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State Information

State Information

Plan Year
Start Year

End Year

2020

2021

State DUNS Number

Number

Expiration Date

809785363

I. State Agency to be the Grantee for the Block Grant

Agency Name
Organizational Unit
Mailing Address
City

Zip Code

NC Dept of Health and Human Services

Division of Mental Health, Developmental Disabilities and Substance Abuse Services (DMHDDSAS)

3004 Mail Service Center
Raleigh

27699-3004

Il. Contact Person for the Grantee of the Block Grant

First Name

Last Name
Agency Name
Mailing Address
City

Zip Code
Telephone

Fax

Email Address

Kody

Kinsley

DMHDDSAS, NC DHHS
3001 Mail Service Center
Raleigh

27699-3001
919-733-7011
919-508-0951

kody.kinsley@dhhs.nc.gov

11l. Expenditure Period

State Expenditure Period

From

To

IV. Date Submitted

Submission Date

Revision Date

V. Contact Person

First Name
Last Name
Telephone

Fax

Email Address

10/1/2019 3:50:56 PM

12/11/2019 9:16:50 AM

Responsible for Application Submission
DeDe

Severino
919-733-4670
919-508-0960

dede.severino@dhhs.nc.gov
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State Information

Chief Executive Officer's Funding Agreement - Certifications and Assurances / Letter Designating Signatory Authority

Fiscal Year 2020

U.S. Department of Health and Human Services
Substance Abuse and Mental Health Services Administrations
Funding Agreements
as required by
Substance Abuse Prevention and Treatment Block Grant Program
as authorized by
Title XIX, Part B, Subpart Il and Subpart Ill of the Public Health Service Act
and
Tile 42, Chapter 6A, Subchapter XVII of the United States Code

Title XIX, Part B, Subpart Il of the Public Health Service Act

Section Title Chapter
Section 1921 Formula Grants to States 42 USC § 300x-21
Section 1922 Certain Allocations 42 USC § 300x-22
Section 1923 Intravenous Substance Abuse 42 USC § 300x-23
Section 1924 Requirements Regarding Tuberculosis and Human Immunodeficiency Virus 42 USC § 300x-24
Section 1925 Group Homes for Recovering Substance Abusers 42 USC § 300x-25
Section 1926 State Law Regarding the Sale of Tobacco Products to Individuals Under Age 18 42 USC § 300x-26
Section 1927 Treatment Services for Pregnant Women 42 USC § 300x-27
Section 1928 Additional Agreements 42 USC § 300x-28
Section 1929 Submission to Secretary of Statewide Assessment of Needs 42 USC § 300x-29
Section 1930 Maintenance of Effort Regarding State Expenditures 42 USC § 300x-30
Section 1931 Restrictions on Expenditure of Grant 42 USC § 300x-31
Section 1932 Application for Grant; Approval of State Plan 42 USC § 300x-32
Section 1935 Core Data Set 42 USC § 300x-35

Title XIX, Part B, Subpart lll of the Public Health Service Act

Section 1941 Opportunity for Public Comment on State Plans 42 USC § 300x-51

Section 1942 Requirement of Reports and Audits by States 42 USC § 300x-52
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Section 1943

Additional Requirements

42 USC § 300x-53

Section 1946

Prohibition Regarding Receipt of Funds

42 USC § 300x-56

Section 1947

Nondiscrimination

42 USC § 300x-57

Section 1953

Continuation of Certain Programs

42 USC § 300x-63

Section 1955

Services Provided by Nongovernmental Organizations

42 USC § 300x-65

Section 1956

Services for Individuals with Co-Occurring Disorders

42 USC § 300x-66
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ASSURANCES - NON-CONSTRUCTION PROGRAMS

Certain of these assurances may not be applicable to your project or program. If you have questions, please contact the
awarding agency. Further, certain Federal awarding agencies may require applicants to certify to additional assurances. If such is
the case, you will be notified.

As the duly authorized representative of the applicant | certify that the applicant:

1. Has the legal authority to apply for Federal assistance, and the institutional, managerial and financial capability (including funds
sufficient to pay the non-Federal share of project costs) to ensure proper planning, management and completion of the project
described in this application.

2. Will give the awarding agency, the Comptroller General of the United States, and if appropriate, the State, through any authorized
representative, access to and the right to examine all records, books, papers, or documents related to the award; and will establish
a proper accounting system in accordance with generally accepted accounting standard or agency directives.

3. Will establish safeguards to prohibit employees from using their positions for a purpose that constitutes or presents the
appearance of personal or organizational conflict of interest, or personal gain.

4. Will initiate and complete the work within the applicable time frame after receipt of approval of the awarding agency.

5. Will comply with the Intergovernmental Personnel Act of 1970 (42 U.S.C. §§4728-4763) relating to prescribed standards for merit
systems for programs funded under one of the nineteen statutes or regulations specified in Appendix A of OPM's Standard for a
Merit System of Personnel Administration (5 C.F.R. 900, Subpart F).

6. Will comply with all Federal statutes relating to nondiscrimination. These include but are not limited to: (a) Title VI of the Civil Rights
Act of 1964 (P.L. 88-352) which prohibits discrimination on the basis of race, color or national origin; (b) Title IX of the Education
Amendments of 1972, as amended (20 U.S.C. §§1681-1683, and 1685-1686), which prohibits discrimination on the basis of sex; (c)
Section 504 of the Rehabilitation Act of 1973, as amended (29 U.S.C. §§794), which prohibits discrimination on the basis of
handicaps; (d) the Age Discrimination Act of 1975, as amended (42 U.S.C. §86101-6107), which prohibits discrimination on the basis
of age; (e) the Drug Abuse Office and Treatment Act of 1972 (P.L. 92-255), as amended, relating to nondiscrimination on the basis
of drug abuse; (f) the Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilitation Act of 1970 (P.L. 91-
616), as amended, relating to nondiscrimination on the basis of alcohol abuse or alcoholism; (g) §§523 and 527 of the Public Health
Service Act of 1912 (42 U.S.C. §8290 dd-3 and 290 ee-3), as amended, relating to confidentiality of alcohol and drug abuse patient
records; (h) Title VIII of the Civil Rights Act of 1968 (42 U.S.C. §§3601 et seq.), as amended, relating to non-discrimination in the sale,
rental or financing of housing; (i) any other nondiscrimination provisions in the specific statute(s) under which application for
Federal assistance is being made; and (j) the requirements of any other nondiscrimination statute(s) which may apply to the
application.

7. Will comply, or has already complied, with the requirements of Title Il and Il of the Uniform Relocation Assistance and Real
Property Acquisition Policies Act of 1970 (P.L. 91-646) which provide for fair and equitable treatment of persons displaced or
whose property is acquired as a result of Federal or federally assisted programs. These requirements apply to all interests in real
property acquired for project purposes regardless of Federal participation in purchases.

8. Will comply with the provisions of the Hatch Act (5 U.S.C. §§1501-1508 and 7324-7328) which limit the political activities of
employees whose principal employment activities are funded in whole or in part with Federal funds.

9. Will comply, as applicable, with the provisions of the Davis-Bacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act (40 U.S.C.
§276¢ and 18 U.S.C. §874), and the Contract Work Hours and Safety Standards Act (40 U.S.C. §§327-333), regarding labor standards
for federally assisted construction subagreements.

10. Will comply, if applicable, with flood insurance purchase requirements of Section 102(a) of the Flood Disaster Protection Act of
1973 (P.L. 93-234) which requires recipients in a special flood hazard area to participate in the program and to purchase flood
insurance if the total cost of insurable construction and acquisition is $10,000 or more.

11. Will comply with environmental standards which may be prescribed pursuant to the following: (a) institution of environmental
quality control measures under the National Environmental Policy Act of 1969 (P.L. 91-190) and Executive Order (EO) 11514; (b)
notification of violating facilities pursuant to EO 11738; (c) protection of wetland pursuant to EO 11990; (d) evaluation of flood
hazards in floodplains in accordance with EO 11988; (e) assurance of project consistency with the approved State management

program developed under the Coastal Zone Management Act of 1972 (16 U.S.C. §§1451 et seq.); (f) conformity of Federal actions
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to State (Clear Air) Implementation Plans under Section 176(c) of the Clean Air Act of 1955, as amended (42 U.S.C. §§7401 et seq.);
(g) protection of underground sources of drinking water under the Safe Drinking Water Act of 1974, as amended, (P.L. 93-523); and
(h) protection of endangered species under the Endangered Species Act of 1973, as amended, (P.L. 93-205).

12. Will comply with the Wild and Scenic Rivers Act of 1968 (16 U.S.C. §§1271 et seq.) related to protecting components or potential
components of the national wild and scenic rivers system.

13. Will assist the awarding agency in assuring compliance with Section 106 of the National Historic Preservation Act of 1966, as
amended (16 U.S.C. §470), EO 11593 (identification and protection of historic properties), and the Archaeological and Historic
Preservation Act of 1974 (16 U.S.C. §8469a-1 et seq.).

14. Will comply with P.L. 93-348 regarding the protection of human subjects involved in research, development, and related activities
supported by this award of assistance.

15. Will comply with the Laboratory Animal Welfare Act of 1966 (P.L. 89-544, as amended, 7 U.S.C. §§2131 et seq.) pertaining to the
care, handling, and treatment of warm blooded animals held for research, teaching, or other activities supported by this award of
assistance.

16. Will comply with the Lead-Based Paint Poisoning Prevention Act (42 U.S.C. §84801 et seq.) which prohibits the use of lead based
paint in construction or rehabilitation of residence structures.

17. Will cause to be performed the required financial and compliance audits in accordance with the Single Audit Act of 1984.

18. Will comply with all applicable requirements of all other Federal laws, executive orders, regulations and policies governing this
program.

19. Will comply with the requirements of Section 106(g) of the Trafficking Victims Protection Act (TVPA) of 2000, as amended (22 U.S.C.
7104) which prohibits grant award recipients or a sub-recipient from (1) Engaging in severe forms of trafficking in persons during
the period of time that the award is in effect (2) Procuring a commercial sex act during the period of time that the award is in effect
or (3) Using forced labor in the performance of the award or subawards under the award.
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LIST of CERTIFICATIONS

1. Certification Regarding Debarment and Suspension

The undersigned (authorized official signing for the applicant organization) certifies to the best of his or her knowledge and belief that
the applicant, defined as the primary participant in accordance with 2 CFR part 180, and its principals:

a. Agrees to comply with 2 CFR Part 180, Subpart C by administering each lower tier subaward or contract that exceeds $25,000 as a
"covered transaction" and verify each lower tier participant of a "covered transaction" under the award is not presently debarred
or otherwise disqualified from participation in this federally assisted project by:

a. Checking the Exclusion Extract located on the System for Award Management (SAM) at http://sam.gov

b. Collecting a certification statement similar to paragraph (a)

¢. Inserting a clause or condition in the covered transaction with the lower tier contract

2. Certification Regarding Drug-Free Workplace Requirements

The undersigned (authorized official signing for the applicant organization) certifies that the applicant will, or will continue to, provide a
drug-free work place in accordance with 2 CFR Part 182 by:

a. Publishing a statement notifying employees that the unlawful manufacture, distribution, dispensing, possession or use of a
controlled substance is prohibited in the grantee's work-place and specifying the actions that will be taken against employees for
violation of such prohibition;

b. Establishing an ongoing drug-free awareness program to inform employees about--

1. The dangers of drug abuse in the workplace;
2. The grantee's policy of maintaining a drug-free workplace;
3. Any available drug counseling, rehabilitation, and employee assistance programs; and

4. The penalties that may be imposed upon employees for drug abuse violations occurring in the workplace;

¢. Making it a requirement that each employee to be engaged in the performance of the grant be given a copy of the statement
required by paragraph (a) above;
d. Notifying the employee in the statement required by paragraph (a), above, that, as a condition of employment under the grant, the
employee will--
1. Abide by the terms of the statement; and
2. Notify the employer in writing of his or her conviction for a violation of a criminal drug statute occurring in the workplace no
later than five calendar days after such conviction;

e. Notifying the agency in writing within ten calendar days after receiving notice under paragraph (d)(2) from an employee or
otherwise receiving actual notice of such conviction. Employers of convicted employees must provide notice, including position title,
to every grant officer or other designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the identification number(s) of each affected
grant;

f. Taking one of the following actions, within 30 calendar days of receiving notice under paragraph (d) (2), with respect to any
employee who is so convicted?

1. Taking appropriate personnel action against such an employee, up to and including termination, consistent with the
requirements of the Rehabilitation Act of 1973, as amended; or

2. Requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation program approved for such
purposes by a Federal, State, or local health, law enforcement, or other appropriate agency;

g. Making a good faith effort to continue to maintain a drug-free workplace through implementation of paragraphs (a), (b), (c), (d),
(e), and (f).

3. Certifications Regarding Lobbying

Per 45 CFR §75.215, Recipients are subject to the restrictions on lobbying as set forth in 45 CFR part 93. Title 31, United States Code,

Section 1352, entitled "Limitation on use of appropriated funds to influence certain Federal contracting and financial transactions,"
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generally prohibits recipients of Federal grants and cooperative agreements from using Federal (appropriated) funds for lobbying the
Executive or Legislative Branches of the Federal Government in connection with a SPECIFIC grant or cooperative agreement. Section
1352 also requires that each person who requests or receives a Federal grant or cooperative agreement must disclose lobbying
undertaken with non-Federal (non- appropriated) funds. These requirements apply to grants and cooperative agreements EXCEEDING
$100,000 in total costs.

The undersigned (authorized official signing for the applicant organization) certifies, to the best of his or her knowledge and belief, that
1. No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned to any person for influencing
or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or
an employee of a Member of Congress in connection with the awarding of any Federal contract, the making of any Federal grant,
the making of any Federal loan, the entering into of any cooperative agreement, and the extension, continuation, renewal,
amendment, or modification of any Federal contract, grant, loan, or cooperative agreement.

2. If any funds other than Federally appropriated funds have been paid or will be paid to any person for influencing or attempting to
influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a
Member of Congress in connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall
complete and submit Standard Form-LLL, "Disclosure of Lobbying Activities," in accordance with its instructions. (If needed,
Standard Form-LLL, "Disclosure of Lobbying Activities," its instructions, and continuation sheet are included at the end of this
application form.)

3. The undersigned shall require that the language of this certification be included in the award documents for all subawards at all
tiers (including subcontracts, subgrants, and contracts under grants, loans and cooperative agreements) and that all subrecipients
shall certify and disclose accordingly.

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.
Submission of this certification is a prerequisite for making or entering into this transaction imposed by Section 1352, U.S. Code. Any
person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000
for each such failure.

4. Certification Regarding Program Fraud Civil Remedies Act (PFCRA) (31 U.S.C § 3801- 3812)

The undersigned (authorized official signing for the applicant organization) certifies that the statements herein are true, complete, and
accurate to the best of his or her knowledge, and that he or she is aware that any false, fictitious, or fraudulent statements or claims
may subject him or her to criminal, civil, or administrative penalties. The undersigned agrees that the applicant organization will comply
with the Public Health Service terms and conditions of award if a grant is awarded as a result of this application.

5. Certification Regarding Environmental Tobacco Smoke

Public Law 103-227, also known as the Pro-Children Act of 1994 (Act), requires that smoking not be permitted in any portion of any
indoor facility owned or leased or contracted for by an entity and used routinely or regularly for the provision of health, daycare, early
childhood development services, education or library services to children under the age of 18, if the services are funded by Federal
programs either directly or through State or local governments, by Federal grant, contract, loan, or loan guarantee. The law also
applies to children's services that are provided in indoor facilities that are constructed, operated, or maintained with such Federal
funds. The law does not apply to children's services provided in private residence, portions of facilities used for inpatient drug or
alcohol treatment, service providers whose sole source of applicable Federal funds is Medicare or Medicaid, or facilities where WIC
coupons are redeemed.

Failure to comply with the provisions of the law may result in the imposition of a civil monetary penalty of up to $1,000 for each
violation and/or the imposition of an administrative compliance order on the responsible entity.

By signing the certification, the undersigned certifies that the applicant organization will comply with the requirements of the Act and
will not allow smoking within any portion of any indoor facility used for the provision of services for children as defined by the Act.

The applicant organization agrees that it will require that the language of this certification be included in any subawards which contain
provisions for children's services and that all subrecipients shall certify accordingly.
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The Public Health Services strongly encourages all grant recipients to provide a smoke-free workplace and promote the non-use of
tobacco products. This is consistent with the PHS mission to protect and advance the physical and mental health of the American
people.

HHS Assurances of Compliance (HHS 690)

ASSURANCE OF COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964, SECTION 504 OF THE REHABILITATION ACT OF 1973,
TITLE IX OF THE EDUCATION AMENDMENTS OF 1972, THE AGE DISCRIMINATION ACT OF 1975, AND SECTION 1557 OF THE
AFFORDABLE CARE ACT

The Applicant provides this assurance in consideration of and for the purpose of obtaining Federal grants, loans, contracts, property,
discounts or other Federal financial assistance from the U.S. Department of Health and Human Services.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Title VI of the Civil Rights Act of 1964 (Pub. L. 88-352), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 80), to the end that, in accordance with Title VI of that Act and the
Regulation, no person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in,
be denied the benefits of, or be otherwise subjected to discrimination under any program or activity for which the Applicant
receives Federal financial assistance from the Department.

2. Section 504 of the Rehabilitation Act of 1973 (Pub. L. 93-112), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 84), to the end that, in accordance with Section 504 of
that Act and the Regulation, no otherwise qualified individual with a disability in the United States shall, solely by reason of her or
his disability, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or
activity for which the Applicant receives Federal financial assistance from the Department.

3. Title IX of the Education Amendments of 1972 (Pub. L. 92-318), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 86), to the end that, in accordance with Title IX and the
Regulation, no person in the United States shall, on the basis of sex, be excluded from participation in, be denied the benefits of,
or be otherwise subjected to discrimination under any education program or activity for which the Applicant receives Federal
financial assistance from the Department.

4. The Age Discrimination Act of 1975 (Pub. L. 94-135), as amended, and all requirements imposed by or pursuant to the Regulation
of the Department of Health and Human Services (45 C.F.R. Part 91), to the end that, in accordance with the Act and the Regulation,
no person in the United States shall, on the basis of age, be denied the benefits of, be excluded from participation in, or be
subjected to discrimination under any program or activity for which the Applicant receives Federal financial assistance from the
Department.

5. Section 1557 of the Affordable Care Act (Pub. L. 111-148), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 CFR Part 92), to the end that, in accordance with Section 1557 and
the Regulation, no person in the United States shall, on the ground of race, color, national origin, sex, age, or disability be
excluded from participation in, be denied the benefits of, or be subjected to discrimination under any health program or activity
for which the Applicant receives Federal financial assistance from the Department.

The Applicant agrees that compliance with this assurance constitutes a condition of continued receipt of Federal financial assistance,
and that it is binding upon the Applicant, its successors, transferees and assignees for the period during which such assistance is
provided. If any real property or structure thereon is provided or improved with the aid of Federal financial assistance extended to the
Applicant by the Department, this assurance shall obligate the Applicant, or in the case of any transfer of such property, any transferee,
for the period during which the real property or structure is used for a purpose for which the Federal financial assistance is extended
or for another purpose involving the provision of similar services or benefits. If any personal property is so provided, this assurance
shall obligate the Applicant for the period during which it retains ownership or possession of the property. The Applicant further
recognizes and agrees that the United States shall have the right to seek judicial enforcement of this assurance.

The grantee, as the awardee organization, is legally and financially responsible for all aspects of this award including funds provided to
sub-recipients in accordance with 45 CFR §§ 75.351-75.352, Subrecipient monitoring and management.
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| hereby certify that the state or territory will comply with Title XIX, Part B, Subpart Il and Subpart Ill of the Public Health Service (PHS) Act, as amended, and
summarized above, except for those sections in the PHS Act that do not apply or for which a waiver has been granted or may be granted by the Secretary
for the period covered by this agreement.

I also certify that the state or territory will comply with the Assurances Non-construction Programs and other Certifications summarized above.

State:

Name of Chief Executive Officer (CEO) or Designee:

Signature of CEO or Designee1:

Title: Date Signed:

mm/dd/yyyy

'If the agreement is signed by an authorized designee, a copy of the designation must be attached.
OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022

Footnotes:
See signed copy in the Attachments section.
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Office of the Governor
State of North Carolina

Roy Cooper 20301 Mail Service Center
Raleigh, N.C. 27609-0301

Governor

May 15, 2017

Ms. Virginia Simmons, Grants Management Officer

Office of Financial Resources, Division of Grants Management
Substance Abuse & Mental Health Services Administration

1 Choke Cherry Road, Room 7-1109

Rockville, Maryland 20850

Dear Ms. Simmons:

As the Governor of the State of North Carolina, for the duration of my tenure, I
delegate authority to the current Secretary of the North Carolina Department of Health
and Human Services, or anyone officially acting in this role in the instance of a vacancy,
as the single state agency (SSA), for all transactions required to administer the Substance
Abuse and Mental Health Services Administration’s (SAMHSA) Substance Abuse
Prevention and Treatment Block Grant (SAPTBG).

Very truly yours,

cc:  Mandy Cohen, MD, MPA

Locati: The State Capitol Butlding, Raleigh, N. €. 27602
Phone: 919-814-2100
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STATE OF NORTH CAROLINA
DEPARTMENT OF HEALTH AND HUMAN SERVICES

Roy CooOPER Manpy CoHEN, MD, MPH

GOVERNOR SECRETARY

July 22, 2019

Memorandum

From: Mandy Cohen, MD, MPH m//f/
Secretary

Re: Delegation of Authority

As of this date, I am delegating my signature authority to Susan Perry-Manning, Principal Deputy
Secretary; Rob Kindsvatter, Chief Financial Officer; Dave Richard, Deputy Secretary, NC Medicaid;
Sam Gibbs, Deputy Secretary for Technology and Operations; Ben Money, Deputy Secretary for
Health Services; Tara Myers, Deputy Secretary for Human Services; and Kody Kinsley, Deputy
Secretary for Behavioral Health & Intellectual and Development Disabilities for the Department of
Health and Human Services. During such times as I designate, Ms. Perry-Manning, Mr. Kindsvatter,
Mr. Richard, Mr. Gibbs, Mr. Money, Ms. Myers or Mr. Kinsley may have the authority to sign
official Departmental documents for which my signature is required.

Also, I give delegating authority to Mr. Mark Benton, Assistant Secretary for Public Health, to sign
matters related to the Division of Public Health, such as grant activity, its sources/amounts, where it
may align with our department initiatives, etc.

Any such documents will have the same force and authority as if they had been signed by me.

Such authority continues until revoked by me, either orally or in writing.

WWW.NCDHHS.GOV
TEL 919-855-4800 * FAX 919-715-4645
LOCATION: 101 BLAIR DRIVE ®* ADAMS BUILDING ® RALEIGH, NC 27603
MAILING ADDRESS: 2001 MAIL SERVICE CENTER * RALEIGH, NC 27699-2001
AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER
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State Information

. I
DocuSign Envelope |D: C227DFFB-BC18-40AD-B446-BB41BEB2287B

Chief Executive Officer's Funding Agreement - Certifications and Assurances / Letter Designating Signatory Authority

Fiscal Year 2020

Section

U.S. Department of Health and Human Services
Substance Abuse and Mental Health Services Administrations
Funding Agreements
as required by
Substance Abuse Prevention and Treatment Block Grant Program as
authorized by

Title XIX, Part B, Subpart Il and Subpart Il of the Public Health Service Act

and
Tile 42, Chapter 6A, Subchapter XVII of the United States Code

Title XIX, Part B, Subpart Il of the Public Health Service Act

Title

Chapter

Section 1921

Formula Grants to States

42 USC § 300x-21

Section 1922

Certain Allocations

42 USC § 300x-22

Section 1923

Intravenous Substange Abuse

42 USC § 300x-23

Section 1924

Requirements Regarding Tuberculosis and Human Immunodeficiency Virus

42 USC § 300x-24

Section 1925

Group Homes for Rerovering Substance Abusers

42 USC § 300x-25

Section 1926

State Law Regarding

the Sale of Tobacco Products to Individuals Under Age 18

42 USC § 300x-26

Section 1927

Treatment Services f

r Pregnant Women

42 USC § 300%-27

Section 1928

Additional Agreemer

42 USC & 300x-28

Section 1929

Submission to Secretary of Statewide Assessment of Needs

42 USC § 300x-29

Section 1930

Maintenance of Effort Regarding State Expenditures

42 USC § 300x-30

Section 1931

Restrictions on Exper)

diture of Grant

42 USC § 300x-31

Section 1932

Application for Grant]

Approval of State Plan

42 USC § 300x-32

Section 1935

Section 1941

Core Data Set

Opportunity for Publ

Title XIX, Part B, Subpart 11l of the Public Health Service Act

c Comment on State Plans

42 USC § 300x-35

42 USC § 300x-51

Section 1942

Requirement of Reparts and Audits by States

42 USC § 300x-52

rintad- Q/22/29N01Q 11-44_AN Nnrth Carnlin

AN _ NI
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Aaaiuonal requiremen

42 USC § 300x-53

Section 1946

Prohibition Regarding Receipt of Funds

42 USC § 300x-56

Section 1947

Nondiscrimination

42 USC 8 300x-57

Section 1953

Continuation of Certain Programs

42 USC § 300x-63

Section 1955

Services Provided by|Nongovernmental Organizations

42 USC 5 300x-65

Section 1956

Services for Individuals with Co-Occurring Disorders

42 USC § 300x-66

Printed: 9/28/2019 11

Printed: 12/11/201

4 AM - North Carolina

:17 AM - North Carol

na - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022

DAamnA 9 AfiN
Page 14 of 534



|

DocuSign Envelope |D: C227DFFB-BC18-40AD-B446-BB41BEB2287B

ASSURANCES - NON-CONSTRUCTION PROGRAMS

Certain of these assurances may not be applicable to your project or program. If you have questions, please contact the
awarding agency. Further, certain Federal awarding agencies may require applicants to certify to additional assurances. If such is

the case, you will be notified.

As the duly authorized representat

1.

10.

11

Printed: 9/28/201Q 11:44_AM - Niarth Caralin
Printed: 12/11/2019 9:17 AM - North Carol

. Will give the awarding agency,

. Will establish safeguards to pr

. Will initiate and complete the

. Will comply with the Intergove

Has the legal authority to app
sufficient to pay the non-Fede
described in this application.

representative, access to and t
a proper accounting system in

appearance of personal or org

systems for programs funded
Merit System of Personnel Adn

Will comply with all Federal st3
Act of 1964 (P.L. 88-352) which
Amendments of 1972, as amer
Section 504 of the Rehabilitati
handicaps; (d) the Age Discrim
of age; (e) the Drug Abuse Off
of drug abuse; (f) the Compreh
616), as amended, relating to 1)
Service Act of 1912 (42 US.C. §
records; (h) Title VIII of the Civ
rental or financing of housing;
Federal assistance is being ma
application.

Will comply, or has already cor
Property Acquisition Policies A
whose property is acquired as

ive of the applicant | certify that the applicant:

ly for Federal assistance, and the institutional, managerial and financial capability (including funds
ral share of project costs) to ensure proper planning, management and completion of the project

the Comptroller General of the United States, and if appropriate, the State, through any authorized
he right to examine all records, books, papers, or documents related to the award; and will establish
accordance with generally accepted accounting standard or agency directives.

phibit employees from using their positions for a purpose that constitutes or presents the
anizational conflict of interest, or personal gain.

work within the applicable time frame after receipt of approval of the awarding agency.

rnmental Personnel Act of 1970 (42 U.S.C. §84728-4763) relating to prescribed standards for merit
under one of the nineteen statutes or regulations specified in Appendix A of OPM's Standard for a
ninistration (5 C.F.R. 900, Subpart F).

tutes relating to nondiscrimination. These include but are not limited to: (a) Title VI of the Civil Rights
prohibits discrimination on the basis of race, color or national origin; (b) Title IX of the Education
ded (20 U.S.C. §§1681-1683, and 1685-1686), which prohibits discrimination on the basis of sex; ()
on Act of 1973, as amended (29 U.S.C. §§794), which prohibits discrimination on the basis of

ination Act of 1975, as amended (42 U.S.C. §86101-6107), which prohibits discrimination on the basis
ce and Treatment Act of 1972 (P.L. 92-255), as amended, relating to nondiscrimination on the basis
ensive Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilitation Act of 1970 (P.L. 91-
ondiscrimination on the basis of alcohol abuse or alcoholism; (g) §8523 and 527 of the Public Health
§290 dd-3 and 290 ee-3), as amended, relating to confidentiality of alcohol and drug abuse patient

| Rights Act of 1968 (42 U.S.C. §83601 et seq.), as amended, relating to non-discrimination in the sale,
(i) any other nondiscrimination provisions in the specific statute(s) under which application for

de; and (j) the requirements of any other nondiscrimination statute(s) which may apply to the

nplied, with the requirements of Title Il and Il of the Uniform Relocation Assistance and Real
ct of 1970 (P.L. 91-646) which provide for fair and equitable treatment of persons displaced or
a result of Federal or federally assisted programs. These requirements apply to all interests in real

property acquired for project purposes regardless of Federal participation in purchases.

Will comply with the provision

$ of the Hatch Act (5 U.S.C. §§1501-1508 and 7324-7328) which limit the political activities of

employees whose principal employment activities are funded in whole or in part with Federal funds.

