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(TCL)Program Description 

North Carolina Supportive Housing Program 

 

Overview and Purpose 
 

Disability Rights North Carolina wrote the U.S. Department of Justice (DOJ), 

claiming that North Carolina was improperly warehousing adults with mental 

illness in adult care homes in violation of the 1991 Americans with Disabilities Act 

(ADA). The complaint alleged North Carolina was falling on its obligation to 

provide community placement for people emerging from psychiatric hospitals. 

Instead, the default practice was to place these mentally ill people in adult care 

homes, facilities originally created and designed to serve as rest homes for the 

elderly. After an investigation, the DOJ ruled that the state was indeed improperly 

placing people with mental illnesses in adult care homes, that North Carolina 

lacked alternative housing placements for these people in violation of the ADA and 

of subsequent Supreme Court rulings. North Carolina settled the case with the DOJ 

and agreed to create community-based living for 3,000 housing slots over the 

coming eight years at the cost of about $287 million, to more properly house 

people with mental health disabilities in the community. Placement would 

emphasize individual choice, in the least restrictive setting with the emphasis on 

integration into a   community setting. The settlement promotes person centered 

planning, individual choice, individual responsibility and access to safe, affordable 

housing. North Carolina agreed to focus more on people with mental health 
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disorders achieving recovery and less on just keeping people stable enough to stay 

out of state psychiatric facilities. Another aspect of helping people with mental 

health problems succeed in housing is helping them find jobs. The model would 

provide people with counseling to find jobs that fit their interests and abilities. The 

service of supported employment was created and integrated into the process as 

housing placements are placed into the community.  

Annually the Department of Health and Human Services (DHHS) shall report to 

the Joint Legislative Oversight Committee (JLOC) on Health and Human Services 

of the General Assembly on the number of individuals with each Local 

Management Entity/Managed Care Organization (LME/MCO) catchment area who 

transitioned into housing slots in the community. 

At Eastpointe, it is the responsibility of the transition department to work 

collaboratively with consumers, families, providers, property owners, DHHS, 

social services, state hospitals, NC Housing and Finance Authority (HFA), adult 

care homes and other partners to ensure the terms of the agreement are met and to 

assist the consumer in matters that increase their likelihood of success with their 

community transition.  A one-time transition stability payment for everyone is 

allowed for up-front move in costs. Eastpointe employs staff that is clinically 

licensed, individuals with a bachelor’s degree and Certified Peer Support 

Specialists to serve the participants in the program and in providing in-reach 

services to the Adult Care Homes (ACH) and State Psychiatric Hospitals. 

Eastpointe TCL staff review all new transitioning cases and medically complex 

cases with the medical director on staff to ensure a biopsychosocial approach is 

used during the transition process.  DHHS has responsibility for developing and 

distributing to Eastpointe a list of potentially eligible program participant’. In-

reach is provided to those living in ACH, and those receiving treatment is State 

Psychiatric Hospitals. In-reach works in collaboration with the individual and 

partners (providers of services, transition supports, medical staff) work to identify 

treatment needs to increase the likelihood that he or she will engage in the most 

effective and efficient level of treatment and with available community resources.     

Eastpointe is responsible for prioritizing the list of individuals to whom it will 
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provide in-reach activities and to notify DHHS of their findings with DHHS 

having final determination of eligibility. Additionally, the DOJ care coordination 

section address and explore the concerns of any ACH residents who decline the 

opportunity to move to supported housing despite being qualified for such housing.     

Diversion from placement in ACH another part of the settlement is afforded by the 

Preadmission and Screening and Residential Review (PASSR) process in that 

before an ACH can accept any individual for admission a PASSR review must be 

conducted. The DHHS notifies Eastpointe of a consumer who meets requirements 

for Transition to Community Living (TCL). Eastpointe staff will meet face to face 

with the individual and determine their appropriateness and interest on 

transitioning to the TCL program. Eastpointe staff informs DHHS of the findings 

of the meeting using a Community Integration Plan.   

DOJ Priority Target Population 

1.) All Medicaid eligible Individuals with SMI/SPMI who are or will be 

discharged from a State psychiatric hospital and who are homeless or have 

unstable housing (Population Category 4). 

2.) All Medicaid eligible individuals who are in or at risk of admission into 

adult care homes pursuant to the preadmission screening and diversion 

provisions of Section III (F) of the Settlement Agreement with the 

Department of Justice and G.S. 131-D-2.4 (Population Category 5). 

Transition staff performs a variety of functions to facilitate communication among 

providers and partners. Staff will assist with educating the member about 

additional support services and resources, assisting enrollees with obtaining any 

necessary assessments, choosing a provider of behavioral health services, 

arranging appointments, participating in the development of the person-centered 

plan, attendance at treatment team meetings and other needed functions as 

necessary. Transition staff connects members to a primary care provider if they do 

not have one at the time of their transition. They will also be connected to 

Community Care of North Carolina (CCNC) if they have high medical needs.  

