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Executive Summary 
Good Afternoon Representative DiGirolamo, Representative Cruz, Representative Acosta, and Members of the 
House of Representatives. My name is Joan Emey, Chief Executive Officer of Community Behavioral Health, also 
known as CBH, and I am here to present testimony on behalf of Dr. Arthur C. Evans, Jr., Commissioner of the 
Department of Behavioral Health and Intellectual disAbility Services (aka DBHIDS), for which CBH serves as the 
Health Choices Behavioral Health Administrative Service Organization (ASO). CBH is a not for profit 501 (c)(3) 
corporation contracted by the City of Philadelphia's Department of Behavioral Health and Intellectual disAbility 
Services to provide mental health and substance abuse services for approximately 470,000 Philadelphia county 
Medicaid recipients. 

DBHIDS is focused on maintaining a provider network concentrated on delivering effective and medically necessary 
services in the least restrictive. most developmentally appropriate and culturally competent manner. 

DBHIDS utilizes a competitive procurement process to identify and contract with providers and has implemented 
various transparent performance management procedures to improve service delivery and outcomes for residents 
receiving services. The Philadelphia behavioral health system has created productive partnerships that support 
integration with other city social services agencies, ensuring seamless care coordination across agencies and 
systems and allowing for immediate linkages and access to needed services. 

The Provider Network: Providers who wish to participate in the Medicaid program must be licensed by the 
Commonwealth. DBHIDS, as the primary contractor and CBH, as its ASO, rely on the State's licensure process and 

licensure designation. We are responsible for locating, coordinating and monitoring the provision of behavioral 
health services on behalf of Members. Our work, on behalf of our Members, is governed by the HealthChoices 
Behavioral Health Program Standards and Requirements. We have a collaborative partnership with the PA 
Department of Human Service's Office of Mental Health and Substance Abuse Services and meet regularly with the 

Southeastern field office staff to share information, coordinate respective monitoring activities and consult on 
programmatic and provider specific issues. 

Pursuant to Health Choices requirements, DBHIDS is required to conduct an annual network assessment and 
analysis to assure access and options for members within their community. In 2014, CBH engaged OPEN MINDS, a 
specialty organization, to conduct a service system capacity assessment and gap analysis to both assess the current 
provider network capacity and to identify gaps. Our data show that behavioral health services are readily utilized by 
Medicaid enrollees, with rates of utilization among enrollees typically greater than expected in the general population. 

The findings suggest that, in general, Philadelphia Medicaid enrollees access services at higher rates than the 
general population benchmarks: 

• African-Americans, Hispanics, and Caucasians access services at higher rates than national 
benchmarks (African-Americans >210%; Hispanic >350%; Caucasians>150%). 

• Asians and Native Americans access services at comparable rates to national standards. 
• Enrollees ages 6 to 65 access services at rates higher than national standards. 
• Female enrollees access services at comparable rates to national standards. 
• Male enrollees access services at rates higher than national standards ( >230%) 
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• Youth enrollees access services at rates higher than youth Medicaid benchmarks. 

We have committed to expanding the provider network based on analysis of service system capacity. Consequently, 
providers enter the network via a Request for Proposal (RFP} process initiated in response to geographic, 
programmatic, or other needs identified via the aforementioned assessment. 

All new programs or program expansions undergo an initial credentialing process by the Network Development 
Department. Elements in the initial credentialing site review include: a review of staff files, facility tour, review of 
written policies, review of clinical records, and collection of the required business documents for entering the CBH 
Network. Upon completion of the visit, the agency/program will be presented to the CBH Board of Directors for a 
recommended initial credentialing status. Initial credentialing visits result in a one year credentialing status. 

The CBH/ provider contractual relationship is governed by the Provider Agreement which delineates the roles, 
responsibility, and authority of both parties. All providers must be in compliance with all Medicaid rules. 

There are a variety of mechanisms through which DBHIDS monitors providers' adherence to programmatic and 
contractual obligations. A summary of these activities are highlighted here: 

Monitoring Functions: The Network Improvement and Accountability Collaborative (NlAC) serves as the primary 
mechanism to provide a single, consistent evaluative approach to site reviews (monitoring) to all providers in the 
DBHIDS network, to include programs funded by CBH, the Office of Mental Health (OMH) and the Office of Addiction 
Services (OAS). Prior to the development of the NIAC unit, site visits were reviewed separately by the various units 
within the DBHIDS. Currently, functions such as HealthChoices' credentialing, grant monitoring and the Department 
of Drug and Alcohol Program {DDAP} monitoring are accomplished through the NIAC unit. 

Based on the outcome of a site visit, NIAC makes a recommendation for re-credentialing to the CBH Board of 
Directors. The subsequent NIAC visit is based on the Board approved re-credentialing status {e.g. 6 months, 1 year, 
2 years}. 

In addition to the initial credentialing and re-credentialing processes, the CBH Compliance Department conducts 
provider audits to ensure that network providers hire appropriate staff, meet minimum documentation and service 
delivery standards, and accurately bill for services. This is done through three distinct teams within the department: 
the Provider Staff File Review team which is charged with reviewing staff files to ensure that our Members are 
receiving treatment from qualified and appropriately cleared individuals in our provider network; the Routine 
Investigative and Training Unit (RITU} is tasked with visiting each of our providers at a minimum of once every three 
years to ensure that applicable state and CBH requirements are met; and the Special Investigative Unit (SIU) which 
focuses on a specific issue that could be raised to the Compliance Department through a number of avenues. These 
include internal referrals (from routine audits or other departments), external referrals (from partners in other 
agencies, hotline calls), and/or data mining activities. The auditors look at samples from as small as a single chart to 
a large number of charts in order to effectively_ follow up on complaints, questions, or concerning data trends. 
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When any audit team discovers billing errors and/or use of unqualified staff, providers are notified and a series of 
progressive consequences are utilized. This may include warnings for first offenses, progressing to financial 
penalties, notification of problematic provider behavior/practice to appropriate State agencies (office of Attorney 
General and/or the Bureau of Program Integrity), and/or expulsion from the CBH Network. 

