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Executive Summary

Smoky Mountain Center Local Management Entity/Managed Care Organization (Smoky LME/MCO) has a long commitment to understanding the unique mental health, intellectual-developmental disability and substance use needs of the individuals we serve and the services and supports that are accessible in
each county and within our rural geography. This understanding is vital to the organization as our work is to establish a network of providers who can adequately meet the diverse needs of those we serve.  As the Smoky LME/MCO catchment area expanded, it was necessary to perform a comprehensive needs assessment and gaps analysis by age and disability to fully document the service array by county, within our 23 county catchment area, as well as services that Smoky LME/MCO can utilize outside of its catchment area.  By performing this needs assessment and gaps analysis, Smoky LME/MCO can now develop more specific goals to meet identified needs through collaboration with our network of providers.

As you will see in this assessment and gap analysis, Smoky LME/MCO has worked to capture a snapshot not only of mental health, developmental disabilities, and substance abuse services and supports, but has also gathered information on the overall health and health concerns of individuals in the 23-county catchment area, and the economic and demographic information that impact the population’s overall health and wellness status. Smoky LME/MCO is diligent in its efforts to promote treatment of the “whole person,” making these factors important to establishing a more integrated, person-centered and coordinated model of care that includes an individual’s health and mental health, developmental disability, and/or substance abuse needs.

Smoky LME/MCO views this needs assessment and gaps analysis as the first step in creating a provider network development plan that will be based on the findings of this comprehensive process.  In that regard, key goals that Smoky LME/MCO has established as an outcome of this document are:

	Working to strengthen accessibility to needed services for State-Funded consumers.  In the face of dwindling State funds for mental health, developmental disability, and substance abuse services, Smoky LME/MCO must work with its network providers to maximize service delivery associated with State funds to ensure all indigent consumers are served;

	Identifying gaps in the service continuum by both age and disability and by county and region to establish specific goals for provider network development;

	Identifying mechanisms to promote the recruitment and retention of professional staff needed to allow network providers to maintain a full continuum of needed services;

	Furthering the adoption and use of evidence-based practice and support models to promote greater quality of care and positive outcomes for individuals and families; and


	Continuing community collaboration and partnership opportunities, with a focus towards prevention, early intervention, and integration of physical, behavioral, and/or developmental disability healthcare needs.

To accomplish these goals, Smoky LME/MCO looks forward to engaging individuals needing services and their families, network providers, as well as community stakeholders, to foster a strong system of care that connects these individuals with the services and supports that promote wellness and
independence.

Smoky LME/MCO contracted with Addiction Consulting and Training Associates (ACT, LLC) to conduct a Needs and Gaps Analysis of the 23 counties comprising the Local Management Entity (LME)/Managed Care Organization (MCO) region. The purpose was to identify the unique needs and gaps of geographic service area and to make recommendations about how to accommodate the specific needs of this region.

The full report offers comprehensive details and an extensive analysis of the following:

	Prevalence rates of mental health, developmental disabilities, and substance abuse conditions as well as the number of individuals needing services;

	Feedback on service gaps in the service area as identified from a survey of Smoky LME/MCO’s
Stakeholders;

	Description of the Smoky LME/MCO provider network;

	A description of the special initiatives Smoky LME/MCO has developed in the interest of serving issues unique to the LME/MCO;

	The significant trends for 23-county area; and

	Recommendations and Conclusion from the analysis.
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Significance of Local and State Funding

The Smoky LME/MCO is mandated to serve two populations of people within its designated service area:

1.   Those individual insured with federal Medicaid funds, and

2.   Those individuals who are uninsured.

The Medicaid fund amounts allocated to MCOs annually are negotiated between the MCO and the North Carolina Division of Medical Assistance based upon a formula projecting the estimated cost to Medicaid and the MCO per individual per month (PMPM: per member per month rate). The MCO’s risk is assuring that they manage those funds to guarantee that all individuals insured by Medicaid will have access to services in a reasonable time frame.


On the other hand, the County and State/Federal funds provided to the MCO operate differently. The amounts of these funds are decided in a variety of ways, often with no set formula for allocation. Routinely the funds allocated are not guaranteed during the funding year, which can result in a decrease in funding during the year. There is no guarantee that the amounts allocated annually will remain stable over time.

