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INTRODUCTION

This document serves as the Local Business Plan (LBP) for Mental Health Partners for 2008-2011. Mental
Health Services of Catawba County and Burke County will formally merge into a new organization of
Mental Health Partners as of July 1, 2008, so this plan reflects that name throughout. Functional
descriptions attached represent current operations and structure, yet the document itself should be
considered fluid as organizational development through merger occurs.

Planning for merger has been a productive and thoughtful process. Effective July 1, 2007, Burke County
separated from Foothills Area Program and entered into a relational agreement with Mental Health
Services of Catawba County for the provision of LME functions for its citizens. This transitional
arrangement formalized the intention of the two counties to merge on July 1, 2008, and afforded the
opportunity for an Integration Plan to be developed and adopted outlining parameters of merger. The
Integration Plan was generated by a committee with equal representation from Burke and Catawba
Counties, and addressed such issues as establishment of agency name, legislative governance structure,
Area Director and organizational structure, Area Board composition and by-laws, and Mission and
Values statement. The Integration Plan was subsequently adopted by the Area Board, and the Boards of
Commissioners of both Burke and Catawba Counties.

In this transitional year (FY 07/08), CFAC was restructured to promote membership with equal
representation from Burke and Catawba Counties; it is also led by co-chairs representing each county.
In October, 2007, Mental Health Partners opened an office in Burke County, centrally located in
downtown Morganton. Service Management, Customer Service and Provider Relations staff alternate
their schedules to work out of both the Morganton and Hickory sites.

Outside of the structured planning processes, the past several months have afforded relationships
between the two counties and their stakeholders to be developed and strengthened. Many providers
contracted by Catawba were also working with Burke consumers, so a strong service base and
LME/provider interplay has transitioned well. The willingness of participants to collaborate creatively
and practically is already an asset on which to build in the coming years.

As merger is completed, Mental Health Partners will retain its leadership under the current Area
Director, along with its experienced base of employees. Staff turnover during the past two years has
been negligible; changes have been due almost solely to the addition of new positions for more robust
staffing. In brief, the merger with Burke County is viewed as a positive step, with much potential.

This LBP sets forth initial Strategic Planning directions for Mental Health Partners, which will
progressively become more detailed. The LBP will be reviewed annually, at a minimum, and
systematically incorporate revisions based on experience, data, regulatory requirements, and feedback
from stakeholders including CFAC, Board, consumers, providers, and community/local/ state partners.
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Major areas of focus for the LME as a whole are:

e Assuring responsible stewardship of resources so that efficiencies are maximized and both
business and service outcomes reflect quality

e Assuring a culture of good customer service and responsiveness

e Assuring a supportive atmosphere for providers, creating the expectation of consistent and
mutual accountability; assuring a healthy service provider network that is fiscally viable,
progressively more developed in community crisis management, and functioning at clinical
levels that most effectively support consumers

Local Business Plan approved by:
e CFAC-3/18/08
e AreaBoard-3/20/08
e Burke County Board of Commissioners — 4/15/08
e Catawba County Board of Commissioners —4/21/08
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CHAPTER 1:
GOVERNANCE AND ADMINISTRATION

Mission:

The mission of the Governance and Administrative function of Mental Health Partners is to assure that
all LME functions are in compliance with regulatory expectations in the oversight of mental health,
developmental disability and substance abuse (MH/DD/SA) service availability and provision to
consumers within our catchment area.

Purchaser Standards:

Mental Health Partners has organized the Governance and Administration unit to be in compliance with
all applicable local, state and federal rules and standards, as well as the current Performance Contract.
Resources are being dedicated to correct identified deficiencies which then are incorporated into our
strategic objectives.

Current Operations:

Mental Health Partners is a multi-county area authority serving the citizens of Burke and Catawba
Counties. This catchment area is considered a mix of urban/rural population base, consisting of
approximately 241,700 citizens.

Area Board

The governing unit of the Area Authority is the Area Board. The Mental Health Partners Area Board, as
of July 1, 2008, will have a total of thirteen (13) members. Burke County shall have five (5) voting
members, Catawba County shall have six (6) voting members; appointed representative commissioners
completing the Board membership shall serve in an ex officio capacity. Board membership meets
statutory requirements for representation, and members are oriented upon appointment as to their
duties and role as the governing unit. Board by-laws establish the parameters of Board functioning, as
well as establishing standing committees which report to the Board. There are to be a minimum of six
(6) meetings per year, but by practice meetings are typically held monthly. The Area Board oversees
LME financial activities, administrative actions, and approves all policy relating to LME operations.

Area Director

The Area Director is an employee of the Area Board and assumes administrative responsibility for the
operation and staff of the LME. This role oversees the daily business functions of the organization and
works to assure that the LME functions effectively in its role as the manager of public MH/DD/SA
services and is a viable, interactive part of the community and its services. The Area Director is the
organization’s primary liaison with local, county and state officials in areas directly and indirectly
impacting the consumers served through MH/DD/SA services. The Area Director meets all requirements
as set out in statute regarding education and experience, and receives an annual performance
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evaluation from the Area Board related to specific duties as outlined in the position’s job description. No
formal contract is in place between the Area Director and the Board.

Management Team

Mental Health Partners’ management team, Systems Work Group (SWG), is composed of the senior
supervisory staff of each LME unit. Meetings are held twice monthly, with standing agenda items of
major state updates, merger updates and planning, recommendations from SWAT (Systems Work
Analysis Team), and IT updates, along with other items pertinent for discussion and/or decision at each
meeting. The Division LME Liaison attends meetings as her schedule allows to facilitate communications
or clarifications between state and local operations. Systems Work Group is the first level of agency
policy review and approval, with second and final level approval at the Area Board.

Compliance with DHHS/LME Contract

Regular review of compliance with performance contract expectations and all associated regulatory
requirements resides in Governance and Administration, along with Quality Management. At least ona
quarterly basis, reports are compiled and reviewed with Systems Work Group (to be disseminated to
staff and addressed in particular units) and the Area Board. Likewise, new expectations or regulations
are first presented in Systems Work Group and discussed for appropriate implementation or
management.

County Government Communication

In all developmental stages of requirements associated with Mental Health Reform, the cooperative
work with county government has been a priority and active partnership. This priority has been
fundamental in working towards merger — identifying a merger partner and strategically setting up an
adequate transition time, establishing effective working relationships with Burke County leadership, and
assuring that all decision-making is inclusive and reflective of creating systems that will best support the
LME in its role to county citizens. The Area Director is the primary liaison working with respective County
Managers and Boards of Commissioners. Formal reports, per statute, are presented to the Burke and
Catawba County Boards of Commissioners on a quarterly basis.

Consumer and Family Advisory Committee (CFAC)

Since July 1, 2007, CFAC has had equal representation from Burke and Catawba County consumers.
Meetings are held on a monthly basis in Morganton, with transportation for Catawba members supplied
by LME staff as needed. In the transitional period of July 1, 2007 through June 30, 2008, CFAC is working
under the by-laws of Catawba CFAC, changing only the membership structure for the addition of Burke
County representation. With impending merger, a subcommittee has subsequently been formed and
charged with the task of creating new CFAC by-laws for implementation July 1, 2008. Mental Health
Partners’ Governance and Administrative function supports CFAC in its global tasks and development,
and will continue to do so as evidenced by more detailed strategic objectives covered and carried out via
other LME units. The Area Director and LME staff (other than Customer Service staff, who serve as
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formal CFAC LME liaisons) attend CFAC meetings as requested or as indicated in building/maintaining
working relationships between the LME and this advisory group. Additionally, CFAC will be included in
the formal review process of all reports related to LME functions, pending members’ training and
familiarization with the developing continuous quality improvement (CQl) process.

Strategic Planning

Strategic planning to date has been predominantly focused on the philosophical and practical issues
associated with merger. Compliance with the statutory LME catchment area of a population meeting or
exceeding 200,000 prompted discussions with neighboring LMEs, and the current plan for merger with
Burke County is seen by all parties as a positive step. Identification of a partner and the mutual planning
for this new entity has productively created opportunities for shared vision and commitment to the
consumers and communities to be served. At the LME level, strategies focus in three areas:

e business details required for the merger itself (employee benefits, purchase/management of
functions as the organization relinquishes its status as a department of local county
government, etc.)

e business details required for maximizing LME functioning across units (e.g., organizational
restructuring, working toward full staffing to accomplish tasks in the quantity and quality
associated with internal and external performance standards, critically reviewing the efficiency
of current systems and enhancing strengths/minimizing weaknesses)

e business details required for managing all components of the expanded catchment area
(relationships with stakeholders, understanding of and strategic planning for management of
funding associated with provider network status/consumer needs)

As stated in the introduction, Strategic Planning will continue to become more refined through the initial
developmental phases of merger. Careful attention to the foundation in these areas will afford a strong
base on which to build sound structure for all functions of this LME.

Clinical Director
The position of Clinical Director is a contracted position, housed in Service Management.
Divestiture

All service functions have been divested from this LME since January 2005. Our community has been
fortunate in having a stable provider network, staffed with invested professionals who serve their
agencies and work with community partners well. This is partially the result of careful divestiture efforts
from the beginning, and ongoing LME support for progressive efforts. Catawba Valley Behavioral
Healthcare, the initial spin-off comprehensive provider designed to serve high-risk chronically ill adults,
has established itself solidly in Catawba County, and has since expanded to Burke County (as well as
contracting with other LMEs). Family N.E.T., originally created as a joint effort between Mental Health
and Social Services, serves the predominance of child/family issues in Catawba County and has
demonstrated its capacity and willingness to tailor comprehensive service design effectively within the
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area. Other providers, with more singular rather than comprehensive service arrays, are continually
challenged by the LME to forge complementary relationships in consumer care, and are supported in
technical assistance, financing or strategic planning when considering their expansion of services in
more comprehensive packages.

Accreditation for Management Functions

Mental Health Partners has determined that it will choose accreditation through the Commission on
Accreditation of Rehabilitation Facilities (CARF), per the current performance contract expectation.
However, based on former director Mike Moseley’s 11/7/06 memo regarding LME accreditation, Mental
Health Partners has not actively initiated steps toward accreditation pending a final decision from the
Division. However, in anticipation of this possibility, all policy development and revision, committee
structures and business practices established for Mental Health Partners will be based on guidelines
congruent with requirements for full accreditation of management functions.

