, police, chemical dependency and
mental health providers, formed a task group to
review and recommend proposals for school
based services.

9 Real No, but explained as there was no EDV data at PY
Improvement  baseline and why the measurement was not Met
Achieved significant.

10 Sustained The PIP did not progress to this point.

Im OnA
provement

Achieved
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Overall

Score ® Met

Reviewer Strength(s):
Comments
SCRSN meet all Standards to which the PIP has progressed to.

Recommendation(s):
SCRSN should continue this PIP after looking at the data as to why so many children did
not return to services. If the reason can be addressed, then this PIP may not only be

positive for the enrollee, but may achieve statistical significance.

Confidence Level:

Not enough time has elapsed to assess meaningful change.

Table C-15: Validation of PIP selected study topic

Criterion Description Result
1.1 The study topic was selected through data collection and analysis of PY
comprehensive aspects of specific enrollee needs, care and services. Met
1.2 The PIP is consistent with the demographics and epidemiology of the °
enrollees. Met
1.3 The PIP considered input from enrollees with special health care PY
needs. Met
14 The PIP addresses a broad spectrum of key aspects of enrollee care °
and services. Met
1.5 The PIP, over time, included all enrolled populations.
©® Vet

SCRSN met all criteria in the Study Topic standard.

The Study Topic was selected through data analysis of comprehensive aspects of enrollee needs:
SCRSN used Provider One data and request from the community to bring mental health services to
school age children in rural areas.

The PIP is consistent with the demographics and epidemiology of the enrollees: The prevalence of
SCRSN children enrollees residing in rural areas is higher (54%) than SCRSN children enrollees in the
Spokane metro area (47%). Medicaid children ages 6-19 that live in the designated zip codes and are
Title Nineteen (T-19) eligible and were continuously enrolled is 1,758. The PIP was brought to the
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Advisory Committee for enrollee input and peers at the school. The PIP addresses chronic mental health
illness in school-age children in SCRSN.

Opportunities for Improvement: N/A

Table C-16: Validation of PIP study question

Criterion Description Result
2.1 The study question(s) is clear, concise and answerable.
@ Vet
2.2 The study question identifies the focus of the PIP and sets the PY
framework for data collection, analysis and interpretation. Met

SCRSN met all criteria for the Study Question Standard.

The Study Question is clear, concise and answerable: Do school based mental health services increase
the percent of Medicaid enrollees ages 6 to 19 years that reside in targeted populations (designated zip
codes) who received at least two services (intake and routine services to determine engaged outpatient
services)

The study question identifies the focus of the PIP and sets the framework for data collection, analysis and
interpretation through the function of calculating penetration rate.

Opportunities for Improvement: N/A

Table C-17: Validation of PIP study population

Criterion Description Result

3.1 The enrollee population to whom the study question and indicator is °
relevant is clearly defined. Met

3.2 The data collection approach captures all enrollees to whom the study °
question applied. Met

3.3 Appropriate data sources and evaluation methods were used to PY
Met

identify the study population.

SCRSN met all the criteria for the Study Population Standard.

The study focuses on the entire population of SCRSN enrolled Medicaid children and youth ages 6-19
years, that reside in three zip codes where school base mental health services has been established in a
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total of twelve elementary, middle and high schools. SCRSN followed the HEDIS guidelines for
calculating performance. For determination of the study population, a child or adolescent must be
enrolled (Medicaid eligible as determined by ProviderOne) for a minimum of eleven months, allowing for
no more than one break of less than forty-five days.

Opportunities for Improvement: N/A

Table C-18: Validation of PIP study indicator

Criterion Description Result
4.1 The study uses objective, clearly defined, measurable indicators. °
Met
4.2 The indicators track performance over a specified period of time. Y
Met
4.3 The number of indicators is adequate to answer the study question, °
Met

appropriate for the level of complexity of applicable clinical practice
guidelines, and appropriate to the availability of and resources to
collect necessary data.

SCRSN met all the criteria for the Study Indicator Standard.

The RSN uses objective, clearly defined, measurable indicators: Numerator = A count of all Medicaid
clients ages 6-19 years that reside in the designated zip codes of Deer Park (99006), Chattaroy (99003),
and Nine Mile Falls (99026) that received at least two services (intake and first routine) or ongoing (two
routine) during the study period. Denominator = Total number of Medicaid clients ages 6-19 years that
reside in the designated zip codes of Deer Park (99006), Chattaroy (99003), and Nine Mile Falls (99026)
during the study period who were continuously enrolled in Medicaid for a minimum of 11 months.

The indicators track performance over a specified period of time: 1) Measurement of treatment initiation,
an intake and a first visit, 2) Engagement in treatment, two ongoing routine services. Implemented in
September 2013 at the start of the 2013-2014 school year.

SCRSN number of indicators is adequate to answer the study question, appropriate for the level of
complexity of applicable clinical practice guidelines, and appropriate to the availability of resources to

collect necessary data through Raintree and Provider One data on an annual basis.

Opportunities for Improvement: N/A
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Table C-19: Validation of PIP sampling methods

Criterion Description Result
5.1 The sampling technique considered and specified the true (or oN/A
estimated) frequency of occurrence of the event, the confidence
interval to be used, and the acceptable margin of error.

5.2 Valid sampling techniques were employed that protected against oN/A
bias.
5.3 The sample contained a sufficient number of enrollees. oN/A

The Sampling Method Standard is not applicable.
SCRSN did not use sampling. this PIP focused on three specific zip code areas. The technique is valid to
protect against bias as it uses the three rural targeted zip codes with eligibility pulled from Provider One.

The PIP sample does contain a sufficient number of enrollees through the data pull in the three zip codes.

Opportunities for Improvement: N/A

Table C-20: Validation of PIP data collection procedures

Criterion Description Result |
6.1 The study design clearly specifies the data to be collected. °
Met
6.2 The study design clearly specifies the sources of data.
® Vet
6.3 The study design specifies a systematic method of collecting valid and

reliable data that represents the entire population to which the study’s ® Vet
indicators apply.

6.4 The instruments for data collection provide for consistent and accurate

data collection over the time periods studied. ® Vet
6.5 The study design prospectively specifies a data analysis plan. °
Met
6.6 Qualified staff and personnel were used to collect the data. o
et

SCRSN met all criteria in the Data Collection Procedure Standards.

The RSN PIP study design clearly specifies the data to be collected: Services for children are
subject to all the edits with regards to valid field entries as well as the requirement for a client
episode to exist in Raintree prior to services being submitted. Episodes will be reviewed during an
annual monitoring of the provider agency; a date range is selected for EDV data, and for the
school year.
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Specific data sources are Raintree episodes and Provider One.

The instruments for data collection are chart notes and Raintree codes that are tracked annually.

The study design specifies a data analysis plan: Using the DBHR PIP Review Tool (Statistical
Decision Tree), SCRSN found that the study indicator selected for this PIP is discrete data, with
two categories (those that did receive ongoing outpatient services vs. those that did not). Since
SCRSN does have benchmark data for comparison a decision was made to use a Chi-Square
Goodness of Fit test to compare the two measurement periods. By contract, service data is to be
submitted within ten days of performance of that service. Encounter data is validated by system
edits upon data entry for this agency, and reviewed/verified with an error report that checks data
interdependencies and reasonability on a weekly basis. EDV monitoring occurs on an annual
basis. All errors are brought to the attention of the provider through the error/warning reports and
corrected by the service provider.

SCRSN has qualified staff including;

1 Program Director with Master of Education in Guidance Counseling and a Licensed
Mental Health Counselor

Mental Health Professional

Child Mental Health Specialist with eclectic approach and emphasis on cognitive
behavioral theories, trauma informed care, positive youth development, motivational
interviewing and family systems theory

School-based staff:

1 School Based Mental Health Therapist with Master of Arts in Community Counseling,
Licensed mental health counselor associate, Mental Health Professional with behavioral
and attachment approach with an emphasis on self-esteem, self-concept and trauma
informed care. Treatment is strengths based and client driven,

1 Licensed Mental Health Counseling Associate, Nationally Certified Counselor with
relationship based approach with blended theoretical input, including: strengths based
modalities, narrative therapy, family systems awareness, behavioral motivations
(Adlerian &Reality), and play therapy

1 School Based Mental Health Therapist with Master of Social Work, Licensed
Independent Clinical Social Worker, Children’s Mental Health Specialist

f
f

Treatment approaches utilizing cognitive behavioral theories, trauma informed care, trust-based
relational interventions (TBRI), motivational interviewing and family systems theory, collaborative
treatment of trauma.

