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Quality Management Committee 
Executive Summary 

Time Period Covered July-September 2018 
1st Quarter FY 18-19 

 
The Quality Management Committee (QMC) met face-to-face three times for regular meetings during the 1st   
Quarter of this fiscal year.  New and revised Policies and Procedures were reviewed and approved.  This 
Executive Summary includes highlights of the Quality Management Program activities that systematically 
monitor the quality and effectiveness of Sandhills Center's internal systems, as well as ensuring the provision 
of high quality services delivered by the Provider Network to consumers.  The Quality Management Program's 
design helps ensure adherence to the Sandhills Center mission to develop, manage and assure that persons in 
need have access to quality mental health, intellectual/developmental disabilities and substance abuse 
services.  A full quarterly summary report is posted on SharePoint and available upon request to all.  

 
Quality of Care Concerns Report 

 
The report shows the Quality of Care (QOC) types and services received during the 1st Quarter 2018-19 
 
Analysis and Trends: Eighty-six Quality of Care referrals were submitted the 1st quarter; three were not 
accepted.  Trends for this quarter: CM/UM submitted the most QOCs followed by Care Coordination, both of 
these departments tend to have the most QOCs submitted. “Service not true to model” followed by 
“Polypharmacy” as reason for most QOCs. All clinical concerns continue to be reviewed by both an external 
review body and an internal psychiatrist, with letters mailed to Medical Directors or prescribers, with 
recommendations.  
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Complaint Appeals: There were no complaint appeals in the 1st quarter FY 18-19. 
 
Executive Summaries:  Received from the following programs: 

• Care Management/Utilization Management   
• Health Network and Network Leadership Council  
• Customer Services  

 
Reports:  The following reports were reviewed by the QM Committee and QM Program Committees, as well as 
stakeholders, Consumer and Family Advisory Committee [CFAC], Client Rights Committee, Network Leadership 
Council [NLC], LME-MCO  Executive Management Team, and the Board of Directors: 

• Quarterly Level II and III Incident Reports    
• Quarterly Complaint Reports 
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• Quarterly Quality of Care Concerns 
• Quarterly Evidence-based Practices Reports 

 
Critical Incident Reports (CIR) Quarterly Report: The CIR Committee met three times this quarter and reviewed 
80 Level II and III incidents.  Noted this quarter: 

• The majority of alleged staff abuse are from Innovations services. 
• Largest number of suicide attempts are still in the adolescent age group. 

 
Access to and Monitoring of Services: No access to services concerns were brought to QMC this quarter. 
    
Delegation Contracts:  The QMC received Delegation of Function Report for PREST and determined PREST is 
meeting contract expectations. 

 
CM/UM Appeals:  CM/UM Appeals:  During the 1st quarter, there were 22 Medicaid appeals. There was one 
IPRS appeal during this quarter. UM saw a decrease in appeals in September 2018, with only four appeals 
requested. The majority of the appeals during the 4th quarter were for Adult Mental Health services. 
 
Care Coordination Interface with CCNC:  Sandhills Center continues to interface with three Community Care of 
North Carolina (CCNC) Networks.  Sandhills Center facilitates a joint monthly call with the CCNC networks. 
Updates and initiatives are shared during the calls.  Sandhills Center identifies members that simultaneously 
receive Care Coordination and CCNC Care Management. Sandhills Center’s Care Coordination staff makes 
contact with behavioral health providers connected to the target population and encourages them to work 
collaboratively with the CCNC Care Managers regarding treatment planning. The contacts are made via written 
correspondence.  
 
In order to link physical health providers and CCNC Care Managers to providers of behavioral health, the 
aforementioned process is completed by Sandhills Center Care Coordination department staffs on a consistent 
basis. This process is designed to facilitate better integration of care for members being served by the CCNC 
care management network. 
 
SHC Integrated Care Project:  The first quarter of fiscal year 2018-19 contained many exciting happenings for 
the integrated care pilot project.  The expansion to 12 new providers occurred July 1, 2018. One agency initially 
accepted the invitation to join the project and in late September 2018 withdrew their acceptance due to 
multiple agency projects and participation in their re-accreditation process.  The Medical Director and CEO made 
the decision to remain with 11 total providers at this time and will revisit the topic of expansion later in the year.  
Comprehensive orientation trainings were provided to the new providers who also independently completed 
the Integrated Care Core Curriculum trainings within the Relias Learning Library. 
 
Providers have been active in developing their population-health focused clinical action plans for monitoring 
their chosen quality indicators.  Each provider will submit their plan drafts for review by the integrated care 
clinician to ensure they are comprehensive and on-point.  Providers have pulled their data reports for the first 
two months of the quarter and it is expected that the data for September will be available by the end of October.  
The likely deadline for submission of the first quarter report will be the very end of November 2018. 
 
SHC remains actively engaged with Relias in addressing issues and concerns with some of the quality indicators 
with regards to clarification of metrics.  Several providers have implemented a new billing code modifier to 
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demonstrate implementation of more clinically sound screening practices and promote more accurate data 
collection resulting in higher compliance percentages.  
 
During this quarter the integrated care clinician in concert with Karen Kern, the Provider Network Clinical 
Monitoring Manager/Network Operations worked in concert with the Relias Clinical Effectiveness Consultant to 
complete a proposal for a state conference spear headed by the Center for Integrative Health addressing Social 
Determinants of Health. The SHC proposal was accepted and the group will continue to develop this 
presentation for the December 5th presentation date.  
 
On September 27, 2018, the integrated care clinician and the provider network clinical monitoring manager had 
the opportunity to attend the North Carolina Institute of Health meeting with Dr. Carraway, MD.  The focus of 
this meeting was on the manner in which several MCOs-LMEs are addressing the Social Determinants of Health 
concerns.  Dr. Carraway presented SHC’s response to this issue which included input from the two SHC’s staff in 
regards to integrated care and evidence base practices initiatives. 
 
The 4th quarter integrated care report and the 2017-18 Integrated Care Year in Review power point were 
presented for review at the September QMC and approval was received for both through expedited process.  
The power point will be presented at the October 16, 2018 CFAC meeting per request by Anne Kimball.  
 
Trending of the integrated care provider’s performances has been significantly modified from prior years to 
promote more transparency between SHC and providers and enhance clinical practices and accountability.   
Some of the modifications include: requesting providers to document their compliance percentages for each 
quality indicator quarterly; to set improvement goals; to interpret variations in expected outcome percentages 
and to indicate the progress with implementation of HIE and status of an EHR.  
 
Community Relations, Communications and Training: 
 
Area of Focus: Ensure strong consumer involvement in the work of Sandhills Center 

• Intervention: # of CFAC meetings held during the quarter 
o Outcome for period: 1 (No meeting in July; September’s meeting cancelled due 

to inclement weather) 
• Intervention: # of Client Rights Committee meetings held during quarter 

o Outcome for period: 1 

Area of Focus:  Educate the community about behavioral health issues 
• Intervention: # of CIT trainings  

o Outcome for period: 3 (4th cancelled due to inclement weather); graduated 59  
• Intervention: # of Mental Health First Aid trainings  

o Outcome for period: 2; graduated 54 
• Intervention: # of community education events, excluding CIT & MHFA 

o Outcome for period: 19 events; 1289 individuals 

Area of Focus: Maintain accuracy of information available through Sandhills Center web site  
• Intervention: # of updates made to the web site 

o Outcome for period: received 71 web change submissions 
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Quarterly Internal Monitoring Reviews 
 

Identify Areas to Monitor Frequency of Monitoring Responsible 
Person Results 

Internal Workplan for 
Monitoring CM/UM       
Review CM/UM management 
reports, including IRR to 
ensure compliance with P&P 
timeframes and corrective 
actions taken when required. Quarterly 

QM Director and 
CM/UM Director  

85% consistency was found when 
reviewing IRR standards per the 
CM/UM Director Executive 
Summary. 

Review Medicaid notification 
letters to ensure medical 
necessity language is included.  Bi-annually QM Director  N/A 
Review Medicaid denial letters   Annually QM Director  N/A  

Monitor to assure approved 
cases meet medical necessity 
and trend results.  Bi-Annually 

Chief Clinical 
Officer/Medical 
Director or his 
designee N/A  

Review random sample of 
CM/UM records whose 
request for authorization was 
denied but overturned on 
appeal; to identify 
trends/patterns. Quarterly 

Chief Clinical 
Officer/Medical 
Director or his 
designee N/A 

Internal Workplan for 
Monitoring Network 
Operations       
Review request for sanctions 
and response to request for 
trends. Quarterly QM Staff 5 sanctions, 3 appeals 
Data Integrity for NC TOPPS. Quarterly QM Staff 10 errors 
Internal Workplan for 
Monitoring Health Call 
Center/Customer Services       
Review random sample of 
Emergent clients to ensure 
they are seen within 2 hrs. of 
the contact/STR. Quarterly QM staff 

93% of the calls received timely 
service. 