	In reviewing funding amounts for the past six-year time period, the funds provided to the Smoky LME/MCO by the Counties have been on a steady decline and the funds allocated by the State and Federal sources have declined significantly over the same 6-year time period.

	Smoky LME/MCO spent a total of $228,829,586 in SFY13 to provide behavioral health services to the consumers living in the 23-county area. More than 90% of the funding for behavioral health services came from federal Medicaid funds:

o	91% ($207,565,830)

o	9% ($21,263,756) of the funding originated with state, local, and Federal Block Grant funds

	Of the estimated population for which there is a gap (31,161 individuals), 28% of those (9,285)
will be indigent and not insured by Medicaid.

Smoky LME/MCO has seen a dramatic decline in the local, state, and federal funding over the past six years. If these declines continue without replacement funding, the need for services among the uninsured population will outpace the LME/MCO’s ability to meet the needs of the uninsured in the 23- county area.


Significance of Prevalence Findings

Prevalence addresses the frequency at which a health care issue is present in the population. The calculations used to determine the prevalence for MH, DD, and SA conditions in the original seven counties of Smoky LME/MCO can be found in the Consumers Supplement Section at the back of the full report. Results of the prevalence, penetration, and gaps analysis revealed the following number of individuals in the Smoky 7 Counties who are in need of mental health, developmental disabilities, and/or substance abuse services.





Prevalence: Rank Order of Unserved Populations by Disability

	

Ranking of
Services Needed
	


Disability/Age
	Estimated Number of
Individuals Needing Service in the Smoky LME/MCO Area by Primary Disability/Age (Medicaid+Uninsured)

	1
	Adult SA
	10,330

	2
	Adult MH
	9,193

	3
	Child MH
	7,081

	4
	Child I-DD
	4,801

	5
	Adult I-DD
	1,489

	6
	Child SA
	58






Significance of the Stakeholder Input Process

Data from a series of focus groups and an online stakeholder survey was used to compile information related to the needs and gaps of the area as identified by the stakeholders from those counties who completed the survey instrument. The survey was available starting in October 2013 for 30 days for all stakeholders to complete.  Smoky LME/MCO had an overwhelming response to the survey and collected a total of 558 surveys. The survey focused on identifying needs by disability and age groups and impressions of respondents’ working relationship with Smoky LME/MCO. The most significant gaps and needs for each age/disability group area by the participating stakeholders are identified below.

Most significant gaps and needs for Adults with mental health conditions were:

o	Community based services (Health Providers);

o	Short-term crisis stabilization including non-hospital medical detox and facility-based crisis services (Justice/Law Enforcement, MCO Providers, and Health Providers);

o	Services for Co-Occurring conditions (MCO Providers, Non-MCO Providers, and Health
Providers); and

o	Natural Supports (MCO Providers, Health Providers).





The most significant needs and gaps for Children with mental health conditions include the following:

o Services for children with Co-Occurring conditions (Health Providers);

o Natural Supports (Health Providers, Justice/Law Enforcement);

o Community based Services (Health Providers); and

o Short-term Crisis Stabilization (Health Providers, Justice/Law Enforcement).

None of the respondent groups identified any of the listed services as being a gap or need for Adults with Intellectual/Developmental Disabilities.

	The only two issues that 40% of the respondents ranked as gaps or needs were the following:

o Crisis Services including respite (Non-MCO providers); and

o Services for Co-Occurring conditions (MCO providers).

None of the respondent groups identified any of the listed services as being a gap or need for Children with Intellectual/Developmental Disabilities.

	The only three issues that 40% of the respondents reported as gaps and/or needs were the following:

o Residential Placements (Non-MCO providers);

o Crisis Services (Non-MCO providers); o Day Services (Health Providers); and o Day Programs (Health Providers).
Significant gaps and needs identified by respondents for Adults with substance abuse conditions
included:

	Inpatient Hospital for SA conditions (Health Providers, Justice/Law enforcement);

	Community based services (Health Providers);

	Short-term crisis stabilization (Non-MCO providers, Health Providers, Justice/Law enforcement);

	Long-term residential services (Non-MCO providers, Health Providers, Justice/Law enforcement); and

	Services for Co-Occurring conditions (Non-MCO providers, Health Providers, Justice/Law enforcement).


