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I.       ORGANIZATIONAL OVERVIEW 

 
Partners Health Management (Partners) is dedicated to our mission of improving lives and 
strengthening communities. A focus on ensuring high quality services as well as positive health 
outcomes and experiences for the population we serve is a vital component of our success. 
Partners covers the economically and culturally diverse region of Burke, Cabarrus, Catawba, 
Cleveland, Davidson, Davie, Forsyth, Gaston, Iredell, Lincoln, Rutherford, Stanly, Surry, Union, 
and Yadkin counties of North Carolina. The Quality Management Improvement Program (QMIP) 
of Partners is designed to ensure the effective management of the Tailored Plan, Medicaid Direct 
and any other plans that will be managed by Partners as well as its core functions. This includes 
all qualified provider network services which are delivered in a manner consistent with the State 
Plan, NC Quality Strategy, the DMH/DHB contracts, national accreditation standards, and 
Partners’ mission, philosophy, values and working principles. These core functions will meet or 
exceed the standards and statutory requirements under which we operate. 

 
The Quality Management Improvement Program (QMIP) promotes objective and systematic 
measurement, monitoring, and evaluation of services and implements quality improvement 
activities based upon findings. The QMIP is designed to continually and consistently assess and 
analyze system performance data which will subsequently guide performance improvement to 
better support the population served. It balances three components: quality assurance, quality 
improvement and quality data. Quality Management activities yield data from multiple sources 
which, after analysis, is integrated and utilized for planning and guiding administrative and 
operational processes. The ultimate measure of the QMIP’s success is the achievement of safe, 
best practice services and desired individual outcomes for our members and recipients. 

 
Partners will continually align its QMIP with the NC Quality Strategy, Aims, Goals and Objectives 
to address better care delivery, healthier people, and communities, as well as smarter spending. 

 
Partners oversees and manages whole person care, to include behavioral health, intellectual/ 
developmental disabilities, traumatic brain injury, physical health, and pharmacy for our 
membership. These services include, but may not be limited to, Member Services with a 
24/7/365 PartnersACCESS call center, Provider Network, Care Coordination, Utilization 
Management Services, Care Management and Population Health. The Partners QMIP helps to 
ensure Partners meets its regulatory and contractual responsibilities through continuous and 
systematic measurement and improvement of program systems and processes. [NCQA QI 1A.2] 
 
In its distinctive quality role, Partners is committed to working with the North Carolina 
Department of Health and Human Services (NCDHHS) to meet its goal of enhancing Medicaid 
Managed Care to improve the health of all North Carolinians through an innovative whole 
person-centered and well-coordinated system of care. Partners emphasizes integration between 
care delivery for physical health needs, behavioral health needs, I/DD, and traumatic brain injury 
needs, as well as pharmaceutical management to encompass all assigned care populations. 
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II.      STATEMENT OF FUNCTION AND OBJECTIVES [NCQA QI 1A.1] 
 

The Quality Management Improvement Program (QMIP) is the vehicle through which Partners 
analyzes and responds to data collected by its health information system, claims data, medical 
and pharmacy data, operational performance monitoring, and other program measurement 
processes including surveys. 

 
The objective of the QMIP is to systematically use performance information and data to drive 
improved member/recipient outcomes, training, and support. The functional structure of the 
program not only guides and supports business decisions but creates a system of continual 
integrity and readiness for external review agents such as NCDHHS, External Quality Review 
Organization (EQRO) and oversight of national accrediting bodies and other agents. 

 
The QMIP is a guide that promotes objective and systematic measurement, monitoring and 
evaluation of services, and implementation of quality improvement activities based upon 
findings. The service areas, as outlined in the QMIP requirements with their specific goals and 
progress, will be tracked on the annual Quality Assessment and Performance Improvement Plan 
(QAPI), which is also the QM Workplan. It will be evaluated annually. 
 
The QMIP is the comprehensive document supported by activity details in the QAPI as well as in 
the evaluation metrics defined as met/not met in its annual evaluation. The QMIP defines the 
quality structure and process of the program, as well as the role and responsibilities of the 
Quality Improvement Committee (QIC) and its sub-committees. 

 
The overarching function of the QMIP is to ensure the following objectives: [NCQA QI 1A.1] 

 
 Members/recipients are free from abuse, neglect, and exploitation, and care is provided in 

a safe and therapeutic manner. 
 Members/recipients have timely access to quality services to meet their clinical needs 

which are person centered and based on whole person care. 
 Individuals will benefit from the services they receive in areas of wellness and prevention 

to include improved chronic condition and co-morbidity management. 
 Partners will work within our communities to improve Population Health to promote and 

influence health equity. 
 Long-term Services and Supports (LTSS) populations will be maximized to improve quality 

of life and promote community inclusion. 
 Public resources are used appropriately, effectively, and efficiently. 
 Members/recipients in the service system are empowered to improve their individual 

outcomes. 
 Providers in the network are encouraged to focus on quality measures, value, incentivized 

innovation and ensuring appropriate care. 
 Comprehensive, open stakeholder involvement is welcomed. 
 Reasonable and accurate feedback is shared with the provider network. 
 Appropriate access to care for members/recipients is ensured by maintaining provider 

engagement. 
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 A universal quality culture for respect, collaboration and focused improvement is 
widespread across the network to meet those cultural and linguistic needs of the 
members/recipients. 

 Support for state leaders, policymakers and legislators who focus on system improvements 
will be communicated to members/recipients and providers. 

 
 
 
III.   STRUCTURE OF THE QUALITY MANAGEMENT IMPROVEMENT PROGRAM (QMIP) [NCQA 

QI 1A] 
 

A.  AUTHORITY AND RESPONSIBILITY 
 

The ultimate authority for the Partners Quality Program is its Board of Directors. The Board of 
Directors delegates this authority to the QIC through the Chief Executive Officer (CEO), and 
the CEO assigns clinical oversight to the Chief Medical Officer, (CMO) who is a board-certified 
M.D., as his/her designee. The QIC is responsible for guiding the Quality Program, including 
the annual review and approval of the QMIP. The Board is updated as requested, and at a 
minimum of annually, on the QMIP and relevant metrics related to actionable items and 
strategic plan goals. Through the QIC’s review of data from committees and other sources, 
such as Healthcare Effectiveness Data and Information Set (HEDIS) data and Quality Metrics, 
the CMO provides oversight of the selection of Performance Improvement Projects (PIPs) 
including Population Health and Health Equity Initiatives prioritized by the EQRO’s Annual 
Health Equity Report and Partners in management of the Tailored Plan, Medicaid Direct and 
any other plans managed by Partners. [NCQA QI 1A.5] 

 
In its management of the Tailored Plan, Medicaid Direct and any other plans that will be 
managed by Partners, Partners will be overseeing medical (physical), pharmacy and behavioral 
health care to its members and recipients. This will be accomplished by integrated service 
provision with the Standard Plan and Pharmacy Benefit Manager partners, Carolina Complete 
Health (CCH) and CVS, respectively. Partners’ CMO will participate in and oversee the clinical 
behavioral health components of the health plan, and additionally, our Deputy Chief Medical 
Officer-Physical Health will oversee the medical and pharmacy clinical aspects as designed and 
implemented with CCH and CVS. This integrated approach to member and recipient care is 
accomplished by co-staffing in some functions, comprehensive committee-member 
representation, joint rounds, etc. [NCQA QI 1A.2] 

 
The QIC, which is granted authority by the Partners Board of Directors, is responsible for the 
management of the Quality Program. This committee meets no less than quarterly with the 
purpose of improving services by monitoring processes, implementing interventions, and 
evaluating the effectiveness of those interventions [NCQA QI 1D.4 and QI 1D.5]. The QIC 
maintains records of the committee meetings through documented minutes, which detail the 
committee’s findings, recommendations and actions and are reviewed and approved by the 
QIC. The committee membership includes Senior Clinical staff, Pharmacy Services 
representatives, Physical Health and Behavioral Health Representatives, Operations Team 
members, and staff representatives of the organization, as well as representatives from the 
provider network and member/recipient/family members. [NCQA QI 1D.3] 
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Partners has active participation on QIC and other committees by both providers and 
practitioners representing behavioral health, physical health and pharmacy services and 
members of the Consumer Family Advisory Committee (CFAC) [QI 1D.3]. The Provider Council, 
Global CQI Committee and CFAC appoint liaisons from its membership to serve on the QIC. 
Each provider and/or CFAC member serving on the QIC and/or its sub-committees shall 
comply with all state and federal rules, guidelines and mandates related to conflicts of interest 
and confidentiality, but not limited to Partners’ Conflict of Interest Disclosure and Attestation 
Policy and Procedure and Partners’ Confidentiality Policy and Procedure. All committee 
members shall, at a minimum, upon appointment and as changes occur, complete a disclosure 
statement. Disclosure statements shall be filed with the Chief Compliance Officer or designee. 

 
 

The Director of the Quality department, who is a licensed clinician, has the authority and 
responsibility with oversight from the CMO for the overall operation and implementation of 
the QMIP and is responsible for overseeing the implementation of this plan which includes the 
following: 

 
 Ensures annual review and approval of the QMIP and the QAPI 
 Acts as the chairperson and supports the QIC in conducting activities. 
 Tracks identified opportunities for improvement through the ongoing analysis of physical 

and behavioral health data, the implementation of plans of corrections (POCs), and the 
completion of root cause analyses (RCA) 

 Facilitates quality projects and interventions. 
 Provides on-going monitoring for compliance with national accreditation standards, 

state, and external quality review mandates. 
 Provides quality-related training to employees, committee members and service 

providers of Partners. 
 Reports the activities of the QMIP to the governing board. 

 
 

B.   CONTINUOUS QUALITY IMPROVEMENT (CQI) MODEL 
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Partners integrates a quality improvement philosophy and model which is based on PDSA 
(Plan, Do, Study, Act) and the use of “SMART” goals (specific, measurable, attainable, relevant, 
and time-specific) for quality related improvement projects. The PDSA principles include 
planning improvements and development of tools and resources for identified change; doing, 
which is actual implementation of the improvement strategies; studying to determine if those 
strategies made any significant transformation; and finally, acting on outcomes and 
measurements of those elements implemented with planning of next value-based action 
steps. A process for implementing appropriate remedial action for continuous quality 
improvement includes the following elements: 

 
 A structured and systematic approach to identify quality improvement opportunities. 
 A common language for problem-solving techniques 
 Facilitation of communication among committees and groups 
 Managing and reporting of key data elements and outcomes which provide supports for 

value-based payments/contracting (VBP/VBC) which ensure high value and appropriate 
care. 