DBHIDS strives for continuous quality improvement both internally and within the provider network. The Quality 
Management (QM) Department of CBH serves as the hub for assessing significant incidents, quality of care 
concerns, and complaints and grievances for the purposes of problem solving, trending and case analysis, and to 
develop safeguards to prevent future occurrences. The QM department manages complaint and grievance 
processes, and reporting of significant incidents, pursuant to the Behavioral HealthChoices Program Standards and 
Requirements promulgated by the state's Department of Human Services' Office of Mental Health and Substance 
Abuse Services. QM does this by conducting provider site visits, monitoring Quality Improvement Plans {QIP), and 
facilitating Quality Response Teams {QRT). All of these activities are conducted in consultation and collaboration 
with other units across the DBHIDS. 

The Consumer Satisfaction Team (CST) serves as a critical partner in the monitoring of the provider network by 
ensuring quality assurance from the Member's perspective. Created in 1990, CST was the first organization of its 
kind in the country. Staffed entirely by recipients of behavioral health services and family members, CST's goal is to 
ascertain whether Members and/or family members are satisfied with their services. CST meets regularly with 
DBHIDS leadership and plays an important role in system-wide policy and program decisions. 

Provider Profiling has been used since 2007, with incentive-based pay ("Pay-for-Perfonnance" or "P4P") introduced 
in 2010. In 2014, we concentrated on strengthening our P4P process; refining measures for these previously 
assessed levels of care, with particular focus on outcomes measures; and exploring use of more contemporaneous 
data. Collaboration with internal and external stakeholders is enabled by transparency in measure definitions; in the 
clear presentation of measurement information; in the use of multiple measures to define quality and assess 
perfonnance; and in the use of appropriate benchmarks: State or National data, where they are available and local 
nonns where they are not. These benchmarks are used both to set perfonnance targets and to define "gold standard" 
perfonnance, after which we expect no additional improvement. 

We have also taken the step of eliminating the competitive aspect of Pay~for·Perfonnance; if all providers meet 
performance goals, then all receive incentive-based pay. This has driven collaboration not only between DBHIDS and 
providers, but among the providers themselves. Regular meetings allow us to hear provider perspectives on fairness 
and accuracy of measurement, as well as to educate providers about our measurement process and generate ideas 
for better clinical outcome monitoring. 

In 2015, DBHIDS plans to pilot measure using data directly from individual and/or family through the use of 
Consumer/Family Satisfaction Survey (CFSS). The addition of a CFSS will provide P4P with important data on 
member outcomes that are not available through the use of administrative data such as claims or referrals. 
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Collaboration with Providers: DBHIDS benefits from a collaborative relationship with providers. All of the 
aforementioned monitoring activities are undertaken in the spirit of a shared vision of ensuring the provision of 
behavioral health services that are recovery oriented, trauma informed and grounded in evidence based practices. 
Our leadership team meets regularly with provider leadership in individual agency meetings and in larger forums 
including the bi-monthly Executive Directors' meeting. Regular meetings are also held with the various provider 
associations and coalitions. These venues offer invaluable feedback on policies and procedures and programmatic 
topics. They are also utilized to vet and inform any planned contractual amendments or operational mandates. 

Mental Health Outpatient Services: As the subject of today's hearing is focused on the quality of Mental Health 
Outpatient services (aka MHOP) in Philadelphia, the following provides some contextual background on this service. 
Outpatient services are an essential component of the service continuum offered by CBH. Of the 210 in network 
providers, 80 providers offer MHOP services at 185 sites. 

A provider must be licensed by the OMHSAS as a psychiatric outpatient clinic pursuant to 55 Pa. Code Chapter 5200 
(relating to psychiatric outpatient clinics) and be enrolled in, and comply with all requirements that govern 
participation in the MA Program. MHOP services do not require prior authorization, that is, a Member does not need 
to obtain approval from the BH-MCO in order to receive the service, nor does the provider need to obtain approval to 
provide the service, as one would be required to do for higher acuity services. 

Outpatient mental health services are provided to individuals who have behavioral health challenges which can be 
managed and ameliorated with treatment by a therapist on a regular basis. Individual, group and family counseling 
are all offered in these settings. Most often, the need for more intensive services can be obviated by responsive, 
high quality outpatient services. 

Outpatient services should be flexible, make available a wide variety of recovery-focused clinical interventions and 
recovery supports and be individualized to the needs of each person participating in this service. Research and 
clinical experience indicate that individuals with a wide range of bio-psychosocial problems can be effectively treated 
in an outpatient setting, particularly when recovery-focused treatment is accompanied by appropriate psychiatric, 
medical, case management, housing resources and supports. 

As mentioned previously, we routinely assess our system's capacity. Our network capacity assessment activities are 
a key factor in identifying behavioral health care service disparities which we address in a number of ways, including 
development and/or expansion of services targeted to specific populations and/or locations. Additionally, we utilize 
the aforementioned monitoring activities across all levels of care to identify and address emergent individual and 
system-wide issues. 

We share your interest in ensuring the availability, accessibility and quality of behavioral health services in 
Philadelphia. In this shared effort, we are pleased to serve as an enthusiastic partner with our provider community, 
our state partners, and the advocacy community. Thank you for the opportunity to present this testimony on behalf of 
Dr. Evans and the Department of Behavioral Health and Intellectual disAbility Services. 