Review IRR reports for outliers 
and ensure corrective action 
taken when needed. Quarterly 

QM Director and 
Customer Services 
Director 

There were not any outliers to be 
reviewed by the Medical Director.  

Review and trend management 
reports including IRR fidelity to 
policies and procedures and 
corrective action taken when 
required. Quarterly  

QM Director and 
Care Coordination 
Director 

Supervision provided where 
needed. 

Review random sample of care 
coordination to ensure 
documentation is occurring as Quarterly 

QM Director and 
Care Coordination 
Director 

Supervisor to continue to review 
care coordination documentation 



7 
 

Identify Areas to Monitor Frequency of Monitoring Responsible 
Person Results 

required, including integrated 
care scripts are being used. 

review as well peer reviews 
monthly 

Review ISPs for person- 
centered language to ensure 
that goals address strengths 
and weaknesses and are done 
timely.  Quarterly 

QM Director and  
staff 

There were not any issues 
identified for QMC during the 
quarter. 

Internal Workplan for 
Monitoring for Quality 
Management       
Review Complaints database 
for errors and incomplete 
results.  Monthly QM Staff  2 errors corrected 
Review quarterly QOC report 
to determine staff are correctly 
identifying QOC concerns and 
follow up with appropriate 
section when there is an 
apparent pattern of incorrect 
referrals.  Bi-annually QM Director N/A 

Review QOCs for trends in 
services types or providers  Quarterly QM Director 

Service not true to model had the 
largest amount of QOCs in the 1st  
quarter 

Review critical incidents to 
identify trends in service type 
submitting incidents. Quarterly 

Complaints and 
Incident Reports 
Manager 

Trends continue with consumer 
behavior as the largest number of 
IRs reported.  Suicide attempts 
have MD review and are being 
tracked. Letters sent to MD’s 
involved in the case and response 
requested.   60 day follow by 
Network Monitoring may occur. 

Review Incident Reports for 
data quality (errors and 
incomplete results)  Quarterly QM Staff 12 errors, all errors corrected 
Internal Workplan for 
Monitoring Communications 
Department       

Review the Annual Training 
Plan to monitor inclusion of 
feedback from external and 
internal sources, including CLT. Biannually 

QM Director, 
Training 
Coordinator 
and/or Community 
Relations Director  N/A  
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QIP Summary 
 FY 18-19  

1st Quarter July-September 
Requirements: 

DMA – 5 QIP’s (2 Clinical, 3 non-Clinical) 
DMH – 3 QIP’s (2 Clinical, 1 non-Clinical) 
URAC – 2 QIP’s for each Program accredited by URAC (Call Center, Health Network, & UM) 

SHC has a total of 8 Active QIP’s and 4 QIP’s which are closed and being monitored for 1 year.   
 

Health Call Center 
Health Call Center:  Ensure that members have access to routine behavioral health assessments in a timely 
and appropriate manner. (DMA – Non-Clinical) (Safety) 

Goal: The percentage of providers surveyed for meeting contract standards for routine access appointments 
will increase from 40% to 60%.  Updated Measurement Results – Measures for the 1st Quarter FY 2018-2019: 

• 20 outpatient providers were contacted as a Mystery Shopper Call.   
• 11 out of 20 (55%) providers met the access standard for a Routine Appointment.  This is above our 

baseline by 15%, and below our Measurable Goal of 60% by 5%. 

 
• Barriers  

o Provider information in the database (Alpha) may be inaccurate or not a facility offering 
outpatient services. 

o Solo practitioners may have less resources for staff to answer phones and rely on voice mail 
when in session with consumers—keeping them from answering the phone on the initial call. 

• Action 
o Providers will be reminded at Provider forums to check their information in the Sandhills Center 

database for accuracy and correct service (outpatient) availability.   
• Interventions  

o Providers who failed to meet the access standard received a letter from Network informing 
them of their failure to meet the access standards. Providers who called received technical 
assistance in improving their availability.   
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• Next  
o Continue to monitor and working with Network staff. 
o Develop a weight system for the providers.  
o Develop a scoring system for the outcome of the calls. 

• Trend 
• Compared to last quarter a 10% improvement has been identified.  We are headed in the right 

direction. 
 
Health Call Center:  Increase number and percentage of members with routine appointments who keep 
their appointment within 14 calendar days of contacting with the Call Center.  (DMH – Non-Clinical) 
 
Goal: The percentage of members keeping their routine appointments will increase by 30% to 66%.  Note: The 
state standard for routine access is 75%. The 66% goal is set as an interim goal. Once that goal is met and 
reviewed, the goal may be raised to 75%. 

 
Updated Measurement Results - Measures for the 1st Quarter FY 2018-2019 are as follows: 

• 11 out of 32 Routine Appointments made were kept (32%) 
• We did not meet our Measurable Goal.  It was 34% below our measurable Goal and 19% below our 

baseline.   

 
• Barriers 

o Appointments made for consumers released from prison by prison staff, not attending the 
scheduled appointment. 

o SHC made 34 appointments in the last quarter: 28 were for consumers recently released from 
prison; the appointments were made by the assigned social worker at the prison and 6 
appointments made were from consumers. 
 100% of the consumers (6) that called for an appointment kept their appointment within 14 

days. 
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 18% of the consumers (5) recently released from prison kept their appointment within 14 
days 

• Interventions 
o Continue to monitor the difference between appointments made for consumers released from 

prison by prison staff and all other appointments made for consumers 
• Trend 

o The past 3 quarters have not shown any increase or decrease. 
 

Health Call Center 
(Closed and monitoring) 

Continue Monitoring until 11/2018 
 

Health Call Center:  Improving access to behavioral health information and services for Hispanic members by 
improving content available to members of this population seeking such services. (DMA - Clinical)  
 
Goal: To increase the number and percentage of Hispanic/Latino Medicaid enrollees receiving services by 5% (goal of 
3.25%).  Paid Claims data for a period of 18 months (1/2014 – 6/2015) was analyzed.  The average for this period was 
3.10% baseline. 

• Updated Measurement Results – Measures for the 1st Quarter (Jul – Sep) FY 2018-2019:  
o Paid Claims – 5,522 out of 147,951 Claims were for Hispanics (3.7%).  This exceeded the 

Baseline of 3.10% by 0.6% and the Measurable Goal of 3.25% by 0.45%.  
• Progress Made/Barriers  

o  Continues to meet/exceed the measurable goal. 

• Interventions  
o None needed as goal has continue to be met/exceeded. 

• Next Steps 
o Continue Monitoring until 11/2018. 
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Health Network 
 
Health Network:  Shaping the Network to improve and increase provider choice and ensure members access 
to quality services. Decrease the number of Medicaid Providers who are not billing/providing services by 
15% to 57 per Quarter. (DMA - Non-Clinical) 
 
Goal: Decrease the number of Medicaid Providers who are not billing/providing contracted services by 15% to 57 
per Quarter. 

• Updated Measurement Results - Measures for the 1st quarter FY 17-18 July-Sept are as follows : 
o The average number of Medicaid Contracted Providers who did not bill during this quarter is 56. This measure 

is below the measurable goal by 1.  This is the first quarter the Medicaid Providers who are not 
billing/providing services was below the Measurable Goal of 57. 

• Barriers 
o Incorrect contact information (phone, email, address) for providers in Alpha 

 
• Actions Taken 

o Continue contacting the providers who have not billed a service to determine their plans for offering the 
service in the next quarter or offer an opportunity to remove that service if they intend not to provide it in 
the future.   

o Continue monitoring progress in meeting goals 
• Interventions 

o Network staff will continue to follow the process in place. 
o Information provided at provider forum on how to make updates to providers’ contact information 
o Reminded providers of the importance of updating Sandhills Center of a change in contact information 

• Next Steps 
o Continue to monitor and look at ways to achieve goal 

• Trend 
o The last two quarters have been below our baseline and are trending in the right direction. 
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Health Network:  Increase the Evidenced Based Best Practices employed by our provider network, and increase 
the documentation supporting the use of those practices. (DMA - Clinical) 
 
Goal: Goal is to increase number of PTSD and Bipolar Disorder providers documenting coordination of care 
efforts by 10%.  Upon completion of this QIP, Network Monitors will be able to mark “Yes” next to the 
corresponding identified questions during EBP reviews for at least 75% of PTSD treatment providers, and 86% of 
Bipolar Disorder treatment providers. 