Staff assists the individuals with housing options, facilitating and accompanying 
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individuals on site visits to permanent/supported housing, obtaining household 

supplies. Enrollees are also assisted with primary health care coordination, 

Medicaid, Special Assistance, security and other deposits, available clinical 

services, community supports, Transition Management Services and multiple other 

tasks for a successful transition into their community. Once placed in the housing 

unit the Care Coordination continues to work with the individual for at least a 90-

day period to improve the likelihood of successful transition to community living.   

Transition staff may stay involved longer than 90 days based on the needs of the 

member. 

Staff receiving multiple trainings from a variety of different sources including 

Relias Learning, Area Health Education Centers (AHEC), Division of 

DHB/DHHS, but not limited to those listed below:  

• Person Centered Planning 

• Motivational Interviewing 

• Transition Management Services  

• Special Assistance 

• Supported Housing 

• Health Insurance Portability and Accounting Act (HIPAA) 

• Confidentiality 

• Assertive engagement 

• Active Listening Skills 

• Diagnostic Statistical Manual (DSM) - V 

• Department of Social Services (DSS) and Transition to Community Living 

• Mental Health First Aid 

• Ethics 

• Crisis Management 

• Social Security Benefits 

• ACTT Fidelity Model 

• Veteran’s Mental Health Issues 

• Supported Employment 
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Transition to Community Living Organizational Flow Chart 
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Eastpointe and DHHS Collaboration 

Eastpointe participates in all regularly scheduled DHHS/MCO conference calls and 

face to face meetings.  Staff attends all mandatory trainings regarding the 

Transition to Community Living settlement.   

Transition Unit Organization 

The Unit is supervised by the Lead Transition Coordinator who reports to the 

Director of the Transition Department.  Staff is housed in Rocky Mount, 

Lumberton, and Kinston to cover the 10 county areas under Eastpointe 

LME/MCO.  Daily program oversight is provided by the Lead Transition 

Coordinator and the Transition Department Director.  The Medical Director 

provides oversight of the Transition Department.  The Assistant Director of 

Clinical Operations has direct supervision over the Transitional Department, which 

is part of the Clinical Operations Section of the LME/MCO.   Each office is broken 

up into teams. Each team includes one Transition Care Coordinator and Transition 

Support Specialist. Clinical oversite is provided by the Transition Clinical Care 

Coordinator. All In-Reach duties are completed by the In-Reach Support 

Specialist. Direct and clinical supervision is also provided by the Lead Transition 

Coordinator and the Director of Transition Services. The activities of the program 

follow the guidelines set forth by DHHS in support of the DOJ settlement.  

Quality Improvement 

The Transition Department Director and the Lead Transition Coordinator work 

with the Quality Improvement Department to develop and monitor benchmarks for 

the unit.  The goal of the collaboration is too assessing the quality of members 

being referred for housing placement, patterns of service utilizations, and measures 

from the DHHS Dashboard. The Analytics Department identifies the number of 

individuals receiving Assertive Community Treatment (ACT) and Individual 

Placement Support (IPS-SE) services monthly. During FY 15-16, the QM 

Department collaborated with the TCLI staff and developed a web-based form for 

Supported Employment providers to submit information electronically. 

Information submitted is compared to NC TOPPS data to validate provider specific 
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outcomes Quarterly audits are also conducted to ensure discharged related 

measures are followed per Department of Justice (DOJ) settlement guidelines. 

During FY 18 QI collaborated with TCLI to develop strategies and a Quality 

Improvement Project (QIP) to address performance outcomes not meeting state 

baseline requirements on the Transition to Community Living Dashboard.   

Eastpointe’s current participation in the quality improvement project will increase 

the number of individuals in the Priority Population served by a Fidelity Provider 

to thirteen (13) monthly. 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. 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. On an ongoing basis, the Transition to Community Living Lead and the 

Transition Department Director, in conjunction with QI, identify areas of growth 

and develop performance improvement projects to strengthen performance.  

Closing 

This document provides a broad overview and is intended to be used in 

conjunction with other documents.  The following additional documents are 

complements to this plan and should be considered vital to a thorough 

understanding of Care Coordination at Eastpointe LME-MCO. 

 

✓ Clinical Coverage Policy  

✓ 1915 (b) (c) Contract 

✓ Eastpointe Policy and Procedure-  specifically Care Coordination 

✓ Eastpointe Process Workflows-  specifically Care Coordination 

✓ URAC Standards 

✓ Best Practice Standards adopted by Eastpointe 

✓ Eastpointe Training Plan/Map specific to Care Coordination 

 


