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1. Potential Performance Measures for County Contracts

a. Desirée Crèvecoeur-MacPhail asked everyone to review the Performance Benchmarks memo from SAPC that went out today. She clarified that only three out of seven benchmarks came out of the first pilot project. It is not clear at this time which modalities these benchmarks applies to, although based on the language in the memo, these would apply to drug free outpatient counseling programs.
i. Al Senella commented that the providers would like access to their data once it is submitted to SAPC so they can have the ability to follow clients around the treatment system. He also commented that all of the providers from the first project pilot supported the process but it appears as though the policy making is moving too fast. He continued that the first pilot was implemented rather hastily and that the outcome information may have been different if it was designed and implemented at a more natural pace. He also stated that because the second pilot has not yet been completed their results can't be used to compare. He said that while the suggested benchmarks don’t cause him great concern, there are some issues with them. 

ii. Jim O’Connell asked if these benchmarks are specific to a certain modality and Desirée Crèvecoeur-MacPhail responded that as far as she knows they apply to outpatient counseling programs, specifically outpatient drug free programs but she cannot be certain. 

iii. Vickie Casanova commented that this was their (pilot project participants) biggest fear: the pilot project results becoming policy.

iv. Ken Bachrach asked what the implications are of meeting or not meeting the benchmarks. Desirée Crèvecoeur-MacPhail responded that when she spoke to John Viernes he said the benchmarks need to be included in the new contracts but they won't be tied to funding at this time. Jim O’Connell commented that the language sounds more like contractual obligations rather than benchmarks. Al Senella also commented that the providers would like to see the contract language and how it is formed. 

b. Desirée Crèvecoeur-MacPhail reviewed each suggested benchmark individually:

i. Number 1 – “Assessment and Treatment Plan”: This is already in the contracts. There were no comments. 

ii. Number 2 – “Early Dropouts less than 25%”: Kathy Icenhower asked how this would it be measured. Desirée Crèvecoeur-MacPhail responded that data collection system or billing system would need to be modified. It is unclear if this would happen before the new contracts. The providers suggested rephrasing the benchmark to focus on the positive. It could read as: “75% of clients should be retained post 30 day engagement.” Steve Maulhardt asked if this considers the fact that funding sometimes dictates how long you are in a program to retain a client. Al Senella also commented that this doesn’t take into account the varying populations. Length of stay also depends on if the client has a co-occurring disorder, whether or not the client was referred from jail, the program location etc. Vicki Casanova commented that the number is too high, and that the benchmark shouldn’t be higher than the national average. Kathy Icenhower stated that she is more interested in looking at 90 day retention because we know that the 90 day mark is a critical number. Richard Rawson asked everyone to remember the performance literature and data that show that programs with higher 30 day retention numbers have higher rates of clients reaching 90 day marks. He said that the 30 day mark is used to identify programs that are having difficulties engaging people and keeping them in treatment. He said that there are things that programs can do to improve the issues in the first 30 days such as trainings, NIATx, etc.  Kathy Icenhower said that the benchmark should include the word ‘engagement’ so it is clear to what is being measured. 

iii. Number 3 – “Drug Tests”: Al Senella said that requiring this level of drug testing is a waste of money. Brenda Wiewel commented that LACADA doesn’t have a definitive time on when to drug tests. Some clients need them often and some don’t. Al Senella commented that not 100% of clients even need a drug test. There has to be a cause for a client to be given a drug test. Jim O’Connell said that requiring the drug tests eliminates the ability to tell a person that they are doing well and doesn’t need a drug test. He said that to be able to say this is a very powerful therapeutic tool. Vicki Casanova said that Homeless Healthcare doesn’t do drug tests and doesn’t intend to because they are a harm reduction program. Kathy Icenhower asked what does random drug testing has to do with performance? Desirée Crèvecoeur-MacPhail said that a possible suggestion could be random testing on a certain percentage of clients. The providers agreed that the intervals need to be adjusted and that harm reduction programs should be excluded. The providers said that the programs are content with current contract language so some said the proposed benchmark should be eliminated completely. 

