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Department of Medical Assistance Services
 Commonwealth Coordinated Care
Monthly Dashboard Instructions For Dashboard Version 9/7/2016

General Requirements: 
Effective 6/1/2016, dashboard report submission to CMTO is being changed to monthly. MMPs are expected to submit complete and accurate dashboard data ahead of the monthly CMTO call by the timeline decided by the CMTO. Please only include documents required by the CMTO to accompany the dashboard submission. All areas shaded in blue must be completed. Dashboard format changes are a CMTO ONLY function. 
Dashboard Convention Name- Dashboard_[Enter MMP Name]_[Month End of the Reporting Period]Final.xlsx When plan revisions follow the initial versions submitted to DMAS/CMTO, the MMP will add series numbers (starting with 1) to the end of the file name: Dashboard_[Enter MMP Name]_[Month End of the Reporting Period]Final1.xlsx
Reporting periods- are defined as “Monthly” – the calendar month
Dashboard Reporting Timing- The most current monthly dashboard should be submitted to the CMTO at least 5 calendar days ahead of the corresponding monthly CMTO call if the submission due date is not otherwise specified by the CMTO. 

MONTHLY DASHBOARD
Page 1               Operations
Following the header, there are three sections on page 1 of the dashboard including Enrollment, HRA and POC, Appeals and Grievances. 
Header: 
1. Reporting Period – Defined as the current reporting calendar month. Please enter the reporting calendar month and year (Example: January, 2016). 

2. Name of MMP – Name of Health Plan as displayed on the Plan Benefit Package
Enrollment:  
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1. # of Monthly Enrollments: Report all newly enrolled members who were effective the first day of the indicated month: 
a. Newly enrolled members effective the first day of the month prior to the reporting period 
b. Newly enrolled members effective the first day of the reporting period month
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2. # of Monthly Disenrollments: Report the number of members disenrolled during the reporting period.  Do not include members who were disenrolled effective the end of the reporting period and subsequently reenrolled effective the first day of the month following.
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3. Active Enrollment #, as of the First Day of Reporting Period should include all final unduplicated member enrollment by member classification.  Member classification is based on member status as of the first day of the reporting period regardless of any reclassification during the reporting period.  Members will be classified as BH Prime if they have a designated behavioral health care manager.  Members who are classified as BH Prime within each classification should be counted again in the second column. 
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4. Please enter the number of Care Coordinator FTEs (including contracted assigned case managers) followed by the number of active enrollees (as of the first day of the reporting period) divided by the number of FTEs entered for each of the following populations/ categories (based on member classification as of the first day of the reporting period):
a. Well and Vulnerable Sub: This section combines all numbers for the Community Well and Vulnerable Subpopulation, excluding members classified as BH prime. 
b. Dedicated to BH, if Applicable: Members classified as BH prime. 
c. LTSS: This section combines all numbers for the EDCD and Nursing Facility    populations, excluding members classified as BH prime. 

Initial HRA and Initial POC:  
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1. Please enter the total number of initial HRAs and initial POCs completed through the end of the reporting period for members in each of the following categories:  Community Well, Vulnerable Sub, EDCD, and Nursing Facility. Report initial HRA and POC completions only for those members who were newly enrolled with effective dates falling on the first day of either the reporting period or one of the previous two months.  Member classification should be based on member status as of the beginning of enrollment. Please make sure to exhaust all historical data given by CMS and DMAS to properly assign members to each category before their benefit start dates. 

2. Following the monthly enrollment total, define the type of initial HRA and initial POC completion status by the following categories: Completed by Due Date, Completed Outside of Due Date, Not Completed – Disenrolled before Due Date, Not Completed – Unable to Contact (UTC), Not Completed – Refusal, and Not Completed – Other. 
3. The Not Completed – Other category should be used as a repository until members can be moved to other columns. 

4. A member disenrolled before the HRA or POC due date should be counted under either Completed by Due date or Not Completed – Disenroll Before Due date based on the completion status of the member’s initial HRA or initial POC at the time of disenrollment. For example, a member enrolled in CCC for one month only whom the MMP was not able to contact for the HRA should be counted under Not Completed – Disenroll before Duedate instead of under Not Completed – UTC. MMPs should be prepared to discuss reasons for these categories of non-completion. 

5. The dashboard will calculate two percentages as follows: 
a. Completed on Time % = (Completed by Due Date) / ((Monthly Enrollment Total) – (Not Completed- Disenrolled before Due Date))
b. Completed Total %= ((Completed by Due Date) + (Completed Outside of Due Date)) / ((Monthly Enrollment Total) – (Not Completed- Disenrolled before Due Date))

Overall HRA and POC Completion and Overdue
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Completed HRAs include both the initial HRA and reassessments which meet the completion requirements using the tool approved by CMS/DMAS. Completed POCs include both the initial POC and POC reviews and revisions that include all the elements as defined in the contract.  Please note that any HRA/POC that remains uncompleted because MMP is unable to contact member after three documented attempts will NOT be counted as a completed HRA/POC.
1. Initial Completed:  Total number of initial HRAs/POCs completed during the reporting period for members who are active as of the first day of the reporting period.  The initial HRA/POC is defined as the first HRA/POC completed regardless of when the member was enrolled.

