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I.  INTRODUCTION
Five County Mental Health Authority is the Local Management Entity (LME) which is responsible for the management and oversight  of publicly funded mental health, developmental disability and substance abuse services for the counties of Franklin, Granville, Halifax, Vance and Warren in North Central North Carolina.   Five County MHA contracts with private service providers to deliver behavioral health services funded through federal, state and local resources.  Some of the major functions provided by the LME include 1) Operating a Call Center that provides behavioral health information and referral services 2) Recruitment, credentialing, training and monitoring of a network of behavioral health providers  3) Service authorization and review  4) Care Coordination  5) Customer Services including complaint resolution and measuring satisfaction of individuals served  6) Regulatory Compliance and Risk Reduction  7) Critical Incident review and monitoring  8) Financial Management  9) Maintaining a Management Information System  10) Claims processing and payment and 11) Quality Management.   The LME performs these functions in compliance with the Performance Contract with the North Carolina Department of Health and Human Services, Division of Mental Health, Developmental Disabilities, and Substance Abuse Services (DMH/DD/SAS) and with state, federal and local laws and regulations.   
II. QUALITY MANAGEMENT PROGRAM SCOPE  
The Quality Management (QM) Program of Five County Mental Health Authority encompasses all the clinical and non-clinical functions performed by the LME as described above.  This includes the three programs seeking URAC Accreditation: 1) Call Center 2) Utilization Management 3) Health Network.  The Quality Management Program encompasses both internal operations of the LME and external operations of our contracted provider network.  The scope of the QM program includes systematic review of a broad range of functions related to community education, prevention and treatment services delivered in the areas of mental health, developmental disabilities, and substance abuse.   The Quality Management Program develops and updates annually a set of measureable performance indicators and thresholds for ongoing monitoring and trending of LME and provider performance that includes but is not limited to measures of access to services, complaints, satisfaction, and safety, as well as the efficiency and effectiveness of services.  The Quality Management Program reviews trends over time and implements intervention strategies including Quality Improvement Projects (QIP’s) to bring about quality improvement within the LME and provider network.  
III. QUALITY MANAGEMENT PROGRAM GOALS AND OBJECTIVES
At the beginning of each fiscal year, the agency reviews and updates the goals and objectives for the Quality Management Program with input from the Quality Management Committee and its subcommittees, CFAC, the Area Board, persons served and their families, Providers and other community partners.  Each goal has one or more measureable objectives.  The Quality Management Committee identifies a specific individual, committee, department or task group to be responsible for the achievement of each objective, and reviews progress toward each goal and objective at least quarterly, as well as conducting an annual review of the Quality Management Program for the purpose of revising the Quality Management Plan for the next fiscal year.  The goals and objectives for FY10-11 are presented in Attachment 1.  
IV. QUALITY MANAGEMENT PROGRAM STRUCTURE  

The Area Board, in accordance with the provisions of Chapter 122 of the General Statutes of North Carolina, serves as the governing body for the FCMHA Area Authority.  Quality Management is a central focus of this body.  It has been delegated the authority to serve as the comprehensive planning, budgeting, implementing, and monitoring group for community based MH/DD/SA services in this four county area.  Subject to the North Carolina rules, the Area Board is responsible for reviewing and evaluating service needs, and developing a plan and budget to facilitate an adequate and effective program of services for area residents based on allocated funds from DMH/DD/SAS.  In addition, the Area Board is responsible for appointing an Area Director, adopting policies governing the operation of the Area Program, and carrying out the plan of services.  The Board ensures that the Area Program complies with the rules of the Division of MH/DD/SAS and the Secretary of the Department of Health and Human Services, as well as federal requirements as a condition of receipt of federal funds.

The Area Board designates the Quality Management Committee to oversee and implement the Quality Management program, approves the Quality Management policies and Quality Management Plan, and receives Quality Management Reports at each of its regular meetings to ensure that the Quality Management Plan is being implemented effectively.   The Medical Director and Quality Management Director, provide leadership and oversight of the Quality Management program through their roles as co-chairpersons of the Quality Management Committee.  
The Area Board Quality Management Committee consists of members of the Area Board who are appointed annually by the Area Board Chair to serve on this Committee.  The Area Board Q.M. Committee meets prior to each Area Board meeting, reviews quality management reports and data from the Quality Management Committee of the LME, and reports this information to the Area Board at each of the regular meetings.   The Quality Management Director is the staff member assigned to work with the Area Board Q.M. Committee.  The Area Board Q.M. Committee provides input and recommendations to the Q.M. Director and Q.M. Committee regarding areas for further review, or action in the area of Quality Management.   
The LME Executive Committee provides executive leadership for the agency.    This committee determines direction, goals, and resolves operational issues.    This group has full decision-making authority in collaboration with the Area Director in the day to day operation of the LME, and in areas outside of the scope of responsibility of the Quality Management Committee.  Since all the members of the LME Executive Committee also serve on the Quality Management Committee, this provides continuity of decision making across the LME.  The LME Executive Committee is chaired by the Area Director and is composed of the Area Director, Medical Director, Director of Business Management, Director of Service Management, Director of Provider Services, the Chief Clinical Officer, the Director of Quality Management and the Regulatory Compliance Officer.  The Executive Team normally meets weekly and from time to time schedules special meetings for purposes such as strategic planning and budget development and review.  
Five County Mental Health Authority implemented a major restructuring of the Quality Management program in the fall of 2010 to better prepare the agency to meet the requirements of a Managed Behavioral Healthcare Organization and to achieve compliance with standards of the Utilization Review Accreditation Commission (URAC).     

