January 6, 2009

Client Data Elements (CDE’s), for MeHAF Integration Initiative Projects Serving Clients

(To be submitted quarterly to MeHAF/contractor.)
These data elements will be collected by all MeHAF Integration Initiative projects providing direct services to clients.  The purpose of the data collection is to provide information about the scope of services and client-level outcomes of the Integration Initiative as a whole and of individual projects.  For sites currently providing primarily MH or SA
 services and adding links to medical care in this project, the following questions refer to screening for medical or primary care needs, and appropriate follow-up for those medical needs.  MeHAF plans to contract with a data management and technical assistance firm that will help all sites to develop and define their data collection procedures for each type of data element.  You may also want to collect and track additional data elements for your clients, as relevant for your project.
 I -   Minimum data about patients/clients screened and referred.   All sites should submit data to the MeHAF data contractor on these elements, starting in year two.  The data contractor will help sites set up their data collection procedures for these elements, if needed.
1. _______ Number of patients/clients screened/assessed for the first time each quarter.
Note:  This should be the total number of people with whom you administer your project’s initial procedures for determining need for further MH/BH/PC treatment.  If you do not use a formal screening tool or procedure, but rely on patient self-referral or referrals by PCPs or other providers, this number may be the same as the total for #2 below.  Include patients/clients who are new to the practice/service and continuing patients/clients who had not previously received screening for BH/MH/PC treatment needs. 

2.   Numbers of patients/clients referred this quarter for any form of BH/MH or new PC treatment (from among those screened this quarter for this project):

a.______________#  referred/recommended for treatment at same site as screening  





(internal referral)


b._____________  #  referred for initial treatment at other provider sites  (external referral)
Note:  Please count each patient only once for # 2, for either internal or external initial referral for further BH/MH/PC treatment.  Thus, 2 a. and 2 b. should have no overlap.
3.______   Number of patients referred for BH/MH/PC treatment who declined that treatment (Patient’s refusal of treatment is explicit and direct to provider;  do not count here those who just don’t show up.) 

4. ________ Number of newly screened patients/clients who received care management/case management services this quarter (via the MeHAF project), from those referred for any treatment for BH/MH/PC  (i.e., from the total number of patients in #2).

II - Demographic characteristics of patient/client population screened this quarter  (the total entered in #1 above):  

Enter number of patients/clients on each line below.  Enter NA, if not applicable to your project.
5.  By age:   # 0 - 18 years: _____  
#19 - 64 years _____  

# 65 and above _____

6.  Gender:  # Female  _____

# Male ______

7. Race/Ethnicity (please collapse whatever categories are used by your site into the following):


#_______ American Indian/Alaskan native


#______   Asian or Pacific Islander


#______   Black or African American


#______   Hispanic or Latino (any race)


#______   White


#______   Mixed race or other


#______   No information about race/ethnicity

8.  Type of primary payment status (please count each patient/client in only one category):


# private health insurance ______

# self pay - uninsured _______


#  Medicare _________


# on sliding schedule for fees ______


#  Medicaid (MaineCare)  _____

III  – Elements of Follow-up.  The following elements ask about the types of follow-up, in order to assess the extent of continuity of care.  Of course, these numbers will be influenced both by patient/client actions and provider activities.   We understand that some MeHAF projects are not currently collecting this type of follow-up information, but anticipate that all projects will be doing so at least by year three of their grant.  We suggest that you use the following types of data elements to guide your plans for follow-up actions and data.
9. Numbers of patients/clients who received the recommended/referred form of new BH/MH/PC treatment at least once, within one month of referral (from among those referred during this project, as reported in #2):

a. __________# receiving treatment at same site as screening (internal referral)



b. _________  #  with documented receipt of treatment at other provider sites  (external referral)

10 a.  _______ Number of patients/clients who received at least one additional follow-up 

treatment visit for BH/MH/PC within 3 months of their initial treatment.
10 b. ______ Number of patients/clients who did not need any follow-up appointment (one treatment session was enough).

Note: Grantees may use a shorter period for counting these follow-up appointments, if appropriate to their projects.  

11. _______ Number of patients/clients “lost to follow-up” –  those with whom you have had no contact for 3 months or more, and who did not complete the recommended treatment.
12. Your estimate:  When you refer patients to external providers, for what percentage do you receive at least one feedback report about the treatment provided, such as a discharge summary report  (Check one estimate below):


____   a. For nearly all patients referred  (90% of patients or more)


_____ b. For a majority of patients referred (50% to 89%) 


_____ c. For some patients referred, but fewer than a majority (11% to 50%)


_____ d. For very few patients referred  (fewer than 10%)

13. ______  (Optional - If you have specific numbers) Number of patients/clients referred to other providers (external referrals, in #2b.), for whom referring site receives at least one feedback report about the treatment provided by the external site, such as a discharge summary report.

IV -   Patient/client outcome measure(s).   Each grantee that is serving patients/clients will submit data results for at least one patient/client-level outcome measure, showing changes, if any, in specified clients’ mental/behavioral health or clinical outcome measures (as appropriate to its objectives).  This could be a repeat measure using the initial screening or assessment instrument, or other appropriate measure of desired client change.  We anticipate that grantees will use diverse outcome measures that will not be directly aggregated or combined across projects, but commonalities will be explored for aggregate analysis, when feasible.   This type of data is needed to address the important evaluative question:  Do patients/clients receiving integrated care show improvement in the outcomes intended by their projects?

14. Identifying information about outcome measures, needed from each project at one time only, unless you change the outcome measure(s) being tracked.  (To be submitted to the data contractor, with assistance from contractor in developing methods for consistent collection of outcome measures, as appropriate for your project):
a. What outcomes are assessed from patients/clients receiving integrated care, using what instruments?

b. How is each outcome measure collected?  (At what time point?   Who administers it?  Are any procedures in place to assure consistency and accuracy of data collection?)

c. From which patients/clients is it collected?  (For example, all those at a specific time point after screening?  Those who complete treatment?   Left to patient/client’s decision to complete or not?  Etc.)
d. What method(s) are you using to assess the extent of improvement?  Several ways of assessing improvement are possible: 
· Number and percent of patients/clients who achieved a standard “benchmark” for that measure, showing that the score is within a “normal” range.

· Number and percent of patients/clients assessed who improved on outcome score ( by at least X %  over baseline).

· Average (post-pre) change in scale score for patients/clients on that measure, using scoring methods appropriate for the measure.

·  Other method?  Specify.
Quarterly data to be submitted about each outcome measure:  (Repeat #15 and #16 if you collect more than one outcome measure).
15 ______ Number of patients/clients from whom outcome information was collected on this measure this quarter.
16. ______  (Extent of improvement for those patients/clients)  Using your specified method of assessing extent of improvement.
� MH = Mental Health; SA = Substance Abuse, BH = Behavioral Health (MH and/or SA); PC = Primary Care; PCP = Primary Care Provider
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