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The Piedmont Cardinal Health Plan and the Innovations Waiver are important building blocks of 
the foundation of a re-engineered system that will more effectively and efficiently address the needs 
of consumers with mental illness, developmental disabilities, and substance abuse disabilities.  This 
new system depends on coordination and management of all public resources available to support 
this system of care.  Federal, State and County funds will be strategically managed for optimal 
outcomes for individual consumers.  Significant changes have begun and will continue to take place 
in a planned, controlled and sequential manner.  Both external events and improvements in 
management strategies continue to result in refinement and improvements to our strategies.  This 
document is the first revision of our Clinical Design Plan and reflects adjustments and changes to 
our blueprint for this process. 
 
Our Goals: 
 

1. To maintain a Clinical Model that is the foundation for all activities. This plan must be 
continually and consistently enforced through a variety of activities including Care and Case 
Management, authorization, clinical protocols, application of culturally competent recovery 
principles and practices, utilization review, and provision of feedback/training to providers. 

2. To develop a Self Managed System by developing and training a selectively qualified and 
comprehensive network of providers. 

3. To use funding to encourage the development and provision of services that are based on clinical 
evidence, culturally competent and recovery practices, and which have proven desirable 
outcomes.  

4. To involve consumers and families in ways that ensure their ownership and satisfaction, and 
which engenders a feeling of shared responsibility. 

5. To develop a sense of community ownership that comes from communication, collaboration and 
a commitment to people of the local communities, including providers. 

6. To apply the principles of cultural competence, recovery, and person centered care to ensure 
equitable access to, engagement with, and benefit from services.  

7. To use data that can be translated into knowledge in order to demonstrate accountability, 
efficiency, need, quality, outcomes, awareness of cultural and ethnic variations and to identify 
areas for change and improvement.  

 
 

A Self-Managed System 
 
In order to support the development of a self-managed system of care for consumers in the Piedmont 
Area, the system must rely on educated providers who understand and operate in tandem with the PBH 
Clinical Objectives. Ideally, this is a system where the structure, requirements and expectations are so 
well known, that extensive management and intervention are not required.  Providers are involved in the 
management of the system with the LME, and share in strategies to meet performance objectives, review 
system performance, and commit to problem solving. Venues available to providers to participate with 
PBH include the PBH Provider council, the Clinical Advisory Committee and the Global Continuous 
Quality Improvement Committee.  Our overarching goal for the self managed system is to assure reliable 
and broad access, appropriate, high quality, cultural and recovery based services for consumers, and the 
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Planning and must be grounded in cultural and recovery based 

The quality of the providers in the PBH network is measured through the symbiotic relationship of the 
Quality Management Plan and the Network Plan.  The Network Plan specifies and lays out the process for 
the implementation of the overall Network structure to maintain a self managed system.  The Quality 
Management Plan specifies the process by which the quality of systems operation is reviewed and 
maintained. 
 

The Clinical Plan 
 
This plan consists of two parts:  a Clinical Framework, and a Continuum of Care.  
 
I. Clinical Framework:  The systems and structures that PBH has in place to manage the system of care 
(the plumbing).   
 
II. Continuum of Care: A highly organized array of services and supports operated by a network of 
providers. This continuum is accessed by consumers, at the most appropriate point relative to their 
individual needs.  Service access is guided by clinical and cultural assessment information which is then 
correlated with specific levels of care. 
 

I.  Clinical Framework 
 

Clinical Framework 
Component Method 
Access At the point of access, the urgency of the person’s need is 

determined. 
 
Emergent: service within 1 hour 
Urgent: service within 48 hours 
Routine: service within 7 days 
 

Standardized 
Functional 
Assessment Tools 

The standardized functional assessment tools inform Medical 
Necessity determination and identify Levels of Care. 
 
Required Tools: 
MH: LOCUS and CALOCUS 
SA:  ASAM levels 
DD:  Supports Intensity Scale 

Level of Care Services are grouped into the following Levels of Care 
according to service intensity and frequency.  
I.   Basic 
II.  Basic Augmented  
III. Enhanced 

Treatment 
Planning 

The consumers “Clinical Home” (lead clinical agency) is 
responsible for the treatment planning process.  The treatment 
plan is a document that reflects the goals of the person receiving 
services and the strategies that will be implemented to reach 
those goals.  For Persons receiving Enhanced Services, an 
Individualized Support Plan is developed using Person Centered 
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principles. This planning reflects life priorities and 
supports/services needed to achieve life goals. Clinical Partners 
provide clinical input to address a Person’s needs, as well as 
barriers the person may encounter in achieving his/her life goals. 

Utilization 
Management: 
 
Auto authorization Pre-
authorization 
Re-authorization 
(continued stay) 
Discharge 
  

Basic services are not pre-authorized; Basic Augmented and 
Enhanced services must be pre-authorized. 
 
Auto Authorized for Basic Services:  adults-8 visits; children-12 
visits 
 
Pre-Authorization or Re-authorization: 
 
• Treatment Authorization Request (TAR) 
• TAR includes diagnosis, current status / symptoms, 
standardized assessment results, risk assessment, treatment 
history, progress toward goals (for re-authorization), current 
medications /psychiatric intervention  
• The information from the TAR is applied to the criteria 
for Admission, Continuation, and Discharge for each service  

Clinical Guidelines Evidence Based (research based) practices that have been proven 
to consistently produce specific, intended outcomes.  

Utilization Review Concurrent and Retrospective review of treatment plans and 
service documentation to ensure care was provided as authorized 
and medically necessary. A secondary review to determine 
points of disparate utilization and progression through the 
identified Levels of Care.  Secondary data will be used to 
develop strategies for service improvement to affected 
populations. 
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Access and Enrollment: 
 
PBH maintains a telecommunications system with 24 hours per day, 7 days per week access to an intake 
worker, with clinical backup by a licensed clinician.  PBH must be able to respond to emergency calls and 
process referrals during this time period. Requests for services are categorized into the following 
categories: 
 
Emergent Need:  Mental Health-- A life threatening condition in which a person is suicidal, homicidal, 
actively psychotic, displaying disorganized thinking or reporting hallucinations and delusions that may 
result in harm to self or harm to others, and/or displaying vegetative signs or is unable to care for self.   
 
Access Standard:  Within one hour *(This is currently under review by DMA considering moving to 2 
hours) 
 
Emergent Need:  Substance Abuse--A life threatening condition in which the person is by virtue of their 
use of alcohol or other drugs, suicidal, homicidal, actively psychotic, displaying disorganized thinking or 
reporting hallucinations and delusions which may result in self-harm or harm to others, and/or is unable to 
adequately care for self without supervision due to the effects of chronic substance abuse or dependence. 
 
Access Standard:  Within one hour*(This is currently under review by DMA considering moving to 2 
hours) 
 
Urgent Need:  Mental Health--A condition in which a person is not actively suicidal or homicidal; 
denies having a plan, means or intent for suicide or homicide but expresses feelings of hopelessness, 
helplessness, or rage; has potential to become actively suicidal or homicidal without immediate 
intervention; displays a condition which could rapidly deteriorate without immediate intervention; and/or 
without diversion and intervention will progress to the need for emergent services and care. 
 
Access Standard:  within 48 hours 
 
Urgent Need:  Substance Abuse—A condition in which the person is not imminently at risk of harm to 
self or others or unable to adequately care for self, but by virtue of their substance use is in need of 
prompt assistance to avoid further deterioration in the person’s condition which could require emergency 
assistance.  
 
Access Standard:  within 48 hours 
 
Routine Need:  Mental Health—A condition in which the person describes signs and symptoms which 
are resulting in impairment and functioning of life tasks; impact the person’s ability to participate in daily 
living; and/or have markedly decreased the person’s quality of life. 
 
Access Standard:  within 7 days 
 
Routine Need:  Substance Abuse—A condition in which the person describes signs and symptoms 
consequent to substance use resulting in a level of impairment which can likely be diagnosed as a 
substance use disorder according to the current version of the Diagnostic and Statistical Manual. 
  
Access Standard:  within 7 days 
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Developmental Disabilities:  Supports Intensity Scale (SIS) 

Enrollment:  Enrollment is the process of obtaining required demographic and clinical information about 
the person seeking services.  Enrollment can be achieved by calling the Access Center.  Network 
Providers can enroll consumers through a secure connection.  Comprehensive Community Providers 
(CCP’s) are designated enrollment sites, and conduct intake, assessment, and enrollment activities.   
 
Administrative Enrollment:  This process includes the basic demographic information about a consumer 
such as name, address, date of birth, marital status, race, ethnicity, etc. 
 
Clinical Enrollment:  This process includes information about the person’s diagnosis and clinical needs.  
The information for the clinical enrollment is usually obtained during the clinical assessment. A provider 
must submit the clinical enrollment information prior to payment for services.   
 
Assessment: 
 
An accurate and complete assessment makes a significant contribution to the recovery process for the 
consumer because it identifies areas where clinical intervention is needed.  Accurate assessment 
information, including diagnosis, is critical for PBH to authorize and monitor care and outcomes. In the 
context of person centered planning and the achievement of recovery, assessments must consider the 
cultural background and context of the consumer’s symptoms and needs.  In those areas where the 
efficacy of selected assessments, practices, etc has not been established across cultural and/or ethnic 
groups, care will be given to ensure that assessments, services, and reviews are conducted within a 
culturally competent paradigm.  The 2001 Surgeon General’s report Mental Health: Culture, Race and 
Ethnicity, highlighted disparities in behavioral health services for racial and ethnic populations. The 
report identified differences in cultural conceptualizations of illness and health, in help-seeking, language 
and communication patterns as some of the barriers to services.  Culturally appropriate assessments can 
help identify these conceptual, linguistic, and communication barriers.  As well, the 2003 President’s 
New Freedom Commission Report “achieving the Promise:  Transforming Mental Health Care in 
America” considered cultural competence to “be essential to ensure quality of care, responsiveness of 
services, and renewed hope for recovery among ethnically and racially diverse populations.  Culturally 
appropriate assessments and/or assessment processes are essential tools of culturally competent service 
provision.  . 
 
In order to standardize the information that we receive from providers about the people served through 
our network, we have identified functional assessment tools that are standardized, valid and reliable, and 
can be consistently used across the providers in our network.  These tools structure the reporting of 
information from the clinical assessment so that this information can be used strategically by PBH in 
authorizing and monitoring care and services.  Accurate clinical information, including the diagnosis, is 
important in monitoring services to consumers to ensure that they receive the care that they need and is an 
essential part of our Utilization Management Plan as well as our Utilization Forecasting process. The 
following standardized functional assessment tools have been approved for use in our system, through the 
Clinical Advisory Committee and the PBH Management Team: 
 
Mental Health:    
Adult-Level of Care Utilization System (LOCUS) 
Child- Child Adolescent Level of Care Utilization System (CALOCUS) 
 
Substance Abuse:  
American Society for Addiction Medicine (ASAM) Placement Criteria. ASAM levels are required. 
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Use of a standardized functional assessment tool is a structured way of gathering information and is only 
a part of a diagnostic assessment or clinical evaluation. 
 
The diagnostic assessment should address: 

• Diagnostic profile (diagnoses, IQ) 
• Current symptoms/problems/needs 
• Functional skills 
• Symptoms 
• Chronicity 
• Risk 
• Progress toward goals if person is receiving treatment 
• Cultural and linguistic preferences/needs 

 
 
Providers will be trained and/or certified to conduct standardized assessments.  It is expected that 
Licensed Professionals, appropriately credentialed by their agency or by PBH, will conduct or supervise 
completion of the standardized functional assessment tools. Qualified professionals may complete the 
actual functional assessment tools.  
 
Licensed Professionals must conduct clinical assessments.  Clinical assessments provide a diagnosis and 
are used to inform one of the approved standardized functional assessment tools. Clinical assessments 
consist of Clinical Evaluations and Diagnostic Assessments.  Diagnostic Assessments will be used 
primarily for consumers receiving Enhanced Services.  The clinical evaluations should be completed at 
the first visit.  Obtaining an initial diagnosis and updating this if it changes is critical for accurate 
reporting of services.  It is important that the diagnosis is appropriate for the type of service received, and 
is reflected on the claim submitted by the provider. This will be audited as a part of the utilization review 
process. 
 
Treatment Planning: 
 
Treatment Plans reflect clinically and individually identified strengths and needs of the person served as 
well as goals and strategies to address these needs. The plans include timelines for completion, and 
responsibilities of the consumer, the provider(s), and Support Coordinator (case manager ) or Clinical 
Home Provider,  in achieving these goals.   
 