 
• Updated Measurement Results - For Reporting Period 1st Quarter FY 18-19 July-Sept 

o 57% of providers treating Bipolar Disorder who answered “Yes” to question #12a1 “Is there evidence of 
Coordination of Care with other services/providers?”  Received 4 Yes responses to the question. 7 
Bipolar tools completed. This quarter we were below our baseline by 17% and below our Measurable 
Goal by 25% 

 

o PTSD – 82% of providers treating PTSD who answered “Yes” to question #13a1 “Is there evidence of 
Coordination of Care with prescribing physician?” Received 14 Yes responses to the question.  17 PTSD 
tools completed. This quarter we were above our baseline by 14% and our Measurable Goal by 7%. 
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• Progress Made/Barriers  
o The actual number of reviews for both disorders increased; however, two large providers reviewed did not 

complete appropriate levels of coordination of care.  This was addressed through technical assistance, as 
well as within their plan of correction based on the state monitoring mandates.   

• Interventions 
o Due to delays in the database development process, monitors remain unable to input tools directly into 

the database, as there is not yet a way to print them out.  Monitors continue to complete the tools by 
hand, and the Network Monitoring Specialist inputs all tools into the database.  This issue is expected to 
be corrected within the upcoming quarter. 

• Next Steps 
o Continue to monitor 
o The tools used for tracking are making the gathering of data difficult.  
o Health Network is working with IT to design an electronic tool to ensure more efficient data gathering. 

• Trend 
Bipolar and PTSD were both showing an upward trend for the 2nd quarter with a slight downward trend in the 3rd quarter. 
The 4th quarter both fell below both the baseline and Measurable Goal. During the 1st quarter FY 18-19 Bipolar continue, 
to trend downward, while PTSD increases substantially.  
 
 
Health Network - Increase and maintain a minimum number of ten (10) participants in the Project SEARCH program so it 
can be self-sustaining.   (DMH - Clinical) 
 
Goal: To maintain a minimum of ten (10) participants at each work site throughout the program 

• Updated Measurement Results for the FY 18-19 1st Quarter (July-Sept 2018) are as follows: 

o High Point Regional Hospital: 

 High Point Regional Hospital had 11 students complete the Project Search program.  This is 
above both the baseline by 2 and the Measurable Goal by 1. 
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o Moses Cone Hospital: 

 Moses Cone Hospital had 10 students complete the Project Search program.  Note that 1 student 
left the program during the academic year.  This is above the baseline by 2 and met the 
Measurable Goal of 10. 

 Ten students were selected as Project Search interns at Moses Cone Hospital for the upcoming 
academic year 2018/19. 

 
Progress Made/Barriers 

• Barriers 

o Several students were not prepared for the interview and came without communication devices.  

 We will work with school system to ensure students have and come to interview with appropriate 
adaptive devices. 

 The interview evaluation process will be reviewed with the goal of simplifying the process and 
developing standardized evaluation criteria.   

 An informational worksheet will be developed that explains the criteria for students to be eligible 
for Vocational Rehabilitation funding as well as on-going funding for Long Term Vocational 
Supports. This worksheet will be reviewed during the first Project Search team meeting in August, 
with the goal of distributing this information through Guilford County School Transitions 
Coordinators to the classroom teachers.  

 Marketing flyers will be updated, and the Project Search marketing process will begin earlier in 
the school year to allow teachers, students and their parents to learn about the program. 

 Additional students cannot be enrolled after the school year begins. 

• Progress 

o High Point Regional Hospital had 11 students at the beginning of the 18-19 school year.  
o Moses Cone Hospital had 10 students at the beginning of the 18-19 school year.  
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o Graduation ceremonies were held in June 2018 to celebrate the students completing their Project Search 
internships at each worksite. High Point Regional Hospital had 2 students obtained employment in the 
community. 

o Moses Cone had Seven (7) students graduated from the program and 4 students obtained employment. 
• Interventions 

o Twenty-six (26) students were interviewed on April 23, 2018.  The panel consisted of Guilford County 
School staff, Sandhill Center Network Operations and Care Coordination staff, Vocational Rehabilitation 
staff and representatives from The Arc of Greensboro and UNC TEACCH. 

o Notifications letters were mailed by May 11, 2018. 

o PROJECT Search program begins on August 27, 2018. 

• Next Steps 
o A review of the goals and outlook of the Project Search outcomes determined a revision in the data 

collection to change from a number of students to a percentage. The goal will be reviewed again to 
determine the measurable goal. 

• Trend 
o The 4th Qtr. FY 17-18 reporting data and we have not noted any changes 
o The 1st Qtr. FY 18-19 noted an increase in the number of student enrolled was above or at the 

measureable goal. 
Health Network 

(Closed and Monitoring) 
Continue to monitor until Dec 2018 

Health Network:  Enhance Network Provider Directory. Improve the accuracy of provider information in the Network 
Provider Directory.  (DMH - Non-Clinical) 

 
Note: Monthly measures are reported to Network Committee and the last month of the quarter is used for Quarterly 
reporting.  The chart is only showing the last 6 months of data for viewing ease. 

• Updated Measurement Results 

• Missing Zip +4 Measures for September are as follows:   
o Missing Zip +4 = 1% (29 out of 2891) of Provider address had a missing Zip +4.  99% were correct which 

was above our Baseline by 4% and our Sandhills Center Measurable Goal by 2% 
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• Missing Phone Number Measures for June are as follows:   

o Missing Phone Numbers = 0.8% (25 out of 2891) of Provider phone numbers were missing. 99.2% were 
correct which was above our Baseline by 33.2% and our Sandhills Center Measurable Goal by 2.2%.  
(Note – based on rounding the graph will show 100% instead of 99.2%) 

 

 

• Progress Made/Barriers 
o Continues to meet/exceed the measurable goal 

• Interventions 
o Credentialing Specialist continues to utilize reports to correct missing or incorrect data in Alpha. 

• Next Steps 
o Continue to monitor until Dec 2018. 
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Health Utilization Management 

 
Health Utilization Management:  Maximize the benefit of Child Mental Health Level III. (DMA - Clinical) 
 
Goal: While the overall number of youth receiving Level III and receiving outpatient services will change from 
quarter to quarter, the overall goal is to reduce the number of children in Level III receiving unmanaged 
outpatient treatment to no more than 15%.  Each quarter, the report developed will show the number of children 
receiving Level III residential services and who also received Outpatient therapy.  The youth receiving 
unmanaged Outpatient Therapy while receiving Level III services divided by the number of youth receiving Level 
III services, should be no more than 15%. 
 

• Updated Measurement Results: Oct-Dec 2017 

o 100% or 4 out of 4 children incorrectly received outpatient treatment as follows: 

 3 received outpatient therapy via unmanaged sessions 

 1 (75%) was authorized and EPSDT was selected 

o This did not meet the goal to decrease the number of providers billing unmanaged outpatient treatment 
for children in Level III to 15% or less (n=0.6 15% of 4). 

o It is important to note that the number of children receiving outpatient services separate from Level III 
continues to decrease from the previous periods.   

• Progress Made/Barriers 
o Last quarter continued to show improvement that EPSDT was selected for all of the children authorized 

for individual therapy while in Level III. It also continues to reflect a decrease in the number of outpatient 
sessions billed via the unmanaged sessions. The overall number of children receiving outpatient therapy 
outside of the Level III continues to decline. Progress continues to be made with children receiving 
individual therapy while in Child Mental Health Level III residential services.   

o This quarter continues to reflect an issue with the edit for this report flagging the unmanaged sessions. 
We continue to see a decline in the number of children receiving therapy outside of the Level III facility. 
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UM staff continue to show improvement with approving outpatient therapy requests under EPSDT when 
the child is in a Level III facility. UM will work with the IT staff to determine how to correct the edit 
regarding the unmanaged sessions. 

• Interventions 
o UM will continue to provide education to outpatient providers regarding individual therapy provided within 

Level LLL Child Mental Health residential services. 
o UM staff will work with IT and Mediware to determine why the edit is not capturing all of the unmanaged 

sessions. 
• Next Steps 

o Continue to monitor. 
o UM staff will work with IT and Mediware to determine why the edit is not capturing all of the unmanaged 

sessions. 
• Trend 

o The last 2 quarters have shown a steady rise. 
 