Will comply, as applicable, with the provisions of the Davis-Bacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act (40 U.S.C.

§276¢ and 18 U.S.C. §874), and
for federally assisted construct
Will comply, if applicable, with
1973 (P.L. 93-234) which requi
insurance if the total cost of in

Will comply with environmentg
quality control measures unde

the Contract Work Hours and Safety Standards Act (40 U.S.C. §§327-333), regarding labor standards
on subagreements.

flood insurance purchase requirements of Section 102(a) of the Flood Disaster Protection Act of
res recipients in a special flood hazard area to participate in the program and to purchase flood
surable construction and acquisition is $10,000 or more.

| standards which may be prescribed pursuant to the following: (a) institution of environmental
the National Environmental Policy Act of 1969 (P.L. 91-190) and Executive Order (EO) 11514; (b)

notification of violating facilities pursuant to EO 11738; (c) protection of wetland pursuant to EO 11990; (d) evaluation of flood

hazards in floodplains in accor
program developed under the

Jance with EO 11988; (e) assurance of project consistency with the approved State management
Coastal Zone Management Act of 1972 (16 U.S.C. §§1451 et seq.); (f) conformity of Federal actions

;r!la - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022

Dama 2 AfiN
Page 15 of 534



DocusSign Envelope ID: C227DFFB-BC18-
to State (Clear Air) Implementation Plans under Section 176(c) of the Clean Air Act of 1955, as amended (42 U.S.C. §§7401 et seq.);

sources of drinking water under the Safe Drinking Water Act of 1974, as amended, (P.L. 93-523); and

Printed: 9/28/2019 11:44 A )
Printed: 12/11/2019 9:17 AM - North Carolina - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022

12.

13.

14.

15.

16.

7.
18.

19.

(g) protection of underground
(h) protection of endangered s

40AD-B446-BB41BEB2287B

pecies under the Endangered Species Act of 1973, as amended, (P.L. 93-205).

Will comply with the Wild and|Scenic Rivers Act of 1968 (16 U.S.C. §§1271 et seq.) related to protecting components or potential
components of the national wijld and scenic rivers system.

Will assist the awarding agency in assuring compliance with Section 106 of the National Historic Preservation Act of 1966, as
amended (16 U.S.C. §470), EO 11593 (identification and protection of historic properties), and the Archaeological and Historic

Preservation Act of 1974 (16 U.
Will comply with P.L. 93-348 re

S.C. §8469a-1 et seq.).

garding the protection of human subjects involved in research, development, and related activities

supported by this award of assistance.

Will comply with the Laboratory Animal Welfare Act of 1966 (P.L. 89-544, as amended, 7 U.S.C. §§2131 et seq.) pertaining to the
care, handling, and treatment pf warm blooded animals held for research, teaching, or other activities supported by this award of

assistance.

Will comply with the Lead-Based Paint Poisoning Prevention Act (42 U.S.C. §84801 et seq.) which prohibits the use of lead based

paint in construction or rehabi

itation of residence structures.

Will cause to be performed the required financial and compliance audits in accordance with the Single Audit Act of 1984.

Will comply with all applicable
program.

Will comply with the requirements of Section 106(g) of the Trafficking Victims Protection Act (TVPA) of 2000, as amended (22 U.S.C.

7104) which prohibits grant aw

the period of time that the award is in effect (2) Procuring a commercial sex act during the period of time that the award is in effect

requirements of all other Federal laws, executive orders, regulations and policies governing this

ard recipients or a sub-recipient from (1) Engaging in severe forms of trafficking in persons during

or (3) Using forced labor in the performance of the award or subawards under the award.

AM - North Carolin

Damna A Afin
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LIST of CERTIFICATIONS

1. Certification Regarding Debarment and Suspension

The undersigned (authorized official signing for the applicant organization) certifies to the best of his or her knowledge and belief that
the applicant, defined as the primary participant in accordance with 2 CFR part 180, and its principals:
a. Agrees to comply with 2 CFR Part 180, Subpart C by administering each lower tier subaward or contract that exceeds $25,000 as a
“covered transaction" and verify each lower tier participant of a "covered transaction” under the award is not presently debarred
or otherwise disqualified from participation in this federally assisted project by:

a. Checking the Exclusion Extract located on the System for Award Management (SAM) at http://sam.gov
b. Collecting a certification statement similar to paragraph (a)

¢. Inserting a clause or condjtion in the covered transaction with the lower tier contract

2. Certification Regarding Drug-Free Workplace Requirements

The undersigned (authorized official signing for the applicant organization) certifies that the applicant will, or will continue to, provide a
drug-free work place in accordance with 2 CFR Part 182 by:

a. Publishing a statement notifyi

controlled substance is prohib
violation of such prohibition;

. Establishing an ongoing drug-

g employees that the unlawful manufacture, distribution, dispensing, possession or use of a
ted in the grantee's work-place and specifying the actions that will be taken against employees for

free awareness program to inform employees about--

1. The dangers of drug abuse in the workplace;

2. The grantee's policy of mg
3. Any available drug counse
4. The penalties that may be

. Making it a requirement that e

intaining a drug-free workplace;
ling, rehabilitation, and employee assistance programs; and
imposed upon employees for drug abuse violations occurring in the workplace;

ach employee to be engaged in the performance of the grant be given a copy of the statement

required by paragraph (a) aboye;

. Notifying the employee in the [statement required by paragraph (a), above, that, as a condition of employment under the grant, the

employee will--
1. Abide by the terms of the

2. Notify the employer in wri
later than five calendar da
. Notifying the agency in writing
otherwise receiving actual noti
to every grant officer or other
has designated a central point
grant;
. Taking one of the following ac
employee who is so convicted

statement; and

ting of his or her conviction for a violation of a criminal drug statute occurring in the workplace no
ys after such conviction;

within ten calendar days after receiving notice under paragraph (d)(2) from an employee or

ce of such conviction. Employers of convicted employees must provide notice, including position title,
designee on whose grant activity the convicted employee was working, unless the Federal agency

for the receipt of such notices. Notice shall include the identification number(s) of each affected

tions, within 30 calendar days of receiving notice under paragraph (d) (2), with respect to any
?

1. Taking appropriate personnel action against such an employee, up to and including termination, consistent with the
requirements of the Rehahilitation Act of 1973, as amended; or

2. Requiring such employee t
purposes by a Federal, Sta

. Making a good faith effort to ¢
(e), and (f).

o participate satisfactorily in a drug abuse assistance or rehabilitation program approved for such
te, or local health, law enforcement, or other appropriate agency;

ontinue to maintain a drug-free workplace through implementation of paragraphs (a), (b), (c), (d),

3. Certifications Regarding Lobbying

Per 45 CFR §75.215, Recipients are subject to the restrictions on lobbying as set forth in 45 CFR part 93. Title 31, United States Code,

Section 1352, entitled "Limitation on use of appropriated funds to influence certain Federal contracting and financial transactions,”

Printad: Q/28/2010 11-:44_AM - Narth Caralina Dana & nf10
Printed: 12/11/2019 9:17 AM - North Carolina - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022 Page 17 of 534
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generally prohibits recipients of Federal grants and cooperative agreements from using Federal (appropriated) funds for lobbying the

P

Executive or Legislative Branches of the Federal Government in connection with a SPECIFIC grant or cooperative agreement. Section
1352 also requires that each person who requests or receives a Federal grant or cooperative agreement must disclose lobbying

undertaken with non-Federal (non-
$100,000 in total costs.

appropriated) funds. These requirements apply to grants and cooperative agreements EXCEEDING

The undersigned (authorized official signing for the applicant organization) certifies, to the best of his or her knowledge and belief, that

1. No Federal appropriated funds
or attempting to influence an

have been paid or will be paid, by or on behalf of the undersigned to any person for influencing

vfficer or employee of any agency, a Member of Congress, an officer or employee of Congress, or

an employee of a Member of Congress in connection with the awarding of any Federal contract, the making of any Federal grant,

the making of any Federal loar
amendment, or modification o

2. If any funds other than Federa

, the entering into of any cooperative agreement, and the extension, continuation, renewal,
f any Federal contract, grant, loan, or cooperative agreement.

ly appropriated funds have been paid or will be paid to any person for influencing or attempting to

influence an officer or employge of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a
Member of Congress in connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall

complete and submit Standarg

Form-LLL, "Disclosure of Lobbying Activities," in accordance with its instructions. (If needed,

Standard Form-LLL, "Disclosure of Lobbying Activities," its instructions, and continuation sheet are included at the end of this

application form.)

3. The undersigned shall require
tiers (including subcontracts, s
shall certify and disclose accor

This certification is a material repre
Submission of this certification is a
person who fails to file the requireg
for each such failure.

that the language of this certification be included in the award documents for all subawards at all
ubgrants, and contracts under grants, loans and cooperative agreements) and that all subrecipients
dingly.

sentation of fact upon which reliance was placed when this transaction was made or entered into.
prerequisite for making or entering into this transaction imposed by Section 1352, U.S. Code. Any
certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000

4, Certification Regarding Program Fraud Civil Remedies Act (PFCRA) (31 U.S.C § 3801- 3812)

The undersigned (authorized officig
accurate to the best of his or her kn
may subject him or her to criminal,
with the Public Health Service term

5. Certification Regarding Enviro

Public Law 103-227, also known as
indoor facility owned or leased or ¢
childhood development services, e
programs either directly or through

I signing for the applicant organization) certifies that the statements herein are true, complete, and
owledge, and that he or she is aware that any false, fictitious, or fraudulent statements or claims
civil, or administrative penalties. The undersigned agrees that the applicant organization will comply
s and conditions of award if a grant is awarded as a result of this application.

nmental Tobacco Smoke

the Pro-Children Act of 1994 (Act), requires that smoking not be permitted in any portion of any
ontracted for by an entity and used routinely or regularly for the provision of health, daycare, early
jucation or library services to children under the age of 18, if the services are funded by Federal
State or local governments, by Federal grant, contract, loan, or loan guarantee. The law also

applies to children's services that afe provided in indoor facilities that are constructed, operated, or maintained with such Federal

funds. The law does not apply to ch
alcohol treatment, service providerg
coupons are redeemed.

Failure to comply with the provision
violation and/or the imposition of g

ildren’s services provided in private residence, portions of facilities used for inpatient drug or
whose sole source of applicable Federal funds is Medicare or Medicaid, or facilities where WIC

s of the law may result in the imposition of a civil monetary penalty of up to $1,000 for each
n administrative compliance order on the responsible entity.

By signing the certification, the und
will not allow smoking within any p

The applicant organization agrees t
provisions for children's services an

rintad: QIRI2N1Q 1144 A NAarth Carnlin

ersigned certifies that the applicant organization will comply with the requirements of the Act and
ortion of any indoor facility used for the provision of services for children as defined by the Act.

hat it will require that the language of this certification be included in any subawards which contain
d that all subrecipients shall certify accordingly.

Printed: 12/11/2019 9:17 XI\?I - North Carol
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The Public Health Services strongly

encourages all grant recipients to provide a smoke-free workplace and promote the non-use of

tobacco products. This is consistent with the PHS mission to protect and advance the physical and mental health of the American

people.

HHS Assurances of Compliance (HHS 690)

ASSURANCE OF COMPLIANCE WIT

H TITLE VI OF THE CIVIL RIGHTS ACT OF 1964, SECTION 504 OF THE REHABILITATION ACT OF 1973,

TITLE IX OF THE EDUCATION AMENDMENTS OF 1972, THE AGE DISCRIMINATION ACT OF 1975, AND SECTION 1557 OF THE

AFFORDABLE CARE ACT

The Applicant provides this assuraf
discounts or other Federal financia

ce in consideration of and for the purpose of obtaining Federal grants, loans, contracts, property,
assistance from the U.S. Department of Health and Human Services.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Title VI of the Civil Rights Act g

f 1964 (Pub. L. 88-352), as amended, and all requirements imposed by or pursuant to the Regulation

of the Department of Health and Human Services (45 C.F.R. Part 80), to the end that, in accordance with Title VI of that Act and the
Regulation, no person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in,
be denied the benefits of, or be otherwise subjected to discrimination under any program or activity for which the Applicant

receives Federal financial assist

ance from the Department.

2. Section 504 of the Rehabilitation Act of 1973 (Pub. L. 93-112), as amended, and all requirements imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 84), to the end that, in accordance with Section 504 of

that Act and the Regulation, n¢
his disability, be excluded from
activity for which the Applicant

otherwise qualified individual with a disability in the United States shall, solely by reason of her or
participation in, be denied the benefits of, or be subjected to discrimination under any program or
receives Federal financial assistance from the Department.

3. Title IX of the Education Amendments of 1972 (Pub. L. 92-318), as amended, and all requirements imposed by or pursuant to the

Regulation of the Department
Regulation, no person in the U
or be otherwise subjected to d
financial assistance from the D

4. The Age Discrimination Act of

of Health and Human Services (45 C.F.R. Part 86), to the end that, in accordance with Title IX and the
hited States shall, on the basis of sex, be excluded from participation in, be denied the benefits of,
scrimination under any education program or activity for which the Applicant receives Federal
epartment.

1975 (Pub. L. 94-135), as amended, and all requirements imposed by or pursuant to the Regulation

of the Department of Health and Human Services (45 C.F.R. Part 91), to the end that, in accordance with the Act and the Regulation,

no person in the United States
subjected to discrimination un
Department.

5. Section 1557 of the Affordable
Regulation of the Department

shall, on the basis of age, be denied the benefits of, be excluded from participation in, or be
Jer any program or activity for which the Applicant receives Federal financial assistance from the

Care Act (Pub. L. 111-148), as amended, and all requirements imposed by or pursuant to the
of Health and Human Services (45 CFR Part 92), to the end that, in accordance with Section 1557 and

the Regulation, no person in the United States shall, on the ground of race, color, national origin, sex, age, or disability be

excluded from participation in,
for which the Applicant receive

be denied the benefits of, or be subjected to discrimination under any health program or activity
s Federal financial assistance from the Department.

The Applicant agrees that compliance with this assurance constitutes a condition of continued receipt of Federal financial assistance,

and that it is binding upon the App
provided. If any real property or str

icant, its successors, transferees and assignees for the period during which such assistance is
lcture thereon is provided or improved with the aid of Federal financial assistance extended to the

Applicant by the Department, this assurance shall obligate the Applicant, or in the case of any transfer of such property, any transferee,

for the period during which the rea
or for another purpose involving th
shall obligate the Applicant for the
recognizes and agrees that the Uni

The grantee, as the awardee organi
sub-recipients in accordance with 4

rintad: Q/2RI7N1Q 11-44 AM _ Nlarth Carnlin

property or structure is used for a purpose for which the Federal financial assistance is extended
e provision of similar services or benefits. If any personal property is so provided, this assurance
period during which it retains ownership or possession of the property. The Applicant further

ted States shall have the right to seek judicial enforcement of this assurance.

zation, is legally and financially responsible for all aspects of this award including funds provided to
b CFR §§ 75.351-75.352, Subrecipient monitoring and management.
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I hereby certify that the state or territory
summarized above, except for those sec
for the period covered by this agreemen

I also certify that the state or territory will

State: North Carolina

Name of Chief Executive Offic

Signature of CEO or Designee/:

Title: Deputy Secretary of Beh

t.

er (CEO) or Designee: Kody H. Kinsley

DocuSigned by:

bl

comply with the Assurances Non-construction Programs and other Certifications summarized above.

D7846E4CRAGF4AS

vioral Health and I/DD Date Signed:

'if the agreement is signed by an authoriz

OMB No. 0930-0168 Approved: 04/19/20
Footnotes:
See signed copy in the Attachments sect

ed designee, a copy of the designation must be attached.
9 Expires: 04/30/2022

ion.

~A. Q1IN0 ARA  NlArth Carnli

9/30/2019 |

9:14 PM EDT

Brinted: 12/11/2019 9°17 AM - North Carolina - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022

will comply with Title XIX, Part B, Subpart Il and Subpart Il of the Public Health Service (PHS) Act, as amended, and
tions in the PHS Act that do not apply or for which a waiver has been granted or may be granted by the Secretary

Pana & nfin
Page 20 of 534



I
DocusSign Envelope ID: C227DFFB-BC18-40AD-B446-BB41BEB2287B

State Information

Disclosure of Lobbying Activities

To View Standard Form LLL, Click the link below (This form is OPTIONAL)
Standard Form LLL {dick here)

Name -
Kody H. Kinsley

Title

Deputy Secretary for Behavioral Health and IDD

Organization N
NC Department of Health and Human Services, DMHDDSAS

,——DocuSigned by:

s;gnamre;Lfgfg&/@ bate: 9/30/2019 | 9:14 PM EDT

D7816E4CBAGF4AS...
OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022

Footnotes:

No lobbying activities.

Printed: 9/28/2019 12:09 PM - North Carolina Page 1 of 1
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State Information

Disclosure of Lobbying Activities

To View Standard Form LLL, Click the link below (This form is OPTIONAL)
Standard Form LLL (click here)

Name
Kody H. Kinsley
Title

Deputy Secretary for Behavioral Health and IDD

Organization

NC Department of Health and Human Services, DMHDDSAS

Signature: Date:

OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022

Footnotes:

No lobbying activities. See signed copy in Attachments.

Printed: 12/11/2019 9:17 AM - North Carolina - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022 Page 22 of 534



Planning Steps

Step 1: Assess the strengths and organizational capacity of the service system to address the specific populations.

Narrative Question:

Provide an overview of the state's M/SUD prevention, early identification, treatment, and recovery support systems, including the statutory
criteria that must be addressed in the state's Application. Describe how the public M/SUD system is currently organized at the state and local
levels, differentiating between child and adult systems. This description should include a discussion of the roles of the SMHA, the SSA, and other
state agencies with respect to the delivery of M/SUD services. States should also include a description of regional, county, tribal, and local
entities that provide M/SUD services or contribute resources that assist in providing the services. The description should also include how these
systems address the needs of diverse racial, ethnic, and sexual and gender minorities, as well as American Indian/Alaskan Native populations in

the states.

OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022

Footnotes:
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DMHDDSAS Executive Leadership Team

Director for Division of Mental
Health, Developmental Disabilities
and Substance Abuse Services
(Recruiting)

Kody Kinsley
(Interim)
60042708
Jonathan Kappler Executive Assistant; Lead
Chief of Staff for Administrative Support
65019642 Patti Escala
60043335
Baker, LaTonya Mills, Susan
Administrative Specialist Il Administrative Specialist |
60043293 60043429

Harmon, Judy
Administrative Specialist Il |—

60043423
I | ] i
A/D for Policy & Program A/D for System . CMO for Behavioral Health
Design Performance A/D for Operations A/D for Engagerrfent and IDD
Kathy Nichols Lisa Haire Karen Burkes Ken Schuesselin Carrie Brown, MD
60043405 60043283 60043410 60043499 60043299
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Policy

and Prog

ram Mana

ement Team

Policy and Program
Management
Nichols, Katherine
Associate Director

60043405
| |
T T I T 1
IDD Disabilities Mental Health - Transitioning Substance Use (=] Sor Coordinator
Lewis, Mya Caison, Walter Prevention & Wellness Populations Team Drug Control Severino, Dorian | 60043396
HS Prgm Mg II HS Program Mer II Jessica Dicken (Acting) Team. HS Program Manager (recruiting)
60043449 60043356 HS Program Manager Il Stella Bailey 11 60043391
Smith, Brenda 60043396 Smith, Tamara Shivar, Janie HS Prgm Mgr |
Yarborough, Dena Jones, Stephanie AR HS Program MH Program 60043367 - Problem Gambling
Admin Specialist| == HS Planner/Eval Il Admin Specialist |1 — I_I Manager| Manager Il Davis, Brenda Prokopowica, Amy
60043376 60043309 60043339 FDATeam Prevention & 60043380 60090107 Admin Specialist MH Prgrm Constil
I 1 Sanders, Ronda Wellness Team 60043384 60043336
| — . HS Program Mgr |
DD Tear Adult MHTeam Child MHTeam DeafServices p g na365 8 i i "
Chancey, LaToya TBITeam Smith, Stacy Harbour, Eric Trotter, Philip m Eisen, Michael Hill, Cheanette I Special Populations
v v Pokorny, Scott HS Prgm Mer | HS Program Manager | HS Program Manager | HS Prgm Consultant 1l H Admin Spec I OTP Team Scott Robbins, Starleen
HS Prgm Megr | HS P | g g £0043347 £004334, 60043389 . 60043361 . SOR Prgm Dir
rgm Mg I Justice Smith Worth HS Prgm
60043418 Vacant - - Community A HS Prog Mgr
60043360 - Dicken, Jessica HousingTeam Populations HS Prog Mgr | Conslt 11l
Alley, Tara Grant, Terri HS Prgm Const IlI Preference Edminster € Brown, Sonya 60043378 Vacant
.| Simpson-Hall, Shana HS Prgm Consultant 1l | | g 65018952 HS Pgrm Consultant il Populations minster, Ken . Gariboldi, Michael 65092738 60043374
Brown, Michael HS Pgrm Team HS Program Manager | HS Prog Mer I — HS Prgm Consultant Il
HS Prgm Consultant Ill s p C tant 11 £5018509 C I 60043308 60043443 60043393 60043371
60043416 - rgm Consultan 60043316 Vacant ; i
Herring, Margaret Asst. Prog Dir Lewis, Lee
60043434
MH HS Prgm — =] HSPlanner/Eval | Harris, Bill Harper-King, Angela Jones, Tim HS Prog Cons IIl HS Prgm
Vacant Consultant 1165018510f | | Kimberly HS Prglm 60043284 HS Program HS Prgm Consultant Il Prison Reviews — HS Prgm Consultant II Eller, Joanna REcruiting Consultant Il
MH Program Mgr Il — 60043295 1 Johnson, Kimberly 60043369 HS Prog Conslt 65029779 60043392
ogra gl T Consultant II PFS Grant Manager | HS Prgm Consultant Il Il 60043375
(Recruiting) ! 5004229 ran 60043302 Webster, Debbie 60043436 Data Coor
HS Prgm Consultant Il HS Prgm Mgr II
60043337 65020250 i - HS Prgm Consultant Il Peacock, Gerald Prog Analyst Il Vacant
Cole, Nicole Vacant Lee, Stacey 60043445 u HS prem Consultant I Vacant HS Prog Conslt II
HS Prog Mgr | 65029758 50043370 65029741 65026668
Noell, Rachel Ness, Nicole 60090105 | HS Prgm C Wo Per Chi 1SAMHP
- - Bi -H )
HS Prgm Consultant HS Prgm Consultant II i | HS Prgm Consultant Il - mw;u.fvm"g eisberg K Data Coor
il 43351 60090108 | 60043447 | eisberg Kristen
6004335 sovery. Paul 60043415 HS Program Conslt | || Soc/Cliniea) Res At Prog Analyst Il
N ¥r 60043440 60043323 Vacant Vacant
Vacant | | Hg‘;:“;:’h;:f;merl - c HS Plrgm " Carlyle, Emily McNear, Patricia 65020740 | PPW Project Dir
8 8 onsultant HS Prgm Consultant 7] HS Prgm Consultant Il 65029780
MH Program Manager £2026536 60043353 — I Prison Reviews Price, Depris [~ Data Analyst |
- . £0043467 Godette, Marilyn - o preg o 4
(recruiting) DeCiantis, Lisa 60043290 L|  whis prgm Consultant g Prog Analyst |
| 60090110 H Hs PrgmConsultant 1| | Mozzetti, Petra | Joyce, Bill c00um287 Vacant
65026492 HS Prog Wilson, Allison HS Prgm Consultant Il
Consultant 111 MH Prgm C 0043459 5
Soderena, Robin aul, Susan
4 65027254 | I — HS Planner/Eval lll
HS Prgm Consultant II 60090109 Kurtz, Robert 65026089
60043460 - Senior Psychologist
IDD 60043300
PIPBHC — Johnson, Rachel
.| Program Manager | Hs Pgsoggzgwsl;/lgrl
Vacant
65029746

PIPBHC Grant
Administrative
Specialist Il
Vacant

65029747

Robinson, Susan
HS Prgm
Consultant Il
60043321

Printed: 12/11/2019 9:17 AM - North Carolina - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022

PngeQSZof 230



System Performance Team

System Performance
Haire, Lisa
Associate Director
60043283
’ I
Quality Management i
Team - Financial Audit Team Systems Information Team Knotts, Terry DWI Team System Advocacy
Bowman, Jennifer Program Integrity Farley, Dennis ) Hayter, Thelma LME/MCO Safety Officer | Jones, Lynn Team
HS Prog Mgr Il Team HS Prog Mgr | Business Systems Manager Liaisons Team 60043412 HS Program
60043322 60043286 60043433 Manager |
60043377 Eccleston, Art
Breeding, Janet Psychologist
- Ad:::’SESSEZIci:t 1 Charity HS Prog senior
65024114 Coe, Cynthia Davis, Edualynn Rlchardsor_l Consultant 111 60043301
HS Prog Finance & Bus. Info Processing 60043450 Johnson, Amy
Consultant Il 1 . ’ Assistant Il HS Prgm
Compliance Analyst |
Feasel, Karen 60043345 Pe0aa3sy | 60043488 Consultant I ve
o HS Prog Megr | French, Yvonne 60043372 Thaal;e;, Tanya
60043479 Vacant HS Prog rog
Consultant Il Consultant II
Flood, Barbara Howett, Jeff Bus Sys Analyst | 60043379 Fortunato 60043390
Varma, Abha [ HS Prog — HS Prog Consult Il 60043332 Adris
- HS Prog Mgr | Consultant Il 60043444 HS Prgm
60043403 60043472 Jackson, Lisa Consultant II
HS Prog 60043435
Gibbs-Knight, Umstead, Craig Blioer, Consultant Il
Airrelle |  Business Officer Corinthian 60043285
| social Res Assist 60037681 Bus Sys Analyst | Reynolds,
60043317 60043431 Jason
HS Prgm
M Ki Consultant Il
Findley, Gloria 0ss, Aim Harris, Myran 60043385
— HS Prog Mgr | HS Prog Consult II Bus Sys Analyst |
60043394 60043471 60043452
Ragan, Krista Wilkins, Sasha
L | Hs Prog Mer1 Oates, Deidra Holtzman, Adam Admin
65024113 || Finance &Business Bus Sys Analyst Specialist 11
Compliance Analyst | I 60043395

Pickett, Kevin
— HS Prog Mgr |
60043388

Schwartz, Michael
1 HS Prog Mgr |
60043475

Woodard,
Bradford
HS Prog Mgr |
60043315

Johnson, Dawn
— HS Prog Mgr |
60043495

60090111

60043478

De Lagarde,
Latoya
Soc/Clin
Research Spec
60043490

Vacant
MH Program Mgr

60043313

Printed: 12/11/2019 9:17 AM - North Carolina - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022

PngeQ%of 230



Operations Team

Karen Burkes

Associate Director

60043364
Business and Finance Graphics Specialist
Analyst |1 Reitmann, Christopher
(recruiting) Graphic Designer Il
60043410
65026669

Legislative and Regulatory Affairs

Customer Rights Team
Stokes, Glenda

’

Human Resources

Budget & Finance
Kelly, Christal (Acting)

Manager

Information Technology

Coatney, Madison
Admin Assistant Il

Baker, Denise

HS Program Manager Il

MH Progralrln Manager Manager Business Manager 60043326
i i Sandi Lindquist
6004376 Kristen Dixon 60043451 q 60043430
‘ Grimaldi, Mark
- - — HS Prog Mgr Il
Baity, Tammy Financial Reports Hermann, Jessica Budget Management Central Admin 60043363
Admin Specialist Il Plummer, Sheryl HS Prog Consultant Blaize, Eric -
60043303 Business Officer I i business officer I Vacant - recruiting
60043470 usiness Officer Busi Officer Il
60043453 60043325 usiness Ofticer Onque, LaToya
60043402 ] Admin Specialist Il
Forrest, Stacie 60043368
— HS Program Holmberg, Steven .
Consultant Il Dixon, Jay Contracts - list | Wilson, Beverly Hester, Marta
60043462 - ) ontract >pecialls Admin Specialist I —
Business Officer | 60043407 HS Program Consultant Il
60037684 60043424 60043439
Lewis, Christopher
HS Program
— Consultant II Houck, Tammie Tripp, Mary
60043417 White, LaToya Admin Specialist 11 MH Program
Ll susinessofficer | 60053881
usiness Officer Manager Il
60043366 60043477
Revelle,
Christopher
— HS Program
Consultant Il
60043414
Sullivan, John
[ HS Program
Consultant Il
60043387

Printed: 12/11/2019 9:17 AM - North Carolina - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022 Pagge?_ﬁhof 230



Engagement Team

Consumer Policy
Schuesselin, Ken
Associate
Director
60043499

Eé%?g‘,,:":,ﬁy& Military & Veterans
EmpowermentTeam Services
Thompson, Suzanne Smith, Jeffrey
HS Program HS Program Consultant llI
Manager | 60090104
60043466

—1 Kate Barrow
HS Program Consultant Il

60043428

Harward, Stacey
HS Program Consultant Il

60043454

Rider, Wes
HS Program Consultant Il

60043441

Consumer Information
Policy Management
(Recruiting)
HS Program Consultant Il
60043446

Printed: 12/11/2019 9:17 AM - North Carolina - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022