Basic and Basic Enhanced Treatment Plans:  These treatment plans reflect the needs that are to be 
addressed by the treating provider only.   
 
Individual Support Plans (Person Centered Plans):  Individual Support Plans are developed following 
a comprehensive assessment process that reviews the person’s complete life situation, strengths and 
supports the person has in place, as well as services and supports needed to achieve the identified long 
term goals.  This is an overarching plan that addresses all aspects of the person’s life, and may involve 
multiple providers.  A person centered planning process is used to develop the Individual Support Plan. 
The plan will identify specific services and supports and responsibilities of the consumer, the provider, 
the Supports Coordinator or the Clinical Home Provider. 
 
Each provider is expected to develop specific goals and strategies (Basic Augmented Treatment Plan) that 
are related to the services or supports assigned to the provider in the Individual Support Plan document. 
Services are coordinated and monitored by a Support Coordinator or the Clinical Home Provider.  
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unusual patterns, and other indicators for review and not in routine activities. 

Support Coordination (case management or Community Support services):  Support Coordinators 
function as change agents for the most severely disabled people served by our public system.  Their job is 
to empower, support, educate, and facilitate consumer voices and choices.  They must be proficient in the 
application of cultural, linguistic, and recovery principles. They help the consumer manage the treatment 
and support services identified in the Person Centered Plan.  Their role is to work in collaboration with 
clinical professionals and to seek appropriate clinical input and assistance when needed to assist the 
consumer with his/her challenges in reaching individual goals.  Support Coordinators and Community 
Support case managers conduct front line monitoring to assure the health and safety of the consumer, 
satisfaction with care and services, and to ensure services are delivered as specified in the Individual 
Support Plan (person-centered plan.) 
 
Clinical Guidance in the development of the Individual Support Plan (Person Centered Plan): 
Clinical input will be provided at the point of assessment, and throughout the development of the Person 
Centered Plan according to the needs of the consumer.  For consumers receiving enhanced services, it is 
important for the Support Coordinator or the Community Support case manager to have a Clinical 
Partner, a licensed clinician with specialization in the disability areas of the consumer.  The Clinical 
Partner can be a People Driven Services (PDS) employee, a professional working with the consumer 
through the Clinical Home Provider, or a provider who is involved in the consumer’s treatment.  The 
Clinical Partner is especially important for consumers with Mental Health and Substance Abuse treatment 
needs.  The Clinical Partner must be well versed in the Practice Guidelines, recovery and empowerment 
principles, and knowledgeable of authorization criteria so that clinically appropriate requests for services 
and supports are made at the plan development level, rather than on the back end, after a denial by the 
Utilization Management Unit.  
 
Utilization Management: 
 
Medically Necessary Treatment:  Medically necessary treatment is defined as those procedures, 
products and services that are provided to consumers that are: 

• Necessary and appropriate for the prevention, diagnosis, palliative, curative, or restorative 
treatment of a mental health, substance abuse or developmental disability. 

• Treatment that is consistent with evidence based standards, North Carolina DHHS standards, or 
verified by clinical experts. 

• Provided in the most cost effective, least restrictive environment that is consistent with clinical 
standards of care. 

• Not provided solely for the convenience of the recipient, recipient’s family, custodian or provider. 
• Not for experimental, investigational, unproven or solely cosmetic purposes. 
• Sufficient in amount, duration and scope to reasonably achieve their purpose. 
• Provided by appropriately credentialed and trained staff. 
• Reasonably related to the diagnosis for which they are prescribed regarding type, intensity, 

duration of service and setting of treatment. 
 
Authorization: Services in the Basic Level of Care do not require pre-authorization, as long as these do 
not go over the limits. Services at the Basic Augmented and Enhanced Levels of Care require pre-
authorization. 
 
Basic Augmented and Enhanced Levels of Care must be pre-authorized. PBH, through its Utilization 
Management process, will establish timeframes for re-authorization; the state guidelines will not 
necessarily be used.  The timeframes for re-authorization will be based on review of utilization 
information, and will be adjusted as we gain historical utilization information.  The objective is to utilize 
the staff resources in the Utilization Management unit strategically, by identifying outlier utilization, 
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Authorization Request (TAR).  The clinical information about the person’s diagnosis and needs is 

 
The Cardinal Innovations (CI) information system, when fully configured, will allow for automation of 
many authorization and review activities, thus leveraging staff resources for targeted review activities. 
 
Utilization Management:  Utilization Management is the process of evaluating the necessity, 
appropriateness, and efficiency of behavioral health care services against established guidelines and 
criteria.  Our Utilization Management Plan includes procedures that we use to evaluate Medical 
Necessity, the criteria used, and the process for consistent application of these criteria to authorization and 
denial of services.  Utilization Management includes activities such as ongoing evaluation of timeliness to 
care, as well as analysis of utilization patterns to monitor for both under and over utilization, gaps in care, 
and use of restrictive services. 
 
Care Management:  Care Managers are located in the PBH Screening Triage and Referral (STR) unit, as 
well as the Utilization Management Department.  Their role is to use information technology to identify 
individuals in need of care coordination.  These individuals may be identified through the utilization 
review process or through analysis of population data such as histograms.  Through proactive 
identification and intervention with high risk/high utilizing individuals, the Care Manager intervenes with 
the person and providers serving the person to ensure that a plan is developed that will led to 
improvement in the person’s status and which will change the pattern of resource utilization.  The Care 
Manager monitors services and plans for the individual and works to adjust these over time as necessary 
in order to achieve positive consumer outcomes.  Examples of activities include the provision of follow 
up on high-risk people who do not appear for scheduled appointments, for people for whom a crisis 
service is provided as the first service, manage and follow people who are hospitalized until they are 
connected with a case manager, and intervene in the care of people who frequent the emergency room. 
The Care Manager monitors individuals across the PBH system and with external systems including the 
medical and primary care systems. The Care Manager may also make referrals and appointments for 
consumers as well as follow up to see that the person received the care that was indicated.  Care Managers 
research “outlier” cases to assess whether the person is receiving the right mix of services, to identify 
gaps in care, or needs the person may have that are not being adequately addressed.  These “outliers” are 
often people who disengage or who are poor responders due to specific cultural, linguistic needs, or 
individual preference that have been overlooked, or inappropriately, or insufficiently addressed.  The Care 
Manager participates in the Utilization Review process to audit clinical documentation to ensure that 
appropriate services have been provided. Care Managers also follow up on cases identified through the 
Utilization Review process as potentially needing different or additional services (under-treated, or not 
appropriately treated).  (Care Coordinator model by Barbara Mauer, November 2006) 
 
Authorizations and Denials:  Each service has admission, continued stay, and discharge criteria.   
These criteria are used when a request for services is received.  The clinical information about the 
person’s disability, diagnosis and needs is compared to the admission, continued stay or discharge criteria 
for the service requested in order to approve or deny the request.  All services provided must meet 
Medical Necessity Criteria.   The PBH authorization process includes both auto authorized services and 
pre-authorized services. 
 
Basic Services are auto authorized.  This means that the provider establishes the medical necessity for 
the service, not PBH.  The provider must follow the admission and continued stay criteria for the service 
that is provided.  PBH audits basic services to ensure that these are both Medically Necessary and 
appropriately provided. 
 
Basic Augmented and Enhanced Services are pre-authorized.  This means that PBH establishes 
Medical Necessity prior to service provision.  For Basic Augmented and Enhanced Services, the provider 
submits assessment and other clinical information along with the service recommended on a Treatment 
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populations must be identified and utilization patterns monitored so that results of services can be 

compared to the Medical Necessity Criteria for the service requested.  PBH determines whether the 
service is Medically Necessary and issues an authorization or denial.   
 
Clinical Guidelines:  Clinical Guidelines are based on valid and reliable clinical evidence.  They are 
reviewed and updated periodically in accordance with changes and developments in clinical research.  
Clinical Guidelines are important guides for providers because they describe best practices in various 
areas of treatment.  Clinical Guidelines are based on national research, but are developed and approved by 
a team of local professionals and consumers for use in the PBH system. This team establishes the 
community standard of practice.  Clinical guidelines are updated as needed and as clinical practice and 
research changes. All guidelines are reviewed and updated every two years.  Clinical Guidelines are 
proven methods for achieving consumer outcomes.  They are evidenced based, meaning that they are 
supported by research that proves their effectiveness. Clinical Guidelines are of critical importance in 
improving outcomes and updating community practice models.  The guidelines identify clinical 
expectations to Network Providers, as well as provide information to assist consumers and families in 
making choices of services and providers.  
 
Clinical guidelines will be used for Utilization Management.  These guidelines will be referenced when 
clinical care is felt to be outside of the standard of practice for a given course of treatment for a given 
illness.  Utilization Management will use these as guidelines for the disease management. Utilization 
Review will use the Clinical Guidelines to measure appropriateness of care and for review of individual 
providers and to assess a course of treatment. 
 
These guidelines are available on the PBH web site (www.pbhcare.org/guidelines.asp) where the purpose of 
each of the guidelines is explained.  The Clinical Guidelines are intended for both providers and consumers. 
 
Utilization Review:  Utilization review is an audit process that involves a review of a sample of services 
that have been provided.  Information from the consumer’s record (assessment information, treatment 
plan and progress notes) is evaluated against Medical Necessity Criteria.  This is done concurrently 
(during re-authorization) and retrospectively (after the service has been provided).   The outcome of this 
review can indicate areas where provider training is needed, services that were provided that did not meet 
Medical Necessity, and situations where the consumer did not receive appropriate services or care that 
was needed.  Indicators will be identified to select cases for review, such as high utilization of service, 
frequent hospital admissions, etc. as well as random sampling of other events. 
 
Appeals: An appeal is a request for review of an action.  An action is the result of a request for services 
due to a denial, reduction, suspension, or termination of a previously authorized service.  There are strict 
requirements for notification of consumers when a request is denied, or a service is reduced, suspended or 
terminated.  This allows the consumer to request a review before the action is taken. The service must 
continue to be provided until the review of the decision is completed if the request for that review was 
made within established time frames.  The appeal occurs first at the PBH level.  This is called a Request 
for Reconsideration. If the consumer is not satisfied, an appeal can be made to the Division of Medical 
Assistance for Medicaid Consumers or to the state for non-Medicaid consumers.   
 
 
Information Systems Infrastructure: 
 
Data Driven System:  Timely, accurate data is essential in managing a complex system such as the 
Piedmont Cardinal Health Plan. This data reflects the health and performance of the system.   Key 
performance indicators will be identified and data on the performance monitored, in order to understand 
utilization and to identify “early warning signals” for trends that may result in financial problems. Target 
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measured, gaps in services or capacity can be identified, and risk can be managed.   A Risk Management 
Plan will be developed that will specifically address performance risk factors and strategies to address 
these.   
 
Data on service utilization, in aggregate, by disability, age, ethnicity, by individual, by providers, and 
groups of providers will be collected and continually evaluated in order to identify areas which need 
intervention, such as a review of services provided, gaps in care, over-under utilization, patterns of 
service provision outside the normal range (outliers), educational opportunities to help providers 
understand the clinical framework or performance requirements.  Data will be used to inform the 
Financial Management, the Utilization Management, and the Quality Management systems of the 
Piedmont Cardinal Health Plan.    
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• Through assessment of need by the Screening-Triage-Referral Unit 

II. Continuum of Care 
 
The Continuum of Care in place through the Piedmont Cardinal Health Plan is based, whenever possible, 
on evidenced-based practices.  Evidence-based practices will be incorporated into Clinical Guidelines 
developed under the auspice of the Clinical Advisory Committee.  It is important that prior to 
implementation of a new service, that the clinical model is identified, associated with a Clinical Guideline 
and the expectations made known to the providers.  A plan to monitor the implementation, outcomes and 
service delivery of any new service should be in place prior to initiation of a new service in order to 
ensure consistency in implementation and attainment of expected outcomes. 
 