 
 

Partners envisions an organizational environment that embraces, adopts, and pursues 
continuous improvement. We believe world-renowned tools such as Lean Six Sigma (LSS) and 
individuals with a passion for improvement are essential in reaching our vision. To that end, 
Partners actively fosters a Lean Six Sigma (LSS) culture to support continuous improvement 
activities which includes but is not limited to:   
 
Establishment of a LSS Learning Collaborative and Training Program that facilitates LSS Green 
and Black Belt certification. This Collaborative helps promote and support LSS methods and 
philosophy throughout our organization. Partners embeds LSS principles, concepts, and 
methods throughout its organizational work using tools including but not limited to: 
DMAIC/DMADV, process and value stream mapping, Failure Mode and Effects Analysis, 
Ishikawa Diagraming, Pareto Principle, Control Charts, A3, Five Whys, Root Cause Analysis, and 
Kaizen. To further support our LSS efforts, we utilize KaiNexus, a Lean and Improvement 
software that allows us to track, trend, and measure our LSS/improvement efforts. 

 
 

C.   RESOURCES [NCQA QI 1A.1] 
 
Partners employs staff and uses other resources to provide the necessary support in the day-
to-day operations of the Quality Program. At Partners, all employees, contractors, and 
providers are “quality-driven” and take part in the implementation of the Quality Program. 
Key personnel positions crucial to the quality oversight process are consistently evaluated for 
sufficiency and reviewed with Human Resources as indicated. 

 
Partners embraces a culture where quality is the responsibility of everyone and aims to 
continuously improve service delivery through monitoring and 
analyzing data, evaluating, and modifying practices, and developing initiatives to measure and 
improve within the organization as well as within the provider network. 
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The Information Technology department provides a technology framework for increasing 
overall productivity, efficiency, and performance. Data enables the agency to monitor, 
coordinate and improve operations as well as evaluate areas of need and potential areas for 
improvement. National Accreditation requirements ensure: 

 
 Efficient and validated data collection and integration 
 Identification and analysis of clinical issues 
 Quality metrics and outcomes 

 
Information Technology capabilities have an important role as a quality management data 
resource in managing Partners’ contractual responsibilities. 
 
Partners contracts with CareSeed as our HEDIS engine for generating HEDIS measure data. In 
addition, Partners is contracted with a certified HEDIS auditor, Healthy People Inc., to perform 
routine audits on identified HEDIS measures.  

 
The Quality Improvement and Assurance Teams are responsible for performance 
improvement projects, facilitation and analysis of applicable satisfaction surveys, internal 
monitoring of accreditation standards, and various other tasks. 

 
The Quality Monitoring Team consists of Quality Monitoring Specialists. Quality Monitoring 
Specialists conduct provider monitoring that includes evaluation of a provider’s performance 
as related to Service Specific and Targeted Reviews, Transition to Community Living ongoing 
monitoring, Employer of Record reviews, Home and Community Based Support reviews, 
Service Line internal and external audits, and Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) quality reviews and monitoring of Care Management entities. 
 
The Quality Data Team is responsible for data analysis and data management, which includes 
measuring outlined performance indicators in the core functional areas to assure compliance 
with managing contract requirements, VBC metrics as well as accreditation standards. The 
data unit generates reports, analyzes data, and identifies significant trends and patterns for 
various internal quality measures. When applicable, data reports are submitted to the 
Executive Leadership Team (ELT), Cross-Functional Teams, and/or the QIC. Organizational 
decisions and recommendations are made by these groups based on the data provided. 

 
The Compliance Team is responsible for the oversight of the internal compliance activities 
within the organization, including risk management. The team reports on levels of compliance 
or non-compliance which may be discovered because of monitoring and auditing activities, 
and the success of efforts to improve compliance, which may include training, education, and 
recommendations for corrective actions. 

 
The CMO is the senior clinical staff person responsible for providing guidance to the clinical 
operation aspects of Partners and to provide oversight for all QIC activities. Partners’ 
CMO/designee provides oversight of medical decision- making and meets with UM 
supervisory and line staff for clinical supervision and guidance. The CMO oversees the 
development, review and approval of internal clinical policies and procedures. The CMO 
ensures alignment with Partners’ strategic goals. 
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The CMO is responsible for the oversight of the behavioral clinical decision- making aspects of 
the program and has periodic consultation with practitioners in the field. The CMO is also 
responsible for ensuring the organization utilizes qualified clinicians who are accountable to 
the organization for decisions affecting members/recipients. He/she provides regular 
supervision and clinical support to clinical departments of Partners. The CMO oversees peer 
review activities as well as provides quality review and quality assurance oversight for 
Partners’ clinical actions. [NCQA QI 1A.3] 

 
The CMO holds an active, current, and unrestricted medical license in the state of North 
Carolina, as well as board certification in psychiatry. The CMO must reside in North Carolina 
and have a minimum of five years post-graduate experience in direct patient care and possess 
the qualifications to perform clinical oversight of Partners’ clinical services, plus five years’ 
experience in managed care. 
 
The CMO chairs: 
 Clinical Advisory Committee (CAC) 
 Incident Review Committee (IRC) 

 
The CMO participates in: 
 QIC (also Co-Chair) 
 Clinical Operations Committee (COC, Co-Chair) 
 Network Management Committee (NMC) 
 PIP Committee (PIP) 
 Pharmacy and Therapeutics/Drug Utilization Committee (PT/DUR), responsible for 

promoting the appropriate and cost-effective use of medications within the medical 
benefit. 
 
 

D.  COMMITTEE STRUCTURE [NCQA QI 1A.1] 
 
The structure of the QIC and its sub-committees are shown in the Committee Organizational 
Chart below: 
 
1. Partners Committee Organizational Chart: 
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2. Quality Improvement Committee (QIC) [NCQA QI 1D] 
The QIC is responsible for, but not limited to, performing the following activities: 

 
 Provide guidance to staff on QI priorities and projects. 
 Makes policy recommendations and decisions related to QI Program objectives 

[NCQA QI 1D.1] 
 Review and approve PIP. 
 Review of identified health disparities 
 Review of public health reporting and tracking and subsequent quality initiatives 
 Routinely monitor progress and outcomes of PIPs 
 Review of Delegation activities 
 Annually reviews and approves the QMIP. 
 Evaluate the effectiveness of the QAPI, annually, by review and approval. [NCQA QI 

1D.2] 
 Monitor and document key quantifiable performance measures and use those 

measures to establish acceptable levels of performance, including a baseline and at 
least an annual re-measurement. These key performance measures include, but are 
not limited to: 

o Access and Availability to Services 
o Complaints and Grievances 
o Member, Recipient and Provider Satisfaction 
o Service Planning and Quality 
o Provider Quality 
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o Member/Recipient Health and Safety 
o Member/Recipient Rights and Responsibilities 
o Outcomes and System Performance 
o Overview of Quality Measures Aligned with the NC Quality Strategy 
o All HEDIS Measures 
o LTSS Measures Focusing on Quality of Life and Access to Care 
o Population Health Data 
o CMS and DHHS contractual quality measures across all Tailored Plan 

functions 
 Implement written corrective action plans to improve or correct identified problems 

or meet acceptable levels of performance NCQA QI 1D.4] 
 Monitor accreditation, regulatory and contractual Tailored Plan and 

Medicaid Direct compliance. 
 Review various satisfaction survey reports and approve action plans to improve 

overall performance. 
 

The QIC also utilizes sub-committees and workgroups to fulfill its role. Each committee or 
workgroup is identified on the committee organizational chart. In addition, each 
committee or workgroup is chaired by a Partners’ staff person and has an associated 
charter. The charter provides additional detailed information related to the committee 
including its purpose, structure, meeting schedule, membership, and responsibilities. 

 
The QIC membership is composed of a cross-functional team of representatives from 
various units within Partners: the provider community, the CFAC, pharmacy services 
representatives, and physical health representation. All members are voting members 
unless identified as non- voting or designees. [NCQA QI 1D.3] 

 
3.   Regulatory Compliance Committee (RCC) 

The purpose of the Regulatory Compliance Program is to prevent and/or detect 
operational non-compliance within the organization. The purpose of the RCC is to 
establish a mechanism to monitor, trend and make recommendations for the 
improvement/enhancement of the overall organizational compliance efforts and internal 
controls, specifically in the following areas: HIPAA Privacy, HIPAA Security, Information 
Security, Program Integrity (PI), and Healthcare Fraud, Waste and Financial Abuse (FWA). 
The Regulatory Compliance Committee meets at least quarterly and provides oversight for 
an effective Compliance Program. The membership of the committee is composed of a 
cross-functional team of representatives from various units within the organization and 
has the following responsibilities: 
 
 Monitor, analyze and report on trends in data related to HIPAA Privacy, HIPAA 

Security, Information Security and FWA 
 Make recommendations on agency systemic action, as appropriate in the following 

areas: 
o Staff training recommendations to Human Resources (HR) 
o Provider training recommendations to the Network Management Department 

Chair and Training Coordinator 
o Agency Policy and Procedure and/or form recommendations 
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o Departmental Policy and Procedure, form, internal control, and/or other 
department-specific recommendations to the department director 

o System alert/edit recommendations to IT. 
 Reviews and approves the Regulatory Compliance Program Description/Plan, at a 

minimum, on an annual basis and submits to the appropriate approving authority. 
 Coordinates and reviews periodic agency compliance risk assessment 

 
4.   Incident Review Committee (IRC) 

The IRC meets at least quarterly, and membership is composed of a cross-functional team 
of representatives from various units within the organization and is chaired by the Chief 
Medical Officer. The purpose of the committee is to review all incidents, adverse events 
and systemic concerns related to the safety and quality of care within the Partners’ 
network which involve members, providers, and/or services. Event response and patterns 
are tracked and analyzed for appropriateness of action. This committee reviews findings, 
provides recommendations and develops strategies to assist providers to improve their 
delivery of services to Partners’ enrollees. This committee makes recommendations to 
other departments or committees for potential action.  
 
The IRC responsibilities include: 
 Review reports of death, Level III incidents) and/or quality of care issues as identified.  
 Review of reports from the Division of Health Services Regulation (DHSR) and Failure 

to Provide Back-up Staffing reports for discussion, recommendation and/or follow-up. 
 Develop recommendations (related to present findings of safety or systemic 

concerns, trends, patterns, lack of provider response, isolated events) 
to departments within the organization and make recommendations for any 
sanctions and/or other applicable response. 

