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Before We Begin

A During todayds prec~nrnt ~tiaon v
slides will be automatically TR Syt e
synchronized with the audio, so
you will not need to flip any slides
to follow along. You will listen to
audio through your computer
speakers so please ensure they
are on and the volume is up.

Passed Windows 7

Passed Google Chrome 33

Is ready to go!
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A You can also ensure your system
is prepared to host this webinar
by clicking on the question mark

Passed our system s ready to go
button in the upper right corner of
your player and clicking test my 0.1750.117 Safan537.36 . ‘
system now. SANSTE | O s B0 A 213 Wi AP A8 | Mk ket

Time: Thu Feb 27 16:23:17 GMT+00:00 2014
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Before We Begin

[ ™ o 4: [l I Playing

A You may submit questions to the ——
speakers at any time during the [ - Ascagueston |
o
—

presentation by typing a question into
the O0O0Ask a Questiond b
left portion of your player.

A If you need technical assistance,
please click on the Question Mark
button in the upper right corner of
your player t(? see a list of Frgquently oAHH3A- MRS
Asked Questions and contactinfo for apfer fo Intggrated Health Sofutions

tech support if needed. ,
NATIENAL COUNCIL

. Substance Abuse and Mental Health Services Administration
FOR BEHAVIORAL HEALTH VSAMHSA

A If you require further assistance, you PR AATE AT AR A
www.samhsa.gov 1-877-SAMHSA-7 (1-877-726-4727)

can contact the Technical Support i
Center.

Toll Free: 888 -204 -5477 or

Toll: 402 - 875 -9835
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Learning Objectives

Participants will be:
1. Able to define quality benchmarking.

2. Able to explain what healthcare marketplace
conditions are driving the need for quality
benchmarking.

3. Able to understand how quality benchmarking can be
used to prioritize quality improvement efforts specific
to the integration of behavioral and primary care.

4. Able to explain how benchmarking can be used to
define and describe value.

5. Able to identify available tools to help you benchmark.

integration.samhsa.gov



Todayos Speakers

Jeff Capobianco, PhD, LLP
Director of Practice Improvement

The National Council for Behavioral
Health

Virna Little, PsyD, LCSW-R, SAP, CCM
Senior Vice President of Pyschosocial
Services and Community Affairs

The Institute for Family Health

Elizabeth Lever, LMSW

Director of Process Improvement and
Analytics

The Institute for Family Health
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What do we mean Db
Benchmar ki ngo ?

A The Agency for Healthcare Research and Quality

( AHRQ) defines benchmar ki nc
comparing a practiceobos perf
standard. o

A Benchmarking is an important quality improvement tool
to help healthcare providers understand how their
performance compares to others 7 both externally and
Internally.

Knox, L. Brach, C. Practice Facilitation Handbook: Module 7. Measuring and Benchmarking Clinical Performance.
June 2013. Agency for Healthcare Research and Quality. Rockville, MD.
http://www.ahrg.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/index.html 4/29/2016.
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What do we mean b
Benchmar ki ngo ?

Benchmarking metrics are always quantitative
and can address the efficiency and/or
effectiveness of processes such as:

Productivity

Quality

Time

Cost
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What is Driving Renewed Focus on
Benchmarking?

A Integration of Primary Care & Behavioral
Healthcare (IH)

A Value-based Reimbursement (VBR)
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Why Do We Need to Benchmark?

A To get staff input and ownership of practice

A To be sure we are reaching or identifying the full
denominator of our practic
through the door.
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Internal Versus External Benchmarking

Internal benchmarking compares the base rate
performance of a team or clinician on a specific metric(s) to
another team or clinician within the same organization.

External benchmarkingc ompar es an or gani
or outcome metrics to another provider or standard
established by an accrediting body or funder.

Lovaglio, P.G. Benchmarking Strategies for Measuring the Quality of Healthcare: Problems and

Prospects. The Scientific World Journal. Volume 2012 (2012).
http://www.hindawi.com/journals/tswj/2012/606154.
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Internal Benchmarking for Integrated
Health Examples & Sources

Clinical Measures:
Depression Rating Scale (e.g., PHQ-9)
Substance Use (e.g., AUDIT-C)

Administrative Measures:
Staff Capacity
Use of Concurrent/Collaborative Documentation
No-shows/Referral Completion/Admission/Discharge/Transfer (ADT)
Efficient/Effective Billing

sources:

Provider Electronic Health Record Registry
Spreadsheet or Databases
Managed Care Portals and/or State Claims Data
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External Benchmarking for Integrated
Health Examples & Sources
Regional Sources:

A Be sure to start by engaging local providers to see if they will
be willing to share/compare data

A State level collaborative or healthcare associations often
have datasets that can be mined for benchmarking

A Managed care and State funders are also good sources of
data for comparison (e.g., NY State Statistics & Reports

