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Overview 
 

Our Mission 
Eastpointe works together with individuals, families, providers, and communities to achieve valued outcomes in 

our behavioral healthcare system.  

 

Eastpointe Local Managed Entity/Managed Care Organization (LME/MCO) provides access to Medicaid and 

State Behavioral Health, Substance Use and Intellectual Developmental disabilities services covering Bladen, 

Duplin, Edgecombe, Greene, Lenoir, Robeson, Sampson, Scotland, Wayne and Wilson Counties. Eastpointe 

LME/MCO is responsible for managing, coordinating, facilitating and monitoring the provision of services for 

173,365 Medicaid funded and 94,973 state funded individuals in Northeast North Carolina. A nineteen-member 

board of directors oversees Eastpointe’s operation.  

 

In January 2013, Eastpointe evolved from an LME to a Managed Care Organization(MCO) operating under 

1915b/c Medicaid Waivers. Since inception, Eastpointe has partnered with providers and stakeholders to ensure 

members and families receive the medical, behavioral and social support they need.    

 

In March 2018, Eastpointe was granted full re-accreditation for (3) three years with URAC in three modules to 

include Health Call Center, Health Network and Health Utilization Management.  

 

Eastpointe LME/MCO has developed and continues to implement a Quality Management (QM)program that 

monitors clinical and administrative functions within the organization to improve all aspects of service delivery. 

The program is integral to the organization’s day to day operations and strives to nurture an internal quality 

improvement culture.  

 

The Quality Management Program encompasses Eastpointe’s Local Business plan, outlining the organization’s 

intent to meet state standard laws and rules for ensuring quality mental health, developmental disabilities and 

substance use services and evaluate program effectiveness. 

 

This annual report will summarize the accomplishments of Quality Improvement Activities for FY19 including 

analysis of the Quality Improvement Projects, Key Performance Indicators, Over/Under Utilization, Overall 

summary of Provider and Enrollee Satisfaction Surveys, and strategies for improvement for FY20. 

 
 

 

 



  

Quality of Services 

Key Performance Measures (KPI) 

In FY19 Eastpointe strived to provide the highest quality services to all they serve through the maintenance of a 

comprehensive Quality Management (QM) program.  In FY19 the QM program was enacted as described in the 

QM Program Description (QMPD).  QM resources maintained all day-to-day operations and the Global Quality 

Improvement Committee (GQIC) met at least quarterly to review and analyze program activities and 

performance metrics to guide the QM program toward quality improvement throughout the year.  The following 

sections of this document outline and evaluate key quality metrics and activities that demonstrate organizational 

performance in FY19.    

 
Findings:  The performance indicators listed below are reviewed by the Global Quality Improvement 

Committee at least quarterly and any areas identified as not meeting standard for two consecutive quarters must 

implement a corrective action plan (CAP).  During FY19 Eastpointe had no identified CAP for the KPIs. 

FY20 Strategy: 
GQIC will continue to monitor at least quarterly each of the KPIs below and initiate through Quality 

Improvement a corrective action plan for any areas identified out of compliance.  As we move FY20 toward a 

new accrediting body with NCQA, it is expected that there will be a change in focus on the Key Performance 

Indicators.   
 

Members Served: 

Findings: 
During FY19 it should be noted that Columbus County was removed from our region effective 7/1/19.  Based 

upon the members served below, the change caused a decrease in the population serviced for Medicaid by 

18,594 and IPRS by 10,775. The percentage of members served for members receiving a MH/DD/SA service 

did not change, despite the removal of Columbus County.  Compared to other LME/MCOs, we are low on 

penetration rate for services for DD members.   

 

FY20 Strategy: 
During FY20 Eastpointe will continue to serve members and increase penetration rates.  The Outliers Work-

team continues to identify ways to improve penetration.  Increasing penetration for IDD members is particularly 

difficult given the majority of IDD services are based upon pre-allocated Innovations slots provided by the state 

and state funding is limited for indigent members.   
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Table- Members Served 

 

 

Member Call Center 

Findings: 
Members seeking MH/IDD/SA services utilize the member call center.  Eastpointe operates a member call 

center 24/7/365 to assist those in need.  A comparison of the data between FY 18 and FY19 reveals a drop in 

the number of calls which was expected given the removal of Columbus County.  The call center continues to 

perform above all benchmarks requirements with the percent of calls abandoned at two percent and average 

speed of answer for calls actually reduced in FY19 to 3.92 seconds and the percent of calls answered within 30 

seconds was 99.5% for both FY.   

 

FY20 Strategy: 
Eastpointe will continue to monitor member call center performance monthly to ensure compliance.  No 

additional action needed at this time. 

 

Table- Member Call Center  

 

 

Utilization Management: 

Findings: 
A comparative review of FY18 and FY19 of the UM Authorization requests reveals a very small reduction of 

requests given the removal of Columbus County.  FY19 actually reveals an increase in the number of 

authorizations processed.  All authorizations were processed within the required benchmarks.  The percentage 

of clinical denials continue to be higher compared to other LME/MCOs. 

Persons Served 

FY18

Medicaid 

(Avg)

FY19

Medicaid

(Avg)

FY18

IPRS

(Avg)

FY19

IPRS

(Avg)

Unduplicated Count of Medicaid Members 173,365 154,771 94,973 84,198

# Persons Receiving MH Services 8,497 7,442 1,660 1,534

% of Members Receiving MH Services 4.9% 4.8% 1.7% 1.8%

# Persons Receiving SA Services 1,610 1,634 612 779

% of Members Receiving SA Services 0.9% 1.1% 0.6% 0.9%

# Persons Receiving DD Services 2,059 1,916 533 459

% of Members Receiving DD Services 1.2% 1.2% 0.6% 0.5%

Unduplicated # that received MH/DD/SA Services 11,185 10,046 2,581 2,551

% of Members Receiving MH/DD/SA Services 6.5% 6.5% 2.7% 3.0%

Member Call Center FY18 FY19

Total Number of Calls (re: services for consumers) 37,138 32,729

# of Calls Abandoned 733 728

% of calls Abandoned 2.0% 2.2%

Avg Speed to Answer Calls (seconds) 4 3.92

# of Calls Answered within 30 seconds 36,936 32,564

% Answered within 30 seconds 99.5% 99.5%
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FY20 Strategy: 
Eastpointe will continue to monitor compliance with benchmarks with the monthly.  The Outliers Work-team 

will continue to monitor the higher clinical denial rate and work to educate staff in order to reduce the need for 

clinical and administrative denials. The Utilization Management Committee will be reviewing the top reasons 

for denial and sharing with the provider network at provider meetings to assist with education.  