Paggezesof 230



Chief Medical Office for Behavioral Health and IDD
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Local Management Entity - Managed Care Organizations (LME-MCOs)
DHHS currently has -- Seven- LME-MCOs operating under the 1915 b/c Waiver

Partners Behavioral Health Management Cardinal Innovations Healthcare Solutions Trillium Health Resources
\ /\ Currituck
‘ “r | | Lo ampIon / éates ameen n
Stokes |Rockingham | Warren . A
Vaya Health ‘ g “ Caswell/ Person‘\Granvi lganc Hertford /If PasigQiny

= — {Per uirga \
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~\Davidson ‘
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/ ontgomery
/
/ Stanly Moore
Mecklenberg ’ : \
) \/\{{ichmo d d
Union Anson/ Hoke
cotland ~
Robeson Bladen
Sandhills Center
Brunswick

Eastpointe

Alliance Health

e Reflects LME-MCOs as of 7/1/19.

e Includes the Alliance Health name change (January 2019) and realignment of Rutherford County to Partners Behavioral Health
Management on 7/1/19.
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Local Management Entity - Managed Care Organizations (LME-MCOs)
DHHS currently has -- Seven- LME-MCOs operating under the 1915 b/c Waiver

Partners Behavioral Health Management
Pop: 1,022,922

Cardinal Innovations Healthcare Solutions
Pop: 3,206,914

Trillium Health Resources
Pop: 1,485,960

\ Currituck

Ileghan ‘ T l ‘ NOrNamptory,>~ / éates amden \
i
Vaya Health Ashe Surry Stokes |Rockingham | caswell| Person | Warren ‘w (g A
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- N g Forsyth . L
itch i Orangg Franklin i
Avery, \ Guilford Alamance L Bertie
Caldwell | Alexangfer ff Davie
Madison_Yance — dgecombsg \
Burke Iredell “~Davidson /
Randolph |  Chath “
Buncombe ) McDowell Catawba Rowan & atham
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Clay N . ichmond
Union Ar;(:r:\{{ Hoke Sampson

/ )d

Sandhills Center
Pop: 1,135,741

Brunswick

Eastpointe
Pop: 662,980

e Reflects LME-MCOs and the population within their catchment area as of 7/1/19.
e Total NC population is 10,524,548. Source: NC OSBM July 2019 county single-age population estimates.
e Includes the Alliance Health name change (January 2019) and realignment of Rutherford County to Partners Behavioral Health

Management on 7/1/19.
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Local Management Entity - Managed Care Organizations (LME-MCOs)
DHHS currently has -- Seven- LME-MCOs operating under the 1915 b/c Waiver

Western Region Central Region Eastern Region
LY
Partners Behavioral Health Management Cardinal Innovations Healthcare Solutions Trillium Health Resources
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‘ ur okes |Rockingham | ,
Vaya Health ry ‘ | Caswel Person‘\G .|Vanc . Hertford | \Pasigl
Watau Wilkes Vadkin ranvije > al'g \'Perqw
i
ool Avery, Forsyth = = iifford Orang Frankiin Bort ho
Alexangfer i el L2 urhal Nash ertie
Vance Caldwell Davie as dgecomb
Madison - Washi
Burke Iredell avidsol Wake Martin e 'Pyrrell Dare
Buncombe 3 McDowell Catiawiie Rowan Nl Chatham Hisen i Beaufort %
Swain laces Lincoln Jelimstion Green it Hyde
Rutherford Cabarrus/ Lee
Graha Henders Gaston / ontgomery Harnett ayne
/ .
Jackso . Pol Clevelan / Stanly Moore Lenoir, Craven
Transylvani Mecklen /
Cherokee Macon verioll ; Pamiic
Clay . ichmo umberial ones )
m— Union Anson Hoke Sampson Duplin )
Onslow {
cotlal  Cartere
Robeson Bladen
Pender Alliance Health
Sandhills Center Columbus New,
angffer
Brunswick
Eastpointe

e Reflects LME-MCOs as of 7/1/19.

e Includes the Alliance Health name change (January 2019) and realignment of Rutherford County to Partners Behavioral Health
Management on 7/1/19.
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Local Management Entity - Managed Care Organizations (LME-MCOs)
DHHS currently has -- Seven- LME-MCOs operating under the 1915 b/c Waiver

Western Region

Central Region

a

Eastern Region

Partners Behavioral Health Management
Pop: 1,022,922

Cardinal Innovations Healthcare Solutions
Pop: 3,206,914

Trillium Health Resources
Pop: 1,485,960

\

Currituck
Alleghan ' l | Ry 10! NAMPION>~ "/ é amden \
| f ates
Vaya Health Ashe Surry Stokes ‘Rockinghamq‘ Caswell| Person | Warren L
Pop: 1,063,415 | | | Vance Hertford Q& \PasigQl
! ! . : Granville . ( N
ga Wilkes w = lPerqwn
Forsyth . Orangg . L
e Franklin . oW
‘W w ) ) ML JAlamance D Bertie
Davie
' dgecombe Martin Washington \
B, Catawba Rowan Randolph Chatham
Pitt Beaufort »
i R Cabarrus/ ery
raha /
Gaston /
Jackso Pol Cleveland / Stanly Moore \ Craven
Cherokee Mecklenburg J
Macon ) I ) Pamlicq
Cla: Richmol ones
- . Union Anson § > Sampson ) (
/ Onslow {
’

Sandhills Center
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Brunswick
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Pop: 662,980

e Reflects LME-MCOs and the population within their catchment area as of 7/1/19.
e Total NC population is 10,524,548. Source: NC OSBM July 2019 county single-age population estimates.
e Includes the Alliance Health name change (January 2019) and realignment of Rutherford County to Partners Behavioral Health

Management on 7/1/19.
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NC DHHS Division of Health Benefits

North Carolina

Substance Use Disorder Implementation Plan Protocol

March 8, 2019
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Introduction

Like many states, North Carolina is facing an opioid crisis that has rapidly intensified in recent years.
Opioid overdose deaths in North Carolina have increased from just over 100 deaths in 1999 to 1,384 in
2016, including a 39% increase in overdose deaths from 2015-2016.>% Since 1999, over 13,000 North
Carolinians have died from an opioid overdose. Despite significant efforts to turn the tide on the opioid
crisis—including launching North Carolina’s Opioid Action Plan, passing the bipartisan Strengthen Opioid
Misuse Prevention (STOP) Act, and making changes to North Carolina’s Medicaid program—the number
of people dying from opioid overdoses each month continues to increase.

As part of its commitment to expand access to treatment for substance use disorders (SUDs), North
Carolina’s Department of Health and Human Services (the Department) is pursuing a Section 1115
demonstration to strengthen its SUD delivery system by:

e Expanding its SUD benefits to offer the complete American Society of Addiction Medicine
(ASAM) continuum of SUD services;

e Obtaining a waiver of the Medicaid institution for mental diseases (IMD) exclusion for SUD
services;

e Ensuring that providers and services meet evidence-based program and licensure standards;

e Building SUD provider capacity;

e Strengthening care coordination and care management for individuals with SUDs; and

e Improving North Carolina’s prescription drug monitoring program (PDMP).

The following implementation plan provides an overview of North Carolina’s current Medicaid SUD
delivery system and then details North Carolina’s strategic vision for comprehensive SUD delivery
reform across six milestones identified by the Centers for Medicare & Medicaid Services (CMS).

Department Overview

The Department includes the following divisions that have significant roles in the delivery and regulation
of SUD services for Medicaid enrollees:

e Division of Health Benefits (North Carolina Medicaid). The division within the Department
responsible for implementing Medicaid transformation and managing the North Carolina (NC)
Medicaid and Health Choice (CHIP) programs.

e Division of Mental Health/Developmental Disabilities/Substance Abuse Services
(DMH/DD/SAS). The division that serves as the single state authority for the Substance Abuse
and Mental Health Services Administration (SAMHSA) and administers state-funded mental
health, developmental disability and substance abuse services.

1 North Carolina’s Opioid Action Plan, 2017-2021. Available at
https://files.nc.gov/ncdhhs/NC%200pioid%20Action%20Plan%208-22-2017.pdf.
2 North Carolina Opioid Overdose Factsheet, June 2017. Available at
https://files.nc.gov/ncdhhs/Opioid_Overdose_Factsheet_FINAL_06_27_17.pdf.
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o Division of Health Services Regulation (DHSR). The division that certifies and monitors
healthcare providers.

e Division of State Operated Health Care Facilities (DSOHF). The division that oversees and
manages state-operated health care facilities that treat adults and children with mental illness,
SUDs, intellectual and developmental disabilities (I/DDs) and neuro-medical needs.

Current SUD Delivery System

Today, North Carolina Medicaid contracts with seven local management entities—managed care
organizations (LME-MCOs), which are prepaid inpatient health plans, to provide mental health,
substance use, and I/DD services for Medicaid enrollees located within their catchment areas. Medicaid
enrollees obtain physical health services, pharmacy, and most long-term services and support (LTSS)
through Medicaid fee-for-service. Additionally, DMH/DD/SAS contracts with the LME-MCOs to manage
state and federal block grant-funded mental health, I/DD and SUD services to serve the uninsured and
underinsured populations living within their catchment areas. Certain populations that are excluded
from LME-MCO enrollment, such as NC Health Choice or legal aliens, receive SUD services through
Medicaid fee-for-service. NC Medicaid contracts with a vendor to perform utilization management
functions for fee-for-service behavioral health services.

Medicaid Delivery System Transformation

In September 2015, the North Carolina General Assembly (General Assembly) enacted North Carolina
Session Law 2015-245, which was amended by Session Laws 2016-121, 2017-57 and 2018-48, directing
the transition of North Carolina’s Medicaid program from a predominantly fee-for-service model to
managed care beginning in 2019. Consistent with best practices, the Department will create integrated
managed care products that cover the full spectrum of physical health, behavioral health, LTSS and
pharmacy services for all enrollees. North Carolina will permit two types of prepaid health plan (PHPs)
products: standard plans and behavioral health and intellectual and developmental disability (BH |/DD)
tailored plans. The majority of Medicaid and NC Health Choice enrollees, including adults and children
with lower-intensity behavioral health needs, will receive integrated physical health, behavioral health
and pharmacy services through standard plans when managed care launches in November 2019.
Individuals with significant behavioral health disorders, |/DDs, or traumatic brain injury (TBI) will be
enrolled by July 2021 in BH I/DD tailored plans, which will be specialized managed care products that
target the needs of these populations.

Both standard plans and BH I/DD tailored plans will cover SUD treatment and withdrawal management
services, but the BH I/DD tailored plans will cover a more expansive set of SUD services targeting
individuals with significant SUD needs. LME-MCOs will continue to provide all covered SUD treatment
services for Medicaid enrollees in the period following approval of the state’s 1115 demonstration until
standard plan implementation in November 2019. Upon standard plan implementation and until the
anticipated launch of BH I/DD tailored plans in July 2021, LME-MCOs will provide SUD services for
Medicaid enrollees who are eligible to enroll in the BH I/DD tailored plans or who are delayed or
excluded from managed care. Throughout the managed care transition and afterward, the Department
will continue to provide the complete array of Medicaid-covered SUD treatment and withdrawal
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services in fee-for-service for populations that will phase into managed care in later years of
implementation or that will be exempt or excluded from managed care.?

3 Federally recognized tribal members may choose to remain in the fee-for-service system and are not
mandated to participate in managed care at any point, unless the mandate is for an Indian Managed
Care Entity (IMCE).

4
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North Carolina’s Medicaid State Plan covers a wide range of SUD services for enrollees across outpatient, residential and inpatient care settings.
While North Carolina’s Medicaid program currently covers most services in the ASAM continuum of care, the state seeks to complete its
coverage of the ASAM continuum by adding ASAM levels 3.1 (clinically managed low-intensity residential treatment services), 3.3 (clinically
managed population-specific high-intensity residential programs), 2-WM (ambulatory withdrawal management with extended on-site
monitoring) and 3.2-WM (clinically managed residential withdrawal management) to its State Plan, and expanding coverage of existing services
such as ASAM levels 3.5 (clinically managed high-intensity residential services) and 3.7 (medically monitored intensive inpatient services) to
include adolescents. The table below provides an overview of North Carolina Medicaid coverage for each ASAM level of care, as well as
proposed changes.

and function

Service includes assisting the
individual to achieve changes in his
or her substance use or addictive

ASAM Future
Level Medicaid
of Current Delivery
Care Service Title Description Provider Coverage Future Coverage System
0.5 Early intervention Screening, brief intervention and Physicians and Currently Expansion of Fee-for
referral for treatment (SBIRT) physician extenders | covered for all providers that service,
only are eligible for standard
reimbursement plans and BH
I/DD tailored
plans
1 Outpatient services | Psychiatric and biopsychosocial Direct-enrolled Currently No change Fee-for
assessment; medication licensed behavioral covered for all expected service,
management; individual, group health providers enrollees standard
and family therapies; meeting plans and BH
psychotherapy for crisis; and medical I/DD tailored
psychological testing for eligible necessity plans
enrollees based on clinical severity criteria
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ASAM Future
Level Medicaid
of Current Delivery
Care Service Title Description Provider Coverage Future Coverage System
behaviors, serving as a step down
from a more intensive level of
care, care for an individual in the
early stages of change, and care
for ongoing monitoring and
disease management
2.1 Intensive outpatient | Structured program delivering 9— DHSR-licensed Currently No change Fee-for
services (substance | 19 hours of services per week to facilities covered for all expected service and
abuse intensive meet complex needs of people enrollees BH I/DD
outpatient program) | with addiction and co-occurring meeting tailored
conditions medical plans
necessity
criteria
2.5 Partial Structured program delivering 20 DHSR-licensed Currently No change Fee-for
hospitalization or more hours of clinically facilities covered for all expected service,
services (substance | intensive programming per week, enrollees standard
abuse with a planned format of meeting plans and BH
comprehensive individualized services medical I/DD tailored
outpatient necessity plans
treatment) criteria
3.1 | Clinically managed SUD halfway-house services; DHSR-licensed No coverage Will be covered Fee-for
low-intensity supportive living environment with | facilities for all enrollees service and
residential 24-hour staff and integration with meeting medical | BH /DD
treatment services clinical services; at least five hours necessity criteria | tailored
of low-intensity treatment per plans
week or more intensive outpatient
care as indicated
3.3 | Clinically managed Clinically managed high-intensity DHSR-licensed No coverage Will be covered Fee-for
population-specific SUD residential service for adults facilities for all enrollees service and
high-intensity with cognitive impairment, meeting medical | BH /DD
6
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ASAM Future
Level Medicaid
of Current Delivery
Care Service Title Description Provider Coverage Future Coverage System
residential programs | including developmental delays, necessity criteria | tailored
provided in a structured recovery plans
environment
35 Clinically managed Clinically managed high-intensity DHSR-licensed Currently Will be covered Fee-for
high-intensity SUD residential services provided facilities covered for for all enrollees, | service and
residential services in a structured recovery pregnant and including adults BH I/DD
(substance abuse environment parenting and adolescents | tailored
non-medical women meeting medical | plans
community necessity criteria
residential
treatment)
3.7 | Medically monitored | Medically monitored SUD DHSR-licensed Currently Will be covered Fee-for
intensive inpatient inpatient treatment service with a | specialty unitsin a covered for for all enrollees, | service and
services (substance | structured regimen of 24-hour community or adult enrollees | including adults BH I/DD
abuse medically physician-directed evaluation, psychiatric hospital meeting and adolescents | tailored
monitored observation, medical monitoring medical meeting medical | plans
community and addiction treatment necessity necessity criteria
residential criteria
treatment)

4 Medically managed | Medically managed intensive DHSR-licensed Currently No change Fee-for
intensive inpatient inpatient services with 24-hour psychiatric hospitals | covered for all expected service,
services (inpatient nursing care and daily physician and licensed enrollees standard
behavioral health care for severe, unstable problems | community hospitals | meeting plans and BH
services) in ASAM dimension: (1) acute medical I/DD tailored

intoxication and/or withdrawal necessity plans
potential; (2) biomedical criteria

conditions and complications; or

(3) emotional, behavioral or

cognitive conditions and

complications
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ASAM Future
Level Medicaid
of Current Delivery
Care Service Title Description Provider Coverage Future Coverage System
Counseling services also available
OTP | Opioid treatment Service includes methadone or DHSR-licensed Currently No change Fee-for
program buprenorphine administration for | facilities covered for all expected service,
(outpatient opioid treatment or maintenance; NC enrollees standard
treatment) Medicaid is exploring creating an meeting plans and BH
integrated service package that medical I/DD tailored
includes counseling and case necessity plans
management and other supportive criteria
services such as lab work in
addition to methadone or
buprenorphine
1-WM | Ambulatory An organized outpatient DHSR-licensed Currently No change Fee-for
withdrawal withdrawal management service facilities covered for all expected service,
management under the direction of a physician enrollees standard
without extended providing medically supervised meeting plans and BH
on-site monitoring evaluation, detoxification and medical I/DD tailored
(ambglétory referral services to treat mild ne'ces'sny plans
detoxification) . criteria
withdrawal symptoms
2-WM | Ambulatory An organized outpatient DHSR-licensed No coverage Will be covered Fee-for
withdrawal withdrawal management service facilities for all enrollees service,
management with under the direction of a physician meeting medical | standard
extended on-site providing medically supervised necessity criteria | plans and BH
monitoring evaluation, detoxification and I/DD tailored
referral services to treat moderate plans
withdrawal symptoms with
extended on-site monitoring
8
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ASAM Future
Level Medicaid
of Current Delivery
Care Service Title Description Provider Coverage Future Coverage System
3.2- | Clinically managed An organized, clinically managed DHSR-licensed No coverage Will be covered Fee-for
WM | residential residential withdrawal facilities for all enrollees service,
withdrawal management service for meeting medical | standard
individuals who are experiencing necessity criteria | plans and BH
moderate withdrawal symptoms I/DD tailored
and who require 24-hour plans
supervision, observation and
support; uses physician-approved
protocols to identify individuals
who require medical services
beyond the capacity of the facility
and to transfer these individuals to
the appropriate levels of care
3.7- | Medically monitored | An organized, medically monitored | DHSR-licensed Currently No change Fee-for
WM | inpatient withdrawal | inpatient withdrawal management | facilities covered for all expected service,
management (non- | service under the supervision of a enrollees standard
hospital medical physician that provides 24-hour meeting plans and BH
detoxification) observation, monitoring and medical I/DD tailored
treatment for individuals who are necessity plans
experiencing severe withdrawal criteria
symptoms and require 24-hour
nursing care
n/a | Medically An organized, medically monitored | DHSR-licensed Currently Will be Fee-for
supervised or withdrawal management service facilities covered for incorporated into | service,
alcohol and drug under the supervision of a adult ASAM 4.0-WM standard
abuse treatment physician that provides 24 hour beneficiaries plans and BH
center (ADATC) supervision in a permanent facility meeting I/DD tailored
detoxification crisis | with inpatient beds; individuals medical plans
stabilization served are often in crisis due to co- necessity
occurring severe mental disorders criteria
9
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severe, unstable withdrawal and
require an acute care setting

ASAM Future
Level Medicaid
of Current Delivery
Care Service Title Description Provider Coverage Future Coverage System
and in need of short term,
intensive evaluation, treatment
intervention or behavioral
management to stabilize the acute
or crisis situation
4-WM | Medically managed | An organized, medically managed Licensed psychiatric | Currently No change Fee-for
intensive inpatient inpatient service under the hospitals and covered for all expected service,
withdrawal supervision of a physician that licensed community | enrollees standard
(inpatient behavioral | provides 24-hour, medically hospitals meeting plans and BH
health services) directed evaluation and medical I/DD tailored
withdrawal management for necessity plans
individuals who are experiencing criteria

10
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The current North Carolina Medicaid coverage of ASAM-level SUD services, proposed changes and an
implementation timeline are described in detail below. LME-MCOs currently are required to follow the
Department’s service definitions as described in the state’s clinical coverage policies. Following
managed care implementation, standard plans and BH I/DD tailored plans will be subject to these
provisions in the clinical coverage policies when they launch on November 1, 2019, and July 1, 2021,
respectively. The Department’s service definitions will continue to apply to fee-for-service populations
following the managed care transition.

Federal law prohibits federal financial participation (FFP) for services delivered to individuals ages 21 to
64 residing in IMDs. An IMD is defined as a hospital, nursing facility or other institution with more than
16 beds that is primarily engaged in providing diagnosis, treatment or care of persons with mental
diseases, including medical attention, nursing care or related services. One of the primary goals of the
SUD-related portion of the 1115 demonstration is to waive this restriction and expand access to SUD
treatment for individuals residing in IMDs. As detailed below, providers delivering the following types of
services may be considered IMDs:

e ASAM level 3.1: Clinically managed low-intensity residential treatment services

e ASAM level 3.3: Clinically managed population-specific high-intensity residential programs
e ASAM level 3.5: Clinically managed high-intensity residential services

e ASAM level 3.7: Medically monitored intensive inpatient services

e ASAM level 4: Medically managed intensive inpatient services

e ASAM level 3.2-WM: Clinically managed residential withdrawal

e ASAM level 3.7-WM: Medically monitored inpatient withdrawal management

e Medically supervised or ADATC detoxification crisis stabilization

o ASAM level 4-WM: Medically managed intensive inpatient withdrawal

In addition, North Carolina has obtained approval to obtain FFP upon approval of this SUD
Implementation Plan Protocol for the following non-residential services delivered to individuals residing
in IMDs.

e ASAM level 2.1: Substance abuse intensive outpatient program

e ASAM level 2.5: Substance abuse comprehensive outpatient treatment program
e Opioid treatment program

e Office-based opioid treatment program

Level of Care: 0.5 (Early Intervention)

Current State

The Department provides coverage for several individual services around early intervention, including
smoking cessation counseling and SBIRT. Physicians and physician extenders are the only providers who
can currently bill LME-MCOs or Medicaid fee-for-service for these services. These services are available
to all Medicaid-eligible enrollees without prior authorization.

11
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Future State

North Carolina’s Medicaid program plans to expand the types of providers that can bill this service to
include direct-enrolled licensed behavioral health providers by updating the state’s Medicaid
management information system (MMIS) to add the taxonomies of the providers who would be eligible
to bill these CPT codes. Additionally, NC Medicaid will post a Medicaid Bulletin informing the behavioral
health providers of this change and any relevant clinical and billing criteria.

Summary of Actions Needed

e Implement MMIS modifications: September 2018 — April 2020

Level of Care: 1 (Outpatient Services)

Current State

The Department covers Medicaid-funded outpatient behavioral health services provided by direct-
enrolled providers. These services are intended to determine an enrollee’s SUD treatment needs and to
provide the necessary treatment. Services focus on reducing symptoms of SUD and other BH disorders
in order to improve the enrollee’s functioning in familial, social, educational or occupational domains.
Outpatient behavioral health services are available to eligible enrollees and often involve the
participation of family members, significant others and legally responsible person(s) as applicable,
unless contraindicated. Based on collaboration between the practitioner and the enrollee, and others as
needed, the enrollee’s needs and preferences determine the treatment goals and frequency, as well as
measurable and desirable outcomes. Outpatient behavioral health services include:

e Comprehensive clinical assessment (CCA)
e Medication management

e Individual, group and family therapies

e Psychotherapy for crisis

e Psychological testing

Additional coverage and billing details can be found in Medicaid and Health Choice Clinical Coverage
Policy No. 8-C, Outpatient Behavioral Health Services Provided by Direct-Enrolled Providers, located
here: https://files.nc.gov/ncdma/documents/files/8C 0.pdf.

Future State

The Department will amend the current Medicaid clinical coverage policies 8-A Diagnostic Assessment
and 8-C to ensure a determination of ASAM level of care is included in the assessment information of
enrollees diagnosed with SUDs. Enrollees with a SUD need will need to meet ASAM level 1 criteria to
obtain this service.

Summary of Actions Needed

e Amend current Medicaid clinical coverage policies 8-A Diagnostic Assessment and 8-C to reflect
ASAM criteria: September 2018 — April 2020

12
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e Submit SPA for 8A Diagnostic Assessment: September 2018 — April 2020

Level of Care: 2.1 (Intensive Outpatient Services)

Current State

The Department provides Medicaid coverage for substance abuse intensive outpatient program (SAIOP)
services, which include structured individual and group SUD services that are provided in an outpatient
program designed to assist adult and adolescent enrollees in beginning recovery and learning skills for
recovery maintenance. The program is offered at least three hours a day, at least three days a week (no
more than 19 hours of structured services per week), with no more than two consecutive days between
offered services. SAIOP services include a structured program consisting of, but not limited to, the
following services: individual, group and family counseling and support; biochemical assays to identify
recent drug use; strategies for relapse prevention to include community and social support systems in
treatment; life skills training; crisis contingency planning; disease management; and case management
activities. Enrollees must meet the ASAM level 2.1 criteria to demonstrate medical necessity for these
services.

Additional coverage and billing details can be found in Medicaid and Health Choice Clinical Coverage
Policy No. 8-A, Enhanced Mental Health and Substance Abuse Services, located here:
https://files.nc.gov/ncdma/documents/files/8A 1.pdf.

Future State

The Department will amend the current Medicaid clinical coverage policy 8-A to include the structured
programming time frame of six to 19 hours for adolescents, reflect the 2013 ASAM criteria, require the
presence of a full-time licensed professional, and permit this service to be reimbursed for individuals
residing in an IMD. DHSR will update licensure rule 10A NCAC 27G .4400.

Summary of Actions Needed

e Amend current Medicaid clinical coverage policy 8-A to reflect 2013 ASAM criteria, add
parameters for adolescents, require the presence of a full-time licensed professional, and
permit the service to be reimbursed in an IMD: September 2018 — October 2020

e Update MMIS to permit this service to be reimbursed for individuals residing in an IMD:
September 2018 — April 2019

e Develop a licensure rule waiver process: September 2018 — October 2020
e Revise licensure rule: September 2018 — October 2022

e Revise LME-MCO contracts: September 2018 — October 2020

13
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Level of Care: 2.5 (Partial Hospitalization Services)

Current State

The Department provides Medicaid coverage for substance abuse comprehensive outpatient treatment
(SACOT), a time-limited periodic service with a multifaceted treatment approach for adults who require
structure and support to achieve and sustain recovery. SACOT is a service that emphasizes the following:
reduction in use of substances or continued abstinence; the negative consequences of substance use;
the development of a social support network and necessary lifestyle changes; educational skills;
vocational skills that focus on substance use as a barrier to employment; social and interpersonal skills;
improved family functioning; understanding of addictive disease; and the continued commitment to a
recovery and maintenance program. Enrollees must meet the ASAM level 2.5 criteria to demonstrate
medical necessity for this service.

Additional coverage and billing details can be found in Medicaid and Health Choice Clinical Coverage
Policy No. 8-A, Enhanced Mental Health and Substance Abuse Services, located here:
https://files.nc.gov/ncdma/documents/files/8A 1.pdf.

Future State

The Department will update the current Medicaid clinical coverage policy 8-A to align with the 2013
ASAM criteria, require the presence of a full-time licensed professional and permit this service to be
reimbursed for individuals residing in an IMD. The Department will also work with DHSR to update
licensure rule 10A NCAC 27G .4500.

Summary of Actions Needed

e Amend current Medicaid clinical coverage policy 8-A to align with ASAM criteria, require the
presence of full-time licensed professional, and permit this service to reimbursed in an IMD:
September 2018 — October 2020

e Update MMIS to permit this service to be reimbursed for individuals residing in an IMD:
September 2018 — April 2019

e Develop a licensure rule waiver process: September 2018 — October 2020
e Revise licensure rule: September 2018 — October 2022

e Revise LME-MCO contracts: September 2018 — October 2020

Level of Care: 3.1 (Clinically Managed Low-Intensity Residential Treatment Services)

Current State

North Carolina’s Medicaid program does not currently cover ASAM level 3.1 clinically managed low-
intensity residential treatment services, also called substance abuse halfway-house services. However,
DMH/DD/SAS covers substance abuse halfway-house services under ASAM level 3.1 in its state-funded
service array. Additionally, North Carolina has a current licensure rule under 10A NCAC 27G .5600 for
the services provided in this type of facility.

14
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Future State

The Department will submit a state plan amendment (SPA) to add substance abuse halfway-house
services to its State Plan for all enrollees. North Carolina is has obtained expenditure authority to deliver
the service to individuals ages 21 to 64 residing in an IMD. Following CMS approval of NC's 1115
demonstration, SPA and SUD Implementation Plan Protocol, North Carolina will be able to provide
Medicaid reimbursement for substance abuse halfway-house services provided to individuals residing in
IMDs.

The Department will promulgate a new Medicaid clinical coverage policy for substance abuse halfway-
house services. This service will provide a supportive living environment with 24-hour staff and at least
five hours of low-intensity treatment per week (i.e., individual, group and/or family therapies; psycho-
education) or a more intensive level of outpatient care such as ASAM 2.1 as medically necessary.
Additionally, DHSR will work to create a new stand-alone licensure rule to align with ASAM criteria.
Enrollees will need to meet the ASAM level 3.1 criteria to access these services.