 
Health Utilization Management:  Assure consistent connection to community services following Facility Based Crisis 
Services. (DMH - Clinical) (Safety) 
 
Goal: Overall, at least 70% of members served will receive a step down service within 30 days of discharge. The 
goal of 70% successfully connected to a community provider within 30 days of discharge will be compared to the 
baseline of 59%. 
 
Increase consistency between providers connecting members to community services with no provider connecting less 
than 35% of members to a step down service within 30 days of discharge. The goal of not less than 35% of members 
within the 30 days will be compared to the baseline of 20%. 
 
Updated Measurement Results – 1st quarter FY 18-19 Overall number of members using Facility Based Crisis Services 
during this period was 114.  Out of 114, 49 or 43% successfully connected to a community provider within 30 days of 
discharge.  This is 27 below the goal of 70%. 
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The lowest performing provider had a total of 50 of which 13 or 26% were successfully connected.  This is 9 below the 
goal of 35%.  

• Progress Made/Barriers 
o Transportation and residential service availability continue to impact the discharge planning efforts. SHC 

is hopeful that the expansion of the Hospital Transition Team will assist in improving our goal of 
connection to community services upon discharge from facility based crisis. 

• Interventions 
o We continue to not meet the goal of connecting members to community based services upon discharge 

from Facility Based Crisis Services. We will review our goal measurements during this next quarter to 
determine if modifications need to be made to more realistically capture our efforts. We will also monitor 
the expansion of the Hospital Transition Team to determine if those efforts improve our member 
connections to other services. 

o SHC lowest performing provider has initiated a new follow up process for discharges. The provider will 
include one of SHC outpatient/crisis providers in the discharge planning process. Members returning to 
the SHC catchment will be connected with the outpatient/crisis provider for follow up prior to discharge. 
For members choosing to remain outside of our catchment area, the lowest performing provider will 
connect members to their outpatient clinic and halfway houses. They will ensure that members are seen 
within 7 days. 

• Next Steps 
o Continue to monitor 

• Trend 
o For both the overall and lowest measurements, this quarter has shown a decrease compared to previous 

quarters. 
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Health Utilization Management TCLI Care Coordination:  Decrease the number of days from when a housing slot is 
issued to the actual transition date. (DMA - Non-Clinical) 
 
Goal: The goal is for identified TCL members to transition to the community within 75 days of the housing slot 
issue day, with 90 days being the maximum. 

• Updated Measurement Results - Measures for the 3rd  Quarter (July-Sept 2018) are as follows: 

o Total days for the Quarter – 86 Days 

o Total Average for the Quarter – 29 Days 

o We met our Measurable Goal this Quarter.  It was below our baseline of 88 Days by 59 days and our goal 
of 75 Days by 46 Days.  This quarter we did not exceed the maximum number of days of 90 days  

 
 
 

• Progress Made/Barriers 
o Transition Coordinators had high caseloads of post transition follow along cases. 

o A lot of time and effort were spent on members who were in the post transition follow along process. 

o Additional staff were needed to assist with post transition follow along cases and to assist in meeting the 
yearly requirements. 

• Interventions 
o Post transition follow along cases assigned to the Transition Coordinators have been reduced. 

o In Reach Specialists are now assigned post transition follow along cases so that more time can be 
dedicated to transitioning members. 

o Transition Housing Specialists are now required to transition a member each month. 

• Next Steps 
o Continue to monitor. 

• Trend 

o This is the second quarter reporting data and we are already showing a downward trend falling within the 
maximum goal set. 
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(Closed and Monitoring) 
Continue to monitor until Nov 2018 

 
Health Utilization Management:  Increase the number of members authorized for Psychosocial Rehabilitation Services 
with correct diagnosis or sufficient clinical information. (DMA - Clinical) 
Goal: Increase the percentage of members authorized appropriately for Psychosocial Rehabilitation Services based on 
diagnosis and clinical information submitted by the provider to 85%. 

• Updated Measurement Results – 4th Quarter (April-June 2018) 
o For this period, 76 authorizations were approved from 4/1/18 to 6/30/18. The data indicates that of the 

176 approved PSR authorizations reviewed that 168 or 95% were approved appropriately. This quarter 
our measurements continue to be above our baseline measurement and exceed our goal.  

 

• Progress Made/Barriers 
o Continue to show progress, no barriers identified 

• Interventions 
o No interventions identified as progress is being made 

• Next Steps 
o Continue to monitor until 11/2018 

 
Health Utilization Management TCLI Care Coordination 

(Closed and Monitoring) 
Continue to monitor until March 2019 

 
 
Health Utilization Management TCLI Care Coordination:  Increase timely completion and submission of Quality of Life 
Surveys. (DMA - Non-Clinical) 

• Updated Measurement Results - Measures for the 3rd Quarter (Jul – Sep 2018) are as follows 30 Quality of Live 
Surveys were received during this quarter 

o 29 Quality of Live Surveys were received during this quarter 

o 29 (100%) were completed timely and correctly 
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o 0 (0%) was not completed in a timely manner or correctly 

 
 
 
 

• Progress Made/Barriers 
o N/A 

• Interventions 
o N/A 

• Next Steps 
o Continue to monitor until 3/2019. 

**************************************** 
Utilization Management Committee 
1st Quarter Executive Summary 2018-19 
 
Committee Chair: Sarah Glanville, LCSW           Date of Summary: 10/12/18    
Meeting Date: November 20, 2018     
Date of Summary to QM Committee: 10/12/18    

Committee progress towards purpose and objectives 
• Continue to maintain well over 85% consistency standards for IRR. Clinical vignettes are completed 

quarterly to monitor reviewer consistency.  
• UM participated in webinar with DHB staff regarding the Family Peer Support Specialist service 

definition currently under development.  
• UM participated in the annual EQRO audit in August. 
• UM participated in the Internal Review process for those Innovations consumers referred, making 

recommendations as appropriate. 
• UM reviewed several policies and procedures and has recommended changes as appropriate. 
• UM instituted additional processes to further promote uniformity and consistency across reviewers to 

ensure consistent access to services by Sandhills members.  
• UM exceeded its goals on the PSR QIP with a plan to monitor data for one year.  
• UM completed the annual PREST Delegation Review. PREST continues to meet performance 

expectations. 
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Significant Reports and Data Reviewed  
Certification/Tracking Reports 
 

• Unable to Process  
• PSR Utilization  
• PRTF Utilization  
• Facility Based Crisis Step Down  
• Summary Count of Requests by Status  
• IPRS and Medicaid Request Completion Timelines  
• PREST Delegation Monitoring  
• Inter Rater Reliability  
• Peer Review tracking  
• Summary Count of requests by Care Manager 
• DHB/DMH Monthly Data 

Committee Highlights 

Adherence with contract requirements.  
• UM Department maintained a 100% standard for reviewing routine and expedited requests within 

contract timeframes.  
• CM/UM Appeals:  During the 1st quarter, there were 22 Medicaid appeals. There was one IPRS appeal 

during this quarter. UM saw a decrease in appeals in September 2018 with only four appeals 
requested. The majority of the appeals during the 4th quarter were for Adult Mental Health services. 

 
PREST IRR Completion 
IRR conducted in July 2018. Results were 87% consistency with PREST physicians. Sandhills Center Medical 
Director/Chief Clinical Officer has followed up with PREST regarding the results.  
 
Quality Improvement Projects 
The QIP related to Maximizing Benefit of Level III services for the quarter 10/1/17 to 12/31/17 indicates For 
this period 75%, or 3 out of 4 children, incorrectly received outpatient treatment as follows: 

• 3 received outpatient therapy via unmanaged sessions 
For this period 25%, or 1 out of 4 children, correctly received outpatient treatment as follows: 

• 1 was authorized with EPSDT criteria reviewed and selected by the UM reviewer 
 
This did not meet the goal to decrease the number of providers billing unmanaged outpatient treatment for 
children in Level III to 15% or less (n=0.6 15% of 4). This quarter continues to reflect malfunction with an edit 
in Alpha that should prevent providers from billing outpatient services while a child is in a Level III residential 
placement unless EPSDT criteria has been reviewed by a Sandhills Center UM reviewer. UM has 
communicated with Sandhills Center IT and will work with the Alpha vendor regarding edits that should be 
included in the Alpha build that would prevent dual billing of residential Level III services and outpatient 
therapy without meeting EPSDT authorization criteria. 
 
