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EXECUTIVE SUMMARY  

The Balanced Budget Act of 1997 requires State Medicaid Agencies that contract with 

Prepaid Inpatient Health Plans (PIHPs) to evaluate their compliance with the state and 

federal regulations in accordance with 42 Code of Federal Regulations (CFR) 438.358 (42 

CFR § 438.358). This review determines the level of performance demonstrated by 

Eastpointe. This report contains a description of the process and the results of the 2021 

External Quality Review (EQR) conducted by The Carolinas Center for Medical Excellence 

(CCME) on behalf of North Carolina Medicaid (NC Medicaid).  

Goals of the review are to:   

Å Determine if the PIHP complies with service delivery as mandated by their NC 

Medicaid Contract  

Å Provide feedback for potential areas of further improvement  

Å Verify the delivery and determine the quality of contracted health care services  

The process used for the EQR was based on the Centers for Medicare & Medicaid Services 

(CMS) protocols for EQR of Medicaid Managed Care Organizations (MCOs) and PIHPs. The 

review include d a Desk Review of documents, an Onsite visit, compliance review, 

validation of Performance Improvement Projects (PIPs), validation of Performance 

Measures (PMs), validation of encounter data, an Information System Capabilities 

Assessment (ISCA) Audit, and Medicaid program integrity review of the PIHP. 

 Overall Findings   

Federal regulations require PIHPs to undergo a review to determine compliance with  

federal standards set forth in 42 CFR Part 438, Subpart D and the Quality Assessment and 

Performance Improvement (QAPI) program requirements described in 42 CFR § 438.330. 

Specifically, the requirements related to:  

Å Coordination and Continuity  of Care (§ 438.208) 

Å Coverage and Authorization of Services (§ 438.210) 

Å Provider Selection (§ 438.214 and § 438.240) 

Å Confidentiality ( § 438.224) 

Å Grievance and Appeal Systems (§ 438, Subpart F) 

Å Health Information Systems ( § 438.242) 

Å Quality Assessment and Performance Improvement Program (§ 438.330)  
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Due to the COVID-19 pandemic, CCME implemented a focused review. This decision was 

based on the issuance by the State of the COVID-19 flexibilities PIHP Contract 

Amendment #9, which  stated PIHPs òshall be held harmless for any documentation or 

other  PIHP errors identified through the EQR that are not directly related to member 

health and safety through the Term of the Amendment. ó The focused review included a 

comprehensive review of Eastpointeõs health systems capabilities and provider 

credentialing and recredentialing documentation and processes. The review include d 

validation of the PIHPõs PIPs, PMs, and encounter data. Lastly, CCME conducted a 

thorough review of the Eastpointeõs Utilization Management  (UM), Grievances, and 

Appeals processes. The PIHPõs network adequacy, availability of services , sub-contractual  

relationships, and Clinical Practice Guidelines ( 42 CFR § 438.206, § 438.207, § 438.230, 

and § 438.236, respectively ) were not included in the review.  

To assess Eastpointeõs compliance with federal regulations and its contract, CCMEõs 

review was divided into eight  areas. The following is a high -level summary of the review 

results for each area, as well as the status of the Recommendations and Corrective Action 

items from the 2020 EQR and the findings of the 2021 EQR. Additional information 

regarding the reviews, including strengths, weaknesses, and recommendations, is 

included in the narrative of this report.  

Administration  

 42 CFR § 438.224 and 42 CFR § 438.242  

In the 2020 EQR, Eastpointe met 100% of the Administrative Standards and received one 

Recommendation. The Recommendation was related to the higher than usual number of 

duplicate encounter data denials from NCTracks. During the 2021 Onsite, Eastpoi nte staff 

reported that they are still encountering a high number of denials due to duplicate 

encounter data submissions. In the 2021 EQR, Eastpointe again met 100% of the 

Administrative EQR standards, but received two Recommendations to address duplicate 

encounter data denials. These Recommendations are related to the 2020  

Recommendation, which has not yet been implemented by Eastpointe , and the PIHPõs 

inability to query their database to produce a count of encounters with specific dates of 

service, prior years,  or a point in time.  

Provider Services 

42 CFR § 438.214 and 42 CFR § 438.240 

In the 2020 EQR of Eastpointeõs Credentialing/Recredentialing, 100% of the standards in 

the Provider Services review were scored as òMet,ó and CCME issued three  

Recommendations. Eastpointe addressed the Recommendation regarding recredentialing 

every three years . The PIHP partially addressed the Recommendation to revise conflicting 

language about the composition of the Credentialing Committee and to correct the 

position title of one Eastpointe employee who was a non-voting member . However, 
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Eastpointe did not address the Recommendation to  reconcile  the language within the 

Credentialing Manual  about the process.  

In the current EQR, Eastpointe met 100% of the Provider Services standards. CCME issued 

three Recommendations, including the two Recommendations from the 2020 EQR that 

were not completely addressed.  

Quality Improvem ent 

42 CFR § 438.330  

In the 2020 EQR, Eastpointe met 100% of the Quality standards and received three  

Recommendations related to the PIPs validated. All three Recommendations were 

implemented.  For the 2021 EQR, Eastpointe met all standards with no Corrective Actions 

and four Recommendations. All PIPs were validated  in the High Confidence range, but 

CCME issued three Recommendations. The three PIP Recommendations target revisions in 

interventions and additional interventions to improve rates .  

In the 2021 EQR, Eastpointe was Fully Compliant for (b) Waiver and (c) Waiver PMs, but 

several (b) Waiver PMs showed a decline in rate compared to the previous measurement 

year. Due to the timing of the 2021 EQR, the file submitted for this review was the same 

f ile submitted for the 2020 EQR. CCME issued a Recommendation for monitoring to 

determine if rates with substantial improvement or decline represent trend s or anomalies 

in the PMs. 