Portal)
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External Benchmarking for Integrated
Health Examples & Sources

National Sources:

Health Resources Services Administration (HRSA)
Nationwide Individual clinic level data
Data comparison feature

AHRQ National Quality & Healthcare Disparities Reports
Comprehensive Guide to Benchmarking; Access to Care; Disease;
Priority Populations; Health Ins; Type & Setting of Care

The Center for Quality Assessment & Improvement in

Mental Health (CQAIMH)
For choosing BH process measures

Over 300 source databases
(See Resources Section for Links to these s
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External Benchmarking for Integrated
Health Examples & Sources

National Sources:

Dartmouth Atlas of Healthcare
State & Region Medicare Data

Center for Medicaid/Medicare Services Hospital Compare
State & Regional Hospital Medicare Quality Data

NASMHPD Research Institute, Inc. (NRI)
Comprehensive Nationwide inpt. & outpt. data warehouse

(See Resources Section for Links to these si
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Four Steps to Quality Benchmarking

1. Define why you need to benchmark and what will the
benchmark be?

2. Describe the steps your organization will take to
achieve the benchmark target.

3. Develop new organizational processes to achieve the
benchmark(s) target.

4. (with) Diligence maintain the benchmark through
dashboard monitoring and Continuous QlI.

Define -Describe —=Develop—with Diligence
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Defining & Describing
Examples from Institute for Family Health
Depression Care
A Defining the population (new, age)

A Defining the purpose (why?)

A Describing the flow (how?)
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Defining the Benchmarks

% of patients who were screened for depression
over age 12

% of patients who were positive at screen who
received a PHQ9

% of patients positive for PHQ9

% of Patients with follow up

% of patients with CSSRS, Safety Plans
% of patients who got better !!

integration.samhsa.gov
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Depression Collaborative Care Measures

Metric Target Acceptable

Three Contacts (Active Pts):
Denominator: Total quarterly enrollment in CC (see Quarterly Enrollment metric).

Numer ator: Number (#) of those pati ¢
period. AActiveodo defined by having .
quarter. o4 9% . 7%

Improvement Rate:

Number (#) and proportion (%) of patients in treatment for 70 days (10 w eeks)
or greater w ho demonstrated clinically significant improvement either by: a 50%
reduction from baseline PHQ-9 or a drop from baseline PHQ-9 of at least 5

0, [} 0,

points and to less than 10. < 50% : 35%
Consultation Rate:
Among those in treatment for 70 days (10 w eeks) or greater w ho did not
improve, number (#) and proportion (%) w ho received a Psychiatric
Consultation note. A psychiatric consultation is a patient case review betw een . . .
the Care Manager and the Psychiatric Consultant. < 5% - 60%
Change in Treatment Rate:
Among those in treatment for 70 days (10 w eeks) or greater w ho did not
improve, number (#) and proportion (%) w ho had a change in treatment.

o 75% 7 60%
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Develop the Process!

Think about pathways!

Different from flows!
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Managing Depression:
CI I n I Cal WO r kfl OWS I n ] Patient Present fer Medical Care

Primary & Behavioral i

Hopelessness)

Health Care v

Nursing Staff Administers PHQ2
¢ Comnpiete PHQ2 SmanSet
Record PHQ2 in Doc Flowsheet

Patient Scores Negatively
*  Re-administer per criterh
above

-
: —

PHQ9 Scored: 0-9 PHQI S e g

o Povide Health Education/Prycho D

education handoft
*  Develop Behavioral ACtivation or Seif *"m""“"">

Managemert Goals On Site

A
Discuss Treatment Options v
Complete MDQ +  Medication Manage i Primary Care =
‘_

*  Record Results in Doc Flowsheet
; Behavioral Heatth referral No Immediate Risk
Management + Medication & BH Referral o Create Safety Plan

1 - Make Follom Up Visit

v *  Document Suicidal
Ideation in Problem
Reassess Monthly with
PHQS
+ I
| Score Drops 5 Points or 5)% in 4-6
Weeks
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Care Events:

Depression Screening in
Primary Care

Depression Screening
Behavioral Health Care

or Community Programs

Ongoing Depression Care
in Primary Care or
Behavioral Health Care

Any Pointin Primary -

Care or Behavioral
Health Care

C-55RS Screen and
Pathway for
Identification and
Management of Suicide
Risk

Identification Pathways:

Other Non-

negative negativetotal positive tota
sCreen* score and score andfor T
\L ° negative 09 positive 09 positive total score

Response Pathway Initiation: Response
Confirm Diagnosis and Add Depression Related Entry to the Problem List Pathway
Resolution:

M an ag i n g Dep reS S i O n : Utilize shared decision making to develop depression care plan
Clinical Pathways in
Primary & Behavioral

Health Care

Response Pathway Acute:

Complete PHQ-9 at eachvisitand asynchronously toin person
visitsas needed to ensure biweekly administration
Consultation
Changein
Treatment

Provide services as indicated per Depression Care Plan

Monitor Change in PHQ-9 Score over time

Mo clinically significant
improvemsnt

Clinically significant
improvement

Response Pathway Maintenance:

Complete PHQ-9 at each visitand asynchronously to in person visitsas
needed to ensure monthly administration

Provide services asindicated per Depression Care Plan

Monitor Change in PHQ-9 Score over time
Mo Sustaned Sustained

improvemeant improvement

nplete Relapse Plan
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Monitoring Your Benchmarks with

Diligence
Think about all of the data you might want such as:
A Patients
A Visits
A Services
A Scripts

Think about summary levels of interest:
Individual providers T Everyone on the Care team?
Types of Providers

Locations

System wide

integration.samhsa.gov
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Monitoring: Point of Care Reports with

Diligence
Features Benefits
Event as unit of analysis High degree of accountability
Focus on expected procedure; Highly reactive T each new
Individual steps (the how) Instance of an event is a
leading to intended clean slate
outcome iStarting tom

Evaluate action/behavior

Point of Care Depression Screening

1. Identified best practice T consider depression screening a
vital sign

2. Single step process achievable in single visit

3. Engage members of the care team according to role

. Substance Abuse and Mental Health Services Administration . )
XSAMHSA HRSA integration.samhsa.gov
www.samhsa.gov  1-877-SAMHSA-7 (1-877-726-4727)
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Monitoring: Depression Care Population Outcomes

Improvement Rate: Number (#) and proportion (%) of patients in treatment for 70 days (10 weeks) or
greater who demonstrated clinically significant improvement either by: a 50%
reduction from baseline PHQ-9 or a drop from baseline PHQ-9 of at least 5 points
and to less than 10.

Year Quarter Improvement Rate Improvement Rate

80%

76%

70% 71%

60%
2015 Q2 33% ’

50% -

44% A NY State Target = 50%
2015 Q3 44% 40%
33%

30% a
2015 Q4 76% 20%

10%
2016 Q1 71% 0% , , ,

2015 Q2 2015 Q3 2015 Q4 2016Q1
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Variables & Monitoring with  Diligence

A Any organizational changes that might affect your flows or
pathways ?

A Any system changes (external) that might impact your
processes, volume or flows ?

A Staffing or program changes ?

A Account for them beforehand or note when the occur in
order to track impact on your data

integration.samhsa.gov



Ulster County Uninsured Mental Health Patients
1/1/2015 -4/1/2016

Psychosocial 772
Psychiatry 279

Mental Health Visits by Quarter

250

200 L~ 204
150 /K / Psychiatry
=145
136 |
51 = Psychosocial

100 (‘ . Mental Health Free Clinic
N opens
58 69
53 55
50 44
O T T T T
2015 Q1 2015 Q2 2015 Q3 2015 Q4 2016 Q1
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Opioid Care & Treatment Data

Patients Prescribed Buprenorphine Receiving Care

250
200
150
100

50

Have Seen a Behavioral Health Provider Have Seen a Care Coordination Staff Member

The Institute is committed to treating patients with Opioid use and dependence and has paid particular attention to
this patient population in Ulster County, where opioid abuse is on the rise.

Buprenorphine Prescriptions Number of Patients

900 700
800
600 +——
700 777 — 631
737 738 I
600 | 500
500 591 612 — 400 -—
400 — 300 ——-——
300 —
2 4
200 — 00 222
100 — 100 —— I
0 T T T T 1 0 T 1
2015 Q1 2015 Q2 2015 Q3 2015 Q4 2016 Q1 Opioid Use Disorder/Opioid DependeRoescribed Buprenorphine
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Benchmarking -All Areas of
Business

A Clinical services and outcomes

A Program services

A Staffing- productivity and capacity
A Revenue
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Staffing - productivity & capacity

150% 140.00

140%

130%% - 12000

120% i Productivity [Actual Visits

Completed / Visit Projection

0% - 10000 ot Vst et

100%

90% I Capacity [Visit Time Spent /
- 80.00 Avalability]

80%

10% . .
6000 M Appointment Conversion Rate

60% [Actual Visits

50% Completad/ Intended Visits]
- 40.00

40% === ai bty [Hours|

0%

20% - 20.00

10% wmm \ctu3| Visits Completed

0% 000

August  September  October  November December  January  February — March Apri May June July
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Wrap -up!

A As you can see Benchmarking is a powerful tool for
Improving the efficiency and effectiveness of your
organization.

A It is a tool that in many ways describes the shift from Fee-for-
Service/Volume-based Care to Value-based Care where
marketplace comparisons between providers on a variety of
measures is becoming the norm.
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