It is important to note that the number receiving outpatient services separate from Level III continues to 
decrease from the previous periods. 
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The QIP Assure consistent connection to community services following Facility Based Crisis Services for the 
period of 7/1/18 through 9/30/18: 

For the time period of July through September 2018, the overall number of members using Facility Based 
Crisis Services during this period was 114.  Out of 114 members, 49, or 43%, successfully connected to a 
community provider within 30 days of discharge.  This is 27 percentage points below the goal of 70%. 
 

Lowest – For the same time period, the lowest performing provider had a total of 50 members receive FBC, 
13, or 26%, of which were successfully connected.  This is 9 percentage points below the goal of 35%.  

Sandhills Center’s lowest performing provider has initiated a new follow-up process for discharges. The 
provider will include one of Sandhills Center’s outpatient/crisis providers in the discharge planning process. 
Members returning to the Sandhills Center catchment area will be connected with the outpatient/crisis 
provider for follow up prior to discharge. For members choosing to remain outside of our catchment area, the 
lowest performing provider will connect members to their outpatient clinic and halfway houses. They will 
ensure that members are seen within seven days. 

Policy and Procedures 
UM reviewed the following policies and procedures as a result of the EQRO audit initial findings: 
HUM 33 – Non-Certification Appeals Process 
HUM 34 – Appeals Process 
HUM 38 – Expedited Appeal Process Timeframe 
HUM 39 – Standard Appeals Process Timeframe 
 
Updates are currently under review. 
 
Staff Training 
CM/UM staff participated in EPSDT and Due Process training to maximize understanding of the rights available 
to Sandhills members. Staff also participated in trainings on dual diagnosis in the I/DD population, managing 
difficult behaviors in children and adults, Medicaid Assisted Treatment for substance abuse, the Supports 
Intensity Scale for use with the I/DD population, and evidenced-based practices in the treatment of substance 
use.  

Other Notable Accomplishments 

Staffing of the CM/UM Department 
UM Department hired a UM Director who began September 4, 2018.  The department is currently fully 
staffed. 
 
Provider Communication/Training 
UM staff provided technical assistance to providers in need of accommodations caused by Hurricane Florence 
– this included members who were relocated from inpatient hospitals and residential services.  

Identified Areas of Need and Possible Solutions 

Reports to project utilization of services 
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• UM continues to review DHB quarterly reports to determine options for projecting utilization. 
 
Alpha letters 

• UM initiated efforts for continuous quality improvement in the pre-populated information provided on 
denial and reduction letters. 

Prepared by: Sarah Glanville, LCSW, UM Director  
                          CM/UM Committee Chair   
 
Approved by: _______________________________________________________________                    

QM Committee Chair/Regulatory Compliance Officer  
 
**************************************************************** 
Customer Service Committee 1st Quarter Executive Summary 2018-19 
Date of Summary to QM Committee: 10/23/18.   
First Quarter 2018-2019 (July - Sept 2018) 
Quarterly Customer Service Committee Meeting Date: 10/19/18 

Committee progress towards purpose and objectives 
 
Member Handbook: No Revisions. QM and DMA has approved previous revisions.  
 
Scripts:  
Customer Services Return Call Script 
Customer Services Recorded Telephone Script 
Both scripts were reviewed during the quarter by email. Approved. 
 
Alpha Provider Handout: Still pending approval.  Links inside the document are not working properly.  Once 
Alpha has rectified the link issue the document will be resent to Customer Service Committee for approval. 
 
Orientation Form: Reviewed approved revised CS Orientation form to include revisions as follows: 

• Under CS Rep. Specific; Use of Provider data base, Community resources guides and information. 
• ME&E specific; Taking complaint calls and form templates. 
• Use of provider Data base, community resources guides, and information. 
• Clinical Triage; Taking complaint calls and form template. 
• Use of database. 
• Alpha and Electronic scheduler; Use of Provider data base. 
• All sections; Use of database, Community resources and complaint calls and form template.   

 
Procedures: 
Approved Customer Service Department Functions Form.  
 
• Re: QIP projects  
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Access to Routine Behavioral Health Assessments: Improving access to behavioral health information and 
services for Hispanic members by improving content available to members of this population seeking such 
services. (DMA - Clinical). Closed/still meeting.  
 
Ensure that members have access to routine behavioral health assessments in a timely and appropriate 
manner.  
 
(DMA – Non-Clinical)  
 
Goal: The percentage of providers surveyed for meeting contract standards for routine access appointments 
will increase from 40% to 60%. 
Updated Measurement Results - Measures for the 1st Quarter (July-Sept) FY 2018-2019: 
20 outpatient providers were contacted as a Mystery Shopper Call.  11 out of 20 (55%) providers met the 
access standard for a Routine Appointment.  This is above our baseline by 15%, and below our Measurable 
Goal of 60% by 5%.Progress 
Made/Barriers:  
Barrier: Provider information in the database (Alpha) may be inaccurate or not a facility offering outpatient 
services. 
Barrier: Solo PR actioners may have less resources for staff to answer phones and rely on voice mail when in 
session with consumers—keeping them from answering the phone on the initial call. Action: Providers will be 
reminded at Provider forums to check their information in the Sandhills Center database for accuracy and 
correct service (outpatient) availability.   
Interventions 
Providers who failed to meet the access standard received a letter from Network informing them of their 
failure to meet the access standards. Providers who called received technical assistance in improving their 
availability.  Next  
Continue to monitor and working with Network staff 
Develop a weight system for the providers  
Develop a scoring system for the outcome of the calls 
Trend 
Compared to last quarter a 20% improvement has been identified.  We are headed in the right direction. 
 
Customer Services:  Increase number and percentage of members with routine appointments who keep 
their appointment within 14 calendar days of contacting with the Call Center. (DMH – Non-Clinical) 
 
Updated Measurement Results - Measures for the 1st Quarter (July-Aug) are as follows: 
11 out of 32 Routine Appointments made were kept (32%) 
We did not meet our Measurable Goal.  It was 32% below our measurable Goal and 19% below our baseline. 
Progress Made/Barriers 
Barrier: Alpha electronic system malfunctioned and staff were unable to access the scheduler for three weeks. 
As a result, members were given information on clinics that accept walk-ins for assessment. This lowered our 
number of members we could track re: keeping their appointment.  
SHC made 34 appointments in the last quarter: 28 were for consumers recently released from prison, the 
appointments were made by the assigned social worker at the prison and 6 were call in from consumers.100% 
of the consumers (6) that called for an appointment kept their appointment within 14 days. 
18% of the consumers (5) recently released from prison kept their appointment within 14 days. 
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Intervention: New build for Alpha has addressed issues of access and staff now can make appointments per 
procedure. 
The number of calls requesting services decreased from the previous quarters.  This decrease is believed to be 
due to technical difficulties experienced after an update to our electronic database, Alpha, which also houses 
the scheduler used for scheduling appointments to community providers was not available for making 
appointments.  Alpha was updated in mid-April and the significant technical difficulties persisted for 
approximately 3 weeks.  During this time, callers were given information to contracted walk-in clinics and 
other community providers. 
Next Steps 
Continue to monitor.  
Trend 
 
The 1st quarter of FY 18/19 had a slight decrease in number of routine appointments kept within 14 days.  
 
Gene presented the following information to the committee: 
 
LME-MCO Report: Access, Triage, Referral for Emergent, Urgent and Routine care.   
Number of Calls Requesting Services: 
14 Medicaid 
50 Non-Medicaid 
64 Total 
Routine Care Needed: 
5 Medicaid 
29 Non-Medicaid 
32% received their services in a timely manner (standard 75%-not met) 
Urgent Care Needed: 
5 Medicaid 
11 Non-Medicaid 
69% of calls received timely services (standard 82%-standard not met) 
 
 
Emergent Care Needed: 
4 Medicaid 
10 Non-Medicaid 
93% of calls received timely services (standard 97%-standard not met) 
 
Emergent Calls:  The 1 Emergent Call that did not receive timely services was a call that was referred to 
Mobile Crisis.  The consumer cancelled the service and reported that he was going to go to his local ED.  
However, after his support system arrived, the consumer de-escalated. 
Urgent Calls:  For the 4 Urgent Calls that did not receive timely services, one was due to needing at least 3 
days prior notice to schedule Medicaid transportation.  The consumer attended the appointment; however, 
the date scheduled was out of compliance to accommodate transportation needed.  One consumer was 
referred to Mobile Crisis; however, the consumer cancelled the service.  The remaining 2 consumers were no 
shows to the appointment.  The Call Center will increase follow-up attempts to positively impact the likelihood 
of consumers accessing services within 2 days of the initial call. 
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Routine: The numerous Routine calls that did not receive timely services were all scheduled for consumers 
discharged from prison. All non-prison discharge appointments attended the scheduled appointments 
(6/6=100%).  
 