In the recent past, the Quality Management Committee was composed of approximately 12 members, 6 LME staff and 6 external representatives including 2 individuals receiving services and/or family members, provider representatives and 2 representatives of community partner agencies.  The Q.M. Committee met monthly and reviewed a wide variety of quality related data but was advisory in nature, lacking the authority to oversee or implement quality improvement initiatives.  The Committee made recommendations to the LME Executive Team and Area Director which then decided how to address those recommendations.  
The new Quality Management (QM) Committee which began meeting in September of 2010 is co-chaired by the Medical Director and Quality Management Director.  Other Committee members include the Area Director, the Directors of Utilization Management, Provider Services, Finance, and Information Management, the Corporate Compliance Officer, the Call Center Manager, and the Customer Services Coordinator.  The Area Board of the Five County Mental Health Authority delegates the authority and responsibility to the Quality Management Committee for overseeing and implementing the Quality Management Program.  
The Q.M. Committee meets monthly, reviews reports, data and recommendations from the other committees as described below, makes decisions, and initiates actions geared toward maintaining and improving the LME and service system.  The QM Committee develops and approves the annual Quality Management Plan, conducts an annual review of the effectiveness of the Quality Management Program, develops annual goals and objectives for quality management, and selects quantifiable performance measures and thresholds to monitor  the quality, efficiency and effectiveness of the LME and its’ contracted providers.  The Q.M. Committee oversees the annual review of all agency policies and procedures and approves all changes in policies and procedures.  Revisions to policies are then presented to the Area Board for final review and approval.  This Committee selects and approves all Quality Improvement Projects (QIP’s) and insures that these meet URAC standards.  Data to be reviewed will at a minimum include but not be limited to measures of access to services, complaints and satisfaction.  Baseline measures will be collected, repeat measures collected at least annually, and the Q.M. Committee will implement action plans to improve or correct identified problems or meet acceptable levels of performance.  The chairpersons and supervisors who are members of the Quality Management Committee will also communicate the results of Quality Management activities through departmental staff meetings and monthly All Staff meetings, as well as making minutes of all Quality Management related committees available to all staff on the I-Drive.  
Figure 1 shows all the Committees that carry out the functions of Quality Management throughout the LME and their relationships to each other. 

FIGURE 1 - FIVE COUNTY MHA’S INTERNAL COMMITTEE STRUCTURE
[image: image2.png]Data Integrity
Subcommittee

Regulatory
Compliance /Risk

Management
Subcommittee

Social

Marketing
Subcommittee

AreaBoard

[

LME Executive
Committee

Area Board QM

Committee

Human Rights
| Committee

Customer Services

and Call Center
Committee

Consumer &
Family Advisory
Committee

(CFAC)





The Utilization Management (UM) Committee is co-chaired by the Director of Utilization Management and the Medical Director and has broad representation from the other agency departments.  The role of this Committee is to oversee and monitor the Utilization Management structure, process, and related activities of the agency to insure that individuals served have prompt access to all covered services according to need, choice, medical necessity and established and emerging best practices.  The Committee will determine whether individuals are receiving services in the proper intensity, duration and frequency that yield the desired outcomes.  The Committee meets monthly and provides regular reports to the Quality Management Committee.  

The Customer Service and Call Center (CSCC) Committee is co-chaired by the Call Center Manager and the Customer Services Coordinator.  In addition to LME staff, this Committee has individuals receiving services and family representatives, as well as representatives from our community partner organizations.  The role of this Committee is to oversee and monitor the quality of services and care delivered to individuals and to ensure full participation of individuals served and their families in the service design, delivery and implementation processes.  Through the review and analysis of data regarding calls from individuals seeking services, service requests, the results of screening and triage, complaints and grievances, satisfaction and outcome data reports, the Committee will identify trends to improve internal and external structures and processes. 

The Regulatory Compliance/Risk Management (RCRM) Committee is co- chaired by the Regulatory Compliance Officer and the Facilities Manager, and focuses on developing mechanisms to ensure compliance of the LME and provider agencies to laws, rules and regulations related to behavioral health and governmental services.  The Committee conducts a risk analysis and develops a risk management plan.  This committee also coordinates planning and review of employee and visitor health and safety drills, and organizes and conducts employee training in the areas of health and safety, and compliance with key laws and regulations including confidentiality and ethics.
The Provider Network Committee (PNC) is co-chaired by the Director of Provider Services and a Network Development Specialist.  The Committee includes   representatives from Provider agencies in the network, as well as LME staff from relevant departments. The role of the Provider Network Committee is to oversee and monitor the quality and performance of activities related to the development and management of the LME provider system and to ensure the presence of an adequate number and mix of qualified, competent, credentialed, and trained partner provider agencies.  

