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Foreword


Eastpointe LME/MCO Mission and Management Values Statement

The mission statement of the Eastpointe LME/MCO is to “work together with individuals, families, providers, and communities to achieve valued outcomes in our behavioral healthcare system.”

The Executive Director and members of the Eastpointe Executive Management staff were interviewed and polled to gather the collective vision for what the MCO is striving to accomplish for its members and provider agencies, to identify strengths and weaknesses of the MCO, to identify 3-5 major issues that Eastpointe will be working to improve/resolve in the next 12-18 months, and to identify the most important value Eastpointe is attempting to communicate to its members and provider agencies.

The common theme that emerged from the Executive Management team is to manage a behavioral healthcare system that offers a continuum of high quality, respectful, evidence-based services that is accessible to all members at the right time: in other words, right service, right time, right amount. The group projected that this will be accomplished by partnering and collaborating with stakeholders and holding providers accountable while supporting them with training.

They identified the strong and committed leadership in the CEO, chiefs, and directors, staff, financial stability, low turnover, and engaged CFAC as strengths of the Eastpointe MCO. Additional strengths included:  ethical caring invested in the region; a good clinical department; local presence in the 12 counties; great work ethic; willingness to think outside the box; timely response to identified needs;  and commitment to continuous quality improvement.

Intra and interagency communication was identified as a current weakness in the Eastpointe LME/MCO system. Other weak points included: many fragile providers, more providers than demand indicates; staffing is too lean; more robust peer support specialist services needed; uncertain future due to potential legislative changes; and the need to publicize the accomplishments of LME/MCO.

The management team identified their work in the next 12-18 months to include:  analytics; improvements in the finance department; merger issues; improved crisis continuum-improved community-based crisis response; increased culture of risk management throughout the agency; increased use of evidence-based practices; decrease in weaker providers and increased network stabilization; reduced number of persons readmitted to EDs and state or local hospitals; and increased training on Youth and Adult Mental Health First Aid.

Respect, compassion, collaboration, partnership, responsiveness are all words the Executive Management team used to describe the values Eastpointe LME/MCO attempts to communicate to its member and provider organizations.  One of the most important values Eastpointe attempts to ensure is access to quality care for all consumers.





Executive Summary

The mission statement of the Eastpointe Local Management Entity/Managed Care Organization (LME/MCO) is to “work together with individuals, families, providers, and communities to achieve valued outcomes in our behavioral healthcare system.”

It is the goal of the Eastpointe LME/MCO to manage a behavioral healthcare system that offers a continuum of high quality, respectful, evidence-based services that is accessible to all members at the right time: in other words, right service, right time, right amount. The LME/MCO values its partnerships and collaborations with stakeholders, consumers, and providers. The Needs and Gaps Assessment is an annual requirement from the LME/MCO contract with the N.C. Division of MH/DD/SAS and with the N.C. Department of Medical Assistance (Medicaid).

The 2013 Needs and Gaps Assessment is the tool that will provide the organization with an in-depth, objective look at the strengths, weaknesses, gaps, and needs that exist for citizens who receive Medicaid or who are indigent in the 12-county area. It will also provide recommendations to help Eastpointe LME/MCO strengthen their operation and fulfill their mission of working together to achieve effective outcomes for all consumers in their region.

Eastpointe LME/MCO contracted with Addiction Consulting and Training Associates (ACT), LLC to conduct the 2013 Gaps and Needs Assessment for their 12-county service area.  The report generated for the needs assessment is composed of the following sections:

•	The Prevalence, Penetration, and Gaps of Mental Health, Intellectual/Developmental Disabilities, and Substance Disorder Conditions in the 12-county area for adults and children who are uninsured, under-insured, or who are covered with Medicaid Insurance;

•	Summary of the Provider network and the status of services offered throughout the service area;

•	Summary of the Stakeholder, Staff, and Consumer input process;

•	Health trends significant in the 12-county area;

•	Comparison of Eastpointe’s Quality Indicators with other MCOs; and

•	Recommendations and Conclusion.

Significance of Prevalence Findings

Prevalence addresses the frequency at which a health care issue is present in the population. This report will focus on the target population Eastpointe LME/MCO is charged with serving: adults and children who have mental health, intellectual/development disabilities, and substance abuse conditions and who are covered by Medicaid and/or uninsured.