Significant gaps and needs identified by respondents for Children with substance abuse conditions included:

	Short-term crisis stabilization (Health Providers, Justice/Law enforcement);

	Community-based services (Health Providers, Justice/Law enforcement);

	Inpatient Hospital (Health Providers, Justice/Law enforcement); and

	Services for Co-Occurring conditions (Health Providers, Justice/Law enforcement).



Significant Provider Network Findings

The Smoky LME/MCO Provider Network is made up of 486 contracted providers. Many providers have multiple sites both in and outside the catchment area. There are 192 Agencies, 36 Critical Access Behavioral Health Agencies (CABHA), 10 Comprehensive Hospitals, 13 Hospitals with Emergency Departments only, 185 Licensed Independent Providers, and 18 Physician Groups. As this represents the agencies only and not all of their sites, these numbers are not duplicated.

	There are five agencies (each with multiple site locations) in the Smoky LME/MCO network who are comprehensive providers. Comprehensive Care Centers must be able to deliver both Medicaid and State and Locally funded safety net services.  These include basic therapy and medication management. They must provide core services such as screening, assessment, and emergency triage as well as prevention, education, and consultation at the community level. They must be able to serve both children and adults and persons with mental health and substance abuse crises.

	811 or 45% of these are in the catchment area and 981 or 55% are out of the catchment area.

	65 sites belong to Comprehensive Providers.  A map of all provider sites within the Smoky LME/MCO catchment area with whom Smoky LME/MCO contracts can be found in the complete report and in the Maps Appendix on pages 188-202 of the complete report.

	There is a Mobile Crisis Management (MCM) team member located in all 23 counties.

	The entire Smoky LME/MCO catchment area is covered in the 2 hour MCM team drive time.

	There are 22 hospital emergency departments in the Smoky LME/MCO; and 7 of those have inpatient psychiatric beds.

	There are 3 facility-based crisis centers in the Smoky LME/MCO catchment area with one in process of development.

	The majority of the catchment area is covered by the 30- or 45-minute drive time requirement for inpatient and psychiatric bed services except for central and western regions along the Tennessee border.


	Most of the psychiatric beds within the catchment area are in hospitals with inpatient psychiatric units; however, Smoky LME/MCO utilizes psychiatric beds all across the state when necessary.

	Smoky LME/MCO has seven provider organizations that have Walk-In Centers. There are a total of 25 sites, all of which are in the 23-county catchment area.

	Additionally, there are three Comprehensive Provider Agencies with Walk-In Center sites. These three agencies have a total of eight sites.

	There is only one area, located in Swain County, which does not have basic services for children and adolescents located within the 30- or 45-minute drive time requirement.

	With the exception of a small area on the eastern edge of Rutherford County, the central region of Smoky LME/MCO is covered within the drive time requirements for basic services for adults. The northern and western regions, however, both have some gaps in services.

	The majority of the Smoky LME/MCO catchment area meets the drive time requirement for enhanced services for children and adolescents with the exception of four areas along the state border in the western region, three along the border of Tennessee, and one along the South Carolina border.

	The majority of the Smoky LME/MCO catchment area also meets the drive time requirement for enhanced services for adults.  There is one area in Caldwell County, two areas in the western region along the Tennessee border, and one small area in Jackson County along the South Carolina border that have gaps in service.

	The I-DD services for both adults and children/adolescents tend to be located in the same general areas, in the cities in the Smoky LME/MCO catchment area and along the major highways.

	The I-DD services for children show gaps mostly along the Tennessee border as well as some small pockets in the western region.

	The I-DD services for adults show gaps in the center of the northern region and along the border perimeter of the western region.

	B3 services are offered in the majority of the catchment area and are accessible within the 30- or 45-minute driving distances. There are four small sections in the far western region and three small areas in the northern region that fall outside of those driving requirements.

	The majority of the Intermediate Care Facilities (ICF) facilities are in the Central and Northern
Regions.

	The far western counties are very far from the closest ICF facility.


Workforce Capabilities

	The largest numbers of licensed professionals are Licensed Clinical Social Workers (LCSW), Licensed Professional Counselors (LPC), and Licensed Clinical Additions Specialists (LCAS), in that order.

	The county with the most access to Licensed Professionals is Buncombe, which would be expected given that it is the most urban and also has a major medical center.