The Continuum of Care reflects a range of services and supports from the least restrictive, and least 
costly, to the most restrictive and most costly services.  Along the continuum, consumers must be directed 
to the most appropriate services to address the needs identified during the assessment and urgency 
reflected during the access process.  Services are grouped into Basic, Basic Augmented and Enhanced 
Levels of Care.  These levels reflect least restrictive to most restrictive levels of intervention.  Within the 
continuum services are arranged along six tracks reflecting disability specific needs and associated 
evidenced based practices:  
 
1-Mental Health Adult 
2-Mental Health Child 
3-Substance Abuse Adult 
4-Substance Abuse Child 
5-Developmental Disabilities Adult 
6-Developmental Disabilities Child 
 
Medicaid vs. State Benefit Packages 
During the implementation of the PBH Waiver project it was determined that Medicaid recipients and 
State funded recipients could have access to the same service array.  The State Funded consumers are 
subject to receiving services based on the availability of State funds as set forth in the North Carolina 
State Plan.  If State funds are depleted, PBH has a procedure for creating waitlist for specific services 
until additional state funds are identified.  A waiting list for services may be necessary when the demand 
for services exceeds available resources (Non Medicaid Funds Only) or when Service Capacity is reached 
as evidenced by no available provider for the service needed (Ex.  All Residential Level II beds are full) 

• Standardized monitoring reports will be available from PBH Finance department indicating level 
of funding available daily by service category and for specific identified services (e.g., ACTT, 
Community Support etc.)  

• Reports will be monitored by the Finance department and by the Utilization Management 
department. 

• Should funding levels reach a predetermined percentage of obligated /projected, the Clinical 
Management Team will be notified 

• Based on review of service patterns and trends, the Clinical Management Team will determine 
which clinical services require the development of a waitlist process.  

• If a Medicaid funded service is needed by a Medicaid recipient, and there is no capacity within 
the network to provide this service or an alternative agreeable to the consumer, the service will be 
sought from an out of network provider.  

 
Identification of Service Needs and Network System Gaps 
Gaps in the PBH system of care and specific service needs are identified in several ways.  For example: 

• Through consumer requests through the Access Call Center  
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with public partner agencies (DSS, DJJ, Schools) to discuss children that are in need of care, to 

• Through review and authorization of services in the utilization management and care coordination 
processes 

• Through the provision of case management / community support services 
• Through case staffing in the Utilization review process 
• Through Cross Functional Team processes 
• Through a Needs Assessment completed by PBH (The network development plan will rely on the 

Needs Assessment heavily to understand service need in relationship to existing capacity as an 
objective basis to inform specific development at desired levels of capacity.) 

 
Upon identification of these potential needs, the Network Department will be notified of the [BI1]request 
for additional capacity in specific services or service continuums through Matrix Management Team 
Process.  The Matrix Management Team process allows for coordination of information across PBH 
functional units (Network, UM, Access / STR, Finance, IS, QM etc.) and PBH cross functional teams 
(Process teams that have representation from all applicable PBH functional units, like; Clinical 
Management Team, Finance Team, Business Process / IS Team, etc.)  This design maximizes the 
information exchange and ensures the information is shared with each PBH unit that has responsibility in 
the development of system services.  Each PBH Unit is then responsible for developing / implementing 
their particular assignment in coordination with the other PBH units.  
 
To assist in the management of the State funds, the PBH Clinical Management Team and Clinical 
Advisory Committee developed Procedures to manage the Target Population Criteria for State funded 
consumers.  The following procedures are attached to this plan. 

• PBH Criteria for State Funding for Enhanced Services for Adult MH/SA 
• PBH Criteria for Child Mental Health/Substance Abuse Funding for Emergencies 
• PBH Process to Request Emergency MR/MI State Funding 

 
Correlation of the Assessment to the Level of Care and Service Provision:  Another aspect of the 
Continuum of Care is the correlation of assessment information to the Levels of Care in the Continuum 
(AKA, Patient Placement Criteria).  Initially the scores from the standardized assessments will be grouped 
into the three levels of care (Basic, Basic Augmented, Enhanced) based on published information from 
other parts of the country.  This information will be used as a guide along with other information provided 
on the Treatment Authorization Request, such as the person’s living situation, the availability of natural 
supports, recent hospitalizations, etc, to assign an appropriate level of care.  Licensed and Qualified 
Clinicians who are well versed in their area of expertise and who have been trained in the principles of 
recovery and cultural competence will conduct reviews of the Treatment Authorization Requests. 
 
Service Categories:  Each service is assigned to one of six major categories according to the type of 
program typically associated with the service.  The Service Categories are: 
 

1. Inpatient: Psychiatric care in a hospital 
2. Outpatient: periodic clinical services 
3. Community: periodic support and clinically based rehabilitation services 
4. Residential: all overnight services that are not inpatient 
5. ICF: Intermediate Care Facility 
6. Innovations: Services included in the Innovations Waiver 

 
Child Mental Health System of Care: 
 

1. High Risk Teams have been established in each of the five counties. The purpose is to collaborate 

Brian Ingram
A Major tool in determining need will be the needs assessment completed by pbh—the network development plan will rely on that document  heavily to understand service need in relationship to existing capacity as an objective basis to inform specific development at desired levels of capicity
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ensure that children are identified as early as possible to begin intervention. The objective is to 
connect families to services early on, so to prevent the need for residential placement.  

2. Child and Family Teams are teams which consist of professionals, children and their families, and 
that develop and “own” the intervention plan. This is an essential component of all treatment 
models for children. Plans must be developed in the context of the family’s culture, and be based 
on strengths, values, norms and preferences of the child, family, and their community. 

3. Increased collaboration with school systems to assist them in supporting children at school.  This 
has become extremely important following the elimination of CBS services.   

4. A Crisis Care Continuum for children is currently under development, so that when crises occur, 
children can be temporarily served out of the home if this is indicated, but with rapid re-
unification with their family.  PBH is targeting the Therapeutic Foster Care system to assist in 
Crisis Respite services.  Returning children to their home setting quickly with support services is 
important in reducing the need for out of home placement.  

5. Intensive In-home support for families will be provided so that Licensed or Qualified 
professionals, along with trained paraprofessional staff, work with the family in their home 
environment to address the family-child dynamics that are contributing to the child’s problems; 
Professionals also serve as models for parents in how to effectively manage children with 
problems. The service involves wrap-around strategies that bring in supports and services as 
needed from the community at large, as well as other agencies charged with the well being of 
children and their families. The Homebuilders and standard Multi-Systemic Treatment (MST) 
models will be used. The plan is family centered rather than child centered with the parent(s) and 
child serving as integral parts of the team.   

6. PBH will attempt to encourage a child or youth placement in residential services within the five 
county area, or close by, in order to make family involvement as easy as possible. Family 
involvement will be strongly encouraged and facilitated through Care Management, Community 
Support, and/or Case Management. 

a. When a child is placed in a residential setting, the placement will be intensively 
monitored: 

i. A thorough clinical assessment will be required prior to authorization (if an 
emergency, as soon as possible after placement). 

ii. A treatment plan must be developed and monitored by a Licensed Clinician. 
iii. A case manager / community support worker will be provided to conduct outside 

monitoring of the child’s progress, and to involve the family in discharge 
planning. Once discharged, the case manager / community support worker will 
provide intensive case management / community support in order to ensure that 
treatment needs are met, coordinate treatment, school services, and to ensure the 
family receives needed support in receiving the child back into the home. 

b. Multi-Dimensional Foster Care is an evidence based treatment model. This model targets 
youth who require placement in a group home or training school because of serious and 
chronic delinquency.  The service model includes the following components: 

i. Foster parents are intensively trained and receive support 24/7 
ii. The youth receive family therapy, skills training, and individual treatment. 

iii. Youth attend public school 
iv. Program supervisors carry caseloads of 10 and supervise foster parents, 

therapists, and skills trainers. 
7. Respite care will be added to our continuum of services as an Additional Waiver service in the 

near future (Based on the B-3 section of the 1915 B waiver regulations).  Respite care offers 
support to families by giving them time away from the child with problems, with the objective of 
keeping the child in the home. Two Levels of respite are being requested.  Crisis Respite and 
respite services.  Crisis respite services are targeted to consumers in more acute / emergent need 
and are more intensive. 
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physicians, who are often faced with the only choices in today’s system:  sending the person home, or 

Addictions and Substance Abuse: 
 
The Substance Abuse Continuum for adults is in the process of being developed to include local 
Detoxification capacity, residential and outpatient treatment, as well as care that focuses on the needs of 
women and women with children.  There can be no wrong door, no wrong time.  The person with a 
substance abuse problem must be helped at the moment he/she is ready to receive assistance.  Easy entry 
to the system has been accomplished through the Comprehensive Community Provider agencies, and the 
Facility Based Crisis-Detox Center.   The Facility Based Crisis facility provides a much-needed resource 
for people who need non-hospital medical detoxification. 
 
Early and appropriate intervention is important in preventing other social and medical problems that will 
impact the public system at a later point in time.  A Prevention program will be developed to actively 
reach adults and at risk[BI2] children and youth  
 
Over time, and given sufficient resources, services will be developed across all ASAM levels of care.  
Initially the following services have been identified: 
 

1. Intensive Outpatient   ASAM II.1 
2. Comprehensive Outpatient   ASAM II.5 
3. Halfway House ASAM III.1 
4. Detoxification ASAM III.7 D 
5. Residential Treatment  ASAM III.7 
6. Inpatient detoxification ASAM III.9 D 
7. Supported Employment[BI3] ASAM III 

 
 
Services for children will include: 
 

1. Intensive Outpatient (EBP: Pro-Social) 
2. Day Treatment (EBP: to be determined): determine need for specialized day treatment for SA. 
3. Multi-systemic Therapy  
4. SA Comprehensive Outpatient (EBP model to be determined) 
5. Specialized SA Residential: Clinically Managed Low Intensity residential treatment, ASAM 

criteria III.1.  Convert existing Level III residential facility, monitor utilization. Identify EBP for 
child residential services. 

6. Specialized SA Residential: Clinically Managed Medium Intensity Residential Treatment, ASAM 
criteria III.5. Convert existing Level III residential facility and monitor utilization.   

 
Adult Mental Health: 
 
Crisis Intervention:  Crisis is one of the main antecedents to the use of the systems’ most costly resources:  
Inpatient care and Emergency Department utilization.  The historical  system lacked many resources to 
assist people who experience psychiatric crises other than Inpatient Hospitalization, the highest and most 
costly level of care.  In an attempt to begin filling the gaps in the crisis services continuum, PBH opened a 
Facility Based Crisis Recovery Center October 2005.  This Crisis Recovery Center provides treatment 
and supervision of people who can be effectively served in a non-inpatient setting and serves as an 
intermediate, short-term solution to address this level of need.  This Center also serves as a site for initial 
evaluations of people in crises, serving as an alternative and favorable venue compared to presenting at 
local Emergency Departments.  The goal is to provide a means for quick disposition of people who 
present as “walk-ins” as well as for those seen in general hospital Emergency Departments for mental 
heath crises..  The Crisis Recovery Center provides another valuable option for Emergency Department 

Brian Ingram
Prevention services & public information for adults is also needed and should be part of the plan – 

Brian Ingram
Since this is a b3 & we need it wantied to include here – don’t know about a service code or if one exists



Clinical Design Plan – First Revision, March 2007 

 16  © 2007 Piedmont Behavioral Healthcare 

assessed.  The purpose of this type of program is to provide temporary housing for homeless adults who 

requesting inpatient hospital admission. The ability of the CRC to provide transportation of individuals 
from hospital Emergency Departments to the CRC is also a valuable asset which serves to reduce the 
number of unnecessary involuntary commitments which occur because of transportation problems. 
 
There are several other important components in the Crisis Continuum that have evolved – all intended to 
minimize the exacerbation of crises and reduce the incidence of unnecessary psychiatric hospitalization 
through appropriate use of community based services.  Some of these components, which are discussed 
below, include the availability of consumer crisis plans, First Responder responsibilities which are 
requirements  associated with many community services, the use of night time emergency services which 
are pre-cursors to mobile crisis management services and Advanced Access.. 
 
Advanced Access:  In each county, one of the enrollment centers/comprehensive providers (CCPs—
currently DAYMARK), remain open from 8 am until 8 pm, five days per week, and will see walk-ins, as 
well as consumers who were evaluated the night before by the Crisis Staff.  These Advanced Access 
Centers  are important components of the crisis continuum by providing access in each county to crisis 
intervention and assessment services.  In addition Advanced Access creates a portal to broad based short 
and long term outpatient psychiatric services. 
 