2. Initial Overdue:  Total number of initial HRAs/POCs overdue for members who are active as of the first day of the reporting period.  Does not include members who remain UTC after three documented outreach attempts or who have refused care management.

3. Following Completed:  Total number of reassessments or POC reviews completed during the reporting period for members who are active as of the first day of the reporting period.

4. Following Overdue:  Total number of reassessments or POC reviews overdue for members who are active as of the first day of the reporting period.  Due date for a given member is based on the time elapsed since that member’s most recent HRA or POC completion date.  Does not include members who remain UTC after three documented outreach attempts or who have refused care management.

5. Total # of members who refused care management services:  Includes members who have firmly refused care management services as of the end of the reporting period.  MMPs should only count members who were actively enrolled in CCC as of the first day of the reporting period. 

6. Total # of members who have been continuously enrolled for at least 6 months who still do not have the initial HRA due to (unable to contact / refusal /other).  For each reason category, the count should be based on members’ HRA-related status as of the end of the reporting period.  Unable to contact must be supported by at least three documented attempts.
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Welcome Packets and New Member Calls 
Please note that there is no distinction made between passive and active enrollment with regard to welcome packet and new member call counts.
1. Enter the percentage of members newly enrolled effective the first day of the reporting period who were sent welcome packets within 30 days of enrollment.

2. [bookmark: _GoBack]Enter the percentage of members newly enrolled effective the first day of the reporting period who received welcome calls within 30 days of enrollment.  Please include only the count of members successfully contacted.






Appeals and Grievances:
1. Enter the # of New Appeals/ Grievances received and opened during the reporting period. Enter the total number of Appeals/ Grievances closed during the reporting period (whether opened during current or previous reporting period). Enter the total number of open Appeals /Grievances to date, as of the end of the reporting period. 

2. For new appeals received and opened during the reporting period, MMPs should classify them by the closest related categories listed on the dashboard and fill in the total number under each category: QIP Appeals, Part D Pharmacy and Formulary, Medical Necessity, and Other. 

3. For new grievances received and opened during the reporting period, MMPs should classify them by the closest related categories listed on the dashboard and fill in the total number under each category: Billing, Authorization, Pharmacy, Transportation, Enrollment, and Other.  MMPs should include all grievances, including but not limited to CTM grievances, call center and care manager received member grievances, DMAS referred member grievance, etc. 

Page 2 		Claims and Utilizations
Heading: Please refer to instructions for Page 1. 
Claims Processing: 
1. Number of Claims Received at the Claim Clearinghouse: Enter the total number of claims received at the clearinghouse level for the reporting period.

2. Number of Claims Rejected at the Claim Clearinghouse: Enter the total number of claims rejected at the clearinghouse level for the reporting period.

3. Number of Claims Received Outside the Claim Clearinghouse for the reporting period.

4. Number of Paid Claims: Enter the total number of clean claims paid for the reporting period .

5. Number of Denied Claims: Enter the total number of clean claims denied for the reporting period. Provide the reasons for denial on the monthly CMTO calls.  For the purposes of this reporting exclude all denials processed for the following reasons: 
a. Not eligible on dates of services
b. Incorrect/ missing CPT and/ or Diagnosis codes
c. Incorrect/ missing CPT and/ or Diagnosis codes
d. Missing and/or incomplete information 

6. Number of Claims Pended for Manual Review: Enter the total number of claims pended during the reporting period that required manual review by claim processing staff.  Include claims that were pended during the reporting period but which were subsequently reviewed and taken out of pend status before the end of the reporting period.

7. Number of Paid Clean Claims that Exceeded 14 days and 30 days to Resolution: Enter the total number of claims which were not paid within the 14 day and 30 day time frame for the reporting period.

8. Medicaid Behavioral Health Services should include only Medicaid Behavioral Health Services. Medicaid Long Term Care Services and Supports should include all EDCD Waiver services. MMPs should be prepared to provide the reasons for UN-timeliness of paid claims on the monthly CMTO calls.

Utilization:

1. Reporting in this section will be based on claims submitted three months prior to the reporting period.  For example, utilization for the June reporting period will be based on claims submitted during the month of March.  In turn, the active member count used in this section will be the active enrollment as of the first day of the month from which claims data is taken.

2. This section is divided into four segments: General Medical Care, Mental Health, Nursing Facility (NF), and Transportation.  Each segment is further stratified by the following member classifications: Community Well, Vulnerable Subpopulation, EDCD and NF.  MMPs should count members under each of these classifications based on their stratification status as of the 1st day of the month from which claims data is taken (see #1 above).

