SECTION VI

Quality Improvement and Performance Monitoring

Quality management is the framework for assessing and improving services and supports, operations and financial performance. Two key components to a good quality management process are Quality Improvement (QI) and Quality Assurance (QA). QI is a process to assure that at every level (administrative functions, services, staff, and operations) things are constantly improving. Everyone is learning new and better ways to provide services and conduct business.  QI is also referred to as CQI (Continuous Quality Improvement) with the ultimate goal being to improve the quality and outcomes of treatment, services and supports provided to consumers and their families. Quality Assurance (QA) involves periodic monitoring of compliance with standards. Both of these are key elements of a Quality Management System.

From the 2010/2011 MOA and State Standardized Contract:

2.6 Quality Management.  Provider of Enhanced Benefits shall conduct a quality management program in accordance with the DHHS policies, and agrees to provide evidence of assessment of quality of care and best practices, effectiveness, and satisfaction with services to the AREA AUTHORITY upon request.  The PROVIDER shall abide by the treatment protocols, requirements for person-centered planning, and implement evidence-based practices as defined and adopted by the Division of MH/DD/SA and any subsequent revisions.  The PROVIDER shall ensure that corrective action is taken on a timely basis to address problems found through the quality management process.

The LME follows all statues, rules, and procedures put forth by The Division of Mental Health, Developmental Disabilities and Substance Abuse Services. Links to appropriate procedures are noted in each section. The Provider is cautioned to keep abreast of changes in policies by reviewing the updates on the Division’s website weekly http://www.ncdhhs.gov/mhddsas/whatsnew-comprehensive.htm and the Implementation Updates on a monthly basis http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/index.htm .

ENDORSEMENT

The LME will follow the policies and procedures outlined by the Division and all subsequent updates found at: http://www.ncdhhs.gov/mhddsas/stateplanimplementation/providerendorse/policy12-3-07endorsementprocedures.pdf 

Endorsement updates can be found on the Division’s website at: http://www.dhhs.state.nc.us/mhddsas/stateplanimplementation/providerendorse/index.htm
Endorsement forms and check sheets may be found at:

http://www.ncdhhs.gov/mhddsas/stateplanimplementation/providerendorse/index.htm
 

Service definitions for endorsable services may be found in DMA’s Coverage Policy 8A-Enhanced Benefit Services approved effective July 1, 2010: http://www.ncdhhs.gov/dma/mp/8A1.pdf 
Template for use by providers who are completing a self audit of Medicaid funded services: http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/cs-selfauditdocs1-31-08.doc
Accreditation clarification for CAP-MR/DD Waiver Services can be found in Implementation Update #53: http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/implementationupdate_53final2-2-09.pdf 

Accreditation benchmarks for providers as defined by the General Assembly can be found in Implementation Update # 47:

http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/dmadmh8-4-08update47.pdf
The DMH/DD/SAS most commonly used manuals may be found at: http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/index.htm 

Administrative rules are part of the North Carolina Administrative Code (NCAC) written to fully interpret General Statutes. Information on these rules may be found at: http://www.ncdhhs.gov/mhddsas/rules/index.html 

MONITORING

The LME will be respectful of the limits on Provider’s time given that Providers are operating in a fee-for-service environment, and therefore request performance of non-reimbursable activities judiciously.

The new Provider Monitoring Tool used by LMEs for routine/local monitoring can be found at:

http://www.ncdhhs.gov/mhddsas/provider_monitor_tool/index.htm
 

The Frequency and Extent of Monitoring Tool (FEM) determines how often the LME must complete local/routine monitoring of the entire provider agency and is found at:

http://www.ncdhhs.gov/mhddsas/provider_monitor_tool/frequency-extent-monitoring-tool-6-06-08.xls
 

Instructions for completion of the FEM may be found at: 
http://www.ncdhhs.gov/mhddsas/provider_monitor_tool/fem-instructions-10-12-07.doc
 

PLANS OF CORRECTION

Clarification on the Division Plan of Correction Policy approved in December 2008 outlined in Implementation Update #53 is found at: http://www.ncdhhs.gov/mhddsas/servicedefinitions/servdefupdates/implementationupdate_53final2-2-09.pdf
 

The revised plan of correction policy can be found at: http://www.ncdhhs.gov/mhddsas/provider_monitor_tool/appendix-m1-09.pdf
 

COMPLAINTS AND INCIDENTS

The Customer Services Complaint Form; the revised LME Complaint Reporting Guidelines; and the Quarterly LME Complaint Reporting Instructions may be found at:
http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/index.htm#forms under Customer Service and in APSM 30-1 (August 1, 2009) Section .7000 rules regarding Customer Complaints. 