 Make recommendations to enhance or improve the care for Partners’ enrollees.  
 Make recommendations for Quality Improvement Projects to the Quality 

Improvement Committee (QIC). 
 Develop, facilitate, and/or coordinate safety or quality of care training and education 

for providers and Partners staff as deemed appropriate (note: “coordinate” with 
Partners Training Coordinator). 

 Review quality of care trends, identifies sentinel event trends and other adverse or 
potentially adverse occurrences.  

 
5.   Clinical Operations Committee (COC) 

The purpose of the COC is to assure appropriate utilization of IPRS, Medicaid and non-
UCR funded services. Responsibilities of the committee include but are not limited to: 
 
 Review of various utilization measures such as policy adherence, performance 

indicators, denials, denial rates, utilization patterns, length of stay data, approval 
rates, call activity and turn-around times. 

 Recommends and develops action plans based on review findings, as appropriate. 
 Collaborates with appropriate units and/or committees within the organization 

related to Benefit Plan adjustment. 
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 Makes recommendations based on service utilization trends, i.e., Contracts and 
Budgets Committee for fiscal impact of benefit plan adjustments and Provider 
Network Committee for service gaps. 

 Clinical Practice Guidelines (CPG) review and approval.  
 

The COC is a subcommittee of the QIC and meets no less than quarterly. The committee 
monitors use of clinical resources and provides support to ensure services are only 
delivered for authorized purposes, uniformly available to members/recipients and 
provided effectively and efficiently. The COC assures availability of high-quality care by 
evaluating service delivery, clinical practices, program eligibility determination and service 
authorization decisions. This committee implements the UM program and is comprised of 
BH, PH, pharmacy, I/DD and LTSS staff who review UM processes and ensure decisions 
consider the overall needs of the members/recipients Partners serves. 

 
COC Sub-Committees 
Clinical Advisory Committee (CAC): The CAC meets no less than quarterly, and 
membership is composed of a cross-functional team of representatives from various units 
within the organization. This committee also includes representatives from the provider 
community and the CFAC. The purpose of the CAC is to provide input into the 
management of the Tailored Plan’s clinical program; to examine and approve clinical 
review criteria used by staff, and to review and approve clinical content material 
communicated to members/recipients and stakeholders. This group serves to promote 
evidence-based practices for all populations served within the network. In addition, the 
CAC will partner with the Standard Plan and the Pharmacy Benefits Manager. 
 
The main responsibilities of the CAC are as follows: 
 Examine and approve clinical review criteria used by staff. 
 Conduct bi-annual review of posted and publicized Partners Clinical Practice 

Guidelines (CPGs) 
 Review and approve clinical content material for communication to members, 

recipients, and stakeholders, following appropriate agency approval criteria for such 
materials. 

 Review reports and make recommendations for the LTSS Advisory Committee 
 Develop, maintain, evaluate, and approve recommended and required clinical best 

practices and evidence- based practices for services delivered by network providers. 
 Recommend, conduct, and facilitate training for staff, providers and others related 

to clinical practices. 
 Review requests for Service Definition/Clinical Service Requirements clarification 

and/or interpretation and follow-up on these requests as appropriate. 
 

Pharmacy and Therapeutics/Drug Utilization Committee (PT/DUR): The PT/DUR 
Committee is comprised of designated Partners’ behavioral health (BH) and physical 
health (PH) clinical staff, Partners’ pharmacists, and community-based clinicians 
(physicians and pharmacists) to secure a broad perspective on the effectiveness of our 
pharmacy program. Partners’ pharmacy leadership and PT/DUR Committee, with the 
support of the CVS account team, will review Preferred Drug List (PDL) adherence data 
monthly to identify areas for improvement. They will take action to increase adherence to 
the PDL, improve the PA process and develop programs to improve member safety. 
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The PT/DUR Committee will work with CVS’ proprietary RxNavigator analytics 
platform-generated retrospective drug utilization review (DUR) data reporting and 
the Partners’ population health team to identify prescribing trends. It will 
proactively address potential concerns with providers regarding members at risk. 

 
Health Equity Council: The purpose of the Health Equity Council is to achieve Health 
Equity by addressing health disparities of Partners’ members and recipient population, 
including historically marginalized groups, through leadership, representation and 
advocacy for accessible, affordable, high-quality health services that result in an improved 
quality of life. The council reports directly to the CEO.  

 
Council Responsibilities:  
  Identify and analyze health disparities. 
  Demonstrate inclusion with representation of and engagement with stakeholders. 
 Address improvements as expressed via representation with stakeholders.  
 Identify areas for improving diversity of staff, especially staff in leadership 

positions. 
 Examine and amend existing policies to improve health equity and reduce health 

disparities. 
 Develop new initiatives to address health disparities. 

 
6.    Network Management Committee (NMC): 

This committee is responsible for ongoing monitoring of the Provider Network, 
including Medicaid, single stream and non-UCR providers. The committee works with 
cross-departmental staff on service development when gaps are identified. The 
committee meets monthly, and membership is composed of a cross-functional team of 
representatives from various units within the organization.  
 
Committee responsibilities include, but are not limited to the following functions: 
 
 Receives provider sanction recommendations for consideration based on 

investigative findings, trends, incidents and/or internal committee and/or 
departmental referrals. 

 Renders decisions relating to provider sanctions using the Provider Sanctions Grid as 
a resource for the types of sanctions for consideration. 

 Provides recommendations and committee action reporting to QIC. 
 Oversees provider selection activities; network development, network performance 

feedback and clinical/operational expectations. 
 Ensures network capacity and diversity. 
 Utilizes input from the Provider Forum and Provider Council groups. 
 Reports to the QIC for oversight and tracking of provider performance, peer review 

analysis and recommendations for corrective action, remediation, or sanctions, as 
warranted. 
 

NMC Sub-Committees 
 Network Development Cross Function Team: This team is a sub-committee of the NMC 
and a secondary sub-committee of QIC. Membership is composed of a cross-functional 
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team of representatives from various units within the organization. This committee also 
includes representatives from CFAC. The committee provides ongoing monitoring for the 
gap analysis/needs assessment and ensures network development projects align with the 
gap analysis/needs assessment. The team also makes recommendations for prioritization 
of service expansion and network development and ensures the development is 
coordinated and aligns with goals for the network. The committee acts in the following 
capacity: 

 

 Works with the network development staff to prioritize network expansion, 
development, and training needs. 

 Provides recommendations for service expansion to the NMC. 
 Aligns network development planning with clinical team input and 

recommendations. 
 Ensures network capacity, diversity and that linguistic and cultural needs are taken 

into consideration. 
 Utilizes input from the cross departmental staff and provider council and/or 

provider specialty groups. 
 

7.  Performance Improvement Projects (PIP) Committee 
The purpose of the PIP Committee is to establish a means to develop, monitor and 
manage PIPs within the organization that have been approved for implementation. 
Membership is composed of a cross-functional team of representatives from various units 
within the organization. This committee also serves to do the following: 

 
 Develop and recommend PIPs for submission and approval by the CMO and 

endorsed by the QIC. 
 Monitor, trend and report on PIP progress, achievements, measures, and barriers. 
 Develop and implement action plans to address barriers and challenges related to 

PIPs. 
 Serve as departmental liaisons related to PIP activity. 

    
 

E.  SUMMARY OF COMMITTEES WITH CLINICAL FUNCTIONS AND PRACTITIONER 
INVOLVEMENT [NCQA QI 1A.5] 
 

Partners is committed to improving the quality of its operational processes that requires 
clinical subject matter expertise. Partners embeds clinicians and practitioners in many 
committees to ensure a strong clinical perspective is a consistent and active part of its quality 
improvement initiatives. The following committees have significant clinician/practitioner 
involvement: 
 
 Clinical Advisory Committee 
 Network Management Committee 
 Quality Improvement Committee 
 Incident Review Committee 
 Performance Improvement Projects Committee 
 Clinical Operations Committee (COC) 
 Pharmacy and Therapeutics/Drug Utilization Committee 
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 Health Equity Council 
 

The clinicians and practitioners that serve as active, voting members on these committees 
include but are not limited to the following professions: 
 
 Medical Doctors (MDs) 
 Licensed Clinical Social Workers (LCSWs) 
 Registered Nurses (RNs) 
 Licensed Marriage and Family Therapists (LMFT(s) 
 Licensed Clinical Mental Health Counselors (LCMHCs) 
 Medical Assistants (MAs) 
 Licensed Clinical Addictions Specialist (LCASs) 
 Registered Pharmacist, RPh., Pharm.D. 

 
Partners leverages this clinical expertise to perform a variety of clinical functions including, but 
not limited to the following: 
 
 Advise the clinical program operations. 
 Examine and approve clinical criteria (behavioral health, physical health, and pharmacy) 
 Review and approve clinical content published to stakeholders. 
 Perform network peer review analysis and recommend corrective actions. 
 Monitor/manage/investigate provider network sanctions and/or potential quality 

incidents. 
 Engage practitioners in Quality program activities. 
 Develop, monitor, and manage PIPs. 
 Oversee all clinical aspects of Utilization Management policies, procedures, and 

processes to ensure policy adherence, evaluate denial/approval rates, and track 
turnaround times. 

 
 

F.  ROLE OF THE CHIEF MEDICAL OFFICER AND DEPUTY CHIEF MEDICAL OFFICERS [NCQA 
QI 1A.3] 
 
Partners employs a single Chief Medical Officer (CMO) and two Deputy Chief Medical Officers, 
each with a focus on behavioral health or physical health. 
 
Partners’ CMO is a physician with a minimum of five years of clinical practice experience and 
two years in a leadership position in a clinical environment such as an Associate Medical 
Director. The CMO provides clinical leadership and oversight of the Quality Program. The CMO 
is focused on clinical strategy and clinical operations within the organization. The CMO is 
involved in the development, implementation, ongoing monitoring, and evaluation of key 
quality improvement initiatives that Partners develops during the year. They work closely with 
the QM department staff in the implementation of these programs. 
 
The CMO is the senior clinical staff person responsible for the clinical operational aspects of 
Partners and oversight of all QIC activities. The CMO oversees the clinical decision-making 
aspects of the Quality Program and provides consultation to practitioners in the field. The 
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CMO ensures that we use qualified clinicians accountable to Partners for decisions affecting 
members. Through the QIC’s review of data from committees and other sources such as 
person based HEDIS data, the CMO provides oversight of population health initiatives that 
target clinical performance objectives. 