Utilization Management  

42 CFR § 438.208  

Eastpointe met 96% of UM standards in the 2020 EQR. CCME issued one Corrective Action 

and two Recommendations. The two Recommendations were aimed at ensuring 

exemptions for waiver cost limits were identified and to clarify information regarding the 

qualifications for Children with Complex Needs. Both Recommendations were addressed. 

The Corrective Action was to revise the current monitoring plan to include a more 

comprehensive quality review of all I/DD progress notes and documentation. The 

Corrective Action was partially implemented.   

For this EQR, Eastpointe met 96% of UM standards. CCME issued one Corrective Action 

aimed at improving Care Coordination service monitoring, service implementation , and 

follow -up activities. The Corrective Action also includes the development of training  and 

guidelines for Care Coordination staff that aligns with Eastpointe policies and 

requirements outlined in NC Medicaid Contract and Contract Amendments , 42 CFR § 

438.208 and 47 CFR § 64.1200, NC Clinical Coverage Policy 8D-1 Psychiatric Residential 

Treatment Facilities for Children under the Age of21 , and 8P NC Innovations, NC 

Innovations Waiver Technical Guide , and NC Incident Response Improvement System 

Manual. 



4 

 

 

2021 External Quality Review   
 
    

 Eastpointe | November 18, 2021  

Grievances and Appeals 

42 CFR § 438, Subpart F, 42 CFR 483.430  

In the 2020 EQR, Eastpointe met 90% of the Grievance and Appeal standards and received 

two Corrective Actions in Grievances and one Recommendation in Appeals. The two 

Corrective Actions in Grievances were targeted at  documentation around extending the 

Grievance resolution timeframe and resolving the Grievance inside of the 90 days 

required by 42 CFR § 438.408 (b)1. The Appeals Recommendation targeted  

documentation in the Provider Operations Manual  around Eastpointeõs responsibility to 

notify enro ll ees of their right to file a Grievance if they disagree with Eastpointeõs 

extension of  the Appeal resolution timeframe. There was evidence in the 2021 EQR that 

Eastpointe implemented the Recommendation and a ll Corrective Actions  issued in the 

2020 EQR.  

In the 2021 EQR, eight of the 10 Grievance files met all timeliness requirements . There 

was one Grievance acknowledgement and two Grievance resolution letters  sent outside of 

the required timeframes . CCME issued a Recommendation to Eastpointe to continue to 

routinely monitor Grievance files  to ensure all notifications are issued in a timely  

manner. CCME also issued a Recommendation that Grievance staff be trained on 

Grievance Log data entry to ensure the data is consistent, complete, and accurate.  

In the 2021 Appeals EQR, 10 files were reviewed. There was one Appeal resolution letter  

issued outside of the required timeframe . During the Onsite , Eastpointe staff explained 

this was an isolated incident and that a plan of correction was implemented . There were 

no other deficiencies in the files reviewed , and no Corrective Actions or 

Recommendations were issued in the 2021 EQR of Appeals. 

Program Integrity  

42 CFR § 455, 42 CFR § 438.455 and 1000 through 1008, 42 CFR § 1002.3(b)(3), 42 CFR 438.608 (a)(vii) 

In the 2020 EQR, Eastpointe met 100% of Program Integrity (PI) EQR standards, and no 

Corrective Actions or Recommendations were issued.   

In the 2021 EQR, Eastpointe again met 100% of PI EQR standards. Through the Desk 

Review and Onsite, Eastpointe demonstrated strong investigative practices, including a 

risk assessment process that prioritizes cases considered to be a òmajoró risk. The PIHP 

does not have any pending cases older than 2020, which represents a very current case 

load. Eastpointe uses data mining  to identify PI cases with support from  both IBM and 

internal staff. Currently, more than a third of new Eastpointe PI cases result from data 

mining efforts. CCMEõs review of Eastpointeõs PI functions showed strong 

interdepartmental collaboration with provider relations, claims, UM, and quality teams.  
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Encounter Data Validation  

Based on the analysis of Eastpointeõs encounter data, it was concluded that the data 

submitt ed to NC Medicaid is complete and accurate as defined by NC Medicaid standards.  

During the review, the m ost notable issue found was the infrequent reporting of Other 

Diagnosis codes. Although Other Diagnosis codes may not affect adjudication in certain 

instances, these codes are important for reporting, evaluating member health, and 

assessing a value-based payment model. Eastpointe should conduct a review at the 

provider level to determine which of its providers are often not reporting Other Diagnosis 

codes and perform educational outreach to alert providers to the issue. Eastpointe should 

also continue to review and take necessary actions to ensure that they are capturing and 

reporting valid Procedure codes for Institutional claims when required based on t he 

reported Revenue code (e.g., pharmacy, lab, radiology) so that all services billed on 

those claims can be identified.  

For the next review period, it is recommended  that Eastpointe review the encounter data 

from NCTracks to look at encounters that pass f ront end edits and are adjudicated to 

either a paid or denied status. It is difficult to reconcile the various tracking reports with 

the data submitted by the PIHP. Reviewing an extract from NCTracks would provide 

insight into how the NCTracks is handling the encounter claims and could be reconciled to 

reports requested from Eastpointe. The goal is to ensure that Eastpointe is reporting all 

paid claims as encounters to NC Medicaid. 