A Provider Advisory Committee (PAC) has been established with provider representatives appointed to represent each of the three disability groups, mental health, developmental disabilities and substance abuse services.  This Committee is co-chaired by the Director of Provider Services and a Provider agency representative.  In the first year of implementation, PAC members were selected from a representative cross-section of network providers by the Area Authority.  More regularly, selections for the PAC will come from the network’s Provider Council.  The PAC selects 2 members to serve on the Provider Network Committee.   The PAC also provides input as requested to all the other committees.   The PAC ensures provider participation in the establishment of criteria for system development and management to include but not be limited to clinical practice guidelines, approving of new and emerging technologies and practices, utilization management decision making criteria, provider credentialing and contract criteria, provider credentialing approval or denial, components and standards for provider profiling and provider reports, and provider dispute resolution.  

A Credentialing Subcommittee will be formed that will include both LME staff and provider representatives.  The Credentialing Subcommittee will review all requests for endorsements, Memoranda of Agreement (MOA’s) and contracts, and make recommendations to the Network Management Committee utilizing criteria established by Five County LME.  The Credentialing Subcommittee will also verify credentials of all licensed, provisionally-licensed, and board-certified clinicians billing or receiving referrals through the LME.  The Quality Management Committee will receive recommendations from the Network Committee and will make the final decision.  

A Provider Appeals Subcommittee will also be formed to ensure provider participation in Provider appeals of LME decisions.  This Committee will have both LME and Provider representatives, but providers will be a majority of the members.  This Committee will make decisions on appeals based on criteria that have been established by the LME.  Decisions of this committee are binding. 

The Data Integrity Committee is co-chaired by the Director of Finance/IT and the IT Manager.  The role of this committee is to ensure that data is consistent, certified and can be reconciled.  Based on recommendations from end users we work with our software consultants to enforce a series of constraints and rules regarding data entered through Cardinal Innovations, and Provider Direct, our Information Technology systems through which we interact with providers.  In terms of data and network security, the Committee also ensures that information can only be accessed or modified by those authorized to do so. Measures taken to ensure integrity include controlling the physical environment of networked terminals and servers, restricting access to data, and maintaining rigorous authentication practices.  The committee also develops a plan for continuity of I.T. operations in the event of a disaster or other service disruption and annually review individually identifiable data elements for relevance to business operations.  
The Social Marketing Committee is co-chaired by the Public Information Officer and the IT Manager.  The role of this committee to review marketing materials to ensure that printed materials, display advertisements, the agency website and other communications are accurate, truthful, fully informative and non deceptive. The SMC ensures that language and graphics are designed to appeal to its target audiences and to their literacy level. Furthermore, the Committee is responsible for redesigning the website and ensuring that the information on the website is current and accurate. 
To ensure interdepartmental review, the Social Marketing Committee is comprised of staff representing each department of the Agency.  

The Committee is responsible for developing a process for an annual review of all marketing materials and must submit periodic reports to the QM committee on oversight and marketing materials, including any corrective actions taken.

This committee sets the goals around which the public image of the agency is represented.  Its aim is to implement and design programs that bring about social change using concepts from commercial marketing. The role of the Social Marketing Committee is:

· To Promote the Agency’s mission, goals and values 

· To support the creation of internal and external communication tools

· To expand public awareness

· To develop positive public perceptions

· To drive Marketing Initiatives
The Consumer and Family Advisory Committee (CFAC) is a body created by the Area Authority to serve as an advisory partnership committee to involve persons served and their family members in LME processes.  It is thus integrally involved in quality management processes.  According to the NC State Plan, the CFAC has the right of self-governance, but does not have authority to make decisions or speak on behalf of the local governing entity.  The CFAC enters into a written “relational agreement” with the Area Board.  It is accountable to that governing authority, the community, and the constituency it serves.  Members come from a local selection process initiated by the Area Director, local Advocacy groups, county commissioners, and self-nomination.  Members are to include as equitable a distribution as possible from individuals receiving services and family members that represent the disability areas and all counties within the catchment area.  
As directed by the State Plan, CFAC carries responsibilities for:

· Offering recommendations on areas of service eligibility and service array, including identifying gaps in services;

· Assisting in the identification of under-serviced populations;

· Providing advice and consultation regarding development of additional services and new models of service;

· Participating in monitoring service development and delivery;

· Reviewing and commenting on the state and local service budgets;

· Observing and reporting on the implementation of state and local business plans;

· Participating in all quality improvement measures and performance indicators; and

· Ensuring participation of individuals served and family members in all quality improvement projects at both the provider and LME levels.
The Human Rights Committee, created by the local Area Board, is an oversight committee charged with the responsibility of assuring the implementation of protecting the rights of individuals served in area-operated and contracted services.  It is typically comprised of 5 individuals, 3 representing individuals served or family members of individuals served from the disability areas of mental health, developmental disabilities, and substance abuse.  Two (2) committee members are members of the Area Board, one of whom serves as chairperson.  Both the QM Director and the Customer Services Coordinator are available as Five County staff to provide support and assistance to the committee.  The committee meets on a quarterly basis unless there is a need to meet more frequently.  Incidents involving individuals served are reviewed that pertain to issues of Clients Rights and/or restrictive interventions.  Minutes are recorded, and a quarterly report on committee activity is presented to the Area Board.  The human rights to be protected are outlined in Mental Health Rule T10:14V.0504 and include:

· Compliance with GS 122C, Article 3

· Compliance with the provisions of 10A NCAC 27C-F governing the protection of client rights, and 10A NCAC 26B governing confidentiality.