 

Deputy Chief Medical Officer (Deputy CMO)-Behavioral Health plays an important role in the 
peer review processes. He/she conducts peer review of quality of care issues. He/she also 
reviews professional history occurrences for physician credentialing. He/she presents cases to 
the CAC for review and, if indicated, follow-up action. [NCQA QI 1A.4] 
 
The Deputy CMO- Behavioral Health works with the Director of Compliance to ensure 
compliance with federal and state standards/requirements and participates in the Compliance 
Committee. 

 
The Deputy Chief Medical Officer-Physical Health oversees and is responsible for activities as 
assigned by the Chief Medical Officer (CMO) including, but not limited to, the proper provision 
of covered services to members, developing clinical practice standards, clinical policies and 
procedures, utilization management, pharmacy, population health and care management, and 
quality management. This position supports the CMO in ensuring an integrated approach to 
the physical and/or behavioral health of members and recipients, including those with I/DD 
and TBI needs. 
 

 
G. CULTURAL AND LINGUISTIC DIVERSITY 

 
Partners is committed to providing the best services to our members taking into account 
cultural and linguistic needs. The principals of the Practice Guidelines guide our approach to 
diversity including person-first approach to care, community inclusion, partnership and 
collaboration, a person and family directed approach, and incorporating peer culture, 
support, and leadership. 

 
This approach takes into account diversity and patient choice. The cultural and linguistic 
needs of our members are assessed annually through the Population Needs Assessment and 
provider network gap analysis through the following: 

 
 Conducting ongoing gap analysis in service utilization including: 

o Penetration Rates identifying service access rates by ethnic groups and putting 
into a cluster analysis. 

o Ethnic Disparities by geographic location 
o Ethnic Disparities in service utilization 

 Conducting data analysis that focuses on several variables including race, gender, age, 
eligibility category, and language to gain insight into the long- standing disparities in the 
health status of people of diverse backgrounds. 

 Monitoring the provision of interpretation and translation services to ensure effective 
communication with non-English-speaking populations. 

 Monitoring the provision of alternative communication for individuals who are deaf or 
hard of hearing, including American Sign Language, and providing alternative methods 
of phone communication including Text Telephone Typewriter (TTY) and/or 
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Telecommunication relay services. Results of the Population Needs Assessment and 
Provider Network GAP Analysis will be used to improve services offered to members 
and to make capacity changes in the Provider Network. 
 

Additionally, the organization promotes diversity in recruiting and hiring and offers training to 
employees on cultural competency, bias, and inclusion. Partners Training Resource and 
Collaborative (TRAC), a centralized cross- functional training team, provides a variety of 
training courses including mandatory annual compliance, role-based curricula, and cross-
functional training. Over the years, Partners TRAC team has provided best-in-class trainings 
both internally and externally to all stakeholders including staff, members, providers, partners, 
and communities. Partners is dedicated to training on and following the guidance in the 
National Standards for Culturally and Linguistically Appropriate Services in Health Care (The 
National CLAS Standards), a set of 15 action steps by which to implement culturally and 
linguistically appropriate services, intended to advance health equity, improve quality and 
help eliminate health care disparities [NCQA QI 1E]. 

 
Tribal Population Engagement 
Utilizing analytics and recommendations from the Tribal Engagement Team, the Quality 
Department will ensure integration of and alignment with approaches and performance 
improvement projects related to quality performance. Our Quality Team will monitor our 
providers and internal departments to ensure cultural approaches and practices are 
implemented and followed. The team will integrate data and improvement projects within all 
departments to enhance performance, service accessibility and outcomes. 

 
 
 

H.   MONITORING AND EVALUATION OF THE CARE MANAGEMENT PROGRAM 
 
Throughout the life of our contract, Partners will continuously assess availability. 
and quality of provider-based care management services. As needed, we will modify strategies 
and practices to maintain a comprehensive network of AMH+ practices and CMAs to meet 
members’ needs. Partners has a robust monitoring QAPI program for care management that 
will incorporate data, timeframe alerts, member and family/caregiver feedback, and input and 
ideas from AMH+, CMA providers as well as individual care management supervisors and care 
managers. Partners will work collaboratively with the NCDHHS to provide timely reports, 
information on progress, and feedback on the state model to inform and improve Tailored 
Care Management. 
 
The Partners’ Care Management Monitoring team will conduct chart reviews and quality 
audits to verify providers have the continued capacity to deliver Tailored Care Management. 
Our provider services team maintains contact with providers, and offers coaching and training, 
as needed. Partners’ Quality team provides performance feedback and requests corrective 
actions, as appropriate. 
 
Partners is committed to promoting a culture of learning and continuous quality improvement 
within the care management network. Partners has established a performance improvement 
program to collect and report on data that permits an evaluation of increased coordination of 
care and chronic condition management, clinical outcomes, experience of care outcomes, and 
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quality of care outcomes at the population level. Partners’ monitoring processes ensure care 
management functions and timeframes are met to identify quality improvement approaches 
rapidly. Continuous quality improvement is the goal with recommendations and 
enhancements made routinely. The definitive source for care management is in the Partners’ 
Care Management Plan. 
 
 

I.    POPULATION HEALTH PROGRAMS [NCQA QI 1A.1] 
 
Partners takes population-based approach to improve the overall health of Medicaid 
members and state-funded recipients. We collaborate with community partners on targeted 
public health initiatives. Our health programs and initiatives align with the North Carolina 
Department of Health and Human Services (Department) larger public health goals, selected 
health priorities, and quality strategy. This is outlined in greater detail in Partners’ Prevention 
and Population Health Strategy. Partners prevention and population health programs are 
subject to change, with approval from the Department. 
 
Our comprehensive Prevention and Population Health programs and initiatives outline 
methods to promote improved health outcomes. Partners will use creative strategies to 
promote better health outcomes, such as partnering with stakeholders and incenting 
members to take an active role in their health. 
 
We will monitor expected outcomes through our Population Health Plan impact evaluation 
and utilize National Committee for Quality Assurance (NCQA) Healthcare Effectiveness Data 
and Information Set (HEDIS) measures, as applicable to the domain, for performance 
improvement. 

 
Partners prevention and population health programs and initiatives focus on the following 
four areas: 
 

1. Prevention and Wellness - keeping members healthy. 
2. Emerging Risk and Chronic Condition Management - managing members with emerging 

risk. 
3. Transitional Care Management* – patient safety or outcomes across settings 

*Transitional Care Management is offered through the care management department 
and covered in the care management policies and procedures 

4. Complex Case Management – Managing multiple chronic illnesses. 
 

Prevention and Wellness  
Prevention & Wellness programs and services are aimed at keeping members healthy. 
Examples include but are not limited to wellness, preventive screenings, and/or Early Period 
Screening Diagnostic and Treatment (EPSDT) screenings. These programs and services are 
delivered through the care management, member engagement, nurse line, and community 
engagement teams. Our marketing and communication department will promote awareness 
internally and externally. Information and self- self-management tools will be available 
through our website, member portal, MemberCONNECT, and provider portal, 
ProviderCONNECT. 
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Overview of Programs and Initiatives 
The overall goal of emerging risk, chronic condition management, and complex case 
management programs is to help members regain optimum health or improved functional 
capability, in the right setting and in a cost-effective manner. It involves comprehensive 
assessment of the member’s condition; determination of available benefits and resources; and 
development and implementation of a case management plan with performance goals, 
monitoring, and follow-up. 
 
Partners Health Management believes in a member’s right to healthcare choice. Partners 
considers prevention and population health programs to be opt-out programs. All eligible 
members have the right to participate or to decline to participate. 
 
Partners offers a variety of programs to its members and does not limit eligibility to one 
emerging risk, chronic condition management program, or to members already enrolled in 
other organization’s program. 
 
Partners will identify members that are eligible for the prevention and population health 
programs on an ongoing basis following the annual population health assessment and 
identification. As a part of this identification process segmentation and stratification will be 
completed. We will assess for racial bias and disparity as a part of this process. 
 
Partners has a process for facilitating referrals which will include referrals from our risk 
stratification program, identification of eligible members via data collection, care 
management comprehensive assessment, self-referral, caregiver referral, and provider or 
practitioner referral. 
 
Partners will receive correspondence from members, caregivers or practitioners, discharge, or 
transition planners, and/or care managers about potential eligibility. Brochures or mailings to 
referral sources about the chronic condition management program and instructions for 
making referrals will be provided to the community, providers, members, and caregivers. 
Additionally, Partners offers web-based materials with information about the chronic 
condition management program and instructions for making referrals. 
 
In addition, Partners provides the following health related resources for its population 
health program including but not limited to: 
 
 Education for members on the various health related topics like nutrition, symptom 

management, when to call the primary care provider/Nurse Advice Line 
 Education on eligibility for a blood pressure monitoring device 
 Information about access to and how to properly use anti-hypertensive and lipid-

lowering prescription medications through improved care coordination. 
 Medication education supported by a nurse as needed. 
 Access to the Partners Health Management member portal 
 Medication education supported by a nurse as needed. 
 Access to Aunt Bertha for community resources 
 Access to PyxHealth- mobile health application for social connectedness 
 Self-Management tools 
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IV.   RESPONSIBILITIES OF THE QUALITY PROGRAM [NCQA QI 1A.1] 

 
 

A.  PROGRAM SCOPE & STRUCTURE 
 

The scope and content of the Quality Program is designed to continuously monitor, evaluate, 
and improve the care, safety and services provided to members/recipients. The Quality 
Program is comprehensive as it addresses the Centers for Medicare & Medicaid Services 
(CMS) Quality Framework focusing on the seven (7) dimensions of the home and community-
based service. 
delivery listed below: 

 
 Member/Recipient Access: Partners ensures members/recipients have access to home 

and community- based services within their communities by offering a choice of 
providers. Partners Quality Program incorporates mechanisms to assess and address 
health disparities with information from the health disparity reporting tools. This will 
facilitate the appropriate allocation of health resources. 

 Member/Recipient Centered Service Planning and Delivery: Partners ensures services 
and supports are implemented in accordance with the unique needs of the 
member/recipient by completion of a Person- Centered Plan. 

 Provider Capacity and Capabilities: Partners ensures there are sufficient providers within 
the community by monitoring the need for services, surveying the community, and 
completing the annual needs assessment. The Quality department actively participates in 
Partners’ Provider Support Plan, contributing to development of key aspects of the plan 
related to QI initiatives. Topics within the Provider Support Plan are contractually 
required and/or data-driven based on outcome measures and trends. 