	There are a total of 205 substance abuse professionals but only three Certified Clinical
Supervisors.

	There are a total of 103 licensed psychiatrists credentialed by Smoky LME/MCO. No other physicians are included in this count.

	The Smoky LME/MCO provider network includes 214 psychiatrists who practice at 546 different locations in the 23-county area.

	Many of the psychiatrists practice at multiple locations and at a combination of hospitals, agencies, Licensed Independent Practitioners (LIPs), and LIP Groups.

	Further examination is recommended to ensure that the full-time equivalents (FTEs) of the contracted psychiatrists are sufficient for the population and that the specialty areas are appropriately represented.

o	Each of the 23 counties has at least two sites at which general psychiatrists practice.
The gaps become visible in the specialty areas.

o	There are five counties that do not have an addiction psychiatrist practicing within the county: Alexander, Madison, Mitchell, Transylvania, and Yancey.

o	There are six counties that do not have a child and adolescent psychiatrist practicing within the county: Cherokee, Clay, Graham, Macon, Swain, and Transylvania.

o	There are ten counties that do not have a geriatric psychiatrist practicing within the county: Alexander, Alleghany, Ashe, Avery, Jackson, Madison, Mitchell, Transylvania, Watauga, and Yancey.


Special Smoky LME/MCO Initiatives

The Smoky LME/MCO has undertaken several different initiatives to meet the needs of the consumers in the 23-county area. This is an indication of the level of cooperation and collaboration with community partners undertaken by the LME/MCO. Details of each initiative can be found in the full report starting on page 75. The following initiatives expand beyond the minimum requirements of care delivery:


Housing
Smoky LME/MCO has had a long history of working proactively to create, support, and maintain efforts to develop housing options for its consumers.  Since 2004, Smoky LME/MCO has taken a coordinating role within its region to participate actively in local efforts to foster the development of safe, affordable housing for its consumers. Since 2004, Smoky LME/MCO has been awarded over $16 million dollars to create, sustain, and develop affordable housing in the catchment area.  The full report has a complete timeline and listing of all the housing resources in which Smoky LME/MCO and the legacy Western Highlands Network has had a part in developing or coordinating.


Intercept Initiative
Smoky LME/MCO began working with Department of Social Services (DSS) and key network providers in Cherokee, Clay, Graham, Swain, Macon, Haywood, and Jackson counties to develop and standardize referral processes, turnaround times in accessing services, define expectations regarding assessments and treatment quality, improve access to necessary services for children and their families involved with DSS, and create a venue where barriers to care and quality of care concerns could be addressed.

Psychiatric Residential Treatment Facility (PRTF) Initiative
In July 2012, Smoky Mountain Center began managing the Medicaid 1915 (b)(c) Waiver.  Ninety-eight (98) consumers of PRTF Level of Care (LOC) transitioned authorizations from Value Options for management of authorization, service, and placement with Smoky LME/MCO. By September 2013, Smoky LME/MCO identified significant over utilization of PRTF services based on comparison to Mercer’s PMPM budget.  Smoky LME/MCO appointed a workgroup to research, understand, design, and implement changes to address the clinical treatment continuum, while providing quality care and cost efficiency.

Olmstead/Deinstitutionalization Initiative
The Olmstead/Deinstitutionalization Initiative is an effort embraced by Smoky LME/MCO to facilitate the expansion of community-based services for children and/or adults who are currently placed in a State Developmental Center (SDC) or a community ICF I-DD placement.  Smoky LME/MCO has Olmstead Care Coordinators who have access to, and a working relationship with, State Developmental Centers as well as community ICF placements.  Their purpose is to work with SDCs to identify those individuals with whom they can utilize person-centered thinking skills in order to assist that individual with identifying resources that will enable them to return to the community of their choice.  The Olmstead Care Coordinators are also Money Follows the Person (MFP) Transition Coordinators. The purpose of this federally funded program is also to work with individuals in State Developmental Centers to provide them with the funding to place them in the community of their choice with wraparound services to ensure a successful transition. The MFP Transition Coordinators work with the individual, family, provider, and Care Coordinator to ensure services and supports are in place for a successful community placement.