2020 Corrective Actions  and Recommendations from Previous EQR 

During the previous EQR, there was one Care Coordination standard scored as òPartially 

Met,ó and no standards scored as òNot Met.ó  Following the 2020 EQR, Eastpointe 

submitted a Corrective Action  Plan to address the identified deficiency . CCME reviewed 

and accepted Eastpointeõs Corrective Action Plan on June 17, 2021. The deficiency 

identified in Eastpointeõs 2020 EQR was within the file review of MH/SUD and I/DD Care 

Coordination. The 2020 file review showed a patter n of noncompliance with Eastpointeõs 

Care Coordination policies and NC Medicaid Contract, Section 6, related to timeliness of 

progress notes, incomplete I/DD Monitoring Checklists, and a lack of person -centeredness 

and detail within the Individual Support Plans (ISPs) of the enrollee files reviewed. 

Concern regarding the frequency and method of monitoring I/DD enrollees was also 

noted. During the 2021 EQR, CCME assessed the degree to which Eastpointe implemented 

the Corrective Actions issued in the 2020 EQR. This assessment showed the one 

Corrective Action  issued was only partially implemented. The 2021 EQR showed 

Eastpointe updated the I/DD Monitoring plan, but CCME  again identified discrepancies in 

Care Coordination progress notes and other documentation  that were similar to those 

identified in the 2020 EQR.   
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Additional detail s regarding the PIHPõs 2020 Corrective Action Plan, the PIHPõs response, 

and evidence, or lack thereof, of PIHP implementation of the 2020 Corrective Action are 

detailed in the Care Coordination section of this report.  

Conclusions  

Overall, Eastpointe has met the requirements set forth in the contract with NC Medicaid. 

The 2021 Annual EQR shows that Eastpointe has achieved a òMetó score for 99% of the 

standards reviewed. As the following chart indicates, 1% of the standards were scored as 

òPartially Met,ó and none of the standards scored as òNot Met.ó  

 Overall Score  

Figure 1: Annual EQR Comparative Results, provides an overview of the scoring of the 

current annual review as compared to the findings of the 2020 review.  

Figure 1:  Annual EQR Comparative Results  

 

The following is a summary of key findings and recommendations or opportunities for 

improvement.  Specific details of strengths, weaknesses, and Recommendations can be 

found in the sections that follow.  
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Table 1: Eastpointeõs 2021 Overall  Strengths , Weaknesses, and Recommendations   

 Strengths  Weaknesses Recommendations  

Quality  

Eastpointe can capture up to 

24 ICD-10 Diagnosis codes 

on Institutional claims and 12 

ICD-10 Diagnosis codes on 

Professional claims. 

There were several (b) 

Waiver Measures with 

substantial declines. 

 

Recommendation: Continue to 
monitor (b) Waiver Measure 
rates to determi ne if rates 
with substantial improvement 
or decline represent a 
continued trend or an 
anomaly in the Performance 
Measures.  

In submissions to NC 

Medicaid, Eastpointe can 

include all ICD-10 Diagnosis 

codes provided on claims via 

the encounter data extracts. 

PIP rates did not improve 

for two of the validated 

PIPs. 

 

Recommendations: Increase 
the Percent of Individuals 
Who Receive a 2nd Service 
Within or Less Than (Ò) 14 
Days to 35% PIP: Determine if 
additional education needs to 
be implemented for 
providers. Assess impact of 
interventions to allow 
determination of most 
effective intervention.  
Increase Diabetes Screening 
for People (18 -64) With 
Schizophrenia or Bipolar 
Disorder Who are Using 
Antipsychotic Medications to 
80% (SSD) PIP: Continue 
interventions and conduct 
analysis of interim data to 
determine if additional 
interventions should be 
implemented to focus on the 
SSD rate. 
Increase Diabetes Screening 
for People (18 -64) With 
Schizophrenia or Bipolar 
disorder Who are Using 
Antips ychotic Medications to 
80% (SSD)PIP: As data allow, 
conduct interventions 
assessment in relation to SSD 
rate to assess impact of each 
intervention.  

Interdepartmental 

coordination was evident in 

the Grievance and Appeal 

files reviewed. 

 

Eastpointe is encountering 

a higher than usual number 

of duplicate encounter data 

submission denials from 

NCTracks that are primarily 

due to the process of 

submitting adjusted and 

voided encounters. 

Recommendation: Continue to 

work with providers and the 

State to reduce the number of 

denied duplicate encounters 

from NCTracks.  
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 Strengths  Weaknesses Recommendations  

(b) Waiver Measures 

included all necessary 

documentation, and 

measures were reported 

according to specifications. 

Eastpointe is unable to 

query the database to 

produce the count of 

encounters with specific 

dates of service 

Recommendation: Update 

Eastpointeõs code and 

encounter data reporting 

system to be able to query 

the database to produce the 

count of encounters based on 

specific dates of service, 

prior years, or a point in 

time.  

(c) Waiver Measures met or 

exceeded State benchmark 

rates. 

  

Review of Eastpointeôs PI 

functions showed strong 

interdepartmental 

collaboration with provider 

relations, claims, Utilization 

Management, and quality 

teams. 

  

Timeliness  

Eastpointe auto-adjudicates 

claims, including 98.81% of 

Institutional claims and 

98.99% of Professional 

claims. 

Two of the 10 Grievance 

files reviewed showed 

noncompliance with 

required notification 

timeframes. 

Recommendation: Continue to 
routinely monitor Grievance 
notification timeframes to 
ensure all notifications are 
issued in a timely manner per 
NC Medicaid Contract, 
Attachment M, Section C,  42 
CFR § 438, and Policy Q -
6.4.4, Member/Enrollee and 
Stakeholder Grievance/ 
Complaint and Appeals.  