 Member/Recipient Safeguards: Partners helps assure consumer/enrollee safeguards are 
in place in homes and communities, while considering the members/recipients informed 
and expressed choices. Partners ensures the rights of the members/recipients through 
education and by providing information on freedom of choice. 

 Member/Recipient Rights and Responsibilities: Partners provides a statement of rights 
and responsibilities to all individuals when they initiate services through Partners’ 
network. In addition, an annual mailing to all Partners’ members/recipients includes the 
member/recipient handbooks. 

 Member/Recipient Outcomes and Satisfaction: Partners monitors and assists with the 
assurance of member/recipient satisfaction with their services and achievement of 
desired outcomes. Partners collects, on a minimum of an annual basis, member/recipient 
satisfaction surveys to measure satisfaction. Partners collects, ensures compliance with, 
and monitors the North Carolina Treatment Outcomes and Program Performance 
Systems (NC-TOPPS) for measured outcomes. 

 System Performance: Partners’ system supports its members/recipients in an efficient 
and effective manner. Partners is continuously striving to improve quality. PIPs are 
ongoing within Partners to improve internal as well as external quality. Partners 
embraces the CMS Quality Framework and ensures these quality principles and practices 
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exist throughout the organization. Partners instills this Quality Framework by designing, 
executing, and monitoring outcomes. 
 
Partners will consistently align with the NC Quality Strategy in its priorities, deliverables, 
and oversight/management role.  

 
 

B.   QA/QI WITHIN PARTNERS AND THE PROVIDER NETWORK [NCQA QI 1A.1] 
 

Partners is committed to Continuous Quality Improvement (CQI) and oversight across 
departments so that Partners can maximize contractual compliances for member/recipient 
services and minimize any contractual compliance withholds or sanctions. Departments are 
periodically evaluated to identify compliance with various performance standards and to 
assure quality driven processes. Each department within Partners provides written 
documentation of the objectives and approaches utilized in departmental quality activities. 
 
If departments fail to meet specific performance or safety requirements, a Corrective Action 
Plan (CAP) may be issued. In addition, elements of quality assurance are managed within 
departments. For example, applicable clinical departments, such as Utilization Management 
and PartnersACCESS, have identified the ongoing need to review and evaluate inter-rater 
reliability. Those internal quality checks are conducted by and/or reviewed with the CMO or 
designee with process details outlined in operational plans or program descriptions. The 
Quality department offers technical assistance/training to staff as needed, including but not 
limited to, CQI processes, PIPs, QI goal writing, and other related topics. Additional quality 
improvement activities across Partners’ departments include ongoing supervision meetings 
for clinical staff with the CMO including formal review of all cases of concern. Lastly, when 
requested and through facilitation of the Global CQI, Partners Quality staff meets with 
provider staff interested in the further development of their own QA/QI processes. 
 
The Compliance team and Office of Legal Affairs (OLA) facilitate the review and approval 
process for Partners’ Policies and Procedures and Program Descriptions and Plans as these 
processes move from identified departmental review, through the appropriate committees. 
Policies and other processes are also presented to the Partners Board of Directors for approval 
and/or reporting as applicable. Instructions for the development of Policies, Procedures, Plans 
and Program Descriptions are located on the Partners Resource Center. The QIC 
Organizational Chart of Committees, QIC Sub- Committee Charters, and Committee Guidelines 
are located on the Resource Center as well. 
 
Quality initiatives are promoted within the Provider Support Plan document. The Provider 
Support Plan (PSP) is developed as a component part of the Quality Assurance Performance 
Improvement (QAPI) Plan, and provider support activities will focus on improving specific 
health outcomes. 
 
The Provider Support Plan (PSP) demonstrates how Partners collaborates and engages with 
providers to advance the aims, goals, and objectives of NCDHHS’ Quality Strategy. Partners’ 
comprehensive suite of provider supports and tools, both physical and online, assist providers 
in clinical transformation and care improvement efforts at a regional and practice level. 
Partners annually reviews and updates the PSP to accommodate for the changing needs of the 
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provider network and the members and recipients they serve and submits each new version 
to NCDHHS for review and approval. 
 
Partners incentivizes providers to focus on value over volume, innovation, and appropriate 
care. To achieve this, Partners utilizes the Health Care Payment Learning and Action Network 
Alternative Payment Models (LAN APM) framework. Partners utilizes the LAN APM framework 
while assessing the provider’s ability to take risk. Partners then collaborates with the provider 
to implement and build VBC/VBP arrangements based on the LAN category that best describes 
the provider’s performance, which is based on the cost and utilization data for that provider. 
 
 

C.   QUALITY PERFORMANCE INDICATORS AND REPORTING 
 

The Quality Program conforms to key performance indicators established by the NCDHHS 
and its Division of Health Benefits (DHB) and North Carolina Division of Mental 
Health/Developmental Disability/Substance Abuse Services (DMH/DD/SAS). Specifically, 
Partners will follow all measures as defined contractually within the Tailored Plan Quality 
Metrics and Reporting Requirements (contract Attachments E and J). These indicators do not 
reflect the entire scope of the organization or service array; these are a prioritized sub- set, 
as they have a direct impact on member care and are tracked on the Partners QAPI across 
categories such as Pediatrics, Adult, Maternal, Patient and Provider Satisfaction, Innovations 
Waiver/TBI Waiver and State-funded services. 

 
In addition, the indicators provide a mechanism to obtain information about 
member/recipient satisfaction with services provided by Partners. Both the indicators and 
targets mirror the requirements of the Tailored Plan Performance Contract with the NCDHHS. 
Raw data used to determine performance measures are compiled by each individual Tailored 
Plan and submitted to DHB and DMH/DD/SAS. Each division compares this raw data with the 
established performance indicator standards, and DHB and DMH/DD/SAS publish the 
performance indicator reports. 
 
Tracking of physical and behavioral categories and age groups (as outlined in contract 
Attachments E and J, at minimum) will allow clear data from which to identify any areas of 
need or opportunities for improvements. Tracking through Partners’ IT system tools will allow 
delineation clinically (by diagnosis or service category), quantitative and qualitative measures, 
and outcomes assessment. These areas can then be addressed within Partners and/or in 
conjunction with providers, community resources and other sources so that a broad rather 
than discrete/isolated approach is implemented. Continued tracking will demonstrate the 
effectiveness of interventions. 
 
In support of Partners’ Tailored Plan Management, the Quality department has developed a 
detailed, working document of all contracted plans reports and Partners’ internal reports 
titled the Master Report Listing. For most reports and measures, there will be cross-
departmental activity to assure the validity of the data collected. Performance reports, both 
reported externally and internally, are reviewed through the QIC. Lastly, the Quality 
department works to communicate outcomes, identify opportunities for improvement in 
processes, and collect, track, trend and analyze data to assure the mission of Partners is 
implemented at every level of the organization. 
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A central function of the Quality Program is to ensure all contractual obligations of the 
management of a Tailored Plan are appropriately prioritized, both for DHB and DMH/DD/SAS. 
The benchmarks of the Tailored Plan functions are overseen and addressed globally as a role 
of the Quality department, though the responsibility for performance, reporting, and 
interventions are the responsibility of the individual departments. Specifically, each 
department has identified key Tailored Plan functions, staffing and performance 
expectations. The reporting responsibilities/timelines/content to meet the DHB and 
DMH/DD/SAS contracts are accomplished within the Tailored Plan day-to-day operations. 
 
1. Departments review their performance against the measures set forth in contract 

expectations. The frequency of reports allows the department to measure and meet the 
standards of performance, check the validity of the information captured in those reports, 
and make ongoing adjustments in anticipation of the formal reporting requirements set 
forth by the DHB/DMH contracts. By using this ongoing assessment, Partners can identify 
any proactive interventions needed to meet the defined minimum performance levels on 
contractual standardized quality measures, as well as adjust the scores in affected reports. 
The formal reporting tools as outlined in the contracts are supplemented by internally 
developed dashboards and specialty reports which isolate the primary contributors to 
meeting the business expectations and performance standards. 

 
a.   The Quality department reviews the timeliness and results of report submissions, 

such as PartnersACCESS’ Emergent, Urgent and Routine Standards along with 
comparative outcomes. Per DHB and DMH/DD/SAS contract requirements, the 
department ensures the production of management reports regarding member 
and recipient trends, local service system trends, plan operations, access to care 
and service patterns, and costs for prohibitive cost/substantial risk individuals and 
Medicaid members with unstable medical and MH/DD/SA diagnoses. 

b.  PIPs are ongoing, addressing both clinical and non-clinical areas. These projects may 
result as responses to specific areas of needed improvement within the 
organization, or as noted per contract, those areas affecting significant aspects of 
care expected to have favorable effects on behavioral health outcomes and 
consumer satisfaction, and/or areas addressed proactively. PIPs are implemented 
and followed with the CMO’s involvement so both interventions and outcomes have 
the communication loop completed when reviewing effectiveness. [NCQA QI 1A.2] 

 
2.  Mechanisms to detect both over and under-utilization of services are dispersed throughout 

the organization. Utilization Management/Clinical Services has a policy and procedure in 
place, with a detailed outline of the parameters, by which this is monitored. 

 
3.  Tracking and trending are possible at the individual service level or aggregate. Reporting 

will be produced at a level of detail allowing stratification of populations to include but 
not be limited to geography, ethnicity, race, and gender, so that any areas of disparity or 
need may be identified and addressed accordingly. This may include the removal of 
barriers, aligning incentives with public health priorities, and identifying areas for the 
contribution of health-related resources. Data from tracking will supplement Partners’ 
participation and partnership in the Healthy NC 2030 goals as part of whole-person care. 
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Based on data derived from assessments and analytics programs, identified areas of need 
can be isolated and interventions determined. Effectiveness of the interventions will be 
measured so that outcomes are clear and effective (minimum specific areas of focus 
detailed in Attachments E and J). 
 
On a more global level, service utilization is tied with claims data and trends. Historical 
usage can be compared with current rates of utilization within or across services, per 
providers or groups of providers, etc. As the normed levels of service utilization are 
established, along with the acceptable variance range, the outliers of over/under utilization 
will be evident through reporting review during clinical departmental staffing, QIC review, 
and ELT dashboard review. 