Table- Utilization Management Authorization Requests 

 
 

Claims: 

Findings: 
Review of the FY18 and FY19 claims processing showed a  small reduction in the amount of claims processed.  

One would have anticipated more of a reduction  in the number of claims with the removal of Columbus 

County, however; since the authorizations increased based upon the percentage per member, that did not occur.  

Since the number of members served has not increased, it should be derived that those being served are seeking 

additional services.  The claims processing staff procesed all claims meeting benchmarks.   

FY20 Strategy: 
Eastpointe will continue to monitor for compliance with benchmarks monthly.  No additional action needed.   

Table- Claims Processing 

 

Authorization Requests

FY18

Medicaid

FY19

Medicaid

FY18

IPRS

FY19

IPRS

Total Number of Auth Requests Received 25.623 24,386 6,486 7,928

# Standard Auth. Request Decisions 20,469 19,345 4,191 5,677

# Standard Auth Requests Processed in 14 Days 20,463 19,342 4,189 5,677

% Processed in 14 Days 100% 100% 100% 100%

# Auth Requests requiring Expedited Decisions, inclusive of Inpatient 5,154 5,041 2,295 2,251

# Expedited and Inpatient Auth Requests Processed in 3 Days 5,154 5,041 2,295 2,251

% Processed in 3 Days 100% 100% 100% 100%

Total % of Auth Requests Processed in Required Timeframes 100% 100% 100% 100%

# of Auth Requests Denied for Clinical Reasons 1,345 1,223 274 285

% of Total Auth Requests Denied for Clinical Reasons 5.2% 5.0% 4.2% 3.6%

# of Administrative Denials 304 233 114 104

% of Total Auth Requests Denied for Admin Reasons 1.2% 1.0% 1.8% 1.3%

Total # of Auth Requests Denied 1,649 1,456 388 389

% of Total Auth Requests Approved 93.6% 94.0% 94.0% 95.1%

Number of Consumer Authorization Appeals received 108 100 19 11

Number of Authorizations overturned or partially overturned due to Consumer 

Appeals 1 0 0 0

Claims

FY18

Medicaid

FY19

Medicaid

FY18

IPRS

FY19

IPRS

Total # Clean Claims Received during Month (header) 694,371 672,416 143,953 141,854

# Paid 600,175 583,621.0 125,474 124,867

# Denied 94,188 88,790.0 18,479 16,987

# Pended or in Process 8 5 0 0

Percent Denied 13.6% 13% 13% 12%

# Paid or Denied within 30 Days 690,293 664,503 143,802 141,460

Percent Processed within 30 Days 99.4% 99% 100% 100%
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Quality Improvement Project Name:  Increase approval rate of Medicaid Encounter Claims to 95 %. 

 

Progress Made: During FY2019, only 92.25% of Medicaid Encounter claims submitted complied with 

industry accepted clean encounter standards falling below the goal of 95% by 2.75 percentage points.   

Intervention:  

• Continued Education and technical assistance with providers    

• Training with internal Eastpointe staff (Care Coordinators) as well as service-to-site system cleanup 
with Network data in Alpha. 

• Implementation of upstream claims suspension   

Barriers:  

• Implementation of new Alpha system edits ensures claim billed against site authorized. 

FY2020 Strategy:  

• Continued provider education and technical assistance  
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Quality of Clinical Care 
 

Place holder for Performance Measures Comparison 

 

Quality Improvement Project Name: Increase percentage of individuals served in the Priority Population 

by a Fidelity Provider to (50%) monthly. 

 
Progress Made: During July 2018 – June 2019, 67% of individuals in or at risk of Adult Care Home entry were 
served by fidelity Individual Placement and Support-Supported employment (IPS-SE) providers. This exceeded 
the goal of 50% by 17 percentage points.  
Barrier: Providers have difficulty understanding criteria for At Risk Population. 
Intervention:  

• QI Clinical Specialist and TCL Lead compares IPS-SE checklist submitted by providers monthly versus 
agency’s electronic system to verify information submitted is accurate.    

• Provider education and technical assistance  
FY2020 Strategy:  

• TCLI Department and QI will continue to verify IPS-SE checklist against information in Alpha 

• Continue to provide technical assistance 
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Quality Improvement Project Name: Increase the percent of individuals who receive a 2nd service within 

or less than (≤) 14 days to 35 %. 

 

Progress Made: During 1Q-3Q of FY2019, 15,444 individuals receiving Medicaid funds-initiated treatment 

but only 3,818 or 25% received a second service within 14 days. This fell below the performance goal of 35% 

by 10 percentage points.  During 1Q-3Q of FY2019, 249 individuals receiving State funds-initiated treatment 

and 101 or 41 % received a second service within 14 days. This exceeded the performance goal of 35% by 6 

percentage points.   

Interventions:  

• Continued Provider Education/awareness at Provider meeting 
Barriers:  Providers are unaware of the time frames to initiate individuals in service 

 

FY2020 Strategy:  

• Initiate Data Reviews and Technical Assistance calls with providers regarding initiation of services 
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Quality Improvement Project Name: Increase follow-up after discharge appointments for mental health 

to 40% 

 

Progress Made: During July 2018– March 2019, 22% (132 out of 606) of individuals admitted for mental health 

treatment received a follow-up visit within 7 days of discharge. This fell below the state standard of 40% by 18 

percentage points. 