· Establishment of a review procedure for any of the following which may be brought by a client, client advocate, parent, legally responsible person, staff or others:

· Grievances by individuals receiving services,

· alleged violations of the rights of individuals or groups, including cases of alleged abuse, neglect, or exploitation,

· concerns regarding the use of restrictive procedures, and/or

· failure to provide needed services that are available in the area program.

Ad Hoc Committees and tasks groups are also part of the Quality Management program structure.  Each Quality Improvement Project has an assigned Task Group charged with planning and implementing the project.   From time to time other Ad Hoc Committees are formed to carry out specific and time limited tasks in the area of Quality Management.
V.  QUALITY MANAGEMENT RESOURCES

In addition to the committee structure previously described, the Quality Management Department provides staff resources dedicated solely to the Quality Management Program.  The current staffing of the Quality Management Department includes a full time Quality Management Director, a full time Customer Services Coordinator, and .4 FTE of a full time Processing Assistant V position that is also shared with the Human Resources and Housing Services Divisions.  The Quality Management Department includes the Customer Services Unit and the Quality Improvement Unit.    

One of the major duties of the Customer Services Coordinator within the Customer Services Unit is complaint management and resolution. All complaints and grievances from individuals served, family members, providers, Agency staff and the public are reported to the Customer Services Coordinator for investigation and attempt at resolution.  The majority of the complaints are filed against providers and a resolution is achieved through negotiations between the provider and the complainant.  When the complaint involves more serious allegations of rules or legal violations, the complaint is referred to the Compliance team in the Provider Service Department for investigation and follow-up. If the complaint involves allegations of violations of HIPAA or other confidentiality statutes, the complaint is also referred to the Regulatory Compliance Officer.  The Customer Services Coordinator communicates the resolution of each complaint in writing to the complainant and also provides information about the appeal process in the event they are not satisfied with the resolution.  All complaints are entered into the Cardinal Innovations management information system at the LME so data reports can be generated for multiple purposes.  Statistics on timeliness of complaint resolution are reported monthly to the Call Center and Customer Services (CCCS) Committee, which is co-chaired by the Customer Services Coordinator and Call Center Manager, and at least quarterly to the Quality Management Committee. The Customer Services Coordinator also prepares quarterly reports for these two committees showing trends and patterns of complaints and reviews all complaints with the CCCS Committee at least quarterly.  The Customer Services Coordinator also submits a quarterly report to the Division showing a detailed breakdown of all complaints, analysis of trends and patterns, and steps that are being taken to address those trends.  

A second major duty of the Customer Services Coordinator is critical incident reporting and review.  Providers are required to submit reports on all Level II and Level III incidents, the more serious types of incidents, through the state’s online reporting system, IRIS.  Level III incidents must be verbally reported to the LME within 24 hours of the agency becoming aware of the incident and a written report submitted within 72 hours.  If an incident occurred while an individual was receiving a service or the incident occurred on the provider’s premises, providers are also required to conduct a Peer Review of the Level III incident within 24 hours and submit the results of this review to the LME.  Providers are required to submit written reports on Level II incidents through IRIS within 72 hours.  The Customer Services Coordinator reviews all incidents, and conducts follow-up with providers as indicated to gather additional information or discuss corrective actions that have or should be taken.  The Customer Services Coordinator prepares a quarterly report for the CCCS Committee and the Quality Management Committee showing trends and patterns in incidents and makes recommendations regarding corrective actions that have or need to be taken.  

All allegations of abuse or neglect, and all restrictive interventions are reviewed by the Customer Services Coordinator with the LME Human Rights Committee quarterly, and a report of this review is given to the Quality Management Committee and the Area Board quarterly.  The Committee makes recommendations as to whether each incident was handled appropriately and if any additional follow-up is needed.   

The Q.M. Department is also responsible for conducting customer satisfaction surveys.  Q.M. will begin administering a telephone follow-up survey to measure satisfaction with Call Center services by individuals who are seeking services.  Results of these surveys will be shared with the Call Center/Customer Services Committee at least quarterly.  The QM Department also supports DMH/DD/SAS in conducting the Perception of Care Surveys twice a year by distributing paper surveys to providers, and collecting and returning the completed surveys to DMH/DD/SAS.  QM also assists with the National Core Indicators (NCI) surveys by collaborating with providers to obtain signed consents from consumers with developmental disabilities, agreeing to face to face interviews.  Results of these surveys are shared with the QM Committee at least annually.  
The Quality Management Director oversees the Quality Management Program, serves as co-chairperson of the Quality Management Committee, and serves on most of the subcommittees of the Q.M. committee, and staffs the Quality Improvement Unit.   Other major duties include working with the Provider Services Department to conduct an Annual Needs and Accessibility Evaluation, developing and analyzing survey data, providing training and technical assistance to providers around quality improvement, and providing technical expertise to all the other LME departments and committees around survey design, data collection, and data analysis including all the Quality Improvement Project workgroups.   The Quality Management Director has the primary responsibility for reviewing and drafting quality management policies and procedures, quality management plans, and quality management task logs as well as leading the annual assessment of the effectiveness of the Quality Management Program.