Summary of Actions Needed
e Develop a Medicaid clinical coverage policy: September 2018 — October 2020
e Create a licensure rule waiver process: September 2018 — October 2020
e Create licensure rule: September 2018 — October 2022
o Implement MMIS modifications: September 2018 — October 2020

e  Submit SPA: September 2018 — October 2020

Level of Care: 3.3 (Clinically Managed Population-Specific High-Intensity Residential Programs)

Current State

The Department does not currently cover ASAM level 3.3 clinically managed population-specific high-
intensity residential programs in Medicaid.

Future State

The Department will submit a SPA to add clinically managed population-specific high-intensity
residential programs to its State Plan for all enrollees meeting the medical necessity criteria. North
Carolina has obtained expenditure authority to deliver the service to individuals receiving the service in
facilities that meet the definition of an IMD. Following CMS approval of NC’'s 1115 demonstration, SPA
and SUD Implementation Plan Protocol, and the finalization of new licensure rules, North Carolina will
be able to provide Medicaid reimbursement for clinically managed population-specific high-intensity
residential services provided to individuals residing in IMDs.

The Department will promulgate a new Medicaid clinical coverage policy that will reflect the 2013 ASAM
criteria for this level of care. These programs will provide clinically managed high-intensity SUD
residential services in a structured recovery environment to adults with cognitive impairment, including

15
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developmental delays. Additionally, working across divisions, the Department will create a licensure rule
for this service. Enrollees will need to meet the ASAM level 3.3 criteria to access these services.

Summary of Actions Needed
e Develop a Medicaid clinical coverage policy: September 2018 — October 2020
e C(Create a licensure rule waiver process: September 2018 — October 2020
e Create licensure rule: September 2018 — October 2022
o Implement MMIS modifications: September 2018 — October 2020
e Submit SPA: September 2018 — October 2020

Level of Care: 3.5 (Clinically Managed High-Intensity Residential Services)

Current State

The Department currently covers ASAM level 3.5 clinically managed high-intensity residential services
for pregnant and parenting women at facilities that do not meet the definition of an IMD. Clinically
managed high-intensity residential services, also called non-medical community residential treatment
(NMCRT), is a 24-hour, professionally supervised residential recovery program that provides trained staff
to work intensively with adults with SUDs who provide or have the potential to provide primary care for
their minor children.

NMCRT rehabilitation facilities provide planned programs of professionally directed evaluation, care and
treatment for the restoration of functioning of enrollees with an addiction disorder. These programs
include assessment, referral, individual and group therapy, family therapy, recovery skills training,
disease management, symptom monitoring, medication monitoring and self-management of symptoms,
after-care, follow-up, access to preventive and primary healthcare including psychiatric care, and case
management activities. NMCRT facilities do not provide 24-hour medical nursing or monitoring.
Enrollees must meet the ASAM level 3.5 criteria to demonstrate medical necessity for these services.

Additional coverage and billing details can be found in Medicaid and Health Choice Clinical Coverage
Policy No. 8-A, Enhanced Mental Health and Substance Abuse Services, located here:
https://files.nc.gov/ncdma/documents/files/8A 1.pdf.

Future State

North Carolina has obtained expenditure authority to deliver these services to individuals ages 21 to 64
residing in an IMD. Following CMS approval of NC’s 1115 demonstration, SPA and SUD Implementation
Plan Protocol, North Carolina will be able to reimburse NMCRT provided to Medicaid enrollees in IMDs.

The Department will revise the current Medicaid clinical coverage policy 8-A to reflect the 2013 ASAM
criteria, add adolescents who meet medical necessity as a population eligible to receive this service,
include IMDs as eligible service providers, and extend coverage for treatment services provided in a
therapeutic community. Working across divisions, the Department will revise the licensure rules 10A
NCAC 27G .4100 and 10A NCAC 27G .4300 and create a new licensure rule for both adults and

16
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adolescents. The Department will also need to submit a SPA in light of the changes to this clinical
coverage policy.

Summary of Actions Needed

e Amend current Medicaid clinical coverage policy 8-A to reflect 2013 ASAM criteria, add
adolescents as a population eligible to receive service, include IMDs as eligible service providers,
and extend coverage for treatment services provided in a therapeutic community: September
2018 — October 2020

e Implement MMIS modifications to permit this service to be reimbursed in an IMD: September
2018 — April 2019

e Develop a licensure rule waiver process: September 2018 — October 2020
e Revise existing licensure rules and create new licensure rules: September 2018 — October 2022
e Revise LME-MCO contracts: September 2018 — October 2020

e  Submit SPA: September 2018 — October 2020

Level of Care: 3.7 (Medically Monitored Intensive Inpatient Services)

Current State

The Department currently covers ASAM level 3.7 medically monitored intensive inpatient services for
adults only at facilities that do not meet the definition of an IMD. Medically monitored intensive
inpatient service providers, also called medically monitored community residential treatment (MMCRT)
providers, are non-hospital rehabilitation facilities for adults, with 24-hour medical or nursing
monitoring, that provide a planned program of professionally directed evaluation, care and treatment
for the restoration of functioning of enrollees with alcohol and other drug problems or addiction.
Enrollees must meet the ASAM level 3.7 criteria to demonstrate medical necessity for these services.

Additional coverage and billing details can be found in Medicaid and Health Choice Clinical Coverage
Policy No. 8-A, Enhanced Mental Health and Substance Abuse Services, located here:
https://files.nc.gov/ncdma/documents/files/8A 1.pdf.

Future State

North Carolina has obtained expenditure authority to deliver these services to individuals ages 21 to 64
residing in an IMD. Following CMS approval of NC’s 1115 demonstration, SPA and SUD Implementation
Plan Protocol, North Carolina will be able to provide Medicaid reimbursement for MMCRT delivered to
individuals residing in IMDs. North Carolina is planning to make these services available to both
adolescents and adults who demonstrate medical necessity.

The Department will revise the current Medicaid clinical coverage policy 8-A to reflect the 2013 ASAM
criteria, add adolescents who meet medical necessity as a population eligible to receive this service and
add IMDs as eligible service providers. Working across divisions, the Department will create a new
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licensure rule for this level of care that aligns with the ASAM criteria. The Department will also need to
submit a SPA in light of the changes to this clinical coverage policy.

Summary of Actions Needed

e Amend current Medicaid clinical coverage policy 8-A to reflect ASAM criteria, add adolescents as
a population eligible to receive service, and include IMDs as eligible service providers:
September 2018 — October 2020

o Implement MMIS modifications to permit this service to be reimbursed in an IMD: September
2018 — April 2019

e Develop a licensure rule waiver process: September 2018 — October 2020
e Revise and create licensure rules: September 2018 — October 2022
e Revise LME-MCO contracts: September 2018 — October 2020

e  Submit SPA: September 2018 — October 2020

Level of Care: 4 (Medically Managed Intensive Inpatient Services)

Current State

Since July 2016, LME-MCOs have had the authority to reimburse for inpatient services delivered in an
IMD in lieu of settings covered by the NC State Plan.

North Carolina Medicaid currently provides coverage for ASAM level 4 medically managed intensive
inpatient services at facilities that do not meet the definition of an IMD. Medically managed intensive
inpatient services are behavioral health services provided in a hospital setting 24 hours a day along with
supportive nursing and medical care provided under the supervision of a psychiatrist or a physician.
These services are designed to provide continuous treatment for enrollees with acute psychiatric or
substance use problems. They are appropriate for enrollees whose acute biomedical, emotional,
behavioral and cognitive problems are so severe that they require primary medical and nursing care.
Enrollees who are admitted with an SUD must meet the ASAM level 4 criteria to demonstrate medical
necessity for these services.

Additional coverage, code and billing details can be found in Medicaid and Health Choice Clinical
Coverage Policy No. 8-B, Inpatient Behavioral Health Services, located here:
https://files.nc.gov/ncdma/documents/files/8B.pdf.

Future State

North Carolina has obtained expenditure authority to deliver these services to individuals ages 21 to 64
residing in an IMD. Following CMS approval of NC’s 1115 demonstration, SPA and SUD Implementation
Plan Protocol, North Carolina will be able to provide Medicaid reimbursement for medically managed
intensive inpatient services delivered to individuals residing in IMDs.

18

Printed: 12/11/2019 9:17 AM - North Carolina - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022 Page 53 of 534


https://files.nc.gov/ncdma/documents/files/8B.pdf

NC DHHS Division of Health Benefits

The Department will revise the current Medicaid clinical coverage policy 8-B to reflect the 2013 ASAM
criteria and include IMDs as eligible service providers for SUD treatment. Working across divisions, the
Department will revise the 10A NCAC 27G .6000 licensure rule to align with ASAM criteria.

Summary of Actions Needed

e Amend current Medicaid clinical coverage policy 8-B to reflect ASAM criteria and include IMDs
as eligible service providers for SUD treatment: September 2018 — July 2020

e |Implement MMIS modifications to permit this service to be reimbursed in an IMD: September
2018 — April 2019

e Revise LME-MCO contracts: September 2018 — July 2020

Level of Care: OTP (Opioid Treatment Programs)

Current State

The Department currently covers office-based opioid treatment and opioid treatment programs at the
ASAM OTP level of care.

Office-Based Opioid Treatment: Use of Buprenorphine and Buprenorphine-Naloxone

The clinical coverage policy 1A-41 for office-based opioid treatment outlines the requirements for
providers who prescribe buprenorphine and the buprenorphine-naloxone combination product for the
treatment of opioid use disorders (OUDs) in office-based settings. The Drug Addiction Treatment Act of
2000 (DATA 2000) permits providers who meet certain qualifications to dispense or prescribe narcotic
medications that have a lower risk of abuse, such as buprenorphine and the buprenorphine-naloxone
combination product, and that are approved by the Food and Drug Administration (FDA) for OUDs in
settings other than an OTP, such as a provider’s office. This program allows enrollees who need the
opioid agonist treatment to receive this treatment in a qualified provider’s office, provided certain
conditions are met.

Additional coverage and billing details can be found in Medicaid and Health Choice Clinical Coverage
Policy 1A-41, Office-Based Opioid Treatment: Use of Buprenorphine and Buprenorphine-Naloxone,
located here: https://files.nc.gov/ncdma/documents/files/1A-

41 4.pdf?ANpMLg)7MIhEyt4r38bYvXinBFTk1h23.

Outpatient Opioid Treatment

Outpatient opioid treatment is a service designed to offer the enrollee an opportunity to effect
constructive changes in his or her lifestyle by receiving, via a licensed OTP, methadone or other drugs
approved by the FDA for the treatment of an OUD, in conjunction with rehabilitation and medical
services. North Carolina Medicaid covers methadone- and buprenorphine-assisted treatment at this
service level. Enrollees must meet the ASAM OTP criteria to demonstrate medical necessity for this
service.
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Additional coverage and billing details can be found in Medicaid and Health Choice Clinical Coverage
Policy No. 8-A, Enhance Mental Health and Substance Use Services, located here:
https://files.nc.gov/ncdma/documents/files/8A 1.pdf.

Future State

The Department will revise the current Medicaid clinical coverage policy 8-A to reflect that the 2013
ASAM criteria, permit this service to be reimbursed in an IMD, and to develop an integrated service
model for outpatient opioid treatment that includes medication, medication administration, counseling,
laboratory tests and case management activities. Working across divisions, the Department will revise
the 10A NCAC 27G .3600 licensure rule.

Summary of Actions Needed

e Amend current Medicaid clinical coverage policy 8-A to reflect ASAM criteria, permit service to
be reimbursed in an IMD, and create integrated service model: September 2018 — April 2020

e Implement MMIS modifications to permit this service to be reimbursed in an IMD: September
2018 — April 2019

e Develop a licensure rule waiver process: September 2018 — April 2020
e Revise licensure rule: September 2018 — October 2022
e Submit SPA: September 2018 — April 2020

e Revise LME-MCO contracts: September 2018 — April 2020

Level of Care: 1-WM (Ambulatory Withdrawal Management Without Extended On-Site Monitoring)

Current State

The Department currently provides coverage for ASAM level 1-WM ambulatory withdrawal
management without extended on-site monitoring. Ambulatory detoxification is an organized
outpatient service delivered by trained clinicians who provide medically supervised evaluation,
detoxification and referral services in regularly scheduled sessions. The services are designed to treat
the enrollee’s level of clinical severity, to achieve safe and comfortable withdrawal from mood-altering
drugs (including alcohol), and to effectively facilitate the enrollee’s transition into ongoing treatment
and recovery. Enrollees must meet the ASAM level 1-WM criteria to demonstrate medical necessity for
this service.

Additional coverage and billing details can be found in Medicaid and Health Choice Clinical Coverage
Policy No. 8-A, Enhanced Mental Health and Substance Abuse Services, located here:
https://files.nc.gov/ncdma/documents/files/8A 1.pdf.

Future State

The Department will need to submit a SPA for 1-WM ambulatory withdrawal management services to
reflect the proposed changes to the service based on the ASAM criteria. The Department will
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promulgate a new Medicaid clinical coverage policy that will reflect the ASAM criteria for this level of
care and will work with DHSR to revise the 10A NCAC 27G .3300 licensure rule

Summary of Actions Needed

e  Develop new Medicaid clinical coverage policy to align with ASAM criteria: September 2018 —
July 2020

e Develop a licensure rule waiver process: September 2018 — July 2020
e Revise licensure rules: September 2018 — October 2022

e Submit SPA: September 2018 — July 2020

e Revise LME-MCO contracts: September 2018 — July 2020

Level of Care: 2-WM (Ambulatory Withdrawal Management With Extended On-Site Monitoring)

Current State

The Department does not currently provide coverage for ASAM level 2-WM ambulatory withdrawal
management with extended on-site monitoring.

Future State

The Department will need to submit a SPA for ambulatory withdrawal management services to reflect
that, going forward, the state will cover ambulatory withdrawal management with extended on-site
monitoring for all enrollees who meet the medical necessity criteria. The Department will promulgate a
new Medicaid clinical coverage policy that will reflect the 2013 ASAM criteria for this level of care. This
service will provide enrollees with an organized outpatient withdrawal management service under the
direction of a physician providing medically supervised evaluation, detoxification and referral services to
treat moderate withdrawal symptoms with extended on-site monitoring. Enrollees must meet the ASAM
level 2-WM criteria to demonstrate medical necessity for this service. Additionally, NC Medicaid will
work with DHSR to revise the 10A NCAC 27G .3300 licensure rule to include ambulatory withdrawal
management with extended on-site monitoring.

Summary of Actions Needed
e Develop a Medicaid clinical coverage policy: September 2018 — July 2020
o Develop a licensure rule waiver process: September 2018 — July 2020
e Create licensure rule: September 2018 — October 2022
e Implement MMIS modifications: September 2018 — July 2020
e  Submit SPA: September 2018 — July 2020

e Revise LME-MCO contracts: September 2018 — July 2020
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Level of Care: 3.2-WM (Clinically Managed Residential Withdrawal)

Current State

Federal restrictions preclude the Department from obtaining FFP for withdrawal services delivered in an
IMD to Medicaid enrollees between the ages of 21 and 64.

North Carolina Medicaid does not currently provide coverage for ASAM level 3.2-WM clinically managed
residential withdrawal.

Future State

The Department will submit a SPA to add clinically managed residential withdrawal services to its State
Plan. North Carolina is also seeking expenditure authority to deliver the service to individuals ages 21 to
64 residing in an IMD. Following CMS approval of NC’'s 1115 demonstration, SPA and SUD
Implementation Plan Protocol, and the finalization of new licensure rules, North Carolina will be able to
provide Medicaid reimbursement for clinically managed residential withdrawal services, also called
social setting detoxification services, that are delivered to individuals residing in IMDs.

The Department will promulgate a new Medicaid clinical coverage policy that will reflect the 2013 ASAM
criteria for this level of care and include IMDs as eligible providers. This policy will provide adults with an
organized clinically managed residential withdrawal service that offers 24-hour supervision, observation
and support for enrollees who are experiencing moderate withdrawal symptoms and who require 24-
hour support utilizing physician-approved protocols. Enrollees must meet the ASAM level 3.2-WM
criteria to demonstrate medical necessity for this service.

Working across divisions, the Department will revise the 10A NCAC 27G .3200 licensure rule.
Summary of Actions Needed

e Develop a Medicaid clinical coverage policy: September 2018 — July 2020

e Develop a licensure rule waiver process: September 2018 — July 2020

e Revise licensure rule: September 2018 — October 2022

o Implement MMIS modifications: September 2018 — July 2020

e Submit SPA: September 2018 — July 2020

e Revise LME-MCO contracts: September 2018 — July 2020

Level of Care: 3.7-WM (Medically Monitored Inpatient Withdrawal Management)

Current State

The Department currently covers ASAM level 3.7-WM medically monitored inpatient withdrawal
management services at facilities that do not meet the definition of an IMD. Non-hospital medical
detoxification, the Department’s name for this service, is an organized service delivered by medical and
nursing professionals, which provides 24-hour, medically supervised evaluation and withdrawal
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management in a permanent facility affiliated with a hospital or in a free-standing facility. Services are
delivered under a defined set of physician-approved policies and physician-monitored procedures and
clinical protocols. Enrollees must meet the ASAM level 3.7-WM criteria to demonstrate medical
necessity for this service.

Additional coverage, code and billing details can be found in Medicaid and Health Choice Clinical
Coverage Policy No. 8-A, Enhanced Mental Health and Substance Abuse Services, located here:
https://files.nc.gov/ncdma/documents/files/8A 1.pdf.

Future State

North Carolina has obtained expenditure authority to deliver the service to individuals ages 21 to 64
residing in an IMD. Following CMS approval of NC's 1115 demonstration, SPA and SUD Implementation
Plan Protocol, North Carolina will be able to provide Medicaid reimbursement for medically monitored
inpatient withdrawal management services delivered to individuals residing in IMDs.

The Department will revise the current clinical coverage policy 8-A to reflect the 2013 ASAM criteria and
include IMDs as eligible service providers. Working across divisions, the Department will revise the 10A
NCAC 27G .3100 licensure rule.

Summary of Actions Needed

e Amend current Medicaid clinical coverage policy 8-A to reflect ASAM criteria and include IMDs
as eligible service providers: September 2018 — July 2020

e Implement MMIS modifications to permit this service to be reimbursed in an IMD: September
2018 — April 2019

e Develop a licensure rule waiver process: September 2018 —July 2020
e Revise licensure rule: September 2018 — October 2022
e  Submit SPA: September 2018 — July 2020

e Revise LME-MCO contracts: September 2018 — July 2020

Level of Care: Medically Supervised or ADATC Detoxification Crisis Stabilization

Current State

The Department currently covers medically supervised or ADATC detoxification crisis stabilization
services.. Medically supervised or ADATC detoxification crisis stabilization is an organized service,
delivered by medical and nursing professionals, that provides for 24-hour medically supervised
evaluation and withdrawal management in a licensed permanent facility with 16 beds or less. Services
are delivered under a defined set of physician-approved policies and physician-monitored procedures
and clinical protocols. Beneficiaries are often in crisis due to co-occurring severe substance related
mental disorders (e.g. acutely suicidal or severe mental health problems and co-occurring SUD) and are
in need of short term intensive evaluation, treatment intervention or behavioral management to
stabilize the acute or crisis situation.
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Additional coverage, code and billing details can be found in Medicaid and Health Choice Clinical
Coverage Policy No. 8-A, Enhanced Mental Health and Substance Abuse Services, located here:
https://files.nc.gov/ncdma/documents/files/8A 1.pdf.

Future State

North Carolina has obtained expenditure authority to deliver the service to individuals ages 21 to 64
residing in an IMD. Following CMS approval of NC's 1115 demonstration and SUD Implementation Plan
Protocol, North Carolina will be able to provide Medicaid reimbursement for medically supervised or
ADATC detoxification crisis stabilization services delivered to individuals residing in IMDs.

Coverage for detoxification services delivered in ADATCs will be incorporated into the Medicaid and
Health Choice Clinical Coverage Policy 8-B for Inpatient Behavioral Health Services, which will be
updated to align with 2013 ASAM level 4.0-WM criteria and include IMDs as eligible service providers. .

Summary of Actions Needed

e Amend current Medicaid clinical coverage policy 8-B to reflect ASAM criteria: September 2018 —
July 2020

o Implement MMIS modifications to permit this service to be reimbursed in an IMD: September
2018 — April 2019

Level of Care: 4-WM (Medically Managed Intensive Inpatient Withdrawal)

Current State

Federal restrictions preclude the Department from obtaining FFP for medically managed intensive
inpatient withdrawal services delivered in an IMD to Medicaid enrollees between the ages of 21 and 64.
Since July 2016, LME-MCOs have had the authority to reimburse for inpatient services delivered to
individuals residing in an IMD in lieu of services or settings covered by the Medicaid State Plan.

The Department currently provides Medicaid coverage for ASAM level 4-WM medically managed
intensive inpatient withdrawal services at facilities that do not meet the definition of an IMD. Inpatient
behavioral health services provide treatment in a hospital setting 24 hours a day. Supportive nursing and
medical care are provided under the supervision of a psychiatrist or a physician. This service is designed
to provide continuous treatment for enrollees with acute psychiatric or substance use problems. It is
appropriate for enrollees whose acute biomedical, emotional, behavioral and cognitive problems are so
severe that they require primary medical and nursing care. Enrollees must meet the ASAM level 4-WM
criteria to demonstrate medical necessity for this service.

Additional coverage, code and billing details can be found in Medicaid and Health Choice Clinical
Coverage Policy No. 8-B, Inpatient Behavioral Health Services, located here:
https://files.nc.gov/ncdma/documents/files/8B.pdf.
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Future State

North Carolina has obtained expenditure authority to deliver this service to individuals ages 21 to 64
residing in an IMD. Following CMS approval of NC’s 1115 demonstration, SPA and SUD Implementation
Plan Protocol, North Carolina will be able to provide Medicaid reimbursement for medically managed
intensive inpatient withdrawal services to individuals residing in IMDs.

The Department will revise the current clinical coverage policy 8-B to reflect the 2013 ASAM criteria and
include IMDs as eligible service providers. Working across divisions, the Department will revise the 10A
NCAC 27G .6000 licensure rule.

Summary of Actions Needed

e Amend current Medicaid clinical coverage policy 8-B to reflect ASAM criteria and include IMDs
as eligible service providers: September 2018 — July 2020

e Implement MMIS modifications to permit this service to be reimbursed in an IMD: September
2018 — April 2019

e Revise LME-MCO contracts: September 2018 — July 2020
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Summary of Actions Needed Across All Service Levels

Action

‘ Implementation Timeline

Current Services”

Revise Medicaid clinical coverage policies to
reflect 2013 ASAM criteria and expand coverage
to adolescents, as indicated

September 2018 — October 2020

Develop a licensure rule waiver process to
incorporate ASAM criteria

September 2018 — October 2020

Revise licensure rules to align with ASAM criteria

September 2018 — October 2022

Implement MMIS modifications

September 2018 — October 2020

Submit SPAs, as necessary

September 2018 — October 2020

Revise LME-MCO contracts

September 2018 — October 2020

New Services

Standard and BH I/DD Tailored Plan Services

Develop Medicaid clinical coverage policies

September 2018 — July 2020

Develop a licensure rule waiver process

September 2018 — July 2020

Create licensure rules

September 2018 — October 2022

Implement MMIS modifications

September 2018 — July 2020

Submit SPAs

September 2018 — July 2020

Revise LME-MCO contracts

September 2018 — July 2020

BH I/DD Tailored Plan Services Only

Develop Medicaid clinical coverage policies

September 2019 — October 2020

Create licensure rules

September 2020 — October 2020

Implement MMIS modifications

September 2019 — October 2020

Submit SPAs

September 2019 — October 2020

Milestone 2: Use of Evidence-Based SUD-Specific Patient Placement Criteria

North Carolina has robust, evidence-based policies in place to ensure that enrollees have access to
appropriate SUD services according to their diagnosis and ASAM level of care determination .Over the
course of the 1115 demonstration, North Carolina will strengthen its assessment and person-centered
planning policies, which are prerequisites for obtaining most SUD services, by requiring that all SUD
providers conducting assessments document their training with respect to the ASAM criteria.

Enrollee Assessments

Current State

As part of its Medicaid 8-A and 8-C clinical coverage policies, NC Medicaid requires behavioral health
providers to complete an assessment before an enrollee can receive behavioral health services, except

4 For some services, actions will be complete prior to October 2020 as detailed earlier in this section.
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for selected crisis services. Providers use their clinical expertise to choose between two types of
assessments:

1. Diagnostic assessments: NC Medicaid requires that a team of at least two licensed professionals
interview and assess an enrollee and, based on the assessment, write a joint report
recommending the services appropriate for the enrollee. For enrollees with SUDs, at a minimum
this team must include (1) a certified clinical supervisor or licensed clinical addiction specialist;
and (2) a medical doctor (MD), doctor of osteopathy (DO), nurse practitioner (NP), physician
assistant (PA) or licensed psychologist. The clinical coverage policy for diagnostic assessments
recommends a level of placement using the ASAM criteria for enrollees with SUD diagnoses, but
does not require its use.

2. Comprehensive clinical assessments (CCA): Licensed professionals perform the CCA, a clinical
evaluation that provides the necessary data and recommendations that form the basis of the
enrollee’s treatment or person-centered plan, as described in the next section. NC Medicaid
does not have a prescribed format for the CCA; providers can tailor the CCA based on the
enrollee’s clinical presentation.

Diagnostic assessments and CCAs must include the following elements:

e Description of the presenting problems, including source of distress, precipitating events, and
the associated problems or symptoms.

e Chronological general health and behavioral health history (including both mental health and
substance abuse) of the enrollee’s symptoms, treatment and treatment response.

e Current medications (for both physical and psychiatric treatment).

o A review of the biological, psychological, familial, social, developmental and environmental
dimensions to identify strengths, needs and risks in each area.

e Evidence of the enrollee’s and the legally responsible person’s (if applicable) participation in the
assessment.

e Analysis and interpretation of the assessment information with an appropriate case formulation.

e DSM-5 diagnosis, including mental health, SUDs or intellectual/developmental disabilities, as
well as physical health conditions and functional impairment.

e Recommendations for additional assessments, services, support or treatment based on the
results of the CCA.

e Signature of the licensed professional completing the assessment and the date.

Future State

The Department will update clinical coverage policies 8-A and 8-C to require an ASAM determination as
part of the diagnostic assessment and CCA. The Department will require all professionals administering
diagnostic assessments and CCAs to obtain training in the ASAM criteria..

Upon their launch in 2019 and 2021, respectively, standard plans and BH 1/DD tailored plans will be
required to follow the provisions related to behavioral health assessments included in Medicaid clinical
coverage policies 8-A and 8-C.
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Summary of Actions Needed

e Reuvise clinical coverage policies to require that (1) an ASAM determination is part of the
diagnostic assessment and CCA and (2) licensed providers providing SUD services or
assessments document their training with respect to the ASAM criteria: September 2018 — April
2020

e Contractually require standard plans to comply with the provisions related to behavioral health
assessments included in Medicaid clinical coverage policies 8-A and 8-C: Completed

e Contractually require BH I/DD tailored plans to comply with the provisions related to behavioral
health assessments included in Medicaid clinical coverage policies 8-A and 8-C: September 2018-
July 2021

Person-Centered Plan

Current State

Person-centered planning is a guiding principle that must be embraced by all who are involved in the
SUD service delivery system. Person-centered thinking and individualized service planning are the
hallmarks of the provision of high-quality services in meeting the unique needs of each person served.
Each plan is driven by the individual, utilizing the results and recommendations of a comprehensive
clinical assessment, and is individually tailored to the preferences, strengths and needs of the person
seeking services.

As detailed in the clinical coverage policies for behavioral health services, a person-centered plan is
required in order for an enrollee to receive the covered SUD treatment services listed in Milestone 1,
with the exception of all detoxification services, outpatient treatment and early intervention services.
When a person-centered plan is not required, a plan of care, service plan or treatment plan, consistent
with and supportive of the service provided and within professional standards of practice, is required on
or before the day the service is delivered. The person-centered plan must be developed and written by a
qualified professional or a licensed professional according to the requirements of the specific policy and
in collaboration with the individual receiving services, family members (when applicable) and other
service providers, in order to maximize unified planning. The person responsible for developing the
person-centered plan should present the results and recommendations of the plan as an integral part of
the person-centered planning discussions and should incorporate them into the plan as appropriate and
as agreed upon by the individual and/or his or her legally responsible person.

The person-centered plan is effective for the 12-month period following the date the qualified or
licensed professional signs it, unless there is a change that requires an updated plan. The person-
centered plan includes service orders for behavioral health services other than ASAM level 1.0
(outpatient services) that demonstrate medical necessity and are based on an assessment of each
enrollee’s needs. Service orders are valid for one year from the date of the person-centered plan. At
least annually, the LME-MCOs must review medical necessity for the services, and providers must issue
a new service order for services to continue. An event such as a hospitalization may trigger a new
assessment and a person-centered plan revision.
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Future State

Upon their launch in 2019 and 2021, respectively, standard plans and BH 1/DD tailored plans will be
required to follow the person-centered planning provisions included in current Medicaid clinical
coverage policies prior to authorizing SUD services. As noted above, the Medicaid clinical coverage
policies will continue to apply to SUD services delivered through fee-for-service. This means that the
process described above related to the development and use of the person-centered plan will continue
to occur as it does today.