Opportunities for Improvement: N/A

Table C-21: Validation of PIP data analysis and interpretation

Criterion Description Result

7.1 An analysis of the findings was performed according to the data S
analysis plan. Met




Performance Improvement Project Validation

7.2 Numerical PIP results and findings were accurately and clearly °
presented. Met

7.3 The data analysis methodology was appropriate to the study question
and data types. ® Vet

7.4 The analysis identified initial and repeat measurements, statistical °
significance, factors that influence comparability of initial and repeat Met
measurements, and factors that threaten internal and external validity.

7.5 The analysis of study data included an interpretation of the extent to °
which the PIP was successful, as well as follow-up activities. Met

SCRSN met all criteria for Data Analysis and Interpretation of Study Results standard.

Analysis of the findings was performed according to the data analysis plan: Based on the results of the
Two Tailed Fisher’s exact test (using the Graph Pad calculator), the two-tailed P value equals 0.1152, and
the association between rows (groups) and columns (outcomes) is not considered to be statistically
significant. The numerical result was accurately and clearly presented in the tables. SCRSN explained the
data analysis methodology and will update in next year PIP. SCRSN misinterpreted the statistical test
decision tree located at the bottom of this tool. Benchmark data was not available, and the analysis is only
between two periods within the same study parameters. There was no threat to validity.

SCRSN included an interpretation of the extent to which the PIP was successful, as well as follow-up
activities. The intervention did not meet the desired outcome of increasing accessibility to mental health
services for children and youth residing in targeted rural areas. There were many barriers both anticipated
and unanticipated that impacted the successful implementation. Lessons learned and planned next steps
may improve the outcome data if the intervention continues to be funded.

Opportunities for Improvement

SCRSN could look at the data to discover why so many children did not return to services. If the reason
can be addressed, then this PIP may not only be positive for the enrollee, but may achieve statistical
significance.

Table C-22: Validation of PIP reported improvement

Criterion Description Result

8.1 A continuous cycle of measurement and performance analysis was P
conducted. Met

8.2 Reasonable interventions were undertaken to address causes/barriers P
identified through data analysis and QI processes. Met

8.3 The interventions are/were sufficient to be expected to improve S
processes or outcomes. Met

8.4 The interventions are/were culturally and linguistically appropriate. °
Met

SCRSN met all criteria for Improvement Strategies standard.
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The RSN conducted a root cause analysis: Schools initiated a request to RSN leadership and providers to
respond to the urgent need for more mental health services in the schools. A group of stakeholders
representing teachers and school superintendents, RSN Mental Health Advisory Committee, police,
chemical dependency and mental health providers, formed a task group to review and recommend
proposals for school based services.

Reasonable interventions were undertaken to address causes/barriers identified through data analysis and
QI processes: YFA Connections is licensed to provide treatment for chemical dependency, mental health
and medication management. The Directions Program is a community based mental health service
operated by YFA Connections and designed to provide services on site in schools and in the
neighborhood of the child or youth and their family. The pilot is designed to offer a full range of outpatient
services to children and adolescents that meet DSHS State Guidelines for access to care guidelines as
seriously mentally ill. Referrals are made by teachers, school counselors, students and families. School
administrators provide a physical space for services, office support for the school based clinical team, and
oversight for care coordination with school faculty. Treatment appointments are coordinated with teachers
to minimize classroom disruption.

The intervention were sufficient to be expected to improve process or outcomes with improved access to
mental health in a rural setting with on-site, at home and school-based therapy.

The interventions were culturally and linguistically appropriate: The Directions Program obtains Special
Population Consultations for all children and youth that identify with a minority culture. Consultation is
provided to the mental health provider by a Specialist for that minority culture (child, ethnicity,
developmentally disabled, deaf and hard of hearing) on potential cross cultural barriers that could impact
engagement and treatment outcomes. The culture of poverty and the culture of rural life both impact
access to mental health services that are urban and clinic centered and is addressed by the structure of
the intervention.

Opportunities for Improvement: N/A

Table C-23: Validation of PIP improvement assessment

Criterion Description Result |
9.1 The same methodology as the baseline measurement was used
when measurement was repeated. On/A
9.2 There was documented, quantitative improvement in processes or
outcomes of care. ®n/A
9.3 The reported improvement in performance appears to be the result
of the planned quality improvement intervention. On/A
9.4 There is statistical evidence that any observed performance
improvement is true improvement. On/A
The PIP has not progressed to this point.

Table C-24: Validation of PIP sustained improvement

Criterion Description Result
10.1 Sustained improvement was demonstrated through repeated PY
measurements over comparable time periods. N/A
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| The PIP has not progressed to this point. |
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Information Systems Capabilities Assessment

Qualis Health’s subcontractor, Healthy People, examined SCRSN's information systems and data
processing and reporting procedures to determine the extent to which they supported the production of
valid and reliable state performance measures and the capacity to manage care of RSN enrollees.

The ISCA procedures were based on the CMS protocol for this activity, as adapted for the Washington
RSNs with DBHR's approval. For each ISCA review area, Healthy People used the information collected
in the ISCA data collection tool, responses to interview questions, and results of the claims/encounter
walkthroughs and security walkthroughs to rate SCRSN's performance for seven review areas as: fully
meeting, partially meeting, or not meeting standards. Healthy People also evaluated SCRSN's
meaningful use of EHR systems not rated.

The ISCA review process consists of four phases:

Phase 1-Data Collection for Information Systems

Healthy People collect standard information about RSN information systems. The RSN and two of
their delegated provider agencies complete the ISCA data collection tool provided by Healthy
People before the onsite review.

Phase 2-Analysis

Healthy People review the completed ISCA data collection tools and accompanying documents.
Submitted ISCA tools are thoroughly reviewed. Wherever an answer seems incomplete or
indicates an inadequate process, Healthy People marks that section for follow-up. If the desktop
review indicates that further accompanying documents are needed, those documents are
requested.

Phase 3-Onsite Visits

Onsite visits and walk-throughs with the RSN and two delegated provider agency representatives
are conducted. Claims/encounter walk-throughs and data center security walk-throughs are
conducted. In-depth interviews with knowledgeable RSN staff and delegated provider agency
staff are conducted. Additional documents are requested if needed, based upon interviews and
walk-throughs conducted at the RSN and at two delegated provider agencies.

Phase 4-Conclusions-

Post-onsite analysis of findings about the RSN’s information systems is conducted. In this phase,
Healthy People reviews the material and findings from the first three phases and works with the
RSN and selected delegate provider agencies to close out any open review questions. The RSN-
specific ISCA evaluation report is then finalized.

