COUNTY OF LOS ANGELES – DEPARMENT OF PUBLIC HEALTH

ALCOHOL AND DRUG PROGRAM ADMINISTRATION (ADPA)

and

UCLA Integrated Substance Abuse Programs (ISAP) 

Los Angeles County Evaluation System: An Outcomes Reporting Program (LACES)

PERFORMANCE-BASED PILOT PROJECT WORKGROUP
Minutes
Thursday, July 10, 2008

1.
WELCOME AND INTRODUCTIONS

2. PERFORMANCE-BASED PILOT PROJECT 
A. Focus
a) The McLellan, Chalk and Bartlett article, “Outcome, performance, and quality—What’s the difference?” is presented. The idea behind the pilot is to use various performance measures to assess treatment programs/organizations. 
b) The government is creating contracts based on performance. The healthcare system will move to this type of model which means that it is time for drug treatment programs to do the same. 
c) The pilot project is an experiment and is in the beginning stages. As a group, we will eventually help other counties develop standards of performance. The State is having similar discussions regarding the development of a pilot project; they are just waiting for preliminary results from the L.A. project.
d) Each provider’s involvement is extremely critical. The project will affect the program’s/organization’s funding; therefore, it is best to be involved from the beginning. 
e) Each participant is required to be familiar with the LACPRS system, which meets State and Federal requirements. 
f) While it is impossible to compare Los Angeles to the Delaware project since Delaware only has eleven facilities, the Delaware project will be used as a type of model from which the L.A. project can learn from and gain ideas.
i) Program types
(1) Outpatient and NTP programs will be the only treatment modalities involved in the pilot project. These programs comprise approximately 85% of patients seeking treatment in Los Angeles County. 
(2) The project will use encounter data in addition to urinalysis data and medication data. The richer the data, the better the project outcomes. There needs to be an indication of what occurs between admission and discharge.
(3) NTPs collect a large number of medical information but the program is not required to submit the data formally. 
(4) NTP providers collect encounter data in their billing system. As is the case in other modalities, NTPs have additional data in their systems that are not required by LACPRS.
(5) Each provider will choose one of their sites to participate in the pilot project. 
ii) Contract type (participating providers must have at one facility one or more of the following four contract types, each with at least 10 admissions/month)
(a) MediCal
(i) There are some systems, such as Drug MediCal, that are already practicing a type of performance-based contracting and the data is linked to billing. 
(ii) One suggestion is to institute ‘fee for service’. This will give the best picture for the county. The foci should be on data from programs that have funding from the block grant and MediCal, since 85% of the data received come providers using these funding sources. 
(b) CalWORKS

(c) General Relief
(i) General relief clients are the most difficult to keep in treatment and it is important to look at all populations. 
(d) SACPA (Prop 36)
(i) SACPA’s contract works as fee for service and it was suggested that the pilot use a similar contract. SACPA collects aggregated data.  The ADPA I.T. representative said that the system can be modified but it will require active entries. Excluding SACPA is not an option because it is a large system. SACPA is a track and referral system and the billing is not automated for this program. Even though SACPA is still using paper invoices, the can be converted to electronic files. This process can be done in 2 days. 
(ii) David Hoang will provide a layout; he does not want providers to be burdened with data input. ADPA IT is open to other opinions for format. David Hoang will work on ‘block grant’ and SACPA billing data conversion. July data will be submitted from participating providers.
(iii) Prop 36 can capture units from the submissions. The data can capture monthly information. 
(iv) One of the providers suggested ADPA distribute a provider survey so they can give feedback on the type of contract that should be used  (fee for service or Prop 36). 
(v) A participant application is being developed and will be sent out to providers as soon as it is finalized.
(vi) Ideally, providers and ADPA will share information. There should be an automated relationship between providers and ADPA.
B. Weekly pilot project provider collection and reporting of  Service Encounter Data

a) No additional data required – currently
i) One of the goals is to gather the data and information without burdening providers with excess amounts of extra work. The team will gather data from the first 30 days of care in order to measure monthly performance. The providers will start by submitting current data. In the end, we can use familiar vehicles to gather encounter data. The information should be gathered weekly and analyzed monthly. Surprises will be avoided. Monthly submissions will account for each day of service.
ii) Providers think monthly submissions will work best for them. Most providers feel they already do compliance monitoring. This system is already performance based. They are consistently checking the number of clients and service quality. 
iii) Even though the agencies meet the numbers, programs typically admit a plethora of clients per month but there are many drop outs which is not good for treatment. Good performance is not universal. 
iv) The pilot is set to begin in September 2008 and it is estimated to last 6 months.
v) UCLA will run the July 2008 data in August.
vi) David Hoang will create a template of the data that will be collected from the providers. 
vii) The providers expressed that it will be easier for them to send the entire billing report, which includes the encounter data. Programs will be observed parallel so it is best to extract approximately 30 records from each client.
C. Performance/Outcome Areas to be examined

a) Performance

i) Participant Engagement

(1) At least 2 individual sessions in first 30 days
(a) Philadelphia project: 2 individual sessions, 1 group. At least 3 encounters in the first 30 days. 