iv. Number 4 – “Minimum Services”: Al Senella stated that requiring 100% compliance is impractical. Desirée Crèvecoeur-MacPhail responded that as far as she knew this minimum amount of services was proposed for a percentage of clients. Vicki Casanova commented that most programs have a no-show rate so this would need to be taken into account when the percentage is calculated. Al Senella said that he would recommend that it be suggested that 50% of clients receive this as the minimum. He said that the bar shouldn’t be set so high that it is unattainable and as a result everyone fails. Ken Bachrach commented that it would be nice to see what the ranges were for the pilots in terms of the amount of services that were provided. Teri Canon said that it would be ideal if this could be tailored to individual programs. Kathy Icenhower said she would prefer to look at the total number of encounters not individual and group sessions. Al Senella commented that the more you emphasize contract delivery, the more you push for it over quality care. Jim O’Connell commented that these requirements will reflect poor stewardship for the public dollar. 

v. Number 5 – “Medically Assisted Therapy (MAT)”: Al Senella commented that programs will not be able to make it available to everyone who wants it. Jim O’Connell stated that there is no funding system that addresses MAT, so is the point to emphasize that it is OK for clients to use certain types of drugs while they are in treatment such as for medical issues? Desirée Crèvecoeur-MacPhail responded that the proposed item needs more clarification: does this include psychotropic medications or specifically medications such as Vivitrol and Suboxone, etc? Kathy Icenhower asked how the level of assessment would be documented. The providers agreed that the presumption is that SAPC is making a statement requiring programs to not refuse treatment for someone on medically assisted treatment. 

vi. Number 6 – “Continuing Care”: The providers stated that this item needs clarification. Al Senella asked if this is an attempt to increase transfers from one level of care to another or to continuing care such as aftercare once the client completes the acute episode. He said if they are addressing aftercare, you can't include this in the contract language without taking into account the reimbursement piece. Kathy Icenhower asked what exactly is being measured. 

vii. Number 7 – “Evidence Based Practices (EBP)”: The providers asked again what exactly is being measured. Al Senella asked which ones they are supposed to pick – they are costly. Ken Bachrach commented that there is a process issue on how all of these benchmarks are being rolled out but in regards to this one specifically, he said there isn’t any literature that shows which EBPs are better. He asked if it really even matters if the program is reaching their numbers. 

c. The providers all agreed that it would be good to have another discussion with John Viernes before the memo is revised. They will propose a meeting date of March 18th at 12:30pm. Wayne Sugita stated that any written remarks to John Viernes are welcome. 

d. Regarding the LACPRS Online Training Certification, the focus will be on the content of LACPRS and should be required for all new staff. It will be available in June. 

2. The Performance-Based Pilot Project 

a. Overview of findings from pilot project: Review tables 

i. Desirée Crèvecoeur-MacPhail reviewed the data tables and asked for questions regarding individual agencies. There were not a lot of differences between clients that were mandated to treatment versus those that weren’t. Desirée Crèvecoeur-MacPhail clarified that there are different types of mandates: criminal justice or social services and both types were included in the analysis. 

ii. Desirée Crèvecoeur-MacPhail reviewed the document containing questions from the last LACES Advisory workgroup. She will explore question number four regarding a “minimum dose” to see if a confidence interval will show anything. Ken Bachrach asked if most of this information can be obtained from the billing system. Most of the systems at the county level collect aggregate information or are paper-based, hence the reason for the pilot project. He asked if additional outcome data could be analyzed at this time and Desirée Crèvecoeur-MacPhail responded that if all of the client treatment data from the pilot were made available by SAPC, UCLA would most likely agree to do the analysis. Al Senella would like to see the results of intensity by primary drug. Desirée Crèvecoeur-MacPhail said that UCLA will be looking at this as well as dropout rate by primary drug.

Next Advisory group meeting July 1st 1-3pm