The following sections discuss the specific criteria for assessing compliance for each of the eight ISCA
review areas.
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Section A: Information Systems

This section assesses the RSN'’s information systems for collecting, storing, analyzing and reporting
medical, member, practitioner and vendor data. Information systems that facilitate valid and reliable
performance measurement have the following characteristics:
1 flexible data structures
no degradation of processing with increased data volume
adequate programming staff
reasonable processing and coding time
ease of interoperability with other database systems
data security via user authentication and permission levels
data locking capability
proactive response to changes in encounter and enrollment criteria
adherence to the federally required format for electronic submission of claims/encounter data

=A =4 =4 -4 -4 -4 -4 -

To ensure accurate and complete performance measure calculation, appropriate practices in computer
programming include:
1 good documentation
9 clear, continuous communication between the client and the programmers on client information
needs
1 aquality assurance process version control
9 continuous professional development of programming staff

Section B: Hardware Systems

This section assesses the RSN’s hardware systems and network infrastructure. Appropriate protocol for
sustaining quality hardware systems include:

1 infrastructural support that includes maintenance and timely replacement of computer equipment
and software, disaster recovery procedures, adequate training of support staff, and a secure
computing environment

1 redundancy or duplication of critical components of a hardware system with the intention of
increasing reliability of the system, usually in the case of a backup or fail-safe

Section C: Information Security

This section assesses the security of the RSN’s information systems. Appropriate practices for securing
data include:
Security Management-A well-run security management program includes IT governance, risk
assessment, policy development, policy dissemination, and monitoring. Each of these activities
should flow into the next to ensure that policies remain current and that important risks are
addressed.
Password and Security Screening-Computer systems and terminals should be protected from
unauthorized access through use of a password system and security screens. Passwords should be
changed frequently and reset whenever an employee terminates.
Locked Storage of Paper Records-Paper-based claims and encounters should be in locked storage
facilities when not in use. Data transferred between systems/locations should be encrypted.
Data Backup-A comprehensive backup plan that includes scheduling, rotation, verification, retention,
and storage of backups to provide additional security in the event of a system crash or compromised
integrity of the data. Managers responsible for processing claims and encounter data must be
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knowledgeable of their backup schedules and of retention of backups to ensure data integrity. To
ensure integrity, backups should be verified periodically by performing a “restore” and comparing the
results. Ideally, annual backups would be kept for seven years or more in an offsite climate-controlled
facility.

Transaction Management-Databases and their updates should include transaction management,
commits, and rollbacks. Transaction management is useful when making multiple changes in the
database to ensure that all changes work without errors before finalizing the changes. A database
commit is a command for committing a permanent change or update to the database. A rollback is a
method for tracking changes before they have been physically committed to disk. This prevents
corruption of the database during a sudden crash or some other unintentional intervention.

Control Procedures for Claims-Formal controls in the form of batch control sheets or assignment of
a batch control number should be used to ensure a full accounting of all claims received.

Section 11.2 of DBHR’s SCRSN contract presents requirements related to Business Continuity and
Disaster Recovery (BC/DR). The contractor must certify annually that a BC/DR plan is in place for both
the contractor and subcontractors. The certification must indicate that the plans are up to date and that
the system, data backup and recovery procedures have been tested. The plan must address the
following:

1 amission or scope statement

I an appointed IS disaster recovery staff

91 provisions for backup of key personnel, identified emergency procedures and visibly listed
emergency telephone numbers

1 procedures for allowing effective communication with hardware and software vendors
confirmation of updated system and operations documentation, process for frequent backup of
systems and data

91 offsite storage of system and data backups, ability to recover data and systems from backup files
designated recovery options that may include use of a hot or cold site

1 evidence that disaster recovery tests or drills have been performed

Exhibit C of the SCRSN contract presents detailed requirements for data security, including:

9 data protection during electronic transport, including via email and the public Internet

1 safeguarding access to data stored on hard media (hard disk drives, network server disks, and
optical discs), on paper, or on portable devices or media, and access to data used interactively
over the State Governmental Network

1 segregation of DSHS data from non-DSHS data to ensure that all DSHS data can be identified for
return or destruction, and to aid in determining whether DSHS data has or may have been
compromised in the event of a security breach

9 data disposition (return to DSHS or destruction) when the contracted work has been completed or

when data no longer needed

notification of DSHS in the event of compromise or potential compromise of DSHS shared data

sharing of DSHS data with subcontractors

= =

Section D: Medical Services Data

This section assesses the RSN'’s ability to capture and report accurate medical services data. To ensure
the validity and timeliness of the encounter and claims data used in calculating performance measures, it
is important to have documented standards, a formal quality assurance of input data sources and
transactional systems, and readily available historical data.

Appropriate practices for validity of medical services data include:

1 Automation- edit and validity checks of procedure and diagnosis code fields, timely filing,
eligibility verification, authorization, referral management, and a process to remove duplicate
claims and encounters.
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1 Procedures for Incomplete Claims Adjudication- documented formal procedure for rectifying
encounter data submitted with one or more required fields missing, incomplete, or invalid. Ideally,
the data processor would not alter the data until receiving written notification via a paper claim or
from the provider.

1 Audits-periodic audits of randomly selected records conducted internally and externally by an
outside vendor to ensure data integrity and validity. Audits are critical after major system
upgrades or code changes.

1 Coding-multiple diagnosis codes and procedure codes for each encounter record, distinguishing
clearly between primary and secondary diagnoses.

1 Efficient Practices-efficient data transfer (frequent batch processing) to minimize processing
lags that can affect data completeness.

Section E: Enrollment Data

This section assesses the RSN’s ability to capture and report accurate Medicaid enrollment data. Timely
and accurate eligibility data are paramount in providing high-quality care and for monitoring services
reported in utilization reports.

Appropriate enrollment data management practices include:
9 accessing to up-to-date eligibility data should be easy and fast, enroliment data should be
updated daily or in real time
1 enroliment system should be capable of tracking an enrollee’s entire history with the RSN,
enhancing the accuracy of the data

Section F: Practitioner Data

This section assesses the RSN'’s ability to capture and report accurate practitioner information. RSNs
need to ensure accuracy in capturing rendering practitioner type, as well as practitioner service location,.
RSNs also need to be able to uniquely identify each of their practitioners. RSNs must also present
accurate practitioner information within the RSN provider directory.

Section G: Vendor Data

This section assesses the quality and completeness of the vendor data captured by the RSN. The
majority of each RSN'’s claims/encounter data is contracted provider agency data. RSNs must perform
encounter data validation audits at least annually for each of their contracted provider agencies. RSNs
must also evaluate the timeliness of the claims/encounter data submitted to their agency by their vendors.

Section H: Meaningful Use of Electronic Health Records (EHR)

This section assesses how the RSN and its contracted providers use electronic health records (EHRS).
This section is not rated. This review section evaluates the following:

1 planning and/or development efforts the RSN has taken toward adopting and using a certified
EHR system

number of providers in the RSN network currently using EHRs

whether providers are using EHRs, the RSN has sought to determine whether the technology has
been certified by the appropriate federal body

1
f
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1 any training, education, or outreach the RSN has delivered to network providers on the
meaningful use of certified EHR technology

1 whether the RSN uses data from EHRs as part of its quality improvement program (e.g., to
improve the quality of services delivered or to develop PIPS)

9 strategies or policies the RSN has developed to encourage the adoption of EHR by providers

For each ISCA review area, Healthy People used the information collected in the ISCA data collection
tool, responses to interview questions, and results of the claims/encounter walkthroughs and security
walkthroughs to rate SCRSN's performance for seven review areas as: fully meeting, partially meeting, or
not meeting standards. Healthy People also evaluated SCRSN's meaningful use of EHR systems; this
review area was not rated. The table below presents the Rating scheme for the ISCA Standards.

Table D-1 Scoring Rubric for ISCA Standards

Scoring Icon Key

® Fully Met (pass) Partially Met ® Not Met (fail) ® nA (not applicable)
(pass)

Healthy People examined SCRSN's information systems and data processing and reporting procedures
to determine the extent to which they supported the production of valid and reliable state performance
measures and the capacity to manage care of RSN enrollees.

SCRSN fully met the federal standards related to information systems capabilities. Table D-2 presents
SCRSN's ratings for the eight separate ISCA review areas:

Table D-2 ISCA Scores By Section

Description ISCA Result
ISCA Section
A. Information This section assesses the RSN'’s information PY
Systems systems for collecting, storing, analyzing and Fully Met (pass)
reporting medical, member, practitioner and
vendor data.
B. Hardware This section assesses the RSN’s hardware PY
Systems systems and network infrastructure. Fully Met (pass)
C. Information This section assesses the security of the

Security RSN'’s information systems. ® Fully Met (pass)
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D. Medical Services This section assesses the RSN’s ability to °
Data capture and report accurate medical services Fully Met (pass)
data.