 
4.  The identification of needs for populations served by the Tailored Plan and Medicaid 

Direct are managed by using multiple data sources and specific analytics tool. The 
following areas will be tracked with their associated interventions and goals in detail on 
the QAPI: 
 Performance Improvement Projects (PIPs) as specified by the Department. 
 Collection and submission of all quality performance measurement data required by 

the Department. 
 Mechanisms to detect both underutilization and overutilization of services. 
 Mechanisms to assess the quality and appropriateness of care for members’ special 

health care needs. 
 Mechanisms to assess the quality and appropriateness of care provided to members 

needing LTSS, including assessment of care between settings and a comparison of 
services and supports received with those set forth in the member’s 
treatment/service plan. 

 Mechanisms to assess for and a process for identifying interventions to reduce quality 
outcome disparities based on age, race, ethnicity, sex, primary language, geography 
and by key population group, (e.g., LTSS members transitioning out of State hospitals 
and transitioning out of or diverted from adult care homes). 

 Mechanisms to incorporate population health programs targeted to improve outcome 
measures. 

 Participation in efforts by NCDHHS to prevent, detect and remediate critical incidents, 
including LTSS services and programs. 

 Mechanisms to assess and address health disparities, including findings from the 
Department disparity report.  

 The Tailored Plan/PIHP’s contributions to health-related resources that can support or 
align with broader improvement in particular health outcomes outlined in the Quality 
Strategy, for example through engagement with NCDHHS around understanding state 
performance on the Behavioral Risk Factor Surveillance System survey; [NCQA QI 
1A.2] 

 Mechanisms to assess and address health equity including access to culturally and 
linguistically appropriate services and a diverse provider pool. 

 A Provider Support Plan 
 Elements to support current and future Transition to Community Living (TCL) 

members. 
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5. Quality and Appropriateness of Care will be assessed at several levels: 
 

a.  Physical Health, Behavioral Health, I/DD, TBI and LTSS member needs, quality 
outcome disparities and targeted health population programs will be assessed. 
[NCQA QI 1A.2] 

b.  Member/recipient plans of care and individual outcomes will be reviewed either in 
Care Management, UM, or both. 

c.  The effectiveness and quality of treatment offered by providers will be reviewed 
through QIC and its sub-committees based on monitoring, targeted review, 
contracting relationships, credentialing, and grievance and incident reports, etc. 

d.  Financial parameters per contract, per contract group (service related), and within 
the provider network will give indicators of quality and appropriateness of care as 
linked with member/recipient and clinical outcomes and through the Tailored Plan’s 
aggregate performance in treatment outcomes. 

e.  Partners is responsible for adopting Clinical Practice Guidelines. Compliance 
expectations and requirements for these guidelines are reflected in the Partners 
Practice Guidelines Policy and the Provider Operations Manual, including notification 
to the provider stating adherence to these guidelines will be monitored. Provider 
compliance may be monitored in the following ways: 

1)   Focused audits completed via Utilization Reviewer and others as appropriate 
and applicable 

2)   Routine review of Service Authorization Requests (identifying any areas of 
concern) 

3)   Peer Review activities 
4)   Quality of Care activities 
5)   CAC activities 

f. Member/recipient safety is monitored through grievance and incident management 
and provider monitoring. 

g. Providers and internal departments are monitored to ensure cultural approaches and 
practices are implemented for Tribal populations. 

 
6.  Partners is comprehensive in its planning for, and review of populations served. The quality 

assurance and improvement structure consist of committees with interdepartmental 
representation, physical and pharmacy services representation and often provider and 
member/family participation; therefore, multiple viewpoints are considered. Reports and 
tracking/trending capability allows the review of all appropriate discrete variables, e.g., a 
certain population with a certain service, based on the element reviewed. This full scope of 
demographic groups, care settings, and types of services is overtly addressed in the report 
design, so information can be searched as needed with no exclusions. 

 
7. The Quality department has the primary responsibility for provider review including 

monitoring, plans of correction, provider performance measurement, and review of specific 
items such as accessibility and treatment practices. Partners has established 
communication routes with providers through forums, webinars, email correspondence 
and via the website. This provides an easy, varied means of communicating both the 
contractual obligations and expectations to the providers along with clinical standards. 
Beyond the Quality department’s role, provider accountability may be documented 
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through grievances/complaints, incident reporting and review, quality of care case review, 
and Program Integrity reviews. 

 
a. Provider performance through medical record audits may be conducted through 

service specific and targeted reviews, grievance/complaint or incident 
investigations, Program Integrity investigations, claims review, quality of care 
review or clinical case staffing. Medical record audits, unless conducted as part of 
the network monitoring protocol, are primarily initiated in response to a 
precipitating event, rather than through scheduled random audits. 

 
 Reporting requirements for the DOJ Transition to Community Living (TCL) are 

managed through joint efforts of the following departments within the 
organization: Member Engagement, Care Management and Quality 
Management. Processes are in place to review the thoroughness, accuracy and 
timeliness of data collected. 

 Requirements associated with the Substance Use Prevention and Treatment 
and Mental Health Services Block Grant responsibilities and reporting are 
addressed in applicable provider contracts with primary compliance oversight 
by Partners Quality department. The Quality department also ensures reports 
are submitted as required. 

 
b.  In summary, the integration of departmental oversight functions and 

independent committee reviews culminating in QIC oversight allows for an 
inclusive system of quality improvement and assurance. The following actions 
further support a formal structure: 

 
 Clinical team supervision meetings, (PartnersACCESS, UM and Care 

Management) under the CMO’s and Chief Clinical Officer’s leadership, allow a 
conduit for assessing the quality and appropriateness of care to 
members/recipients across demographic groups, care settings and types of 
service. 

 Communication of findings and/or recommendations with Network 
Management so providers are aware and equipped with all necessary tools for 
service effectiveness. 

 The quality expectations and oversight, both within the Tailored Plan and within 
the network, make vital links for systemic success in consumer care. 

 
 

D.  PERFORMANCE IMPROVEMENT PROJECTS 
Partners’ QIC identifies areas for improvement from its ongoing monitoring of key 
performance measures. When an opportunity is identified, is approved by the CMO, and the 
QIC determines a formal quality management process is warranted, QIC will then select it as a 
PIP. 

 
1. Quality Management Process Model 

Once a PIP is selected, the PIP Committee is tasked to develop, implement, and monitor the 
PIP. The committee utilizes the PDSA (Plan, Do, Study, Act) process improvement model, as 
outlined in the prior graph, to manage the PIP and ensure goals are met and maintained. 
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2. PIP Projects Structure 

Specifications and focus areas for PIPs are delineated and followed as set forth by NC 
DMH/DD/SAS, DHB and accrediting bodies. The PIP Committee includes the CMO, as 
his/her input is crucial for clinical PIPs. The PIP Committee chair is responsible for 
gathering, documenting, and reporting to the QIC all the following factors for each selected 
PIP: 

 
 A measurable goal or “SMART” (specific, measurable, attainable, relevant, and time-

specific) goal 
 A design and implementation strategy to improve performance. 
 Projected time frames for meeting goals 
 A report of measurement of the PIP performance at least annually 
 Document changes or improvements relative to the baseline measurement. 
 A barrier analysis if the performance goals are not met. 

 
At any given time, Partners will include no less than three PIPs as part of the annual Quality 
Program to meet contractual and national accreditation requirements. The scope and 
number of PIPs will address clinical and non-clinical areas. At a minimum, one clinical PIP 
will relate to diversion, in-reach and/or transition for populations at risk of entrance into 
institutional or adult care home settings. Another clinical PIP will specifically address one or 
more of the following areas: maternal health, tobacco cessation, diabetes prevention, birth 
outcomes, early childhood health and development, hypertension, and/or behavioral/ 
physical health integration. The identified non-clinical PIP(s) will align with the NC Quality 
Strategy’s overarching aims identified as better care delivery, healthier people, and 
communities and/or smarter spending [NCQA HP QI 1D.2]. 
 
All PIPs will include measures and interventions for Tailored Plan members, Medicaid Direct 
members, and State-funded recipients as applicable. 

 
3. Communication of Quality Improvement Program Activities 

Partners recognizes the need to involve the whole organization and its stakeholders, 
providers and community partners in quality improvement and quality assurance. To 
promote quality throughout the organization and the Network of Providers, the progress of 
these PIPs, as well as other Quality Program activities, is routinely communicated via 
Partners’ external web links, public postings, QIC sub-committees and Global CQI. 
Members of the QIC are provided with regular updates on PIP performance. 

 
The meeting minutes of all committees in the Quality Management Improvement Program 
(QMIP) are regularly posted to ensure Partners’ staff members have access to information 
presented and decisions made in those committees. 
 
The Annual Workplan (QAPI) which includes PIPs, Provider Support Plan and the Annual 
Evaluation are companion documents to the QMIP. 
 
Member/recipient and provider satisfaction surveys are conducted, with feedback results 
communicated to stakeholders and incorporated into the Partners’ quality improvement 
and assurance process. 
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E.   OTHER QUALITY MANAGEMENT IMPROVEMENT PROGRAM ACTIVITIES 
 

1. NC Treatment Outcomes and Program Performance System (NC-TOPPS) Oversight  
Routine monitoring of updates needed by providers for NC- TOPPS submissions, including 
communication with providers for performance improvement. NC-TOPPS results are 
communicated routinely to providers via NC-TOPPS Report Cards. Information is also 
shared with the Provider Network department and other pertinent units of the 
organization. 
 

2. NC Division of Health Service Regulation (DHSR) Tracking 
 Ongoing tracking of all DHSR reports provided to the Tailored Plan, including monitoring of 
timelines for departmental follow-up, if required; includes notification to the Provider 
Network department, Care Management department, Contracts department and 
Consumer Rights Officer, as indicated. 

 
3. Grievances/Complaints 

The Office of Legal Affairs has responsibility for grievances/complaints. Ancillary review of 
grievance/complaint data and annual reporting is completed through internal audits and 
reporting to QIC. 
 

4. Corrective Action Plans (CAPs)  
The Quality department staff assists, as needed, those departments who are assigned a CAP 
by QIC or external review. 
 

5. Policies and Procedures Oversight 
 The Quality department staff will assist the Office of Legal Affairs and other departments as 
applicable in their decision to develop policies, procedures, or program descriptions and or 
departmental work-plans. Policies require board approval and are reviewed and managed 
by the Office of Legal Affairs. 

 
6. Level I Failure to Provide Back-Up Staffing 

 The Quality department staff review, track, and trend Level I Failure to Provide Back-Up 
Staffing reports as required by the NC Innovations Waiver H. 