All incidents pertaining to Area Authority clients shall be reported to the Area Authority and NC DHHS as required in APSM 95-2 (Client Rights) and APSM30-1 (Quality Assurance/Improvement), and 10A NCAC 27G.0600.  Forms and Incident reporting manual may be found at: http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/index.htm
The standardized Critical Incident and Death Reporting Form shall be used by all providers.  The Provider must maintain a record of all incident reports, as any trends found or changes made as a result of an incident.  Critical Incident and Death Reporting Forms must be submitted to the LME within 72 hours of all critical incident(s) or death(s) or as required by any revisions to protocols and timeframes mandated by state requirements.  The provider must immediately report any deaths that occur within 7 days of restraint or seclusion to the NC Division of Health Services Regulation. The provider must report Level III incidents to the Division, according to applicable time-frames. Restraint or Restrictive Intervention/Seclusion/Isolation time out:  The Provider must have an internal procedure for reporting and reviewing all restrictive interventions or restraint/seclusion/isolation time out.  The Provider must submit the Report of Restrictive Intervention within 72 hours of occurrence to the LME.

All Critical Incident and Death Reporting Forms and all Restrictive Intervention Reports (restraint, seclusion, or isolation time out) must be sent to:

FAX: 221-0540

Attention:  Quality Management

Providers will follow protocol and timeframes of IRIS (Incident Response Improvement System) when the Division of MH/ DD/SAS announces its statewide implementation. 
CLIENTS RIGHTS

Client Rights Reporting:  The Provider must meet the minimum requirements of the State Client Rights statutes. Please see APSM 95-2 and all revisions. 

http://www.dhhs.state.nc.us/mhddsas/statspublications/manualsforms/aps/apsm95-2clrights7-03.pdf  

On at least an annual basis (and upon the request of the LME Staff), the Provider must submit a written report of the following:

· The number of complaints and/or grievances made and the status of the resolution.

· Number of and summary of Client Rights Committee Meetings.  Minutes need to be available upon request.

· Number and type of restrictive interventions used during the fiscal year.

· Number of incident reports completed.

Client Rights Reports should be sent to:

FAX 910- 221-0540

Client Rights Committee

Customer Services/Consumer Affairs

Cumberland Local Management Entity

P.O. Box 3069

Fayetteville, NC 28302-3069

PERSON CENTERED PLANNING

Use  the most up to date Person Centered Plan form and manuals, these may be found at http://www.ncdhhs.gov/mhddsas/pcp.htm  

Use the most up to date APSM 45-2: Records Management and Documentation Manual which may be found on the Manuals page: http://www.ncdhhs.gov/mhddsas/statspublications/manualsforms/index.htm 
CLINICAL OUTCOMES

Client Functional Outcomes data are the DHHS source of information to monitor the impact of services on persons receiving MH/DD/SA services.  The data are also used to respond to Departmental, Legislative and Federal reporting requirements.  The LME must have a sample of their clients regularly surveyed with outcomes instruments devised by DHHS following sampling rules and survey methodology.

· NC-TOPPS – NC-TOPPS must be completed for individuals receiving enhanced mental health and substance abuse services (except for crisis services) as well as those receiving substance abuse basic benefits paid for with IPRS funds as outlined in the NC TOPPS service code list, found in the NC TOPPS guidelines: http://www.ncdhhs.gov/mhddsas/nc-topps/systemusers.htm. The NC TOPPS is completed on-line and is submitted directly to the state.  The NC-TOPPS must be completed at admission, after 3 months of service, after 6 months of service, after 12 months of service, and every 6 months after that. At discharge either a Discharge NC TOPPS must be completed or, if the consumer is transferring to another agency, the consumer’s NC TOPPS information may be transferred through the LME. To transfer a consumer’s NC-TOPPS information, please see the NC TOPPS Transfer Request Form and the NC TOPPS Memo in the Appendix of this Manual and on our website www.ccmentalhealth.org (under Provider Information).   Having the consumer present for an Interview is expected.  Copies of all completed NC-TOPPS Interviews are required in the consumer’s service record.  Only one set of NC-TOPPS Interviews is needed per consumer during a particular episode of care.  This will require communication and coordination among all involved providers.  If the consumer is being treated by multiple providers, it is the QP from the “clinical home” who is responsible for developing, assessing and updating a consumer’s PCP is also responsible for the completion of NC-TOPPS Interviews.  For more information regarding NC-TOPPS, please go to: http://www.ncdhhs.gov/mhddsas/nc-topps/. 

