Verity Quality Management Committee, March 13, 2008

Present: Ben, Rath, IPP/OHSU; Boyer, Stephanie, Child & Family Advocate; Brock, Stephen, Kerr Youth & Family Services; Danner, Deborah, MHASD; Franklin, Meghan, Catholic Community Services Kinney, Charmaine, MHASD; Kramer, Anthony, LifeWorks NW; Lockyear, Mary, (recorder of minutes) MHASD; Magnuson, Linda, Morrison Child & Family Services; McLean, Shannon, Luke-Dorf; Rice, Joan, MHASD; Shumaker, Yanna, Lutheran Family Services NW; Solloway, Michele, Trillium Family Services

	Items/Issues
	PRESENTATIONS/DISCUSSIONS
	ACTION & ASSIGNMENTS

(DUE DATE)

	Next Meeting
	Date:
Thursday April 10, 2008

Time:
3:00 – 5:00 p.m.

Place:
Conference Room 112, Multnomah Building, 501 SE Hawthorne
	

	Minutes:  
	Distributed via e-mail and mail
	

	Handouts
	1. February 14, 2008 Verity QM Minutes

2. March 13 Agenda

3. Kerr Youth & Family Services presentation by Stephen Brock

4. 2008 Verity QM Work Plan (draft)

5. 2007 Verity Annual Quality Report (draft)


	

	QM Work Plan, review of final draft


	Committee members evaluated final changes to the Verity Annual Quality Management Work Plan and Annual Quality Report.  Both were approved with few changes by committee members for submission to Oregon State Addiction and Mental Health Division. 

Provider representatives were particularly interested in the new addition to the work plan proposed by Charmaine regarding voluntary agency submission of routine internal chart audit results in order to improve documentation for the Center for Medicare and Medicaid Services (CMS) requirement for clinically necessary services provided to an Oregon member with a covered diagnosis.  The committee discussed the question of whether consumer language in the treatment plan will meet the CMS requirements because the consumers have expressed need for greater involvement in treatment planning.  It is difficult to include all the strengths in the treatment plan for providers. Treatment plans must show what things will be done to help improve symptoms. How are we going to blend these two objectives?  

Including focus areas using language from the CANS-MH assessment may help to improve both treatment planning and outcome.  Most providers are using CANS and Verity has made CANS-MH or other approved instruments part of the contracts.  Experts on the CANS could help to do training on this.

Providers raised the question of how often a new consent is needed.  Answer:  There should be a consent at the beginning of every treatment plan or every time there is a new episode of care. 
	Action: Joan will email the committee the full chart audit tool, kids and adults.

Action: Charmaine will clarify that language.



	Albertina Kerr CANS-MH Outcomes PowerPoint Presentation by Stephen Brock 
	(See handout from Kerr Youth & Family Services, July 1, 2006 – June 30, 2007)

Linda Magnuson contributed some of the data for Stephen’s presentation.


	

	Outcomes Measurement Discussion


	Implement the use of outcomes instruments and that they are linked to treatment plans. We are currently in a novice stage of measuring outcomes system wide. You need a large size in order for it to be representative. You also need a case mix assessment. Will Verity ever get to use this for contracting purposes?

Linda Magnuson: The spirit is to make outcomes better for kids and families. It is important that we are engaged in a partnership to improve the quality of care.

Michele Solloway: The state of the art of outcome data and assessment seems to need a lot of work before you can be judged on the quality of the care. There is a big gap.

Joan Rice: Verity doesn’t currently contract with a third party to collect data. While agencies are using some different outcome tools, CANS is the most commonly used instrument for children’s services.  A long-term goal would be to have evaluation and collection centralized. Centralizing data collection and analysis helps to make sure that outcomes for each agency are measured by an evaluator the same way.  Verity is not using outcomes reports to make decisions about which mental health providers to contract with.  The MHO is not going to use information in a punitive fashion. As more agency outcome data is presented to community and advisory groups, we must get better on the way we are reporting. Summary and conclusions are very important when you present information to community settings and to the Board of Commissioners so that information from graphs or score changes is not misinterpreted after copies of scores of data has been passed out in public meetings.

Reasons for asking for outcomes: 1) The MHO contract with the state requires that we measure outcomes. 2) Demonstrate to the community that children and adults served in the mental health system have improved systems and daily functioning. 3) Measuring outcomes helps agencies to improve the care to the individuals served.

Stephanie Boyer: Educate commissioners about the cyclical nature of mental illness. The goal should be that the individual’s needs are being met. 

Michele Solloway: You don’t know the trajectory that led to outcomes, the meaning of the measure, indicators that haven’t been well developed. What does it mean to have a good outcome? What does that look like for an individual patient? We can show the outcomes of care and we have had positive responses on this.


	

	Satisfaction Surveys and Focus Groups


	
	Action: Linda requested that we add length of treatment to the survey.

Action: Stephanie Bowers wants to be included in the Focus Groups as well as in their planning.

Action: Linda will talk to Bruce Baker tomorrow about Morrison’s attachment on outcomes.
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