The Substance Abuse and Mental Health Services Administration sets the prevalence estimates for substance abuse/addiction and mental health issues in the population and monitors each state’s activities to provide adequate and effective interventions to arrest a consumer’s symptoms associated with these conditions.  Intellectual/Developmental Disability prevalence rates are established by the National Health Interview Survey-Disability Supplement, 2000.

The calculations used to determine the prevalence for MH, I-DD, and SA conditions in the 12 counties of the Eastpointe LME/MCO can be found in the Prevalence and Consumers Supplement. The chart on the following page lifts those numbers from the calculations and illustrates the number of people affected (Prevalence estimate), the number served (Penetration), and the difference, which represents the number of individuals, both adults and children, with MH, I-DD, and SA conditions in the 12-county area that are not being served presently (the Gap).

The following chart illustrates the number of people by age and disability group who are in need of services and the estimated percentage of need in each of those groups. Estimates for prevalence are made using referenced formulas from the Substance Abuse Mental Health Services Administration (SAMHSA) as well as referenced research rates from the American Association of Intellectual and
Developmental Disabilities (IADD).



	

Disability
Area
	
Estimated Number	Percentage of of Individuals		Individuals
Needing	Needing
Services	Services

	Child I-DD
	5,922	89%

	Child SA Adult SA Adult I-DD Adult MH
Child MH
	2,810	84%

15,220	73%

2,926	57%

18,590	44%

3,332	16%




Significance of the Stakeholder Input Process

A variety of input processes were designed to obtain input from Eastpointe stakeholders:

•	Online survey instruments were designed for Eastpointe Providers, Community Stakeholders, and Eastpointe Staff and

•	Focus groups were held in seven locations throughout the 12-county service area with one of those locations hosting a focus group for the Consumer and Family Advisory Council.




Many times issues will be listed as a strength by one group of respondents and a weakness by another type of respondent group. For those details, please refer to the Stakeholder Section in the full report. The following is a list of significant issues that were reported by all stakeholders responding to the surveys and focus groups:

Eastpointe LME/MCO Strengths:

•	Communication

•	Collaboration with and support of Providers

•	Responsiveness

•	Staff

•	Consistency and Standardization

Eastpointe LME/MCO Weaknesses:

•	Authorization and Billing Processes

•	Lack of Communication

•	Lack of Access to Services

•	Many system changes

•	IT system

•	No Direct Contact with MCO Staff

•	Not Person-Centered

Stakeholder Identified Significant Gaps and Needs

It is noteworthy that in all the stakeholder responses to specific gaps and needs by disability and age, all services were ranked by more than half of the respondents as being needed or were gaps in the system.

•	Additionally, the Staff identified the parenting skills for all three disability groups and SA services for Veterans as the two most significant service gaps and needs.

Provider and Network Significant Findings

•	For the most part, large clusters of providers are located in the areas with the highest consumer density. One notable exception to this is in Lenoir County.  The bulk of the providers are located at the convergence of the interstate and major highways but the area with the most consumers in Lenoir County is south and west of that cluster of providers.




•	Bladen and Columbus Counties have areas of dense consumer population with few, if any, providers. Nash County has many providers but the density of its consumer population is located in areas that are not necessarily in close proximity to the provider locations.

•	The Access Standard requires that consumers travel no more than 45 minutes to a provider location.  In general, the providers are located along major roadways.  However, in rural communities, access remains a concern because the population is located away from the major roadways (as seen in Lenoir County).  There continues to be a need for providers who are willing to provide services in rural and remote areas.

•	Even though there is not a Mobile Crisis Team housed in every county, every county has access to a team in a neighboring county who could respond in that two-hour response time.

•	There are several counties with multiple mobile crisis management (MCM) teams housed in them. It is unusual to have that many teams in one county.  Eastpointe should do a study of the utilization of these teams to determine whether the volume of MCM calls justifies this number of teams.  Eastpointe should determine whether there is a need for multiple teams in those counties or if it would be more beneficial to the members to encourage providers to move into some of the counties which do not have a team housed in them.  Additionally, Eastpointe needs to evaluate the cost of supporting multiple MCM teams from multiple providers to determine if the duplicative cost in administrative overhead justifies the expense of having multiple teams in close proximity to each other.

•	Eastpointe has contracts with 27 hospital emergency departments, 20 of which are out of the catchment area. Twelve of the hospitals also have inpatient beds, only four of which are in the Eastpointe catchment area. There are 4 additional hospitals in the 12 county area with Emergency Departments only but Eastpointe does not have current contracts with these.

•	There are three facility-based crisis centers in the Eastpointe network but only one in the 12- county catchment area.