If the LME accreditation requirement is finalized, implementation and oversight of the accreditation
process will be done by Quality Management. Mental Health Partners will likely miss the potential
compliance date of March 20, 2009 based on timing of merger. Since an organization must be
established and have all measurable standards in place and fully functioning for a minimum of six
months before review for accreditation, the practicality of initial merger phases will most likely prevent
the completion of accreditation by that date.

Human Resources

The Human Resource (H.R.) position for Mental Health Partners will be housed within the Governance
and Administration Unit rather than in Business Management/IT.; the position will report to the Area
Director. This organizational structure was chosen based on H. R.’s impact across all systems of the
agency. To date, all H.R. functions have been provided by Catawba County since Mental Health has been
in departmental status, yet pending merger we will need to be self-sufficient in these activities. This
position will be established and posted for hire by July 1, 2008. Primary duties of this position will be all
responsibilities related to the administration/ operation of H.R. functions within Mental Health Partners,
to include staff recruitment and retention, staff orientation and training, workforce development,
management of all policy/procedural resources, development and oversight of a comprehensive risk
management plan, and tracking of Skilled Professional Medical Personnel (SPMP) in their respective
units.

Strategic Objectives:

Year 1: 1)With merger, develop a comprehensive understanding of the catchment
Areas of Needed area’s prevalence/penetration rates and plan accordingly for
Improvement MH/DD/SA service delivery

2)Need more comprehensive and strategic incorporation of data and
performance measure status into LME business decisions

3)Complete, current policies and procedures that reflect best practices in
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the LME and in provider relations
4)Full staffing of LME to accomplish all tasks at optimal efficiency
5)Effective Board-member orientation with merger

Objectives

1) Continuously assure resources are appropriately allocated against real
need; consider option of single-stream funding

2) Implement a committee structure that fosters CQl at all levels, in all
areas; ensure development and utilization of management reports
including benchmarks, tracking and analysis for all LME functions and
service oversight

3) Initially review, develop and implement agency policies, then maintain
an ongoing review schedule at least annually

4) Post and fill positions as indicated

5) Develop/update training material content and scope for new Board
members; incorporate information as needed to assure meaningful,
informed decision-making

Responsible
Person/Unit

1) Governance & Admin., QM, Business Management, Provider Relations
2) Governance & Admin., QM, SWG

3) Governance & Admin., QM, SWG

4) H.R,, all LME departments

5) Governance & Admin.

Target Date

June 30, 2009

Stakeholders

1) CFAC, Area Board, Providers

Involved 2) CFAC, Area Board, Providers
3) CFAC, Area Board, Providers
4) Area Board
5) Area Board
Year1], 2, 3: 1) Refinement of LME Strategic Planning
Areas of Needed 2) Assure all policies, business practices and planning efforts of LME
Improvement support compliance with contract expectations
3) Maintain and further develop/expand the LME’s community standing in
Burke and Catawba, incorporating full spectrum of supports in
MH/DD/SA service delivery (natural supports, faith-based, hospitals, new
efforts, housing, employment, etc.)
4) Increase direct stakeholder involvement in planning processes for LME
and services
Objectives 1) Create systemic process for identifying priorities in planning, soliciting

and incorporating feedback in review and revisions; develop a 3-year
strategic plan to integrate LBP, Crisis Plan, Community Needs
Assessment and provider network planning

2) Regular review per department; quarterly reports or status checks
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3) Participation in state and local efforts utilizing resources (personnel and
financial efforts) for system development

4) Regularly solicit and incorporate feedback from Boards of
Commissioners, county management, Area Board, providers, CFAC, LME

staff
Responsible 1) Governance & Admin., QM, SWG
Person/Unit 2) SWG, Governance & Admin.

3) Governance & Admin.
4) Governance & Admin., all LME units

Target Date 2008 and ongoing
Stakeholders 1) CFAC, Area Board, Providers, Community Stakeholders, County
Involved Commissioners

2) CFAC, Area Board, Providers

3) CFAC, Area Board, Providers, Community Stakeholders, County
Commissioners

4) CFAC, Area Board, Providers, Community Stakeholders, County
Commissioners, LME staff

Resource Allocation:

The Governance and Administration functions are comprised of 6 FTE positions: CEO (1FTE), Policy
Analyst (1 FTE), Administrative Assistant Il (I FTE), Administrative Assistant | in Switchboard/Receptions
(2 FTEs), and Human Resource Director (1 FTE — vacant, to be recruited prior to 7/1/2008).

The actual staff salaries and benefits cost of these 6 positions is $427,568, compared to the cost model
appropriation of 5.56 positions at a cost of $321,032. This slightly exceeds the allowable 30% variance

(actual variance of 33%) in cost due to inclusion of the H.R. position in Governance and Administration
when the cost model has it classified in Business Management/ IT.

It should be noted that in this function, as in all others to follow, the employee benefit plan of Mental
Health Partners exceeds that outlined in the cost model. The benefit structure currently available as a
part of Catawba County government will be retained as Mental Health Partners separates from the
county and completes merger effective July 1, 2008. In this function, as in all others to follow, estimated
salaries and benefits of vacant positions are calculated in the Mental Health Partners’ reported cost per
function.

Business Rules/Practices:

Enhancements

e Active investment and participation from the Area Board support LME functions at all levels,
providing valuable feedback and expertise from each area represented
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e Current reports from the State offer information that is helpful in assuring Performance
Contract Compliance and comparative data with other LMEs. Other reports in initial phases (e.g.
Local Hospital ER reports) could be refined and yield more usable information.

e Clarification of LME roles and scope of expectations through legislation and contract language
has been beneficial.

Inhibitors

e The constant change in the system overall cultivates a reactive stance instead of being
proactively engaged.

e The timing of resource allocations (e.g., service funds at the beginning of the fiscal year, special
Crisis/MHTF money) and expected reportable implementation of those funds often do not allow
sufficient consideration of local processes required to utilize the money --- particularly budget
revisions, contract generation, etc. Full utilization of money with measurable outcomes takes
time. That reality needs to be considered in systemic utilization (or lack of utilization) of
available funds and subsequent financial decisions at the state or legislative level. Timely
notification of funds with clear parameters for use or draw-down will help with efficient
planning and use.

e State support for LME actions under the purview of state directives or performance contract is
sketchy (e.g., A.G. decision on endorsement appeals, DMA post-payment reviews). State
mandates to LMEs are most likely to succeed if they are fully backed, both legally and financially.
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CHAPTER 2:
BUSINESS MANAGEMENT AND INFORMATION MANAGEMENT

Mission:

The mission of the Business Management function of Mental Health Partners is to manage all financial
processes of the agency including budget administration, finance and accounting, and claims
management. All processes work to ensure that financial records are presented in an accurate and
meaningful format, and that Providers are reimbursed for legitimately authorized, rendered and billed
services in a timely and efficient manner. Information Management organizes electronic data gathering
and exchange so that system processes are integrated and allow efficient and timely reporting.

Purchaser Standards:

Mental Health Partners has organized the Business Management/ Information Management unit to be
in compliance with all applicable local, state and federal rules and standards, as well as the current
Performance Contract. Resources are being dedicated to correct identified deficiencies which then are
incorporated into our strategic objectives.

Current Operations:

The Business Management (Finance) department is structured around the operation of its primary
functions of finance/accounting, budget, claims adjudication and service funds management. The
Information Technology (IT) department oversees LME computer systems and equipment, along with all
procedures associated with information management. Both the Finance Officer and IT Manager report
to the Area Director, and supervise unit staff with years of tenure and expertise in their respective areas.
Mental Health Services of Catawba County has historically been a solid financial organization, and is
committed to delivering the same level of fiscal integrity and positive growth trends as Mental Health
Partners.

Finance/Accounting / Budgeting

In the area of Finance and Accounting, the agency’s goal is to develop a Budget that reflects a
commitment to efficient use of financial resources for LME operations, and maximizes community
service delivery. Budget design encompasses all business, staffing and contractual costs associated with
support of a viable and diverse Provider Network. The Finance Officer prepares a budget that is
presented to the Finance Committee for review and approval. After that initial approval, a final budget
draft is presented for full Area Board review and approval, followed by adoption of the budget by the
respective Boards of Commissioners.

In developing the budget, projections are made from the current year expenditures, historical trends,
and departmental input, as well as taking into consideration any additional information regarding new
ventures or necessities for the upcoming year (e.g., identified Collaborative goals, needs assessment
priorities, etc.). Budget transfers and revisions are processed throughout the year to realign the budget
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to maximize utilization of funds. This year the organization was given additional flexibility to move funds
between categories and disciplines as a way to ensure that the State allocated funds truly match
consumer needs. This flexibility was allowed as a proactive measure to accommodate management of
services for Burke County citizens since no utilization data was available for trending and projections.
Data is reviewed on a monthly basis and financial reports are provided to the Area Board quarterly, after
review by the Finance Committee. Fiscal Monitoring reports are also forwarded to the Division
quarterly.

Mental Health Partners is audited annually by an outside firm that reviews our financial practices for
financial integrity. The audit covers the complete financial cycle, beginning with the supporting
documentation of claims to the generation of payment to the Providers. The LME is in compliance with
all financial practices that are regulated by statutory requirements.

Staff members within the Business Management department are assigned responsibility for financial
reports that are required by the Division, State or Federal agencies. These reports are reviewed and
signed off by the Finance Officer.

The Business Management department also is responsible for managing accounts payable, monitoring
budget expense line items and the agency’s purchasing processes, including the negotiation of
administrative contracts. Other duties include coordination of employee moves and the processing of
travel and training expenditures. Internal controls are addressed by the division of duties and
responsibilities in order to provide a system of checks and balances that ensures integrity in the usage of
agency assets.

Claims Adjudication

The claims adjudication process ensures that services which have been authorized, rendered and billed
to Providers are paid in a timely manner. To this end, billing is accepted in a variety of formats as often
as the provider sees fit; this allows providers some flexibility in billing to support their internal cash-flow.
Most Providers file claims within 60 days of delivering services; however, despite billing date, the LME
meets or exceeds prompt pay requirements at least 95% of the time. The majority of claims processed
by claims adjudication are for state funded services; however, a small amount of Medicaid claims are
processed on behalf of Providers that cannot bill directly because of the service delivered or the
provider qualifications.

As billing is received, claims are keyed into a CMHC/MCO program against the corresponding
authorization. If authorizations are not present in the CMHC/MCO program, claims will be denied. This
program also validates the claims for accuracy and places any claims where errors have been identified
in a pended status. The pended claims are either corrected or denied. Any claims that are denied
require a denial letter to be sent to the provider identifying the claim(s) and the error with the claim(s).
The approved claims are copied into our CMHC/MIS system and electronically billed from this system.