Eastpointeôs process for 

monitoring Appeals resulted 

in significant improvement in 

compliance when compared 

to the previous EQR. 

The Eastpointe Grievance 

Log contained several data 

entry errors. 

Recommendation: Train staff 
on Grievance Log data entry 
to ensure data on the log is 
consistent, complete, and 
accurate.  

Eastpointe uses data mining, 

supported by both IBM and 

internal staff. Currently, more 

than a third of new 

Eastpointe PI cases resulted 

from data mining efforts. 
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 Strengths  Weaknesses Recommendations  

Access to 

Care 

Eastpointe provides a 

Network Operations Call 

Center with a dedicated toll-

free number to assist 

providers. Network 

Operations also has a 

designated email address. 

As at the last EQR, some of 

the language in the 

Credentialing Manual 

regarding processes is 

conflicting (e.g., applications 

go to Medversant, versus 

applications are submitted 

to CAQH and are sent to 

Medversant, versus 

applications are submitted 

to the PIHP).  

Recommendation: As per the 
Recommendation at the last 
EQR, reconcile the language 
within the Credentialing 
Manual about the process.  

 

Network Operations uses a 

two-tiered review process in 

which a credentialing staff 

member reviews the 

application for completeness 

and accuracy, followed by a 

review by the Provider 

Relations Supervisor. 

As noted in the last EQR, 

there is conflicting language 

in the Credentialing 

Committee By-Laws and the 

Credentialing Manual about 

the composition of the 

Credentialing Committee.  

Recommendation: As 
recommended at the last 
EQR, revise the Credentialing 
Committee By -Laws, the 
Credentialing Manual, and 
any other documents that 
reference the composition of 
the Credentialing Committee, 
to consistently reflect the 
composition and correct 
position titles of the 
Credentialing Committee 
membership.  

Due to the pandemic, 

Eastpointe obtained 

permission from NC 

Medicaid to provide home-

delivered meals via a vendor 

to I/DD members.  

 

There are additional errors 

in the submitted 

Credentialing Committee 

By-Laws (By-Laws), in the 

submitted Credentialing 

Manual, and in items posted 

on the website, as 

described in the Tabular 

Spreadsheet. 

Recommendation: Review 
language in the By -Laws, in 
the Credentialing Manual, and 
on the Eastpointe website and 
make corrections to ensure 
information is accurate and 
current.  
As the Medical Director now 
chairs the committee meeting 
in the absence of the AMD, 
revise the Credentialing 
Manual to reflect this change.  
In the Credentialing 
Committee By -Laws 
08272021, correct the date 
the By -Laws were òreviewed 
and approved by the 
Credentialing Committeeó to 
August 27, 2021 and ensure 
posted information such as 
the MCO Provider Sanctions 
Grid is accurate and current.  
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 Strengths  Weaknesses Recommendations  

Eastpointe successfully 

passed initial NCQA 

accreditation as a Managed 

Behavioral Health 

Organization, scoring 100% 

on the Complex Case 

Management program for 

children.  

 

The current monitoring plan 

does not include a quality 

review of Care Coordination 

documentation that ensures 

I/DD ISPs reflect needs 

identified in assessments, 

that services are 

implemented as outlined, 

that monitors how monthly 

contacts are made, and that 

follow-up notifications are 

made with all required 

parties when incidents 

occur.  

Corrective Actions: Enhance 
the current monitoring plan 
to include a quality review 
checklist of MH/SUD/I/DD Care 
Coordination documentation. 
The quality review should: 
Ensure that I/DD monthly Care 
Coordination service reviews 
are conducted face -to -face o r 
by allowed methods listed in 
NC Contract Amendment 11, 
Section 7; Ensure that needs 
identified in assessments and 
other support tools are 
reflected in the ISP and the 
implementation of services 
has been arranged by Care 
Coordination; Ensure that 
when inc idents (as defined by 
10A NCAC 27G .0103(b)(32) 
occur, the required 
notifications as listed in NC 
Incident Response 
Improvement System have 
been made.  
Develop and implement staff 
trainings and guidelines 
regarding Care Coordination 
service monitoring, ser vice 
implementation and enrollee 
follow -up that aligns with 
Eastpointe policies and 
requirements outlined in NC 
Medicaid Contract and 
Contract Amendments, 42 CFR 
§ 438.208 and 47 CFR § 
64.1200, NC Clinical Coverage 
Policy 8D -1 Psychiatric 
Residential Treat ment 
Facilities for Children under 
the Age of21, and 8P NC 
Innovations, NC Innovations 
Waiver Technical Guide, and 
NC Incident Response 
Improvement System Manual . 
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METHODOLOGY 

The process used for the EQR was based on the CMS protocols for EQR of MCOs and PIHPs. 

This review focused on the three federally  mandated EQR activities: compliance 

determination, validation of PMs, and validation of PIPs, as well as optional activity in 

the area of Encounter Data Validation, conducted by CCMEõs subcontractor, HMS. 

Additionally, as required by CCMEõs contract with NC Medicaid, an ISCA Audit and 

Medicaid Program Integrity  (PI) review of the health plan was conducted by CCMEõs 

subcontractor, IPRO.  

On September 7, 2021, CCME sent notification to Eastpointe that the annual EQR was 

being initiated (see  Attachment 1 ). This notification included:   

Å Materials Requested for Desk Review 

Å ISCA Survey 

Å Draft Onsite Agenda 

Å PIHP EQR Standards 

Further, an invitation was extended to Eastpointe to partici pate in a pre -Onsite 

conference call with CCME and NC Medicaid to provide  Eastpointe an opportunity to seek 

clarification on the review process and ask questions regarding any of the Desk Materials 

requested by CCME.  