•	The N.C. Division of MH/DD/SAS defines facility-based crisis services as an alternative to hospitalization for adults who have a mental illness, substance abuse disorder, or intellectual/developmental disability, and are in crisis. There is only one Facility-Based Crisis Center located within the 12-county catchment area. From a clinical perspective, admission data shows that the farther counties are from the one current Facility-Based Crisis Center, the higher the Emergency Room Admissions, ADATC, and Psychiatric Hospital admissions. Performance Indicators from the Division also reflect a lower than the state rate of timely contact with persons upon discharge from inpatient/crisis services which may lead to a higher rate of people not brought into the behavioral health support system and a higher number of re-admissions. One of the ways an MCO can manage its financial risk is to control its hospitalization and emergency room costs.  Because there is only one Facility-Based Crisis Center within its catchment area, consumers and residents in crisis are forced to rely upon the




hospital and emergency department system in the event of a crisis.  Eastpointe should have more Facility-Based Crisis Centers available within the confines of its boundaries so the MCO is in the position to begin to control its hospitalization and emergency room utilization.

•	Eastpointe has five Advanced Access Agencies.  These Advanced Access Agencies have seven sites, all of which are in the 12-county catchment area.  These seven sites are spread out and not likely within a 30-45 minute drive time of many consumers. Eastpointe should recruit at least one advanced access site provider per county.

•	Eastpointe should evaluate whether there is a choice of providers for all disability and age groups in all locations.

•	The entire 12-county area, except for a small area in Columbus County on the Brunswick County border, is covered for Enhanced Services for Adults within the 30-45 minute drive time requirement.

•	The entire 12-county area, except for a small area in Columbus County on the Brunswick county border and a small area that crosses the Bladen/Sampson County border adjacent to Pender County, is covered for Enhanced Services for children/adolescents within the 30-45 minute drive time requirement.

•	The gaps in I-DD services are a small pocket in Bladen County and a small pocket in Columbus
County. The available data did not indicate whether providers served children, adults, or both.

Workforce Capabilities

•	The Eastpointe provider network includes psychiatrists who practice at 459 different locations.
Only 245 of these are within the 12-county catchment area. The other 214 are out of catchment.

•	Further examination of the actual psychiatric time spent across the network of agencies is recommended to ensure that the FTEs of the contracted psychiatrists are sufficient for the population and that the specialty areas are appropriately represented.

•	Eastpointe does not capture the certification status that the Psychiatrists and MDs hold in their data system.

•	Telepsychiatry is an important addition to the psychiatry accessibility toolbox. It is important to use this technology to benefit consumers who cannot access a psychiatrist within a reasonable driving distance. At Eastpointe, the locations at which consumers can access telepsychiatry are the Advanced Access sites. These sites already have psychiatrists physically located in them. Therefore, it is assumed that consumers would be able to access a psychiatrist face-to-face at these locations. Also, since there are only seven of these sites, they are not within a 30-45 minute drive time for all consumers.




•	The largest numbers of licensed professionals are Medical Doctors (MD), Licensed Clinical Social
Workers (LCSW), and Licensed Professional Counselors (LPC), in that order;

•	The county with the most access to Licensed Professionals is Robeson.  The only urban area in the 12-county area, though, is Rocky Mount in Nash County. It would be expected that this county would have a large number of licensed professionals.  However, it ranks 4th in this duplicated count of professionals; and

•	There is a significant number of the professional license categories that Eastpointe does not track.  Some examples are CCS, CSAC, RN, and DEA. They are listed as NA for not available in the chart.  The MCO needs to make a significant effort to collect this data to adequately plan for its workforce needs.  One concern is that there are no CCSs or CSACs listed which brings into question whether or not the SA services, like SAIOP and SACOT, are being supervised by licensed SA professionals who are addressing the specific SA conditions. Without these categories being tracked accurately (there are eight categories missing), it is impossible to tell from year to year if Eastpointe is growing their workforce adequately.

Significant Health Indicator Findings

The annual County Health Rankings measure vital health factors, including high school graduation rates, obesity, smoking, unemployment, access to healthy foods, the quality of air and water, income, and
teen births in nearly every county in America. The annual Rankings provide a revealing snapshot of how health is influenced by where people live, learn, work, and play.  The County Health Rankings program is a collaboration of the Robert Wood Johnson Foundation and the University of Wisconsin Population Health Institute.