Once payments are received in an 835 file from State and Medicaid, they are electronically posted to
the claims in the CMHC/MIS system. The Claims Adjudication unit then generates a payment report
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based on the 835 file which is used to reconcile payments against submitted claims and release payment
to provider. Records of this information are retained for a minimum of seven years.

The Claims Adjudication unit is the primary point of contact for providers with questions or complaints
regarding reimbursement issues.

Service Funds Management

Mental Health Partners manages all funding streams which support the management or delivery of
MH/DD/SA services, including State LME, IPRS and County funds.

State LME funding is utilized to run the operations of the agency and provide qualified staffing to ensure
that the duties of the LME are accomplished effectively and efficiently. General ledger reports are
reviewed monthly to show the status of utilization against the budget.

The management of IPRS funds requires constant monitoring and movement of funds to ensure
maximum utilization. The agency, based on its commitment and strategic planning in fund utilization,
has a long success record in this area; in FY 06/07, IPRS earnings were over 91%. Non-UCR funds are
billed to the State monthly or as needed, based on invoices submitted by Providers for services
rendered. Meetings of the Finance/Contract Team are held at least once a month, or more often if
necessary, to review provider contracts and their current earnings against contract limits and full year
projections. The Finance/Contract team consists of the Finance Officer, Contracts Manager (working out
of the Provider Relations Unit), Accounting Supervisor, Provider Relations Manager, Policy Analyst, IPRS
Coordinator and Area Director as needed. The flexible funding parameters afforded by the transitional
year prior to full merger with Burke County has given a heightened priority to fund management both in
working with an expanded Provider network and responding to the needs of the expanded catchment
area. The flexibility has been granted for transferring of funds to realign between categories and
disabilities as needed, assuring that consumer service demands are adequately and accurately funded
(i.e., that the age/disability categories with the highest demands have the necessary monies).

The use of County funding is distributed amongst Providers to assist with the delivery of services to the
client population not otherwise covered by state funding, or to support those services that are non-
funded or under-funded by traditional funding sources — for example, helping with transportation and
adding supplemental funds for psychiatric services. Additionally, County funds are also utilized to
support the LME’s guardianship program and other community based projects in the service array.

Risk Management

As a county department, all risk management functions for Mental Health Partners are currently
provided by Catawba County’s Risk Management department, including the primary management of
health/safety training, insurance and liability coverage required for the agency. Mental Health Partners,
as of July 1, 2008, will be assuming these responsibilities as an independent entity, equally assuring that
compliance with all expectations of risk management are met. Many of these responsibilities will reside
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with the Human Resources position, currently slated to be positioned out of Governance and
Administration.

Information Management

Mental Health Partner’s IT department assumes responsibility for the implementation and monitoring of
all procedures associated with electronic information management. In addition to the integrated aspects
of functioning with the Finance Department, IT also works closely with the Service Management and
Quality Management Units particularly in the generation and tailoring of internal tracking reports.
Mental Health Partners is developing its capacity to accommodate multiple means of remote
accessibility, and working with a vendor in the initial phases of implementing a web-based system for
expanded electronic interplay with Providers.

IT staff provide oversight for system servers, personal computers, and CMHC system maintenance or
upgrades. The IT department works closely with Catawba County’s IT department, and that partnership
will be maintained in a contractual arrangement when Mental Health Partners moves into independent
status.

Utilizing State-supplied data as well as data stored within CMHC (the agency’s Behavioral software
package relating to services, consumers, target populations, and county), multiple reports are generated
on a regular or an “as needed” basis to allow for analysis of trends and/or current position of budgets,
services rendered, and tracking of client and Provider functionality. These reports are produced utilizing
either ACCESS, EXCEL, or from programs within CMHC. The development of these reports is completed
in IT in a TEST environment, then, once accepted, the actual procedure is moved and processed out of a
LIVE Production environment. Depending on the situation the reports or analysis may be performed
from a user department and/or supplied by the IT department.

All data elements are established based on either State or LME requirements. Once the need for the
data element has been established, the method for collecting the data element is developed and tested.
Many decisions are made during this process including considerations of access to the data for review,
updates, setup or any needed edits. Various control files are used within the IT structure to ensure the
accuracy of billing, fund sources, edit rules, client data, staff data, service authorizations, etc. Some of
these are moved out to the user community but most are maintained in the host system. Regular
review procedures are required to ensure these control files are kept up to date.

All hardware is backed up to magnetic tape on a nightly basis, inclusive of each data element maintained
on each piece of hardware. These tapes are removed and stored offsite. When periodic software
updates must be installed on one or more of the agency servers, a schedule is worked out for
implementation and all users are notified in advance. Every effort is made to apply all upgrades on a
Saturday which limits the amount of interruption to our user community.

Disaster recovery procedures for IT systems are in place, and all functions are designed and
implemented within regulatory expectations, including HIPAA compliance.
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Strategic Objectives:

Business Management

Year 1: 1) Understand the funding structure the best supports service needs of the
Areas of Needed Catawba / Burke catchment area.
Improvement 2) Alignment of authorizations verses budgeted contract amounts per
Provider.
3) Data-driven prioritization of funding
Objectives 1) Review finalized IPRS allocations for patterns and projections for next
year.
2) Refine allocation of State funds in contracts so that amendments
become less frequent.
3) Establish budgeting priorities around identified gaps in service or system
needs.
Responsible Business Management, Governance & Admin., Finance/Contracts Team

Person/Unit

Target Date

June 30, 2009

Stakeholders
Involved

Area Board, Providers

Year 2,3:
Areas of Needed
Improvement

1)
2)
3)
4)

Increase volume of provider claims submitted electronically
Maintain/Improve customer service

Consider all viable options for LME financial functions

Work toward electronic payment process for providers

Objectives

1)
2)

3)

4)

Provide training and assure IT capacity for electronic submission

Ensure that Provider expectations are met through the delivery of quality
customer service.

Review status and applicability for potential single-stream funding
request

Explore feasibility and requirements to accommodate this function, with
implementation as applicable

Responsible
Person/Unit

1)
2)
3)
4)

Business Management/ IT

Business Management

Business Management, Governance & Admin., Finance/Contracts Team
Business Management/ IT

Target Date

1)
2)
3)
4)

June 30, 2010
June 30, 2010
June 30, 2010
June 30, 2011
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Stakeholders
Involved

1)
2)
3)
4)

Providers

All stakeholders

Area Board, CFAC
Area Board, Providers

Information Management

Year 1: 1) Increase capacity for electronic data submission
Areas of Needed 2) Refinement of CMHC/MCO
Improvement 3) More centralized IT staff accessibility
Objectives 1) a. Development and implementation of a Secure Web Server to allow
our Providers to complete State and LME-designed forms on-line, using
edits to minimize errors or incomplete submissions
b. Implement technologies to assist our mobile staff to better utilize our
systems
2) Optimize integration of managed care system to more efficiently capture
services, requests authorized, and associated funds encumbered
3) Relocate IT staff (physical work environment) to the central business site
with all other LME units
Responsible IT Unit, SWG

Person/Unit

Target Date

June 30, 2009

Stakeholders

LME, Providers

Involved
Year 2, 3: 1) Progressive development/enhancement of IT system
Areas of Needed
Improvement
Objectives 1) a. Development of Electronic Signature.
b. Development of a more Automated Secured mail box system to assist
Providers in the submission and receipt of Electronic EDI files.
2) Development of a comprehensive Electronic Medical Record system
Responsible IT Unit

Person/Unit

Target Date

1) June 30, 2010
2) June 30,2011

Stakeholders
Involved

LME, Providers
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Resource Allocation:

The Business Management and Information Management functions are comprised of 11 FTE positions:
Business Manager (1 FTE), Accounting Supervisor (1FTE), Accounting Specialist Il (1 FTE — vacant, to be
recruited prior to 7/1/2008), Accounting Clerk (1 FTE), Claims Adjudications (3 FTEs) System
Administrator (1 FTE), Network Specialist (1 FTE), and Information Specialist (2 FTEs).

The actual staff salaries and benefits cost of these 11 positions is $556,825, compared to the cost model
appropriation of 20.46 positions at a cost of $1,030,121. This variance of > 30% in both staffing and cost
below the cost model is attributable to exclusion of the H.R. position in this function, and a leaner
staffing pattern than that outlined in the cost model.

Business Rules:
Enhancements:

e Local training of providers to process data entry via remote connectivity by keying their own
invoice data into the CMHC/MCO system has expedited claims entry and payment receipt for
Providers.

e The inclusion of IT in the management system of the LME, along with involvement and support
through State, Local and vendor-related meetings/education helps keep technological
information current and regularly considered in managing business.

e Division-supplied information on the utilization of State funds in the Community Systems
Progress Indicators Report (prior to July 1, 2007) was beneficial in tracking, and needs to be
continued.

Inhibitors:

e Meeting prompt-pay guidelines is made difficult by having to coordinate multiple external
deadlines, such as state-billing and county-disbursement voucher deadlines.

e The IPRS hierarchy disrupts the predictable management of funds, thus causing the need for
numerous contract amendments in order to reimburse a Provider in a timely manner for serving
a particular population group.

e The lack of timely and complete decisions at the State level often makes it difficult to implement
LME procedures in an effective manner.
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CHAPTER 3:
PROVIDER RELATIONS AND DEVELOPMENT

Mission:

The mission of the Provider Relations and Development function of Mental Health Partners is to
maintain a qualified provider network to meet the service needs of the consumers, comprised of
providers committed to assisting the consumers in achieving real-life outcomes and assuring quality
care.

Purchaser Standards:

Mental Health Partners has organized the Provider Relations unit to be in compliance with all applicable
local, state and federal rules and standards, as well as the current Performance Contract. Resources are
being dedicated to correct identified deficiencies which then are incorporated into our strategic
objectives.

Current Operations:

Provider Network/ Contracting

Agency contracts for Mental Health Partner’s provider network are managed through the Provider
Relations department, in close collaboration with Business Management/Finance. All contracts between
Mental Health Partners and its providers are on the Division’s contract template. Additionally, all
contracts contain a pre-audit statement and authorized signature to assure funding availability and
tracking. The LME currently has seventy-six (76) state dollar contracts and multiple Memorandums of
Agreement with various direct-enrolled providers who are serving Burke and/or Catawba County
consumers.