Mobile Crisis Services:  PBH has initiated mobile crisis services through our Advanced Access Provider.  
This provider also manages the Crisis Recovery Center and responds to the Emergency Departments.  The 
addition of Mobile Crisis to this continuum, and the management by a single provider will result in a 
seamless continuum of care for consumers in need of crisis intervention across all community settings.  
 
Sate Inpatient Resources:  During 06-07 Piedmont has employed strategies to  actively decrease 
utilization of the state admissions units by continuing to divert admissions to the Facility Based Crisis 
Center and utilization of community hospitals to provide indigent care for acute admissions.  Where 
feasible, long term care patients will be moved into community group homes and resources transferred to 
support these consumers in the community.  Two HUD group homes are currently under development and 
will be evaluated as possible specialized residential programs for people who have experienced long-term 
institutionalization but are able to be transitioned to the community. 
 
Pbh has created a specific over arching plan, which has been shared with the NC Division of Mental 
Health, Developmental Disabilities and Substance Abuse Services, designed to reduce the reliance on 
State Hospital admissions and bed days.  It is included as an attachment (Attachment 6 - PBH 
Enhancement Plan for Bed Day Utilization)  
 
Outpatient Capacity:  The available providers for outpatient treatment have vastly expanded, providing 
consumers with many choices.  Two enrollment centers/comprehensive providers will be developed in 
each county.  All counties have at least one, and three (Stanly, Union, and Rowan) now have two.  These 
Comprehensive Community Providers or CCPs will be designated by PBH as enrollment sites, and will 
provide clinical assessments and clinical intervention. 
 
Housing:  Lack of a stable living environment is a key contributor to destabilization in people with mental 
illness. Additionally, disability income does not provide sufficient funds for adequate housing for many 
adults with mental illness; subsidized housing is very limited.  Some adults are homeless; others are 
housed inadequately or inappropriately. The PBH Housing Study and Plan have been used to guide the 
development of the Regional Housing Continuum of Care, which is required in order to access federal 
funds for housing for individuals who are homeless and also may be mentally ill or recovering from 
substance abuse or alcoholism.  This group is active in applying for federal housing grants. 
 
Transitional Housing:  The development and implementation of transitional housing continues to be 
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never before explored in developmental disability services in North Carolina.  These opportunities include 

have been discharged from the hospital, the Facility Based Crisis center, etc.  This is a much-needed 
alternative to homeless shelters and out of area Adult Care Homes.  A model for the home will be 
explored through the Network Operations Team. 
 
Community Rehabilitation Services: These services include both current and new services such as ACTT, 
Community Support, Supported Employment and Psychosocial Rehabilitation.   The goal of these 
services is to promote recovery and to provide the ongoing support required to prevent relapse. An 
objective of the Utilization Management Department is to evaluate current utilization and stacking of 
these services, as well as consumer need.  It is important to ensure that people receive services that are 
appropriate for their level of need.    Additionally, it is important that providers implementing these 
services empower and support the consumers and not to make them more dependent on the system.   
 
Peer Supports:   Peer Support services will be implemented as a formal service under the Medicaid B-3 
services.  .  Similar to the self-help community for substance abuse, peer support services and peer 
support groups have proven very effective in promoting consumer recovery. Efforts will be made to 
encourage, promote, and/or develop strategies to ensure involvement of ethnic and culturally diverse 
persons in peer support groups and activities.   
 
  
Developmental Disabilities: 
  
Assessment:  The use of accurate and reliable clinical and functional data at an individual level is 
important in planning services and supports for people with developmental disabilities. The Clinical 
Framework that has been developed includes new ways to measure functionality and risk for people with 
developmental disabilities.  Licensed Professionals who are not affiliated with the program providing 
services to the consumer will conduct these assessments, thus providing important objective information 
that will be used to authorize Individual Service Plans for Innovations and for ICF-MR services.  
Piedmont is working with the University of North Carolina as one of the first users of the Supports 
Intensity Scale.  
 
Self-Direction:  The Innovations Waiver is an Independence Plus waiver, which means that self-direction 
is an important waiver component.  Consumer directed services have proven to reduce cost in waiver 
programs because the consumer can get exactly what they need; and does not have to “make do” by using 
various combinations of services. It has also been noted that Consumers are more satisfied with services 
because of their control over what they receive.  Over the three years of the Innovations waiver, we hope 
to transition 283 (out of 565 consumers) consumers to self-direct all or a portion of their services.   
 
Vocational and Day Supports:  New ways to fund these programs, while promoting optimal independence 
for adults with developmental disabilities will be explored.  Because the funding for these programs has 
been static for more than 10 years, new ways to optimize available funding is important for the 
maintenance of the services, as well as alternatives to traditional state funded care. 
 
Residential Services:  The current continuum of residential programs for people with developmental 
disabilities should be expanded to include more services at the independent living level, based on 
available funding.   As options increase, consumers should be assessed for readiness to transition to lower 
levels of care, if appropriate.  It is likely that many consumers can be served in less restrictive settings; 
however this option has been very limited to date.  Movement in the DD residential continuum is 
essential in order to develop adequate capacity.  Efficiency in operation of residential programs is also 
critical in order to be able to leverage capacity. 
 
ICF-MR: The consolidation of ICF-MR and Innovations under one manager provides for opportunities 
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and may include overnight caregiver to provide the necessary 

being able to move consumers to the right service and right level of care to meet their needs.  The 
movement of people from the state facilities back to the community is an important priority of the waiver.   
 
Olmstead:    
 
PBH will actively track state facility utilization (both state psychiatric hospitals and developmental 
centers) and develop plans to move individuals from long term state facility placements into appropriate 
community settings.  Services and supports will be used to effectively address needs of consumers to 
ensure success in community placements. Individuals designated under the Olmstead plan will be 
monitored for recidivism and other indicators of failure to address their needs at the community service 
level.  
 
 
Additional Services Based on the B-3 Section of the 1915 B Waiver:   
With savings from the initial year of operation of the 1915 B and C waivers, PBH has requested the 
addition of several services. The development of these services involved the PBH Clinical Advisory 
Committee, PBH Administration, the NC department of Medical Assistance (DMA), and Mercer (DMA 
consultant).  The request has been submitted to the Center for Medicaid Services (CMS) for review and 
approval.  The following services have been approved and will be added to our service array for the 
Medicaid population. 
 
Service Definition Populations Eligible 
Respite Respite services provide 

periodic support and relief to 
the primary caregivers from the 
responsibility and stress of 
caring for children (ages three 
(3) to twenty-one (21)) with 
mental health, developmental 
disabilities and substance 
abuse, and for adults with 
developmental disabilities.  
Persons receiving this service 
must live in a non-licensed 
setting, with non-paid 
caregiver(s).  This service 
enables the primary 
caregiver(s) to meet or 
participate in scheduled and 
unscheduled events and to have 
time away from the child with 
mental health, developmental 
disabilities or substance abuse 
diagnosis or adults with 
developmental disabilities.  
Respite may include in and out-
of-home services, activities in a 
variety of community locations, 

The  child with mental health, 
developmental disabilities or 
substance abuse diagnosis or an 
adult with developmental 
disabilities is eligible for this 
service when the person requires 
continuous supervision due to 
identified disabilities as defined 
below: 
 

1. CALOCUS level III or 
greater AND  ASAM 
criteria of II.1 or greater 

2. There is an Axis I or II 
diagnosis present 

3. There is a diagnosis of 
developmental disability 

 
The primary care giver needs 
temporary relief from care giving 
responsibilities and the child’s or 
adult with developmental 
disabilities has limitations in 
adaptive skills that require 
supervision in the absence of the 
primary caregiver; and there are 
not other natural resources and 
supports available to the primary 
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problem that could result in There must be a face to face 

Service Definition Populations Eligible 
services.  Respite services may 
be provided according to a 
variety of models.  These may 
include weekend care, 
emergency care (family 
emergency based, not to 
include crisis respite), or 
continuous care up to ten (10) 
days.   The respite provider 
addresses the health, nutrition 
and daily living needs of the 
child or adult with 
developmental disabilities 
 
The primary caregiver is 
defined as the person 
principally responsible for the 
care and supervision of the 
child or adult and must 
maintain his/her primary 
residence at the same address as 
the child or adult. 
 

relief or substitute care. 

Crisis 
Respite: 
Therapeutic 
Foster Home 
Based 

This service provides an 
alternative to residential 
treatment and hospitalization 
for children (ages three (3) to 
twenty-one (21) who have a 
mental illness, or substance 
abuse disorder and live with 
their families.  This is a twenty 
four (24) hour Therapeutic 
Foster home Based service that 
will allow the child to remain in 
the community during the 
experience of a crisis episode.  
This service offers 
therapeutically supportive 
interventions designed to 
support the child and alleviate 
acute or crisis situation.  The 
supportive interventions assist 
the child and family with 
improving their coping abilities, 
skills, and functioning to 
prevent further escalation of the 

Child/adolescent 
MH/SA 
 
The child is eligible for this service 
when: 
 

1. CALOCUS level III or greater 
or ASAM criteria level II.1 or 
greater.   

2. There is an Axis I or II 
diagnosis present, other than 
sole diagnosis of Developmental 
Disability 

3. The child is at imminent risk for 
out of home placement or 
PRTF/psychiatric 
hospitalization if not in receipt 
of Crisis Respite services.  This 
service is designed to support 
the needs of children with 
mental health and substance 
abuse intervention needs that 
cannot be met temporarily in the 
home setting. 
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career/educational AND 

Service Definition Populations Eligible 
placement in a PRTF or 
psychiatric hospitalization.  
This service is a voluntary 
service. 
 
For children with mental health 
or substance abuse diagnoses, 
Therapeutic Foster Home 
Based Crisis Respite is to be 
provided within the context of a 
System of Care framework.  
System of Care Values and 
Philosophies are to be utilized 
and are designed to support the 
child remaining within the 
home and community.   

assessment of the child within 24 
hours of placement by a licensed 
professional, unless the placement 
is part of an approved Crisis Plan. 
 

Supported 
Employment 

Supported Employment 
provides assistance with 
choosing, acquiring, and 
maintaining a job for 
individuals (ages 16 and over), 
with mental health, 
developmental disabilities or 
substance abuse  diagnosis for 
whom competitive employment 
has not been achieved  and/or 
has been interrupted or 
intermittent as a result of severe 
disability.  Documentation will 
be maintained in the medical 
record of each individual 
receiving this service, that the 
service is not otherwise 
available under a program 
funded under the Rehabilitation 
Act of 1973, or P.L. 94-142.  
Supported employment services 
include: 
 

• Pre-job training and 
development activities 
to prepare a person to 
engage in meaningful 
work-related activities 
in the community which 
may include 

Ages 16 and up 
 
There is an Axis I or II diagnosis 
present AND 
 the person meets Level of Care 
Criteria for, LOCUS Level II; or 
ASAM III; 
      OR 
The person has a condition that 
may be defined as a developmental 
disability as defined in GS 122C-3 
(12a) and has significant deficits in 
one or more functional life areas 
and a score of 99 or below on the 
Supports Intensity Scale; 
 
Additionally: 
The individual expresses the desire 
to work; 

AND 
Individual has an established 
pattern of unemployment or 
sporadic employment; 

AND 
Individual requires assistance to 
obtain employment and/or requires 
assistance in addition to what is 
typically available from the 
employer to maintain competitive 
employment because of functional 
limitations and behaviors 
associated with the individual’s 
diagnosis.  
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Individual Individual Support Services are Adults ages 18 and older with a 

Service Definition Populations Eligible 
counseling, job 
shadowing, assistance in 
the use of educational 
resources, training in 
resume preparation, job 
shadowing, job 
interview skills, study 
skills, assistance in 
learning skills necessary 
for job retention, 
employment in a group 
such as an enclave or a 
mobile crew; 

• Assisting an individual 
to develop and operate a 
micro-enterprise; 

• Job coaching and 
employment support 
activities that enable a 
person to complete job 
training or maintain 
employment, such as 
monitoring supervision, 
assistance in learning 
job tasks, work 
adjustment training, and 
counseling; 

• Transportation to and 
from work or between 
activities related to 
employment.  Other 
forms of transportation 
must be attempted first; 

• Employer consultation 
with the objective of 
identifying work related 
needs of the individual 
and pro-actively 
engaging in supportive 
activities to address the 
problem or need. 

 
This service will have a specific 
service code for Implementation 
and one for Longer term 
maintenance. 