(2) Total number of individual and/or group sessions in first 30 days

(a) Dr. Rawson briefly mentioned UCLA Investigator Chris Grella’s study that supports the idea that more sessions equal better outcomes. Mixed and individual sessions also produce better outcomes. 

(b) MediCal discourages individual sessions and NTP’s have no restriction on individual sessions, instead they discourage group sessions.
(c) NTPs do not get reimbursed for family counseling or collateral counseling. 
ii) Retention  (length of participant program stay/enrollment) 
(1) Past research demonstrates that longer time in treatment produces better results especially in outpatient drug dependant programs.
(2) Some providers argue that the statement above is based purely on economic advances.
(3) Consider fee for service, which is already de facto.

iii) Timely submission of LACPRS admission and discharge participant data
(1) This will help monitor data entry in the LACPRS system. It has been difficult for providers to submit the LACPRS on time. One of the providers says sometimes the staff completes the LACPRS but they forget to print or submit. This is a training issue. 
(2) Hoang says the LACPRS system was designed to capture any data entered in the system, even if the person does not submit or print. 

iv) Participant discharge status
(1) There are 8 categories which include completed, referral, satisfactory, dead, and arrested. 
(2) A provider gave an example of how clients transfer from one program to another. Hoang states there is an identifier for transition.
(3) If clients move from different levels of care, the change should be measured and evaluated. 
(4) Instead of looking at admission and discharge data, it will be important to choose a set point in time in the middle of treatment to measure. At the time, TEDS requires admin/discharge data but it will change eventually. 

v) Number/Percent of face-to-face participant exit interviews
(1) Even though some exit interviews are currently done by memory, it is not considered valid data. A client cannot be evaluated without getting Time 2 (T2) data.
(2) It is impossible for programs to achieve 100% exit interviews, clients will disappear or drop out from time to time. In Los Angeles, 48% is the highest percent of exit interviews completed; other counties only achieve 10%. 
(3) It is imperative for counselors to complete an ethics training. Counselors and staff should not be guessing numbers or making up false data. It is best to complete a phone interview if the client is not available for a face-to-face exit interview. The data becomes junk if the numbers are fabricated.
(4) One of the providers explained that if providers compile all the progress notes, U.A., therapy sessions, and encounters then they can make an educated, reasonable guess. This is considered making a guess by using indicators which is different than submitting fraudulent data.
(5) Rawson noted that although it is true that some of the questions may be answered by reviewing the chart notes, those questions which speak directly to client outcomes cannot (e.g., days of primary substance use, days of employment, etc.).
b) Outcome

i) Participant abstinence (no use in the past  30 days) at program discharge
(1) Other measures
(a) Number of family sessions, urine testing, ???

(b) It was suggested to look at client involvement with the Criminal Justice system and “social productivity” such as finding a job, school and housing. 
(c) Billing data needs to be tied in with clients’ admission data. One client ID should correspond with an admission and discharge date.
(d) The results from the measures should be presented to the client, that way it may cause an impact.
3. PILOT PROJECT PARTICIPATION REQUIREMENTS
· The pilot will not interfere with current services provided by the program.
· Mady Chalk and Jack Kemp will come on board and consult. To start, the providers can submit June 2008 data. The providers can choose the designated site and submit corresponding data.
· Dr. Fielding does not control money so one of the providers asked about reward and punishment. 
· Direct billing is performance; we need to figure out the numbers before the pilot project begins. 

· The pilot was designed to help improve performance and outcomes. The project will hopefully create changes because it may impact future contracts.

A.
Pilot project provider participants must be active
i. Examine/Review data and pilot project findings
ii. Come to pilot project meetings prepared to discuss report drafts, data analyses, etc.

iii. Pilot project provider participants must be connected to LACPRS system.

4. OTHER AGENDA ITEMS OF INTEREST
5. NEXT STEP:  REVIEW OF
a. Pilot Project Design and Methodology,

b. Pilot Project Performance and Outcome Measure Standards

· Look at the measures the providers are most comfortable with.

c. Pilot Project Reports and other feedback methods

d. Pilot Project Provider Participant Application
6. Schedule next pilot project meeting  in August 2008
a. Thursday, August 14th at 1pm
7. ADJOURNMENT