Prior to developing a contract with the LME, a provider must complete an LME provider application and
include license, credentials, endorsement documentation, direct enrollment information, professional
liability insurance, vehicle insurance and NPI information, if applicable, for verification and processing.
Contracts are then issued based on service and capacity needs throughout the catchment area; funding
amounts are established based on utilization projections. Contract limits are monitored against invoices
or through limits established in CMHC/MCO. The Finance/ Contract Team (as described in the Business
Management section of this plan) meets regularly to monitor contract utilization of monies and works
diligently to maximize the FY state dollar allocation.

As part of the standard contract, Mental Health Partners maintains a Provider Manual/Operations
Manual accessible to providers via the LME website or in hardcopy if needed. Contents of the Provider
Manual incorporate state and local regulations and expectations necessary for the provider’s optimal
success in meeting contract requirements for service delivery.
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A list of contract providers and the services they provide is maintained internally for LME staff reference
and externally on our website for Stakeholder reference and use.

Community Development Plan

As required in the current Division/LME Performance Contract, Mental Health Partners has conducted a
Community Needs Assessment to review multiple components of the catchment area and its service
needs. This is the first formal assessment that included Burke County, and is viewed by Mental Health
Partners as a process of establishing some baseline data/information from which to tailor future
planning. A Steering Committee composed of two consumers (one representing Burke, one representing
Catawba), two providers (both representing agencies that are in Burke and Catawba Counties), one Area
Board member, and two LME staff has helped guide planning for the needs assessment process. The
LME hosted a consumer and provider forum in both Burke and Catawba Counties, and held on-site
forums at the PSRs (Clubhouses) in each county. Provider and Stakeholder surveys were sent out for
needs assessment input. Stakeholders included the Mental Health Partners Area Board, and participants
in the Child and Adult Community Collaboratives in both counties. As all information is gathered,
identified needs will be prioritized and addressed accordingly as detailed in the Community Needs
Assessment document.

Provider Network/ Endorsement

Mental Health Partners endorses providers strictly per Division endorsement policies, and uses all
standardized checklists. Currently, Mental Health Partners has a wide range of endorsed providers
within Burke and Catawba Counties, making available the following services: Adult and Child
Community Support and Community Support Team, Diagnostic Assessment, Mobile Crisis, Intensive In-
Home Services, MST (Multi-Systemic Therapy, ACTT, PSR, SAIOP, Child Day Treatment and Residential
Treatment, Opioid Treatment, Medical Detox and CAP-MR/DD services. (See Appendix A for a listing of
endorsed services and the current network capacity.) Many providers offer services in both Burke and
Catawba Counties, which is of benefit to the network as a whole. Currently the provider network is
disproportionately heavy in Community Support providers, but the Division’s expectation of more
comprehensive Community Support service configuration will inherently impact this number, making it
more equitable in relation to other services. To date, there have been no involuntary endorsement
withdrawals by Mental Health Partners.

The network lacks endorsed providers who are able to provide the following enhanced services: SA
Comprehensive Outpatient Treatment, Partial Hospitalization, Facility Based Crisis, SA Non-Medical or
Medically Monitored Community Residential Treatment, and Non-Medical Detox.

Mental Health Partners also maintains Memorandum of Agreements with multiple direct -enrolled
specialty providers and basic benefit / independent practitioners. Other services available within the
provider network include: Targeted Case Management, Group Homes, MH and SA Outpatient Services,
SA Day Treatment, ADAP/ADVP, Therapeutic Foster Care, Day Activity, Respite, Alternative Family Living,
Developmental Therapies and Personal Assistance.
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In the oversight of provider network scope and capacity, RFI/RFP processes are issued in response to
service gaps and QM indicators regarding needed attention to prevalence/penetration rates per
disability area within the community. Well-established, well-functioning providers in the network are
often encouraged to consider adding or expanding services. Endorsement reviews and monitoring
reviews continue to target each provider’s developmental capacity for first-responder compliance,
evidence-based practice (EBP) implementation, consumer engagement and thorough crisis planning
with consumers.

Mental Health Partners has identified two comprehensive service providers, Catawba Valley Behavioral
Healthcare (CVBH) and Family NET, to assist with community emergency response efforts in Catawba
County. Emergency response expectations are outlined in both of these providers’ contracts. CVBH will
also assume emergency response responsibilities in Burke County, but other providers need to be
solicited to assure complete coverage in the event of any disaster situation. Provider Relations/QM staff
regularly forward to these providers information on the availability of trainings focused on Psychological
First-Aid and/or comprehensive disaster response.

Provider Monitoring

Mental Health Partners conducts routine and complaint based on-site monitorings of all category A
(Licensed) and category B providers (Periodic services) per SB163 rules. Provider Relations liaisons
monitor provider compliance using Division-standardized monitoring tools. Mental Health Partners is
currently piloting the Division’s draft monitoring checklist and Frequency Extent of Monitoring (FEM) to
be standardized and implemented by all LMEs later in 2008.

Provider Relations liaisons monitor plans of correction for Medicaid audits and post- payment reviews
conducted through the LMEs, per Division guidelines.

Technical Assistance

Mental Health Partners offers technical assistance and training to all its providers on an ongoing/as-
needed basis. Each provider in the network is assigned a Provider liaison out of the Provider Relations
unit as their single point of contact with the LME. If the liaison can’t immediately give the provider an
answer, the liaison finds the answer within the LME and reports back to the provider. In addition
liaisons email providers any applicable Division and DMA information as it is updated to keep the
providers informed. The LME hosts quarterly provider forums to keep communication lines flowing
within the network. Working with Provider Relations, the Quality Management unit is currently in the
process of developing Quality Councils in both Burke and Catawba counties to assist providers with
QA/Ql activities.

Provider Complaint Arbitration/Resolution

Mental Health Partners attempts to resolve all provider complaints at the LME level. Should a provider
feel that he/she has not been given due process, the provider would then be instructed to follow the
provider appeal process as outlined in the Provider Manual, following policy reflecting Division rule.
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Historically, provider complaints have been few, and have predominantly been resolved through the
Provider Relations Director, the Service Management Director, Finance Director or the Area Director.

Community Collaboration

The Community Collaboration function is overseen by the Provider Relations Director. The LME has a
Child System of Care (SOC) Coordinator and an Adult System of Care (SOC) Coordinator; each SOC
coordinator is the Liaison to the Child and Adult Collaborative in both Burke and Catawba Counties. All
four Collaborative Committees have community stakeholder and consumer/family composition, with
representatives from key community agencies including, but not limited to: Social Services, Juvenile
Justice, law enforcement, schools, local hospitals, courts, etc. Each Collaborative has signed
confidentiality statements with its members, along with established meeting structures and recorded
minutes. These committees are designed to promote education about mental health, substance abuse
and developmental disabilities and subsequently reduce stigma about people with special needs within
the community. They assist in identifying service gaps, put a focus on encouraging natural and
community supports, and promote service and financial collaboration among all participating agencies
to maximize available funding combinations and resources.

Each collaborative sets annual goals and tracks progress toward their completion. Some of the Adult
Collaborative goals have included Crisis Intervention Training (CIT) for law enforcement,
exploration/creation of more affordable housing options, and improved jail services. Child Collaborative
goals have focused on child and family teams, availability of crisis beds, and reduction in utilization of
child residential treatment facilities.

Community Collaboration works closely with the Customer Service department for integrated planning
and implementation efforts.

Strategic Objectives:

Year 1: 1) Formalize LME endorsement policies after merger

2) Revise and formalize LME monitoring policies after merger
Areas of 3) Further develop Burke county Adult Collaborative
Needed 4) Communicate Community Needs Assessment results with
Improvement implementation strategies

5) Expand crisis service continuum per LME Crisis Plan
Objectives 1) Develop and implement formal LME endorsement policies

2) Revise and implement formal LME monitoring policies to include new
standardized tools

3) Increase membership and participation in this new effort

4) Develop systematic inclusion of stakeholders in receipt of information
and incorporated feedback

5) In conjunction with Service Management, make sure priorities are given
to progressive implementation of crisis service availability within the
network

Responsible 1) Provider Relations, QM
2) Provider Relations, QM
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Person/Unit

3)
4)
5)

Provider Relations, Adult SOC coordinator
Provider Relations
Provider Relations, Service Management

Target Date

1)
2)
3)
4)
5)

October 2008

October 2008

June 2009

June 2008 and quarterly thereafter
July 2008

Stakeholders
Involved

1)
2)
3)
4)
5)

Providers, Consumers, Area Board, CFAC, Community Stakeholders
Providers, Consumers, Area Board, CFAC

Community Stakeholders

Community Stakeholders, CFAC

Community Stakeholders, Providers, CFAC

Year 1,2,3:

Areas of
Needed
Improvement

1)
2)
3)
4)

5)
6)
7)

Increase service capacity and consumer choice in provider network
Revise/ update Provider Manual

Assist LME with post-payment reviews

Provide technical assistance to provider network as needed to assure
quality service throughout the network

Maintain effective community collaboration

Maintain annual Provider Satisfaction Survey

Maintain annual Community Development Plan

Objectives

1)

2)
3)

4)

5)
6)

7)

Develop RFPs and contract for services where capacity needs to
increase for Urgent and Routine appointments, where service gaps exist
and where consumers need more choice if warranted; work with faith-
based and other public organizations to increase options available for
affordable housing, employment and others services and supports
Revise and update Provider Manual to more consistently reflect LME
current business operations/procedures

Develop procedures for plans of correction related to post payment
review

Working with QM, develop Quality Councils in each county to assist
provider with compliance and QA/QI activities; address training issues
on EBP implementation, documentation and outcomes, etc.
Revise/update Adult and Child Collaborative policies as needed;
maintain MOAs with community stakeholders

Implement annual Provider Satisfaction Survey to assist with LME
strategic planning and improvement in business operations

Conduct annual Community Needs Assessment via surveys, forums and
data analysis

Responsible
Person/Unit

1)
2)
3)

4)
5)

Area Director, Service Management, Provider Relations, QM, Business
Management, Customer Services

Service Management, Provider Relations, QM, Business Management,
Customer Services

Service Management, Provider Relations, QM

QM, Provider Relations, Customer Services

QM, Provider Relations, Community Collaboration, Service
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6)
7)

Management, Business Management

QM, LME department directors, Area Director

Area Director, Service Management, Provider Relations, QM, Customer
Services

Target Date

1)
2)
3)
4)
5)
6)
7)

September2008 and ongoing
June 2008 and ongoing
October2008 and ongoing
July 2008 and ongoing

July 2008 and ongoing
March 2009 and ongoing
March 2009 and ongoing

Stakeholders
Involved

1)
2)
3)
4)
5)
6)
7)

Providers, Consumers, Area Board, CFAC, Community Stakeholders
Providers

Providers, Area Board

Providers, Consumers, CFAC, Client Rights Committee

Providers, Consumers, Area Board, Community Stakeholders
Providers, Consumers, Area Board, CFAC

Providers, Consumers, Area Board, CFAC, Community Stakeholders

Resource Allocation:

The Provider Relations and Development functions are comprised of 8.5 FTE positions: Program
Administrator (1 FTE used .5 in Provider Relations and .5 in Quality Management), QA Specialist (6 FTEs),
Accounting Specialist (1 FTE), System of Care Coordinator (1 FTE). An additional System of Care
Coordinator position is included in this function, but it is funded separately.