The review consisted of two segments. The first was a Desk Review of materials and 

documents received from Eastpointe on September 28, 2021 and reviewed by CCME (see 

Attachment 1 ). These items focused on administrative functions, committee minutes, 

member and provider demographics, member and provider educational materials, and 

the QI and Medical Management Programs. Also included in the Desk Review was a review 

of Credentialing, Grievance, Utilization, Care Coordination, and Appeal files.  

The second segment of the EQR is typically a  two-day Onsite review conducted at the 

PIHPõs offices. However, due to COVID-19, this Onsite was conducted through a 

teleconference platform on  October 21, 2021. This Onsite visit focused on areas not 

covered in the Desk Review and areas needing clarification. For a list of items requested 

for the Onsite visit, see Attachment 2. CCMEõs Onsite activities included:   

Å Entrance and Exit Conferences 

Å Interviews with PIHP Administration and Staff  

All interested parties were invited to the entrance and exit conferences.  
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FINDINGS  

The findings of the EQR are summarized in the following pages of this report and are 

based on the regulations set forth in 42 CFR § 438.358 and the NC Medicaid Contract  

requirements between Eastpointe and NC Medicaid. Strengths, Weaknesses, Corrective 

Action items, and Recommendations are identified where applicable. Areas of review 

were identified as meeting a standard ( òMetó), acceptable but needing improvement 

(òPartially Metó), failing a standard ( òNot Metó), Not Applicable, or Not Evaluated, and 

are recorded on the Tabular Spreadsheet (Attachment 4 ).  

 Administration  

42 CFR § 438.224 and 42 CFR § 438.242  

The review of Eastpointeõs system capabilities included use of the Information Systems 

Capabilities Assessment (ISCA) tool and review of supporting documentation such as 

Eastpointeõs claim audit reports, enrollment workflows, and Information Technology (IT) 

staffing patterns. This system analysis was completed as specified in the Centers for 

Medicaid and Medicare Services (CMS) protocol. During the Onsite, staff presented a 

member and claims systems review and answered questions regarding the ISCA tool. 

In the 2020 EQR, Eastpointe met 100% of the administrative  standards and received one 

Recommendation. The Recommendation was related to the higher than usual number of 

duplicate encounter data submission denials from NCTracks.  

Table 2: 2020  EQR Administrative Findings  

2020 EQR Administrative Findings 

Standard EQR Comments 
Implemented 

Y/N/NA 

The PIHP has an encounter data 

team/unit involved and knowledgeable 

in the submission and reconciliation of 

encounter data to NC Medicaid. 

Recommendation : Continue to work 

with providers and the State to reduce 

the number denied duplicate encounters 

from NCTracks, review the process of 

submitting the adjusted and voided 

encounters separately.  

Y 

2021 EQR Follow up: In the 2021 EQR, Eastpointe received a Recommendation related to the higher 

than usual number of duplicate encounter denials from NCTracks. During the Onsite, Eastpointe stated 

that this issue has not been resolved completely and they are still encountering denials due to timing of 

the voided encounter submission to NCTracks.  
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Eastpointe, like many other PIHPs in North Carolina, uses the AlphaMCS transactional, a 

hosted system environment produced by their vendor, WellSky. On October 4, 2021, 

Eastpointe transitioned from AlphaMCS to the Alpha+ platform noting that there were no 

major changes in processes or functionality of the platform. The hosting of the Alpha+ 

system has been updated to cloud-based hosting. While submitting the ISCA tool, 

Eastpointe was still using the AlphaMCS system but had transitioned to Alpha+ when the 

Onsite was conducted. The Alpha+ system is used to process member enrollment and 

claims, submit encounters, and generate reports.  

The ISCA tool and supporting documentation for t he enrollment systems loading processes 

clearly defined the process for enrollment data updates in the Alpha+ system. During the 

Onsite, Eastpointe provided a demonstration of the Alpha+ enrollment system, which 

maintains a memberõs enrollment history. The Global Eligibility File (GEF) file is imported 

daily into the Alpha+ by their vendor, WellSky. WellSky also uploads the monthly 834 file 

to Alpha+. During the Onsite, Eastpointe stated that they use the quarterly GEF file to 

reconcile and update the recor ds in Alpha+. 

Eastpointe stores the Medicaid identification number received on the GEF. During the 

Onsite, Eastpointe indicated that they rarely see members with multiple IDs but are able 

to research and merge the information into one Member ID. Eastpointe validates the  

Medicaid ID that is submitted on a claim with the previous seven Medicaid IDs that are 

stored in the Alpha+ system while adjudicating a claim. The historical claims for the 

member are also merged into one Member ID.  

During the Onsite system demonstration , staff displayed the enrollment information that 

is viewable and captured within Alpha+. The Alpha+ system is able to capture 

demographic data like race, ethnicity, and language.  

Eastpointe enrollment counts for the past three years are presented in Table  3. 

Table 3: Enrollment Counts  

2018 2019 2020 

155,365 149,586 163,427 

Eastpointeõs authorizations and claims are processed in the Alpha+ system. A review of 

Eastpointeõs processes for collecting, adjudicating, and reporting claims was conducted 

through a review of its ISCA response and supporting documentation provided. During the 

Onsite, Eastpointe staff demonstrated the provider web claims entry portal and the 

Alpha+ claims processing system. 
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Eastpointe receives claims through three methods, 83 7 electronic file, provider web 

portal, and paper claims. During the Onsite, Eastpointe stated that claims from out -of-

network providers are received on paper. Table 4 details the percentage of 2020 claims 

received through each of the three methods.  