The Processing Assistant provides staff support to both the Customer Services and Quality Improvement Units.  Some of the specific functions of this position include data input and oversight of the NC SNAP functional assessment system for individuals receiving developmental disability services, and NC TOPPS outcome and assessment system for individuals receiving mental health and/or substance abuse services.    
All LME departments contribute staff resources and expertise to the Quality Management Program which includes data collection, analysis and reporting, self auditing, and participation in Quality Management committees and subcommittees, as well as serving on ad hoc committees related to Quality Improvement Projects.  

The Utilization Management Unit of the Service Management Department reviews service plans and authorization requests, and collects data regarding the content, quality and outcomes of those processes.  The Care Coordination Unit of the Service Management Department tracks individual needs and access to services, focusing on high risk and high needs individuals. The Call Center Unit within the Service Management Department collects and analyzes data regarding timely access to services including the services of the Call Center, and identifies service gaps to facilitate network development activities.  

The Provider Services Department Compliance Unit conducts desk reviews and onsite monitoring for the purpose of credentialing providers to provide needed services, and to insure the ongoing quality of services and adherence to regulations.  This data is used for decisions regarding endorsement and contracting, as well as initiating sanctions according to the LME policies and procedures.  The Network Management Unit of the Provider Services Department collects and analyzes data to identify service needs and gaps, and recruits providers to fill the identified needs.  This unit also is responsible for coordinating orientation and training for new providers and ongoing training for current providers based on identified needs.   The Contracts Unit of the Provider Services Department insures that appropriate contracts are in place for all the services being purchased, and that the content of the contracts adheres to all the DMH/DD/SAS and other legal requirements for LME contracts.  
The I.T. Unit of the Business Management Department is responsible for maintaining the Management Information systems, insuring data integrity for all systems that are utilized, and developing processes for continuity of I.T. operations in the event of an emergency or disaster.  Cardinal Innovations is the software system that is used for processing all registration, authorization and claims data from contracted providers. This links with Great Plains which is used by the Reimbursement Unit for tracking all expenditures and income.  The I.T. Unit is also responsible for developing or accessing all the needed reports from data stored within the Management Information System and providing this data to the Quality Management committees and LME Departments for analysis.  The Reimbursement Unit of the Financial Services Department is responsible for tracking and reporting Quality Management data regarding income and expenditures to ensure that the LME operates in a financially sound manner, and adheres to all the contractual and legal requirements under which the LME must operate.  The Financial Services Department provides training and technical assistance to providers to facilitate efficient and accurate reporting of data, and processing of claims.   The Financial Services Department also conducts internal audits and interfaces with the external auditors to provide access to all required data.  
VI. PERFORMANCE MEASURES 
At the beginning of each fiscal year, a strategic planning process meeting is held to review the Agency mission, vision, and values and to address the Agency’s organizational goals.  Each agency department develops a set of performance objectives and indicators that reflect the goals of each functional area.  The LME Executive Committee reviews the indicators and recommends the indicators that are considered the most crucial measures of quality, efficiency and effectiveness to the Quality Management Committee.  The Quality Management Committee gives final approval of the performance indicators to be monitored during the year and establishes thresholds for acceptable performance.  The Quality Management Committee in collaboration with each of the departments, identifies the specifics of how and when data for each indicator will be collected, the frequency of reporting and the individuals and committees to which it will be reported.  Baseline data will be collected on each indicator, and re-measurements will occur on a regular basis, no less than annually.  Quality Management Committee has the ultimate responsibility for monitoring all performance indicators and instituting quality improvement strategies when performance indictors consistently fall below thresholds.  Performance Indicators can also be added at any time throughout the year, when the need becomes apparent.  Performance Indicators for FY10-11 are presented in Attachment 2.  
VII. QUALITY IMPROVEMENT PROJECTS (QIP’S)  

The Agency plans and implements Quality Improvement Projects (QIP’s) to address areas of concern that are identified through the collection of baseline and/or ongoing data.  For the programs that interface with individuals served including the Call Center and Utilization Management Department, at least one of the QIP’s for each program each year will focus on safety of individuals served.  Some of the QIP’s will focus on a single program area, while others pertain to two or more programs.  Some QIPs focus strictly on internal agency processes, while others focus on services to individuals through contracted providers.  QIP’s that focus on contracted services include provider representatives on the QIP workgroups.  

 Baseline data is collected and utilized for selection of QIPs.  Suggestions for QIPs may come from any agency staff or committee, or from external entities including individuals served or their families, providers, or community partner organizations.  QIPs are often initiated in response to monitoring of performance indicators that fall below thresholds. The Quality Management Committee reviews and approves all QIP’s for each fiscal year.  A team leader is appointed for each QIP, and the team leader forms a workgroup.  The Quality Management Director provides technical assistance for each of the QIPs and monitors the progress of each QIP through reports to the Quality Management Committee on each QIP at least quarterly.  When each project is completed, a formal write-up of the project is completed and submitted to the Quality Management Committee for approval, and shared with the Area Board, QM Committee of the Area Board, Agency staff and provider network through meetings and postings on the agency website.   