Barrier: Lack of transportation, providers not aware of aftercare measures standards 
Interventions:  

• Continued provider education on ListServ, Communication Bulletins and during Provider Meetings.  

• Initiated technical assistance calls with providers in which data is shared.  

• Care Coordination Transportation pilot began February 2019 in Robeson County. 
 
FY2020 Strategy:  

• Continued technical assistance with top three facilites 

• Expand technical assistance calls to provider agencies 
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Quality Improvement Project Name: Increase follow-up after discharge appointments for substance use 

to 40% 

 

Progress Made: During July 2018– March 2019, 11.2% (57 out of 511) of individuals admitted for substance 
abuse treatment received a follow-up visit within 7 days of discharge. This fell below the state standard of 40% 
by 28.8 percentage points. 

Barrier:  

• Lack of transportation, 

• providers not aware of aftercare measures standards 

Interventions:  

• Continued provider education on Listserv, Communication Bulletins and during Provider Meetings.  

• Initiated technical assistance calls with providers in which data is shared.  

• Care Coordination Transportation pilot began February 2019 in Robeson County. 
 
FY2020 Strategy:  

• Continued technical assistance with top three facilities 

• Expand technical assistance calls to provider agencies 
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Member Experience 
 

Eastpointe operates a Complaints and Grievance Department responsible for taking all complaints and 

grievances from members, providers, staff, and any other interested stakeholders.  Complaints or Grievances 

may be presented verbally, written, or submitted via the Eastpointe on an electronic form.   

Complaints: 

Findings: 
During FY19 there was an increase in the number of complaints compared to FY 18, even though there was a 

reduction in members served for both Medicaid and IPRS.  This may be due to ____.  Eastpointe met the 

benchmark of 30 days to resolve all complaints for both FY18 and FY19. 

 

FY20 Strategy: 
Eastpointe will continue monthly the resolution of complaints within 30 days and will review for trends and 

patterns.  More info? 

 

Table- Complaints/Grievances 

 

Client (Stakeholder): 

Annually Eastpointe conducts a web-based client satisfaction survey related to the role of Eastpointe conducted 

within the community.  Stakeholders surveyed included the Division of Health Benefits, Division of Health and 

Human Services, Division of Mental Health/Developmental Disabilities, and Substance Use Services, Division 

of State Operated Facilities and Local Government.  The survey included 12 questions, one that allowed for 

comments, concerns to be indicated.  

During FY19 we has 54 individuals respond to the survey.   

 

Questions two through ten were analyzed against fiscal year with resulting increases in the strongly agree 

category for all questions.  Question numbers 2, 7, 8, 9, and 10 all resulted in increases in FY19 compared to 

FY17.  Areas of concern included question numbers 3, 4, 5, and 6.  Although these areas all showed 

improvement in the areas of strongly agree, the showed a decrease in agree that should be considered.  See the 

full report:  http://www.eastpointe.net/provider/quality-management/#1491506142422-181cc642-8785  

Complaints/Grievances 

FY18

Medicaid

FY19

Medicaid

FY18

IPRS

FY19

IPRS

Total number of complaints received 100 126 38 43

 # Consumer complaints against provider 59 62 7 8

 % Consumer complaints against provider 59% 49% 18% 19%

 # Consumer complaints against LME/MCO 20 24 2 5

 % Consumer complaints against LME/MCO 20% 19% 5% 12%

 # Provider complaints against LME/MCO 2 5 7 8

 % Provider complaints against LME/MCO 2% 4% 18% 19%

 # of Other Types of Complaints 19 35 22 22

 # of Complaints Resolved in 30 Days 100 126 38 43

Percent of Complaints resolved in 30 days 100% 100% 100% 100%

http://www.eastpointe.net/provider/quality-management/#1491506142422-181cc642-8785
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FY19 Strategy:  During FY19 Eastpointe will further investigate and include strategies to address areas of 

concern identified by our stakeholders and incorporate those strategies with our project plan for satisfaction 

surveys.   

 

 

Member Satisfaction- Child 

Annually, Eastpointe participants in an annual survey (ECHO Survey) conducted by the Carolinas Center for 

Medical Excellence. This report is generally received by the MCO mid fiscal year for the previous year, as a 

result this report will review the FY17 annual results.  

For the child survey, attempts were made statewide to survey 3,983 enrollee households by mail and telephone 

during the review period from August 21, 2017 through November 15, 2017, using a standardized survey 

procedure and questionnaire.  The survey instrument consisted of fifty-eight (58) core questions and twelve (12) 

care coordination questions.  To be eligible to complete the survey, enrollees had to be 17 years old or younger 

and have received services from Eastpointe within the last year.  North Carolina returned 667 usable surveys 

and Eastpointe completed 90 of those surveys.  North Carolina had an overall response rate of 21.5% and 

Eastpointe’s response rate was 20.7%.  North Carolina had an overall usable rate of 77.9% and Eastpointe had a 

usable rate of 76.3% 

 

The survey showed Eastpointe opportunities for improvement in the areas of care responsive to cultural needs, 

feeling of treatment success, always having someone to speak with for counseling or treatment when needed, 

person centered planning prepared by the care coordinator, and care coordination satisfaction. 

The result of areas of strength for Eastpointe were the feeling that clinicians showed the members respect and 

spent enough time with them during treatment, care coordinators showed a positive response rate when 

requested, care coordinators were easy to reach when needed and were able to answer questions.   

In response to the survey results, Eastpointe created with assistance from the Provider Council, a project plan to 

address all areas for which Eastpointe was determined below the North Carolina average.  Strategies include, 

member and provider education, increase in communication and education, and awareness.  

