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Meeting Summary

Attendees:

Task Force/Steering Committee: Patrice Alexander, Robert Bilbro, Dewayne Book,
Sherry Bradsher, Sonya Brown, Anthony Burnett,Gagdhuri, Chris Collins, April
Conner, Grayce Crockett, Leah Devlin, Beverly EdRebert Gwwyther, Paula
Harrington, Carol Hoffman, Larry Johnson, JinnieMssy, Sara McEwen, Phillip
Morring, Paul Nagy, Will Neuman, Janice Peterseiili&h Purcell, James Ragan, Jane
Schairer, Sally Smith, Flo Stein, Steve Sumerehéfhomas, Leza Wainwright,
Cynthia Wiford

Interested Persons. Karen Chapple, Sheila Davies, Steve Day, Kath{edson, Denise
Harb, Jessica Herrmann, Lisa Mares, Nidu Menon gsti@t Weller-Stargell, Katherine
Wellman, Helen Wolstenholme, Karen Yerby

Saff: Kimberly Alexander-Bratcher, Thalia Fuller, Marlokhes, Pam Silberman, Daniel
Shive, Berkeley Yorkery

VOTE ON PRIORITY RECOMMENDATIONS

The task force convened to discuss the recommemdaitn the interim report and select
which to make priority recommendations. The folilogrecommendations were
selected.

Recommendation 4.1
(a) The North Carolina General Assembly should appater$1,945,000 in SFY
2009 and $3,722,000 in SFY 2010 in recurring fulad$e Division of Mental
Health, Developmental Disabilities, and Substanbask Services
(DMHDDSAS) to develop a comprehensive substanceaptevention plan for
use at the state and local levels, consistentthélCenter for Substance Abuse
Prevention (CSAP) Strategic Prevention Framewohle flan should increase the
capacity at the state level and within local comitiesito implement a
comprehensive substance abuse prevention syst@mtizing efforts to reach
children, adolescents, young adults, and theirmgar& he goal of the prevention
plan is to prevent or delay the onset of use ajtadt; tobacco, or other drugs,
reduce the use of addictive substances among ugensify those who need
treatment, and help them obtain services earlignerdisease process.
(1) DMHDDSAS should work witrappropriate stakeholders to develop,
implement, and monitor the prevention plan at théesand local level.
Stakeholders should include, but not be limitedbtber public agencies



that are part of the Cooperative Agreement Advigwgrd, consumer
groups, provider groups, and Local Management ieat{LMES).

(2) DMHDDSAS should direct LMEs to involve similar s&lolders to
develop local prevention plans that are consistétht the statewide
comprehensive substance abuse prevention plan.

(b) Of the recurring funds appropriated by the Nortihoiaa General Assembly,
$1,770,000 in SFY 2009 and $3,547,000 in SFY 20k be used to fund 6
pilot projects to implement county or multi-courttymprehensive prevention
plans consistent with the statewide comprehensitsstance abuse prevention
plan. DMHDDSAS should make funding available oroepetitive basis,
selecting 1 rural pilot and 1 urban pilot in thtMBIDDSAS regions across the
state. Technical assistance should be provideuetse¢lected communities by the
regional Centers for Prevention Resources. LMEsllshgerve as fiscal and
management agencies for these pilots. The 6 pitpegts should:

(1) Involve community agencies, including but not lieditto the following:
Local Management Entities, local substance abuseadgers, primary care
providers, health departments, social servicesrtiepats, local education
agencies, local universities and community collegk=althy Carolinians,
local tobacco prevention and anti-drug/alcohol itioals, juvenile justice
organizations, and representatives from criminsti¢ge, consumer, and
family advisory committees.

(2) Be comprehensive, culturally appropriate, and baseevidence-based
programs, policies, and practices.

(3) Be based on a needs assessment of the local cotgrthatiprioritizes the
substance abuse prevention goals.

(4) Include a mix of strategies designed for universalective, and indicated
populations.

(5) Include multiple points of contact to the targepplation (ie, prevention
efforts should reach children, adolescents, anshg@adults in schools,
community colleges and universities, and commusetyings).

(6) Be continually evaluated for effectiveness and ugaeontinuous quality
improvement.