HCC – Emergent Call Case Review: There were no outliers to be reviewed by Dr. Carraway. 
 
Call Center Inter-Rater Reliability Quarterly Report 
Date of Report: 10/05/18 
Period covered: 07/01/18-09/30/18 
Results: 
• Number of STRs Reviewed: 26 
• Inter-Rater Reliability: 85%  
• 22 of the 26 STRs passed with a rating of 85% or better in inter-rater reliability 
• Average of IRR agreement: 92% 
• Summary of Review Finding: 
Errors/disagreements amongst raters existed in determining urgent/emergent 
Of the 4 STRs that did not meet 85% or better in agreement: 
• 3 STRs were split between Urgent/Emergent 
One—69% Emergent/31% Urgent 
Two—69% Urgent/31% Emergent 
One—77% Urgent/23% Emergent 
1 STR was split between Routine/Urgent 
One—54% Routine/46% Urgent 
 
Clinicians agreed in the severity of need level at 100% for 13 of the 26 STRs (50%) 
 
• Follow-Up Plan 
Continue review process of inter-rater agreement issues with the Medical Director 
Education regarding the determination of the need for hospitalization to assist the clinicians in making a 
distinction between Emergent and Urgent STRs. 
Continue to record calls and have clinicians listen to their own calls 
Call Center Supervisor will review STRs & consult with clinicians individually to address errors or issues. 
Call Center Supervisor will monitor the occurrence of disagreement to determine trends/patterns 
Call Center Supervisor will address issues during individual monthly supervision. 
Quarterly staff meeting to discuss STRs/case reviews 
Call Center Clinicians will continue completing quarterly STR Inter-Rater Reliability reviews. 
 
Health Call Center: July – Sept 2018 Cardinal Innovations Call Rollover Report 
 
Month:                                                    July                 Aug                 Sept 
Volume:                                                    8                    11                    34                          
Time to answer (seconds):                     .05                   .06                    .06                              
Abandoned calls:                                  15.4 %*           4.0 %*                8.1 %*                      
Calls answered within 30 seconds:       100 %*            100 %*             91.9 %*               
 
Comments:   
Corrective Action plan submitted by Cardinal Innovations for these items. 
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Continue to monitor monthly reports for adherence to access standards.  
 
Sandhills Center Health Call Center Quarterly Report (July thru Sept 2018). 
Total calls = 7356 
Average Speed of answer = 6 seconds 
Total % answered within 30 seconds = 100 % 
Total # and % of Abandoned calls = 294 @ 3.06 % 
Total # and % of Blocked calls = 136 @ 1.41 % 
Average time to handle = 2 minutes 18 seconds 
Month of July 2018 
Total calls =2447 
Average Time to answer = 5 seconds 
Total call answered within 30 seconds = 100% 
Average call handle time = 2 minutes 17 seconds 
Abandoned calls =110 @ 3.41 % 
Total De-queued calls = 49 @ 1.52 %  
Month of Aug 2018 
Total calls = 2553 
Average Time to answer = 6 seconds 
Total call answered within 30 seconds = 100% 
Average call handle time = 2 minutes 19 seconds 
Abandoned calls = 86 @ 2.49 % 
Total De-queued calls = 46 @ 1.33 %  
Month of Sept 2018 
Total calls = 2245 
Average Time to answer = 6 seconds 
Total call answered within 30 seconds = 100% 
Average call handle time = 2 minutes 19 seconds 
Abandoned calls = 98 @ 3.33 % 
Total De-queued calls = 41 @ 1.39 % 
  
Call Logs: Reviewed Health Education 1st quarter fiscal year 18/19.  
Results as follows: 1983 calls received, 8 open calls, 1975 closed calls, Sum Call Minutes 32201.38, Avg. 
Minuets per call 16.41. 
 
Interpreter Tracking Report: 
July 2018:  11 interpreter calls 
Aug 2018:  14 interpreter calls 
Sept2018:  9 interpreter calls 
Mary Quality Management Director: 
Reported on QOC data as follows: 
FY 18-19 1st Quarter July-September 86 Total QOC 
83 accepted 
3 not accepted 
Referral Source 
2 Other 
5 Network Monitoring 
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16 Customer Services 
27 Care Coordination 
36 CM/UM 
Type 
1 Diagnosis Concerns 
1 Duplication of services 
1 Staff not qualified 
2 May result from incident or complaint 
4 Overutilization 
6 Other 
10 Documentation Concerns 
10 Suicide Attempt 
24 Polypharmacy 
27 Service not provided true to model 
 
Service 
4 ACTT 
4 Medication Management 
5 SAIOP 
5 TCLI  TS 
8 Intensive In-Home 
9 Outpatient 
10 Innovations 
10 PRTF 
13 Residential 
 
Elizabeth Hammond Stebbins: Incident Reports Manager and Complaints  
Sandhills Center LME-MCO 
 
Quarterly Incident Report 1st Quarter FY 18-19 
549 total 
465 Level II  
84 Level III  
 
Suicide Attempt/Suicide 
15 Consumer Behavior-Suicide Attempt  
3 Consumer Death-Suicide, (all male ages 25, 33, 46) 
 
A/N/E Incident Reports (staff) 
27 IDD consumers 
10 ICF 
18 Mental Health 
1 PRTF 
 
Quarterly Complaint Report 1st Quarter FY 18-19 
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Complaints have decreased from the 4th quarter at 74 to 59 complaints in the 1st quarter of FY 18-19.  The 
largest numbers of complaints are against providers. The number of complaints against Sandhills Center 
decreased this quarter.  
• 13 SHC 
• 42 Provider 
• 4 Non Contracted Provider 
The largest number of complaint types was Quality of services for providers with 14 complaints. The A/N/E 
complaints decreased this quarter from 12 in the 4th quarter to 9 this quarter. 
2- Auth/Pay/Bill-LME-MCO Only and Access to Services (SHC) and Administrative (Provider) 
4- LME/MCO Functions and Auth/Pay/Bill (Provider) and Quality of Services (SHC) 
1- Other (SHC)  
3- Other (Provider) 
8- Access to Services (Provider) 
9 -Abuse, Neglect, Exploitation (Provider) 
14 -Quality of Services (Provider) 
Consumer complaints had the largest number of complaints on the behalf of consumers followed by guardians 
making complaints. The total of complaints on the behalf of consumers was 44. 
• 1 Family Members 
• 1 Other 
• 2 Consumer Avoc/Rep. 
• 2 Provider 
• 3 DSS 
• 3 Parent 
• 5 Anonymous 
• 12 Guardian 
• 15 Consumer 
• 5 Anonymous 
• 12 Guardian 
• 15 Consumer 
The majority of complaints were made by males; last quarter males also made the most complaints. The 
majority of complaints continue to be on behalf of adult consumers. 
 
On Behalf of:  
3 unknown 
10 Child (0-17) 
46 Adult 
 
Made by: 
9 unknown 
22 female 
28 male 
 
The majority of complaints continue to come from members with a Multi-Disability. Mental Health and 
Developmental has the same amount of complaints at 13. 
Sandhills Center continues to refer complaints to DHSR as these complaints are from licensed facilities. 
Complaints that have allegations of fraud or waste/abuse of services are referred to Program Integrity. 
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Complaints may be referred and investigated. Complaints may be referred to more than one entity. 7 To DHSR 
and 7 to PI 
Complaints are reviewed and determined if an investigation is required. Majority of complaints were not 
substantiated. No further action was the result of most of the investigations. 
 
5 Unknown 
13 MH only 
6 SA 
21 Multi-disability 
12 IDD only 
1 Does not apply 
 
Outcome of Investigations: 15 not substantiated 
10 Partially Substantiated 
4 Substantiated 
 
Investigation Results: 
2 recommendations made. 
8 Corrective action plans requested 
19 no further action required 
 
Twenty-six providers had a single complaint. Thirteen complaints were against Sandhills Center. One provider 
had 5 complaints and 2 providers had 4 complaints. 
Majority of complaints continue to come from Guilford County. 
2-Lee, and Unknown 
3- Anson, Harnett, Hoke, Montgomery, Randolph, Richmond, Out of Catchment 
6- Moore 
28- Guilford 
 
Complaint Appeals: No complaint Appeals this quarter. 
 