Summary of Actions Needed

e Contractually require standard plans to comply with the provisions related to person-centered
planning included in Medicaid clinical coverage policies 8-A and 8-C: Completed

e Contractually require BH I/DD tailored plans to comply with the provisions related to person-
centered planning included in Medicaid clinical coverage policies 8-A and 8-C: September 2018-
July 2021

Utilization Management

Current State

NC Medicaid requires LME-MCOs to establish a utilization management program that includes a written
plan that addresses procedures used by LME-MCOs to review and approve requests for medical services,
and that identifies the clinical criteria used by LME-MCOs to evaluate the medical necessity of the
service being requested. Additionally, LME-MCOs are required to ensure consistent application of the
review criteria and consult with requesting providers when appropriate. LME-MCOs must conduct an
annual appraisal that assesses adherence to the utilization management plan and identifies the need for
changes. LME-MCOs are permitted to establish utilization management requirements for behavioral
health services that are different from, but not more restrictive than, Medicaid State Plan requirements.
NC Medicaid requires LME-MCOs to use the ASAM criteria to determine medical necessity of SUD
services.

NC Medicaid requires providers, except those in outpatient, SAIOP and SACOT programs, to obtain prior
approval from an enrollee’s LME-MCO before providing certain SUD services. For all services, the LME-
MCOs performs utilization management. The LME-MCOs follow the requirements listed below, although
they have the flexibility to establish their own utilization management criteria, provided they are not
more restrictive than the requirements listed below.

For populations receiving SUD services through fee-for-service, the NC Medicaid’s behavioral health
vendor performs utilization management, which includes prior authorization for selected services, in
accordance with NC Medicaid’s clinical coverage policy requirements detailed below. The vendor does
not have the flexibility to establish its own utilization management criteria.

Medicaid clinical coverage policies:

e ASAM Level 1: Outpatient services. For children and adolescents under the age of 21, initial
coverage is limited to 16 unmanaged outpatient visits per year, with additional visits requiring
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prior authorization. For adult enrollees, coverage is limited to eight unmanaged outpatient visits
per year, with additional visits requiring prior authorization.

e ASAM Level 2.1: SAIOP. The initial 30 calendar days of treatment do not require a prior
authorization. Services provided after this initial 30-day “pass-through” period require
authorization from the LME-MCO or the Department’s approved behavioral health vendor. This
pass-through is available only once per treatment episode and only once per state fiscal year.
The amount, duration and frequency of SAIOP services must be included in an enrollee’s
authorized person-centered plan. Services may not be delivered less frequently than noted in
the structured program set forth in the service description described in Milestone 1.
Reauthorization shall not exceed 60 calendar days. Under exceptional circumstances, one
additional reauthorization up to two weeks can be approved. All utilization review activity shall
be documented in the enrollee’s person-centered plan.

e ASAM Level 2.5: SACOT. The initial 60 calendar days of treatment do not require a prior
authorization. Services provided after this initial 60-day pass-through period require
authorization from the LME-MCO or the Department’s approved behavioral health vendor. This
pass-through is available only once per treatment episode and only once per state fiscal year.
The amount, duration and frequency of SACOT services, as well as all utilization review activities,
must be included in an enrollee’s authorized person-centered plan. Reauthorization shall not
exceed 60 calendar days.

e ASAM Levels 3.5 and 3.7: NMCRT and MMCRT. Authorization by the LME-MCO or the
Department’s approved behavioral health vendor is required. Initial authorization shall not
exceed 10 days, and reauthorization shall not exceed 10 days. This service and all utilization
review activity shall be included in the enrollee’s person-centered plan. Utilization management
must be performed by the LME-MCO or the Department’s approved behavioral health vendor.

e ASAM Level 4: Medically managed intensive inpatient services. Authorization from the LME-
MCO or the Department’s approved behavioral health vendor is required. Initial authorization is
limited to seven calendar days.

e Outpatient opioid treatment. Authorization by the LME-MCO or the Department’s approved
behavioral health vendor is required. Initial authorization shall not exceed 60 days.
Reauthorization shall not exceed 180 days. All utilization review activity shall be documented in
the enrollee’s person-centered plan.

e ASAM Level 1-WM: Ambulatory detoxification. Authorization by the LME-MCO or the
Department’s approved behavioral health vendor is required. Initial authorization is limited to
seven days. Reauthorization is limited to three days, as there is a 10-day maximum for this
service. This service must be included in an enrollee’s person-centered plan.

e  ASAM Level 3.7-WM: Medically monitored inpatient withdrawal management. Authorization
by the LME-MCO or the Department’s approved behavioral health vendor is required. Initial
authorization shall not exceed 10 days. Reauthorization shall not exceed 10 days. This service
must be included in an enrollee’s person-centered plan. All utilization review activity shall be
documented in the enrollee’s person-centered plan.

e Medically supervised or ADATC detoxification crisis stabilization. Authorization by the LME-
MCO or the Department’s approved behavioral health vendor is required. Initial authorization
shall not exceed 5 days. This is a short-term service that cannot be billed for more than 30 days
in a 12-month period. All utilization review activity shall be included in an enrollee’s person-
centered plan.
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e ASAM Level 4-WM: Medically managed withdrawal management services. Authorization from
the LME-MCO or the Department’s approved behavioral health vendor is required. Initial
authorization is limited to seven calendar days.

Future State

For all newly added SUD services—halfway house for individuals with an SUD, clinically managed
population-specific high-intensity residential services, ambulatory detoxification services with extended
on-site monitoring, and social setting detoxification services—the Department will establish prior
authorization and utilization management requirements consistent with ASAM standards of care to
ensure the appropriateness of patient placement. The clinical coverage policies for these new services
will include these prior authorization and utilization management requirements. As described in
Milestone 1, the Department will submit SPAs to add these four services to its Medicaid State Plan.

Following the managed care transition in November 2019, and consistent with its utilization
management approach for LME-MCOs, the Department will permit standard plans and BH I/DD tailored
plans (beginning at their launch in July 2021) to establish utilization management requirements for
behavioral health services that are different from, but not more restrictive than, Medicaid State Plan
requirements. Standard plans and BH I/DD tailored plans will be required to use the ASAM criteria to
review the medical necessity of SUD services versus a “fail first” approach and will ensure that patient
placements are appropriate as detailed in the LME-MCO and PHP contracts.

Approximately one to two years following BH |/DD tailored plan launch, the Department will solicit
feedback from enrollees and providers, as well as standard plans and BH 1/DD tailored plans, on
utilization management approaches for SUD services, to determine whether to allow plans greater
flexibility to establish their own utilization management approach. The clinical coverage policies will
continue to apply to the fee-for-service population.

The Department understands the importance of ensuring that the length of SUD treatment authorized is
aligned with an individual’s specific needs. The National Institute on Drug Abuse (NIDA) notes that a
program of fewer than 90 days of residential or outpatient treatment has shown limited or no
effectiveness and recommends a 12-month minimum length of treatment for methadone maintenance.’
Individuals with SUDs may require treatment that continues over a period of years and for multiple
episodes. Client retention and engagement in treatment are critical components of recovery.

Summary of Actions Needed

Action Implementation Timeline
Revise clinical coverage policies to require that (1) | September 2018 — April 2020

an ASAM determination is part of the diagnostic
assessment and CCA and (2) licensed providers
providing SUD services or assessments document

5 National Institute on Drug Abuse. (n.d.). 7: Duration of treatment. Retrieved April 12, 2018, from
https://www.drugabuse.gov/publications/teaching-packets/understanding-drug-abuse-addiction/section-iii/6-
duration-treatment.
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their training with respect to the ASAM criteria

Submit SPAs as needed to reflect updated September 2018 — October 2020
utilization management requirements
Update LME-MCO contracts, as necessary September 2018 — October 2020

Require standard plans to follow clinical coverage | Completed
policies 8-A and 8-C
Require BH I/DD tailored plans to follow clinical September 2018 — July 2021
coverage policies 8-A and 8-C

Milestone 3: Use of Nationally Recognized SUD-Specific Program Standards to
Set Provider Qualifications for Residential Treatment Facilities

DHSR licenses and regulates outpatient, residential and inpatient SUD providers. The current licensure
rules for SUD treatment providers include standards around the services that must be offered, program
hours and staff credentials. Today, the degree of alignment between licensure rules for SUD providers
and the ASAM criteria varies across provider type. The Department, through cross-division collaboration,
intends to update nearly all of the licensure rules for SUD providers to align with the 2013 ASAM criteria
and ensure that residential treatment providers either provide medication-assisted treatment (MAT) on-
site or facilitate access to off-site MAT providers within a specified distance. The Department will also
conduct more robust monitoring of SUD treatment providers to ensure compliance with the ASAM
criteria.

Provider Licensure

Current State

Today, DHSR’s Mental Health Licensure & Certification Section (MHLC) licenses and regulates non-acute
residential facilities and outpatient programs pursuant to NC General Statute 122C. DHSR’s Acute and
Home Care Section licenses and regulates hospitals and psychiatric hospitals that provide acute
inpatient and withdrawal management services. Four outpatient services and five residential services
that provide an ASAM level of care are considered to be non-acute residential facilities and outpatient
programs. With the exception of ASAM level 2.1 (substance abuse intensive outpatient program) and 2.5
(substance abuse comprehensive outpatient program) providers, none of the licensure rules for covered
SUD treatment providers, including residential treatment providers, were written to reflect the ASAM
criteria. The table below displays the SUD outpatient programs and the residential and inpatient services
that North Carolina Medicaid covers today or intends to add to the State Plan; North Carolina’s
administrative rule that applies to each service; and the alignment between the current provider
qualifications and the ASAM criteria.

The licensing standards for each covered service are memorialized in the 10 NCAC 27G Administrative
Code, located here: http://reports.oah.state.nc.us/ncac/title%2010a%20-
%20health%20and%20human%20services/chapter%2027%20-
%20mental%20health,%20community%20facilities%20and%20services/subchapter%20g/subchapter%2

0g%20rules.pdf.
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Section of NC
ASAM Administrative
Level of ASAM Title for Level of North Carolina Code (10A Current Provider
Care Care Licensure Rule NCAC 27G) Qualifications
Outpatient Services
2.1 Intensive outpatient Substance abuse | .4400 Reflect ASAM criteria
services intensive with regard to types of
outpatient services offered, hours
program of clinical care for
adults and credentials
of staff
2.5 Partial hospitalization Substance abuse | .4500 Reflect ASAM criteria
services comprehensive with regard to types of
outpatient services offered, hours
treatment of clinical care for
adults and credentials
of staff
oTP Opioid treatment program Outpatient .3600 Do not reflect ASAM
opioid treatment criteria
1-WM Ambulatory withdrawal Outpatient .3300 Do not reflect ASAM
management without detoxification for criteria
extended on-site substance abuse
monitoring
2-WM Ambulatory withdrawal N/A N/A New service; will
management with require revision of the
extended on-site .3300 licensure rule
monitoring
Residential Services
3.1 Clinically managed low- Supervised-living | .5600 Will require new stand-
intensity residential halfway house alone licensure rule
treatment services
3.2-WM Clinically managed Social setting .3200 Do not reflect ASAM
residential withdrawal detoxification for criteria
substance abuse
3.3 Clinically managed N/A N/A New service; will
population-specific high- require new licensure
intensity residential rule
programs
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Section of NC
ASAM Administrative
Level of ASAM Title for Level of North Carolina Code (10A Current Provider
Care Care Licensure Rule NCAC 27G) Qualifications
3.5 Clinically managed high- Residential 4100 Do not reflect ASAM
intensity residential recovery criteria
services programs for
individuals with
substance abuse
disorders and
their children
Therapeutic .4300
community Do not reflect ASAM
criteria
Non-medical N/A
community New service; will
residential require new licensure
treatment rule
services (adults
and adolescents)
3.7 Medically monitored Residential .3400 Do not reflect ASAM
intensive inpatient services | treatment for criteria
individuals with
substance abuse
disorders
3.7-WM Medically managed Non-hospital .3100 Do not reflect ASAM
inpatient withdrawal medical criteria
detoxification
N/A Medically supervised or N/A N/A Do not reflect ASAM
ADATC detoxification crisis criteria
stabilization
Inpatient Services
4 Medically managed Psychiatric .6000 Do not reflect ASAM
intensive inpatient services | hospital criteria
Psychiatric unit, 10A NCAC 13B
hospital .5200
4-WM Medically managed Psychiatric .6000 Do not reflect ASAM
intensive inpatient hospital criteria
withdrawal
Psychiatric unit, 10A NCAC 13B
hospital
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Future State

DHSR, in collaboration with other divisions of the Department, will develop a licensure rule waiver
process to expedite the process of aligning its provider qualifications for SUD outpatient programs and
residential treatment services with ASAM criteria within the next 24 months. DHSR will also leverage the
state’s administrative rulemaking process to update its licensure rules for SUD outpatient programs and
residential treatment services to align with the ASAM criteria. DHSR will continue to evaluate whether it
needs to revise its licensure rules for inpatient services to align with ASAM criteria. When developing
licensure rules for new services or new populations that will be able to access a service (e.g.,
adolescents), DHSR will ensure that they reflect ASAM’s specifications regarding service definitions,
hours of clinical care provided and program staff credentialing.

Summary of Actions Needed
e Develop a licensure rule waiver process to incorporate ASAM criteria:
September 2018 — October 2020
e Revise existing licensure rules to align provider qualifications with 2013 ASAM criteria:
September 2018 — October 2022

Monitoring of SUD Treatment Providers

Current State

To ensure that high-quality SUD treatment services are delivered in accordance with state licensure
rules, DHSR regularly monitors outpatient OTPs and residential treatment providers. DHSR’s monitoring
of residential and OTP providers includes annual surveys, complaint investigations and follow-up surveys
to determine compliance with the North Carolina administrative rules regarding services offered, hours
of clinical care and program staffing. DHSR does not conduct annual surveys of outpatient treatment
providers other than OTPs, but investigates complaints and conducts follow-up surveys to ensure that
the provider has addressed the cited deficiencies.

Future State

DHSR will incorporate questions assessing compliance with the ASAM criteria, as memorialized in the
state’s updated licensure rules, into its annual surveys of licensed SUD treatment providers. In addition,
DHSR will begin surveying ASAM level 2.1, 2.5 and 1-WM providers annually for compliance with the
licensure rules. DHSR, in collaboration with other divisions of the Department, will train its inspectors to
ensure they are equipped on how to monitor providers for compliance with ASAM standards. As part of
these education efforts, DHSR will also revise its Survey Process Guide, which includes written
instructions for surveyors regarding how to consistently assess compliance with administrative rules.
These actions are expected to be completed by October 2020.
Summary of Actions Needed

e Revise DHSR MHLC’s annual survey process to provide the ability to assess compliance with

2013 ASAM standards: September 2018 — October 2020
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Requirement That Residential Treatment Providers Offer MAT On-Site or Facilitate Access to Off-Site
Providers

Current State

DMH/DD/SAS currently requires state-funded ASAM level 3.5 (clinically managed high-intensity
residential services) providers, many of which may be Medicaid providers as well, to provide MAT on-
site or coordinate care with a licensed OTP or office-based opioid treatment (OBOT) provider. ASAM
level 3.7 (medically monitored intensive inpatient services) providers are not subject to a similar
requirement, although some ASAM 3.7 providers may offer MAT on-site if the individual was receiving
MAT prior to seeking care at the residential facility and/or if the physicians at the facility have
completed buprenorphine training required under DATA 2000.

To ensure that all residential treatment providers either offer MAT on-site or facilitate access to MAT
off-site, North Carolina is conducting two different assessments of MAT capacity. First, the state is
working to identify which residential treatment providers offer MAT on-site today. Second, the state is
plotting the locations of licensed OBOT providers and OTPs that currently provide MAT services and
comparing them to the locations of residential treatment providers to understand access to OBOT and
OTP.

Future State

The Department will require residential treatment providers that do not provide MAT on-site to have
the ability to link individuals to a licensed OBOT or OTP located within a minimum number of miles or
minutes. The Department will develop this requirement based on the results of its analysis of the
geographic locations of residential treatment providers compared with OBOT providers and OTPs. This
standard may vary for residential treatment facilities located in urban and rural areas of the state. To
ensure provider compliance with this requirement, the Department will conduct outreach and
additional training, as well as provide technical assistance to residential treatment providers.

Summary of Actions Needed
e Develop requirement for residential treatment providers to be able to refer patients to MAT
within @ minimum number of miles or minutes: September 2018 — October 2020
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Summary of Actions Needed

Action Implementation Timeline
Develop a licensure rule waiver process to incorporate September 2018 — October 2020
ASAM criteria
Revise existing licensure rules to align provider September 2018 — October 2022
qualifications with 2013 ASAM criteria
Revise DHSR MHLC's annual survey process to provide September 2018 — October 2020
the ability to assess compliance with 2013 ASAM
standards

Develop requirement for residential treatment September 2018 — October 2020
providers to be able to refer patients to MAT within a
minimum number of miles or minutes

Milestone 4: Sufficient Provider Capacity at Critical Levels of Care, Including for
Medication-Assisted Treatment for OUD

Today, LME-MCOs manage SUD provider networks and are required to comply with NC Medicaid choice
and time and distance standards for all covered Medicaid services. Rural areas, in particular, face
ongoing staffing shortages at critical levels of SUD care, including with respect to OTPs and residential
treatment services. To ensure that Medicaid enrollees, whether they receive services through the LME-
MCOs or fee-for-service, have access to SUD treatment providers at critical levels of care, the
Department will conduct an assessment of all Medicaid-enrolled providers. As part of this assessment,
the Department will identify providers that are accepting new patients. The Department will use the
results of the assessment to target network development efforts for LME-MCOs, standard plans and BH
I/DD tailored plans.

Current State

The Department tasks the LME-MCOs with overseeing the development and management of a qualified
SUD provider network in accordance with community needs. LME-MCOs are responsible for the
enrollment, disenrollment, credentialing, and assessment of qualifications and competencies of
providers, in accordance with applicable state and federal regulations. The LME-MCOs are subject to the
following network adequacy standards for Medicaid covered behavioral health services:
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Provider Type Urban Standard Rural Standard®

Outpatient Services’ > 2 providers of each outpatient | > 2 providers of each outpatient
service within 30 minutes or 30 service within 45 minutes or 45
miles of residence miles of residence

Location-Based Services® > 2 providers of each location- > 2 providers of each location-
based service within 30 minutes | based service within 45 minutes
or 30 miles of residence or 45 miles of residence

Crisis Services® > 1 provider of each crisis service within each LME-MCO
region

Specialized Services'® > 1 provider of each service within each LME-MCO region

Inpatient Services 2 1 provider of each service within each LME-MCO region

LME-MCOs endeavor to ensure that enrollees have a choice of providers within time and distance
requirements set forth by the Department. LME-MCQOs must ensure a provider directory is made
available to the enrollees to support their selection of a provider. In the event of limited services, LME-
MCOs may request an exception for a specific access-to-care gap. The Department determines whether
to grant an exception by examining service utilization, provider availability and the LME-MCQ’s plan for
ensuring enrollees have access to the required service. In addition, the LME-MCO must have a plan for
meeting the network adequacy requirement in the future.

Each LME-MCO is required to conduct an annual gap analysis and needs assessment of its provider
network that incorporates data analysis of access to and choice of providers, as well as input from
enrollees, family members, providers and other stakeholders. LME-MCOs review all services, identify
service gaps, and prioritize strategies to address any gaps or weaknesses identified. The assessment
takes into consideration the characteristics of the population in the entire catchment area and includes
input from individuals receiving services and their family members, the provider community, local public
agencies, and other local system stakeholders. Each LME-MCO assesses the adequacy, accessibility, and
availability of its current provider network and creates a network development plan to meet identified
community needs, following the Department’s published gap analysis requirements.

Notwithstanding the LME-MCOs’ robust time and distance standards, there are gaps in provider
access in rural areas of North Carolina across all ASAM levels. Recent gap analyses have

5 For the purposes of the state’s network adequacy standards, “urban” is defined as “non-rural counties,” or
counties with an average population density of 250 or more people per square mile. This includes 20 counties
categorized by the North Carolina Rural Economic Development Center (the Rural Center) as “regional cities or
suburban counties” or “urban counties.” These 20 counties include 59% of the state’s population. “Rural” is
defined as counties with a population density below 250 people per square mile. Per the Rural Center, 80 counties
in North Carolina meet this definition; these counties are home to 41% of the state’s population. See more at
http://www.ncleg.net/documentsites/committees/BCCI-6678/4-6-

16/NCRC3%20Rural_Center_Impacts Report.pdf4-6-16.pdf.

7 Outpatient services include behavioral health services provided by direct enrolled providers such as psychiatrists.
8 Location-based services include ASAM levels 2.1 (SAIOP), 2.5 (SACOT) and OTPs.

% Detoxification services include ASAM levels 1-WM (ambulatory detoxification services without extended on-site
monitoring), and 3.7-WM (non-hospital medical detoxification). For medically supervised or ADATC detoxification
crisis stabilization, each LME-MCO is required to contract with all three ADATCs in the state.

10 5pecialized services include ASAM levels 3.5 (NMCRT) and 3.7 (MMCRT).
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highlighted gaps in access to OTPs, ASAM level 2.5 (SACOT) providers, residential treatment
programs and withdrawal management services.

To ensure that enrollees in fee-for-service have sufficient access to services, NC Medicaid enrolls
any willing provider, reviews the adequacy of its network on a service-level basis, and
collaborates with stakeholders to expand its network for services where shortages exist.

Future State

Within 12 months of the demonstration approval, the Department will complete its statewide
assessment of the availability of enrolled Medicaid and state-funded providers, which will include
identifying those who are accepting new patients at the critical levels of care. This assessment will also
identify providers delivering state-funded services at ASAM level 3.1 (substance abuse halfway house)
and ASAM level 3.2-WM (social setting detoxification services), which will be added to the Medicaid
service array.

Summary of Actions Needed

e Conduct an assessment of all Medicaid-enrolled providers, to include the identification of
providers that are accepting new patients at the critical levels of care: September 2018 —
October 2019

Network Adequacy Standards for LME-MCOs, Standard Plans and BH I/DD Tailored Plans

As described above, LME-MCOs are subject to a strong set of SUD network adequacy standards today.
Standard plans and BH 1/DD tailored plans will also be expected to maintain and monitor a robust
network of SUD providers beginning at their launches in November 2019 and July 2021, respectively.

The Department will develop a monitoring system to ensure compliance with all applicable network
adequacy standards for LME-MCOs, standard plans and BH I/DD tailored plans. In alignment with the
final federal Medicaid managed care rule, the Department will monitor the following indicators from the
report “Promoting Access in Medicaid and CHIP Managed Care: A Toolkit for Ensuring Provider Network
Adequacy and Service Availability.” North Carolina will also use consumer experience to verify and
monitor access to care and adjust time and distance standards, if necessary. The state will monitor
appropriate service use through performance measure indicators that align with HEDIS measures.

Indicators of Provider Network Adequacy and Service Availability

Availability Accessibility Accommodation Acceptability ‘ Realized Access
Provider Timely Access Cultural Competency Appropriate
Capacity to Care & Operating Hours Customer Service Service Use
Number of Percentage of Availability and Consumer Critical
providers consumers living | delivery of services in | perception of care | performance
accepting new within 30 a culturally surveys indicators:
Medicaid minutes/30 miles | competent manner
enrollees for urban and 45 | regardless of cultural | Number of Follow-up after

minutes/45 miles | and ethnic appeals, care

for rural areas backgrounds; grievances and
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AVETIE]11[14% Accessibility Accommodation Acceptability Realized Access
Provider Timely Access Cultural Competency Appropriate
Capacity to Care & Operating Hours Customer Service Service Use
disabilities; and complaints Readmissions
Percentage of gender, sexual
consumers able orientation or gender Initiation and
to be seen within | identity engagement

maximum wait
time for

emergent, urgent
and routine care

Physical healthcare
visits

As part of its managed care design process, the Department has developed the following time and
distance standards for proposed SUD services that will be covered by standard plans. These services
include one of the new services at ASAM level 2-WM (ambulatory detoxification with extended on-site
monitoring). The Department will develop network adequacy standards for BH I/DD tailored plans in the

coming year.

Standard Plan Network Adequacy Standards for Behavioral Health Services

Provider Type

Urban Standard

Rural Standard

Outpatient Services™!

> 2 providers of each outpatient
service within 30 minutes or 30
miles of residence

> 2 providers of each outpatient
service within 45 minutes or 45
miles of residence

Location-Based Services'?

> 2 providers of each location-
based service within 30 minutes
or 30 miles of residence

> 2 providers of each location-
based service within 45 minutes
or 45 miles of residence

Crisis Services'?

> 1 provider of each crisis service within each standard plan

region

Inpatient Services

> 1 provider of each crisis service within each standard plan

region

Building Capacity for New Services

The state intends to support LME-MCOs, standard plans and BH I/DD tailored plans in building network
capacity for new or expanded services that will be covered through fee-for-service as well.

11 Qutpatient services include behavioral health services provided by direct-enrolled providers such as

psychiatrists.

12 Location-based services include ASAM levels 2.1 (SAIOP), 2.5 (SACOT) and OTPs.

13 Crisis services include ASAM levels 1-WM (ambulatory detoxification services without extended on-site
monitoring), 2-WM (ambulatory detoxification with extended on-site monitoring), and 3.7-WM (non-hospital
medical detoxification). For medically supervised or ADATC detoxification crisis stabilization, the standard plan will
be required to contract with all three ADATCs in the state.
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e Expand service offerings to include ASAM level 2-WM. The Department plans to work
with the LME-MCOs to encourage their ASAM level 1-WM providers to expand their
service offerings to include ASAM level 2-WM.

e Leverage state-funded networks for ASAM levels 3.1, 3.7 and 3.2-WM. The
Department plans to work with LME-MCOs to enroll in Medicaid their current state-
funded providers for ASAM levels 3.1 and 3.2-WM, in order to build Medicaid provider
networks for these services. In addition, the state will work with LME-MCOs to enroll in
Medicaid their state-funded providers serving adolescents for ASAM level 3.7
(medically monitored community residential treatment).

o Engage with stakeholders for ASAM level 3.3. To build sufficient networks for ASAM
level 3.3 (clinically managed population-specific high-intensity residential programs),
the state will engage with disability advocates representing individuals with TBI or I/DD
as well as LME-MCQOs, in order to identify providers that may be interested in offering
this service.

e Provide training for new Medicaid SUD providers. The Department will educate and
require the LME-MCOs, standard plans and BH I/DD tailored plans to provide training
for new Medicaid SUD providers, to orient them to Medicaid and managed care,
including topics such as utilization management, credentialing and billing.

Strategies to Ensure Adequate Capacity Post-Managed Care Transition

While standard plans and BH I/DD tailored plans will be required to meet minimum standards set by the
Department, they will be given sufficient flexibility to innovate to improve quality and efficiency of care.
In the event a service gap is identified, the standard plan or BH I/DD tailored plan may request an
exception for a specific access-to-care gap in a specific region, consistent with current LME-MCO
practice. The Department will determine if an exception is granted by looking at service utilization, the
availability of providers, history of complaints, and the plan’s short- and long-term plans for meeting
ASAM level of care needs.

Standard plans and BH 1/DD tailored plans will be allowed to develop their own telemedicine policies to
ensure access to needed services, consistent with departmental guidance and approval. However, plans
will not be permitted to use telemedicine to meet the state’s network adequacy standards (unless the
state has approved a request for an exception that involves telemedicine). When a Medicaid enrollee
requires a medically necessary service that is not available within a standard plan’s or BH I/DD tailored
plan’s network, the plan may offer the service, if applicable and clinically appropriate, through
telemedicine, in addition to providing access to an out-of-network provider of the needed service. In
these instances, the enrollee will have a choice between out-of-network provider and telemedicine and
will not be forced to receive services through telemedicine. Medicaid enrollees receiving services
through fee-for-service will be able to access telemedicine services consistent with the Department’s
clinical coverage policies. The Department is also exploring additional ways to leverage telemedicine for
SUD treatment. As discussed in greater detail in Milestone 5 below, the state is supporting an expansion
of Project Extension for Community Healthcare Outcomes (ECHO) to expand access to MAT in
underserved and rural communities.

Standard plans and BH I/DD tailored plans will be required to submit an Access Plan annually to the
Department, which will be reviewed and monitored by department staff. The Access Plan will
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demonstrate that the plans have the capacity to serve the expected enrollment in their service area in
accordance with the Department’s network requirements and network adequacy standards. NC
Medicaid will review each Access Plan to ensure the standard plan or BH I/DD tailored plan meets all the
expectations and requirements and provides a reasonable approach to a plan’s oversight and
management of its providers and networks.

NC Medicaid will continue to ensure that it is has an adequate network of SUD providers in its fee-for-
service program.

Expanding Access to MAT

The state has identified approximately 800 certified OBOT providers across North Carolina, and is
working to determine the composition of active and non-active MAT prescribers. A robust network of
active OBOT providers can complement the growing network of 65 OTPs licensed across the state. To
build the network of active OBOT providers, the state intends to provide ongoing training programs and
technical support to prescribers on the following:

e Implementing safe prescribing practices.
Collaborating with pharmacists as part of a care team.
Incorporating component services including counseling into the practice.

Billing the PHP for component services (e.g., prescription, laboratory and counseling services).