3. For value sets referenced in this section, please refer to HEDIS specs value sets.




4. General Medical Care
a. ED Visits should include unduplicated total number of members who had an ED visit that did not result in an inpatient encounter, regardless of the intensity or duration of the visit. Count multiple ED visits on the same date of service as one visit using HEDIS ED Value set. % = total unduplicated number of members who had ED visits / total active member count. 
b. Inpatient discharges should include unduplicated number of members who had acute inpatient care and services related discharges.  % = total unduplicated number of members who had inpatient discharges / total active member count.
c. Average length of inpatient stay should be the average number of days associated with the discharges listed in (b) above. 
For detailed specifications for this measure, please refer to the most current year HEDIS specs for ED visit and general medical hospitalization measures.
5. Mental Health
MMP should include all services and visits with a principal mental health diagnosis listed in HEDIS Mental Health Diagnosis Set, plus any nontraditional Medicaid BH services. MMPs should list the total unduplicated number of members who received any MH services.  This total should be reflected in the sum of services reported for each of the following categories: Outpatient Visits, ED Visits, Inpatient Discharges, Intensive Outpatient or Partial Hospitalization, and Other Medicaid BH Services.  Corresponding % should be the count for each category of service listed above / total number of members who had any MH services.
For detailed specifications for this measure, please refer to the most current year HEDIS specs for mental health utilization measure. 

6. NF Admission and Discharge

MMPs should count all NF related admissions and discharges for members classified in the following categories:  Community Well, Vulnerable Sub, EDCD, Skilled Nursing Facility, and Custodial Nursing Facility. For members who experience more than one admission/discharge, please only count the first occurrence for this dashboard reporting. 

7. Transportation

MMPs should count transportation trips in the following categories: Total Transportation Trips, Emergency Transportation Trips, Nonemergency Medical Related Transportation Trips, Nonemergency Nonmedical Related Transportation Trips, and Missed Trips. Each trip is one way transportation service; round trip should be counted as two transportation services. For missed trips, MMPs are required to provide additional narrative report on details behind these missed trips. 
Non-Medical Transportation will not apply to Humana and VA Premier since both MMPs only offer limited member transportation to member advisory committee meetings under this reporting category.



Page 3				Call Centers
1.  Heading: Please refer to instructions for Page 1. 
 Weekly Call Center Statistics:  (Reporting period for the purpose of this section is defined as weekly for all the weeks within the reporting period. Week 1 and week 5 could be partial weeks with the first and last of the month as the cutoff date.)

1. Date- Enter the week beginning date for that specific week 
2. Incoming #- Enter the number of incoming calls by day 
3. Answered #- Enter the number of answered calls by day
4. Avg. Speed of Answer- Enter the average speed in which calls were answered by day /in seconds (e.g., 5 not :05)
5. Avg. Handle- Enter the average handle for calls by day/ in seconds (e.g., 5 not :05)
6. Avg. Hold- Enter the avg. hold time for calls by day /in seconds (e.g., 5 not :05)
7. Calls Abandoned- Enter the number of call abandoned by day (total calls received but not answered)
8. Abandonment Rate- Enter the percent (%) of abandoned by day (abandoned/received)
9. Monthly Total- Enter the monthly totals for each category 


Pharmacy Call Center Statistics:  (Reporting period for the purpose of this section is defined as weekly for all the weeks within the reporting period. Week 1 and week 5 could be partial weeks with the first and last of the month as the cutoff date.))

1. Date- Enter the week beginning date for that specific week. 
2. Incoming #- Enter the number of incoming calls by day
3. Answered #- Enter the number of answered calls by day
4. Avg. Speed of Answer- Enter the average speed in which calls were answered by day /in seconds (e.g., 5 not :05)
5. Avg. Hold- Enter the avg. hold time for calls by day /in seconds (e.g., 90 not 1:30)
6. Calls Abandoned- Enter the number of call abandoned by day (total calls received but not answered)
7. Abandonment Rate- Enter the percent (%) of abandoned by day (abandoned/ received)
8. Week Total- Enter the weekly totals for each category 


Hotline Received Calls- Incoming calls to the 24-hour call centers by category during the reporting period

1. Case Management Hotline- Enter the total number of call received on the designated Case Management Hotline for this reporting period
2. Nurses Hotline- Enter the total number of calls received on the 24-hour Nurses Hotline for this reporting period


Call Center: 

1. # Of Outbound Disenrollment Calls- Enter the total number of disenrollment calls made to enrollees for this reporting period
2. # of UTC- Enter the total number of unable to contact disenrollment calls made to enrollees for this reporting period.

Disenrollment Reasons- Enter the total number of disenrollment reasons per category listed for this reporting period. For the purposes of this reporting data “UTC” is defined as any scenario where no contact was made (Message left/ Member refuse to talk/ Member disconnected the call/ incorrect phone numbers, etc.)


Top 3 Frequent Call Topics- Members:

1. Enter the top 3 topics for member generated calls received for this reporting period
2. Enter the percent (%) of the total member generated calls made for this reporting period

Top 3 Frequent Call Topics- Provider: 

1. Enter the top 3 topics for provider generated calls received for this reporting period
2. Enter the percent (%) of the total provider generated calls made for this reporting period.

Dashboard Attachments: 

1. Appeals narrative report (Reporting template will be issued soon)
2. Grievance narrative report (Reporting template will be issued soon)
3. Issues log
4. Missed transportation trip report
5. Historical Month Initial HRA and POC Reporting ( Quarterly reporting template will be issued soon )
6. Historical Month Reassessment and POC Revision/Review Reporting (Reporting template will be issued soon)
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