FY19 Strategy:  The strategies included within the project plan will continue throughout the year as Eastpointe 

Staff and the Provider Council focus on targeted areas while working with the network.   
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Composite scores comparing FY16 and FY17 for the Child surveys: 

 

Member Satisfaction- Adult 

For the adult survey, attempts were made statewide to survey 3909 enrollee households by mail and telephone 

during the review period from August 21, 2017 through November 15, 2017, using a standardized survey 

procedure and questionnaire.  The survey consisted of sixty-three (63) core questions.  To be eligible to 

complete the survey, enrollees had to be 18 years or older and have received services from Eastpointe within the 

last year.  North Carolina returned 516 usable surveys and Eastpointe completed 57 of those surveys.  North 

Carolina had an overall response rate of 18.9% and Eastpointe’s response rate was 14.8%.  North Carolina had 

an overall usable rate of 73.4% and Eastpointe had a usable rate of 70.4% 

The survey showed Eastpointe opportunities for improvement in the areas of always getting urgent treatment as 

soon as needed, care coordinator helping to find services/supports needed, get appointments as soon as wanted, 

getting in touch with the care coordinator when needed, and having the care coordinator responding to calls in a 

timely fashion. 

The result of areas of strength for Eastpointe were the feeling that care coordinators generally ask how to best 

support the individual, care coordinators are helpful and answer questions, clinicians listen to the member, the 

member feels satisfied with the person-centered plan and was as involved in treatment as much as preferred.   

 

Composite scores comparing FY16 and FY17 for the Adult surveys: 

 

 

 

 

 

 

 

 

Statewide, in the overall rating question, Eastpointe scored second highest in the state for satisfaction among 

adults in treatment with a score of 80%, although not considered statistically significant compared to the other 

MCOs.  The state average was 71.8%. (see below) 

 

 

In response to the survey results, Eastpointe created with assistance from the Provider Council, a project plan to 

address all areas for which Eastpointe was determined below the North Carolina average.  Strategies include, 

member and provider education, increase in communication and education, and awareness.  

FY19 Strategy:  The strategies included within the project plan will continue throughout the year as Eastpointe 

Staff and the Provider Council focus on targeted areas while working with the network.   
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Provider Satisfaction 

 

Annually, Eastpointe participants in an annual provider satisfaction survey conducted by the Carolinas Center 

for Medical Excellence. This report is generally received by the MCO mid fiscal year for the previous year, as a 

result this report will review the FY17 annual results.  

The initial e-mail was submitted to providers in October 19, 2017, followed by a follow-up e-mail and finally a 

reminder call if the provider had not responded by November 2017.  Data collection was terminated on 

November 30, 2017.   

The survey was designed to assess provider perception of the MCO based upon interaction, training and 

support, and providing materials needed to help strengthen their agency.  An attempt to collect data from 5,054 

records was established statewide and if providers responded to at least one question, the survey was considered 

valid.  The survey included 29 core questions.  Eastpointe submitted 308 e-mails to CCME for distribution and 

had 206 surveys responded to or a 68.9% response rate.  Statewide, the average response date was 61.7%.   

Eastpointe’s survey showed opportunities for growth in the areas of provider network staff answering questions 

consistently and accurately, overall provider network satisfaction, response time to provider needs, providing 

consistent information regarding claims, technical assistance information accuracy and usefulness, and appeals 

process for denial, reduction or suspension of services clarification. 

Eastpointe’s survey showed strengths in the areas of referring consumers whose clinical needs match the 

services provided by the agency, provider network keeping the network informed of changes, provider network 

meetings being helpful, training informative and met provider agency needs, claims processed timely and 

accurate, and provider interested being addressed within the Provider Council.   

Composite scores comparing FY16 and FY17 for the Provider surveys: 

 

 

 

 

 

 

In response to the survey results, Eastpointe created with assistance from the Provider Council, a project plan to 

address all areas for which Eastpointe was determined below the North Carolina average.  Strategies include, 

member and provider education, increase in communication and education, and awareness. These strategies will 

continue throughout the year as Eastpointe Staff and the Provider Council focus on targeted areas while 

working with the network.   

FY19 Strategy:  The strategies included within the project plan will continue throughout the year as Eastpointe 

Staff and the Provider Council focus on targeted areas while working with the network.   
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Safety of Clinical Care 
 

Member safety is of great importance to Eastpointe.  Eastpointe identifies aspects of care and service that 

indicate areas of concern through continuous data collection and analysis from multiple sources that focus on 

clinical and non-clinical issues. When an area of concern is identified, topics are systematically selected and 

prioritized to achieve the greatest practical benefit for enrollees (EQRO IV. D.1) The Quality Improvement 

Projects (QIP) selected must achieve demonstrable and sustained improvement in significant aspects of care and 

are expected to have a favorable effect on mental health outcomes and enrollee satisfaction. Additionally, at 

least one of the selected QIPS per program must address enrollee safety for the population served. (EQRO 

IV.A.7)    

  

For accreditation, Eastpointe maintains at least two active PIP/QIPs that address opportunities for either error 

reduction or performance improvement in place related to the services covered by accreditation of Utilization 

Management, Provider Network, and Call Center services.  

  

The North Carolina Division of Mental Health, Developmental Disability and Substance Use Services        

(NC MH/IDD/SU) and Division of Health Benefits (DHB) require a minimum of three performance 

improvement projects. During year one of the contract, a minimum of two performance improvement projects 

were developed which focus on clinical and non-clinical areas. During year two of the contract, at least one 

additional performance improvement project shall be developed; for a total of three performance improvement 

projects. The QIPS selected to fulfill the state requirements may also fulfill URAC requirements. All projects 

separately track Medicaid or State Funded populations. Summaries of these findings will be reported to the 

Board of Directors and CFAC.     