The individual is not otherwise 
eligible under a program funded 
under the Rehabilitation Act of 
1973, or P.L. 94-142.   
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preparation items, bed/bath score of 99 or below on the 

Service Definition Populations Eligible 
Support  “hands-on” individualized 

assistance with everyday activities 
that are required by a person with 
severe and persistent mental 
illness in order to live 
independently in the community.   
The services are provided for 
adults ages 18 and older and are 
intended to support a person in an 
independent residence, or 
transitioning from a licensed 
residential facility to independent 
housing. Individual Support can be 
billed while the person is living in 
the licensed facility up to two 
months prior to moving.   
Specifically, this service provides 
assistance with Instrumental 
Activities of Daily Living (IADL) 
including preparing meals, 
managing money, shopping for 
household necessities, using the 
telephone, housecleaning, laundry, 
transporting the consumer to 
access the community, medication 
management, supervision and 
cuing.  The goal is to provide 
coaching to the consumer in areas 
of need and fade this support over 
time.  
 

diagnosis of Severe and Persistent 
Mental Illness and a LOCUS level 
of II or greater 
 
 

Community 
Transition 
Services 

Community Transition Supports 
are supports that are one-time, set-
up expenses for adults over the age 
of 18, who are transitioning from a 
psychiatric hospital or another 
licensed congregate living 
arrangement to a private residence 
where the person will be directly 
responsible for his or her own 
living expenses.  Allowable 
supports include: 
• Security deposits that are 

required to obtain a lease on 
an apartment or home; 

• Essential furnishings and 
moving expense required to 
occupy and use a community 
domicile, including furniture, 
window coverings, food 

Adults 18 and older 
 
MH/SA and DD 
 
The individual is eligible to access 
funding for Community Transition 
when: 
• The individual receives 

Enhanced services through the 
Cardinal Health Plan 

• The individual has a LOCUS 
or CALOUS score of III or 
greater 

• The individual has an ASAM 
score of III.1 or greater  

• There is an Axis I or II 
diagnosis present 

• The individual has a 
developmental disability and a 
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Interventions of peer support the LOCUS (Level of Care 

Service Definition Populations Eligible 
linens; 

• Set-up fees or deposits for 
utility or service access, 
including telephone, 
electricity, heating and water; 
and 

• Service necessary for the 
individual’s health and safety 
such as pest eradication and 
one-time cleaning prior to 
occupancy. 

• Necessary home accessibility 
adaptations 

 
Community Transition expenses 
are furnished only to the extent 
that the person is unable to meet 
such expense or when the support 
cannot be obtained from other 
sources.  Community Transition 
Supports do not include monthly 
rental or mortgage expense; 
regular utility charges; and/or 
household appliances or diversion 
/recreational items such as 
televisions, VCR’s and DVD’s.  
Community Transition supports 
may be provided only once and 
may not be accessed for 
subsequent moves within the 
community.  These services are 
available only during the three-
month period that commences one 
month in advance of the person’s 
move to a private residence. 
 

Supports Intensity Scale 
• There is an approved Person 

Centered Plan to support the 
community transition of the 
person 

 
 

Peer 
Supports  

Peer Supports Services are 
structured and scheduled 
activities for adults age 18 and 
older.  Peer supports are 
provided by a certified Peer 
Support Specialist or Peer 
Support Trainee.    The Peer 
Support Service is an 
individualized, recovery-
focused service that allows 
individuals the opportunity to 
learn to manage their own 
recovery and advocacy process.  

Adults ages 18 and older. 
 
The recipient is eligible for this 
service when: there are identified 
needs in life skills, and there is an 
Axis I or II diagnosis present 
and/or an AMH level of Care 
Criteria or ASAM 9 (American 
Society for Addiction Medicine)  
criteria are met.  The recipient 
should be eligible for LOCUS 
Basic services and score Level 1 
“Recovery Maintenance and 
Health Management” or greater on 



Clinical Design Plan – First Revision, March 2007 

 24  © 2007 Piedmont Behavioral Healthcare 

• Specialized Consultation 

Service Definition Populations Eligible 
staff serve to enhance the 
development of natural 
supports, as well as coping and 
self management skills. 
Interventions of peer support 
staff may also provide 
supportive services to assist an 
individual in community re-
entry following hospitalization. 
 
Peer Support Services 
emphasize personal safety, self 
worth, confidence, and growth, 
connection to the community, 
boundary setting, planning, self 
advocacy, personal fulfillment, 
and development of social 
supports, the helper principle, 
and effective communication 
skills.  Services emphasize the 
acquisition, development, and 
expansion of rehabilitative 
skills needed to move forward 
in recovery.   
 

Utilization System); or ASAM 
Level I.  
 
 
 
 

Innovations 
Waiver 
Services  
 

 (Same as those provided under the 
Piedmont Innovations program but 
not included above) 
 

• Augmentative 
Communication Services 

• Caregiver Training and 
Education 

• Crisis Services 
• Financial Management 

Services 
• Day Supports 
• Home and Community 

Supports 
• Residential Supports 
• Home Modifications 
• Individual Directed Goods 

and Services 
• Individual Training and 

Education Services  
• Personal Assistance 

Services 
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Service Definition Populations Eligible 
Services 

• Specialized Equipment and 
Supplies 

• Supports Brokerage 
• Vehicle Adaptation 

 
First Responders: 
 
Most of the state’s new Medicaid service definitions, implemented 3-20-06, have a “first responder” 
component.  This role is new to most providers.  PBH, in order to implement the new services, has 
developed a plan to phase in this role as providers are trained and demonstrate readiness.   
 
A person or personnel of an agency designated as the Clinical Home in the Person Centered Plan, will 
have access to the consumer’s crisis plan at all times and be knowledgeable of the local crisis response 
system.  Providers are responsible for responding first, for the people they serve directly.  The goal is to 
prevent escalation and to intervene in the person’s crisis situation, or assist in getting the person to a site 
for evaluation by appropriate MH/SA professionals.  If the crisis situation exceeds the capacity of the first 
responder, the primary provider should contact the PBH crisis line for formal instruction to ensure the 
person’s safety and well-being.  The PBH Clinical staff, or designated Crisis Provider, initiates action for 
the person that the primary provider is not able to manage, as well as any new people entering the system 
through crisis. 
 
In order to facilitate appropriate response to crisis situations for known consumers, Providers will conduct 
risk assessments as part of the person centered planning process for all consumers receiving Enhanced 
Services, ensure that Crisis Plans are developed, and assist consumers with Advanced Directives.  PBH 
has implemented an electronic Crisis Plan that can be accessed remotely by PBH or PBH Crisis Provider 
staff.   
 
 
Attachments: 
 
• First Responder Process (Attachment 1) 
• Child and Adolescent Crisis Continuum Plan (Attachment 2) 
• PBH Criteria for State Funding for Enhanced Services for Adult MH/SA(Attachment 3) 
• PBH Criteria for Child Mental Health/Substance Abuse Funding for Emergencies(Attachment 4) 
• PBH Process to Request Emergency MR/MI State Funding (Attachment 5) 
• PBH Efforts to Decrease State Hospital Utilization (Attachment 6) 
• Framework and Continuum of Care for each disability group (Attachments 7-11) 
 
 
 
 
 
 
 
Approved By: 
 
 

Attachment1 
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FY 06-07 

 “First Responder” Process 
Updated 11-6-2006 

 
Definition: 
A person or personnel of an agency designated as the Primary Provider by the PCP who will have access 
to the individual's crisis plan at all times and be knowledgeable of the local crisis response system. Action 
is taken 24/7 by the primary provider for existing clients- goal to both prevent escalation and intervene in 
the person’s crisis situation.  First response would follow the person's crisis plan.  This could include 
helping client regain control, arranging transportation for the client to or meeting them at hospital or other 
sites for evaluation by appropriate MH/SA professionals.  If the crisis situation exceeds the capability of 
the first responder, the primary provider contacts the LME for formal crisis procedures to ensure the 
person's safety and well being.  LME clinical staff initiates action for new and existing clients that the 
primary provider is not equipped to handle.  Ultimately it is the LME’s responsibility to ensure each 
person receives appropriate and timely services without regard to how the person entered the system. 
 
Services with First Responder Responsibilities: 

Service 
Case Management 
Community Support Individual 
Community Support Team 
Multi-Systemic Therapy 
Intensive In-Home services 
Assertive Community Treatment 
Mobile Crisis 
SA Intensive Outpatient 
SA Comprehensive Outpatient 
Residential 
 
To do in FY 06-07: 

Action Item Responsibl
e Party 

Due Date Status 

Training on Crisis Plan 
Development 

UM / Access 
- Network 

1-31-07 Scheduling 

Training on how to 
complete and access the 
Electronic version of the 
Crisis Plan on Provider 
Direct or through the 
Access Center 

UM Access 
IS 

ongoing Training online 
for providers and 
during IS 
Provider Direct 
training 

ProtoCall Services to be 
able to access and 
distribute crisis plans as 
needed. 

UM, IS 1-31-07 0% 
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Attachment 2 
 

FY 06-07 
Proposal for a Comprehensive Crisis Continuum  

For Children and Adolescents 
 
Intent/Pros:    
 

• Screening and Triage to remain localized within LME 
• Drive system to incorporate values of System of Care and utilization of community based 

services versus reliance on bricks and mortar for safety 
•  Assure that utilization of inpatient and/or residential treatment is decreased 
• Building Blocks are based upon a foundation of evidence based models of practice 

(System of Care, Homebuilders, Multi-systemic Treatment, Multidimensional Treatment 
Foster Care from point of crisis) 

• The incorporation of Multidimensional Foster Care and Mobile Crisis Management will 
assist in decreasing cost of Mobile Crisis Management as providers are operational 
24/7/365 

• Expand the service capacity and develop infrastructure within communities 
• Enhance individual and family driven service planning 
• Ensure the full involvement of families in the care of their children 
• Empowerment of families  
• Increase interagency collaboration 
• Increase family satisfaction with service provision 
• Interventions occur within the environment that crisis occurs 
• (Crisis is seen as an opportunity to change) 
• Providers of crisis services demonstrate cultural competence to ensure greater success in 

engaging diverse populations 
• PBH currently has one provider who has vast experience operating Mobile Crisis Teams 

and Multi-dimensional Foster Care in another state.  This provider actively monitors, 
publishes outcomes and has systems in place to evaluate fidelity to model   

 
Mobile Crisis Teams for Children and Adolescents 
 

• Initial Screening and Referral to remain localized within LME 
• Priority is to stabilize the home environment in which the child resides  
• Clinical crisis intervention occurs until the crisis is resolved or appropriate services are 

secured 
• Follow up occurs to support family following the critical incident   
• Team will have access to Medical and Psychiatric Consultation 24/7/365    

  
Crisis Respite Therapeutic Homes 
 

• Available if child and family need immediate respite due to the intensity and frequency of 
crisis    
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• Incorporate Multidimensional Foster Care within Crisis Respite Service 
• Clinicians to be available and provide 24/7/365 hour support and  
• Crisis response if required 
• Therapeutic parents required to have specialized training 
• Development of specialization within individual family homes (i.e.: Trauma, 

Abuse/Neglect, Autism, etc) 
• Strength based approach to service delivery 
• Wrap around services to be provided if required for health and safety purposes 

 
Cons 
 
Costly to operationalize Mobile Crisis Management as a stand alone from services from adults  
Costly to operationalize Multidimensional Foster Care as a separate service from other 
residential services  
Community culture associated with the utilization of bricks and mortar to illicit safety 
This is directly proportional to capacity and cost  
 
Proposed utilization of Mental Health Trust Fund (MHTF) Dollars[BI4][BI5]  
 
Public marketing to target cultural reliance on inpatient and residential;  
Establish Expectations associated with system transformation through: 

• Public Forums 
• Public/Community Education  
• Hospital and Police Education 
• Stakeholder Education 
• MHDDSAS Provider Education 

Short Term start up dollars might be needed to assist in training cost and initial implementation 
of services 
 
Small amount of Flexible dollars to assist in flat funding some wrap around services  
If required for high risk children/families in crisis situations  
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step down plan is being fully implemented.  

Attachment 3 
PBH Criteria for State Funding for Enhanced Services for Adult MH/SA 

 
Purpose 
State funding are dollars designed to provide additional services for Adults 18 and older who have Mental 
Health and/or Substance Abuse issues that are of a severe and persistent nature and place them in need of 
enhanced services.  This funding is limited and only available to consumers for the period of time that they 
meet eligibility criteria as set forth in this document.  Adult recipients of this funding should be assessed 
ongoing for potential step-down in intensity and frequency of service provision. 