(7) Be consistent with the systems of care principles.

(8) Be integrated into the continuum of care.

(c) The North Carolina General Assembly should appeater$250,000 of the Mental
Health Trust Fund to the Division of Mental Healrevelopmental Disabilities,
and Substance Abuse Services to arrange for apendent evaluation of these
pilot projects and for implementation of the stali@n. The evaluation should
include, but not be limited to, quantifying the toef the projects; identifying the
populations reached by the prevention efforts; assssing whether the
community prevention efforts have been successfdelaying initiation and
reducing the use of tobacco, alcohol, and othegslaamong children,
adolescents, and young adults. The evaluation dradsib include other
community indicators that could determine whetherculture of acceptance of
underage drinking or other inappropriate or illegabstance use has changed,
including but not limited to arrests for drivingdar the influence, underage



drinking, or use of illegal substances; alcohol dneh related traffic crashes;
reduction in other problem indicators such as stfaloire; and incidence of
juvenile crime and delinquency.

(d) The Division of Mental Health, Developmental Didalas, and Substance Abuse
Services should use the findings from the indepeneéealuation of prevention
services to develop a plan to implement the subdestsategies statewide. The
plan should be presented to the Legislative Ovbetigmmittee on Mental
Health within 6 months of when the evaluation impteted.

Recommendation 4.4
In order to further reduce youth smoking, the N@&#rolina General Assembly
should increase the tobacco tax per pack to ther@taverage. Increasing the
tobacco tax has been shown to reduce smokingcpktiy among children and
youth. The increased fees should be used exclydiwelupport prevention and
treatment efforts for alcohol, tobacco, and othegsd.

Recommendation 4.6
The North Carolina General Assembly should endawavhich prohibits smoking in
all public buildings including, but not limited tegstaurants, bars, and worksites.

Recommendation 4.7

(a) In order to reduce underage drinking, the Northolaa General Assembly
should increase the excise tax on beer. Beer ialtodolic beverage of choice
among youth, and youth are sensitive to price asgs.

(b) The excise taxes on beer and wine should be indexik consumer price index
so they can keep pace with inflation. The excigddabeer was last increased in
1969, and wine was last increased in 1979. Theasad fees should be used
exclusively to support prevention and treatmentréfffor alcohol, tobacco, and
other drugs.

(c) The General Assembly should appropriate $2.0 milibthe funds raised
through the new taxes to support a comprehensoaal awareness education
and prevention campaign aimed at changing cultwahs to prevent initiation
and reduce underage alcohol consumption and te@eeglaohol abuse or
dependence among adults.

Recommendation 4.10
(a) The North Carolina General Assembly should appater$1.5 million in

recurring funds to the Division of Mental Healthe\@lopmental Disabilities, and
Substance Abuse Services (DMHDDSAS). The fundd bealised to develop a
Memorandum of Agreement with the North Carolinai€ffof Rural Health and
Community Care (ORHCC), the Governor’s InstituteAdcohol and Substance
Abuse, North Carolina Area Health Education Cenf@kEC) program, and
other appropriate organizations to educate andugage healthcare professionals
to use evidence-based screening tools and offerseding, brief intervention, and
referral to treatment to help patients preventuced or eliminate the use of or
dependency on alcohol, tobacco, and other drugstfised in the SBIRT model.



The DMHDDSAS should work with ORHCC, the Governbrstitute on Alcohol
and Substance Abuse, AHEC, and other approprigenaations to develop an
implementation plan and for use of these stateduitde plan should include:

(1) Mental health and substance abuse system spexialisiork with the 14
Community Care of North Carolina (CCNC) networkke$e staff will
work directly with the CCNC practices in developremplementation,
and sustainability of evidenced-based practicescanddination of care
between primary care and specialty services. Thisldvinclude but not be
limited to the Screening, Brief Intervention, anef@&ral to Treatment
(SBIRT) model allowing for primary care providecswork toward a
medical home model that has full integration ofibgl, mental,
developmental, and substance abuse services. pinkeeith the SBIRT
model, the mental health and substance abuse sggierralists would
work within communities to develop systems thatliiate smooth
bidirectional transition of care between primaryecand specialty
substance abuse care. These staff should estabtisionjunction with
LMEs, CCNC networks, the Governors Institute, aegional AHECs -
efficient methods to increase collaboration betweviders on the shared
management of complex patients with multiple chcaanditions that is
inclusive of mental health, developmental disab#it and substance abuse.
An effective system would smooth transitions, reddaplications, improve
communication, and facilitate joint management wimhproving the
quality of care.

