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Executive Summary




This is the SFY14 Needs and Gaps Assessment Report. This report was written to comply with a new directive issued on December 15, 2014, by the N.C. Divisions of Medical Assistance and Mental Health, Developmental Disabilities, and Substance Abuse Services. The Divisions’ directive specifically outlined a series of maps and charts that were required to be included, as well as the sections in the report that should be addressed as referenced in the table of contents.

ECBH staged a very aggressive campaign to obtain stakeholder, consumer, and family input into the process this year which resulted in 772 persons in the ECBH service area responding with opinions about the needs and gaps in the system. The body of the report and the appendices have detailed analysis of the input and the recommendations incorporated these ideas.

ECBH has taken the N.C. DHHS initiatives very seriously as is evidenced by the level of activities conducted by the LME/MCO and its provider organizations throughout the 19‐county area. Once the consolidation with CoastalCare LME/MCO occurs, the new entity will need to assess its combined strengths, weaknesses, and gaps regarding the Department’s initiatives as well as the target population across the 24‐county service area.

The I‐DD waiver that has been in place at ECBH for the past two years has great potential to positively affect a group of consumers who are at risk of institutionalization by empowering them to craft services which meet their needs and greatly enhance their ability to remain independent of an institution. The shift that must take place in the ECBH system is to expand the realm of possibilities from the traditional support model of caring for this group of consumers to recognizing the possibilities of maximizing their independence and dignity by accessing the wider array assistive technologies and services now available within the structure of the waiver. ECBH has the visionary leadership in this area to set the pace for the system as a whole and needs to put the structures in place in its provider network to expand the use of the service array for this set of consumers.

In previous years, ECBH has used the U.S. Census Bureau’s definition of an urban area as any area which has a population density of 251 individuals or more per square mile, and rural is defined as 250 individuals per square mile or less. In December 2014, the N.C. Division of Medical Assistance and the Division of MH/DD/SAS redefined urban and rural standards to match the federal definition of micropolitan or metropolitan statistical area. This change in how the N.C. DHHS was categorizing this
19‐county area dramatically changed how and in what ways ECBH met or did not meet the driving
access and choice standards for Medicaid and state‐funded services. For instance, Gates County has a

population density of 38.5 persons per square mile and under the old designation would have been counted as a rural county, and ECBH would have had to insure that at least two providers were available for all county residents to be able to meet the choice standard and the maximum distance that a





provider would have had to travel to services would have been 45 miles. Under the new designation, Gates County is considered metropolitan, because is it associated with the Virginia Beach‐ Norfolk‐Newport News, Virginia area. Consequently, in spite of having a population of 11,650 in the county and a trend of losing population in the county, ECBH has to ensure that providers have only 30 miles to travel to the nearest provider. The reality for ECBH is that there are not enough consumers in many of these extreme rural areas to sustain the wide variety of providers needed to provide services to the population. Additionally, in the case of Gates and Currituck Counties, the funding for citizens of these counties is based in North Carolina and not in Virginia for both Medicaid and state funds. The practicality of North Carolina citizens accessing services in Virginia is not reasonable. This is a situation for which ECBH should consider requesting a waiver or exemption and for which the N.C. DHHS Division of Medical Assistance and the Division of MH/DD/SAS should reconsider the change they have instituted.

The reality of this next year to 18 months for ECBH is that the consolidation with CoastalCare LME/MCO will take an inordinate amount of time and energy on the part of both systems to create a strong vibrant LME/MCO for the 24‐county area. During the consolidation process, the new entity will need to accurately assess the strengths and weaknesses of both LME/MCOs, the community resources available to deal with the myriad of issues that exist throughout this primarily rural area, and build a new entity
24 counties strong that is just as responsive as the current ECBH system. It will be important to
[bookmark: _GoBack]recognize the strengths of both LME/MCOs in this process of consolidation and build on those strengths while taking care of the gaps and weaknesses in the system.

Areas of improvement for the upcoming year include the following issues:

1.   Once consolidation has occurred, access the strengths and weaknesses, gaps and needs of the new 24‐county LME/MCO area to identify how to strengthen the service response to the needs of the three disability/age groups. This should be the basis for the business planning tool for the new entity to rely upon as services are tailored to effectively respond to the needs of the three disability/age groups in this larger service area.

2.   To continue to creatively develop accessible services in the extreme rural areas of Dare, Tyrrell, and Hyde Counties for Mobile Crisis Management Services so that residents in these areas can have crises addressed within the 120 minute requirement as per the MCO’s contract with the N.C. Division of Medical Assistance.

3.   Develop an internal benchmarking rationale for the implementation and ongoing monitoring of all new projects and evidence‐based practices implemented throughout the LME/MCO region. While innovation is a key to system improvement, the LME/MCO needs to develop a mechanism by which to measure and monitor which new programs are working and which are not
producing the anticipated outcomes. This is key in the organization’s continuous system improvement efforts.





4.   Continue efforts to incorporate the changes needed in the local system to respond to the N.C.
DHHS’s initiatives of improving the crisis continuum, the transition to community living initiative, and the integration of physical and behavioral health care throughout the 24‐county area.

ECBH is a strong, vibrant LME/MCO with far reaching visions about the care that this public system should be providing to its consumers and communities. The value system that the Board of Directors, Leadership, and Management of the organization and the dedication of its staff to offer accessible and quality services to the uninsured and Medicaid‐insured population of the 19 counties is far beyond par of most other LME/MCOs. If the values that have created this strong LME/MCO carry over into the new entity and its new challenges, there will be no doubt about its successful survival into the future.
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