 
7. Other   

Other activities, reports and monitoring functions required for the management of the 
Tailored Plan. 
 

 
 

F.   ANCILLARY COMMITTEES 
 
Partners has additional external led committees which serve to promote quality assurance for 
members/recipients, providers, and within the Partners’ organization. 
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1.  Human Rights Committee (HRC) 
The Human Rights Committee is comprised of members of Partners Board of Directors as 
well as members and their family members representing all disability groups. A Partners 
consumer rights officer serves as a liaison to the committee. This committee meets 
bimonthly. The primary responsibility of the committee is to ensure the protection of 
members/recipients’ rights by: 
 
 Reviewing aggregate data related to grievances/complaints regarding potential client 

rights violations. 
 Reviewing aggregate data related to member appeals. 
 Reviewing aggregate data regarding the use of restrictive interventions by network 

providers 
 Reviewing aggregate data regarding confidentiality 
 Reviewing aggregate data regarding member incident reports 
 Reviewing aggregate data regarding Level I Backup Staffing reports 

 
 

2. Global Continuous Quality Improvement Committee (GCQI) 
Partners’ providers take the lead in the GCQI, formed through the Provider Council. This 
committee is composed of provider representatives and a Partners’ staff liaison and meets 
quarterly. The purpose of this committee is to promote improvements and processes 
within provider agencies. 
which can lead to greater member/recipient satisfaction with services and choice among 
providers who use best practice models of treatment throughout Partners’ service area. 
The main objectives of this committee are to: 
 
 Review quality concerns developing in the network. 
 Assess training needs of the network related to quality. 
 Participate in the selection of Partners’ PIPs and the formulation of project goals. 
 Aggregate trends of network performance and review/address in this committee 
 Appoint or recommend members to QIC. 
 Allow for avenues in which providers can learn from each other. 

 
3. Provider Council 

The Provider Council meets monthly and represents the provider community. This Council 
represents the interests and needs of providers and identifies strategic issues impacting the 
performance of the network. Responsibilities include efforts to promote standardization 
and consistency throughout the system. This council may appoint members to QIC. The 
council also advises Partners on changes in the system impacting members, recipients, and 
providers. The council membership includes network providers representing diverse 
services and members and recipients and their family members. It is a provider-led 
committee. 

 
4.  Long-Term Services & Supports (LTSS) Stakeholder Advisory Committee 

Partners will maintain a Long-Term Services and Supports (LTSS) committee that has a 
strong understanding of and capability to meet the needs of beneficiaries utilizing LTSS, 
including care provided in the home, in community-based settings or in facilities such as 
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nursing homes. The committee seeks stakeholder input and advice regarding the LTSS 
covered under the BH I/DD Tailored Plan contract, and meets all provisions noted in 42 
C.F.R. § 438.110. Partners will provide reports to the committee to review member 
experience and quality of care to serve as an early warning system for the Partners on 
emerging issues. 

 
The LTSS Member Advisory Committee, led by a single appointed LTSS Liaison, will meet 
on at least a quarterly basis, and reflect the LTSS populations covered by the BH I/DD 
Tailored Plan or their representatives.  

 
5. Innovations Waiver Stakeholder Committee 

Partners maintains a stakeholder committee consisting of NC Innovations waiver 
members, families, advocates, and providers to make recommendations regarding the 
implementation and operation of Innovations Waiver services and policies. Committee 
membership is inclusive to represent the overall Partners catchment membership as it 
changes to include representation from federally recognized tribal members. The NC 
Innovations Stakeholder is inclusive of both NC Medicaid Direct and the Behavioral Health 
I/DD Tailored Plan. 

 
The committee has assigned care manager support as well as an appointed Member 
Engagement liaison to share updates on the NC Innovations Waiver. Partners Innovations 
Stakeholder committee meets at least on a quarterly basis via either virtual or in-person.  
 

6. Tribal Advisory Committee 
The Tribal Advisory Committee includes tribal leadership and members from the Eastern 
Band of Cherokee Indians (EBCI), and state-recognized tribes located within Partners’ 
service area. The committee is self-governing and administratively supported by the 
Partners’ internal Tribal Liaison. Specific committees may be established for targeted 
disparity projects and includes Partners, Carolina Complete Health, Tribal Option, NC 
Medicaid Direct and other PHPs if requested by the Tribal Advisory Committee. 
Collaboration occurs at a frequency established by the Advisory Committee but 
recommended at least semi-annually. The purpose of this committee is to discuss barriers 
to accessing treatment, transitions between plans, cultural issues, and other needs. 

 
 
 

V.     TRANSITION TO COMMUNITY LIVING (TCL) 
         

 A.  TRANSITION TO COMMUNITY LIVING PROGRAM PURPOSE AND SCOPE 
Partners’ Transition to Community Living (TCL) program is designed to ensure Partners’ 
compliance with the Local Management Entity-Managed Care Organization (LME-MCO) 
requirements listed in the TCL Settlement Agreement between North Carolina and the U.S. 
DOJ, as well as the Americans with Disabilities Act, the Rehabilitation Act, and the Olmstead 
decision. The TCL program will make quality services accessible to individuals in the most 
integrated settings, prevent inappropriate institutionalization and provide adequate and 
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appropriate services. The intended outcome is decreased hospitalizations or 
institutionalization and increased community integration.  
 

B.   Transition to Community Living Program Structure 
The Transition to Community Living (TCL) team performs the required TCL functions, as 
specified in Partners’ contract with the NC Division of Health Benefits (DHB). The TCL team will 
comply with all communication bulletins, use of Division of Mental Health/Developmental 
Disability/Substance Abuse Services (DMH/DD/SAS) TCL forms and adopt processes to meet 
the Settlement Agreement and DHB contract requirements. The TCL team will maintain daily 
operating procedures to meet these requirements in a Transitions to Community Living How-
To-Manual that staff can reference daily and update, as forms and processes may change 
frequently. 

 
Overview of Transition to Community Living (TCL): 
1. The goal of the Transition to Community Living (TCL) program is to ensure that individuals 

with Severe Mental Illness (SMI) or Severe and Persistent Mentally Illness (SPMI), in or 
possibly admitted to an Adult Care Home (ACH) or state psychiatric hospitals, are fully 
informed about community-based living options, including the transition to supportive 
housing,  rental subsidy and/or other qualifying assistance, supported employment and 
other behavioral and physical services.   

2.  The TCL team promotes individual growth, recovery, self-determination, community 
integration and maximizes strengths. TCL staff will meet with identified individuals and 
assess specific needs, goals, and preferences with a person-centered approach to transition 
individuals to the most integrated and appropriate community setting as outlined in the 
Transitions to Community Living How-To-Manual.  

3.  TCL staff coordinates and collaborates with contracted service providers to ensure the 
individual’s behavioral health needs are met through the completion of a Comprehensive 
Clinical Assessment (as needed), referral to recommended and appropriate services and 
the development of the Person-Centered Plan (PCP). 

 
Roles of Transition to Community Living (TCL) Staff:   
• In-Reach Specialist: The In-Reach Specialist is a Certified Peer Support Specialist. In-

Reach is an engagement, education and support effort designed to accurately and fully 
inform adults who have SMI/SPMI about community-based mental health services 
(including Individual Placement and Support- Supported employment (IPS-SE)) and 
supportive housing options.  In-Reach also provides ongoing education to individuals 
about supportive services, financial benefits, and community-inclusion activities and 
ensuring members are fully informed prior to making informed-decisions about their 
community-based living preferences. The In-Reach Specialist works in collaboration with 
the Transition Coordinator and assists with the move of the individual to the 
community, as directed by the supervisor. The In-Reach Specialists also assist members 
with Wellness Recovery Action Plan (WRAP) development.  

• Transition Coordinator:  The Transition Coordinator is a Qualified Professional and/or a 
Licensed Clinician. The Transition Coordinator is responsible for identifying housing 
preferences, assisting individuals in decision making, accompanying individuals to visit 
housing options and providing linkages to needed services/supports.  The Transition 
Coordinator functions as the lead for the transition process. The Transition Coordinator 
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is responsible for completing the Transition Planning Tool, completing rental subsidy 
documents, convening a transition planning meeting with the individual, guardian/LRP, 
Care Managers and all involved stakeholders.  The Transition Coordinator is also 
responsible for ensuring the PCP is developed with all requirements, completing the 
initial, 11 and 24-month Quality of Life Survey (QOL) surveys when and individual is 
transitioning out of a facility.  

• TCL Housing Development and Retention Clinical Supervisor: The TCL Housing and 
Retention Supervisor oversees the TCL Housing Coordinators, ensuring that housing 
quality measures meet Olmstead time frames and guidelines. This position works closely 
with housing teams and property managers to address tenancy issues and is responsible 
for risk mitigation. This position provides support to transition leadership through 
review of housing exits related to medical, behavioral health, and other related causes 
for housing separations. This position is also responsible for landlord development and 
providing oversight to housing pilot projects initiated by DHHS. 

• Housing Coordinator:  The Housing Coordinator is a Qualified Professional. The Housing 
Coordinator is responsible for the development of local housing resources for TCL 
individuals. The Housing Coordinator ensures the initial and annual Housing Quality 
Standard (HQS) inspections are completed and documentation required for them is 
completed. The Housing Coordinator communicates with the NCDHHS Regional Housing 
Coordinator in reference to referrals for Targeted Key Units. The Housing Coordinator 
communicates with landlords to address any concerns or problems with the tenant as 
well as overseeing the risk mitigation process when there are substantial damages to 
units.  

• Community Care Coordinator: The Community Care Coordinator is a Qualified 
Professional and/or a Licensed Professional. The Care Coordinator provides monitoring 
activities for TCL individuals who do not qualify for Tailored Care Management. The Care 
Coordinator provides oversight and clinical monitoring of the transition process for a 
minimum of 90 days or until the individual is fully supported with appropriate services 
and supports in the community. Care Coordinators participate in regular 
meetings/staffing and convene post-transition meetings with the individual, guardians, 
service providers and other involved stakeholders, as needed to minimize potential risks 
to tenancy and ensure individuals have adequate supports in place. 