The actual staff salaries and benefits cost of these 8.5 positions is $499,848, compared to the cost model
appropriation of 8.4 positions at a cost of $551,368. Community Collaboration tasks are performed in
this unit versus in Service Management. The LME positions and cost do not vary more than 30% from

the cost model.
Business Rules:

Enhancements:

e The provider national accreditation process and expectations will inherently strengthen the
service network statewide.
e Standardized provider monitoring and endorsement processes help with consistency in

implementation.

e Refinement of the critical incident reporting requirements with web-based entry is a positive

process.
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Inhibitors:

e Current endorsement requirements do not put enough emphasis on a “comprehensive
provider” as keeper of the plan

e No current standardized provider performance report card to assist consumers and families
when making provider choices

e State funding allocation delays make contracting difficult.
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CHAPTER 4:
CUSTOMER SERVICE/CONSUMER AFFAIRS

Mission:

The mission of the Customer Service/Consumer Affairs function of Mental Health Partners is to promote
and ensure an inclusive, consumer-centered approach throughout the LME and provider system of
services.

Purchaser Standards:

Mental Health Partners has organized the Customer Service/Consumer Affairs unit to be in compliance
with all applicable local, state and federal rules and standards, as well as the current Performance
Contract. Resources are being dedicated to correct identified deficiencies which then are incorporated
into our strategic objectives.

Current Operations:

The Customer Service/Consumer Affairs department is comprised of two full time staff members. Staff
are assigned as liaisons to provide support to the Consumer and Family Advisory Committee and Client
Rights Committee. Staff responsibilities include managing complaints, rights investigations, concerns
and information requests; disseminating information about services and the service delivery system;
promoting consumer advocacy and education; monitoring consumer satisfaction and new program
development. Policies and by-laws outline the operations of the committees and complaints system.
These have been developed in full compliance with the appropriate statutes, implementation updates,
announcements, and communications bulletins. Staff perform their duties following the guidelines as
written. The Director of Customer Services and Program Development Coordinator work with LME staff,
providers, and consumers to ensure an effective, efficient service delivery system that is inclusive of
consumer participation.

Over the past year, Customer Services has been very involved in the expansion/merger with Burke
County. We have worked to expand representation from Burke on the Consumer and Family Advisory
and Client Rights committees. Staff is located in the Burke County office on a regular schedule. As the
LME will be changing its name to Mental Health Partners July 1, 2008, we are in the process of
developing a marketing plan which will inform the community on the changes, role of the LME and how
to access services. We have developed and will distribute posters and wallet size cards with the toll free
Access and Customer Services numbers, to providers and consumers. The plan will also utilize area
media to publicize the changes.

CFAC
The Consumer and Family Advisory Committee (CFAC) is comprised of 12 individuals from Burke and
Catawba Counties, representing the disciplines of Mental lliness, Developmental Disabilities, and

Substance Abuse. CFAC meets on a monthly basis to review, monitor and provide recommendations to
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the LME on processes, programs, and functions. Individual CFAC members also participate as members
on other LME committees, such as Customer Service, Needs Assessment, and the planned Quality
Management committee. CFAC is planning community awareness projects to increase knowledge of
MH/DD/SA issues and increase consumer participation in advocacy and education activities. Currently, a
consumer mini-conference is planned for June 2008. The conference will focus on consumer advocacy
and medication management. The mini-conference is planned as an annual event.

Client Rights Committee

The Client Rights Committee (CRC) meets on a quarterly basis to review system wide rights issues.
Quarterly complaint, Incident, and Provider Monitoring reports are reviewed for emerging trends. The
CRC makes recommendations to the LME based on these reviews. The CRC is comprised of nine
individuals representative of the three disciplines and two counties served by the LME. CFAC also has a
member on the CRC along with other consumer and family members from the community.

Consumer Complaints Resolution

Customer services operate the complaint/rights allegation management system, but a
complaint/concern/inquiry can come to any staff member in the organization. Once a
complaint/concern/inquiry is received by a staff member, it is communicated to the customer services
department by phone or e-mail. The customer service representative (CSR) documents the issue based
on the appropriate policy; contacts the involved parties; and proceeds to facilitate a resolution. Within
the LME, Customer Services works closely with all other departments to efficiently resolve issues and
proactively seek ways to improve customer service. For an example, if the issue involves a provider, the
CSR involves the Provider Liaison from the Provider Relations department. The Provider Liaison has an
established relationship with the provider which can help expedite resolution. If a systems problem is
identified as a factor in the issue, we work together with the provider to discover methods for correcting
the problem and preventing future issues of the same type.

LME Care Coordinators and CSRs work together with individuals and families experiencing problems
accessing or transitioning between services. The goal is to ensure accessibility to services that will meet,
as closely as possible, the specific needs of the client.

Community Involvement/Advocacy

Customer Service Representatives work with the Community Collaboratives and other community
programs to identify and implement new programs and projects. Working with the Salvation Army to
provide services at the local shelter; creating an opportunity with a Christian ministry organization to
provide consumer access to housing financial assistance; planning the implementation of Crisis
Intervention Training (CIT) with local law enforcement; and working with consumers in efforts to start an
area NAMI affiliate are examples of recent efforts. Future plans will focus on creating opportunities to
learn about and promote increased consumer employment and consumer run businesses. The in-
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progress needs assessment, data obtained from ongoing consumer/provider satisfaction feedback, and
needs identified from the community collaborative meetings will be used to drive future plans for new
program development.

Departmental Strategic Planning

Customer Services has developed a strategic plan to promote awareness of services, promote consumer
advocacy and education, improve and monitor consumer satisfaction, and promote community
involvement. Customer Services will be distributing a consumer manual, posters, and newsletters;
assisting with CFAC’s annual consumer conference; and conducting quarterly media spots in a
coordinated effort to meet the objectives of the plan. The consumer manual will provide basic
information and contact numbers for Access to Services, Systems of Care, Care Coordination, CFAC,
client rights, Client Rights Committee, complaint procedures, and community resources. Posters with
information on Access, Customer Services, and topics such as stigma, prevention, evidence based
practices, and employment opportunities will be posted in public areas and at provider organizations.
These topics will also be promoted through CFAC and other media events. Bi-monthly newsletters will
be distributed to providers, consumers and the community. The newsletters will contain information on
the role of the LME, services, Systems of Care, quality management issues, upcoming events, CFAC
issues, client rights, and opportunities available for active community involvement.

The annual CFAC conference will focus on varying topics each year. The focus of the conference will be
decided by CFAC members. This event will play an important role in the education of the community on
MH/DD/SA issues and help to reduce stigma. As these issues come to the forefront, we hope to
encourage more individuals to become involved in activities and committees. As with the CFAC
conference, the media spots will increase awareness and education in the community and encourage
community involvement.

Customer Service

Customer satisfaction is a large part of the Customer Service Strategic Plan. We will use multiple
strategies to collect and analyze data on consumer and provider satisfaction with the LME and services
delivery system. We will participate in all state surveys, but will be putting a system in place to collect
data on specified areas of consumer access and treatment. Some of these strategies include, but are not
limited to, surveys, focus group, and mystery shopper programs. The plan is for all data to be analyzed
quarterly and presented to the LME and provider management teams as well as CFAC. Changes in the
system will be made based on recommendations created from the data analysis.

Provider satisfaction will be measured through an annual provider satisfaction survey and data collected
through the complaints management system. Improvements will be made through action implemented
by the LME management team. Quality Management and Customer Services will work closely to
monitor the satisfaction level of providers and consumers being served. The current Customers Services
workgroup (comprised of LME staff, CFAC member, providers, consumers, and family members) will be
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expanded and a Quality Management Committee will be formed to review ongoing issues and develop
recommendations for improvements in the area MH/DD/SAS system.

The Customer Service Strategic Plan also includes a training focus. Customer Services training will begin
at the LME level. Training will be offered to providers, CFAC, and other consumers, family members and
volunteers. The ultimate goal is to have customer services be a main focus with clear expectations for all
involved in the MH/DD/SAS system.

Strategic Objectives:

Year 1: 1) Maintaining/Increasing Consumer Satisfaction
Areas of Needed 2) CFAC Involvement/Education
Improvement 3) Customer Service Training
4) Provider Satisfaction
5) Ease in MH/DD/SA system navigation
Objectives 1) a. Gather baseline, and annual updates, of satisfactions with person-
centered planning process.
b. develop ongoing system to monitor satisfaction with accuracy of
needs assessment within 45 days of service admission
c. develop ongoing system to monitor satisfaction with ongoing
assessment, service planning and treatment provision within 6 months of
service entry
d. compile/analyze results from surveys tools and present to SWG,
Provider Management, CR Committee and CFAC within 30 days of end of
calendar quarter
2) Expand recruitment; promote full CFAC membership per statute, with
active attendance and participation at meetings and CFAC functions; with
QM, educate on QM reports and use of data, EBPs, service array and
other needs as identified
3) Begin implementation of a 3-year strategic plan for Customer Service; by
June 30, 2011, LME staff and provider staff will demonstrate consistent
Customer service qualities the majority of the time
4) Gather baseline, and annual updates of provider satisfaction with LME
Services
5) Assure consumers have access to a consumer manual; assure Customer
Service and Access numbers are posted in all agencies
Responsible 1) LME Customer Services, Access, CS Workgroup, CFAC and CR Committee
Person/Unit 2) Customer Services, CFAC, QM
3) LME Customer Services, CS Workgroup, CFAC , LME, Providers
4) LME Customer Services, QM
5) LME Customer Services, CFAC, Providers
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Target Date

June 30, 2009

Stakeholders 1) Consumers, LME, CFAC, Client Rights Committee, Providers
Involved 2) Consumers, LME, CFAC, Client Rights Committee, Providers
3) Consumers, LME, CFAC, Client Rights Committee, Providers
4) Consumers, LME, CFAC, Client Rights Committee, Providers, Community
5) Consumers, LME, CFAC, Client Rights Committee, Providers, Community
Year 2,3: 1) Community Public Awareness
Areas of Needed 2) Consumer-Run Businesses
Improvement
Objectives 1) Beginning October 1, 2008, a public awareness campaign will be initiated
to address MH/DD/SA stigma, role of LME, prevention, evidence based
practices, and employment opportunities for consumers
2) By July 2010, Customer Services will begin work with CFAC to identify
needs (funding, small businesses info., etc.) to develop consumer-run
businesses
Responsible 1) Customer Services, CFAC
Person/Unit 2) Customer Services, CFAC
Target Date 1) June 2009
Stakeholders 1) Consumers, LME, CFAC, Client Rights Committee, Providers, Community
Involved 2) Customer Services, CFAC

Resource Allocation:

The Customer Service/Consumer Affairs functions are comprised of 2 FTE positions: Program

Administrator 1 (1 FTE) and Program Development Specialist (1 FTE).