  

 

Quality Improvement Projects (QIP) 

QIP workgroups meet as least quarterly to monitor progress of the projects and ensure consistency with URAC, 

NCQA, DHHS and DHB requirements. Benchmarks for each project are set based upon past performance data, 

measurable goals currently accepted standards or available national data. The Medical Director serves on all 

workgroups to ensure clinical expertise and judgment. A Quality Improvement Specialist is assigned to each 

project and is responsible for gathering and analyzing data along with the Analytics Team. Progress and 

findings of the projects are shared with the Global Quality Improvement Committee and Eastpointe employees. 

The GQIC selected, approved, and monitored the progress of the following Quality Improvement Projects (QIP) 

in 2019.   

 

 



  

Quality Improvement Project Name: Decrease State Hospital Re-Admission Rate to 6% or less 

Progress Made: During 1Q-2Q 6.4% of individuals, (9 re-admits/141 discharges) were readmitted within 30 

days to state psychiatric hospitals. This fell short of the goal of 6% or less by 0.4 percentage points.   

 

Barriers:  More admissions and re-admissions occurred with adults. Individuals discharged fail to follow-up 

with provider despite aftercare appointments being scheduled.  Providers complete "intake" paperwork on the 

initial appointment and don’t provide a billable service. 

Interventions:  

• MH/SU Care Coordination participates on discharge planning team at State Psychiatric hospitals prior to 

discharge, send letters and provide follow-up calls to members.  

• MH/SU Care Coordination monitors members for at least 30 days after discharge.  

• MH/SU Care Coordination contacts the provider regarding follow up and engagement of services to 

ensure the members have appointments with a community-based provider within 7 calendar days of 

discharge by linking members to call center.  

 

FY2020 Strategy:  

• MH/SU Care Coordination will continue to partner with the discharge planning team at State Psychiatric 

hospitals prior to discharge.  

• MH/SU Care Coordination will continue to send letters and provide follow-up calls to members. 

• MH/SU Care Coordination will contact the hospital or state facility within 48 hours to begin discharge 

planning.  

 

*Data not available for 3Q-4Q due to claims lag 
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Quality Improvement Project Name: Increase percentage of members who received a face to face service 

within 48 hours to 70% 

Progress Made: During FY2019, 31% of individuals (Medicaid) determined to need urgent care were provided 

a face to face service within 48 hours from the time of the request, while only 32% (State) received a service 

within 48 hours. Both fell short of the performance goal of 70%.  

Barriers: Transportation and members refusal to accept appointments within timeframe due to transportation, 

conflicting schedules with work, school or childcare. Providers complete intake paperwork as opposed to 

providing a billable service during scheduled appointment.  

Interventions:  

• Member Call Center makes reminder calls to the member before noon the day prior to the appointment.  

• Member Call Center begun referring Medicaid members interested in transportation reimbursement to 

participating DSS agencies, so an individual of their choice can be reimbursed 1/2 the state rate to take 

them to up to one (1) Medicaid reimbursed appointment per day. 

• Surveyed network providers to obtain interest in providing diagnostic assessments on the weekends and 

after hours.  

• Developed an internal report that captures if appointment was billable or non-billable 

FY2020 Strategy: 

• Continued reminder calls to members the day before appointment 

• Continued outreach to providers concerning weekend appointments and conducting assessments in the 

home/community 
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Quality Improvement Project Name: Decrease Emergency Department (ED) Readmissions within 30 

days to 20% monthly   MAINTENANCE 

Progress Made: During FY2019, 16% (3,164 admissions/520 re-admissions) of individuals were re-admitted to 

ED within 30 days, this exceeded the performance goal of 20% by 4 percentage points.    

 

Interventions: Hospital Transition Team monitors hospital admissions and discharges daily. Care Coordination 
staff contact providers regarding 
                           ED admissions to assist with discharge planning.  
 
Barriers:  Common culture to visit the ED as opposed to following through with provider.  
 
 

FY2020 Strategy:  

• Hospital Transition Team will continue to monitor hospital admissions and discharges daily. 

 
 

 
 

18%

15%

17%
16%

15% 15%

12%

16%

14%
15%

11%

19%

20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20% 20%

0%

5%

10%

15%

20%

25%

Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19

Decrease ED Re-admissions to 20% Monthly
July 2018 - June 2019

% re-admitted Goal



   Eastpointe | Annual QI Report FY19  21 

  

 

 

Quality Improvement Project Name: Decrease Emergency Department (ED) admissions for Active 

Members to 20%                                                  

 

Progress Made: An active member is defined as any individual who receives excluding assessments) 90 days 

prior to the date of the ED visit. During FY2019, 33% (1,037 out of 3,164) of individuals were admitted to the 

emergency department failing to meet the benchmark of 20% by 13 percentage points. 

Barrier: Members utilize ED rather than contacting providers after hours, part of the culture in our 
community. Treatment response time is typically faster.   
Intervention:  

• MH/SU Care Coordinator Supervisor generates internal report daily to check admissions,  
• Hospital Transition Team makes daily contact with ED  

 
FY2020 Strategy:  

• Initiate data review and technical assistance calls with provider regarding members linked to their organization 
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Quality of Care Referrals:   

Findings: 
In FY19 Eastpointe continued to track Quality of Care (QOC) and Complaints submitted by members, families, 

advocates, and providers within the year.  One way that Eastpointe tracks QOC is through the QOC committee.  

This committee meets weekly and receives referrals from various departments within the agency who have 

cause for concern related to services provided.  These concerns may be submitted by the UM Department, Care 

Coordination or other departments.  The clinical team, including the Medical Director, reviews the referral and 

assigns to the appropriate department for referral.  As seen below, the total quality of service and quality of care 

referrals increased significantly during the 4th qtr.  NEED MORE INFO HERE 

 

FY20 Strategy:   
Eastpointe will continue to work each individual QOC referral.  When trends are identified at the staff or 

provider level, technical assistance will be offered.  If non-responsive, a corrective action plan provider 

monitoring, or program integrity review may be necessary.   