Table 4: Percent of claims with 2020 dates of service that were received via Electronic 

(HIPAA, Provider Web Portal) or Paper forms.  

Source HIPAA File Paper 
Provider Web 

Portal  

Institutional  14% 1% 1% 

Professional  56% 1% 27% 

Eastpointe adjudicates claims on a nightly basis. Approximately, 98.99% of Professional 

claims and 98.81% of Institutional claims are auto adjudicated . On the Alpha+ claims 

system, Eastpointe captures up to 24 ICD-10 Diagnosis codes for Institutional claim s via 

the provider web portal and HIPAA files. For Professional claims, the system can receive 

and store up to 12 ICD-10 Diagnosis codes from claims received from the provider web 

portal and HIPAA files. Eastpointe captures ICD-10 Procedure codes and Diagnosis-related 

Groups (DRGs) if they are submitted on the claim. During the Onsite, Eastpointe 

confirmed that they can capture and submit telehealth modifier codes during the ongoing 

COVID-19 pandemic.  

During the Onsite, Eastpointe stated that Eastpointe st aff conducts random audits of 3% 

of all claims processed monthly. High dollar claims, those that are more than $5,000, are 

pended for manual review and are audited on a weekly basis. Newly hired claim 

examiners who perform manual review of claims are audit ed daily for the first three 

months. Claims examiners who have an error rate greater than 3% are also audited daily. 

During the Onsite, Eastpointe clarified that the database is backed up incrementally each 

night and fully each week. Eastpointe did not hav e any negative business impact due to 

the ongoing COVID-19 pandemic.  

The breakdown of encounter data acceptance/denial rates by claim service detail counts 

was provided for encounters submitted in 2020. Table 5 provides a comparison of 2019 

and 2020.   
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Table 5: Volume of 2019 and 2020 Submitted Encounter Data  

2020 
Initially 

Accepted  

Denied, 
Accepted on 
Resubmission 

Denied, Not Yet 
Accepted  

Total  

Institutional 88,335 31,766 2,007 122,108 

Professional 1,163,580 66,592 2,384 1,232,556 

2019 
Initially 

Accepted  

Denied, 
Accepted on 
Resubmission 

Denied, Not Yet 
Accepted  

Total  

Institutional 88,989 17,212 5,531 111,732 

Professional 1,182,776 34,462 38,737 1,255,975 

In Table 5, the count of encounters with 2019 dates of service are the same as stated in 

Eastpointeõs 2020 ISCA. During the 2021 Onsite, CCME requested Eastpointe provide a 

follow -up item with revised counts for 2019 dates of service, but Eastpointe was unable 

to provide that information within the specified time. Eastpointe stated t hat there would 

be significant effort involved to recode their report to be able to produce the count of 

encounters with dates of service in 2019.  

Eastpointe has a 99.7% acceptance rate for both Professional and Institutional encounters 

with dates of servi ce in 2020. During the Onsite, Eastpointe provided the top three denial 

reasons for encounters submitted in 2020:  

Å 13,460 Possible Duplicates 

Å 7,001 Taxonomy for Rendering Provider Missing 

Å 97 State Incarceration  

Eastpointe received a Recommendation from the 2020 EQR related to the higher than 

usual number of duplicate encounter denials from NCTracks. During the Onsite, 

Eastpointe staff stated that this issue has not been resolved completely and that they are 

still encountering denials due to timing of the voi ded encounter submission to NCTracks.  

On average, Eastpointe submits an encounter to NC Medicaid within five days from the 

time of adjudication. It takes approximately 15 days to correct and resubmit an 

encounter to NC Medicaid. Eastpointe uses the Adam Holtzmanõs paid and denied reports 

to identify encounters that were denied. As stated in the ISCA, Eastpointe has 2,007 

Institutional and 2,384 Professional encounters with dates of service in 2020 still awaiting 
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resubmission as of September 20, 2021. Eastpointe exceeds NC Medicaid standards for 

encounter submissions and has a denial rate of less than 0.4% for their encounter data 

submissions. During the Onsite, Eastpointe stated that they have greatly improved their 

encounter data acceptance rate due to the  efforts of their staff to resolve the issues 

related to voided encounters and provider NPI. Eastpointe also conducts meetings across 

Information Technology (IT), Claims, Provider Networks and Contracts Departments 

weekly to address outstanding encounter s ubmission issues. 

Eastpointe submits up to 24 ICD-10 Diagnosis codes for Institutional encounters and up to 

12 ICD-10 Diagnosis codes for Professional encounters. Eastpointe submits DRG and ICD-10 

Procedure codes on Institutional encounters to NCTracks.  

Figure 2 demonstrates that Eastpointe met all of the Standards in the 2021 ISCA EQR.  

Figure 2:  Administrative Comparative  Findings 

 

Strengths  

Å Eastpointe auto-adjudicates claims, including 98.81% of Institutional claims and 98.99% 

of Professional claims.  

Å Eastpointe can capture up to 24 ICD-10 Diagnosis codes on Institutional claims and 12 

ICD-10 Diagnosis codes on Professional claims. 

Å In submissions to NC Medicaid, Eastpointe can include all ICD-10 Diagnosis codes 

provided on claims via the encounter data extracts.  
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Weaknesses 

Å Eastpointe is encountering a higher than usual number of duplicate encounter data 

submission denials from NCTracks that are primarily due to the process of submitting 

adjusted and voided encounters.  

Å Eastpointe is unable to query the da tabase to produce the count of encounters with 

specific dates of service.  