The actual staff salaries and benefits cost of these 2 positions is $142,455, compared to the cost model

appropriation of 3.31 positions at a cost of $207,423. The LME positions and cost do not vary more than

30% from the cost model.

Business Rules:

Enhancements:

e The attempts to establish and maintain consistency in processes statewide such as the

complaints system, consumer satisfaction and upcoming Customer Service Training and

Consumer Manual

e The current “localized” focus of the LME. A local focus maintains the flexibility needed to meet

the culturally diverse needs of the consumer

e LME emphasis on customer service and the value it has in the service delivery system
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Inhibitors:

e Rigidity in state processes. Consistency is needed, but has to allow for the needs of the local
area. An example would be allowing LMEs to make additions and changes to state publications
(i.e. consumer manual) allowing for the diversity and values inherent in a specific area.

e Complexity of the complaints system. There are too many categories, timelines and processes
to follow in resolving complaints. This system could be and should be much simpler. Currently,
we have a system for admin/service quality, client rights, investigations,
information/compliments (which are not tracked at state level) and clinical service
authorizations.

e Difficulties in statewide consumer satisfaction and core indicators surveys. The surveys are sent
to LMEs with instructions on the process to use to gather the data and in the case of core
indicators, who to survey. The process does not always work as easy at the local level. Again,
more flexibility is needed at the local level to get the surveys completed in the timeline allowed.
Provide the LME with the surveys, but no names or strict process on how to gather the data. Let
the LME follow the process that works best in their area.
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CHAPTER 5:
SERVICE MANAGEMENT

Mission:

The mission of the Service Management function of Mental Health Partners is to assure prompt and
efficient screening, triage and access to services with informed consumer choice. This includes
immediate authorization of initial state funded assessments and treatment services to providers. Care
Coordination occurs as a bridge between accessing services and monitoring to assure that high risk/high
cost consumers are actively engaged in appropriate services in the community. Utilization Management
at the local level reviews ongoing service requests to assure that consumers receive the appropriate
quality service at the correct level and intensity based on medical necessity, service definitions, and level
of care criteria. The central focus of this unit is assuring that consumers achieve positive outcomes
based on best practice service standards that are at the same time fiscally responsible.

Purchaser Standards:

Mental Health Partners has organized the Service Management unit to be in compliance with all
applicable local, state and federal rules and standards. Resources are being dedicated to correct
identified deficiencies which then are incorporated into our strategic objectives.

Current Operations:

The Service Management Department is composed of Access (Screening, Triage, and Referral), Care
Coordination, Utilization Management, Guardianship, and Medical Records. These units not only receive
strong support from Business and IT, Provider Relations, and Quality Management, but they also provide
significant support to these departments. Oversight of crisis planning and development is managed
within this unit. Implementation of the LME crisis plan has been assigned to a broad range of
stakeholders in both Burke and Catawba Counties.

Access (Screening, Triage, and Referral)

Mental Health Partners conceptualizes and implements the functions of this unit as the uniform portal
to service entry for citizens of Catawba and Burke Counties who experience mental health, substance
abuse or developmental disability issues. The Access Unit is staffed Monday through Friday from 8:00
a.m. until 5:00 p.m. with six licensed clinicians and a supervisor who is also licensed and able to manage
calls. One support staff person provides clerical support to the Access Unit. A contract with Crossroads
Behavioral Healthcare for screening, triage, and referral services provides coverage after 5:00 p.m.,
weekends, and holidays. A toll free number and TTY capability is available 24/7/365 so that consumer
calls are always answered by a qualified Access clinician. AT&T Language Line is used for language
interpreter services and can be accessed at all times.

The state standardized screening, triage, referral data elements are collected by qualified clinicians on
all consumers seeking services regardless of where they present. The STR clinician determines the
urgency of need and then makes a referral to a provider of the consumer’s choice. When the consumer
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is not familiar with providers, a brief description and location of providers is given. Emergent calls are
transferred to mobile crisis services 24/7 for immediate response while assuring consumer safety during
transition. Urgent calls are scheduled with appropriate providers of the consumer’s choice when there is
provider capacity. In situations when there is not provider capacity to manage urgent scheduling, mobile
crisis services provide the urgent response within the established 48 hour timeline. Every effort is made
to schedule consumers who need routine appointments within the fourteen (14) calendar days set forth
in the State LME Performance Contract. At the time assessment appointments are scheduled, the Access
Unit authorizes the assessment followed by the initial basic benefit treatment authorizations as
requested by providers based on assessment findings. When appropriate, Community Support or
Targeted Case Management is authorized to facilitate entry into enhanced services in accordance with
State guidelines.

The Access Unit manages the authorizations for state psychiatric hospitals, ADACT resources, and local
inpatient care for indigent consumers. The Access Unit or Care Coordinator schedules all hospital
discharge appointments for new consumers; providers schedule hospital discharge appointments for
their respective consumers who are active in services with them. All outpatient commitment post
hospital appointments are scheduled by the Access Unit for tracking purposes. Tracking of all discharges
from state facilities is done via a spreadsheet to facilitate monitoring to assure hospital discharge
appointments are kept within the state defines timelines and appropriate follow-up occurs. This unit
also manages the scheduling of multidisciplinary evaluations and forensic evaluations.

The Access Unit assists in community planning by collecting data from informational calls related to
community needs that are not addressed in the State system. Service gap information is shared with
Provider Relations in order to address specific needs identified or capacity issues.

Utilization Review/Utilization Management (UM/UR)

The goal of the UM/UR Unit is to authorize all non-Medicaid services that meet medical necessity. Level
of care criteria and service definitions provide the guidelines for determining appropriate intensity and
frequency of services, as well as the timelines for re-authorization. Authorization requests are
submitted electronically through CMHC/MCO software connection or on a paper service authorization
request form (SARF) that can be faxed directly to the UM/UR Department. All authorization requests
require the submission of admission packets that contain CDW required data, comprehensive
assessment, target population determination, and Person Centered Plan (PCP). Currently a web-based
product is in the development stages which will allow the provider to submit the SARF and PCP
electronically. The implementation of this web-based product also will allow for the accessing of
individual consumer crisis plans.

The UM/UR Unit is composed of a supervisor, four clinicians, one CAP-MR/DD specialist, and one
support staff person. The average number of years of clinical experience in this unit is almost twenty
years and covers each of the age and disability groups. The DD clinician is not licensed but has a Master
of Arts Degree and more than twenty years of clinical experience working with developmentally disabled
individuals. The supervisor is a licensed psychological associate with approximately twenty-five years of
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mental health experience. Remaining clinicians include a registered nurse with psychiatric certification
and two licensed professional counselors, one of whom is also a certified clinical supervisor and licensed
clinical addictions specialist. Cross-training of the UM/UR staff has been a priority for the past year with
the exception of the CAP-MR/DD specialist. The CAP-MR/DD specialist is fully devoted to CAP-MR/DD
eligibility and coordination of services for this group of consumers.

Service authorization requests are processed based on guidelines established in the State Performance
Contract of fourteen calendar days for non-Medicaid services. Urgent service authorization requests are
processed within twenty four hours. Once clinical authorizations have been approved, requests are
forwarded to the Contract Manager for financial authorization. In addition to service authorization, the
UM/UR staff also conduct concurrent reviews of Person Centered Plans for 100% of non-Medicaid
consumers and 20% of Medicaid consumers. Person Centered Plans are reviewed for all Medicaid
consumers to assure that benchmarks set by the state are met. These reviews focus on the quality and
person-centeredness of plan development, best practice modalities, incorporation of natural and
community supports, appropriateness and effectiveness of the service, progress being made toward
outcomes, and crisis planning. Clinical consultation and technical assistance often occurs with providers
to facilitate quality service delivery.

UM/UR staff consult with the contracted Clinical Director at any time they have a question about
medical necessity related to a specific non-Medicaid service authorization request. All denials,
reductions, terminations, or suspensions of non-Medicaid services require a review by the contracted
Clinical Director. In the event a service authorization request results in a denial, reduction, termination,
or suspension, the Division’s non-Medicaid appeal process is followed.

Post payment reviews are conducted on consumers identified as high cost non-Medicaid and Medicaid
consumers. These reviews focus on clinical necessity, the fidelity of implementation of the service
definition, use of best practice modalities, and treatment outcomes achieved. The contracted Clinical
Director also does a second level review on all post payment reviews. Data collected in the post
payment review process is used also in an attempt to improve the quality of services within our provider
network.

Care Coordination

Mental Health Partners is in the developmental stage of formal care coordination implementation. The
goal of this unit is to facilitate appropriate, effective, fiscally responsible outcome-focused consumer
care across the continuum for consumers who do not have a clinical home. Priority is given to
consumers in state psychiatric facilities, Alcohol Drug Abuse Treatment Centers (ADATC), or homeless
shelters or who are involved with the criminal justice system. Care coordination focuses on linking
consumers who have complex problems with appropriate providers and participating in the treatment
planning process to facilitate active engagement of the consumer in treatment. Care coordination also
provides ongoing case monitoring for use of Evidence-Based Practices and effective treatment
outcomes. High needs consumers are identified through STR, Community Collaboratives, and UM/UR
and referred for care coordination. The care coordinator participates in person-centered planning and
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linking with additional services that may be indicated to improve the treatment outcomes for these
identified consumers.