Figure-Quality of Care Referrals  

18 27 18 38

1 5 2 11

% managed within timeframe 100% 100% 100% 100% 100%

Identified Trends or improvements made

1)Provider failing to provide svcs. in 

accordance with service definition; 

billing out of unapproved sites and 

billing but not providing services.  

2) Nine (9) complaints regarding MCO 

functions.  

1) Provider failing to provide svcs. in 

accordance with service definition; 

billing out of unapproved sites and 

billing but not providing services.  

Nine (9) complaints regarding MCO 

functions.

  

2) Dissatisfaction with eastpointe 

employee funcitons: 7 Complaints 

1)Six (6) of QOS involved staff rudeness 

and unprofessionalism.

2) Five (5) of QOC involved provider not 

providing services timely or in accordance  

with service definitions.

78 complaints involved Provider professionalism and 

attitude 

 

12 complaints involved LME Functions (not providing 

coordination, rudeness, etc.) 

17 Complaints involved Lack of Coordination by provider  

7 Complaints involved billing for services not provided 

Overall Trends – Increase number of allegations against 

Eastpointe employees.  Increased number complaints 

involving lack of service coordination by provider. 

Number complaints investigated and substantiated 

remained roughly the same.  

Improvements – Increased mediation by G&A with 

providers to resolve member issues.  

Total QOS

Total QOC

Quality of Care



  

Effectiveness of Quality Management Objectives 
The overall objective of the Quality Management Program (QM) is designed to implement state and federal 

regulations along national accreditation standards. The following describes how Eastpointe intends to comply 

with these standards. The goals and objectives correspond with work plan and the strategic plan.    

  

Goal# 1. Meet or exceed CMS, DHB, DHHS, defined minimum performance levels on standardized 
quality measures both quarterly and annually. 
Quality Assurance audits are conducted on a monthly and quarterly basis.  QI Review Specialists review 

medical records, grievance and appeals, claims data to determine the organization’s level of performance and/or 

compliance. The QM Department has implemented processes for monitoring internal performance in the 

following areas: 

• Member Call Center: Access to Care Standards  

• Utilization Management: Review of Appeals and Medical Necessity Denials  

• Mental Health Care Coordination: Discharge and Follow up time frames   

• Innovations: Level of Care and service provision 

• Transition to Community Living: Follow up visits 

• Grievance and Appeals: Time frames  

• Claims Audits: Accuracy and processing  

 

During FY2019, DHB and DMH established new performance measures standards that include financial 

penalty known as ‘Super Measures”.  The three (3) measures chosen by DHB address each of the disability 

groups mental health, developmentally disability and substance use (MH/DD/SU), while the DMH measures 

concentrate on MH, SU and TCLI measure. A cross functional workgroup was established by Analytics to 

implement strategies to meet these standards.  The group meets monthly.   

 

Goal # 2. Develop and implement Performance/Quality Improvement Projects annually 
Performance/Quality Improvement Projects (PIPS/QIPS) are initiated in response to identified problems, gaps, 

performance issues, accreditation requirements and or other performance initiatives. QI Review Specialists are 

assigned to projects to gather, analyze and process data related to the projects. Updates on performance/quality 

improvement initiative are shared with GQIC and staff quarterly. (EQRO IV.A.7) 

 

Goal #3. Implement methods to detect over and under-utilization of services 
Eastpointe’s provider network is evaluated for over/under utilization of behavioral health care services no less 

than quarterly by the over/under utilization committee.  The monitoring of over/underutilization of behavioral 

health services occurs both at the member level and at the systemic level using aggregate patient data.  During 

FY19, Data Analytics established a workgroup to formerly review and address the data findings.    

 

This review process includes a statistical analysis of pre-established standards for individuals and an overall 

systemic analysis of services provided based historical utilization data and budgeted units.  When a provider is 

identified as possibly delivering substandard care, the Utilization Management Department refers that provider 

for a Quality of Care Concern Investigation.  Upon utilization of aggregate data, if a provider is identified as 



   Eastpointe | Annual QI Report FY19  24 

  

 

potentially delivering substandard care, they are referred to Program Integrity for further investigation. 

 

On the individual level, Eastpointe’s Utilization Management (UM) Department applies clinical care criteria 

related to best practices on current treatment protocols and national standards. The UM Department analyzes 

care utilizing pre-established utilization thresholds and specific case review.  Eastpointe’s established threshold 

for the utilization of services examines individual and service specific patterns outside the established criteria 

and is reviewed for further examination by the over/underutilization committee.    

Eastpointe’s over/under utilization committee, comprised of members from the UM, Finance, and QM 

Departments, analyzes regularly the top three over/under performing services based upon historical utilization 

and budgeted units.  Once reviewed, further analysis may occur if needed.  The committee also considers the 

individual data as reported by UM when reviewing aggregate data and any other outliers identified during the 

review.  Services identified as over utilized based upon historical and budgeted amounts shall have at least one 

of the outcomes occur:  recommendation for revision of budgeted amounts, data analysis at the individual 

member level, data analysis at the provider level, or referral to Program Integrity.   