Columbus County was identified as number 100 out of 100 counties, reflecting the lowest score in the state. Also, noted is that five Eastpointe counties are in the bottom ten of the health outcome rankings: Scotland (98), Robeson (97), Lenoir (92), and Bladen (91) in addition to Columbus (100).

The following represents the most significant findings related to health indicators for the 12-county area:

•	Eight of the 12 counties in the catchment area had a higher percentage of smokers than the
North Carolina percentage.

•	All 12 Eastpointe counties have FQHCs.  As behavioral health becomes more integrated into the healthcare system, it will be crucial for the MCO to identify sites that have working integrated care models and encourage their providers to co-locate or develop reverse co-location projects with the FQHCs throughout the MCO service area.

•	In 2012 there were 145 deaths from prescription drug overdoses in the combined 12 Eastpointe counties.




•	All 12 counties had teen pregnancy rates higher than the North Carolina rate of 39.6 per 1,000.
The highest was Scotland County (73.9) followed by Robeson (61.8), Edgecombe (60.1), and
Sampson (59.4) Counties.


Recommendations

Prevalence and Gaps
The estimate of gaps by disability/age groups are inordinately high.  Additionally, Eastpointe has an
inordinately low rate of penetration in the estimated Medicaid population as well as its indigent population within its 12 counties.  The growth of the Eastpointe service system is dependent upon making more of an impact with the Medicaid consumers who have MH/DD/SA conditions. Stakeholder feedback across the variety of respondents in the survey tool and focus groups identified Access to Services as well as Authorization of Services as a significant problem area.  It is recommended that Eastpointe consider the following:

a.    Make an aggressive effort to educate the 12 counties about the service array available in the
MCO service area including call center numbers and walk in access centers;

b.   Evaluate the authorization process to ensure that the right service is available in the right amount without a delay in the authorization process;

c.	Reconsider the benefit package offered by the LME/MCO to determine if there are some services that could be offered as unmanaged services making it easier for consumers to obtain services upon demand.  Ideally, an MCO should seek to reach between an 80-90% Medicaid penetration rate in order to maximize its network’s billing potential; and

d.   Eastpointe should evaluate its provider network’s capacity to offer disability/age specific services to ensure that services are targeted and available to assist those disability/age specific consumers who are dramatically underserved, in particular Child and Adult SA, Adult I-DD, and Adult MH consumers. Child I-DD is estimated to be dramatically underserved, however most children with I-DD are served in the school system and not in the LME/MCO system so the gap for this group is not as large as the estimates would indicate.

Provider Network Recommendations
Eastpointe reports a total of 658 contracted providers in its network for the 12-county area and about
half are located within the service area.  Fifty-eight percent are located within the 12-county service area.  There are some counties within the Eastpointe area which have dense concentrations of consumers but few providers.  One of the main functions of the MCO is to manage the network of providers in such a manner as to maximize efficiencies while maintaining or increasing the quality of services without sacrificing the access to services.

a.    Eastpointe should evaluate whether the network offers the right array of services in locations convenient to the majority of consumers.




b.   Additionally, the MCO should develop a consolidation plan that will begin to concentrate the efficiencies of organizations into more organized streamlined systems of care. Choice for consumers is very important; however, duplication of too many providers offering the same service will not allow the MCO to operate efficiently and will cost more to operate the network and may undermine the MCO enough that the risk will financially undermine the MCO’s ability to function. One of the first services that should be evaluated for efficiencies is Mobile Crisis Management. There are 25 providers delivering this service in 12 counties. Mobile Crisis Management could be delivered effectively by three providers throughout the entire 12-county area and meet the choice and coverage requirements.

c.	There is only one Facility-Based Crisis Center located within the 12-county area. One of the ways an MCO can manage its financial risk is to control its hospitalization and emergency room costs. Because there is only one Facility-Based Crisis Center within its catchment area, consumers and residents in crisis are forced to rely upon the hospital and emergency department system in the event of a crisis.  Eastpointe should have more Facility-Based Crisis centers available within the confines of its boundaries so the MCO can begin to control its hospitalization and emergency room utilization.

d.   Advanced Access sites are in seven of the 12 counties currently. Ideally, Eastpointe should have an Advanced Access sites in each of its 12 counties and those sites should be available to serve all three disabilities/age groups.

e.   While there seems to be an adequate number of providers in the Eastpointe MCO network so consumers can access the basic and enhanced services within the required drive times, it is not clear whether the Basic and Enhanced Services are available for each disability/age group.  The next Needs and Gaps Assessment should take a closer look at the networks capacity to offer the full basic and enhanced service array to each of the disability/age groups.