 
Initial Eligibility Criteria 

Adult Mental Health 
Adult 18 years are older with severe and persistent mental illness and/ or a serious mental illness as, 
evidenced by the presence of a diagnosable mental, behavioral or emotional disturbance that meets diagnostic 
criteria specified in DSM IV-TR/ICD-9; 

OR 
LOCUS Score placing consumer at Level 4 or higher;  

AND  
(At least one of the following) 

• In need of multiple agency involvement (e.g. mental health provider(s) and DSS, Court, Correction/ 
or Probation, DSS, DPH or healthcare. 

• Having had at least one psychiatric hospitalization of greater then 5 days in the past year. 
• In need of services to support the recovery or maintenance of current functioning.  
• Homeless, as defined by a lack of a fixed, regular, adequate night-time residence; or having a 

primary night-time residence that is: 
 

1. Temporary shelter; or 
2. Temporary residence for individuals who would otherwise be institutionalized; or 
3. Place not designed/used as regular sleeping accommodations for human beings. OR 
4. At imminent risk of homelessness due to  be evicted or discharged from a stay of 30 days or less 

from a treatment facility 
AND 
5. Who lacks resources to obtain and/or maintain housing 

 
Adult Substance Abuse 
Adult 18 years or older exhibiting persistent substance dependence as, evidenced by the presence of 
diagnostic criteria specified in DSM IV-TR/ICD-9; 

OR 
 
A pregnant woman actively using substance who has not qualified for Medicaid benefits 

 
AND 

An ASAM Level of 2-5 
AND 

(At least one of the following) 
• A parent or guardian of dependent children. 
• A parent or guardian seeking custody of children under the age of 18. 
• Risk for communicable disease or HIV/AIDS due to IV use. 
• Meets current eligibility criteria for SA criminal justice offender 

 
Continuation Eligibility Criteria 

1. Continues to meet the diagnostic eligibility criteria. 
2. There is clinical evidence that the services are medically necessary to stabilize the crisis and that the 
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Screening 
Completed application packets must be reviewed and signed by the provider clinical manager/ director or 
designee.  The purpose of this review is to verify the appropriateness of the referral and to determine the need 
for additional assessments to complete the referral packet.   If additional psychiatric, psychological or 
behavioral data is needed, the provider agency will obtain the additional information. 
 
A completed application will be reviewed by PBH Utilization Management to ensure that medical necessity 
and the criteria for State funding are met.  If additional information is needed to complete the review, 
requests will be made to the Provider Agency.   If the individual does not meet eligibility criteria, information 
on the grievance process will be provided. 
 
Service Approval and Continuation 
A person centered plan is required for all individuals who are funded through State funding.   Upon approval 
of criteria, a completed plan is submitted to UM/ACCESS for approval.   Once services are initially approved 
they will be authorized based on consumer need and established UM guidelines. 
 
State funding is not intended to be long-term care.  For this reason, a measurable step-down plan will be 
required as part of the service authorization.   Upon clinical review of the client’s progress during the fading 
period authorization with State funding may be withdrawn.  

 
Emergency Approval 
If emergency approval is required after hours to address a crisis need, ACCESS will request information 
concerning the diagnostic criteria of the individual and the supports needed.   Authorization will be granted 
based on immediacy of need and with appropriate documentation. 
  
Grievance Process 
If state funding is terminated, suspended, reduced or denied, an enrollee/legal guardian or provider (acting 
on behalf of the enrollee) may file a formal grievance with PBH.   
The Provider Agency shall request a grievance form from UM/ACCESS. The grievance form should be 
completed and submitted to the Director of UM.  The completed form should be submitted within 15 calendar 
days of the date notification was received regarding the approval or denial of State funding. The form will be 
reviewed and routed appropriately per the Director of UM.   
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Referral for State Funding for Enhanced Services for Adult MH/SA Services 
Preliminary Assessment and Determination 

 
Name of Consumer 
 

DOB: Date of 
Referral 

 
 

Adult Mental Health 
  Adult 18 years are older with severe and persistent mental illness and/ or a 

serious mental illness as, evidenced by the presence of a diagnosable mental, 
behavioral or emotional disturbance that meets diagnostic criteria specified in 
DSM IV-TR/ICD-9; 

OR 
  LOCUS Score placing consumer at Level 4 or higher____________  

AND 
(at least one of the following) 

 
  In need of multiple agency involvement (e.g. mental health provider(s) and DSS, Court, 

Correction/     
      or Probation, DSS, DPH or health care. 

  Having had at least one psychiatric hospitalization of greater then 5 days in the past year. 
  In need of services to support the recovery or maintenance of current level of functioning.  
  Homeless, as defined by a lack of a fixed, regular, adequate night-time residence; or Having 

a primary night-  time residence that is: 
 

(a) Temporary shelter; or 
(b) Temporary residence for individuals who would otherwise be institutionalized; or 
(c) Place not designed/used as regular sleeping accommodations for human beings. OR 
(d) At imminent risk of homelessness due to  be evicted or discharged from a stay of 30 

days or less from a treatment facility 
(e) AND 

(f) Who lacks resources to obtain and/or maintain housing 
 

Adult Substance Abuse 
  Adult 18 years or older exhibiting persistent substance dependence as, evidenced by the 

presence     
      of diagnostic criteria specified in DSM IV-TR/ICD-9; 

OR 
  A pregnant woman actively using substance who has not qualified for Medicaid benefits 

AND 
  An ASAM Level of 2-5_____________ 

AND 
(at least one of the following) 

 
  A parent or guardian of dependent children 
  A parent or guardian seeking custody of children under 18. 
  Risk for communicable disease or HIV/AIDS due to IV drug use 
  Meets current eligibility for SA criminal justice offender  

 

 

Please attach all documents to support this application.  Documentation may include: 
• Admission/discharge dates and/or summaries from inpatient facilities 
• Psychological evaluations or psychiatric assessments, 
• Plan for step-down of services, and  
• Names and roles of multi-agency team members participating in the development

of the PCP. 
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  Does not meet criteria for Enhanced Services Funding 

       
Reason for Denial: 

 
 
Alternative Recommendations for Service Provision or Funding 
 
 
 
 
 
 
 
 
 

 
Provider Agency Referral Source __________________________________Date___________ 
 
Clinical Manager/Director or Designee ______________________________Date___________ 
 

 
What is the DSM IV TR Diagnosis?  

 
Axis I 
Axis II 
Axis III 
Axis lV 
Axis V  
 
 
What effect has the individuals emotional or behavioral problems (or both) had on the following 
settings? 
 
 
Home: (Briefly describe the effect) 
 
 
 
Work: (Briefly describe the effect) 
 
 
 
Community/Legal: (Briefly describe the effect) 
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treatment facility 

Attachment 4 
PBH Criteria for Child Mental Health/Substance Abuse Funding for Emergencies 

Purpose 
Emergency funding is state dollars designed to provide additional services for children and 
adolescents who have severe emotional disturbances and are at risk for out of home placement.  
This funding is limited and only available to consumers for the period of time that they meet 
eligibility criteria as set forth in this document.  Children and adolescents receiving this funding 
should be assessed ongoing for potential step down in intensity and frequency of service provision. 
 
Initial Eligibility Criteria 
Child, under the age of 18, with atypical development or serious emotional disturbance (SED) as 
evidenced by the presence of a diagnosable mental, behavioral or emotional disturbance that meets 
diagnostic criteria specified in DSM IV-TR/ICD-9; 
 
AND 
 
Functional impairment that seriously interferes with or limits his/her role or functioning in 
family, school or community activities as indicated by one or more of the following: 
 

 CALOCUS Score placing consumer at Level 5; OR 
 

 In need of specialized services from more than one child-serving agency (e.g. mental 
health provider(s) and DSS, DPI/schools, DJJDP, DPH, DCD or health care. (For full 
explanation of eligibility criteria, see attached eligibility clarification) 

 
AND 

 
Have experienced at least one of following in the past 90 days: 
 

 Having had three or more psychiatric hospitalizations or at least one hospitalization of 60 
continuous days. 

 
 Having had DSS substantiated abuse, neglect or dependency with a case plan indicating 

need for mental health treatment. 
 

 Having been adjudicated or convicted of a felony or two or more Class A1 
misdemeanors in juvenile or adult court or placed in a youth development center, 
prison, juvenile detention center or jail causing a demonstrated interference with 
functioning). 

 
 Homeless, as defined by a lack of a fixed, regular, adequate night-time residence; or 

Having a primary night-time residence that is: 
 

i. Temporary shelter; or 
ii. Temporary residence for individuals who would otherwise be institutionalized; or 
iii. Place not designed/used as regular sleeping accommodations for human beings. 

or 
iv. At imminent risk of homelessness as defined by: 

 DMH/DD/SAS Child Mental Health Plan 8 
 Due to be evicted or discharged from a stay of 30 days or less from a 
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AND 
v. Who lacks resources to obtain and/or maintain housing  

 
Continuation Eligibility Criteria 
Continues to meet the diagnostic eligibility criteria 
 
AND 
 
There is clinical evidence that the services are medically necessary to stabilize the crisis and that the 
step down plan is being fully implemented.  
 
Screening 
Completed application packets must be reviewed and signed by the provider clinical manager/ 
director or designee.  The purpose of this review is to verify the appropriateness of the referral and 
to determine the need for additional assessments to complete the referral packet.   If additional 
psychiatric, psychological or behavioral data is needed, provider agency will obtain the additional 
information. 
 
A completed application will be reviewed by PBH Utilization Management to ensure that medical 
necessity and the criteria for Emergency funding are met.  If additional information is needed to 
complete the review, requests will be made to the Support Coordinator.   If the individual does not 
meet eligibility criteria, information on the grievance process will be provided. 
 
Service Approval and Continuation 
A Person Centered Plan is required for all individuals who are funded through Emergency funding.   
Upon approval of criteria, a completed plan is submitted to UM/ACCESS for approval.   Once 
services are initially approved they will be authorized based on consumer need and established UM 
guidelines. 
 
Emergency funding is not intended for long-term care.  For this reason, a measurable step down 
plan will be required as part of the service authorization.   Upon clinical review of the client’s 
progress during the fading period, authorization with emergency funding may be withdrawn.  

 
Emergency Approval 
If emergency approval is required after hours to address a crisis need,  
ACCESS will request information concerning the diagnostic criteria of the individual and the 
supports needed.   Authorization will be granted the next business day when documentation can be 
provided. 
 
Grievance Process 
If CMHSAFE is suspended, reduced, terminated or denied, an enrollee/legal guardian or provider 
(acting on behalf of the enrollee) may file a formal grievance with PBH.   
 
The Provider Agency shall request a grievance form from UM/ACCESS. The grievance form 
should be completed and submitted to the Director of UM.  The completed form will be submitted 
within 15 calendar days of the date notification was received regarding the approval or denial of 
Emergency funding. The form will be reviewed and routed appropriately per the Director of UM.   
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Referral for PBH Child Mental Health Services Funding for Emergencies 
Preliminary Assessment and Determination 

 
Name of Consumer 
 

DOB: Date of 
Referral 

 
  Child, under the age of 18, with atypical development or serious emotional disturbance (SED) 

as evidenced by the presence of a diagnosable mental, behavioral or emotional disturbance that 
meets diagnostic criteria specified in DSM IV-TR/ICD-9; 
 

AND 
 

   Functional impairment that seriously interferes with or limits his/her role or functioning in 
family, school or community activities as indicated by one or more of the following: 

 CALOCUS Score placing consumer at Level 5 (Provide CALOCUS Score________) 
 

OR 
 

   In need of specialized services from more than one child-serving agency (e.g. mental health 
provider(s) and DSS, DPI/schools, DJJDP, DPH, DCD or health care. (For full explanation of 
eligibility criteria, see attached eligibility clarification) 
 

AND 
 
Have experienced at least one of following in the past 30-90 days: 
 

  Having had three or more psychiatric hospitalizations or at least one hospitalization of 60 
continuous days. 

  Having had DSS substantiated abuse, neglect or dependency with a case plan indicating need 
for mental health treatment. 

  Having been adjudicated or convicted of a felony or two or more Class A1 misdemeanors in 
juvenile or adult court or placed in a youth development center, prison, juvenile detention center 
or jail causing a demonstrated interference with functioning). 