· NC SNAP data are the DHHS’s source of information on the service needs of individuals receiving Developmental Disability services.  The data are also use to respond to Departmental, Legislative and Federal reporting requirements.  NC SNAPs are to be completed and submitted to the NC SNAP Coordinator (Rose-Ann Bryda) for all individuals receiving Developmental Disabilities services at least annually and if there are changes.  A copy of the first page of the NC SNAP and a copy of the supplemental page MUST be submitted to the LME. Fax to 323-918, or mail to Rose-Ann Bryda, NC SNAP Coordinator, PO Box 3069, Fayetteville, NC 28302, or deliver to Room 311 or 312, 711 Executive Place. Social Security numbers are no longer required for NC SNAP.  A memo regarding Cumberland County Mental Health Center’s NC SNAP Procedures is located on our website: www.ccmentalhealth.org and in the Appendix of this manual.  For additional information on NC SNAP, please visit: http://www.dhhs.state.nc.us/mhddsas/ncsnap/index.htm. 

· As noted in #9 of Attachment B of the State Standardized Contract: Providers shall meet one hundred percent (100%) compliance with Operations Manual administration protocols for established Outcome Measures for each eligible consumer (NC-TOPPS).  As applicable to the service population, Providers shall participate in the annual Core Indicators survey (DD consumers and families).

· As noted in #10 of Attachment B of the State Standardized Contract: Providers shall demonstrate a Continuous Quality Improvement (CQI) process by identifying a minimum of three (3) improvement projects acted upon per year.  Projects and results will be reported to the LME in any quarter of completion.

The following guidelines must be adhered to in accordance with the area program’s performance indicators:

· Persons in crisis have access to face-to-face emergency care within two hours after the request for care is initiated.  Access is defined as having a qualified provider on the physical premises ready to provide immediate care as soon as the consumer is available to receive care.

· Eligible persons have their first face-to-face service to address urgent needs (assessment and/or treatment) within 48 hours of the request for care.  All consumers presenting with a potential substance abuse problem should receive at least an Urgent level of need determination, and be scheduled for appointment or service initiation within 48 hours.

· Eligible persons have their first face-to-face medically appropriate service to address routine needs (assessment and/or treatment) within 14 calendar days of the date of the request for care.

· Timely initiation and engagement in service National standards for initiating and continuing care require an individual to receive two visits within the first 14 days of care and additional 2 visits within the next 30 days (a total of 4 visits within the first 45 days of service).  These timelines provide the best opportunity for an individual to become fully engaged in services that can promote recovery.

10A NCAC 27G.0212  DISCOLSURE OF FINANCIAL INTEREST OF PROVIDERS OF MH/DD/SA SERVICES TO POTENTIAL CLIENTS

(a)  When a provider refers a potential client to another provider in which the referring provider holds a financial interest, the referring provider shall disclose and document the disclosure of the financial interest to the potential client prior to or at the time of referral.

(b)   A referring provider shall be considered to have a financial interest when the referring provider is an owner, principal, employee, a potential employee of the provider who is in the hiring process, immediate family member of an owner, principal employee or an affiliate of the provider that the potential client is referred to.

(c)   For the purpose of this Rule, a “referring provider entity” includes:

a. An agency;

b. An organization;

c. A local management entity (LME) as set forth in G. S. 122C-3(20b); or

d. An individual employee or contractor of an agency, organization or LME.

(d)   For purposes of this Rule, “immediate family member of an employee” means husband or wife; birth or adoptive parent, child, or sibling; stepparent, stepchild, stepbrother, or stepsister; father-in-law, mother-in-law, son-in-law, daughter-in-law, brother-in-law, or sister- in-law; grandparent or grandchild; or spouse of a grandparent or grandchild.

(e) For the purposes of this Rule, “affiliate” means any person or organization that controls or did control a provider agency or any person or organization who is controlled by a person or organization who controls or did control a provider agency.  Two or more providers who are under common control are affiliates.

History Note:  Authority G.S. 122C-3(20b); 122C-26(5) (e); Eff. July 1, 2008
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