E. Enroliment Data This section assesses the RSN'’s ability to PY
capture and report accurate Medicaid Fully Met (pass)
enroliment data.

F. Practitioner Data  This section assesses the RSN’s ability to

capture and report accurate practitioner ® Fully Met (pass)
information.

G. Vendor Data This section assesses the quality and
completeness of the vendor data captured by @ Fully Met (pass)
the RSN.

H. Meaningful Use This section assesses how the RSN and its
of EHR contracted providers use electronic health o N/A
records (EHRSs). This section is not scored.

During the review year, SCRSN and the majority of its contracted provider agencies used a common
managed care and practice management system, remotely hosted by Raintree Systems, an application
service provider (ASP), located in Temecula, CA.

Raintree is a remotely hosted software application that uses a MySQL database management system. A
virtual server approach allows for automatic rollover to another server in case of a disaster recovery
event. SCRSN uses PHP and SQL software to analyze and report Medicaid data. SCRSN's reporting
data reside on MS Windows servers in the Spokane County Data Center.

SCRSN's IS staff maintains and administers the Raintree RSN database, data dictionary, and all IS-
related policies and procedures. Staff members also perform data reporting and analysis. All IS staff
members adhere to established productivity standards for meeting DBHR service encounter reporting
requirements.

The detailed SCRSN ISCA review findings for each of the eight ISCA review areas will be presented in
the following sections of this report.

Table D-3: Section A: Information Systems

Section Description Result |
Section A This section assesses the RSN’s information systems for collecting, ® Fully
storing, analyzing and reporting medical, member, practitioner and Met (pass)

vendor data.

SCRSN uses HIPAA-compliant Raintree software for claims/encounter data processing. Raintree is a
remotely hosted software application that uses a MySQL database management system. A virtual server
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approach allows for automatic rollover to another server in case of a recovery event.

SCRSN uses PHP and SQL software to analyze and report Medicaid data. SCRSN'’s reporting data
reside on MS Windows servers in the Spokane County Data Center.

SCRSN'’s IS staff maintains and administers the Raintree RSN database, data dictionary, and all 1S-
related policies and procedures. Staff members also perform data reporting and analysis. All IS staff
members adhere to established productivity standards for meeting DBHR service encounter reporting
requirements.

At time of review, SCRSN was contracted with twenty-five provider agencies for Medicaid member care
delivery. At time of review, five of the agencies submitted their services data to SCRSN via EDI batch
files uploaded to SCRSN'’s contracted Raintree SFTP site. Twenty provider agencies directly entered
into SCRSN’s Raintree software at their agency location.

SCRSN adequately monitors and oversees Raintree contracted activities. SCRSN has developed a
Raintree 1S Monitoring Tool to assist with this scope of work.

SCRSN contracts with BHO for service authorization requests. Provider agencies enter authorization
requests into Raintree on a daily basis. Authorization request responses from BHO are available to the
provider agencies on a daily basis within the Raintree software.

Recommendations Requiring CAP
There are no recommendations or findings for SCRSN’s information systems.

Table D-4: Section B: Hardware Systems

Section Description Result
Section B This section assesses the RSN’s hardware systems and network .FU”V
infrastructure. Met (pass)

Raintree’s software and hardware designs include redundant array of independent disks (RAID)
configuration and dual network interface card (NIC) and switch configuration.

SCRSN and its provider agencies use HIPAA-compliant encrypted software to authenticate and connect
to Raintree’s ASP environment. SCRSN connects to the Internet through the county’s network. The
Spokane County Information Systems Department (ISD) monitors and manages the security of the
county’s network environment. SCRSN uses the private Inter-Governmental Network to connect to
DBHR’s Consumer Information System and other applications.

SCRSN'’s Raintree-hosted servers are located behind a firewall maintained by Raintree network
administrators. The Raintree servers have redundant network lines and power. The Raintree data center
is physically secure and monitored twenty-four-hours-a-day. Terminal access is granted by MS server
passwords using group policies. The Spokane County Data Center servers have similar security levels
and measures.

Authorized users from each of the twenty-five sub-contracted provider agencies have access to the
Raintree data via thin client architecture over the internet. Access to the Raintree software is based on
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authorization requests that are made to the SCRSN system administrator along with an oath of
confidentiality for each individual requesting access. Logins are established using group access rights
(such as clinical access, data entry access, and provider administrator access). Once logged in, provider
agency staff has read/write access to their own clients based on their access group permissions.

In June of 2014, Raintree moved its co-location site from New Jersey to San Diego. No problems were
evidenced with the transition. When the location change was made, all Raintree hardware used to
service SCRSN as a client was replaced.

Recommendations Requiring CAP
There are no recommendations or findings for SCRSN’s hardware systems.

TableD-5: Section C: Information Security

Section Description Result
Section C This section assesses the security of the RSN’s information systems. ® Fully
Met (pass)

SCRSN has a thorough and compliant disaster recovery plan, entitled SCRSN Management Information
System Disaster Recovery and Business Resumption Plan. The plan was last updated in November
2014.

SCRSN has a three tier redundant IS system. For provider agencies with clinical software data is backed
up regularly. For the RSN MIS ASP Raintree, the data is backed up nightly onto additional storage
devices, with an electronic copy of the data transferred via secure FTP to Spokane County nightly. At
both Raintree and Spokane County, three generations of backups are kept at remote locations using
encrypted media. Raintree performs random restore tests weekly, with complete restore tests performed
quarterly. Spokane County performs on-line restore tests weekly, with complete restore tests performed
annually. Raintree and the Spokane County Data Center perform regular network scanning for potential
vulnerabilities that may result from poor or improper system configuration. Spokane County and Raintree
maintain current 'Antivirus Guidelines' policies and up-to-date antivirus protection on all computers and
servers.

Raintree’s backup and restoration processes are well documented and tested. Raintree performs
penetration testing of its network security on a quarterly basis. Raintree maintains a current disaster
recovery plan. At time of review, the Raintree Business Continuity Plan was last updated in June 2014.

Raintree maintains a warm site (backup site at which hardware and connectivity are already established
and backup data are available following a disaster) at Raintree’s data facility in San Diego, CA.

SCRSN monitors functions and responsibilities delegated to Raintree on an ongoing basis, including
performing formal onsite reviews every two years. SCRSN also monitors the twenty-five contracted
provider agencies for disaster recovery plan compliance. At time of review, SCRSN was conducting
these reviews using a 2015 SCRSN IS Monitoring Schedule and 2015 SCRSN IS Monitoring Disaster
Recovery Plan Checklist.

Currently, the Spokane County Data Center will not provide its written disaster recovery plan to SCRSN.
From interviews, it is clear that there is a current Spokane County Data Center disaster recovery plan,
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but the county will not formally release the written document to SCRSN. The Spokane County Data
Center does demonstrate their ongoing backup and recovery of SCRSN’s data and has also provided
certain relevant data security procedures, such as a staff call list, to SCRSN. SCRSN is working to
obtain the written disaster recovery policy from the county. SCRSN’s contracted provider agencies
demonstrated that they maintain current disaster recovery plans.

Opportunities for Improvement
SCRSN needs to obtain the written disaster recovery policy from the Spokane County Data Center..

TableD-6: Section D: Medical Services Data

Section Description Result
Section D This section assesses the RSN’s ability to capture and report ® Fully
accurate medical services data. Met (pass)

During processing, encounter data submissions run through an automated, rules-based edit system in
Raintree to screen the data, identify potential input errors, and ensure compliance with DBHR’s data
dictionary and service encounter reporting requirements. SCRSN performs further edits and validity
checks of procedure and diagnosis codes, service authorization, and detection of duplicate encounter
claims. Screened encounter data submissions are converted into a HIPAA-compliant 837 format before
transmitting to DBHR once a week. As required by DBHR, SCRSN verifies and certifies batched
encounter data for accuracy and completeness before transmitting data to the state. Spokane County
Community’s Services’ assistant director is responsible for ensuring SCRSN’s compliance with state
Medicaid reporting requirements.