(2) A system for online and office-based training andess to regional quality
improvement specialists and/or a center of excede¢hat would help all
healthcare professionals identify and address im@tegation barriers in a
variety of practice settings such as OB/GYN, emecgegoom, and urgent
care.

(3) Integrated systems for screening, brief intervamtand referral into
treatment in outpatient settings with the full dontim of substance abuse
services offered through DMHDDSAS.

Recommendation 4.13

(a) The North Carolina General Assembly should mantteteinsurers offer
coverage for the treatment of addiction diseas#és thve same durational limits,
deductibles, coinsurance, annual limits, and hfetiimits as provided for the
coverage of physical illnesses.

(b) The North Carolina General Assembly should direetDivision of Medical
Assistance, NC Health Choice program, State Hédth, and other insurers to
review their reimbursement policies to ensure finathary care and other
providers can be reimbursed to screen for tobadcohol, and drugs, provide
brief intervention and counseling, and refer neagspatients for specialty
services.

(1) Specifically, the plans should provide reimbursetrien
I. Screening and brief intervention in different heaettings
including, but not limited to, primary care praesc(including



OB/GYN, federally qualified health centers, ruraklth clinics,
and hospital-owned outpatient settings), emergdepartments,
Ryan White Title Il medical programs, and schoakéd health
clinics.

ii. CPT codes for health and behavior assessment (S83B8b),
health risk assessment (99420), substance abwessty and
intervention (99408, 99409), and tobacco screean
intervention (99406, 99407) and should not be siletherapy
code preauthorization limits.

iii. Therapy codes (90801-90845) for primary care prengavho
integrate qualified mental health professionals their practices.

iv. Appropriate telephone and face-to-face consultatlmtween
primary care providers and psychiatrists or otlpecslists.
Specifically, payers should explore the appropness of
reimbursing for CPT codes for consultation by achsstrist
(99245).

(2) Reimbursement for these codes should be allowddesame day as a
medical visit's evaluation and management (E&M)e&adhen provided
by licensed mental health and substance abuse staff

(3) Fees paid for substance abuse billing codes shmutdmmensurate with
the reimbursement provided to treat other chrorgeaskes.

(4) Insurers should allow psychiatrists to bill usingNE codes available to
other medical disciplines.

(5) Providers eligible to bill should include licendeelalthcare professionals
including, but not limited to, primary care providemental health and
substance abuse providers, emergency room profiedsj@nd other
healthcare professionals trained in providing evadebased substance
abuse and mental health screening and brief iméore

(c) The Division of Medical Assistance should work wilie Office of Rural Health
and Community Care (ORHCC) to develop an enhaneedliGa Access
(CCNC) per member per month (PMPM) for co-locatestpces to support
referral and care coordination for mental heal#yelopmental disabilities, and
substance abuse services.

(d) The Division of Mental Health, Developmental Didalas, and Substance Abuse
Services, in collaboration with the ORHCC, shoulatkvcollaboratively with the
Governor's Institute on Alcohol and Substance AbAsademy of Family
Physicians, North Carolina Pediatric Society, N&#rolina Primary Health Care
Association, ICARE, and other appropriate groupslémtify and address barriers
that prevent the implementation and sustainahlityo-location models and to
identify other strategies to promote evidence-baseeening, counseling, brief
intervention, and referral to treatment in primeaye and other outpatient
settings.

Recommendation 4.14
(a) The Division of Mental Health, Developmental Didalas, and Substance Abuse
Services (DMHDDSAS) should develop a plan organaexind a recovery-



oriented system of care to ensure that an apptepn& of substance abuse
services and recovery supports for both childrehaults is available and
accessible throughout the state. The plan shotlideuthe American Society of
Addiction Medicine (ASAM) levels of care. In deveplag this plan,
DMHDDSAS should:

(1) Develop a complete continuum of locally and regilynaccessible
substance abuse crisis services and treatmemeaodery supports.