Workforce Capabilities
It is not possible to tell the extent of the workforce development issues in the Eastpointe network.
Eastpointe does not track all of the professional categories of licensed individuals who can bill for services in the public system.  It also does not have data readily available that would illustrate the types of specialty psychiatrists who work in the Eastpointe network.

a.    In order to plan for work force capacity issues, Eastpointe needs to have a tracking mechanism that will count all available licensed professionals in its network to determine the gaps in the workforce.

b.   Psychiatric specialties are essential to ensure accurate diagnosis, accurate psychotropic medication regimes, and adequate clinical supervision in the system. Eastpointe needs to know the number of psychiatrists by specialty license who can deliver care in their system and the number of hours of care the psychiatrists are available to the system. Most rural areas have trouble recruiting and retaining psychiatrists and other licensed professionals but it is not




possible to tell at this point in time whether Eastpointe has enough psychiatrists or enough of the right kind of psychiatrists to treat the population that it is mandated to treat.

c.	Digital tools such as telepsychiatry can be important solutions for providing access in rural areas to specialists. Eastpointe, because of its rural nature, could develop telepsychiatry sites in all 12 of its counties to improve psychiatric access by specialty.

Recommendations for Physical Health Issues in the Population
The annual County Health Rankings measure vital health factors and provide a revealing snapshot of
how health is influenced by where people live, learn, work, and play. Forty-two percent of the Eastpointe counties are in the lowest 10% of the 100 North Carolina counties. Three of the counties are in the lowest five rankings, including Columbus (100), Scotland (98), and Robeson (97) counties. Based on local and state data, the following are recommended:

a.    Increase emphasis on Smoking Cessation. Only Wilson County (12%) was lower than the national percentage of smokers while only three of the 12 counties had a lower percentage of smokers than the North Carolina number of 21%: Wilson (12%), Lenoir (16%) and Sampson (17%). Provider-based smoking cessation programs should be supported by the LME/MCO;

b.   Increase support for integrating Behavioral Health with FQHCs and Public Health Departments.
Only 15 of the 49 (31%) FQHC facilities report providing behavioral health services.  The recommendation is to determine how to support the inclusion of behavioral health services in all appropriate locations in order to identify and connect more people to treatment;

c.	Increase prescription drug overdose community education and substance use prevention activities.  In 2012 there were 145 deaths from prescription drug overdoses in the combined 12
Eastpointe counties. In addition, the catchment’s high rates of teen pregnancy, sexually
transmitted infections (including HIV/AIDS), and unintentional injury rates may be positively impacted by community-focused prevention education.


Conclusion

Eastpointe LME/MCO has been operating as an MCO since August 2013 and a year before being approved as a 1915 Waiver (b)(c) site, merged with the former Beacon Center LME and Southeastern Regional LME.  The Needs and Gaps Assessment focused on the calendar year 2013 activities and data from the Avatar MSO system utilized in the Eastpointe LME/MCO system.  Under normal circumstances, attempting to merge three organizations and their different cultures is a tough challenge.  An equally daunting task is moving any LME organization to an MCO structure with far different responsibilities and risks to the organization. The skills and talents of the LME staff are not necessarily the skills, talents, and competencies required to create, establish, and maintain an MCO organization. Eastpointe attempted
to do both within the same 12-month period.  Under normal circumstances, it would be fair to say that either of these major changes would require a period of at least three years for the organization to stabilize and begin to operate efficiently and effectively in its new role. The organization is in the




process of changing from an LME model to the MCO model.  In its second year of operation, it will be important for Eastpointe to do the following:

•	focus on developing its network to ensure that it is making a significantly higher impact with the
Medicaid population who has a behavioral or intellectual/developmental disability;

•	re-tool its network services to ensure access is immediate and services for all disability/age groups are available;

•	decide upon a strategy to ensure that there is minimal duplication of services within its network providers;

[bookmark: _GoBack]•	begin to decide on internal performance values and develop a monitoring system that will hold its provider network accountable for providing high-quality, efficiently-delivered, and evidence- based practices and models of care; and

•	evaluate its Management Information Systems and data gathering processes to ensure that the MCO has the capability to track enough detail to manage its claims and billing, providers, and ensure there is an adequate workforce capable of effectively serving the wide variety of conditions present in the public mental health, intellectual/developmental disability, and substance abuse services system.
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