• TCL Quality Assurance (QA) Specialist: The TCL QA Specialist is a Qualified Professional. 
The TCL QA Specialist manages TCL Quality Assurance Performance Improvement (QAPI) 
activities and serves as the organization’s TCL QAPI point of contact for DHHS.  The QA 
Specialist manages and coordinates the development and implementation of internal 
QAPI activities and implementation of State QAPI initiatives.  The QA Specialist also 
coordinates review activities with the DOJ and Constellation, the entity DHHS has 
contracted to do additional oversight and monitoring of all transition 
processes/functions. 

• TCL Data Analyst: The TCL Data Analyst is a Qualified Professional. The TCL Data Analyst 
provides data support for TCL Quality Assurance Performance Improvement (QAPI) 
activities and required reporting and manages and carries out procedures to ensure TCL 
data accuracy. The TCL Data Analyst serves as the organization’s TCL data quality point 
of contact for DHHS. 

• RSVP/Diversion Staff: The diversion team is composed of an RN, Licensed Mental 
Health clinician, CPSS, and QPs and is responsible for timely response to referrals made 
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to TCL through the Referral Screening Verification Process (RSVP). Diversion is the 
provision of evidence-based practices that prevent individuals with SMI/SPMI from 
entering an ACH. This Team works with individuals referred and referral entities to 
coordinate and gather Behavioral Health and Medical information needed for 
determining eligibility for TCL within established timeframes. Diversion staff educate 
consumers and community stakeholders on TCL, RSVP, and eligibility guidelines. When 
needed, diversion staff provide and assist with linkage to other resources, when 
individuals do not meet criteria.  Diversion staff are responsible for ensuring diversion 
functions are carried out in accordance with the Department of Justice Settlement 
Agreement. 

• TCL Training and Barriers Coordinator: The Training and Barriers Coordinator 
coordinates and facilitates the PIHP’s monthly Local Barriers Committee meetings, 
tracks and oversees tickets entered in the SNOW system and assists with any issues 
which pose a barrier to transition or sustaining tenancy.  The Training and Barriers 
Coordinator also sits on the Barriers Committees at the state psychiatric hospitals and 
ensures that Barriers training is completed upon hire and annually for all TCL staff.  This 
position is also responsible for overseeing onboarding of new staff and completion of 
trainings required by the Department pursuant to this Contract for PIHP staff and 
network providers serving or supporting TCL members. 

• State Psychiatric Hospital (SPH) Transition Coordinator: The SPH Transition Coordinator 
will act as the Division of State Operated Healthcare Facilities (DSOHF) Admissions to 
Discharge Manager as outlined in the Tailored Plan. This position is responsible for 
providing proactive intervention and care management (treatment planning, 
assessment, referral/linkage, and monitoring) to individuals admitted to State 
psychiatric hospitals or ADATC facilities. This position will work in coordination with 
members’ assigned Care Manager and dedicated SPH In-Reach Specialists to ensure 
transition planning occurs for individuals in state-operated healthcare facilities. 

• TCL RN/OT Evaluator: The TCL Registered Nurse (RN)/Occupational Therapy (OT) 
Evaluator Team shall provide physical health and functional assessments and transition 
planning assistance primarily for TCL members transitioning from Adult Care Homes 
(ACHs), and to the extent capacity allows, to TCL members transitioning from other 
settings, with complex medical and/or functional conditions that significantly impede 
the transition of the member into the community (severity is determined by the PIHP 
screening process).      

• TCL Supported Employment Coordinator:  The TCL Supported Employment Coordinator 
works collaboratively to increase engagement and utilization of Individual Placement 
and Supports (IPS), Division of Employment and Independence for People with 
Disabilities (EIPD), or other research-based nationally recognized employment models 
for adults with SMI/SPMI. This position also works with CST and TMS service providers 
to ensure these individuals have opportunities to obtain competitive, integrated 
employment and plays a central role in improving access to IPS services by educating 
and working with In- Reach/Transition Coordinators, Care Managers and other involved 
stakeholders.  The Supported Employment Coordinator identifies and assists with 
eliminating barriers to employment and monitors the referral process to help ensure 
successful enrollments and continued service engagement. 

• TCL Director: The Transitions to Community Living Director is responsible for overseeing 
the Transitions to Community Living (TCL) program, including crafting the strategic 
vision of this program and ensuring adherence to contractual expectations. Expectations 
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include, but are not limited to, implementing systems and operational guidelines in 
accordance with the guidance of the Senior Director, Population Health and ensuring 
the progress of strategic plan goals, department initiatives, and organizational priorities. 

• TCL Program Manager: The TCL Program Manager provides oversight to both TCL and 
Care Management (CM) units and serves as the Partners Behavioral Health 
Management Point of Contact for the DMHDDSUS Transition to Community Living (TCL) 
Initiative. The Manager must have thorough knowledge and understanding of the North 
Carolina DOJ Settlement and TCL Initiative and effectively implement systems and 
operational guidelines to achieve the State performance measures for this initiative. 

• TCL Operations Manager: The TCL Operations Manager provides operational support to 
the full TCL unit, as well as clinical and administrative supervision to the RSVP, In-Reach, 
RN/OT Evaluator team and the Supported Employment Coordinator. This position 
ensures compliance with processes and procedures to meet or exceed day to day 
operational outcomes as established by the DOJ settlement, Partners strategic planning, 
and the TCL Incentive Plan. 

 
 

C.    Transition to Community Living Program Processes 
The Transition to Community Living (TCL) quality assurance/improvement functions and 
activities include, but are not limited to: 

 
• Tracking compliance with follow-up after transition requirements. 
• Tracking housing separations.  
• Tracking case transfers and case closures 
• Tracking and monitoring In-Reach activities (compliance with face to face requirements) 
• Monitoring completion of Quality of Life surveys 
• Monitoring member involvement in behavioral health services and supports. 
• Analyzing TCL quality and performance measures, member surveys and assessments, 

incidents of harm, mental health and employment services data, institutional 
admissions, and other data sources to identify quality issues and performance deficits. 

• Developing TCL-specific QA/PI plans as required by DHHS. 
 
 
VI.    SATISFACTION SURVEYS 

 
A.  SURVEY ADMINISTRATION 

 
Partners will participate in surveys so that the organization can obtain key outcome 
information for communication of satisfaction of population services or needs, as well as the 
service quality and the effect on the members and recipients’ quality of life. This includes 
administration of the NC-TOPPS tool and surveys as listed below. 
 
 
 

B.   COMMUNICATION OF SURVEY RESULTS 
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Partners Quality department is committed to sharing information with our 
members/recipients, families, and providers about our quality assurance initiatives. Partners 
shares results of satisfaction surveys with members/recipients, families, and providers by 
sharing with various committees and information outlets to include GCQI, Consumer Family 
Advisory Committee (CFAC), the Provider Council, as well as on the Partners external website. 
 
Partners conducts an analysis of the survey results and completes a comparison to previous 
annual survey data across multiple years. All survey results are fed into the Annual QM 
Evaluation, which is reviewed by the QIC, Operations Team, ELT, and Partners’ governing 
board. The QIC is expected to identify and address systemic issues affecting Partners and/or 
its provider network through corrective actions or quality improvement projects. Members of 
ELT and Operations sit on the QIC. 

 
1. Provider Satisfaction Survey 

An annual Provider Satisfaction Survey is conducted by the Division of Health Benefits 
(DHB). DHB contracts with an External Quality Review Organization (EQRO) to conduct this 
survey each year to assess provider satisfaction. 

 
2. Consumer Assessment of Healthcare Providers and Systems Plans Survey (CAHPS) 

The CAHPS is a set of patient experience surveys that DHB administers to adult and child 
Medicaid members annually, per contract timing. Developed by the Agency for Healthcare 
Research and Quality (AHRQ), these Consumer Assessment of Healthcare Providers and 
Systems (CAHPS) surveys collect data on patient experiences across various health services 
within different levels of the health care delivery system. The primary goal of the CAHPS 
survey is to collect and evaluate performance feedback to understand Medicaid 
respondent experience and inform improvements in care. The CAHPS survey serves as a 
national standard for measuring and reporting respondents’ experiences with their health 
care. 
 

3. Perception of Care 
The NC Division of MH/DD/SAS conducts a Perception of Care survey on an annual basis to 
assess members and recipients’ perception of the services they receive from network 
providers. A designated number of mental health and substance use disorder 
members/recipients are selected to participate in the survey. 

 
4. National Core Indicators Survey 

National Core Indicators is a collaborative effort between the National Association of State 
Directors of Developmental Disabilities Services (NASDDDS) and the Human Services 
Research Institute (HSRI) and the Tailored Plan. The purpose of the survey is to gather a 
standard set of performance and outcome measures for I/DD members/recipients that can 
be used to track performance over time, to compare results across states, and to establish 
national benchmarks. 
 
 
 

VII.  QUALITY ASSESSMENT PERFORMANCE IMPROVEMENT (QAPI) PROGRAM EVALUATION 
 

http://www.nasddds.org/index.shtml
http://www.nasddds.org/index.shtml
http://www.nasddds.org/index.shtml
http://www.nasddds.org/index.shtml
http://www.hsri.org/
http://www.hsri.org/
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Partners’ process to evaluate the impact and effectiveness of the Quality Program has been 
developed through use of its fluid QAPI leading into summarization of the success status via 
documentation in the Annual Evaluation; both documents meet NCQA Health Plan standards for 
quality and measurement of effectiveness. 
 
This Annual Quality report/evaluation presents an evaluative summary of the QAPI activities 
accomplished, discovered, mediated, or improved during a specific state fiscal year. The Annual 
Quality Program Evaluation is reviewed by the QIC, ELT and Partners’ governing board. Challenges, 
systemic issues, and improvements are discussed, and performance plans or PIPs are developed to 
address issues. 
 
As used for compliance, these documents and processes will also seek NCDHHS approval and 
implementation at the plan level and will be submitted to NCDHHS on an annual basis, with any 
feedback incorporated by Partners as applicable. 

 
 
 
 
VIII. ACCREDITATION 

 
Partners is in the process of seeking NCQA Health Plan Accreditation with LTSS Distinction in 
compliance with Tailored Plan contract timing. 

 
 
 
IX.    STATEMENT OF APPROVAL 

 
The Quality Improvement Committee and Partners’ Chief Medical Officer via authority from 
Partners’ governing Board of Directors, approve this plan. 
 

 
 
 

_______________________________            _____________________ 
Andrew Schrag, QIC Chair                                   Date 
 
 
 
 
_______________________________            _____________________ 
Steve Edwards, Chief Medical Officer               Date 
 
 

 
       
Original Approval Date: 8/8/22   

 
Next Annual Review Date: December 2026 