Recommendations  

Å Continue to work with providers and the State to reduce the number of denied 

duplicate encounters from NCTracks.  

Å Update Eastpointeõs code and encounter data reporting system to be able to query the 

database to produce the count of encounters based on specific dates of service, prior 

years, or a point in time.  

 Provider Services   

42 CFR § 438.214 and 42 CFR § 438.240 
 

The Provider Services EQR for Eastpointe included Credentialing and Recredentialing as 

well as a discussion of provider education and network adequacy. CCME reviewed 

relevant policies, the Provider Credentialing Operations Manual/Plan  (submitted as the 

Credentialing Program Description),  the Credentialing Committee By -Laws,  

credentialing/recredentialing files, a sample of Credentialing Committee meeting 

minutes,  and select items on Eastpointeõs website. Eastpointe staff provided additional 

information durin g an Onsite interview.  

In Eastpointeõs 2020 EQR of Credentialing/Recredentialing, 100% of the standards in the 

Provider Services review were scored as òMetó, and three  Recommendations were issued. 

Eastpointe addressed one Recommendation, partially addressed one Recommendation, 

and did not address one Recommendation, as presented in Table 6.  
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Table 6: 20 20 EQR Provider Services  Findings 

2020 EQR Provider Services  Findings  

Standard EQR Comments 
Implemented 

Y/N/NA 

The PIHP formulates and acts 

within policies and procedures 

related to the credentialing and 

recredentialing of health care 

providers in manner consistent 

with contractual requirements. 

Recommendation: Reconcile the language 

within the Credentialing Manual about the 

process (applications go to CAQH and are 

sent to Medversant, versus applications 

are submitted to the PIHP, etc.)  

N 

2021 EQR Follow up: In this 2021 EQR, conflicting language remains in the Provider Credentialing 

Operations Manual/Plan regarding the process (applications go to CAQH and are sent to Medversant, 

versus applications are submitted to the PIHP, etc.). The Recommendation to revise the conflicting 

language continues in this EQR. 

Decisions regarding credentialing 

and recredentialing are made by a 

committee meeting at specified 

intervals and including peers of 

the applicant. Such decisions, if 

delegated, may be overridden by 

the PIHP 

Recommendation: Revise the Credentialing 

By-Laws,  the Credentialing Manual, and 

any other documents that reference the 

composition of the Credentialing 

Committee, to consistently reflect the 

composition of the Credentialing 

Committee, reconciling both the 

composition of the provider representative 

members and the position titles of the non -

voting members.  

N 

2021 EQR Follow up: In this 2021 EQR, Eastpointe addressed some of the conflicting language in the 

Credentialing Committee By-Laws and the Provider Credentialing Manual/Plan regarding the 

composition of the provider representative members and the position titles of members of the 

Credentialing Committee. Some conflicting language remains, resulting in the Recommendation 

continuing in this EQR. 

Recredentialing every three years 

 

 

Recommendation : In order to comply with 

the Eastpointe Credentialing Manual, 

ensure: providers are recredentialed 

within three years of the initial 

credentialing or the most recent 

recredentialing; the Credentialing 

Committee is notified when the AMD 

appro ves provisional credentialing/ 

recredentialing; and quality of care issues 

are discussed with the Credentialing 

Committee.  

Y 

2021 EQR Follow up: All recredentialing files submitted for the 2021 EQR showed recredentialing 

occurred within three years of the previous credentialing or recredentialing. 
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The Provider Credentialing Operations Manual/Plan  (the Credentialing Manual ) and 

several policies guide the credentialing and recredentialing processes . Information 

regarding the Credentialing Committee is provided in the Credentialing Manual  and in the 

Credentialing Committee By -Laws (By-Laws). The submitted By-Laws include a stat ement 

that they were òreviewed and approved by the Credentialing Committee on 08/27/2020ó, 

but Dr. Doniparthiõs signature is dated 09/01/21. The Credentialing Committee minutes 

of the August 27, 2021 meeting include approval of the By-Laws. During the Onsite, 

Eastpointe staff verified that the approval date (08/27/2020) listed on the By-Laws 

document is a typo, as the Credentialing Committee approved the By-Laws on August 27, 

2021. 

CCMEõs review showed the credentialing and recredentialing files were organized and 

contained appropriate information , though CCME was initially unable to locate a few 

items. In response to CCMEõs request on the Missing Desk Materials list, Eastpointe  

submitted some documents and clarified the location of other documents in the De sk 

Materials.  

As at the last EQR, some of the language in the Credentialing Manual  regarding processes 

is conflicting (e.g., applications go to Medversant, versus applications are submitted to 

CAQH and are sent to Medversant, versus applications are submitted to the PIHP). Also, 

as at the last EQR, there is conflicting language in the By-Laws and the Credentialing 

Manual about the composition of the Credentialing Committee. Further, as previously 

noted, the By-Laws list an incorrect date of approval. I dentified issues are  detailed  in the 

Tabular Spreadsheet of this report.  

Dr. Venkata Doniparthi, Associate Medical Director (AMD) and a board-certified 

psychiatrist, chairs the Credentialing Committee. The Credentialin g Manual states, òThe 

meeting will not occur if the Associate Medical Director is not present at the meeting.ó  

However, during Onsite discussion, Dr. Doniparthi confirmed that this is not the case, as 

Dr. Hosseini, Eastpointe Medical Director, would chair  the meeting in Dr. Doniparthiõs 

absence. The sample of Credentialing Committee meeting minutes reviewed for this EQR 

indicated a quorum  was present. In the event of a tie vote, Dr. Doniparthi breaks the tie.  