VIII. DATA COLLECTION AND DATA SOURCES 

All agency departments are responsible for collecting and analyzing relevant quality management data.  Some of the primary sources of quality management data include:  

· Cardinal Innovations (CI) – the management information system which provides the interface between the agency and the provider network.  This system is used for initial enrollment of individuals served, updating of individual specific information, processing of authorizations, processing of claims, enrollment of new providers, tracking complaints and critical incidents, and generating reports in all of these areas
· Great Plains – this software system which interfaces CI maintains all accounts payable and accounts receivable information as well as human resource information for agency staff.  

· Incident Reporting Information System (IRIS) is a state maintained online database used by providers for reporting of critical incident events and accessible to the agency for reviewing and analyzing incident trends and patterns. 

· North Carolina Treatment Outcomes and Program Performance System (NC TOPPS) is an online system for reporting outcome and functional assessment data for youth and adults receiving designated mental health or substance abuse services, accessible to agency staff and to providers.  
· NC SNAP measures the support service needs of individuals receiving developmental disability services.  The evaluations are submitted annually by providers and entered by agency staff into an online database.
· Program specific databases and spreadsheets are used by each program to collect and analyze data that is not available through other resources.  
· Multiple surveys are conducted each year by the Quality Management Department in collaboration with other agency departments including satisfaction surveys and needs assessment surveys utilizing a combination of telephone, paper, and online survey methodologies.  
IX. MEETING MINUTES 

The Agency maintains minutes for all committee meetings which are dated, signed, and filed in notebooks maintained by the Office of the Area Director along with copies of all materials reviewed by each committee at each meeting.  All meeting minutes are also available in an electronic format on the internal I-Drive and accessible to all agency staff.  
X. QUALITY MANAGEMENT WORK PLAN  

The Quality Management Committee and each of the subcommittees maintains a task log which serves as a work plan for the committees and is reviewed and updated at each meeting.  The task logs specify the tasks, actions to be taken, responsible parties, target date and date completed.  
XI. QUALITY MANAGEMENT PROGRAM EVALUATION 

The Quality Management Committee conducts an annual evaluation of the effectiveness of the committee and makes recommendations for improvements which are incorporated into the Quality Management Plan for the next fiscal years.  The evaluation focuses on progress made toward achieving the established objectives, efficiency of the program, and areas for   improvement during the coming year.  The Quality Management Committee oversees an annual self-evaluation by each of the subcommittees, and this information is also incorporated into the Annual Quality Management Plan.  

ATTACHMENT 1 – GOALS AND OBJECTIVES FOR FY10-11
Goal 1. Create and maintain a Quality Management Program that promotes objective and systematic measurement, monitoring and evaluation of services and implements quality improvement activities based upon the findings. 

Objective 1.A. Implement a new Quality Management Committee structure with participation from all LME Departments
Target Date:
October 1, 2010 


Responsible Persons:  Area Director and LME Executive Team

Objective 1.B. Complete Annual Review of Quality Management Program 
Target Date:
September 2, 2010

Responsible Persons:  Q.M. Director/Q.M. Committee

Objective 1.C. Complete and approve Annual Quality Management Plan

Target Date:
November 4, 2010 


Responsible Persons:  Q.M. Director/Q.M. Committee

Objective 1.D. Create and approve annual performance Indicators which measure key aspects of performance for each LME department, and Providers in the network. 
Target Date:
November 4, 2010 
Responsible Persons:  Q.M. Director/LME Executive Team/Q.M. Committee

Objective 1.E.  Ensure adequate Organizational Clinical Oversight thru the hiring of a full time Clinical Director   (32 hrs. / weekly).

Target Date: October 16, 2010

Person Responsible: Area Director

Objective 1.F. Develop and implement Regulatory Compliance Program that meets URAC requirements.

Target Date: October 1, 2010

Person Responsible: Regulatory Compliance Officer

Objective 1.G. Develop and implement a business continuity plan for program operations, including information system.

Target Date; October 30, 2010

Person Responsible: Finance Officer

Objective 1.H. Complete Annual Review of QM Program FY10-11

    

Target Date: May 31, 2011 

   
         Person Responsible:  QM Director 

Objective 1.I. Develop Annual Quality Management Plan FY 11-12

        Target Date: June 30, 2011

        Person Responsible: QM Director

Goal 2. Adopt standards that ensure and improve operational and programmatic performance.

Objective 2.A. Re-structure agency’s operational system to enable system to operate as a Managed Care organization meeting URAC (Utilization Review Accreditation Commission) accreditation standards by the end of Fiscal Year 10-11.
Target Date:
 June 30, 2011 


Responsible Persons: Area Director, LME Team, URAC Project Mgr

Objective 2.B. Achieve URAC Accreditation for Call Center, Health Network, and Utilization Management by end of FY10-11
Target Date:
 June 30, 2011 


Responsible Persons: Area Director, LME Team, URAC Project Mgr

Objective 2.C. Review and update all Agency policies and procedures annually.


Target Date:
October 30, 2010


Persons Responsible:  LME Executive Team/Q.M. committee 

Goal 3. Facilitate the implementation of evidence-based practices throughout the system.