Three positions have been created in the Care Coordination Unit and the first position has been filled.
The second position is currently posted for recruitment and soon to be followed by recruitment for the
third position. A requirement for these positions is a minimum of three years, but preferably five years,
direct care experience in one or more of the disability areas. These individuals must be highly motivated,
have a broad knowledge of resources, and effective people skills to successfully link consumers and
facilitate engagement in services. One position is designated for mental health consumers without a
clinical home who are being discharged from a state facility, local inpatient facility, or from crisis
services. This care coordinator also serves as the state hospital liaison and participates in treatment
team meetings of Burke/Catawba consumers who are hospitalized, as well as, monitors bed day
utilization. The second position will focus on the coordination of services with TASC for individuals
involved in the criminal justice system and will work with the homeless population to assess the
behavioral health needs of these individuals and link them with appropriate services. Consultation and
education to staff working with those who are involved in the criminal justice system and those who
work with the homeless is an additional responsibility of this position. The focus of the third care
coordinator is on the substance abuse population to facilitate successful transition from ADATC facilities
to community providers. This individual will work closely with substance abuse providers in monitoring
the follow-up of referrals from crisis services, detoxification centers, and hospital discharges. Every
attempt will be made to assure consumers receive appropriate after care services to reduce relapse. All
care coordinators will be cross-trained to provide consistent coverage at all times.

Care coordinators are available to provide care coordination on high needs consumers or community
needs at the request of UM/UR and/or Access. Consumers whose treatment plan is expected to incur
cost in the top 20% of all consumers in their disability group will be designated for care coordination.
Care coordinators will also track on consumers utilizing crisis services three or more times per year and
provide care coordination to these individuals.

Guardianship

Two guardianship coordinators oversee the guardianship functions for 87 individuals who do not have
the capacity to make and communicate important decisions related to their personal affairs. These
coordinators serve as legally appointed decision makers in the execution of health/safety matters. In
addition, they monitor service provision to assure these individuals are allowed to exercise their rights
and they participate as guardian representatives in person-centered planning. The families and
significant supports of wards are involved in all decision making processes when possible. Mental Health
Partners strives to assure that decisions rendered on behalf of each ward are individualized, consistent
with the values to which the ward has subscribed, and serve in the best interest of the ward.
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Strategic Objectives:

Year 1: 1) Timeliness of scheduling routine appointments within the state
defined benchmarks.
Areas of Needed 2) Administrative responsibilities of the Access Unit inhibit efficiency at
Improvement times, so reorganization is needed.
3) Follow-up of consumers discharged from state operated services.
Objectives 1) Assure there is adequate provider capacity to provide consumer
access to services within the state defined benchmarks for routine
care.

2) Improve the efficiency of the STR process through reorganization to
streamline functions.

3) Assure that consumers discharged from state operated facilities have
a face to face assessment and follow-up visit within the state defined

benchmarks.
Responsible 1) Access, Provider Relations, Ql, and Provider Council
Person/Unit 2) Access, Services Management Director, LME Director
3) Access, Care Coordinators, Provider Relations
Target Date June 30, 2009
Stakeholders 1)CFAC, Providers
Involved 2) STR Unit staff, Providers, CFAC

3)Consumers, Families, Providers

Year 1,2,3: 1) Continued expansion and implementation of the Catawba/Burke crisis
plan and availability of consumer crisis plans to crisis services staff.

Areas of Needed 2) Ability to do retrospective reviews in an ongoing process.

Improvement

Objectives 1) Fully implement the crisis plan to provide a full continuum of crisis

services that facilitate consumers being safely served in their respective
communities; monitor effects on reducing inpatient psychiatric
hospitalizations to state-operated services.

2) Consistently conduct retrospective reviews in UM/UR to evaluate for
best practice modalities and quality outcomes.

Responsible 1) Service Management, Provider Relations, QM

Person/Unit 2) UM/UR, Ql

Target Date June 30, 2009 and ongoing

Stakeholders 1) Consumers and Families, Hospitals, Law Enforcement, Providers
Involved 2) Provider, Consumer, Families
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Resource Allocation:

The total Service Management functions (including Access, UM and Service Management excluding
Community Collaboration) are comprised of 24 FTE positions: Program Administrator Il (1FTE), Program
Supervisor Il (2 FTEs), Care Coordinators (4 FTEs — 2 vacant, to be recruited prior to 7/1/2008), MH
Nurse (3 FTEs), Outpatient Therapist Il (3 FTEs), Clinical Counselor (1 FTE), QA Specialists (3 FTEs — 1
vacant, to be recruited prior to 7/1/2008), Medical Records Manager (1 FTE), Support Specialist Il (4 FTEs
— 1 vacant, to be recruited prior to 7/1/2008), and Administrative Support (2 FTEs — 1 vacant, to be
recruited prior to 7/1/2008).

The actual staff salaries and benefits cost of these 24 positions is $1,436,039, compared to the cost
model appropriation of 22.29 positions at a cost of $1,415,681. The LME positions and cost do not vary
more than 30% from the cost model. Two FTE positions associated with Guardianship are organized with
this function, yet are funded separately.

Business Rules:
Enhancements:

e Implementation of a spreadsheet for providers to use when submitting requests for initial
authorizations enables them to do this for all of their clinicians in one process that is more
accurate and time efficient.

e Implementation of electronic authorization process for providers of the highest volume of
services has improved the time efficiency of the UM/UR Unit in approving service authorizations
and resolving pended authorizations.

e The ability to have flexible stream funding has allowed for maximization of utilization of state
dollars to address the specific needs of the consumers in Burke and Catawba Counties.

e Addition of the care coordination unit has facilitated improved discharge planning for
consumers discharged from state facilities and more successful transition to community
providers.

Inhibitors:

e Requirement by the Division of MH/DD/SAS to quarterly report attendance for all scheduled
appointments is an enormous task which adds to administrative overhead costs. This
information is available through data submitted via the screening record to the CDW and the
IPRS claims system.

e lack of data from Medicaid on consumers receiving substance abuse services inhibits the ability
to provide appropriate and consistent care coordination to these consumers.

e State psychiatric inpatient funding allocated to the state hospitals reduces the ability of the LME
to manage bed day utilization.
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CHAPTER 6:
QUALITY MANAGEMENT

Mission:

The mission of the Quality Management function of Mental Health Partners is to engage in proactive
and responsive Ql initiatives to assure that the LME, providers, and systemic processes are performing
at levels to assure compliance, quality, and stakeholder satisfaction.

Purchaser Standards:

Mental Health Partners has organized the unit to be in compliance with all applicable local, state and
federal rules and standards, as well as the current Performance Contract. Resources are being dedicated
to correct identified deficiencies which then are incorporated into our strategic objectives.

Current Operations:

Integrated QM/Ql

As the LME has moved from service provider to service manager, assurance of quality management and
improvement has become an integrated, interdependent system throughout the organization. Quality
management activities have been distributed throughout all functional areas of the LME as each
department, through internal processes and procedures, is able to identify clinical or financial trends in
service delivery. Systemic as well as person-specific levels are identifiable based on the familiarity of
function expectations and the hands-on involvement required in the completion of these LME tasks.

UM/UR does this through ongoing chart review of person centered plans, offering technical assistance
and training as needed to provider staff. If a greater need is identified for technical assistance for a
provider organization, this is referred to the Provider Relations department. Appropriate consumer
service arrays (as predicted by diagnosis and consumer choice) are evident as complimentary or with
gaps that can be addressed by better referrals and/or attention to the provider network capacity/range
of service availability.

Provider Relations staff monitor organizations on a regular basis, reviewing all aspects of provider
service delivery from policies and procedures to case-by-case consumer outcomes. Systemic processes
for provider quality management are reviewed by LME staff, and addressed in monitoring reports either
as satisfactory or as a part of a plan of correction. As part of the Provider Relations/QM Unit, the
interplay of all quality measures of the provider are taken into account as contracts are initiated: the
rate and quality of service delivery, independent initiation and/or response to suggested improvements,
the appropriate earning of funds, etc. The approach of assigning Provider Relations liaisons a specific
provider “caseload” has intentional benefits: streamlining consistent communication between provider
and LME, allowing the liaison to know the complete business workings of that provider (e.g., billing
practices, clinical strengths and weaknesses, Ql processes, scope and depth of services offered,
staffing/personnel, any complaint issues which are worked in conjunction with the Customer Service
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Unit, etc.) as well as the tracking of specific monitoring information on a regular basis. This integrated
contact with providers continually affects assessment of the network as a whole, formal and informal
gaps that need attention, and likewise — collaborative efforts among the network participants that are
indicated to improve systemic quality.

Medical Records staff does a significant amount of oversight at the front end of the interactions
between LME and providers, assuring that the submission of consumer information is timely and
accurate. Feedback to providers, as in other departments, is both direct and inclusive of that provider’s
liaison so issues are not managed in isolation. This allows a means of tapping appropriate resources
both for initial technical assistance and ongoing review. Medical Records staff jointly works with
Provider Relations/QM staff in reviewing data submission as applicable to outcome measures (NC-
TOPPS, NC-SNAP). The timeliness of completion and submission of NC-TOPPS has been tracked at both
the provider and clinician level to work toward increasing compliance.

This integrated Quality Management system has supported strong systemic oversight beyond those
elements tracked by the State/LME performance expectations. Mental Health Partners maintains real-
time knowledge of service providers and LME issues.

Beyond the LME and provider network focus, staff are regularly involved in statewide committees
addressing QM/QI processes. This promotes Mental Health Partners’ input and participation/advocacy
for more standardized efforts such as Provider Report Card elements, tracking tools and protocols, etc.

Data Analysis and Reports

Quality Management, in adjunct with the Policy Analyst, follows all formalized performance measures
and reports, regularly providing oversight and trend analysis to Systems Workgroup and the Area Board.
Priority is given to assuring the production and review of management reports as outlined in the current
Division/LME Performance Contract. State requirements form a prioritized guide for quality
improvement, particularly as Mental Health Partners has been preparing for merger in the past year.
The organization has worked diligently in addressing efforts as outlined in its Annual QI Studies Report,
as well as strategically implementing plans to improve areas falling below standards we want to achieve
(specifically timely routine access to care, significant decrease in psychiatric hospitalizations and the
timely submission of provider NCTOPPS data).