Crisis Emergency Department Initiative (CEDI)
Smoky LME/MCO has committed to a comprehensive effort to study crisis and Emergency Department (ED) challenges in its 23 counties with the desired outcome to intervene, ensuring that the most appropriate and effective services are utilized to resolve crises with a strong emphasis on alternatives to inappropriate ED use. The CEDI involves work at both systemic and grass roots levels.

Addition of Registered Nurses to Smoky LME/MCO Care Coordination
Smoky LME/MCO has performed Care Coordination for over ten years. In 2008, Smoky LME/MCO moved Care Coordination out of Clinical Operations as a stand-alone department to meet the growing needs for caring for individuals. Upon the inception of the Waiver, Smoky LME/MCO was able to further refine the role of Care Coordination to meet contractual requirements of the Division of Mental Health, Developmental Disabilities, and Substance Abuse Services (N.C. Division of MH/DD/SAS) and the N.C. Division of Medical Assistance (DMA). The emphasis on integrated care planning, combined with administrative dollars for care coordination functions, allowed the Smoky LME/MCO Care Coordination team to achieve a long-held goal: hiring of RNs to oversee care planning for individuals with an intellectual and/or developmental disability who are medically fragile and for individuals with a mental health and/or substance use disorder that have medically complex health history or risks. In the fall of
2013, Smoky LME/MCO Care Coordination began the process of hiring RNs to join the MH/SA and I-DD Care Coordination teams.

Community Care of North Carolina
Smoky LME/MCO has a long history of recognizing the need for integrated care and participating with the Community Care Networks within the LME/MCO catchment.  Four key elements have been identified in providing effective integrated care coordination/management:

	Shared Care Planning and Decision Making;

	Shared Electronic Health Record (EHR);

	Collaborative activities; and

	Care being shared according to respective skills and availability of participants.

Smoky LME/MCO has proposed a model of integrated care with their respective CCNC Networks that establishes shared responsibility between the Smoky LME/MCO high-risk Medicaid and uninsured consumers and CCNC high-risk Medicaid patients.












Recommendations and Conclusion

Recommendations

What does it take to be a successful LME/MCO?


Smoky LME/MCO has survived almost 50 years from its inception in 1965. The organization has had the strength to make it one of the longest surviving LME/MCOs in North Carolina today.  No other LME/MCO can claim that kind of endurance.  Its survival has been due to many factors: strong capable leadership that has had the vision to adapt to a changing environment, effective strategic planning, a strong commitment to offer quality and person-centered services to the uninsured, indigent, and Medicaid consumers in its service area, and growing capabilities at the most senior level within the organization that allow the organization to adapt and change to meet the challenging behavioral health care environment.  Smoky LME/MCO is within its second year of operation as an MCO and in order to continue its track record of endurance, its challenge is to become an organization that is data-driven, to continue to strengthen and maintain its consumer focus, and adapt to the changes on its near and far horizons.

Smoky LME/MCO has faced challenges that no other LME/MCO has faced as it has moved from being an LME to an MCO. The learning curve its staff had to master to make that transition was made far steeper because of the timing of the necessary consolidation with the legacy Western Highlands Network LME/MCO. The combined organization has faced moving from a 15-county LME to a 23-county LME/MCO, managing not only the additional responsibilities for the Medicaid funding but the challenging situation of the financial burden of consolidation, transition of staff to a new organization, and the massive community education campaign to the legacy counties.  The challenges that the organization faced would have been made much more difficult and daunting if the leadership of the organization had less skill, less compassion to provide high quality services to the western area, or its staff had less passion about the goals and ideals that they want their LME/MCO to emulate.  The following recommendations were developed in conjunction with the Smoky LME/MCO staff and are
presented as ways to strengthen the LME/MCO operation and allow it to continue to serve the residents
of the western portion of the state in ways that continue to promote access to services, strengthen the
clinical integrity of the LME/MCO’s network, and plan carefully for the future.

1.   In order to continue to serve the uninsured population in the 23-county area, Smoky LME/MCO
will need to develop strategies to maximize the use of state and local funds through the further development of its Comprehensive Care Center model.  The expansion of this model has the potential to provide enough balance between the use of the federal Medicaid funds
and the state and local funds to provide the economy of scale needed to continue to effectively
and efficiently serve the indigent population in the 23-county area.