Objective 3.A.  Provide at least two trainings for LME staff and Providers on specific evidence-based practices. 
Target Date:
March 31, 2011


Persons Responsible:  Q.M. Director/Q.M. Committee

Objective 3.B. Train at least 20 additional law enforcement officers in the Crisis Intervention Team model by end of fiscal year.

Target Date: June 30, 2011
Responsible Person: Care Coordinator

Objective 3.C. Provide at least two trainings in Mental Health First Aide this fiscal year.

 Target Date: June 30, 2010

 Responsible Person: Care Coordinator

Goal 4. Enhance safety and rights of persons served in all care delivery settings

Objective 4.A. Provide at least two trainings annually for providers geared toward safety issues.


Target Date:
December 31, 2010


Persons Responsible:  Q.M. Director/Customer Services Coordinator

Objective 4.B.   Review all Critical Incidents to determine trends and patterns and report on the results of reviews at least quarterly.


Target Date:
November 30, 2010


Persons Responsible:  Customer Services Coordinator/Q.M. Committee

Objective 4.C. Review all allegations of abuse and neglect and all restrictive interventions with Human Rights Committee on quarterly basis.


Target Date:  July 19 & October 25, 2010; January 24 and April 25, 2011

Persons Responsible:  Customer Services Coordinator/Human Rights Committee

Objective 4.D. Investigate and follow up on all complaints by or on behalf of consumers within established timeframes.

Objective 4.E. Provide at least one training annually for designated Network Providers’ Clients Rights Officers.

Target Date:
March 31, 2011


Persons Responsible:  Customer Services Coordinator

Objective 4.F. Notify all consumers who file complaints of their appeal rights through written notification.    

Target Date:
June 30, 2011 


Persons Responsible:  Customer Services Coordinator

Objective 4.F. Complete at least one Quality Improvement Project focusing on safety of individuals served that pertains to Call Center Services and one pertaining to Utilization Management.  

Target Date:
June 30, 2011

Persons Responsible:  QM Director/Call Center Manager/Service Management Director 

Objective 4.G. Provide at least two Crisis De-Escalation trainings for providers in an attempt to prevent critical incidents and reduce the use of restrictive interventions.

 

Target Date:  June 30, 2011 


 Person Responsible:  Customer Services Coordinator

Goal 5. Collaborate with Consumer and Family Advisory Committee and individuals receiving services to evaluate and improve access to services, satisfaction with services, and the quality of the service delivery system.  
Objective 5.A. Include representatives of individuals served and their families on the Customer Services and Call Center Committee


Target Date:
October 30, 2010


Persons Responsible:  Call Center & Customer Services Committee Ch-Chairs

Objective 5.B. Review Quality Management Program data and reports with CFAC at least quarterly.


Target Date:   6/30/2011

Person Responsible:  LME CFAC Liaison/Q.M. Director

Objective 5.C.  Initiate telephone satisfaction surveys for individuals who contact the Call Center requesting services.  

Target Date:  November 15, 2010
            Persons Responsible:  Q.M. Director/Customer Services Coordinator

Objective 5.D. Review and revise website to improve communications, presentation of information and content of information for individuals served, providers and the community. 

Target Date:  March 31, 2011

Person Responsible:  Public Information Officer/Social Marketing Committee 
Goal 6.  Improve utilization of preventive health services for high risk or high volume conditions.
Objective 6.A. Ensure that “Timely Access to Care” Division performance indicators are achieved quarterly.

Target Dates: September 30, 2010; December 31, 2010; March 31, 2011; June 30, 2011

Responsible Person: Service Management Director

Objective 6.B. Ensure that “Services to Persons in Need” performance indicators are achieved quarterly.

Target Dates: September 30, 2010; December 31, 2010; March 31, 2011; June 30, 2011

Person Responsible: Service Management Director

Objective 6.C. Ensure that “Timely Engagement and Initiation of Services” performance indicators are achieved for each disability group quarterly.

Target Dates: September 30, 2010; December 31, 2010; March 31, 2011; June 30, 2011

Person Responsible;   Service Management Director

Objective 6.D. Coordinate efforts with existing Five County Crisis Providers to develop and implement alternative strategies to reduce wait time for individuals being seen for mental health/substance abuse issues in hospital emergency rooms such that no consumers have to remain in the waiting room more than eight hours.   

         

Target Date: November 15, 2010

Person Responsible: Service Management Dir. and Clinical Director.   

Objective 6. E. Develop system for effectively reviewing and monitoring individuals that are high cost/high users as evidenced by a reduction in high cost / high use. 

         

Target Date: November 30, 2010

Responsible Person: Service Management Director

Objective 6.F. Implement Universal Prevention programs in all five counties on substance abuse, smoking cessation, suicide prevention, parenting, anger management, and coping with everyday stress.

         

Target Date: November 1, 2010. 

        

 Responsible Person: Prevention Specialist

Objective 6.F. Ensure appropriate transition for individuals in CABHA services.

 Target Date: December 31, 2010

 Responsible Person: Service Management Dir., Provider Services Dir.

Goal 7.  Maintain appropriate ongoing credentialing process for persons and systems.
Objective 7.A. Create and implement new Provider Selection Criteria.

Target Date: October 15, 2010

Responsible Person: Provider Services Dir., Provider Network Spec.