Along with the Ql projects, regular trend analysis of incidents, complaints, service utilization patterns,
etc. allow an integrated view of the system strengths and weaknesses as a whole, and allows the
identification of and timely response to any acute issues noted. Review of hospital utilization reports
help guide care coordination efforts and planning/refinement with the crisis continuum so that the
system moves away from state-operated facility inpatient admissions as much as possible within
clinically sound care.

Reports produced by the state on the performance status of the LMEs statewide provide benchmarks
for comparison of our own data, and provide pertinent feedback incorporated into quality improvement
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activities. Tracking elements often precipitate the necessity of refining internal processes, so
improvements result and in turn affect the quality of new information received and incorporated.

Though baseline information has been well established for Catawba County, including longitudinal
tracking, the same has yet to be established for Burke County. As Burke was previously part of a four
county LME, all information prior to July, 1, 2007, was Foothills LME versus county specific. Particularly
in this transitional year preparing for merger, there has been a blended approach to tracking:

e Some elements tracked county specific (Burke or Catawba)
e Some elements tracked by the catchments area as a whole (Burke and Catawba)

Information trends and data elements are tracked both at departmental and LME levels, addressed in
committees as issues for timely resolution, and/or handled on a case by case basis. Areas still needing
development are more aggregate consumer-specific tracking and outcome measures. The addition of
specific Care Coordination positions will address this, along with more prioritized focus in this area with
providers as review of their Ql plans and efforts are strengthened. Cumulative information soon to be
available from the NC-TOPPS system will likewise make specific treatment outcome tracking accessible
on consumer/agency/network or LME basis.

The committee structures and CQl processes to be developed and adopted for Mental Health Partners
will provide clear means to assure that as information is collected and assimilated, it is used in decision
making for the organization (e.g., funding utilization patterns, comprehensive service array and gap
analysis, distribution of resources, etc.).

QM Structure

As the LME accreditation standard was postponed and emphasis turned to impending merger of the
organization, Mental Health Partners used the LBP template and LME cost model to do a thorough
internal review of systems and function efficiency in preparation for anticipated merger July 1, 2007.
The organizational structure was modified to add staffing and realigh model components, with the
intention of then corporately working with the merger partner to establish and implement committee
structures and agency protocols for all levels of business, including more centralized Quality
Management roles and responsibilities. Merger in fact did not occur by July 1, 2007, so Mental Health
Partners is incorporating into integration plans the defined goal of this task to occur. A QM Committee
will be formed and help direct the formation of other agency committee structure. The intention will be
to incorporate stakeholders at all levels into the QM process (e.g., CFAC review/feedback on reports,
surveys, committee representation, etc.)
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Strategic Objectives:

Year 1: 1) Monitor current Ql projects: timely access to routine care, rate of
psychiatric bed-day use, care coordination efforts, provider compliance

Areas of with data submission

Needed 2) Comprehensive tracking/reports of all areas outlined in the

Improvement performance contract and LME priorities

3) CFAC education

4) Revise/develop formal LME policies and procedures; strengthen CQl
processes; revise/adopt QM plan and implement new subcommittees

5) Improve Critical Incident database

6) Strengthen provider tracking tools

Objectives 1) Track status of areas, working toward goals as outlined

2) Assure development and communication of all management reports;
trend analysis reports to include data on consumers, providers and LME,
service utilization patterns, outcomes, etc.

3) With Customer Service, educate on QM reports and use of data

4) Upon completing merger, apply for, conduct self-study and complete
requirements for CARF accreditation, as applicable based on Division
decision of LME accreditation requirement

5) Improve process of Critical Incident reporting administrative follow-up
and data analysis

6) Develop/revise provider monitoring and provider endorsement tracking

tools
Responsible 1) QMm, SWG
Person/Unit 2) QM, Service Management, SWG

3) QM, Area Director, LME, Area Board

4) IT, QM, Provider Relations, Customer Services

5) QM, Provider Relations, Customer Services, UM, Business Management
6) QM, IT

Target Date 1) December 2008
2) December 2008
3) December 2008
4) September 2008
5) June 2009
6) June 2009

Stakeholders 1) Providers, Consumers, Area Board, CFAC, Community Stakeholders
Involved 2) Providers, Consumers, Regulatory Agencies

3) Providers, Consumers, Area Board, CFAC, Community Stakeholders
4) Providers, Consumers, Area Board, CFAC, Community Stakeholders
5) Providers, Consumers, Area Board, CFAC, Community Stakeholders
6) Providers, Consumers, Area Board, CFAC, Community Stakeholders

Year 1,2,3: 1) Provider Performance Indicators
2) Stakeholder involvement in total QM process
Areas of 3) Strengthen IT capacity within QM functions

4) Strengthen Provider QA/QI activities
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Needed
Improvement

Objectives

1)

2)
3)

4)

In coordination with the state, continue development of provider
report card elements to support standardization and
consumer/community information for informed choice

Work with other LME units in promotion of stakeholder involvement
throughout systems

Strengthen IT systems to promote increased internal effectiveness of
provider and consumer-related information and activities

Host monthly/quarterly Provider QA/Ql forums to assist providers with
compliance and enhancing consumer quality of care

Responsible
Person/Unit

1)
2)
3)
4)

LME, State, Provider Relations

QM, LME units

Area Director, LME, IT

QM, Provider Relations, Customer Services

Target Date

1)
2)
3)
4)

December 2008 and ongoing
December 2008 and ongoing
December 2008 and ongoing
December 2008 and ongoing

Stakeholders
Involved

1)
2)
3)
4)

Providers, consumers, CFAC

All stakeholders

Providers, Consumers, Area Board, CFAC

Providers, Consumers, Area Board, CFAC, Client Rights Committee

Resource Allocation:

The Quality Management functions are comprised of 2.5 FTE positions: Program Administrator (1 FTE
used .5 in Quality Management and .5 in Provider Relations), Program Supervisor Il (1 FTE), and Support

Specialist Il (1 FTE).

The actual staff salaries and benefits cost of these 2.5 positions is $145,265, compared to the cost model
appropriation of 2.5 positions at a cost of $136,606. The LME positions and cost do not vary more than

30% from the cost model.

Business Rules:

Enhancements:

e More statewide standardization of expectations (with clear measurement tools) allows better
comparative and meaningful data collection to understand strengths and weaknesses of the

system.

e Division reports on LME performance are now available (quarterly) and better aligned with the
Performance Agreement.
e Revised Rules and General Statutes are catching up with the LME’s current role expectations.
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Inhibitors:

e Most LMEs are at a disadvantage with compliance scores when the rating for NC-TOPPs
submission is solely provider- driven rather than a direct LME responsibility.

e Some providers lack of understanding and lack of resources to effectively implement QA/Ql
activities (Comprehensive Providers); there are limited provider trainings/staff development
forums.

e Particularly with the State Satisfactions Survey, the lack of timeliness in producing results makes
it difficult to effectively manage areas of concern state data to effectively manage areas of
concerns, particularly with State Satisfaction Survey.
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Mental Health Partners Organizational Chart
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Appendix A

Endorsed Service Providers by Type

Service Type Total

N
=

Community Support — Adult Providers

=
[e)]

Community Support — Child Providers

H

Community Support Team Providers

=
w

Diagnostic Assessment Providers

Mobile Crisis Provider (both counties)

Intensive In-Home Providers

Multi-Systemic Therapy Provider (both counties)

Assertive Community Treatment Team Providers

Psychosocial Rehabilitation Providers

Substance Abuse Intensive Outpatient Program Providers

Child Day Treatment Providers

Opioid Treatment Provider

NFRPIWWWINIFPRIN|[F-

Medical Detox Providers

CAP-MR/DD Providers 1

(o]

Child Residential Treatment Providers

Substance Abuse Comprehensive Outpatient Treatment Providers

Partial Hospitalization Providers

Facility- Based Crisis Providers

Substance Abuse Non-Medical Community Residential Treatment Providers

Substance Abuse Medically Monitored Community Residential Treatment Providers

oO|O|O|O|O|O |

Non-Medical Detox Providers
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Crosswalk of Key Functions to LME’s Organizational Structure for Local Business Plan

LME Function Per Cost Model Per LME Organizational Structure LBP
Organizational Page #
Structure
CEO General Governance | Governance & Administration, 5-11
Chapter #1
Board Support & Expense General Governance | Governance & Administration, 5-11
Chapter #1
Policy Analysis General Governance | Governance & Administration, 5-11
Chapter #1
Human Resources Business Governance & Administration, 5-11
Management Chapter #1
Accounting/Budgeting/Payroll Business Business Management & Information | 12-18
Management Management, Chapter #2
Financial Reporting Business Business Management & Information | 12-18
Management Management, Chapter #2
Claims Processing/Billing/Payment Claims Processing Business Management & Information | 12-18
Management, Chapter #2
CDW & IPRS Reporting IT Business Management & Information | 12-18
Management, Chapter #2
Provider Endorsement & Monitoring Provider Relations Provider Relations, Chapter #3 19-25
Provider Recruiting & Contracting Provider Relations Provider Relations, Chapter #3 19-25
Provider Technical Assistance Provider Relations Provider Relations, Chapter #3 19-25
Handling Provider Complaints Provider Relations Provider Relations, Chapter #3 19-25
24/7/265 Access/Screening/Triage/ STR Service Management, Chapter #5 32-37
Referral
Consumer Registration STR Service Management, Chapter #5 32-37
Person Centered Plan Reviews Service Management | Service Management, Chapter #5 32-37
State Funded Service Authorization Service Management | Service Management, Chapter #5 32-37
Maintenance of Waiting List of Service Management | Service Management, Chapter #5 32-37
CAP-MR/DD Waiver
Care Coordination Service Management | Service Management, Chapter #5 32-37
Community Collaboration Service Management | Provider Relations, Chapter #3 19-25
System of Care & Other Interagency Service Management | Provider Relations, Chapter #3 & 19-25;
Coordination/Collaboration Customer Service, Chapter #4 26-31
Education to General Public & Service Management | Customer Service, Chapter #4 26-31
Activities to Address Stigma
Consumer Appeals & Grievances Customer Service Customer Service, Chapter #4 26-31
CFAC Staff & Expenses Customer Service Customer Service, Chapter #4 26-31
Consumer Education & Outreach Customer Service Customer Service, Chapter #4 26-31
Internal Data Analysis & Reporting Quality Management | Quality Management, Chapter #6 38-43
Critical Incident Reporting Quality Management | Quality Management, Chapter #6 38-43
Quality Improvement Studies Quality Management | Quality Management, Chapter #6 38-43
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