SCRSN performs encounter data validation audits once a year for each provider agency, with a chart
population sample proportionate to each agency. Encounter data from Raintree are selected for a
designated period of time and are cross- referenced with the clinical chart. Data are compiled on the
error rate for each provider agency, and any error rate greater than 5% requires a corrective action plan.

SCRSN performs automated pre-adjudication and post-adjudication edits and verification checks in
Raintree to ensure completeness and correctness of submitted encounter data, including provider
identification, diagnosis, and procedure codes.

SCRSN'’s formal procedures for rectifying encounter data submitted with one or more required fields
missing, incomplete, or invalid are adhered to and well documented.

Per DBHR instructions, SCRSN submits outpatient service data to DBHR via 837P transaction files and
inpatient service data to DBHR via 837l transaction files. DBHR's Service Encounter Reporting
Instructions v.201411.2 indicates the following for reporting outpatient service diagnosis codes:
1 for all Intake Evaluation modality encounters which are complete and a diagnosis has been
determined, report that diagnosis
9 for all encounters that occur after an intake has been completed and authorized, use the
approved/authorized diagnosis in the HI01-2 field in the 837P HIPAA transaction
1 DBHR will only use the HI01-2 field when looking at diagnosis. Other diagnosis codes do not
need to be reported
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SCRSN only captures up to two diagnoses per service encounter and up to four diagnoses per inpatient
claim. It is not best practice to limit capture to two diagnoses per service encounter. However, it is not
out of compliance with DBHR requirements to limit capture to just two diagnoses per service encounter.
It is important to note that SCRSN does collect up to eleven diagnoses from provider agencies in
Raintree’s state record/screen for clients. SCRSN has defined the diagnosis (collected on Raintree’s
state record/screen for provider agencies in the SCRSN Data Dictionary. SCRSN uses this data for
authorization and utilization management purposes.

Opportunities for Improvement
It is recommended that SCRSN capture more than two diagnoses per service encounter. However, it is
not out of compliance with DBHR requirements to only capture two diagnoses per service encounter.

TableD-7: Section E: Enroliment Data

Section Description Result
Section E This section assesses the RSN’s ability to capture and report @ Fully
accurate Medicaid enrolliment data. Met (pass)

DBHR provides member enrollment data to SCRSN. SCRSN receives 834 and 820/821 enroliment data
files from DBHR. SCRSN imports the enroliment data into Raintree. SCRSN also imports the enroliment
data into a SQL database, and combines the data with encounter services. This process enables
SCRSN to track and reconcile which services have been paid for by Medicaid, state funds, or other
sources.

SCRSN performs monthly reconciliation activities to verify the authorization status of each encounter
service, provider credentials, member month eligibility files, member ID codes, and income source and
program codes. Exception and aging reports enable the provider agencies to examine possible data
submission errors and to make corrections. SCRSN provides reports to providers on a weekly and
monthly basis for proactive notification of eligibility changes. This allows the agencies to focus on
enrollees who have had eligibility changes.

Most services are pre-authorized. Those that are not are pended until the authorization is completed. If
the pended authorization is denied, any denied services submitted to SCRSN are not submitted to
DBHR via the 837 file submission. Only authorized services are sent to the state. Per state guidelines,
authorizations must be approved or denied within fourteen days.

Provider agencies are contractually required to check DBHR’s ProviderOne system to determine if a
member has eligibility at the time of intake.

SCRSN obtains eligibility from the State weekly, and applicable eligibility information is posted to client
master records in Raintree each Monday. Additionally, files containing weekly eligibility information are
also sent encrypted by SCRSN to affected provider agencies for their reference. The State DBHR
updates Medicaid eligibility for each service once a month for reporting purposes.

SCRSN does not cross-check 834s to 837s before submitting 837s to remove services for members
who weren’t Medicaid eligible at the time of the encounter as this is not a State requirement. Instead,
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SCRSN follows the State DBHR'’s Service Encounter Reporting Instructions (SERI) v201411.2, on p. 4,
which specifies all services that meet the following criteria should be reported to the State:
1 “State plan services provided to Medicaid eligible individuals
1 Non-covered/non-state plan services to Medicaid eligible individuals (ie. IMD facilities, State-
Only, or Federal Block Grant)
1 All services to non-Medicaid individuals who are funded in whole or part by the RSN”

Opportunities for Improvement
It is recommended that SCRSN cross-check 834s to 837s before submitting 837s to remove services for
members who weren’'t Medicaid eligible at the time of the encounter. However, this is not a State
requirement. SCRSN does follow the State DBHR’s Service Encounter Reporting Instructions (SERI)
v201411.2, on p. 4, which specifies all services that meet the following criteria should be reported to the
State:

1 state plan services provided to Medicaid eligible individuals

1 non-covered/non-state plan services to Medicaid eligible individuals (ie. IMD facilities, State-Only

or Federal Block Grant)
9 all services to non-Medicaid individuals who are funded in whole or part by the RSN

TableD-8: Section F: Practitioner Data

Section Description Result
Section F This section assesses the RSN’s ability to capture and report @ Fully
accurate practitioner information. Met (pass)

SCRSN claims/encounter reporting is accurate regarding both rendering practitioner type and
practitioner service location. Commendably, SCRSN employs a unique practitioner ID, which is a
combination of agency and provider type information. If staff providers move between agencies, the
unique practitioner ID allows SCRSN to accurately identify the provider and their location.

SCRSN also has accurate practitioner information within the RSN provider directory. SCRSN maintains
up-to-date provider profile information in an accessible repository that enables the RSN’s member
services staff to help Medicaid enrollees make informed decisions about access to providers which can
meet their special care needs, such as non-English languages or clinical specialties.

SCRSN'’s twenty-five subcontracted provider agencies deliver current practitioner rosters to SCRSN
every quarter. Credentialing data is audited once a year by the SCRSN.

Recommendations Requiring CAP
There are no recommendations or findings for SCRSN’s practitioner data processing.

TableD-9: Section G: Vendor Data
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Section Description Result
Section G This section assesses the quality and completeness of the vendor ® Fully
data captured by the RSN. Met (pass)

The maijority of SCRSN'’s claims/encounter data is contracted provider agency data; SCRSN does not
provide any direct client care.

SCRSN performs encounter data validation audits annually for each of the twenty-five contracted
provider agencies. At the beginning of a contract year, the proportionate number and sampling of
encounters to be audited for the year is determined based on the previous contract year by provider
agency, program/project code and enrollee age (children age 0-17 and adults age 18 and older).

Sub-contracted provider performance is monitored monthly by SCRSN with two separate performance
reports. One report is time based, to insure that data is being submitted timely and the other is activity
based, to insure that services are being performed according to expected levels, as agreed to by
contract.

Each provider agency verifies their data submissions to SCRSN monthly, certifying that the services are
complete and accurate. If there is a discrepancy, it is usually due to a report timing issue. In some
cases, a data extract is requested by an agency for comparison to their local activity sheets. Annually,
SCRSN monitors for under reporting by looking at a random selection of charts and comparing chart
notes with services that were submitted to SCRSN.

Since the beginning of 2015, twenty-two (22) subcontracted provider agencies, which account for over
95% of the claims/encounter data submitted to SCRSN, are on a Medicaid performance based payment
arrangement with a 1% financial incentive if part or all of the quality standards are met. The quality
standards include: (1) Hospital and psychiatric admission reductions, (2) Minimum individuals served,
services provided, and number of hours provided, (3) Annual monitoring compliance score minimums,
and (4) Data submission compliance. The three (3) non-Medicaid funded contracted provider agencies
are in a cost reimbursement based, not performance based, contracting arrangement.

One SCRSN subcontracted provider agency indicated during their EQRO Internet Security Capabilities
Assessment on-site visit, that their agency conducts a 40% encounter data reporting audit on their paper
based chart reporting unit, because of a previous SCRSN encounter data accuracy audit corrective
action.