The total number of additional people estimated to need MH/DD/SA services from the Smoky LME/MCO in the 23-county area is 33,161 individuals. Based on current funding for the population during SFY13, 28% (9,285) will rely upon Local and State funds to cover the behavioral health care needed.  Smoky LME/MCO continues to face restrictions and diminished allocations of state and local funds which are the only monies designated to serve indigent consumers. This results in a large imbalance between the number of individuals needing care (indigent population) and the funding to pay for that care (state and local funds).  This reality requires Smoky LME/MCO to carefully employ strategies to create the greatest service benefit from these limited dollars for this population.


2.   Promote greater efficiency in the service delivery system by consolidating state and local funds into a limited number of Comprehensive Care Centers in each region.

It is crucial for Smoky LME/MCO to work with its provider network to achieve a realistic and sustainable economy of scale in its provider network.  Supporting a large number of providers is unrealistic given the funding realities that exist for the indigent and uninsured population that the Smoky LME/MCO is responsible for serving.

3.   Expand the adult’s and children’s service array offered by the Comprehensive Care Centers.

The maps illustrate that there are comprehensive providers who do not serve all disabilities and age groups. A potential way to create the incentive for comprehensive providers to complete their service array would be to pass along some risk to the comprehensive providers for services in the geographic areas that the organization wants to develop. This would create an incentive for the comprehensive providers to form collaborations with existing providers or expand their existing service capabilities to populations and conditions they are not currently covering.

Some of the gaps in service are related to gaps in the workforce competencies; others are related to capacity, access, and funding. Stakeholder input is crucial during the planning and design phase to ensure community and provider investment.  Smoky LME/MCO could design additional incentives, particularly for its Comprehensive Care Centers to:

	Further develop their services;

	Expand sites in such a way that these the two Comprehensive Care Centers offer a full and complete array of enhanced services;

	Provide immediate access in all counties;

	Have an adequately trained, credentialed/licensed workforce to deliver specialty services such as Evidence-Based Practice models for substance use disorders, as well as co-occurring disorders not only for SA/MH but for SA/I-DD and MH/I-DD; and

	Expand services so that all residents have ready accessibility to treatment services that are presently missing for all three disability/age groups.

4.   Smoky LME/MCO needs to consider requiring its providers to use a standardized set of valid and reliable screening and assessment tools for use with all disability/age groups.

No one tool is appropriate to use across disabilities and age groups.  Provider organizations are expected to employ evidence-based practices which show fidelity and outcomes for specific conditions. The cornerstone of accurately determining the diagnosis is to use the right tools to clearly identify the myriad of conditions that exist in the public mental health, intellectual/developmental disability, and substance use population.  This change to a standardized set of screening and assessment tools has the potential to change the system so


that with an accurate diagnosis, consumers are placed in the right level of care and clinical service.  The matching of client condition to service will result in better outcomes for the consumers, more efficient use of the limited treatment funds, less recidivism, and less use of high-cost services.  Currently, there is no way for the Smoky LME/MCO to ensure that a consumer has been given an accurate diagnosis. This is a recommended change in the local system that could strengthen the entire clinical care management process.

5.   Ten, or 44%, of the 23 Counties in Smoky LME/MCO are ranked in the lower 50% of Health
Outcomes within the state.

Based on that information and specific category data, the following are recommended:

a.   Increase emphasis on Smoking Cessation – No counties in the catchment area were lower than the national percentage of smokers while only 3 of the 23 counties had a lower percentage of smokers than the North Carolina number of 21% (Watauga 20%, Henderson 19%, and Transylvania 17%).

b.   Increase support for FQHC Relationships and Integrated Care – Recommend looking at including integrated care (possibly reverse co-location) in underserved areas as a part of the comprehensive model.  Only four out of 19 (21%) FQHCs in the catchment area are in the ‘old’ Smoky LME counties.  Fifteen or 79% are located in the old Western Highlands counties.  Chief Medical Officer and Leadership Staff spoke of the need to
work more closely and develop relationships with these agencies.  Unable to determine from the MCO how many, if any, integrated or co-located primary care or other medical practices exist in the catchment.

c.	Increase suicide education and prevention activities in community – Seventeen of the
23 catchment counties have a higher suicide rate than the North Carolina rate of 13.1 deaths per 100,000.  Graham County was the highest with a rate of 57.4 followed by Swain County with 42.4 deaths per 100,000 people.

d.   Increase prescription drug overdose community education and prevention activities –
In 2012 there were 309 deaths from prescription drug overdoses in the combined 23
Smoky LME/MCO counties. The catchment mortality rate of 28.9 persons per 100,000 due to prescription drug overdose was higher than the North Carolina rate of 19.5 persons per 100,000.