1st Quarter Provider Mystery Shopper Report. Due next quarter. 
 
 
Theresa Clark presented the following information to the committee: 
 
10/18/2018 - Project Management Update 
Integrated Care: 
Aug data was refreshed week of 10/1.  Sept data sent to Relies on 10/15, refresh will occur by 10/22.  
Access2Care 
Monthly data continues to show decrease (website usage is higher than Kiosk usage).   
QIPS: Quarterly data was due the beginning of Oct. 
I will modify the graph.  Mary Kidd will work with the Clinical staff for those not meeting their goals.  Mary will 
provide quarterly reports to committees. 
CCME EQR Audit. EQR timeline from CCME: Aug 29 & 30 – Onsite visit occurred, any additional documents 
have been sent. They have 30 days to send completed report to the State. Received Final Report on 10/16.  
Sent information to staff.  
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CAP due by noon 11/7. Gaps Analysis Submitted final report 
URAC Reaccreditation. Material has been submitted (9/25/18) 
URAC has 4 – 6 weeks to review (10/29 – 11/9). 
On site visit scheduled for 2/13/2019 (hold 2/14/19 just in case) 
Staff should be reviewing the Evidence for Meeting the Standard – Onsite Review Materials and Activities 
sections within Core and each specific Program.  Folders are set up on the P Drive for Onsite material 
submission. Communication will come out next week with due dates for Onsite Review Material (1/14/19) and 
Mock Reviews will be scheduled start 1/15 through 2/1. HSM SB208 Semi-Annual Audit – Submitted on 
9/19/18. DHHS contracts with CCME and HMS (Health Management Systems) to conduct this review. The 
focus is to assess fiscal solvency, clean claims accuracy and timeliness of payments and HIPAA compliance. 
PLE – Submitted on 10/11/18. DHB (Division of Health Benefits) partners with Mercer to develop capitation 
rates based on Medicaid managed care and eligibility data 
2017 Survey Results: 
Work group has been meeting to come up with ideas on how to address areas needing improvement. Theresa 
will present Educational Material available in Access2Care during the November Provider Forums. CCME 
recommended having a tracking log of items we have address to include Interventions, Barriers and 
Outcomes.  Theresa put together a spreadsheet to track each Survey on. 
2018 Provider Satisfaction Survey 
Requested list of Providers was sent on 10/8 
Provider Directory Updates requested by Anne K on behalf of CFAC 
Phase I – target date 8/31 – completed and Posted 10/9 
Correct Spelling of Development to Developmental 
Remove unnecessary capitalizations in Note 
Add sentence to instruct the user to click on the down arrow to select a Service or Specialty from the drop 
down list. Make the font for the number of providers/sites retrieved same size as “Choose a Service”. Remove 
the first Provider retrieved from displaying and instead instruct user to click here for list – then the full 
scrolling list will be displayed. Phase II – target date 11/30/18. Allow the user the ability to select multiple 
Age/Disability to allow for co-occurring Dx. Working on various HR related projects/enhancements. Applicant 
web tool. Employee Property. 

Significant Reports and Data Reviewed 
 
Reviewed and analyzed data from the following reports: 

• Call Log Summary –  (July-Sept 2018) 
• Summary of SHC STR Data –  (July-Sept 2018) 
• Cardinal Innovations performance: HCC Phone Data Audit Tool Summary –    
• (April-June 2018). Number of STR’s by Where Referred After Triage and Provider Agency Referred to 

(July-Sept 2018) 
•  Reviewed QIPs monthly – (July-Sept 2018) 
•  Reviewed quarterly complaint and incident reports for (July-Sept 2018) 
•  Quarterly Interpreter Report -  (July-Sept 2018) 
•  Quarterly Incident Report (July-Sept 2018) 
•  Quarterly Complaint Report (July-Sept 2018) 
•  Quarterly QOC Report (July-Sept 2018) 
•  Review of (July-Sept 2018) Executive Summary 
•  Review of 2017 Perception of Care Survey Analysis 
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•  Complaint Appeals first quarter 
•  Mystery Shopper results (July-Sept 2018) 
•  Project Management Update. 

Committee Highlights 

Accomplishments 

Identified Accomplishment Factors That Supported Success 
 
No Complaint Appeals were 
received this quarter. 

As evidenced by Complaint Appeal Tracking 
forms. 

Reviewed monthly reporting of the 
Quality of Data regarding phone 
logs 

Occurring monthly. 

Primary rollover for Cardinal 
Innovations reviewed. Occurring monthly. 

Reviewed call log data. All within 
state standards.   Well within DMA and URAC standards. 

Revisions to Handbook reviewed 
and approved. 

Approved by QM and DMA. Printed (English 
and Spanish versions) and distributed and on 
place on Website. 

 

Identified Areas of Need and Possible Solutions 

 

Item/Area of Need Identified Recommended Solutions 

Ongoing monitoring of QIP 
projects. Developing new QIP. Monitor closed QIP projects for 1 year. 

Continue to monitor URAC Standard 
Performance Indicators and 
contract standards. 

All required monthly reports to be completed 
on an ongoing basis. 

Complete and review quarterly 
Mystery Shopper report 

 CS Coordinator continues to work on that 
report. 

Review and approved Handbook 
revisions on an ongoing basis. 

All revisions to be approved by EQR and DMA 
on an ongoing basis. 

Additional Comments: None. 

Prepared by: Gene McRae, Customer Service Director and Mike Markoff, Customer Service Coordinator. 

****************************************************** 

Health Network Committee 
1st Quarter Executive Summary 2018-19 
 
Committee Chair: Bonita Porter, MSW, LCSW  
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Date of Summary: October 4, 2018  
Summary Prepared by: Bonita H. Porter, Provider Network Operations Director 
Monthly Meeting Date:  Second Tuesday each month 
Date of Summary to QM Committee: October 9, 2018 
Purpose  
Network Committee meets in order to review and report on the progress and projects of ongoing activities 
within our department so as to both inform and be informed by other Sandhills Center Departments. The 
ongoing Network Operations focus is to offer to our members a Network of providers that best serve 
their needs.   
 
The Network Operations Department primary ongoing tasks include identifying service gaps and addressing as 
needed, managing provider contracts, screening provider requests, credentialing and re-credentialing network 
providers, monitoring network provider performance and delivering sanctions as needed.  
 
Within each of these areas, there are additional periodic projects to improve or enhance our program quality 
and to inform and support our network of providers such as the Gaps Analysis, Evidence Based Practice technical 
assistance, and various efforts to promote, identify and further develop Integrated Care in our community. 
 
Quarterly Sanctions and Appeals: 
Sanctions:   5 
Appeals:   3 
 
1st Quarter QM Reports: 
Delegated Credentialing:  
Both Moses Cone and UNC submitted all documents needed and are at 100% for timeliness, Licensure and 
Primary Source Verification.  
Effectiveness of the Credentialing Program All requirements for Credentialing, Re-Credentialing were met.  
Insurance and Licensure Audits were all compliant. No complaints were reported.  
Monitoring: Network Monitoring conducted an increased number of Monitoring Reviews in the month of 
August, total of 147, due to more quality of care concerns, complaints, and health & safety reviews for re-
credentialing. 93 Monitoring Reviews were conducted in September.   
 
Gaps Analysis 2018 Update: 
The Gaps Analysis 2018 Report draft was presented; recommendations were made.  Two new areas of the 
Gaps Analysis are Transitions to Community Living (TCLI), and Children with Complex Needs.  
 
Monitoring: 
The Network Clinical Monitoring Manager will present at Pinehurst i2i Integrated Care conference, and NC 
Tides on Evidenced Based Practice and Integrated Care, along with the Integrated Care Clinical Specialist. The 
Block Grant Monitoring Plan for FY 2018 -2019 was presented.  
 
B-3 Update: 
Data for the 4th quarter report of SARS, percentage of paid claims was inaccurate, and the report was pulled and 
will be resubmitted.  
Provider # 5719 can no longer meet the fidelity model in the southern counties for consumers receiving Mental 
Health Substance Abuse Supported Employment.  This provider will no longer accept new consumers in those 
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counties, but will continue to serve the existing consumers.  An RFP process to identify a new provider will be 
initiated.  
 