Recommendations Requiring CAP
There are no recommendations or findings for SCRSN’s vendor data management.
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Table D-10: Section H: Meaningful Use of EHR

Section Description Result
Section H This section assesses how the RSN and its contracted providers use ® Not
electronic health records (EHRS). This section is not rated. Rated

SCRSN has developed policies and procedures for contracted provider agency EHR implementation,
specifying the RSN'’s role in EHR adoption, expectations during implementation and plans for transition
periods when data may not be available. SCRSN has a process for testing with provider data systems
during provider agency EHR implementation. SCRSN is monitoring data for quality, completeness, and
accuracy throughout EHR implementation, including a post-implementation review. SCRSN also
provides technical assistance and financial support to each of its contracted agencies for EHR
implementation.

One SCRSN subcontracted provider agency indicated during their EQRO ISCA onsite visit that SCRSN
enabled them to make positive, significant changes to the setup of their EHR system since it went live in
May 2012.

Recommendations Requiring CAP
There are no recommendations or findings for SCRSN related to meaningful use
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Encounter Data Validation

Encounter Data Validation

Encounter data validation (EDV) is a process used to validate encounter data submitted by RSNs to the
State. Encounter data are electronic records of the services provided to Medicaid enrollees by providers
under contract with an RSN. Encounter data is used by RSNs and the State to assess and improve the
quality of care and to monitor program integrity. Additionally, the State uses encounter data to determine
capitation rates paid to the RSNs.

In performing the EDV, Qualis Health first reviewed the State’s standards for collecting, processing and
submitting encounter data to develop an understanding of State encounter data processes and
standards. Documentation reviewed included:

1 Service Encounter Reporting Instructions (SERI) in effect for the date range of encounters
reviewed

1 The Consumer Information System (CIS) Data Dictionary for RSNs

I The Health Care Authority Encounter Data Reporting Guide for Managed Care Organizations,
Qualified Health Home Lead Entities, Regional Support Networks

1 The 837 Encounter Data Companion Guide ANSI ASC X12N (Version 5010) Professional and
Institutional, State of Washington

1 The prior year's EQR report(s) on validating encounter data

After reviewing the State’s data processes and standards, Qualis Health reviewed the RSN’s capacity to
produce accurate and complete encounter data, including a review of the most recent Information System
Capabilities Assessment (ISCA) performed by an External Quality Review Organization (EQRO).

Qualis Health then analyzed encounter data submitted by the RSNs to the State to determine the general
magnitude of missing encounter data, types of potentially missing encounter data, overall data quality
issues and any issues with the processes the RSNs have in compiling encounter data and submitting the
data files to the State. Specific tasks included:

1 Areview of standard edit checks performed by the State on encounter data received by the RSNs
and how the States Medicaid Management Information System (MMIS) treats data that fails an
edit check

1 Conducting a basic integrity check on the encounter data files to determine whether expected
data exists, whether the encounter data fit with expectations, and whether the data is of sufficient
quality to proceed with more complex analysis

1 Application of consistency checks, including verification that critical fields contain non-missing
values in the correct format and that the values are consistent across fields

1 Inspection of data fields for general validity

1 Analyzing and interpreting data on submitted fields, the volume and consistency of encounter
data and utilization rates, in aggregate and by time dimensions, including service date and
encounter processing data, provider type, service type and diagnostic code
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Following completion of the electronic data analysis, Qualis health conducted a review of clinical record
documentation to confirm the findings of the data analysis.

Validating RSN EDV procedures

Qualis Health performed independent validation of the procedures used by the RSNs to perform
encounter data validation. The EDV requirements included in contracts with DBHR were the standard for
validation.

Qualis Health obtained and reviewed each RSN'’s encounter data validation report submitted to DBHR as
a contract deliverable for calendar year 2014. The RSN’s encounter data validation methodology,
encounter and enrollee sample size(s), selected encounter dates and fields selected for validation were
reviewed for conformance with DBHR contract requirements. The RSN’s encounter and/or enrollee
sampling procedures were reviewed to ensure conformance with accepted statistical methods for random
selection.

Each RSN submitted a copy of the data system (spreadsheet, database or other application) used to
conduct encounter data validations, along with any supporting documentation, policies and procedures or
user guides, to Qualis Health for review. Qualis Health analytics staff evaluated the data system to
determine whether its functionality was adequate for its intended use.

Additionally, each RSN also submitted documentation of the data analysis methods used to create
summary statistics of the encounter data validation results. The data analysis methods were reviewed by
Qualis Health analytics staff to determine their validity.

Clinical record reviews

Qualis Health performed clinical record reviews onsite at provider agencies contracted with the RSNs and
that process incorporated:

91 Application of standard statistical techniques to identify a sample of encounters from the
encounter file provided by the State

1 Assurance that the sample size was sufficient to estimate the error rate for the encounter data
under review

1 The encounter sample was loaded into a custom database used to record the scores for each
encounter data field

1 Alist of the enrollees whose clinical charts were selected for review was provided to the RSN for
coordination with the contracted provider agencies pursuant the onsite review

Qualis Health staff reviewed encounter documentation included in the clinical record to validate data
submitted to the State, and to confirm the findings of the analysis of State-level data.
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Upon completion of the clinical record reviews, Qualis Health calculated error rates for each encounter
field reviewed. The error rates were compared to error rates reported by the RSNs to DBHR for
encounters with a service date within the same time period.

Scoring criteria

Table E-1: Scoring scheme for Encounter Data Validation standards

Scoring Icon Key

® Fully Met (pass) Partially Met ® Not Met (fail) ® NnA (not
(pass) applicable)

SCRSN'’s Encounter Data Validation

The SCRSN contracts with 28 providers for Medicaid funded services. SCRSN conducted the state-
contracted EDV concurrently with other monitoring activities and included four additional data elements
as part of its validation. These exceeded the seven elements required by the state contract, including
sufficiency of notes, validity of signatures, and presence of identifying information on all notes pages.
SCRSN’s documentation indicated that monitoring was conducted in December 2014.

Table E-2: Scores and ratings on RSN’s Encounter Data Validation

EDV Standard Description EDV Result
Sampling procedure Sampling was conducted using an appropriate )
random selection process and was of adequate Partially Met (pass)
size.
Review tools Review and analysis tools are appropriate for PY
the task and used correctly. Fully Met (pass)
Methodology and The analytical and scoring methodologies are
analytic procedures  sound and all encounter data elements ® Fully Met (pass)

requiring review are examined.

Opportunities for Improvement
The timeframe used for comparison was stated as January 2014 to June 2014. The timeframe, as
specified by DBHR, should be October 2013 through September 2014, to meet best practices.

9 Future reports should use a full year of encounter data as a sample frame.

The sample selection procedure was not fully explained in the documentation. The number of charts
reviewed was not specified; it should be stated in addition to the number of encounters reviewed.
1 The encounter data that was reviewed was drawn from the RSN MIS, however, a better practice
would be to use encounters drawn from ProviderOne, so that SCRSN can ensure that data is
being processed as expected by the state.

Sampling Procedure
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Qualis Health reviewed the sampling procedure and overall sample size to evaluate SCRSN’s adherence
to the contractually required sampling methodology.

For its EDV, SCRSN’s documentation indicates that a combined Medicaid and non-Medicaid sample of
encounters was drawn with service dates between January and June 2014, although elsewhere in its
report, the period January 1, 2014 to April 30, 2014 is given. However, the DBHR contract indicates that
the monitoring period should be October 2013 to September 2014. As per the DBHR contract for RSNs
with more than 21 providers (SCRSN has 28), an overall sample size equal to or greater than 1,233
encounters was targeted. The RSN filtered the sample frame to include only recent clients not reviewed
in the previous year and of these, further filtering for clients who received five or more routine services,
thereby indicating an ongoing outpatient episode of care. SCRSN’s sampling methodology appears to be
based on stratified proportional sampling, ensuring that proportionate numbers of adult and child charts
were selected, although it is unclear whether combining the non-Medicaid and Medicaid encounters for
the sample frame resulted in reasonable proportions that accurately reflected the Medicaid population, as
required for DBHR reporting to.