6.   Develop a mechanism to track consumer outcomes by primary diagnosis, evidence-based practice/model, and age group.  Positive consumer outcomes depend entirely upon matching the condition with an effective model to treat the condition. Generic, unnamed treatment approaches cost time and money for the LME/MCO and consumer. The LME/MCO’s role is to ensure efficient, effective treatment interventions with all disability and age groups. The MCO has to establish the expectation with its provider organizations that they will be held accountable for treating all consumers’ conditions with appropriately matched interventions


that are evidence based, expect positive outcomes, and will be monitored to produce those outcomes.

7.   Evaluate and develop processes to improve timely initiation and engagement in services after entering care.  Both the Division performance indicators and staff focus group recommendations support this need.

8.   Evaluate and develop processes to improve timely follow-up after inpatient and crisis care.
Performance indicators reflect the need to strengthen the continuity of care after a person is discharged from an inpatient setting or crisis service.

9.   In future years, it would be helpful to combine a map of consumers by disability/age group by census tract to illustrate a more complete picture of the access that occurs for specific disability conditions and ensure that services are located within reasonable proximity to those individuals who need access.

10. Providers need to be accessible to all areas of the population. Most of the catchment area is within the driving time requirement for I-DD Services for Adults and Children, Basic Services for Adults and Children, and Enhanced Services for Adults and Children.  The gaps tend to fall along the Tennessee border, South Carolina border, and a few areas in the northern region.  These areas are not very consumer dense but it would be helpful to know about total population density in those areas as well.  If Smoky LME/MCO determines that provider representation is needed in some of those remote areas, then the LME/MCO needs to encourage providers to be creative about how to reach those people (telepsychiatry services, video conference capabilities, satellite teams, etc.).

11. As Smoky LME/MCO starts to think about the quality of providers in their network, they should track which providers are implementing evidence-based practices (EBP) and have a way to monitor whether they are implemented with fidelity and maintaining outcomes.  Perhaps
there is a way to incentivize the implementation of evidence-based practices. Implementing EBPs is not just a catchphrase.  It is a means to an end for a LME/MCO. If clinical practices are implemented with fidelity to the model, then successful client outcomes are a given.  When consumers have successful outcomes in clinical services, the system realizes a savings because consumers become stable more efficiently and effectively, there is less waste in the system, and less reliance on high dollar cost services and interventions.

12. Far more psychiatrists with specialized practice areas are needed.  The number of psychiatrists credentialed alone seems sufficient at first glance but, when you look at the breakdown and location of psychiatrists who are board certified in specialty areas, there are many gaps.  The number listed in this report is not necessarily indicative of all of the psychiatrists living and working in the area, though.  Rather, it is just a representation of those credentialed by Smoky LME/MCO.  Smoky LME/MCO should first get an accurate report of how many FTEs of each specialty type there are and then perhaps incentivize psychiatrists to come to the areas in need of services.


13. Plans are underway to increase the facility-based crisis services in the Smoky LME/MCO
central region.  Much of the area along the border with Tennessee does not meet the drive time requirement for Emergency and Crisis Facilities. They are covered by Mobile Crisis Teams but effort should be made to make sure that these consumers and the general population in that area have access to a hospital emergency room or a facility-based crisis center.

Conclusion

In collaboration with our community stakeholders and Provider Network, the findings reported in this Needs Assessment and Gaps Analysis provide the foundation for developing a thorough and instructive Network Development Plan for the Smoky LME/MCO.  The resulting Plan will be focused on further development and support of a truly integrated care continuum that meets the needs of all three disability groups and those with co-occurring diagnoses throughout their lifespan.  This includes a continued strong commitment to robust crisis continuums in each geographical region of the Network, and a service delivery model that includes continuity of care after a person is discharged from an inpatient setting or crisis service.  Finally, the Network Development Plan must include mechanisms for ensuring the provision of high quality person centered services utilizing evidence-based or promising best practices.
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