  Homeless, as defined by a lack of a fixed, regular, adequate night-time residence; or  
Having a primary night-time residence that is: 

• Temporary shelter; or 
• Temporary residence for individuals who would otherwise be institutionalized; or 
• Place not designed/used as a regular sleeping accommodations for human beings; or 
• At imminent risk of homelessness as defined by: 
• DMH/DD/SAS Child Mental Health Plan 8 
• Due to be evicted or discharged from a stay of 30 days or less from a treatment facility 

AND 
• Who lacks resources to obtain and/or maintain housing? 

 

 
  
 
 
 
 
 
 

Please attach all documents to support this application.  Documentation may include: 
• Admission/discharge dates and/or summaries from inpatient facilities 
• Psychological evaluations or psychiatric assessments, 
• Plan for step-down of services, and  
• Names and roles of multi-agency team members participating in the development of 

the PCP. 
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Clinical Manager/Director or Designee ___________________________________Date___________

 
What is the DSM IV TR Diagnosis?  
Axis I 
Axis II 
Axis III 
Axis IV 
Axis V  
 

Is the child currently in an exceptional children’s program at school or receiving 
Any special services in school? If so, what is the area of exceptionality? 
 
 
 
 
 
What effect has the child’s or adolescent's emotional or behavioral problems (or both) had on 
the following settings? 
 
 
Home: (Briefly describe the effect) 
 
 
 
School: (Briefly describe the effect) 
 
 
 
Community/Legal: (Briefly describe the effect) 
 
 
 
 

 
  Does not meet criteria for CMH/SAFE 

       
Reason for Denial: 

 
 
Alternative Recommendations for Service Provision or Funding 
 
 
 
 
 
 
 
 
 

Provider Agency Referral Source _______________________________________Date___________ 
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Child Mental Health Eligibility Clarification 
 
1. Atypical Development –The definition for atypical development is from the North Carolina 
Infant-Toddler program Technical Assistance Bulletin #16 and is as follows:  
 
Children from birth to age three who demonstrate significantly atypical behavioral, socio-emotional, motor or 
sensory development such as:  
 
• Diagnosed hyperactivity, attention deficit disorders, autism, severe attachment disorders, and other 
pervasive developmental disorders, or other behavioral disorders.  
• Indicators or emotional and behavioral disorders such as:  
 
a. Delay or abnormality in achieving emotional milestones, such as attachment, parent-child interaction, 
pleasurable interest in adults and peers, ability to communicate emotional needs, or ability to tolerate frustration;  
b. Persistent failure to initiate or respond to most social interactions;  
c. Fearfulness or other distress that does not respond to comforting by caregivers;  
d. Indiscriminate sociability, for example, excessive familiarity with relative strangers, or  
e. Self-injurious or other aggressive behavior.  
 
• Substantiated physical abuse, sexual abuse, or other environmental situations that raise significant concern 
regarding the child’s emotional well-being.  
 
2. In need of services from more than one child serving agency- This indicates a need for 
specialized services or supports that exceed what is typical. An example of needing specialized services 
from school/DPI would include a child with SED who has an Individualized Education Program or 504 
Plan or is attending an alternative school. An example of needing specialized services from public health 
or health care would include a child who needs specialized health services for a chronic condition that 
interferes with daily functioning.  
 
3. Out of home placement- Out of home placement may include placement in a mental health 
treatment facility as well as foster care or formalized placement with family members other than 
biological or step-parent  
 
4. Acute Crisis Intervention- An acute crisis intervention involves utilization of emergency 
appointments, after-hours services or any mental health crisis service program such as a Facility Based 
Crisis Unit, Crisis Respite and inpatient hospitalization on an emergency basis. Additionally, acute crisis 
intervention may include a crisis that involves other agencies (such as law enforcement coming out to a 
home, DSS crisis response to a home/family, DJJDP crisis response to home/family) as long as the crisis 
is about the clinical/behavioral crisis related to the youth seeking eligibility as in the CMSED target 
population. As long as the crisis is related to cognitive/emotional/behavioral issues and there is imminent 
danger to self or other involved or instability such that the youth can no longer function at 
home/school/work, then it is an acute crisis. Hospitalization could be counted toward 1 state or private 
hospitalizations, as well as an acute crisis intervention.  
 
5. Intensive Wraparound Services- Intensive wraparound services may be defined as community-
based services and natural supports that are delivered in the home, school or community that are designed 
to maintain a child in a community setting. Examples of wraparound include services such as Community 
Based Support (CBS) Services, Intensive Family Preservation Services (IFPS) or family preservation 
services delivered in the home, school-or community. These services may be provided by a mental health 
agency or other child-serving agency. Other examples of wraparound include natural supports such as use 
of family members or volunteer community members who provide primary caregivers with additional 
support and assistance in order to keep a child with a severe emotional or behavioral issue at home and it 
their community.  
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6. Class A1 misdemeanor- North Carolina General Statutes classify all criminal offenses and the 
Juvenile Code further divides the classification as either violent, serious or minor offenses. A1 
misdemeanors are classified as serious offenses. Some A1 misdemeanors in North Carolina are assault on 
a state officer or government employee (including a teacher), assault inflicting serious injury, assault 
using a deadly weapon and assault on a child under 12.  
 
7. Sexually Aggressive Youth - An individual who admits to having committed an act of sexual 
abuse or has been adjudicated for an illegal sex act and the inappropriate sexual behavior is the current 
focus of treatment.  
 

8. Co-occurring Disorder- Having more than one disorder or condition such as a serious emotional 
disturbance and a developmental disability, substance abuse disorder or s serious physical illness. 
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Attachment 5 
Process to Request Emergency MR/MI State Funding 

                                                                                                                                                
 
Emergency funding is state dollars designed to provide additional services to individuals who 
have co-occurring, severe/persistent mental illness, significant behavioral issues and mental 
retardation.   To qualify for this funding these individuals must be at risk for hospitalization 
and/or present a danger to themselves or others, without additional supports.   This funding is 
limited and only available to individuals for the period of time that they meet eligibility criteria 
and are actively demonstrating behavior that would pose a danger to themselves or others.  
The provider must continually assess for the potential to step down the intensity and/or 
frequency of the service.   Use of emergency funding is not intended to be long term and 
should be a last resort when all other resources have been exhausted. 
 
Requests for Emergency MR/MI funding are made by Case Managers of Enhanced services.   
Application packets are submitted to the attention of the DD Director of Utilization 
Management. 
 
Completed application packets must be reviewed and signed in concurrence by an 
administrative representative of PDS, a Community Support Provider or the ACTT provider 
agency.   This review will serve to verify the appropriateness of the referral and the 
completeness of the referral packet.   If additional psychiatric, psychological or behavioral 
data is needed, PDS, Community Support Provider or ACTT provider will obtain the additional 
information. 
 
The DD unit of Utilization Management reviews the application packets for medical necessity 
and eligibility for Emergency funding.  If the individual does not meet the eligibility criteria they 
will be provided with information on the grievance process. 
 
The eligibility criteria, the application form and qualifying diagnostic information are attached to 
this communication. 
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Eligibility and Screening  
Emergency funding for MR/MI 

6-5-06 
Purpose: 
 
Emergency funding is state dollars designed to provide additional services to individuals who 
have co-occurring severe and persistent mental health condition/significant behavioral issues 
and mental retardation who are at risk for hospitalization and present a danger to themselves 
or others without additional supports.   This funding is limited and only available to individuals 
for the period of time that they meet eligibility criteria and are actively demonstrating behavior 
that would pose a danger to themselves or others and are consistently being assessed for 
potential to step down the intensity and or frequency of the service.   Use of emergency 
funding should be a last resort when all other resources have been exhausted. 
 
Initial Eligibility (must meet all): 
 

1. The presence of an active severe/persistent mental illness requiring regular supervision 
and provision of psychiatric and/or psychological services (see attached list of qualified 
diagnosis).  The mental illness results in substantial limitation of the individual to 
participate in and control their daily activities.   There is need for on going and regular 
supervision and intervention relating to the implementation and use of interventions 
designed to assist the person in coping with the impact of the mental illness. 

        
OR 

 
2. The individual has exhibited significant behavioral issues within the past 30 days and per 

clinical recommendation of PDS and supporting documentation of the Supports Intensity 
Scale, is felt to need additional service to stabilize the situation.  

 
AND 

 
3. A documented diagnosis of Mental Retardation  

 
4. Is currently or has utilized (within last 6 months) crisis supports/legal system 

involvement and continues to exhibit the need for crisis supports/legal system 
involvement due to behavioral and/or psychiatric issues. 

 
5. Is currently in crisis, which may include risk of exclusion from a day or residential 

program or risk of hospitalization due to the severity of the psychiatric or behavioral 
issue. 

 
6. All other funding alternatives to meet this need have been explored prior to the request 

for Emergency funding and are documented in the request. 
 

7. The individual requires targeted case management through PDS, Community Support or 
ACTT through a PBH Network contracted provider. 
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Continuation Eligibility Criteria 

 
1.  Continues to meet the diagnostic eligibility criteria. 

2. There is clinical evidence that the services are medically necessary to stabilize the 
crisis and that the step down plan is being fully implemented.  

  
Screening 
 
Completed application packets must be reviewed and signed in concurrence by the Assistant 
Director of PDS, a Community Support Provider Director or their designee or the Director of 
the ACTT provider agency or their designee.   This review will be to verify the 
appropriateness of the referral and to determine the need for additional assessments to 
complete the referral packet.   If additional psychiatric, psychological or behavioral data is 
needed, PDS, Community Support Provider or ACTT provider will obtain the additional 
information. 
 
The DD unit of Utilization Management reviews the application packets for medical necessity of 
service and criteria for Emergency funding.  If additional information is needed, to complete the 
review requests will be made to the PDS Support Coordinator, Community Support Provider or 
ACTT provider for the individual.   If the individual does not meet the eligibility criteria they will 
be provided with information on the grievance process. 
 
 
Service Approval and Continuation 
 
A person centered plan is required for all individuals who are funded through Emergency 
funding inclusive of intensive case management through the PDS unit or the Community 
Support Provider.   Upon approval of criteria, a completed plan is submitted to the DD/UM unit 
for approval.   Once services are initially approved they will be authorized based on consumer 
need and established UM guidelines. 
 
Emergency funding is not intended to be long-term care.  For this reason, a measurable step 
down plan will be required as part of the service authorization.   Upon clinical review of the 
client’s progress during the fading period authorization with emergency funding may be 
withdrawn.  

 
Emergency Approval 

 
If emergency approval of someone to enter Emergency funding is required on nights, weekends 
or holidays to address a crisis need, Access staff can be reached in one of two ways: 
 
Crisis not requiring hospitalization- Access staff can be reached through 1-800-939-5911.  
Access will request information concerning the diagnostic criteria of the individual and the 
supports needed.   Authorization will be granted until the next working day when 
documentation can be provided. 
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Crisis requiring hospitalization-During the hospitalization process, if it is determined that 
Emergency funding will avert the crisis or facilitate placement once hospitalization is complete, 
the Support Coordinator PDS, Community Support Provider or ACTT staff should contact the 
Access staff and request Emergency funding for immediate placement (within 24hrs). 
Authorization will be granted until the next working day when documentation can be provided.   
 