(2) Ensure effective coordination of care between sulcst abuse
providers within and between different ASAM levefscare as well as
with other health professionals such as primarg paoviders,
emergency departments, or recovery supports.

(3) Develop a minimum geographic-based access stafatagdch
service. In developing its plan, DMHDDSAS shoudéntify strategies
for building an infrastructure in rural and undsared areas.

(4) Include evidence-based guidelines for the numbg@aténts to be
served, array of services, and intensity and #eqgu of the services.

(b) DMHDDSAS should develop a plan to implement perfantce-based incentive
contracts and agreements to ensure that statefispgmerformance targets are
met. Performance based contracts should includerahimum:

() Incentives for timely engagement, active partiggrain treatment,
program retention, program completion, and ongpiadicipation in
recovery supports.

(2) Data requirements to ensure that program perforemsn@measured
consistently across the state.

(c) DMHDDSAS should develop a plan to implement eleattdealth records for
providers that use public funds.

(d) DMHDDSAS should develop consistent requirementesgcthe state that will
reduce paperwork and administrative barriers inalgithut not limited to:

(1) Uniform forms for admissions, screening, assesssnématment plans,
and discharge summaries that are to be used abestate.

(2) Standard contract requirements and a system tlestrmt duplicate paper
work for agencies that serve residents of multijgeal Management
Entities (LMES).

(3) Methods to ensure consistency in procedures angtesracross LMEs
along with methods to enforce minimum standardesscthe LMEs.
Enforcement methods should include, but not betéichio, remediation
efforts to help ensure consistent standards.

(4) Standardized outcome measures.

(e) DMHDDSAS should develop a system for timely cortftiesolutions between
LME and contract agencies.

(H DMHDDSAS should work with its Provider Action AgeaCommittee to
identify barriers and strategies to increase traityuand quantity of substance
abuse services and providers in the state. Thegessnclude, but are not limited
to, administrative barriers, service definitionsdaeimbursement issues.

(g) DMHDDSAS, in collaboration with the Department ofvénile Justice and
Delinquency Prevention and the Department of Pub$truction, should



immediately begin expanding the capacity of neexterlescent treatment
services across the state including new capacityarclinically intensive
residential programs, consistent and effectiveestrgy, assessment, and referral
to appropriate treatment and recovery supportgittified youth. In addition,
the plan should systematically strengthen earrugntion services for youth and
adolescents in mainstream settings such as schwiigry care, and juvenile
justice venues.

(h) DMHDDSAS should report the plans specified in Repmndation 4.14.a-b,
report on the progress in developing the plan ecteonic health records in
Recommendation 4.14.c, and report on progress madglementing
Recommendations 4.13.d-g to the NC IOM Task Forc8ubstance Abuse
Services and Joint Legislative Oversight Committieéviental Health,
Developmental Disabilities, and Substance Abusgi&ss no later than
September 2008.

Recommendation 4.16

The North Carolina General Assembly should appeateri

(@) $650,000 in recurring funds to DMHDDSAS to hire ABE staff to assist in
developing and implementing a statewide comprekiermievention plan, a
recovery-oriented system of care, a plan for pertorce-based incentive
contracts, and consistent standards across tleetstegduce paperwork and
administrative barriers; oversee and provide temdirassistance to the pilot
programs; and otherwise help implement the Recordatems 4.1-4.16 and
Recommendation 5.1, supra.

(b) $100,000 in recurring funds to the Department dilieunstruction to hire staff to
implement Recommendations 4.1, 4.2, and 4.14 above.

(c) $130,000 in recurring funds to ORHCC to hire aest@te coordinator and
administrative support to work directly with thegrenal CCNC quality
improvement specialists funded in recommendati@0 4nd to assist in
implementing recommendation 4.12.

(d) $81,000 in recurring funds and $50,000 in nonréagriunds to the Department
of Health and Human Services, Division of Medicakitance, to hire 5
positions to implement Recommendations 4.8-4.11%,4and 4.13-4.15 above.