 

Key Performance Indicators (KPI) related to Over/Under Utilization 
KPI Level of Data Review Date Review Perspective 

Type of Service Individual/Aggregate Provider/Member 

Units of Service Individual/Aggregate Provider/Member 

Dates of Service Individual/Aggregate Provider/Member 

Patient Diagnostics Individual Member 

 

FY19 Strategies: 

• Member level data/case review with peer to peer intervention 

• Aggregate level data review with recommendations for member unit level/budget changes 

• Aggregate level network analysis of specific types of services utilized 

• Member level referral for Quality of Care, resulting in provider network monitoring and corrective 

actions as required 

• Network threshold review, service specific 

 

FY19- High Utilization (Based upon historical data projections and paid claims) 

 
As shown in the figure above, Eastpointe had 3 services that were showing a major over run during FY19.  As 

indicated previously, Eastpointe did not have an over/under utilization committee to review the data and make 

recommendations for change and investigate over-runs.  As a result, the units per service over run based upon 

the budgeted amounts.  Eastpointe did not run over financially for the FY, however; we did have a rate change 

Services  Sum of Budget Units FY 18 Sum of Actual Units FY 18 Sum of Variance between Budget-Actual Sum of Variance Units X Rate

T2013TF - T2013TF-COMMUNITY LIVING AND SUPPORTS 1366560 6960441 (5593881) ($27,521,894.52)

Inpatient - Inpatient 17064 23354 (6290) ($3,302,250.00)

0911 - RC911 - PRTF 17472 19233 (1761) ($846,291.11)

Over-Under Utilization based on Budgeted Units

Time Period Utilized 7/1/17-6/30/18 TOP 3 Over
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that was not reflected in the budgeted units.  

 

FY19- Low Utilization (Based upon historical data projections and paid claims) 

 
As shown in the figure above, we find from analysis the 3 services that ran low based upon the budgeted 

amounts for service.  These services were monitored closely by UM and were a part of their targeted 

monitoring.  The reduction in units utilized were used to adjust the budget for FY19.  As there was not a 

committee to review and respond, the units remained the same for the FY and were not adjusted.  This is a 

change with the new over/under utilization committee.  As services over/under run they will be investigated, 

and findings will be reported to the Executive Team for recommended changes.   

FY19- Authorization Trending Report  

Services  Sum of Budget Units FY 18 Sum of Actual Units FY 18 Sum of Variance between Budget-Actual Sum of Variance Units X Rate

T2021 - T2021 - Day Supports 875328 509724 365604 $9,403,334.88

H2022 - INTENSIVE IN-HOME SERVICES 45012 37859 7153 $1,846,904.60

H0015 - SUBSTANCE ABUSE INTENSIVE OUTPATIENT PRO (H0015) 36000 28011 7989 $1,051,032.84

Over-Under Utilization based on Budgeted Units

Time Period Utilized 7/1/17-6/30/18 TOP 3 Under
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Above is an example of the monthly authorization trending report maintained by the UM Department.  As 

shown on the sample above, each service has a targeted number of units per service.  The measure shows a 4 

week and 12 week moving average to assist the department in determining how the service is trending.  Based 

upon the graph above, the authorized services were on target based upon the budgeted amount for services.  

This data is pulled monthly and now discussed as a part of the over/under utilization committee.  This 

committee will closely monitor services what are over/under running and make adjustments as needed. 

  

Goal # 4. Assess the quality and appropriateness of care furnished to members/enrollees annually 
The QI Department conducts record reviews of Innovations cases to ensure oversight of plan implementation 

and service delivery on a quarterly basis. MH/SU Care Coordination audits are conducted quarterly to ensure 

coordination for members/enrollees discharged from state facilities or who have received inpatient admission or 

facility-based crisis. The department also facilitates the weekly Quality of Care Committee (QOC) which 

reviews cases of concerns originating from various departments throughout the organization.  

 

Innovations Back-up staffing plans are monitored by Provider Monitoring to assess appropriateness of care 

furnished to members. A plan of correction is required if the failure to provide back-up staffing presents a 

 (2,500)

 (2,000)

 (1,500)

 (1,000)

 (500)

 -

 500

7
/1

/2
0

1
7

7
/1

1
/2

0
1

7

7
/2

1
/2

0
1

7

7
/3

1
/2

0
1

7

8
/1

0
/2

0
1

7

8
/2

0
/2

0
1

7

8
/3

0
/2

0
1

7

9
/9

/2
0

1
7

9
/1

9
/2

0
1

7

9
/2

9
/2

0
1

7

1
0

/9
/2

0
1

7

1
0

/1
9

/2
0

1
7

1
0

/2
9

/2
0

1
7

1
1

/8
/2

0
1

7

1
1

/1
8

/2
0

1
7

1
1

/2
8

/2
0

1
7

1
2

/8
/2

0
1

7

1
2

/1
8

/2
0

1
7

1
2

/2
8

/2
0

1
7

1
/9

/2
0

1
8

1
/1

7
/2

0
1

8

1
/2

7
/2

0
1

8

2
/6

/2
0

1
8

2
/1

6
/2

0
1

8

2
/2

6
/2

0
1

8

3
/8

/2
0

1
8

3
/1

8
/2

0
1

8

3
/2

8
/2

0
1

8

4
/7

/2
0

1
8

4
/1

7
/2

0
1

8

4
/2

7
/2

0
1

8

5
/7

/2
0

1
8

5
/1

7
/2

0
1

8

5
/2

7
/2

0
1

8

6
/6

/2
0

1
8

6
/1

6
/2

0
1

8

6
/2

6
/2

0
1

8

IIH Authorized Units vs 140 Target

Sum of Target vs Actual Sum of 4-wk moving avg Sum of 12-wk moving avg



   Eastpointe | Annual QI Report FY19  27 

  

 

health and safety concern. The QI Department compiles the aggregate data and summarizes findings for 

submission to Department of Health and Human Services(DHHS).     

 

Enrollee progress and experience is also monitored through NC Treatment Outcomes and Program Performance 

System (NC-TOPPS).  Quality Improvement (QI) Staff work together with providers to ensure complete and 

accurate reporting of member/enrollee progress and outcomes. QI staff conduct daily reviews of the NC-TOPPS 

System for updates needed. An email reminder or phone call to providers may occur regarding updates due or 

out of compliance issues.  

 

The Transition and the Quality Management Department collaborate to assess the quality of member’s being 

referred for housing placement, patterns of service utilizations and measures from the DHHS Dashboard. 

Quarterly audits are also conducted to ensure discharged related measures are followed per Department of 

Justice (DOJ) settlement guidelines. 