The selection was obtained by assigning a unique identifier with the SQL Server NEWID function. The
NEWID function in SQL is designed only to create unique values and is not designed as a random
number generator. However, SCRSN noted that the SQL Server RAND function in SQL Server 2005,
which is currently used by the RSN, does not return a random number, based on information from
Microsoft Developer Network documentation. SCRSN therefore uses the NEWID function as a
workaround. The final sample used for review included 2,566 encounters, which was well above the
DBHR contract requirement. The number of patients represented was not disclosed, but given the
number of sampled encounters it was likely greater than the minimum 300 patients specified by the
DBHR contract.

SCRSN’s sampling procedure as described in their provided documentation was probably sufficient for
selecting a reliable and representative sample, but it is not possible to say conclusively. The sample
frame encounter service dates were unclear. The sample selection procedure was not fully explained.
The non-Medicaid and Medicaid populations are not sampled separately, yet it was not demonstrated that
they have similar proportions of children and adults, nor were the relative sizes of each population
disclosed. It would be better to use the SQL RAND function in the future, rather than NEWID.

Review Tools

SCRSN uses an Access Database tool that is loaded into notebook computers to compare RSN
encounter records with clinical charts located at provider sites. The data tool records results for all
encounter data fields required by contract with DBHR for review, as well as a number of additional fields.
The data collection tool includes Service Encounter Reporting Instructions (SERI) to help remind staff of
the requirements for each individual service. Results for each provider collected using the tool were
uploaded to the SCRSN SQL Server database for processing and reporting to the state. SCRSN has
been using this clinical data monitoring tool since 2007.

Methodology and Analytic Procedures

Prior to conducting the survey, senior IS staff at SCRSN reviewed the SERI and the updated EDV tool
documentation, then conducted training sessions to insure that all error types were included in the
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validation. It was unclear when this training occurred. All EDV monitoring staff were trained together to
maximize inter-rater reliability.

SCRSN reviewed all elements specified by the DBHR contract. As recommend by prior EQRO audits,
SCRSN updated the EDV scoring method to use discrete counts of fields/requirements instead of
encounter counts. Thus, because each encounter is reviewed for 11 individual field values or encounter
requirements, the error rate denominator over all encounters is the number of encounters multiplied by
11.

EDV results were presented at the agency and data element level, allowing for targeting of providers for
corrective actions to be taken with respect to specific data elements. Agencies found to exceed the error
limit (5%) were directed to submit corrective action plans to SCRSN. For the combined non-Medicaid and
Medicaid monitoring, most provider agencies were within acceptable limits of error and aggregated
results indicated a decrease in errors from 15.5% in 2013 to 5.0% in 2014. SCRSN provided a more
limited report for the Medicaid-only population, using the format suggested by the DBHR contract,
indicating that all error rates were within contract specified limits.

SCRSN's review tools, scoring methodology and analytic procedures appear to be sufficient. The
monitoring results could be made much clearer by separately reporting the non-Medicaid and Medicaid
results.

Qualis Health Encounter Data Validation

Results are presented for each of the EDV activities performed, including electronic data checks of
demographic and encounter data provided by DBHR, onsite reviews comparing electronic data to data
included in the clinical record, and a comparison of Qualis Health’s EDV findings to the internal findings
reported by the RSN to DBHR.

Table E-3: Scores and ratings on Qualis Health Encounter Data Validation

EDV Standard Description EDV Result \
Electronic Data Full review of encounter data submitted to the PY
Checks state indicates no (or minimal) logic problems Fully Met (pass)

or out of range values.

Onsite Clinical State encounter data is substantiated in audit
Record Review of patient charts at individual provider Partially Met (fail)
locations. Audited fields include demographics
(name, date of birth, ethnicity, and language)
and encounters (procedure codes, provider
type, duration of service, service date and
service location).

Opportunity for Improvement
SCRSN should consider clinical records to encounters drawn from ProviderOne to address the
low match rates found by Qualis Health.
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Electronic Data Checks

Qualis Health analysts reviewed all demographic details and encounters for the RSN from Provider One
for the reporting period, comprising 17,757 patients and 515,519 encounters. Each field of each
encounter was checked for completeness and whether the values were within expected ranges. Results
of the electronic data checks are given in Table E-4.

Among the state’s RSNs, SCRSN was among the top performers in terms of collecting accurate SSN
data (although reporting SSN is optional). Several birthdates were missing (or coded a “0”, resulting in a
date of 1/1/1900). All language data was complete, however, 17.2% of language preferences were coded
as “Unknown/Patient Refused,” which seems high. Similarly, 73.4% of sexual orientation values were
coded as “Unknown/Patient Refused.” SCRSN had the highest duplicate encounter rate, with 19.9% of
encounters having the same procedure, person, day and provider, accounting for 34.8% of all duplicate
encounters statewide.

Overall, SCRSN'’s encounter data coding errors were within acceptable limits.

Table E-4: Results of Qualis Health’s encounter data validation for RSN

Measure State standard RSN Performance
Demographic Data
RSN ID 100% complete, all values in range 100%
Consumer ID 100% complete 100%
First Name 100% complete 100%
Last Name 100% complete 100%
Date of Birth Optional 99.9%
Gender Optional 100%
Ethnicity 100% complete, all values in range 100%
Language preference 100% complete, all values in range 100%
Social Security Number Optional 96.5%
Sexual Orientation 100% complete 100%
Encounter Data
RSN ID 100% complete, all values in range 100%
Consumer ID 100% complete, all values in range 100%
Agency ID 100% complete, all values in range 100%
Primary Diagnhosis 100% complete 100%
Service Date 100% complete 100%
Service Location 100% complete, all values in range 100%
Provider Type 100% complete, all values in range 100%
Procedure Code 100% complete 100%
Claim Number 100% complete 100%
Minutes of Service 100% complete 100%

Clinical Record Review

Qualis Health reviewed 447 encounters submitted by SCRSN to ProviderOne with a service date

between October 1, 2013 and September 30, 2014, as well as the 113 demographics records associated
with the individuals whose encounters were included in the sample. Qualis Health reviewers compared
data included in Provider One database extracts provided by DBHR to data included in the clinical
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records. Qualis Health reviewed encounter data fields required for review in the SCRSN contract with
DBHR contract, including:

Date of service

Name of service provider

Procedure code

Service units/duration

Service location

Provider type

Whether the service code agrees with the treatment described in the encounter documentation

=A =4 =4 4 -4 -4 -4

Qualis Health reviewed all demographics fields delineated in the CIS Consumer Demographics native

transaction as described in the most current CIS data dictionary, including:
1 First name

Last name

Gender

Date of birth

Ethnicity

Hispanic origin

Preferred language

Social security number

Sexual Orientation

=A =4 =4 4 -4 A -8 -4

Site visit results

Results of the comparison of demographic data included in the clinical record to demographic data
extracted from the DBHR CIS Provider One System are shown in Table E-5. The data element match
rate ranged from a low of 30% for sexual orientation to a high of 100% for first and last names. The
majority of match errors appeared to be the result of data entry errors, where the values included in the
clinical record differed from the values submitted by the provider agency. The scores for ethnicity related
fields, SSN and sexual orientation differ in that the non-match rates are attributed to unsubstantiated
values on the charts rather than to erroneous data. Among these fields, SSN is the only optional
demographics field according the CIS data dictionary, so this may be an artifact of business processes
around required versus optional data elements. The unsubstantiated values for the other fields may be
related to the high rates of fAUnknown/ Patient Refusedo
encounters described above for SCRSN, suggesting that the DBHR CIS is recoding submitted values to
AUnknown. 0

Results of the comparison of encounter data included in the clinical record to encounter data extracted
from the ProviderOne database are shown in Table E-6. The match rates for all fields are significantly
below the DBHR contract benchmark of 95%. In addition, the rate of non-matches due to
unsubstantiated values in the clinical record for all fields exceed the DBHR contract threshold of <2%.
The rate of unsubstantiated encounters was directly due to lack of documentation in the clinical record
related to the reported encounter.