Objective 7.B. Create a Provider Deficiencies and Sanctions Table.

Target Date: October 15, 2010

Responsible Person: Provider Services Director, Compliance Officers

Objective 7.C. Conduct annual monitoring reviews for all providers as prescribed by SB 163 commensurate with, and in response to, FEM scores, endorsement requirements, and performance issues.

Target Date: June 30, 2011

Responsible Person: Compliance Officers

Goal 8. Create and maintain and a comprehensive system for the collection, review and application of performance information. 
Objective 8.A. Implement management reports that track service and administrative expenses with a lower threshold of 95% of allocation and an upper threshold of 100% of allocation.

Target Date September 30, 2010

Person Responsible: Finance Officer

Objective 8.B. Review all Federal funded services and programs in order to make the maximum use of funds available as evidenced by earning 90% of Federal funds.

Target Date: October 31, 2010

Person Responsible: Finance Officer

Objective 8.C. Implement a new report to show encumbrances for state funded services for use in the Service Management department.

Target Date: September 30, 2010

Person Responsible:  Finance Officer

Objective 8.D. Implement electronic receipt and posting of person centered plans and crisis information in the CI file of the consumer by the Provider.

Target Date:  December 31, 2010

Person Responsible: Finance Officer, IT Manager

Objective 8.F. Ensure priority CI Reports that address URAC requirements are established and forwarded to each committee on a monthly and / or quarterly basis as appropriate.

Target Date: December 1, 2010

Person Responsible: Finance Officer. Network Administrator

Objective 8.G. Collect, report, and utilize outcome data in making funding and management decisions.


Target Date:
January 1, 2011


Person Responsible:  Quality Management Director/Area Director
Goal 9. Recognize performance leaders 
Objective 9.A. Develop a plan in collaboration with Provider Advisory Committee (PAC) about how to identify and recognize performance leaders in the area of quality management.

Target Date:
December 31, 2010


Persons Responsible:  QM Director/Provider Services Director/PAC
Goal 10. Insure service capacity that is accessible and appropriate 

Objective 10.A. Collaborate with Quality Management and ensure completion of the agency’s Annual Needs and Gaps Assessment.

Target Date: March 1, 2011

Responsible Person: Provider Services Director, Provider Network      Specialists

Objective 10.B. Create an updated Network Development Plan.

Target Date: October 31, 2010

Responsible Person: Provider Services Director, Provider Network Specialists

Objective 10.C. Develop Annual Network Development Plan.

Target Date: March 31, 2011

Responsible Person: Provider Services Director, Provider Network Specialists

Objective 10.D. Prioritize pursuit of providers for identified needs/gaps with budget constraints.

Target Date: November 30, 2010

Responsible Person: Provider Services Dir., Provider Network Spec.

Goal 11. Provide Quality Management training, technical assistance and support throughout the system
Objective 11.A. Organize a minimum of one training for providers during FY10-11 focused on collection and use of outcome data in quality improvement programs.

  
        Target Date: December 31, 2010  

 
        Responsible Person: QM Director
        Objective 4.H. Provide a minimum of one training during FY10-11 for providers focused on analysis of critical Incidents and risk reduction strategies



Target Date: December 31, 2010



Person Responsible: Customer Services Coordinator

Goal 12. Remedy all identified deficiencies through Corrective Action Plans and/or Quality Improvement Projects 

Objective 12.A Provide outline of all Quality Improvement projects for FY10-11 to QM Committee for approval 

    

Target Date: September 2, 2010  

      
Person responsible:  Q.M. Director  

Objective 12.B. Review of all Quality Improvement Projects at least quarterly by Quality Management Committee.  


Target Date:  September 2,  &  December 2, 2010,  March 3 &  June 2, 2011


Person Responsible:  Q.M. Director/Q.M. Committee

Objective 12.C. Complete at least 2 Quality Improvement Projects for each area seeking accreditation (Call Center, Health Network, Utilization Management). 


Target Date:
June 30, 2011


Person Responsible:  Q.M. Director/Q.M. Committee/QIP Team Leaders

Goal 13. Facilitate collaboration and accountability between the LME and Provider Network to enhance accessibility, quality and effectiveness of all services 

Objective 13.A. Secure members, implement the Provider Network Committee (PNC) and ensure Committee is functioning as designated.

Target Date: September 9, 2010

Responsible Person: Provider Services Director

Objective 13.B. Secure members, implement the Provider Advisory Council (PAC) and ensure Committee is functioning as designated

Target Date: October 1, 2010

Responsible Person: Provider Services Director

Objective 13.C. Secure members and implement a 2nd Level Provider Dispute and Appeal Panel.

Target Date: October 31, 2010

Responsible Person: Provider Services Director:

Goal 14.  Provide appropriate monitoring and oversight of all delegated functions.
Objective 14.A.  Establish a system for monitoring the Performance of Call Center afterhours services provided by PBH, and initiate Corrective Action Plan if indicated based on results of monitoring.



Target Date:  

Persons Responsible: Call Center Manager/Service Management Director

Objective 14.B.  Review the performance of Call Center functions performed by PBH based on established performance indicators with Call Center and Customer Services Committee monthly.



Target Date:
September 23, 2010



Persons Responsible:   Call Center Manager/Call Center Committee
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