Summary of Actions Needed

Action Implementation Timeline

Conduct an assessment of all Medicaid-enrolled September 2018 — October 2019
providers, to include the identification of
providers that are accepting new patients at the
critical levels of care

Work to build Medicaid provider networks for September 2018 — October 2020
new Medicaid levels of care
Develop BH I/DD tailored plan network adequacy | September 2018 — October 2019
standards for SUD treatment services, taking into
account results of provider assessment

Milestone 5: Implementation of Comprehensive Strategies to Address
Prescription Drug Abuse and Opioid Use Disorders

North Carolina has intensified its efforts over the past year to address the opioid crisis. As described
below, the state developed and is making progress on an Opioid Action Plan outlining statewide goals
and priorities for tackling the epidemic. Recent state legislation implementing opioid prescribing
guidelines and expanding access to naloxone, Medicaid pharmacy program initiatives, the state’s
requirements for PHPs and a federal 21% Century Cures Act grant of $31 million have also bolstered
North Carolina’s efforts.
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The North Carolina Opioid Action Plan

In June 2017, North Carolina announced North Carolina’s Opioid Action Plan, which outlines the key
actions the state and its partners are taking to combat the epidemic and calls for measuring and
assessing the effectiveness of the strategies. The Opioid Action Plan was developed through
collaboration among state agencies and various health, law enforcement, education, business, nonprofit
and government partners. It aims to reduce opioid addiction and overdose deaths in the period from
2017 to 2021 by implementing the following key strategies:

e C(Create a coordinated infrastructure between the state, stakeholders and local coalitions.
Reduce oversupply of prescription opioids.

Reduce diversion of prescription drugs and flow of illicit drugs.

Increase community awareness and prevention.

e Make naloxone widely available, and link overdose survivors to care.

e Expand treatment and recovery-oriented systems of care.

e Measure impact and revise strategies based on results.

The Department has thus far conducted numerous activities in support of the Opioid Action Plan. In
October 2017, the Department purchased nearly 40,000 units of nasal naloxone to make the overdose
reversal drug more widely available and thus help reduce the number of unintentional opioid-related
deaths. The naloxone has been distributed to partners across the state that work with individuals at high
risk of opioid overdose, including OTPs and other treatment providers, EMS agencies, Oxford House, and
other community partners. The Department established a North Carolina Payers Council to bring
together healthcare payers across the state to partner on benefit design, member services, and
pharmacy policies to reduce opioid overuse and overdose. The Department also made important
changes to the Medicaid program in order to increase access to treatment by removing prior-approval
requirements for suboxone.

Strengthen Opioid Misuse Prevention Act

In June 2017, North Carolina’s General Assembly passed and Governor Roy Cooper signed the STOP Act,
North Carolina Session Law 2017-57, Senate Bill 257. The STOP Act seeks to reduce drug addiction and
overdoses through smarter prescribing practices by doctors and dentists, restrictions on pharmacies
dispensing opioids, expanding the availability of naloxone, and strengthening the state’s Controlled
Substance Reporting System (CSRS). STOP Act provisions apply broadly across the state; they are not
specific to the Medicaid program.'* North Carolina will require standard plans and BH 1/DD tailored
plans to incorporate STOP Act requirements into their opioid misuse programs. Key provisions, most of
which became effective immediately, include:

Prescriber Provisions
e Reduce unused, misused and diverted pills with five-day limit on initial prescriptions for acute
pain. A prescriber may not prescribe more than a five-day supply of a controlled substance (or a

14 STOP Act, https://www.ncleg.net/gascripts/billlookup/billlookup.pl?Session=2017&BilllD=H243.
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seven-day supply after surgery) when first treating a patient for acute pain, effective January 1,
2018.%°

e Reduce doctor shopping and improve care with required scan of state prescription database.
Before prescribing controlled substances, a doctor, dentist or other prescriber must check the CSRS
to learn of a patient’s other prescriptions, effective upon completion of certain upgrades to the
CSRS.1¢

e Reduce fraud through e-prescribing. A prescriber must electronically prescribe controlled
substances to reduce fraud stemming from stolen prescription pads or forged prescriptions—except
for drugs administered by the prescriber or drugs administered in a healthcare or residential facility,
effective January 1, 2020.

o Reduce diversion of veterinary drugs. Veterinarians who dispense controlled substances must
register and report to CSRS to enable detection of drug diversion by pet owners, effective January 1,
2019.

e Tighter supervision. PAs and NPs must consult their supervising physicians the first time they
prescribe controlled substances and every 90 days thereafter, effective July 1, 2017.

Pharmacy Provisions

e Implement universal registration and reporting. All pharmacies dispensing controlled substances
must register for and report to CSRS—consistent with the current practice of most pharmacies.

e Enable near-time reporting to detect and stop doctor-shopping. Pharmacies dispensing controlled
substances must report to CSRS within 24 hours of each transaction—down from the current
requirement of 72 hours but consistent with the current practice of many pharmacies, effective
September 1, 2017.

o Detect fraud, misuse and diversion. Pharmacies must consult the CSRS before dispensing a
controlled substance when there is reason to suspect fraud, misuse or diversion, and must consult
the prescriber when there is reason to believe the prescription is fraudulent or duplicative.
Pharmacies are required to remedy missing or incomplete data upon request, effective upon
completion of certain upgrades to the CSRS.

Provisions Expanding Access to Community-Based Treatment and Naloxone

o Improve health and save money by investing in local treatment and recovery services. The STOP
Act appropriates $10 million for FY 2017-18 and $10 million for FY 2018-19 for community-based
treatment and recovery services for substance use disorders, including MAT.

e Reverse overdoses and save lives. The STOP Act facilitates wider distribution of the overdose-
reversal drug naloxone by clarifying that standing orders cover not only individuals at risk, family
members, law enforcement and local health departments, but also community health groups. In
addition, the act underscores that no state funds may be used to support needle exchange
programs, but that does not preclude a local government from supporting such a program in its
community.

Other Provisions

15 This requirement does not apply to cancer care, palliative care, hospice care or MAT for substance use disorders.
16 This scan is allowed but not required for cancer treatment, palliative care, hospice care, drugs administered in a
healthcare or residential facility, or prescriptions for five or fewer days (or seven or fewer days after surgery).
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e Stronger oversight. The Department will audit doctor, dentist and other prescriber use of the CSRS
and will report violations to the appropriate licensing boards, effective upon completion of certain
upgrades to the CSRS.

e Better data use. The STOP Act expands use of data to detect and prevent fraud and misuse.

e More secure funding. The STOP Act creates a non-reverting special revenue fund to support the
CSRS.

Medicaid Pharmacy Program

The NC Medicaid pharmacy program has worked to (1) update clinical coverage criteria for the use of
opioids for pain management based on the Centers for Disease Control and Prevention (CDC) guideline
“Prescribing Opioids for Chronic Pain”; (2) align clinical coverage criteria for prescription of opioids with
strategies targeted toward reducing the oversupply of prescription opioids available for diversion and
misuse; (3) strengthen its enrollee lock-in program; and (4) expand access to suboxone.'” The Medicaid
pharmacy program has also adopted the STOP Act provisions, as applicable.

In 2010, North Carolina established the NC Medicaid Enrollee Lock-In Program to establish a
“prescription gatekeeper” for enrollees deemed to have potential for misuse of their prescription
benefits.’® In March 2017, the state strengthened its Medicaid lock-in program by increasing the number
of enrollees subject to the lock-in from 200 to 600 per month and by lengthening the duration of
enrollment in the program to two years. Next, in May 2017, Medicaid increased the early refill threshold
for all opioids and benzodiazepine prescriptions from 75% to 85%, meaning that an enrollee cannot refill
a prescription for one of these drugs until less than 15% of his or her current supply remains.

Effective June 1, 2018, NC Medicaid limited the prior authorization threshold for opioids to 90 mg of
morphine equivalents per day. In addition, NC Medicaid began to require prior approval for opioid
prescriptions exceeding the maximum daily dosage; for opioid prescriptions that are for longer than five
or seven days, consistent with the STOP Act; or for any non-preferred opioid product.?® The state
requires opioid prescribers to consult the CSRS, review the CDC chronic pain guidelines for prescribing
opioids and, if applicable, explain the need to exceed daily dosage limits prior to prescribing opioids.
Finally, the Medicaid program eliminated the prior authorization requirements for suboxone as of
November 1, 2017, to provide timely access to opioid withdrawal treatment.

New Medicaid Managed Care Provisions

North Carolina recognizes that a strong partnership with standard plans and BH 1/DD tailored plans is
necessary to build on its ongoing efforts to combat the opioid epidemic. To that end, the Department

17.NC Division of Medical Assistance. Outpatient Pharmacy Prior Approval Criteria Opioid Analgesics, available at
https://www.nctracks.nc.gov/content/dam/jcr:45fd795f-2681-4fab-b59c-07b350801d6b/Criteria-
Opioid%20Analgesics%2090mme%20and%20111%20and%201V.pdf.

18 Today, the program restricts enrollees who meet at least one of the following criteria to a single prescriber and pharmacy:
enrollees with six claims of opiates, benzodiazepines and certain anxiolytics; beneficiaries receiving prescriptions for these
drugs from more than three prescribers in two consecutive months; or referral from a provider, NC Medicaid or Community
Care of North Carolina (CCNC). NCHC enrollees are not subject to lock-in provisions. Source: NC Outpatient Pharmacy Clinical

Coverage Policy.
19 North Carolina Medicaid Pharmacy Newsletter, June 2017.
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will require its PHPs to implement a comprehensive opioid misuse prevention program. To monitor
potential abuse or inappropriate utilization of prescription medications, the Department will give plans
the choice of either participating in the NC Medicaid Enrollee Lock-In Program or develop their own
lock-in program consistent with state law and subject to Department approval. PHPs will provide care
coordination for enrollees in the lock-in program in conjunction with the enrollee’s primary care
provider. Plans will be required to report to the Department lock-in program outcomes including, but
not limited to, changes in emergency department visits and changes in opioid misuse, to inform
monitoring efforts and identify the need for further interventions.

Additionally, plans will be required to implement a maximum morphine milligram equivalent dose for
opioid prescriptions as point-of-service edits, as well as drug utilization review programs to address
opioid misuse.

Opioid Initiatives Supported by the 215 Century Cures Act Grant

North Carolina is using a $31 million grant received through the 21 Century Cures Act in May 2017 to
expand access to prevention, treatment and recovery supports to reduce opioid-related deaths over the
next two years.?° It will also be used to purchase 6,600 naloxone kits statewide to be distributed to law
enforcement, paramedics and OTPs. The state expects to serve approximately 1,500 individuals annually
over the two-year period through the grant as a whole. In addition to expanding treatment services,
funding will be available for prevention, education and outreach; screening/triage/referral; recovery
supports; and provider education and development. Two specific examples of current projects funded
by this grant follow:

e Project Extension for Community Healthcare Outcomes (ECHO) The Department is using its
215t Century Cures Act grant to expand training on MAT and associated barriers for providers
and interdisciplinary clinical teams through the University of North Carolina’s (UNC) research
initiative, Project ECHO, in collaboration with the University of New Mexico Project ECHO. The
core goals of the UNC ECHO for MAT demonstration project are to (1) increase understanding
about how known barriers to the implementation of MAT in primary care can be overcome; (2)
evaluate strategies to overcome those barriers; and (3) simultaneously expand access to MAT in
rural and underserved counties, reducing the risk of accidental overdose deaths through a
multilayered provider and practice engagement strategy. Additional ECHOs may focus on
highlighting best practices and evidence-based care, as well as building treatment capacity for
pregnant women or mothers, individuals with OUD who are also HIV positive or hepatitis C
positive, and/or for individuals with OUD in North Carolina prisons.

e Training on ASAM Levels of Care. During March and April 2018, the state used funds from its
21t Century Cures Act grant to offer and subsidize the cost of eight two-day and four one-day
trainings on the ASAM criteria, primarily targeting medical professionals and clinical staff
employed at OTPs and OBOT programs across the state. The training provided participants with
a comprehensive overview of the ASAM criteria, including:

e Services that are part of the ASAM continuum of care.
e ASAM'’s six dimensions used to complete a holistic, biopsychosocial assessment that
evaluates an individual’s substance use and withdrawal history; health history and

20 Governor Cooper Announces $31 Million Grant to Fight Opioid Epidemic in NC.
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current physical condition; readiness to change; and emotional, behavioral or cognitive
conditions, among others.
e ASAM'’s continued stay and discharge criteria for residential SUD services.

North Carolina has been a leader in the fight against the opioid crisis. By deploying these initiatives, the
state has made and will continue to make progress in curbing this nationwide epidemic.

Summary of Actions Needed

Action Implementation Timeline

Continue implementation of the STOP Act September 2018 — October 2020
provisions on an ongoing basis.

Milestone 6: Improved Care Coordination and Transitions Between Levels of
Care

Care Coordination

Current State

Today, LME-MCOs are responsible for providing care coordination for Medicaid enrollees, including
those with special healthcare needs and those who meet the state’s definition of being “at risk,” but
cannot duplicate case management functions that enrollees receive as part of select behavioral health
services. The population with special healthcare needs includes the following individuals with SUDs:

e Individuals with an SUD diagnosis and current ASAM patient placement criteria (PPC) of at least
level 3.7 or 3.2-WM.

e Adults who reported use of drugs by injection.

e Children with a mental health or SUD diagnosis, who are currently residing or have resided in
the past 30 days in a facility operated by the Department of Juvenile Justice or the Department
of Corrections, an inpatient hospital setting, a therapeutic group home, or a psychiatric
residential treatment facility.

e Individuals with co-occurring SUD and mental illness or I/DD as follows:

e Individuals with both a mental iliness diagnosis and a substance use diagnosis and a
current LOCUS/CALOCUS of V or higher, or current ASAM PPC level of 3.5 or higher.

e Individuals with both an I/DD and an SUD diagnosis and current ASAM PPC level of 3.3
or higher.

Medicaid defines at-risk individuals as those enrollees who:
e Do not appear for scheduled appointments and are at risk for inpatient or emergency
treatment.
e Receive a crisis service as their first service, in order to facilitate engagement with ongoing care.
e Are discharged from an inpatient psychiatric unit or hospital, a psychiatric residential treatment
facility, or a facility-based crisis or general hospital unit following admission for a mental health,
SUD or I/DD condition.
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LME-MCOs’ care coordination responsibilities for the populations listed above include the following:
e Identifying enrollees’ clinical needs.
e Determining level of care through case review.
e Arranging assessments.

Linking enrollees to necessary psychological, behavioral, educational and physical evaluations.

Engaging in clinical discussions with enrollees’ treatment providers.

Conducting deliberate organization of care activities.

Facilitating appropriate delivery of healthcare services and connecting enrollees to the

appropriate level of care.

e Addressing support services and resources.

e Assisting enrollees with obtaining referrals and arranging appointments.

e Educating enrollees about other available supports as recommended by clinical care
coordinators.

e Monitoring enrollees’ attendance in treatment.

e |dentifying and addressing enrollees’ needs and barriers to treatment engagement.

e Developing engagement strategies for individuals with special healthcare needs.

e Coordinating and linking all Medicaid-funded services for the enrollee, as appropriate.

e Assisting with developing a person-centered treatment plan in consultation with the enrollee
and his or her primary care provider.

In addition to the care coordination functions performed by the LME-MCOs, case management is
provided as part of select SUD services. In particular, SAIOP and SACOT services include case
management components to arrange, link, or integrate across multiple types of SUD services and
supports.

The state’s fee-for-service behavioral health contractor provides care coordination services to
populations excluded from the LME-MCOs. Care coordinators provide the following care coordination
functions telephonically:

e Information intake;

e Evaluation;

e Referral to inpatient providers or to appropriate level of care;

e Utilization review;

e Quality assurance;

e Discharge and aftercare planning; and

e Monitoring.

Transitions of Care

Current State

Among their care coordination functions, LME-MCOs are required to coordinate and monitor services
provided to enrollees during transitions of care. Responsibilities include assisting hospitals, facilities and
other institutional providers with discharge planning for short-term and long-term hospital and
institutional stays when the admission is primarily based on the enrollee’s behavioral health diagnosis.
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Transitional care coordination performed by LME-MCOs cannot duplicate inpatient facilities’
requirements for discharge planning. The inpatient facility must involve the patient, family, staff
members and referral sources in discharge planning. If a patient is being referred to another facility for
further care, appropriate documentation of the patient’s current status must be forwarded with the
patient within 48 hours of discharge. The discharge summary must include the reasons for referral, the
diagnosis, functional limitations, services provided, the results of services, referral action
recommendations, and activities and procedures used by the patient to maintain and improve
functioning.

Future State

Upon their launches in 2019 and 2021, respectively, the standard plans and BH |/DD tailored plans will
be responsible for care coordination and care management for enrollees with SUDs, including managing
transitions between levels of care. LME-MCOs will continue to manage care coordination and care
transitions for certain Medicaid enrollees with SUDs until BH I/DD tailored plans launch. For populations
that will remain in fee-for-service, the state will develop care coordination protocols that include
transitions of care across service levels. In developing the care coordination and care management
approaches for these new managed care products, North Carolina has prioritized the establishment of
specific requirements related to serving enrollees with SUDs as described below.

Standard Plans: Care Coordination and Care Management

When standard plans launch in November 2019, they will be responsible for overseeing, funding and
organizing all aspects of care management in a way that improves health outcomes and manages the
total cost of care for their enrollees. They will be required to complete care needs screenings and to
perform claims analysis and risk scoring to identify enrollees at risk; stratify their populations by level of
need; perform comprehensive assessments for those identified as part of “priority populations”; and
perform localized care management at the site of care, in the home or in the community, where face-to-
face interaction is possible.

Standard plans will be required to establish policies and procedures to deliver care to and coordinate
services for all enrollees regardless of risk or needs. As part of their care coordination for all enrollees,
standard plans will be required to do the following:

e Establish policies and procedures for coordination between physical and behavioral health
providers, and between mental health and substance use providers.

e Establish policies and procedures to coordinate enrollee transitions from LME-MCOs or
Medicaid fee-for-service into standard plans and from one standard plan to another, or
between delivery systems.

e Design an evidence-based tool to conduct a care needs screening that can identify enrollees’
behavioral health needs, incorporating the ASAM criteria to screen for opioid usage and other
SUDs.

e Make best efforts to conduct a care screening of every enrollee within 90 days of enrollment as
required by the managed care rule, to identify enrollees with unmet healthcare needs
(including SUDs) who may require a comprehensive assessment for care management.
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Additionally, standard plans will designate enrollees with SUDs as meeting the state’s definition of
special healthcare needs, and thereby as a high-priority population for receiving care management.

All care management must include coordination of physical health, behavioral health, pharmacy and
social services. In addition, the Department will require that all care managers receive training on
integrated and coordinated physical and behavioral healthcare, and care managers serving individuals
with behavioral health needs will also receive training on behavioral health crisis response.

Standard Plans: Transitions of Care

Among their care coordination responsibilities for all enrollees, including those with SUDs, standard
plans will manage transitions of care for all enrollees moving from one clinical setting to another, to
prevent unplanned or unnecessary readmissions, emergency department visits, or adverse outcomes.
Following standard plan contracting, standard plans will be required to share with the Department their
transitional care management policies and procedures, the experience and qualifications of care
managers performing transitional care management, and how their transitional care management
approach relates to the staffing and contracting approach for high-need enrollees’ care management.

In order to identify enrollees in transition who are at risk of readmissions and other poor outcomes,
standard plans shall develop a methodology that considers the frequency, duration and acuity of
inpatient, skilled nursing facility (SNF), and LTSS admissions or emergency department visits; discharges
from inpatient behavioral health services, facility-based crisis services, non-hospital medical
detoxification, medically supervised treatment centers or alcohol drug abuse treatment centers; and
neonatal intensive care unit (NICU) discharges. In addition, the standard plan may target enrollees for
transitional care management by severity of condition, medications and other factors the standard plan
may prioritize.

Standard plans will ensure that the entity conducting transitional care management performs the
following functions:
e Conducts outreach to the member’s advanced medical home/primary care provider and all
other medical providers.?!
e Facilitates clinical handoffs, including those to behavioral health providers.
e Obtains a copy of the discharge plan/summary, and verifies that the enrollee’s care manager
receives and reviews the discharge plan with the enrollee and the facility.
e Ensures that a follow-up outpatient and/or home visit is scheduled, within a clinically
appropriate time window.
e Conducts medication reconciliation and support medication adherence.
e Ensures that a care manager is assigned to manage the transition.
e Rapidly follows up with the enrollee via the assigned care manager following discharge.

e Develop a protocol for determining the appropriate timing and format of such outreach.

21 The AMH program will be the framework under which providers can choose to take primary responsibility for
care management, either at the individual practice level or in a contractual relationship with a care
management/population management entity (e.g., a Clinically Integrated Network)—and receive higher
reimbursement for such responsibility—or choose to coordinate with PHPs’ care management approaches.
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BH I/DD Tailored Plans: Care Coordination and Care Management

By design, BH I/DD tailored plans will serve a high-cost population with complex needs. BH I/DD tailored
plan enrollees will have a significant need for robust, whole-person care management services that will
address their physical health, mental health, substance use, I/DD, TBI, pharmacy, community support
and social needs. Specifically, care management for BH I/DD tailored plan enrollees will take into
account the following:

e Future BH I/DD tailored plan enrollees are closely engaged with mental health, SUD, I/DD and
TBI providers with whom they have frequent interaction and trusting relationships, and conflict-
free care management services should be provided at these sites or in primary care settings
that have expertise in serving populations with significant BH or I/DD needs to the maximum
extent possible.

e Care management services for populations that will enroll in BH I/DD tailored plans, including
individuals with SUDs, should generally be more intensive than those provided to the standard
plan population and should occur face-to-face for all BH I/DD tailored plan enrollees.

e Care managers serving BH I/DD tailored plan enrollees must have specialized expertise,
including training in mental health, SUD, I/DD and/or TBI care; experience managing physical
and behavioral healthcare and I/DD co-morbidities; and specialized clinical supervision
experience to support the coordination of care between physical and behavioral healthcare.

The BH I/DD tailored plan care management model will meet federal standards for health home
services, and North Carolina anticipates submitting a health home SPA prior to the BH I/DD tailored plan
launch. Health home funds will flow to BH 1/DD tailored plans. Given that BH I/DD tailored plans will not
launch until July 2021, the Department is still in the process of establishing the full set of BH I/DD care
management requirements.

BH 1/DD Tailored Plans: Transitions of Care

Among their care management responsibilities, entities delivering health home care management
services will be required to provide comprehensive transitional care management services, including all
standard plan transitional care services. Additional responsibilities will include:

e Instituting evidence-based care transition programs directed toward individuals with mental
health disorders SUDs and 1/DD.

e Developing relationships with local hospitals, nursing homes, SUD residential treatment
facilities, SUD rehabilitation providers and inpatient psychiatric facilities to promote smooth
care transitions.

e Developing working relationships with the justice system and the Division of Social Services to
support transitions back to the community.

The Department recognizes the importance of ensuring that standard plan enrollees who meet the BH
I/DD tailored plan level of need or require a service that will only be covered by BH I/DD tailored plans

are transitioned as quickly and smoothly as possible. To that end, these enrollees will be able to transfer
across standard plans and BH I/DD tailored plans throughout the coverage year.
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Summary of Actions Needed

Action Implementation Timeline

Incorporate care management provisions into January 2019 — November 2019
standard plan contracts

Incorporate care management provisions into BH | January 2021 —July 2021
I/DD tailored plan contracts
Submit a health home SPA to authorize the July 2019 — March 2020
creation of behavioral health homes
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SUD HIT Plan: Implementation of Strategies to Increase Utilization and Improve Functionality of PDMP

Current State

Future State

Summary of Actions
Needed

Prescription Drug Monitoring Program Functionalities

1. Enhanced interstate data
sharing in order to better
track patient-specific
prescription data

North Carolina’s PDMP, which is called
the CSRS, enables practitioners to see
patient prescription history of 24 states,
Washington DC, Puerto Rico and the
Military Health System using National
Associations of Boards of Pharmacy’s
(NABP) PMP Interconnect (PMPi). The
states are: Alabama, Arizona, Arkansas,
Connecticut, Delaware, Florida, Georgia,
Idaho, Maine, Minnesota, Mississippi,
New Jersey, New Mexico, New York,
North Dakota, Ohio, Rhode Island, South
Carolina, South Dakota, Tennessee,
Texas, Virginia, and West Virginia.

The state will update its HIT
plan as more states are
included in PMPi sharing.

By September 2019, 11,250
prescriber and 580 pharmacies
will be approved for
integration.

Two-way data sharing will be
established between North
Carolina and all other states.

= Review necessary steps to
join RxCheck.

= Enhance interstate data
sharing (ex. KY) through
connection with the
RxCheck hub, and
continue to reach out to
remaining states
(provided funds are
available).

Timeline: September 2018 —
April 2020

2. Enhanced “ease of use”
for prescribers and other
state and federal
stakeholders.

In order to facilitate ease for prescribers,
DMH/DD/SAS successfully updated the
CSRS platform in September 2018

North Carolina launched new efforts to
integrate CSRS and other states’ PDMP
data into clinical workflows in November
2018.

At this time, 3,213 prescribers have been
approved for integration.

Forty-three pharmacies are currently
approved to be integrated.

North Carolina has a CSRS
integration plan that includes
a variety of EHR platforms,
including the state’s HIE as an
option in the event an EHR
vendor is not willing to
participate.

The state has developed a
prioritization matrix based on
healthcare entities’ geographic
location, specialty, past

= Continue to approve
additional prescribers and
pharmacies for
integration with the CSRS,
as well continue its
integration efforts with
the HIE.

Timeframe: September 2018
- September 2019
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Current State

Future State

Summary of Actions
Needed

Prescription Drug Monitoring Program Functionalities

= The state’s Health Information Exchange
(HIE), NC HealthConnex, is expected to
complete integration by September
2019.

= The UNC Health Care System integrated
independent of the state’s effort in the
Summer of 2018.

= large pharmacy chains, such as CVS (367
stores), Walmart (229), Kroger (125),
Kmart (14), Costco (8), Harris Teeter (8)
and Walgreens (474) have integrated
independently as well.

prescribing practices, and
overdose rates in their area.
Integration goals are 11,250
prescribers and 580
pharmacies by September
2019.

Ultimately, all NC prescribers
and dispensers will have CSRS
data integrated into their daily
workflows (December 2023,
contingent on availability of
funds).

3. Enhanced connectivity
between the state’s PDMP
and any statewide,
regional or local health
information exchange.

= The Department is working to connect
the CSRS with the state’s HIE, known as
NC HealthConnex.

= |n May 2018, the Department executed
a contract with a vendor to use PMP
Gateway to develop an interface
between the CSRS and NC HealthConnex

Transmissions between the
CSRS and the HIE will be bi-
directional and occur in real
time.

The interface with NC
HealthConnex is expected to
be complete in September
2019, following NC
HealthConnex’s migration to a
new platform.

= Complete the interface
with HealthConnex in
September 2019.

Timeframe: September 2018
- September 2019

4. Enhanced identification of
long-term opioid use
directly correlated to
clinician prescribing
patterns (see also “Use of
PDMP” #6, below).

= On a quarterly basis, DMH/DD/SAS is
providing the NC Medical Board, Nursing
Board and Board of Pharmacy with
advanced analytics collected through the
CSRS, based on criteria established by
each board aimed at flagging providers
with potentially questionable prescribing
patterns.

DMH/DD/SAS plans to partner
with additional state licensing
boards, such as the NC Board
of Podiatry Examiners and the
NC State Board of Dental
Examiners, to identify
prescribers with questionable
prescribing patterns.

= Continue to partner with
Medical, Nursing and
Pharmacy Boards to
refine reports.

= Establish partnerships
with additional state
licensing boards.

= Deploy clinical alerts in
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Summary of Actions

identify prescribers for investigation.
In addition to quarterly reports to the
licensing boards, the system utilizes
threshold reports to notify prescribers
directly when a patient has exceeded
established thresholds of a number of
prescribers and pharmacies visited in a
90-day period.

Current State Future State Needed
Prescription Drug Monitoring Program Functionalities
= The licensing boards use these reports to DMH/DD/SAS will work with September 2019.

new partners to develop a
process for reporting.
Additionally, DMH/DD/SAS will
improve reporting sensitivity
by improving identity
resolution for patients,
prescribers and dispensers in
the CSRS.

In September 2019, “clinical
alerts” will be deployed, which
will enable any prescriber to
see these threshold alerts
when a patient is queried.
Current threshold reports are
only visible to the practitioner
who wrote the prescription.

Timeframe: September 2018
- September 2019

Current and Future PDMP Query Capabilities

5. Facilitate the state’s ability
to properly match patients
receiving opioid
prescriptions with patients
in the PDMP (i.e., the
Entity Resolution [ER]
strategy with regard to
PDMP queries).

= The CSRS’ current approach to matching

patients with prescriptions to patients in
the CSRS involves first examining
patients’ first and last names, dates of
birth, and street addresses.

Based upon that review, the CSRS
identifies cases where records with
similar names used to fill multiple opioid
prescriptions are likely a single patient,
or separates records when it identifies
that two different patients have used
the same identifying information to fill

DMH/DD/SAS plans to
continue its efforts to improve
identity resolution among
prescribers, patients and
dispensers, including
leveraging the HIE's MPI
capabilities.

= Prescriber and dispenser
Entity Resolution is
moving forward using
DEA and NPl data in
routine system auditing in
addition to the Entity
Resolution plan.