Grievance Process 
 
If the individual or family member/guardian is not satisfied with decision made by the 
Utilization Management Unit, to approve or deny Emergency funding, they have a right to 
file a formal grievance following the established PBH Complaint and Grievance process.  
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Representative of PDS: __________________________ Date: _____________ 

PBH Emergency MR/MI Funding Request   
6-5-06 

Date of Request:       Date that funding needs to be available:       
Demographics 
Name:       DOB:       County of Residence:       
Support Coordinator:       
Provider Agency:       
Current Psychologist:       
Current Therapist:       
Current Psychiatrist:       
County of Medicaid Eligibility:       
Diagnostic Information-Refer to TAR or ISP dated:       

 Consumer meets Diagnostic criteria for Mental Retardation 
 Consumer meets Qualifying Mental Health diagnostic criteria 
 Consumer has other Mental health diagnosis AND accompanying serious behavior 

problems 
DOCUMENTATION: 

 Current Psychiatric Evaluation is:  Enclosed  Not available 
 Current Psychological Evaluation:  Enclosed  Not available (IQ and adaptive scores 

required): 
 Copy of all other current clinical assessments:  Enclosed  Not available 

 
Does the client have a current Behavioral Program? yes-attached     no    
 
If no Behavioral Program exists then describe the frequency/intensity of behavior and 
plans for intervention:      
Current Services  
List services currently received or attach Individual Budget:       
Service Needs - Additional services needed to remain safe in the community: 

Day Supports 
Supervised Living 811  
Supervised Living 812  
Supervised Living 813 
Supervised Living 814  
Supervised Living 815 
Supervised Living 816                             
Intervention/Crisis Prevention 
Personal Assistance  

Individual Supports  
Guardianship                                      
Supported Employment    
Social Inclusion                                   
Other:       

Crisis Needs 
What hospitalization/crisis/legal services has the person required in the past six months? 
Please explain:       
 
Has the person been excluded from residential or day services due to behavior?  Has the 
behavior been exhibited for at least 6 months? Please explain:       
 
Please enclose any additional information that would assist the support of this request: 
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Representative of Community Support Provider: ________________________ Date: 
_____________ 
Representative of ACTT Team : ___________________________ Date: _____________ 
 
UM use only 

Funding Approved:   Date:            Denied:   Date:       
Reason:       Reason:       

 
UM Coordinator:__________________________________  Date:__________ 
DD/UM Director: _________________________________ Date: __________ 
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• Substance abuse only 

Qualifying Diagnosis for MRMI Emergency funding 
6-5-06 

 
SCHIZOPHRENIA- 295.xx 

Specifiers: Paranoid Type 
                   Disorganized Type 
                   Catatonic Type 
                   Undifferentiated Type 
                   Residual Type 

SCHIZOAFFECTIVE DISORDER- 295.70 
Specifiers: Bipolar Type 
                   Depressive Type 

MAJOR DEPRESSIVE DISORDER- 296.xx 
Specifiers:  Mild, Moderate, Severe 
                    Severe with or without psychotic features 
                    In Partial or Full remission 
                    With Catatonic features 
                    With Melancholic features 
                    With Atypical features 
                    With Post Partum Onset 
                    With Seasonal Pattern 

BIPOLAR DISORDER I- 296.xx 
Specifiers:   Manic or mixed episode 
                     Mild, Moderate, Severe 
                     Severe with or without Psychotic features 
                     In partial or In full Remission 
                     Unspecified 
                     With Catatonic Features 
                     With Post Partum Onset 
                     With Melancholic Features 
                     With Atypical Features 
                     With or Without Full Inter-episode recovery 
                     With Seasonal Pattern 

BIPOLAR DISORDER NOS- 296.80 
PSYCHOTIC DISORDER NOS- 298.9 

OBSESSIVE COMPULSIVE DISORDER- 300.3 
Specifiers:    With poor insight 

MENTAL RETARDATION 
Mild Mental Retardation-317 

Moderate Mental Reatardation-318 
Severe Mental Retardation-318.1 

Profound Mental Retardation-318.2 
Disqualifying Diagnosis: 
• Adjustment Disorders 
• V codes 
• R/O Diagnosis 
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 Attachment 6 

PBH Efforts to Decrease State Hospital Utilization 
2-27-07 

 
PBH has put forth considerable efforts into the establishment of an overarching plan to 
reduce unnecessary psychiatric hospitalization in general, but especially in cases of acute 
unit admissions and bed days utilized at state psychiatric hospitals.  Associated with this, of 
critical importance, is the development and monitoring of a well functioning crisis services 
system for adults and children. 
 
PBH has made significant progress in identifying gaps in our Crisis Services Continuum and 
has implemented several programs to bolster this array. 

1. In October, 20056 PBH added a combination Facility Based Crisis (6 beds) and Detox 
(10 beds) center in our catchment area.   

2. Established a contract with a local psychiatric facility (Stanly Memorial Hospital) for 
indigent consumers. 

3. Designed and implemented a 24/7 Access Call Center with Utilization Management 
capabilities for screening, diverting or authorizing appropriate State Hospital referrals 

4. Established and implemented a State Hospital Liaison program with discharge 
assistance responsibilities that is attached to a larger PBH Screening Triage and 
Referral (STR) Unit which has face-to-face STR Capacity to encourage and track 
follow-up care post hospitalization. 

5. Established and implemented an Emergency Department Liaison program that 
provides education, training and problem solving in PBH consumer care.  

 
These programs are further supported by coordination efforts through established 
Emergency Services Continuum stakeholder’s meetings, involving all the major stake holders 
from our five county catchment area., These stakeholders’ includinge, State and local 
hospitals , Law Enforcement Agencies, and reprsentativesrepresentatives from all crisis 
service providers in our area.  Theae meetingsthat The meetings occur on a regular basis to 
educate, plan, and seek improvements in our Crisis Services Programs.  
 
In reducing our reliance on inpatient hospitalization, PBH will remain conscious of the need 
for hospitalization when it is medically necessary.  People will always experience a need for 
crisis stabilization and continued care such that an inpatient admission will be medically 
necessary.  We also are clearly headed away from those admissions occurring at state 
facilities --- the only way to deal with the need for re-direction is to expand the local capacity 
of inpatient psychiatric beds.  Our experience with this has been similar to other LMEs.   The 
general hospital culture has not been especially sensitive to the need for services for indigent 
and Medicaid insured consumers requiring inpatient stays.  Again, this is an area where we 
have worked with very good intentions and effort but only had modest success.  We believe 
this is in part due to the fact that we are under resourced in the area of community 
psychiatric inpatient beds. 
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1. The 2007 State Medical Facilities plan documents 63 psychiatric inpatient beds 
available in hospitals located within the five PBH counties.  However, of these 63 
community adult psychiatric beds, 36 (over 50%) are geriatric only beds.  The State 
Medical Facilities Plan for 2007 projects the need for our area at 58 beds, and shows 
that we are over the projection by 5 beds.  Although the need projection formula 
certainly includes geriatric need, we believe the formula does not recognize the “set 
aside” of beds for geriatric only care.  In reality, we have only 27 beds available for 
use for adults ages 18 - 64.  Therefore, we believe that our region area is significantly 
under-resourced for adult acute psychiatric hospital resources.   

2. Additionally, the State Medical Facilities Plan does not report the utilization rates for 
the current psychiatric bed inventory; however it has been our experience that some 
hospitals do not staff for full capacity for the beds that are active. 

3. The State Medical Facilities Plan shows 5 child adolescent beds and a need for 9.  
However, the five beds showing on the inventory are not active; therefore we have a 
net need of 9 child adolescent beds.  

 
Stanly Memorial Hospital has worked very collaboratively with PBH to make available both 
Medicaid and Indigent acute psychiatric beds, and this resources has been a very important 
option in our diversion efforts.  At present, however, Stanly Memorial has only 102 acute 
psychiatric beds, which means that We have made some progress in terms of securing 
additional beds only to see themthey are not always available for acute and complex cases.  
Never-the-less, we will continue to work very hard on both the contracting and acuity related 
admission problems because they are at the core of what needs to be accomplished at the 
local/regional level to shift from the historical reliance on state hospital utilization.  
 
The following is a table of services provided through our established contract with Stanly 
Memorial Hospital and with the Crisis Recovery Center.  These numbers represent 
admissions that had the[BI6] potential[d7] to be referred to the State Hospital Facilities. 
 

Facility Date Range Admissions 
Stanly Memorial Hospital 1-1-06 – 2-7-07 235 
Crisis Recovery Center 10-1-05 6 – 12-31-067 495 

Total diverted potential admissions 730 
 
 
The following table shows very clearly how successfulthat the actions taken by PBH to 
decrease State Hospital Utilization have been. successful.  PBH has had an overall decrease 
in the State Hospital Bed days for the last five straight months.  
 

Month FY05-06 
State Facility Bed Days Utilized 

FY06-07  
State Facility Bed Days Utilized 

DecreaseState 
Facility Bed 

Days Utilized 
August 784 696 88 
September 710 561 149 
October 993 678 315 
November 918 559 359 
December 629 579 50 
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Brian Ingram
David – I really believe we can state this more emphatically – the diversion related admissions at eh CRC & the Stanley admits would have ended upi at the state hospitals

davidj
Actually not all were definite referrals to the State facilities, some could have been referred to other  NHM Detox contracts…that is why I used potential
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Total for time period 4034 3073 961 
961 FEWER bed days utilized for the same time period last 
fiscal year 
Also, during the same time period the Western region of the state had a 10% 
increase in the admissions to Broughton State Hospital while PBH held to Half 
(1/2) of that increase (5%) and focused on decreasing the Average Length of 
Stay (ALOS) as noted above by the dramatic decrease in bed days utilized.  Based 
on the State Hospital Admissions Per Capita report generated by the MH/DD/SAS 
Division, PBH was the fifth lowest out of 30 on our rate of admission per 1000 
population (PBH rate of 1.46 vs. State Average Rate of 2.06) 
 
PBH State Hospital Recidivism Rates Compared to National and NC Averages 
 
A summary of the State Hospital Readmissions rates shows PBH with a significantly lower 
rate when compared to North Carolina averages and as compared to National Averages. 
 

State Facility  
Readmission Measures 

Within 
0-30 Days 

Within 
0-180 Days 

Total Admits 
7-1-06 thru 12-31-06 

PBH # 13 24 573431 
PBH Rates 2.273.02% 4.195.57%  
North Carolina  11.5% 20.1% 
US Average 8.7% 19% 

**From 2005 CMHS Uniform 
Reporting System Output Table from 
SAMSHA. 

 
Concern with Current Methodology for Calculating the Allocated Bed days  
It is very important to appreciate the significansignificant problems associated with the 
surrentcurrent metrics used by the Division to compare inpatient utilization across LME’s.   
The current methodology for determining the allocated number of inpatient bed days per 
LME is also used to monitor utilization performance across LME’s.  The major flaw associated 
with this methodology is that it is driven by historical utilization of inpatient usage.bed days.  
Th, and in turn is used for determing for utilization has a major drawback.  It is based on a 
formula utilizing historical bed day utilization.  There is an obvious need to work towards a 
typical and more acceptedperaccepted per capita based allocation formula, but it is also 
understood that this is an area of great sensitivity.  Hospital utilization targets were set for 
area programs in the early 1990’s ? and have not been adjusted for population growth.  
Population growth for the five PBH counties increased by 25% from 1990 to 2000, and from 
July 2000 until July 2007 it will have increased by another 16%.  However, it is unfair to 
criticize pPrograms like PBH who are in areas of high population growth  aregrowth are at a 
great disadvantage when being measured against a distorted baseline that  was simply 
based on historical utilization is inequitable to begin with and which has never  cannot 
account  been adjusted for changes in population. In addition, establishing an equity-based 
methodology will give the Division a much better statewide perspective, across LMEs, of the 
degree of the problem associated with both real and perceived over utilization of state 
hospital beds. This outdated methodology is under review by a State workgroup and PBH is 
participating on the work group looking at how to correct this problem.  The following table 
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shows the difference between the annualized measures of PBH Utilization using the current 
historically based formula and a measure if based on population. 
 
Pam:  This chart is unclear 
what it measures: you may 
want to include the targets 

as well as % utilized. 

Annualized % of Utilization (Target is 100%) 

State Hospital Unit Target 
UtilizationHistorical 
Formula (current) 

Based on Historical Formula 
(current) 

If Based on Population Based 
Formula 

Adult Acute 100%99.66% 99.66% 75% 
Adult Long Term 100%139.88% 139.88% 60.13% 
Geriatric 100%184.93% 184.93% 86.33% 
Child and Youth 100%72.54% 72.54% 60.78% 
 Several MORE than 

targets 
Several are MORE than target All well below targets 

 
In summary, PBH has been very successful to date with designing and implementing 
programs needed to manage our State Hospital Utilization.  PBH fully intends to continue 
looking for additional gaps in our crisis system and to continue monitoring for opportunities 
for improvement. An area of very intensive focus currently has been the desire to 
agressivleyaggressively address the need for early intervention in urgent situations to avoid 
progression to full blown crises.  One example of our success in that regard has been the 
development of “Advanced Access” opurtunitiesopportunities in all five of our counties which 
allow any consumer to walk in to an outpatient center between the hours of eight AM and 8 
PM and receive a crisis screening, assessment and follow up care. PBH is committed will to 
designing it’sits system of care in a way which will continue to reducei it’s 
utilizationmplement identified programs that decrease our utilization ofutilization of State 
Hospital facilities.  Our goal continues to be to provide the right level of service in the least 
restrictive manor within our own community to maximize the allow opportunity for family 
and natural support involvement.  
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