EBP Monitoring Tools: 
Clinical Results for Provider Reviewed: EBPs were evident in service notes reviewed throughout the quarter 
and continued to increase, as did specified types of interventions utilized.  A lack of documentation of client 
response to treatment was an issue.  Documentation support for diagnoses in CCAs increased in the reviewed 
charts for the 1st quarter. Technical assistance included discussion of clinical findings, as well as 
recommendations for staff trainings.  Information discovered during EBP reviews was shared with SHC 
Training Coordinator, which resulted in the scheduling of clinical documentation training, as well as trainings 
on CCAs and PCPs in the upcoming year offered at no cost to our providers.  Additional provider resources 
offered included SAMHSA website offering a National Registry of EBPs, Relias Learning Library, and directions 
on how to locate Sandhills Center library of best clinical practice guidelines.  Additionally, Network Clinical 
Monitoring Manager offered on-site technical assistance where appropriate, and provided a direct contact 
number for on-going technical assistance.   
 
Technical Results for Providers Reviewed: Overall, Sandhills Center treatment providers scored at, or above 
benchmarks across the diagnoses reviewed for most measures.  Treatment providers continued to score 
above the current benchmark of 75% in appropriate levels of screening across all diagnoses reviewed. 100% of 
the providers treating patients with Major Depressive D/O followed up on crises within 7 days. Providers also 
scored above benchmark for documenting patient compliance with treatment. Areas of Need:   A deficiency in 
percentage of providers ensuring on-going assessment of SI risk was again noted.  AOD providers fell below 
benchmark by failing to update treatment plans when required. 
 
Projects and Continued Efforts: 
Ongoing and Active Network Projects include the development of a Clinically Focused QIP, Shaping the Network 
QIP, EBP Reviews and technical assistance when warranted, Provider Help Desk Q&A Summaries, B3 Service 
Guide Updates, FY 2018-19 contract renewals and provider training development. 
 
Policy and Procedures continue to be reviewed and revised as needed.   
 
NC Tracks direct provider enrollment per support of credentialing specialist and finance team. There continue 
to be steady requests from physicians to join the network due to requirement that they are credentialed with 
the outpatient clinic and not just bill through the hospital.   
 
Expanded Opioid Treatment offerings within the network:  Network continues to investigate and refer suitable 
new provider requests to offer this service to our clinical leadership. Some providers are challenged with 
identifying physicians whose DEA permits dispense of medication for opioid treatment. Two Medically Assisted 
Treatment providers for Suboxone were approved in the 1st quarter to join in the Integrated Care Pilot Program. 
 
Quality Management: 20 Suicide attempt/Suicide Incident reports were received in Customer Service. No 
referrals by the Medical Director for 60-day follow-up reviews for providers receiving recommendation letters 
were made to Network Monitoring. 

Prepared by: _________________________________ 
  Committee Chair 
 



37 
 

Approved by: __________________________________ 
QM Committee Chair 

********************************************************* 
Network Leadership Council  
1st Quarter Executive Summary 2018-19 
 

Date of Summary: October 2, 2018 
Committee Chair: Jerry Earnhardt, MS, LPCS, LPC, LCAS, Daymark Recovery Services, Inc.  

Co-Chair: Bonita Porter, Director of Network Operations, Sandhills Center 
Summary Prepared by: Tana Wirtz, Network Development Director  
Monthly Meeting Dates: July 12, 2018; September 13, 2018 
Date of Summary to QM 
Committee: 10/23/2018 

 
July 12, 2018; September 13, 2018 – Synopsis of Reports and Data Presented   
Voting on NLC Provider Co-Chair and other Announcements 

• At the July meeting, Jerry Earnhardt was elected as the new NLC Provider Co-Chair. The committee 
expressed its appreciation to Jan Herring for her past 2 terms of service as the Provider Co-Chair. 

• At the September meeting, Mary Kidd, SHC new Quality Management Director, and Sarah Glanville, SHC 
new CM/UM Director, were welcomed to the NLC.   

SHC Finance Presentation 
• Hannah Brown, Finance Director, presented an overview and responded to questions concerning 

Sandhills Center budget information, as of June 30, 2018  
CFAC Update – Consumer and Family Advisory Committee 
In July: 

• Heather Odendahl, SHC Communications Specialist, reviewed the Sandhills Center website with CFAC 
and received suggestions on how to improve the website.  

• Mary Kidd, Sandhills Center Complaint & Incidents Report Manager presented Quarterly Reports, and a 
client’s rights case study was discussed.  

• A representative from DHHS, Susanne Thompson, facilitated the SWOC Analysis (Strength, Weaknesses, 
Opportunities and Challenges). This report is due to the State by the end of July.  

• CFAC continues to recruit members and the committee is considering a candidate from Harnett County.  
In August: 

• Anthony Ward, Deputy Director, COO, presented House Bill 403 and gave updates from the federal, 
state, and local levels and answered questions from CFAC members.  

• CFAC welcomes a new member from Harnett County; this member also serves on Client Rights 
Committee and SHC Board of Directors. 

• Another candidate will go through the CFAC interview process in September. 
Customer Services Update 

• Customer Services is preparing for audits and reports, including Block Grant, External Quality Review 
(EQR), and URAC desktop review, and quarterly, semi-annual reports.  

• Customer Service remains in compliance with all DMA and DMH standards. 
• Gene McRae announced his retirement effective October 31, 2018, after 31 and ½ years of service to the 

Sandhills Center and 44 years in Human Services. The committee expressed its appreciation to Gene for 
his years of service. 
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Utilization Management  
• There are proposed changes for Psychosocial Rehabilitation and Mobile Crisis services and these changes 

are open for public comment.  
• UM remains in compliance with all DMA and DMH standards.  
• Discussion of the impact of Hurricane Florence on service delivery in our catchment area and responses 

to meet the need of hospital and other agency closings.  
Community Care of NC (CCNC) and Care Coordination Update 

• Sandhills Center staff and CCNC continue to meet monthly via conference call to discuss updates and 
review trends.  

• CCNC needs to have a representative on NLC and Dorinda Robinson will request names from CCNC for 
NLC to consider. 

• Care Coordination Director has been actively involved in developing crisis plans due to impact of the 
hurricane. 

Quality Management 
• Continues to track Quality of Care concerns (QOC), particularly as they relate to polypharmacy and 

suicide attempts.  
• Trend: QOCs related to documentation has declined.  
• New Quality Management Assistant has been hired.  

Operations Reports 
In August: 

• Anthony Ward presented an in depth discussion of NC Medicaid Transformation including private 
commercial plans to manage the physical health with mild and moderate behavioral health needs of 
individuals. Tailored Plans are to manage the physical health and behavioral health needs of the IDD and 
TBI population as well as those individuals with significant mental health and substance abuse issues. 
The projected timelines for implementation were also presented.  

• Provider representative inquired about State single stream funding and its continued cuts. The hope is 
that the cuts will not continue over time, but there is no assurance.  

• Additional discussion concerning LME-MCO requirement to match certain dollars, impact on risk 
reserves, and impact on Block Grant funding.  

Annual NLC Orientation 
• Bonita Porter gave overview for the Disputes & Appeals process, Code of Ethics. Tana Wirtz presented 

the Cultural Competency Plan and invited NLC feedback on same.  
Network Operations Updates 

• Provider Help Desk Q & A’s were presented for April, May, June and July 2018, to review trends. No 
training needs identified.  

• Results of the NLC Self-Assessment were presented and a few respondents desired more information 
about the Gaps Analysis Report, Annual Orientation, Communication Plan and Cultural Competency Plan.  
The committee was asked to contact Tana Wirtz with suggestions, and responses would be kept 
anonymous. No suggestions received to date.  

• Revisions to IPRS and Medicaid Provider Manuals were presented to the Committee.  
• Update given on 2018 Gaps Analysis Report, with 700 consumer and family member surveys received, 

and over 300 stakeholder surveys at the time of the meeting.  
• Provider representative asked whether or not anyone in State was paying premium for Spanish language 

therapists; no one was aware of this.  
• NLC Executive Summary and the Network Monitoring Report for the 4th Quarter of FY17-18 was 

presented to NLC. 



39 
 

• An overview of the Quality Improvement Projects (QIPs) was presented to NLC. Mary Kidd will be 
meeting with staff responsible for QIPs and will help determine potential barriers so goals can be 
reached.   

Questions/Comments 
• A solo LIP representative inquired about the need for Independent Practitioners to set up electronic 

records by July 2019, in order to be in compliance with the 1115 Waiver. This was confirmed by another 
NLC provider representative. Request was made for assistance to providers on these requirements and 
in response, Sandhills Center is hosting 2 trainings on “Connecting to HIE and the 1115 Waiver.” The 
training dates are October 18th (Randolph County) and November 1, 2018 (Richmond County).   
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