 

Goal #5. Measure Performance of Network Providers  
Eastpointe MCO monitors its providers through various methods. These processes measure service quality and 

ensure standards of care are followed:  

• Health and Safety Reviews 

• Review of Level II and III Incident Reports 

• Focused/Targeting Monitoring 

• Complaint Reviews 

• Post Payment Clinical Reviews  

 

Perception of Care Surveys are conducted annually to assess consumer satisfaction and perceptions of quality 

and outcome of publicly funded Mental Health(MH) and Substance Use (SU) services. Results of the survey are 

reviewed by Data Analytics and shared with CFAC, Human Rights, GQIC Committee and Provider Network. 

Previous year’s results are compared, and an action plan is developed to address systematic issues identified. 

(EQRO IV.A.4) 

 

Monitoring provider submission of NC TOPPS interviews is one method of monitoring provider performance. 

Quality Improvement Department compares paid claims data to NC-TOPPS submission to ensure interviews are 

completed according to guidelines. In the event, an interview has not been completed, QM Staff will contact the 

provider. During FY2018, almost fifty percent (50%) of providers submitted NC-TOPPS. 

Goal # 6. Provide Performance Feedback to Providers  
Eastpointe believes creating a partnership through open dialogue with providers will improve outcomes and 

quality of life for members/enrollees. Performance feedback is shared with providers through provider 

meetings, forums and training sessions. Eastpointe disseminates critical and time sensitive information through 

communication bulletins and provider listserv.   

 

Annually the Division of Health Benefits (DHB) Contracts with a third party to complete ECHO satisfaction 

surveys.  The annual surveys are completed on both adult and child members as well as providers within the 

Eastpointe network.  Once the results are received, Data Analytics Department completes a comparison of 

Eastpointe’s results from the previous year and the statewide average. The results of those surveys are shared 
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with the Provider Network, Provider Council, CFAC, GQIC and other Stakeholders as well as posted on the 

website. An action plan is developed to address areas of concern. Updates to the plan occurs quarterly.                       

(EQRO IV.A.5, IV.A.6, IV E.2)                        

Goal #7. Develop and adopt clinically appropriate practice parameters and protocols 
Eastpointe uses established medical necessity criteria, clinical decision support and level of care tools that serve 

as the basis for consistent and clinically appropriate service authorization decisions for all levels of mental 

health, substance abuse and intellectual/developmental disability services. Eastpointe adopted Clinical Practice 

Guidelines with national and/or professional standards for providers to utilize when submitting requests for 

review. The guidelines are located on Eastpointe’s website for review. 

Consistent medical necessity determinations decisions are accomplished through quarterly inter-rater reliability 

studies. Staff responses are measured against the responses of the Medical Director.  Scores below the 

benchmark indicate a need for retraining and /or increased individual supervision and monitoring of staff 

decisions.  

 

Eastpointe maintains a Clinical Advisory Committee (CAC), comprised of Provider Agencies, Licensed 

Independent Practitioners (LIP) and Hospitals. This committee ensures practice guidelines are shared among a 

consensus of professionals. Practice guidelines are reviewed and updated annually and/or periodically by the 

committee and in accordance with changes and developments in clinical research.  

 

During FY2019, a cross-functional workgroup consisting of External Operations, Regulations and Compliance, 

Clinical Operations, Quality Management and Medical Director was established. The purpose of the group was 

to create a process and workflow to assess provider compliance with clinical practice guidelines adopted by 

Eastpointe LME/MCO. Effective FY2019, Eastpointe began monitoring Clinical Practice Guidelines during 

utilization review process. Quarterly, Quality Improvement (QI) Department will report and analyze data to 

assist external operations in offering targeted training within the provider network. 

Feedback and technical assistance will be provided as needed to provider agencies.  (EQRO IV.A.2)    

Goal #8 Evaluation of Access to Care for Members/Enrollees 
Eastpointe evaluates the adequacy of the provider community regarding issues such as cultural and linguistic 

competency of existing providers, provisions of evidenced based practices and treatment and availability of 

community services to address housing and employment issues. The organization has implemented several 

processes to ensure that medically necessary services are delivered in a timely and appropriate manner.  

  

Eastpointe utilizes GEO Access Mapping which determines the location of providers based on the state 

guidelines of 30/45 miles from a member’s home to service location. The network capacity report measures the 

number and type of active members/enrollees and providers served by category in the catchment area.  

 

Eastpointe recognizes timely access to care is critical to protect both health and safety and ensure positive 

outcomes. Monitoring Call Center and UM metrics is one of the most effective methods for evaluating member 

access. These metrics as well as quarterly Access to Care Report (ATC) are discussed and reviewed on a 

quarterly basis during GQIC meetings. An active QIP is also in place to ensure members receive timely access 

to care. Eastpointe operates a 24-hour member call center to link individuals to services within the ten-county 

area through a toll-free crisis line.   
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Goal #9. Provider Sufficiency  
A goal of Provider Network is to ensure adequate appointments available to members/enrollees to meet the 

standard. Members are informed of the availability and how to access Crisis Services in Eastpointe’s area 

through advertisement, distribution of brochures to the local community, welcome letters from Eastpointe, 

enrollee handbook, community collaborative meetings, and Eastpointe website. Eastpointe providers are held to 

state standards regarding wait time for emergent, urgent and routine appointments. 

 

The Needs and Gaps Assessment is conducted annually. The assessment evaluates access to services offered 

throughout the network and includes input from consumer, stakeholders, family and stakeholder regarding 

needs and gaps in the catchment area. The report also includes progress identified during last year’s report and 

strategies to address the gaps.  

 

During FY2018 Network Development Plan addressed services gaps identified during the previous year’s 

assessment. The plan addresses needed capacity in such areas as opioid usage, community wellness model, 

transportation opportunities and other noted areas.  

  

In conjunction with QI, the department measures provider network access and availability and reports the 

results to the Global Quality Improvement Committee (GQIC). 
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