= Continue partnership
with GDAC and expand
scope of work to include
making the business case
to other state agencies to
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Current State

Future State

Summary of Actions
Needed

Prescription Drug Monitoring Program Functionalities

their prescriptions.

Since 2017, DMH/DD/SAS has partnered
with the state’s Government Data
Analytics Center (GDAC) to facilitate
data sharing to improve patient,
prescriber and dispenser identity
resolution.

= The CSRS is also using data from the U.S.

Drug Enforcement Agency (DEA) to
improve identity resolution for patients,
prescribers and dispensers.

Finally, DMH/DD/SAS is working to
identify additional data sources that can
further improve the resolution of patient
identity.

obtain permissions and
consult with GDAC on
defining the methodology
for patient and prescriber
entity resolution.

= Begin discussions with
the HIE Authority on
additional strategies to
coordinate NC
HealthConnex and CSRS
information.

Timeframe: September 2018
- September 2021

Use of PDMP - Supporting Clinicians with Changing Office Workflows

6. Develop enhanced
provider
workflow/business
processes to better
support clinicians in
accessing the PDMP prior
to prescribing an opioid or
other controlled
substance, to address the
issues that follow.

= DMH/DD/SAS co-chairs the

Department’s Opioid and Prescription
Drug Abuse Advisory Committee
(OPDAAC), which is focused on
implementing the state’s Opioid Action
Plan, as described in Milestone 5.

= As part of the Opioid Action Plan, the

Department aims to expand clinicians’
access and use of the CSRS as a tool to
combat the opioid epidemic.

= The Department recommends that a

patient’s report is queried within 48
hours of a patient’s initial visit.

= The CSRS integration plan simplifies

= All HCEs using EHRs and PMS
will have CSRS data integrated
into their workflows

= Continue to collaborate
with vendor to integrate
EHR/PMS and CSRS data
and acquire additional
licenses for pharmacies
and prescribers.

Timeframe: November 2018
- December 2023
(Contingent upon available
funds)
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Current State

Future State

Summary of Actions
Needed

Prescription Drug Monitoring Program Functionalities

providers’ abilities to query the report
while a patient is in clinic without
interrupting the clinician’s workflow.
For those entities that are not
integrated, state law permits delegate
access to the system for querying
patients’ prescription history on behalf
of the practitioner.

Practitioners use the CSRS separate from
their EHR and Pharmacy Management
Systems (PMS) to acquire patient
controlled substance prescription
history.

The state is in the process of integrating
CSRS and EHR data for individual
Healthcare Entities (HCEs)

7. Develop enhanced
supports for clinician
review of patient CSRS
data prior to prescribing a
controlled substance

PDMP users currently use NarxCare
analytics, available since September
2018 to review prescription history.

In addition to the information provided
in #6, the new CSRS platform includes
additional supports for clinical decision-
making by providing visualization of the
history and overdose risk scores.

The SAMHSA MAT locator is embedded
in the system along with links to
printable Centers for Disease Control
and Prevention (CDC) pamphlets to help
practitioners discuss topics with their
patients.

= The state will enhance
educational resources
available to users on effective
NarxCare usage

= Extend NarxCare funding
to continue availability of
NarxCare analytics to
CSRS users.

Timeline: September 2018 -
December 2019
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Current State

Future State

Summary of Actions
Needed

Prescription Drug Monitoring Program Functionalities

= (SRS also provides a morphine milligram

equivalent (MME) or lorazepam
milligram equivalent (LME) to assist
prescribers in identifying risky behavior.

Master Patient Index/Identity Management

8. Enhance patient and
prescriber profiles by
leveraging other state
databases in support of
SUD care delivery.

= DMH/DD/SAS is in the early stages of
Entity Resolution.

= The CSRS’ current approach to matching
patients is detailed above, under #5,
“Facilitate the state’s ability to properly
match patients receiving opioid
prescriptions with patients in the
PDMP.”

= Collaborate with GDAC to

mirror the current database
and use other databases (e.g.,
Division of Motor Vehicles,
Department of Public Safety,
HIE Authority) that GDAC has
access to, with proper
permissions, to better link
prescriptions and identify
patients and prescribers.

= Continue partnership
with GDAC and expand
scope of work to include
making the business case
to other state agencies to
obtain permissions.

= Consult with GDAC on
defining the methodology
for patient and prescriber
Entity Resolution.

Timeframe: September 2018
- September 2021

Overall Objective for Enhancing PDMP Functionality & Interoperability

9. Leverage the above
functionalities/capabilities
/supports (in concert with
any other state health IT,
technical assistance or
workflow effort) to
implement effective
controls to minimize the
risk of inappropriate
opioid overprescribing and
to ensure that Medicaid
does not inappropriately

= DMH/DD/SAS has started a pilot project

with NC Medicaid to minimize the risk of
inappropriate opioid overprescribing and

to ensure that Medicaid does not
inappropriately pay for opioids.

= Through this pilot, DMH/DD/SAS and NC

Medicaid match CSRS data with
Medicaid claims data to identify
Medicaid prescribers who may be
overprescribing opioids, as well as
patients who may be at risk of
developing or have OUDs.

DMH/DD/SAS and NC
Medicaid will work to expand
the pilots and run reports
analyzing all Medicaid claims
for opioid prescriptions on a
monthly basis.

Following the managed care
transition, standard plans (as
of November 2019) and BH
I/DD tailored plans (as of July
2021) will be required to
submit pharmacy encounter

= Expand pilots to run
reports analyzing all
Medicaid claims for
opioid prescriptions on
monthly basis.

= DMH/DD/SAS and NC
Medicaid will meet to
plan for: (1) cleaning and
processing data received
from standard plans and
BH 1/DD tailored plans,
and (2) sharing
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Current State

Future State

Summary of Actions
Needed

Prescription Drug Monitoring Program Functionalities

pay for opioids.

data to the Department on a
weekly basis.

Once NC Medicaid receives
the encounter data, it will
clean and process the data to
identify opioid prescriptions
and share with DMH/DD/SAS
to identify (1) prescribers who
are overprescribing opioids,
and (2) patients who have or
may be at risk of developing
OUDs.

information on
prescribers who may be
overprescribing opioids
and patients who have or
may be at risk of
developing OUDs.

Timeframe: September 2018
- July 2021
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10. North Carolina has sufficient health IT infrastructure at every appropriate level (i.e., state, delivery
system, health plan/MCO and individual provider) to achieve the goals of this demonstration.

11. North Carolina’s SUD Health IT Plan is aligned with the State’s broader State Medicaid Health IT
Plan (SMHP).

12. The Department will include appropriate standards referenced in the ONC Interoperability
Standards Advisory (ISA) and 45 CFR 170 Subpart B in subsequent PHP contract amendments or PHP
re-procurements.

Attachment A, Section Il—Implementation Administration
Please provide the contact information for the state’s point of contact for the SUD Health IT Plan.

Name and Title: Katherine Nichols, Assistant Director, DMH/DD/SAS
Telephone Number: 919-715-2027
Email Address: Katherine.Nichols@dhhs.nc.gov

Attachment A, Section lll—Relevant Documents
Please provide any additional documentation or information that the state deems relevant to successful
execution of the implementation plan.
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Opioid Treatment Programs in North Carolina
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Urban areas may have fewer capacity issues, but there isn’t sufficient funding.

Rural areas struggle with both capacity and funding restricting access to quality care.
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NORTH CAROLINA'S
OPIOID ACTION PLAN

Updates and Opportunities




June 2017

Governor Roy

Cooper launched
the NC Opioid
Action Plan.
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Since the launch of the Opioid
Action Plan, we’ve advanced many
strategies:

v Received over $54 million in federal funding which provided
treatment for over 12,000 people.

v Increased the number of Syringe Exchange Programs, and served
over 5,000 people annually through them.

v Trained over 3,000 providers on clinical issues related to the
epidemic, include safe prescribing of opioids and pain treatment.

v' Funded peer support specialists with lived experience in emergency
departments to connect people with substance use disorders (SUDs)
to ongoing services and supports.

v' Launched a medical residency training project that will give over 400
prescribers their DATA 2000 waiver to prescribe buprenorphine, and
work with over 20 residency programs to incorporate the DATA 2000
waiver into their curriculum ongoing.
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v" Funded 34 local organizationsto v° Developed model healthcare
implement action plan strategies in  worker diversion prevention

their communities. protocols.

v" Enhanced the Controlled v' Collected and incinerated over
Substances Reporting System 100,000 pounds of medications
(CSRS) to provide data through Operation Medicine Drop.

visualizations so providers can
make informed decisions at the
point of care.

v Integrated CSRS with electronic
health records and established
data exchange with 29 states.

v' Created a publicly accessible data
dashboard to monitor progress.

v' Established an opioid research
consortium and created a NC
Opioid Research Agenda.

v" Launched multiple public

v' Convened a Payers Council which ) .
education campaigns.

made recommendations for
Insurance payers to respond to the
opioid epidemic.

v" Raised awareness of safe drug
storage, disposal and drug take
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THE RESULT
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Since the launch of the Plan:;

!c. Opioid dispensing has decreased by 24%

Buprenorphine dispensing has increased 15%

Uninsured and Medicaid beneficiaries who have
W received opioid use disorder treatment has

increased by 20%

Buprenorphine is an FDA-approved medication for the treatment of opioid use disorder.
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Opioid overdose emergency department
visits have declined for the first time In
over a decade.
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BUT THERE IS STILL
MUCH MORE WORK
TO DO ...




NORTH
CAROLINA'S
OPIOID ACTION
PLAN

Updates and Opportunities Version 2.0



The Opioid Action Plan continues the goal to
reduce expected opioid overdose

deaths by 20% by 2021.
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Unintentional Opioid Overdose Deaths
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*Data are preliminary and subject to change
Source: NC State Center for Health Statistics, Vital Statistics-Deaths, ICD10 coded data, includes NC Resident deaths occurring out of state, 1999-2018 Q2
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The Opioid Action Plan 2.0 aims to identify
impactful, feasible strategies to reduce
opioid overdoses in North Carolina and
prevent the next wave of the epidemic.



Opioid Action Plan Version 2.0

Prevent future
opioid addiction by
supporting
children and
EIIES

Reduce the supply
of inappropriate
prescription and
illicit opioids

Expand access to § Track progress

Advance harm

treatment and and measure our y
reduction

recovery supports impact

Address non-
medical drivers of
health and
eliminate stigma

Address the needs
of justice-involved
populations
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Prevent

Prenatal
(Mother’s
experiences)

Infant
Adulthood (Neonatal
(Addiction) Abstinence
Syndrome)

Adolescence Childhood
(Experiences with (Adverse Childhood
drugs) Experiences)

The epidemic is part of an intergenerational
cycle of trauma and harm.
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Prevent: Plan Priorities

m [ncrease judicious opioid prescribing and the use of non-
opioid pain treatments.

m Prevent youth misuse by addressing the upstream causes of
substance use disorders, including trauma and adverse
childhood experiences (ACES).
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Reduce Harm

over 80% of unintentional opioid overdose
deaths now involve illicit opioids.
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overdose deaths, NC residents
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Most overdose deaths now
Involve multiple substances.

70%
M 2 substances 3 substances M 4+ substances
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Percent of unintentional medication, drug and
alcohol poisoning deaths involving multiple
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STIGMA

PEOPLE

Printed: 12/11/2019 9:17 AM - North Carolina - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022




Reduce Harm: Plan Priorities

m Prevent overdoses by reducing the harms associated with
drug use through expansion of syringe exchange programs
and naloxone access.

m Focus on non-medical drivers of health for people with
substance use disorders and eliminate stigma.
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Connect to Care

AN ESTIMATED 89% OF PEOPLE PEOPLE ARE 40 TIMES MORE
DON'T RECEIVE THE SUBSTANCE LIKELY TO DIE OF AN OVERDOSE
USE DISORDER TREATMENT IN THE TWO WEEKS POST

THEY NEED. INCARCERATION THAN THE

GENERAL POPULATION.
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Connect to Care: Plan Priorities

m Expand access to treatment and recovery supports by piloting
an alternative payment model, developing low-threshold
buprenorphine guidelines, and training the next generation of
doctors to provide substance use disorder treatment.

m Address the needs of high-risk populations including justice-
involved persons.
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STRATEGIES
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Prevent: Reduce the supply of
prescription and illicit opioids

Increase the use of opioid-sparing pain treatment

m Increase adoption of model safe opioid prescribing policies in hospitals
and health systems.

m Identify and educate high opioid prescribers on safe opioid prescribing
practices.

m Develop provider trainings on multi-modal evidence-based pain _
treatment for different populations including the elderly and people with
substance use disorders.

Use the Controlled Substances Reporting System (CSRS) to reduce
opioid overprescribing

m Register 100% of eligible prescribers and dispensers in the CSRS.

m Report data to NC professional boards so they can investigate aberrant
prescribing or dispensing of opioids.

Reduce the supply of diverted and illicit opioids

m Provide tools to community coalitions about safe storage and disposal
of opioids.

m Conduct trafficking investigation and enforcement to curb the flow of
diverted prescription drugs and illicit drugs.
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Prevent: Avert future opioid addiction
by supporting youth and families

Reduce youth misuse of drugs
m Launch a youth-oriented campaign to reduce drug and medication misuse.

m Identify and disseminate evidence-based curriculum to address mental health needs in
youth, including emotional modulation and resiliency.

Prevent trauma, including ACEs, and increase resiliency to trauma

m Increase publicly-funded behavioral healthcare integration, and early identification,
screening and referral for social resource needs.

m Prevent Adverse Childhood Experiences (ACESs) and increase resiliency by supporting
the NC Perinatal Strategic Health Plan and the NC Early Childhood Action Plan.

m Pilot a new program to address the impact of family substance use on children by
working with families with children in foster care or at risk of having children placed out
of the home. This program would connect parents to evidence-based substance use
disorder treatment, recovery support services, peer support, and other services such
as transportation and housing.

Improve prenatal, maternal and infant care for women with substance use disorders

m Train providers who work with pregnant women on substance use disorder treatment,
eliminating stigma, and implementing plans of safe care.
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Reduce Harm: Advance harm
reduction

Increase access to harm reduction services

m Support the creation or expansion of 30 syringe exchange
programs, and build the capacity of syringe exchange programs
to provide education, testing and referral to care.

m Train health systems and pharmacists to provide and refer
people to harm reduction services.

Make naloxone widely available

m Increase the number of naloxone kits distributed to communities
with high overdose rates.

m Increase naloxone co-prescribing and dispensing to people who
are at risk of an overdose.
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Reduce Harm: Address social
determinants of health and eliminate
stigma

Address determinants of health and eliminate stigma for
people who use drugs

m Create a training program on Housing First principles and
harm reduction for housing providers, including homeless
shelters and emergency housing.

m Convene an advisory council of current and former opioid
users and others in recovery to guide Opioid Action Plan
components and implementation.

m Expand employment support services for people with
substance use disorders, and increase workplace policies
and employment assistance programs that support people
with substance use disorders.

m Run a stigma reduction education campaign about
substance use disorders and people who use drugs.
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Connect to Care: Expand access to
treatment and recovery supports

Increase coverage of treatment
m Close the Medicaid coverage gap.

m Increase the number of people who receive substance use disorder treatment and recovery
supports.

m Pilot alternative payment models that support improved care coordination for patients.

Increase linkages to treatment and recovery supports

m Develop model inpatient, emergency department and discharge policies for people with
substance use disorder.

m  Support 10 counties in creating post overdose response teams that link overdose victims to
treatment and support.

m Increase the number of community-based recovery supports, including community-based
recovery supports that are inclusive of medication-assisted treatment (MAT).

Expand treatment capacity and improve treatment quality
m Ensure every medical school in North Carolina provides addiction training to students.

m Incorporate waiver trainings into 25 residencies, nurse practitioners, or physicians assistant
training programs, and increase opportunities to work with patients with substance use
disorders during training.

m Develop a best practices guide for low-barrier buprenorphine treatment in different
healthcare settings.

m Increase buprenorphine dispensing by 20%.

N tExp{ore (%pportunities to utilizing telehealth and telemedicine to increase rural access to
reatment.
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Connect to Care: Address the needs
of justice-involved populations

Increase pre-arrest diversion of low-level offenders

m  Support counties in adopting pre-arrest diversion programs to divert low-level
offenders to community-based programs and services.

m Maintain and enhance therapeutic (mental health, recovery and veteran) courts.

Provide overdose prevention education and medication-assisted treatment (MAT)
during incarceration and upon release.

m Identify model policies to screen for substance use disorders and connect to
overdose prevention education and treatment during incarceration or upon release

m  Work with at least six jails to screen for substance use disorders, use FDA-
approved medications for treatment, and provide overdose prevention education
and connections to care upon release.

Expand supports for people after release

m Train community corrections and Treatment Accountability for Safer Communities
(TASC) offices on substance use disorders and connecting to naloxone, harm
reduction resources and treatment.

m Increase education opportunities for those with criminal history by working with
|n|st|tut|ons of higher education to not screen people out based on criminal records
alone.

m  Reduce barriers to employment for those with a criminal history, and provide
information on education options, career paths and licensures that are available to
people with different classes of convictions.
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Track and Measure: Track
progress and measure our impact

Improve data infrastructure

m Improve publicly accessible data dashboard of key metrics for data
dissemination to monitor impact of this plan based on stakeholder
feedback.

m Create data warehouse of aggregate opioid data to facilitate data
collaborations and external sharing with data partners.

m Create a case definition for overdose clusters to alert EMS, law
enforcement, health care providers and others.

m Establish a standardized data collection system to track law enforcement,
EMS, and community administered naloxone reversal attempts.

Research and evaluation

m Continue the opioid research consortium of state agencies and research
Institutions, and use the research agenda to inform future work and
evaluate existing work.

Track outcome data

m Continue to track key metrics.
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Track progress and measure
our Impact

To track our progress in combatting the epidemic, North Carolina will monitor these 12 metrics
as part of the North Carolina’s Opioid Action Plan 2.0.

Metrics* 2016 2017 2018
Track progress and measure our impact

Number of unintentional opioid-related deaths of NC Residents (ICD-10) 1,407 1,884 Data pending”

Number of ED visits that received an opioid overdose diagnosis (all intents) 5,546 7,455 6,772

Reduce the supply of prescription and illicit opioids
Total number of opioid pills dispensed 580,144,900 530,604,800 453,977,900

Percent of opioid deaths involving heroin or fentanyl/fentanyl analogues 59% 75% 80%

Prevent overdoses by advancing harm reduction, reducing stigma, and addressing non-medical drivers of health

Number of community naloxone reversals 3,684 4,176 3,943

Number of newly-diagnosed acute hepatitis C cases 203 188 185

Raise community awareness and increase community prevention and response efforts

Percent of children in foster care due to parental substance use disorder 37% 39% 42%
Number of hospitalizations associated with drug withdrawal in newborns 1,278 1,392 Data pending
Expand access to treatment and recovery supports

Number of buprenorphine prescriptions dispensed 478,744 568,233 637,840

Number of uninsured individuals and Medicaid beneficiaries

with an opioid use disorder served by treatment programs 28,968 31,758 34,310

Address the needs of justice-involved populations

Number of law enforcement agencies carrying naloxone 136 193 252
Number of opioid overdoses deaths among recently released population Data Pending Data Pending Data Pending
are continuallv iindated ac additional cases. vicits. claime. an er data nanints are finalized in each svstem.
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Getting It Done

Legislatively mandated by SL-2015-241.

The Opioid and Prescription Drug Abuse Advisory Committee (OPDAAC)
serves as the primary convening group to advance this work.

OPDAAC members represent a wide variety of agencies and fields
including but not limited to: local health departments, healthcare
organizations, law enforcement, substance abuse prevention, the
recovery community, mental health treatment, harm reduction,
emergency medicine, regulatory boards.

All are welcome to join the OPDAAC.

For more information, visit our website.
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Getting It Done

To respond to this epidemic, it is critical that we support
local stakeholders in responding to the epidemic in their
communities.

The Menu of Local Actions identifies impactful strategies that can be
implemented at the local level and provides information and resources
on each strategy.

Local stakeholders can select strategies from the menu based on the
needs and resources of their community.

The menu will continue to be updated with information
and resources as more become available.
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SIMPLE SCREENING INSTRUMENT FOR INFECTIOUS TUBERCULOSIS (TB)

Yes | No Comments
1. Has it been more than three (3) months since you’ve seen a doctor or
health care provider?
2. Have you or do you now live in a shelter or on the street?
3. Have you beenin jail or prison in the past year?
4. Has it been more than one (1) year since you’ve had a TB skin test?
What were the results?

5. Have you ever been told you have TB?
6. Have you ever been treated for TB?
7. Within the past thirty (30) days have you had any of the following
symptoms for two (2) or more weeks:

e Fever

e Drenching night sweats

e Productive cough

e Coughing up blood

e Shortness of breath

e Lumps or swollen glands in the neck or armpits

e Unexplained weight loss

e Diarrhea lasting more than a week
8. Has anyone you know or lived with been told they have TB in the past
year?
9. Do you live with anyone who has had either of these symptoms:
coughing up blood or drenching night sweats?
Signature Date
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SIMPLE SCREENING INSTRUMENT FOR INFECTIOUS TUBERCULOSIS (TB) - GUIDANCE

The following questions in this screening instrument are worded so that an answer of “yes” may indicate an increased risk of infection of tuberculosis.
Referral to a local health department should be made when an increased risk is identified. Following each question is background information pertaining to
the question and the rationale for its conclusion.

1. Has it been more than three (3) months since you’ve seen a doctor or other health care provider?
(This question is a lead-in intended to put the interviewee at ease.)

2. Have you or do you now live in a shelter or on the streets?
(This question is asked because there is an increase in the incidence of TB among homeless individuals that is related to their crowded conditions
and limited access to medical care.)

3. Have you been in jail or prison in the past year?
(In certain areas, there is an increased risk of TB exposure among individuals who have been incarcerated. This is related to crowded conditions
and to the common occurrence of sexual assault among prison inmates).

4. Has it been more than one (1) year since you had a TB skin test?

(This question is intended to identify individuals with latent TB who are, as a consequence, at risk for active TB. Although most individuals with
positive TB skin tests do not have active TB, individuals in outreach populations who have been screened previously and found to have positive skin
tests should be referred for evaluation to determine whether they have active TB or should receive preventive chemotherapy).

5. Have you ever been told you have TB?

(This question is intended to identify individuals with TB who are not already in contact or have fallen out of touch with their treatment facility. In
the non HIV-infected population, the highest risk of developing active TB occurs within the first year after exposure and infection. In the HIV-
infected population, however, development of active disease does not diminish dramatically with subsequent years.)

6. Have you ever been treated for TB?
(This question is intended to determine if an individual has ever tested positive for and been treated for active TB.)

7. Within the last 30 days, have you had any of the following symptoms for two (2) or more weeks: fever; drenching night sweats that were so bad
you had to change your clothes or the sheets on the bed; productive cough; coughing up blood; shortness of breath; lumps or swollen glands in the
neck or armpits; losing weight without meaning to; diarrhea lasting more than a week?

(Although the first four symptoms above are common among individuals with active TB, they are nonspecific and are also consistent with other
diagnoses, including bacterial pneumonia, acute bronchitis, cancer of the lung, HIV-related lung disease and others. Other symptoms include lumps
or swollen glands in the neck or armpits, which may be present in individuals with extrapulmonary TB or AIDS-related conditions. Unintentional
weight loss may identify individuals with latent or active TB or HIV infection; these are very nonspecific symptoms however, and multiple other
diagnoses are possible. Diarrhea lasting more than a week may identify persons with HIV infection but is also nonspecific).
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8. Has anyone you know or lived with been told they have TB in the past year?
(This question is intended to identify individuals who may be in contact with someone who has TB.)

9. Do you live with anyone who has had either of these symptoms: coughing up blood or drenching night sweats?
(This question is intended to identify individuals who have been in contact with someone who has TB and who thereby have an increased risk of
developing latent or active TB. These symptoms have been selected from those in number 7 as being somewhat more specific and more likely to

indicate a high degree of infectious risk).

Printed: 12/11/2019 9:17 AM - North Carolina - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022 Page 108 of 230



https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...

NC-TOPPS Simple Query Report

Alliance Health

Cardinal Innovations

Eastpointe

Partners Behavioral Health Management

Sandhills

Trillium Health Resources

Vaya Health

Adolescent Substance Use Disorder Consumers

Episode Completion Interviews started Saturday, July 1, 2017 through Saturday, June 30, 2018
Number of Episode Completion Interviews: 1,056

Demographics

Gender ..
Race/Ethnicity

African American

N Caucasian

American Indian
/Native American

Asian
Pacific Islander

Alaska Native

\\_ Multi-Racial :I
Other :I

0% 20% 40% 60% 80% 100%

Male Female Percentage (%)

139 (13.2%) consumer(s) indicate that they are of Hispanic, Latino,
or Spanish origin.
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Age Race/Ethnicity and Gender
Female N = 315, Male N = 741

12 —|

African American |

American Indian }

/Native American

Asian

Pacific Islander

17
0% 20% 40% 60% 80% 100% Alaska Native
Percentage (%)
Multi-Racial 5-'
Other E—l
0% 20% 40% 60% 80% 100%
Percentage (%)
Female Male
Age Group and Gender
Female N = 315, Male N = 741
Age 12 to 13
Age 14 to 15
Age 16 to 17
0% 20% 40% 60% 80% 100%
Percentage (%)
Female Male
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Services
Periodic Services Community Based Services
Initial EC Initial EC
90832-90838 - Psychotherapy 23.1% 21.6% | |HOO15 - Substance Abuse Intensive
- - Outpatient Program (SAIOP) 22.6% 23.0%
90846 - Family Therapy without
Patient 3.1% 3.5% | | H2022 - Intensive In-Home Services
- - - (IIH) 14.9% 15.2%
90847 - Family Therapy with Patient 10.2% 10.7%
- H2033 - Multisystemic Therapy
90849 - Group Therapy (multiple Services (MST) 10.8% 11.6%
family group) 4.5% 4.2%
N H2035 - Substance Abuse
90853 - Group Therapy (non-multiple Comprehensive Outpatient Treatment
family group) 15.2% 15.0% (SACOT) 0.5% 0.6%
HOO(‘)4‘ - Behavioral Health Counseling . . YP630 - Individual Placement and
- Individual Therapy 9.2% 9.8% | | support (IPS) Supported Employment 0.0% 0.0%
H0004 HQ - Behavioral Health H2023 U4 - Supported Employment 0.0% 0.0%
Counseling - Group Therapy 6.7% 7.5%
- H2026 U4 - Ongoing Supported
H0004 ﬂR - Behgworal Health. Employment 0.0% 0.1%
Counseling - Family Therapy with
Consumer 3.7% 3.8%
HO0004 HS - Behavioral Health
Counseling - Family Therapy without
Consumer 0.3% 0.3%
YP831 - Behavioral Health Counseling
(non-licensed provider) 0.0% 0.0%
YP832 - Behavioral Health Counseling
- Group Therapy (non-licensed
provider) 0.3% 0.3%
YP833 - Behavioral Health Counseling
- Family Therapy with Consumer (non-
licensed provider) 0.7% 0.8%
YP834 - Behavioral Health Counseling
- Family Therapy without Consumer
(non-licensed provider) 0.2% 0.2%
HO0005 - Alcohol and/or Drug Group
Counseling 10.2% 10.1%
YP835 - Alcohol and/or Drug Group
Counseling (non-licensed provider) 1.7% 2.3%
Facility Based Day Services Residental Services
Initial EC Initial EC
HO0035 - Mental Health - Partial H0013 - SA Medically Monitored
Hospitalization 0.4% 0.3% | | Community Residential Treatment 2.5% 2.7%
H2012 HA - Child and Adolescent Day HO0019 - Behavioral Health - Long Term
Treatment 8.0% 9.0% | | Residential 0.5% 0.9%
H2020 - Residential Treatment - Level
II - Program Type (Therapeutic
Behavioral Services) 0.7% 0.5%
YA230 - Psychiatric Residential
Treatment Facility 2.2% 2.1%
YP780 - Group Living - High 3.0% 3.2%
Opioid Services Therapeutic Foster Care Services
Initial EC Initial EC
H0020 - Opioid Treatment 0.0% 0.1%| | S5145 - Residential Treatment - Level
II - Family Type (Foster Care
Therapeutic Child) 1.0% 1.2%
Other Services
Initial EC
Other 5.9% 6.3%
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Substance Use

Past 3
Substance Use Drug Test Results Months
Bars Show % with Any Use N = 820 (EC)
N =820 Number of Consumer(s) Tested 520
Percent of Consumer(s) Tested 63.4%
None
Average # of Tests for Each Consumer Tested 5.4
Less Than
Heavy Alcohol Percent Positive for...
A'I—::iahvgll Fl 2,812 (Total Number of Drug Tests
Conducted)
Marijuana ]
Any substance
Cocaine ]_—I
Alcohol |
Heroin |:|
Other
Opiates
. Opiates |
Non-prescription
Methadone
Benzodiazepines |
PCP
Other Cocaine

Hallucinogen
Amphetamines

Methamphetamine
Barbiturates

Other
Amphetamine

Other
Stimulant Percentage (%)

Benzodiazepine ]tl

Other
Tranquilizer

=R [ i ==

0% 20% 40% 60% 80% 100%

Barbiturate

Other
Sedative

—

Inhalant
oTC a

Oxycodone I:l

MDMA,
Ecstasy

0% 20% 40% 60% 80% 100%

Percentage (%)

Year Before Treatment
(Initial)

Past Month (EC)

Needles Used To Inject Drugs, Non-Medically
N = 493
Needle Use Past 3 Months 0.6%
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Treatment Demographics

Most
or All

Sometimes

Rarely
or Never

0%

Co-Occurring Status

SUD Only MH & SUD

Attendance at Scheduled
Treatment Sessions
Since Last Interview, N = 820

https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...