SCRSN did not review demographics data as part of their internal EDV process, however this is outside
the scope of an Encounter Data Validation, based on the CIS database and the DBHR Contract. As such,
Qualis Health was unable perform a comparison, as shown in Table E-7.
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The comparison of the total match rate from the Qualis Health review to the total match rate from the
SCRSN internal EDV is shown in Table E-8. There is significant variance across all data elements. The
variance is likely to be at least partially due to the data sources involved. SCRSN used comparison
encounters extracted from their MIS when performing their internal EDV, while Qualis Health used
encounters extracted from ProviderOne.

Table E-5: Demographic Data Validation

Demographics Data (N = 113)

Field Match No Match — No Match — No Match —
Erroneous Missing Unsubstantiated
Last Name 100.00% 0.00% 0.00% 0.00%
First Name 100.00% 0.00% 0.00% 0.00%
Gender 96.46% 0.88% 0.88% 1.77%
Date of Birth 98.23% 0.88% 0.00% 0.88%
Ethnicity 52.21% 41.59% 3.54% 2.65%
Hispanic Origin 51.33% 29.20% 6.19% 13.27%
Preferred Language 67.26% 10.62% 2.65% 16.81%
Social Security Number 76.11% 0.88% 2.65% 18.58%
Sexual Orientation 30.09% 24.78% 2.65% 33.63%

Table E-6: Encounter Data Validation

Encounter Data (N = 447)

Field Match No Match — No Match — No Match —
Erroneous Missing Unsubstantiated

Procedure Code 85.46% 0.89% 0.22% 13.42%
Date of Service 89.49% 0.45% 0.00% 10.07%
Service Location 84.79% 0.89% 0.00% 14.09%
Service Duration 79.64% 6.26% 0.22% 13.87%
Provider Agency 6.04% 0.00% 0.67% 3.80%
Provider Type 83.89% 0.89% 0.00% 15.21%
Clinical Note 83.45% 16.55% 0.00% 0.00%
Matches Procedure

Code

Table E-7: Comparison of Qualis Health and RSN Demographics Data Validation Results

Field Qualis Health Match RSN Match Variance
Last Name 100.00% Did not report Could not determine
First Name 100.00% Did not report Could not determine
Gender 96.46% Did not report Could not determine
Date of Birth 98.23% Did not report Could not determine
Ethnicity 52.21% Did not report Could not determine
Hispanic Origin 51.33% Did not report Could not determine
Preferred Language 67.26% Did not report Could not determine
Social Security Number 76.11% Did not report Could not determine
Sexual Orientation 30.09% Did not report Could not determine
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Table E-8: Comparison of Qualis Health and RSN Encounter Data Validation Results

Qualis Health Match RSN Match Variance
Procedure Code 85.68% 99.78% -14.10%
Date of Service 89.49% 100.00% -10.51%
Service Location 84.79% 99.84% -15.05%
Service Duration 79.87% 99.96% -20.09%
Provider Agency 6.71% 99.94% -93.23%
Provider Type 83.89% 99.45% -15.56%
Clinical Note Matches Procedure 83.45% 99.92% -16.47%
Code

Discussion

The SCRSN EDV processes related to sampling, data collection and analysis appear adequate to meet
the requirements of their contract with DBHR.

The encounter and demographics data received from DBHR were 100% complete, with the exception of
Social Security Number, an optional data element, which was 96.5% complete.

Qualis Health found a significant level of disagreement between encounter data extracted from Provider
One and data included in the clinical record. The match rate for all data elements was below the DBHR
contract standard of 95%.

With regard to demographics, there was a significant level disagreement between the value included in
the CIS database extract and the values in the clinical record. While the match rate for first name, last
name, data of birth and gender were all above the 95% match benchmark, the remaining elements fell
below the acceptable level.

There was considerable variance when comparing the Qualis Health EDV clinical chart review results to
the SCRSN internal EDV results reported to DBHR. This may have been due to a mismatch in date
definitions (SCRSN used only encounters between January and June 2014), as well as a mismatch in
data sources.

Opportunities for Improvement

The dates used for selecting the encounter data sample for monitoring should have been October 1, 2013
through September 30, 2014. It is unclear which dates SCRSN used; if not this period, then future
monitoring of Medicaid encounter data should conform to the DBHR contract periods.

1 Improved explanation of the sampling process in the EDV documentation would be helpful.

I SCRSN should utilize encounter data processed by the State rather than data maintained by the
RSN when conducting EDV. This will ensure that SCRSN has visibility as to whether encounter
information is being processed as expected by Provider One and address data errors and
inconsistencies.

1 SCRSN should refine their documentation to more clearly present Medicaid specific results.
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Appendix A: Previous Year Findings and Recommendations

Spokane Regional Support Network had no Corrective Action Plan Requirements for the previous
year.
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Appendix B: All Recommendations Requiring Corrective
Action Plans (CAPSs)

Section 6. Practice Guidelines
1. Related to the adoption of practice guidelines, SCRSN stated the current practice guidelines were
adopted as a matter of convenience rather than through an evaluation of enrollee healthcare
needs. The CFR specifically states the entity shall base the practice guidelines on the healthcare
needs of enrollees.

1 SCRSN needs to re-evaluate its current portfolio of practice guidelines with consideration
given to the healthcare needs of enrollees across its region and make a determination as to
whether new or additional practice guidelines should be adopted. When considering what
practice guidelines to implement, SCRSN needs to consider the healthcare needs of its
enrollees.

Section 7. Quality Assessment and Performance Improvement Program
2. SCRSN does not have clear, consistent definitions for over-or-under-utilization nor does it have
mechanisms in place to detect these phenomena. SCRSN'’s current level of care system does
not support an expected level of service intensity within each level of care. However, SCRSN is
in the process of developing a new level of care system that will allow for the detection of under-
utilization and over-utilization based on an expected range of service intensity within each level of
care. SCRSN has a target date of October 1, 2015 for full implementation of this new level of
care system.
1 While SCRSN receives a score of “Not Met” for this item, corrective action is already in place
to address the deficiency. It is recommended that SCRSN continue with its current plan to
implement a new level of care system effective October 1, 2015.

There was no Recommendations Requiring CAP for Performance Improvement Validation.

There were no Recommendations Requiring CAP for Information Systems Capability.

Encounter Data Validation

There were no Recommendations Requiring CAP for Encounter Data Validation.
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Appendix C: Acronyms

ACC American College of Counselors

BC/DR Business Continuity and Disaster Recovery

BHO Behavior Healthcare Options

BHR Behavior Health Resources

CAP Corrective Action Plan

CFR Code of Federal Regulations

CIS Consumer Information System

CMS Centers for Medicare & Medicaid Services

CPT Current Procedural Terminology

DBHR Department of Social and Health Services, Division of Behavioral Health and Recovery

DDA Disability Discrimination Act

ECM Enhanced Care Management

EDI Electronic Data Interchange

EDV Encounter Data Validation

EHR Electronic Health Record

ESH Eastern State Hospital

EQR External Quality Review

EQRO External Quality Review Organization

HCA Health Care Authority

HCPCS Healthcare Common Procedural Coding System

HEDIS Health Effectiveness Data and Information Set

ISCA Information System Capability Assessment

MCO Managed Care Organization

MHCM Mental Health Care Program

MHP Mental Health Professional

MMIS Medicaid Management Information System

NAMI National Alliance on Mental lliness

LEIE List of Excluded Individuals/Entities

MSO Management System Organization

NAS Network Attached Storage

NIC Network Interface Card

PAHP Prepaid Ambulatory Health Plans

PCCM Primary Care Case Management

PCP Primary Care Provider

PIHP Prepaid Inpatient Health Plan

PIP Performance Improvement Project

QAPI Quality Assessment and Performance Improvement

RAID Redundant Array of Independent Disks

RSN Regional Support Network

SCRSN Spokane County Regional Support Network

SCPHSS Spokane County Community Services, Housing and Community Development
Department

SAM System for Award Management

SERI Service Encounter Reporting Instructions

URAC Utilization Review Accreditation Commission

WSC Washington State Consortium
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