DSM-IV/DSM 5 Diagnoses
Diagnostic Category

20% 40% 60% 80%
Percentage (%)

N = 820
Drug Dependence (DSM-1V) 0.0%
Alcohol Dependence (DSM-1V) 0.0%
Drug Abuse (DSM-1V) 0.0%
Alcohol Abuse (DSM-1V) 0.0%
Drug-Related Disorders (DSM 5) 82.6%
Alcohol-Related Disorders (DSM 5) 12.1%
Oppositional Defiant Disorder 24.5%
Conduct Disorder 17.0%
Attention Deficit Disorder 18.7%
Bipolar Disorders 3.9%
Depression 9.3%
Disruptive Behavior 4.5%
PTSD 8.8%
* Only most commonly diagnosed conditions shown.
Family Involvement with...
N = 820
Treatment Services 81.1%
Person-centered Planning 64.0%
None 14.0%
EC Interview
Data Collection Method
Multiple Responses, N = 820
In-person
Interview
Telephone
Interview
Clinical
Records/Notes
0% 20% 40% 60% 80% 100%

Percentage (%)
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Completed
Treatment

Discharged at
Program Initiative

Refused
Treatment

Did Not Return
Within 60 days

Incarcerated

Died

Institutionalized

Never Received
Any Treatment
or Services

Changed to Service
Not Required for
NC-TOPPS

Moved Out of Area
or Changed to
Different LME-MCO

Other

0% 20% 40% 60% 80% 100%

Episode Completion Reason

Percentage (%)

https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...
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Behaviors
Severity of Mental Health Problems Interfering
Symptoms with Daily Activities
N =820 N =820
Month 3 Months
Before Treatment Before Treatment
(Initial) (Initial)
Past Past 3 Months
Month (EC)
(EC)
0% 20% 40% 60% 80% 100% 0% 20% 40% 60% 80% 100%
Percentage (%) Percentage (%)
Extremely Severe More Than a Few Times
Severe
Moderate A Few Times
== Mild == None None
Consumer Ratings
on Quality of Life Participation in Positive
o v ' ' ' L
r:o_R:tgeBd Excellent' or 'Good Activities N = 820
More Than a Few Times
Year
Before Past 3 ]
Treatment | Months
(Initial) (EC) Extra-Curricular
Activities
Emotional Well-Being 64.3% 73.8%
Physical Health 86.0% 91.3% B
Family Relationships 64.5% 71.8%
L . . . Recovery or
Living/Housing Situation 78.7% 82.4% Mutual Aid
0% 20% 40% 60% 80% 100%
Percentage (%)
3 Months Before Treatment
(Initial)
Past 3 Months (EC)
Support for Recovery Experienced Abuse
N = 493 N = 493
Initial EC 3 Months
e Before Past 3
Have Positive Adult Role Model(s) 95.5% 98.6% Treatment | Months
Expect Received (Initial) (EC)
Support Support Physical Violence Experienced 19.1% 10.8%
(Initial) (EC)
- - Hit/Physically Hurt Another Person 27.0% 15.8%
Family and/or Friends Somewhat or
Very Supportive 98.0% 99.0%
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Justice System Involvement
N = 820

401 (48.9%) consumer(s) were under supervision at the time of

their EC interview.

https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...

Suicide Ideation and Hurting Self
N = 493

Ever

(Initial)

Since Last
Interview
(EC)

Suicidal Attempts

17.2%

2.0%

Month
Before Past
Treatment | Month
(Initial) (EC)
Arrests
N = 820 12.1% 8.9%
3 Months
Before Past 3
Treatment | Months
(Initial) (EC)
Nights in Jail or Detention
N = 493 17.8% 7.3%

Psychotropic Medications at EC

288 (35.1%) consumer(s) have had a prescription for psychotropic
medications in the past month. Of those, 207 (71.9%) take their
medication as prescribed all or most of the time.
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3 Months
Before
Treatment
(Initial)

Since Last
Interview
(EC)

Suicidal Thoughts

15.4%

6.5%

Tried to Hurt or Cause Self Pain

9.9%

3.0%
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https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...

Education
Enrollment in Academic Programs
N = 820 Average Grade Level of
Initial EC Students, by Age
Interview |Interview N =667
Enrolled in Any Academic Program 92.3% 86.1%
Not Enrolled in Any Academic Program 7.7% 13.9% Age 12
Age 13
Of Those Enrolled in Academic Programs 9
Note: Multiple Responses
Initial EC Age 14
Enrolled in... Interview |Interview
N 757 706 Age
Academic Schools (K-12) 79.8% 77.8%
Alternative Learning Program (ALP) 17.4% 17.4% Age
Technical or Vocational School 0.0% 0.6%
GED or Adult Literacy 0.5% 3.0% Age 17
College 0.1% 0.0% 0 4 6 8 10 12
Other Academic Program 2.8% 2.3% Grade Level
Students Who Received School Suspension and Expulsion
Mostly A's, B's, and C's
at Most Recent Grading Period 3 Months
Before
Initial EC Treatment | Currently
Interview |Interview (Initial) (EC)
N 731 667 ||N 731 667
Received Mostly A's, B's, and C's 70.3% 76.2%| | Suspension 41.5% 25.5%
Expulsion 6.3% 2.4%
Since Beginning Treatment
School Attendance Has...
N =667
Improved
Stayed
the Same
Gotten
Worse
0% 20% 40% 60% 80% 100%

Percentage (%)
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Employment/Housing

Job Classification
Full or Part-Time Initial EC
Employment, by Age N=73 N=73
Curx‘/eftg/Z%EC) Professional, Technical, or Managerial 0.0% 0.0%
Clerical or Sales 1.4% 0.0%
Age 12 Service Occupation 53.4% 68.5%
Agricultural or Related Occupation 4.1% 2.7%
Age 13 Processing Occupation 0.0% 1.4%
Machine Trades 0.0% 1.4%
Age 14
Bench Work 0.0% 0.0%
Age 15 Structural Work 9.6% 12.3%
Miscellaneous Occupation 31.5% 13.7%
Age 16
Age 17
0% 20% 40% 60% 80% 100%
Percentage (%)
Employee Benefits Rate of Pay
Initial EC Initial EC
N=73 N=73 N=73 N=73
Insurance 0.0% 0.0% | | Above Minimum Wage 46.6% 45.2%
Paid Time Off 1.4% 0.0% | | Minimum Wage 45.2% 50.7%
Meal/Retail Discounts 9.6% 19.2% | | Below Minimum Wage 8.2% 4.1%
Other 1.4% 2.7%
None 87.7% 78.1%
Times Moved Residences Past 3 Months (EC)
Where Lived N =820
N =820 No Moves 81.2%
Moved Once 14.3%
In a Family Moved Two or More Times 4.5%
Setting
Residential
Program
Institutional
Setting
Homeless
Temporary
Housing
0% 20% 40% 60% 80% 100%
3 Months Before Treatment
(Initial)
Currently (EC)
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Number Living in Special Circumstances

3 Months

Before

Treatment | Currently
Where Lived Most of Time (Initial) (EC)
Homeless Sheltered 2 2
Homeless Unsheltered 4 1
Therapeutic Foster Home 3 4
Level III Group Home 21 29
Level IV Group Home 6 3
State Residential Treatment Center 9 1
SA Residential Treatment Center 5 46
Halfway House 0 0
Other 10 22
Total Living in Special
Circumstances 60 108
--Of the Total, Number in Home
Community 17 15

Homeless Nights, Currently (EC)

Among 493 consumer(s), 6 (1.2%) consumer(s) reported night(s)

homeless.
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Service Needs

https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...

Received at EC

Services Deemed Important at Initial and

Barriers to Treatment
Multiple Responses, N = 820

Helpfulness of Program

Services
% Very Helpful or Somewhat
Helpful,
N =493
Quality
of Life
Decreasing
Symptoms
Increasing Hope
for Future
Increasing Control
Over My Life
Improving
Education
0% 20% 40% 60% 80%

Percentage (%)

100%
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Multiple Responses, N = 820 —
Initial EC
Initial EC . X
No Difficulties 78.5% 64.3%
Education 57.6% 56.3% -
Active MH Symptoms 2.2% 5.1%
Job 21.5% 11.5% N
Active SA Symptoms 3.8% 7.9%
Housing 7.4% 6.5% X
Physical Health 0.1% 0.7%
Transportation 9.5% 10.1% -
Family Issues 1.6% 6.3%
Child Care 1.5% 0.5%
Needs Not Met 0.4% 1.1%
Medical 8.9% 12.3%
Engagement 4.0% 13.7%
Dental 7.9% 3.7%
Cost 0.5% 0.6%
Screening/Treatment Referral for X
o Stigma
HIV/TB/HEP N/A 4.4% ore
/Discrimination 0.1% 0.0%
Legal 32.9% 37.9%
Treatment
Volunteer Opportunities 5.6% 6.8% | | /Auth. Access 1.2% 1.0%
None 27.1% 30.4% | | Deaf/Hard of
Hearing 0.0% 0.0%
Language/Comm. 0.6% 0.4%
Legal Reasons 2.0% 3.7%
Transportation 10.1% 11.7%
Scheduling Issues 3.2% 4.4%
Lack of
Stable Housing 0.2% 1.8%
Personal Safety 0.0% 0.9%
Crisis/Hospital Care Routine Health Care
Past 3 Months Among 493 consumer(s), 174 (35.3%) have seen their provider for
N = 493 a routine check-up since the last interview.
3 Months Routine Dental Care
Before Past 3 Among 493 consumer(s), 103 (20.9%) have seen their dentist for
Treatment | Months a routine check-up since the last interview.
(Initial) (EC)
Crisis Contacts 10.1% 6.5%
ER Visits 16.0% 9.5%
Medical/Surgical
Hospital Nights 4.3% 1.8%
Psychiatric Inpatient
Hospital Nights 11.4% 3.7%
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Maternal/Perinatal

Female Substance Use Consumers

Several questions on the NC-TOPPS interview are asked only to
female consumers. The tables and charts on this page show the
results for those questions. In addition, several other charts are
shown for females only. The number of female consumer(s) is 315
(29.8%).

0.0% of 234 female consumer(s) were admitted to a
Maternal/Pregnant Program.

https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...

Female Substance Use

N =234
Bars Show % with Any Use

None

Tobacco

Less Than
Heavy Alcohol

Pregnancy
Female N = 151 Number
Gave Birth in Past Year 1
Heavy
Currently Pregnant 1 Alcohol
Uncertain about Pregnancy Status 2
In First Trimester* 0 Marijuana
In Second Trimester* 1
In Third Trimester* 0
Cocaine
Referred to Prenatal Care* 1
Receiving Prenatal Care* 1 0% 20%  40% 60% 80%  100%
* of those who are pregnant. Percentage (%)
Past 12 Months (Initial)
Past Month (EC)
Females with Children Under 18 DSS Involvement Since Last Interview
Of the 315 female consumer(s), 6 (1.9%) have children under the Among Females with Children Under 18
age of 18. N=6
Investigated by DSS for Child Abuse/Neglect 0.0%
Females Experienced Abuse Suicide Ideation and Hurting Self,
Past 3 Months Since Last Interview
N = 151 Among Females N = 151
Physical Violence 12.6% Suicidal Attempts 3.3%
Hit/Physically Hurt Another Person 15.9% Suicidal Thoughts 11.9%
Tried to Hurt or Cause Self Pain 6.6%
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NC-TOPPS Simple Query Report
Alliance Health

Cardinal Innovations

Eastpointe

Partners Behavioral Health Management
Sandhills

Trillium Health Resources

Vaya Health

Adolescent Substance Use Disorder Consumers

Episode Completion Interviews started Sunday, July 1, 2018 through Sunday, June 30, 2019
Number of Episode Completion Interviews: 978

Demographics

Gender ..
Race/Ethnicity

68.2% \ African American 40.8%

Caucasian 35.8%

American Indian o
/Native American ] 3.4%

Asian 10.6%
Pacific Islander §0%
Alaska Native 0%

Multi-Racial :| 8.7%
\ 31.8%

Other 10.7%

0% 20% 40% 60% 80% 100%
Male Female Percentage (%)

154 (15.7%) consumer(s) indicate that they are of Hispanic, Latino,
or Spanish origin.
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Age Race/Ethnicity and Gender
Female N = 311, Male N = 667

o,
12 HO.Q /o i ) 38.6%
African American
41.8%
13 4.8%
. 41.5%
Caucasian
33.1%

14 10%
American Indian 5.8%
/Native American || 2,20/

24.9%

~Jo3%

Asian
0.7%

31.8%

0%

Pacific Islander
0%

17 27.4%

~|o%
0% 20% 40% 60% 80% 100% Alaska Native f o

Percentage (%)

. . 5.8%
Multi-Racial
10%
8%
Other
129%

0% 20% 40% 60% 80% 100%
Percentage (%)

Female Male
Age Group and Gender
Female N = 311, Male N = 667
6.1%
Age 12 to 13
5.5%
30.5%
Age 14 to 15
37%
63%
Age 16 to 17
57.4%
0% 20% 40% 60% 80% 100%
Percentage (%)
Female Male
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Services
Periodic Services Community Based Services
Initial EC Initial EC
90832-90838 - Psychotherapy 20.8% 22.2%| |HOO015 - Substance Abuse Intensive
- - Outpatient Program (SAIOP) 20.9% 20.6%
90846 - Family Therapy without
Patient 3.9% 4.0% | |H2022 - Intensive In-Home Services
- - - (IIH) 15.3% 14.9%
90847 - Family Therapy with Patient 12.1% 13.0%
- H2033 - Multisystemic Therapy
90849 - Group Therapy (multiple Services (MST) 12.7% 13.3%
family group) 5.5% 5.6%
N H2035 - Substance Abuse
90853 - Group Therapy (non-multiple ) o, | | Comprehensive Outpatient Treatment
family group) 15.5% 16.3% (SACOT) 1.5% 1.6%
HOO(‘)4‘ - Behavioral Health Counseling . . YP630 - Individual Placement and
- Individual Therapy 7.9% 8.8% | | support (IPS) Supported Employment 0.0% 0.0%
H0004 HQ - Behavioral Health H2023 U4 - Supported Employment 0.0% 0.0%
Counseling - Group Therapy 7.8% 8.1%
- H2026 U4 - Ongoing Supported
H0004 ﬂR - Behgworal Health. Employment 0.0% 0.0%
Counseling - Family Therapy with
Consumer 3.4% 4.0%
HO0004 HS - Behavioral Health
Counseling - Family Therapy without
Consumer 0.5% 0.5%
YP831 - Behavioral Health Counseling
(non-licensed provider) 0.1% 0.1%
YP832 - Behavioral Health Counseling
- Group Therapy (non-licensed
provider) 0.4% 0.4%
YP833 - Behavioral Health Counseling
- Family Therapy with Consumer (non-
licensed provider) 0.5% 0.6%
YP834 - Behavioral Health Counseling
- Family Therapy without Consumer
(non-licensed provider) 0.1% 0.2%
HO0005 - Alcohol and/or Drug Group
Counseling 13.7% 13.6%
YP835 - Alcohol and/or Drug Group
Counseling (non-licensed provider) 1.7% 2.0%
Facility Based Day Services Residental Services
Initial EC Initial EC
HO0035 - Mental Health - Partial H0013 - SA Medically Monitored
Hospitalization 0.1% 0.1% | | Community Residential Treatment 1.9% 2.2%
H2012 HA - Child and Adolescent Day HO0019 - Behavioral Health - Long Term
Treatment 6.7% 7.2% | | Residential 0.9% 1.0%
H2020 - Residential Treatment - Level
II - Program Type (Therapeutic
Behavioral Services) 0.8% 0.7%
YA230 - Psychiatric Residential
Treatment Facility 3.0% 2.8%
YP780 - Group Living - High 1.9% 2.5%
Opioid Services Therapeutic Foster Care Services
Initial EC Initial EC
H0020 - Opioid Treatment 0.0% 0.0% | | S5145 - Residential Treatment - Level
II - Family Type (Foster Care
Therapeutic Child) 0.7% 0.8%
Other Services
Initial EC
Other 5.7% 6.2%
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None

Tobacco

Less Than
Heavy Alcohol

Heavy
Alcohol

Marijuana
Cocaine

Heroin

Other
Opiates

Non-prescription
Methadone

PCP

Other
Hallucinogen

Methamphetamine

Other
Amphetamine

Other
Stimulant

Benzodiazepine

Other
Tranquilizer

Barbiturate

Other
Sedative

Inhalant
oTC

Oxycodone

MDMA,
Ecstasy

0% 20%

Substance Use

Substance Use

Bars Show % with Any Use
N =786

9.4%
45.7%
38.4%
21.8%
19.5%
4.2%

12.1%
3.1%

84.9% |

42.9%
]j 6.5%
0.9%
I] 2.4%
0.3%

6.2%
0.4%

0.5%
0%

0.1%
0%

I] 1.4%
0.4%

3.8%
0.1%

H 1.1%
0.5%

0.9%
0.1%

5.5%
1.1%

0.1%
0%

0.3%
0.1%

0.8%
0.3%

0.3%
0.1%

H 1.3%
0.3%

F 1.9%
0.4%

0.9%
0.4%

40% 60% 80%

Percentage (%)

100%

Year Before Treatment
(Initial)

Past Month (EC)

https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...

Past 3
Drug Test Results Months
N = 786 (EC)
Number of Consumer(s) Tested 491
Percent of Consumer(s) Tested 62.5%
Average # of Tests for Each Consumer Tested 4.4

Needles Used To Inject Drugs, Non-Medically
N = 481

Needle Use Past 3 Months

0.6%

Percent Positive for...
2,137 (Total Number of Drug Tests

Conducted)

Any substance | 39.7%
Alcohol |0.9°/o

THC | 36.7%
Opiates |0.3°/o
Benzodiazepines |0.7°/o
Cocaine |0.7°/o
Amphetamines |0.4°/o
Barbiturates |0.1°/o

0% 20% 40% 60% 80% 100%

Percentage (%)
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Treatment Demographics

Co-(s)é:curring Status

7%

A0 20

SUD Only MH & SUD

Attendance at Scheduled
Treatment Sessions
Since Last Interview, N = 786

Most
or All 64.1%
Sometimes 25.8%
Rarely 10.1%
or Never
0% 20% 40% 60% 80%

Percentage (%)

100%

https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...

DSM-IV/DSM 5 Diagnoses
Diagnostic Category

N = 786
Drug Dependence (DSM-1V) 0.0%
Alcohol Dependence (DSM-1V) 0.0%
Drug Abuse (DSM-1V) 0.0%
Alcohol Abuse (DSM-1V) 0.0%
Drug-Related Disorders (DSM 5) 79.3%
Alcohol-Related Disorders (DSM 5) 10.2%
Oppositional Defiant Disorder 23.0%
Conduct Disorder 14.4%
Attention Deficit Disorder 22.1%
Bipolar Disorders 3.9%
Depression 9.8%
Disruptive Behavior 5.0%
PTSD 7.5%
* Only most commonly diagnosed conditions shown.
Family Involvement with...
N = 786
Treatment Services 82.6%
Person-centered Planning 60.7%
None 11.6%
EC Interview
Data Collection Method
Multiple Responses, N = 786
Tnterviow 41.7%
Telephone 14.4%
Interview
Records/cl\lllcr)]éceasI 5580
0% 20% 40% 60% 100%

Percentage (%)
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Episode Completion Reason

Completed

0,
Treatment 40.8%

Discharged at

0,
Program Initiative 8.650
Refused b
Treatment 8.5pe
Did Not Return 19.1%

Within 60 days

Incarcerated | 1.8%

Died §0%

Institutionalized J0.8%

Never Received
Any Treatment
or Services

0.5%

Changed to Service
Not Required for
NC-TOPPS

8.9%

Moved Out of Area
or Changed to
Different LME-MCO

2.1%

Other 8.8%

0% 20% 40% 60% 80% 100%

Percentage (%)
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Behaviors
Severity of Mental Health Problems Interfering
Symptoms with Daily Activities
N = 786 N = 786
2.3%
° 27.7%
9.7%
Month 3 Months
Before Treatment 30.9% Before Treatment 49.5%
(Initial) 21.4% (Initial)
()
35.8% 22.8%
[V
1.1% 20.5%
7%
Past 0 Past 3 Months
Month 26.2% (EC) 50.9%
(EC) 31.4%
[V
34.2% 28.5%
0% 20% 40% 60% 80% 100% 0% 20% 40% 60% 80% 100%
Percentage (%) Percentage (%)
gxtremely Severe More Than a Few Times
evere
Moderate A Few Times
== Mild == None None
Consumer Ratings
on Quality of Life ~ ) Participation in Positive
r:o_R:tse: Excellent' or 'Good Activities N = 786
More Than a Few Times
Year
Before Past 3
Treatment | Months 13%
(Initial) (EC) Extra-Curricular
Activities
Emotional Well-Being 61.7% 72.1% 18.6%
Physical Health 85.0% 88.4%
Family Relationships 60.5% 75.3% -‘ 2.5%
L . . . Recovery or
Living/Housing Situation 77.5% 83.4% Mutual Aid
15%
0% 20% 40% 60% 80% 100%
Percentage (%)
3 Months Before Treatment
(Initial)
Past 3 Months (EC)
Support for Recovery Experienced Abuse
N =481 N =481
Initial EC 3 Months
e Before Past 3
Have Positive Adult Role Model(s) 95.8% 97.9% Treatment | Months
Expect Received (Initial) (EC)
Support Support Physical Violence Experienced 19.8% 8.3%
(Initial) (EC)
- - Hit/Physically Hurt Another Person 28.7% 11.6%
Family and/or Friends Somewhat or
Very Supportive 98.5% 98.5%
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Justice System Involvement
N = 786

378 (48.1%) consumer(s) were under supervision at the time of

their EC interview.

https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...

Suicide Ideation and Hurting Self
N = 481

Ever

(Initial)

Since Last
Interview
(EC)

Suicidal Attempts

15.0%

2.7%

Month
Before Past
Treatment | Month
(Initial) (EC)
Arrests
N = 786 8.7% 6.0%
3 Months
Before Past 3
Treatment | Months
(Initial) (EC)
Nights in Jail or Detention
N = 481 19.8% 7.9%

Psychotropic Medications at EC

312 (39.7%) consumer(s) have had a prescription for psychotropic
medications in the past month. Of those, 226 (72.4%) take their
medication as prescribed all or most of the time.

Printed: 12/11/2019 9:17 AM - North Carolina - OMB No. 0930-0168 Approved: 04/19/2019 Expires: 04/30/2022

3 Months
Before
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(Initial)

Since Last
Interview
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Suicidal Thoughts
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Education
Enrollment in Academic Programs
N =786 Average Grade Level of
Initial EC Students, by Age
Interview |Interview N = 656
Enrolled in Any Academic Program 91.1% 86.1%
Not Enrolled in Any Academic Program 8.9% 13.9% Age 12
Age 13
Of Those Enrolled in Academic Programs 9
Note: Multiple Responses
Initial EC Age 14
Enrolled in... Interview |Interview
N 716 677 Age
Academic Schools (K-12) 83.4% 79.8%
Alternative Learning Program (ALP) 12.7% 15.2% Age
Technical or Vocational School 0.0% 0.0%
GED or Adult Literacy 1.3% 2.1% Age 17
College 0.1% 0.6% 0 2 4 6 8 10 12
Other Academic Program 1.3% 0.6% Grade Level
Students Who Received School Suspension and Expulsion
Mostly A's, B's, and C's
at Most Recent Grading Period 3 Months
Before
Initial EC Treatment | Currently
Interview |Interview (Initial) (EC)
N 697 656 | |N 697 656
Received Mostly A's, B's, and C's 70.6% 76.1%| | Suspension 41.6% 20.7%
Expulsion 5.5% 1.8%
Since Beginning Treatment
School Attendance Has...
N = 656
Improved 42.1%
Stayed
the Same 50. 258
Gotten o
Worse 7.3%
0% 20% 40% 60% 80% 100%

Percentage (%)
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Employment/Housing

Full or Part-Time

https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...

Job Classification

Initial EC
Employment, by Age N=67 N =85
Cur;(‘leftl7y8(6EC) Professional, Technical, or Managerial 0.0% 1.2%
Clerical or Sales 6.0% 5.9%
Age 12 0% Service Occupation 49.3% 65.9%
Agricultural or Related Occupation 4.5% 1.2%
0,
Age 13 0% Processing Occupation 1.5% 3.5%
Machine Trades 1.5% 0.0%
Age 14 0%
Bench Work 1.5% 0.0%
Age 15 4.1% Structural Work 14.9% 12.9%
Miscellaneous Occupation 20.9% 9.4%
Age 16 14.5%
Age 17 19.9%
0% 20% 40% 60% 80% 100%
Percentage (%)
Employee Benefits Rate of Pay
Initial EC Initial EC
N = 67 N =85 N =67 N =85
Insurance 0.0% 1.2% | | Above Minimum Wage 55.2% 50.6%
Paid Time Off 0.0% 1.2% | | Minimum Wage 35.8% 45.9%
Meal/Retail Discounts 25.4% 17.6% | | Below Minimum Wage 9.0% 3.5%
Other 3.0% 0.0%
None 73.1% 81.2%
Times Moved Residences Past 3 Months (EC)
Where Lived N =786
N =786 No Moves 83.0%
Moved Once 14.1%
: 85.6%
In aSF??,“ly Moved Two or More Times 2.9%
eting 81.2% |
Residential 8.7%
Program 15%
()
Institutional 4.2%
Setting 2.9%
0.4%
Homeless
0.5%
Temporary 1.1%
Housing 0.4%
0% 20% 40% 60% 80% 100%

3 Months Before Treatment
(Initial)

Currently (EC)
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Number Living in Special Circumstances

3 Months

Before

Treatment | Currently
Where Lived Most of Time (Initial) (EC)
Homeless Sheltered 2 2
Homeless Unsheltered 1 2
Therapeutic Foster Home 11 3
Level III Group Home 18 30
Level IV Group Home 6 0
State Residential Treatment Center 3 1
SA Residential Treatment Center 6 48
Halfway House 0 0
Other 9 11
Total Living in Special
Circumstances 56 97
--Of the Total, Number in Home
Community 11 15

Homeless Nights, Currently (EC)

Among 481 consumer(s), 6 (1.2%) consumer(s) reported night(s)

homeless.
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Service Needs

https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...

Helpfulness of Program

Services
% Very Helpful or Somewhat
Helpful,
N =481
Quality
of Life 91.5%
Decreasing
Symptoms 91.3%
Increasing Hope
for Future L

Increasing Control
Over My Life

Improving

Education 72.6%

0% 20%

40%

60%  80%

Percentage (%)

100%
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Services Deemed Important at Initial and Barriers to Treatment
Received at EC Multiple Responses, N = 786
Multiple Responses, N = 786 —
Initial EC
Initial EC e
No Difficulties 76.7% 66.0%
Education 58.4% 55.3% -
Active MH Symptoms 3.1% 5.7%
Job 22.4% 12.8% -
Active SA Symptoms 4.2% 5.0%
Housing 9.7% 8.3% X
Physical Health 0.3% 0.5%
Transportation 14.8% 11.7% -
Family Issues 1.4% 6.7%
Child Care 1.1% 0.5%
Needs Not Met 0.5% 1.3%
Medical 12.5% 14.6%
Engagement 3.8% 13.7%
Dental 12.1% 8.1%
Cost 0.5% 0.1%
Screening/Treatment Referral for X
HIV/TB/HEP N/A 5.1%| |Stigma
/Discrimination 0.0% 0.0%
Legal 35.9% 38.7%
Treatment
Volunteer Opportunities 6.6% 5.9% | | /Auth. Access 1.5% 1.0%
None 27.0% 30.9% | | Deaf/Hard of
Hearing 0.0% 0.0%
Language/Comm. 0.3% 0.4%
Legal Reasons 2.4% 1.7%
Transportation 11.2% 12.7%
Scheduling Issues 2.8% 3.8%
Lack of
Stable Housing 0.5% 1.0%
Personal Safety 0.1% 0.6%
Crisis/Hospital Care Routine Health Care
Past 3 Months Among 481 consumer(s), 189 (39.3%) have seen their provider for
N = 481 a routine check-up since the last interview.
3 Months Routine Dental Care
Before Past 3 Among 481 consumer(s), 118 (24.5%) have seen their dentist for
Treatment | Months a routine check-up since the last interview.
(Initial) (EC)
Crisis Contacts 11.9% 5.6%
ER Visits 16.4% 11.4%
Medical/Surgical
Hospital Nights 4.4% 2.9%
Psychiatric Inpatient
Hospital Nights 12.1% 6.2%
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Maternal/Perinatal

Female Substance Use Consumers
Several questions on the NC-TOPPS interview are asked only to

https://nctopps.ncdmh.net/Nctopps2/PrintFriendly/PrintSimpleQueryRepo...

Female Substance Use

female consumers. The tables and charts on this page show the
results for those