Eastpointe staff reported the Credentialing Com mittee now meets twice a month.  

New providers receive a òWelcomeó letter, directing them to the Provider Orientation 

section of the  website, which includes the Provider Operations Manual .  The Provider 

Orientation section of the website includes a Provider Orientation Training webinar, 

which is dated 02/23/18. The webinar references a òGetting Startedó document, which is 

no longer on the website. During the Onsite, Eastpointe staff reported they no longer use 

that document, as they now just include the infor mation in the Welcome letter. As part 

of the move to the tailored plan, they are creating new Orientation Packets.  



20 

 

 

2021 External Quality Review   
 

 Eastpointe | November 1 9, 202 1 

The Meetings and Trainings section of the website includes minutes and presentations of 

provider meetings. The Trainings section includes trainings on a variety of topics. A 

Program Integrity training dated August 25, 2021, posted on the website, includes 

information regarding fraud, waste, and abuse.  

Under the COVID-19 flexibilities as outlined in NC Medicaid Contract Amendment #9, the 

annual Network Adequacy and Accessibility Analysis (Gaps Analysis) will be submitted òno 

later than ninety (90) calendar d ays after termination of the Amendment.ó During the 

Onsite, Eastpointe staff reported they have submitted an updated report to NC Medicaid, 

with Exception Requests submitted for seven Medicaid -funded services. Efforts to address 

gaps include the addition o f PRTFs, pursuit of additional Partial Hospital programs, and 

the approval of an additional MST provider located in the Robeson County area with the 

agency staff in the process of being trained. Eastpointe staff discussed challenges, 

including with meeting  òadditional requirements added by the State last yearó, noting 

that òsome of those require a lot of start-up.ó The pandemic has created additional 

challenges, with providers being short -staffed and licensures being delayed by the NC 

Division of Health Service Regulation.  

 Figure 3, Provider Services Comparative Findings, shows that 100% of the standards in 

the 2021 Credentialing/Recredentialing EQR were scored as òMetó and provides an 

overview of 2021 scores compared to 2020 scores.  

Figure 3:  Provider Services Comparative Findings 
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Strengths   

Å Eastpointe provides a Network Operations Call Center with a dedicated toll -free   

number to assist providers. Network Operations also has a designated email address.  

Å Network Operations uses a two-tiered review process in which a credentialing staff 

member reviews the application for completeness and accuracy, followed by a review 

by the Provider Relations Supervisor.  

Å Due to the pandemic, Eastpointe obtained permission from NC Medicaid to provide 

home-delivered meals via a vendor to I/DD members.  

Weaknesses 

Å As at the last EQR, some of the language in the Credentialing Manual  regarding 

processes is conflicting  (e.g., ap plications go to Medversant, versus applications are 

submitted to CAQH and are sent to Medversant, versus applications are submitted to 

the PIHP).  

Å As noted in the last EQR, there is conflicting language in the Credentialing Committee 

By-Laws and the Credentialing Manual  about the composition of the Credentialing 

Committee.  

Å There are additional errors in the submitted Credentialing Committee By -Laws (By-

Laws),  in the submitted Credentialing Manual , and in items posted on the website, as 

described in the Tabular Spreadsheet. 

Recommendations  

Å As per the Recommendation at the last EQR, reconcile the language within the 

Credentialing Manual  about the process. 

Å As recommended at the last EQR, revise the Credentialing Committee By -Laws, the 

Credentialing Manual , and any other documents that reference the composition of the 

Credentialing Committee, to consistently reflect the composition and correct position 

titles of the Credentialing Committee  membership. 

Å Review language in the By-Laws, in the Credentialing Manual , and on the Eastpointe 

website and make corrections to ensure information is accurate and current.  

o As the Medical Director now chairs the committee meeting in the absence of the 

AMD, revise the Credentialing Manual to reflect this change.  

o In the Credenti aling Committee  By-Laws 08272021, correct the date the By-Laws 

were òreviewed and approved by the Credentialing Committeeó to August 27, 2021. 

o Ensure posted information such as the MCO Provider Sanctions Grid is accurate and 

current.  
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 Quality Improvement  

42 CFR § 438.330 

The 2021 Quality Improvement (QI) EQR included Performance Measures (PMs) and 

Performance Improvement Projects (PIPs) validation. CCME conducted a Desk Review of 

the submitted (b) and (c) Waiver Performance Measures (PMs) and a review of each PIPõs 

Quality Improvement Project (QIP) report  for validation, using CMS standard validation 

protocols. An Onsite discussion clarified measurement rates for each of the areas.  

In the 2020 EQR, Eastpointe Met 100% of the Quality standards and received three 

Recommendations related to three PIPs that were validated. The Recommendations and 

the status of implementation in this 2021 EQR are presented in Table 7. 

Table 7:  2020  EQR PIP Recommendations 

Project(s)  Recommendation  
Recommendation 
Implemented in 
2021 (Y/N/NA)  

Increase the percentage of 

individuals who receive a 2nd service 

within or less than 14 days- Clinical: 

Initiation/Engagement Medicaid 

Recommendation: The PIP workgroup 

on 11/12/20 noted that they are going 

to focus on educati on to providers on 

initiation of services. Continue the 

initial interventions and the most 

recent interventions and monitor for 

improvement .  

Y 

Decrease Emergency Department 

admissions for active members to 

20%-Clinical 

Recommendation: March 2020 PIP 

workgroup meeting focused on 

implementation of self -study tool and 

workflow; as well as care specialist; 

d/c team; and care specialists. 

Continue these interventions to 

determine if they reduce ED 

admissions.  

Y 

Decrease percentage of members 

who separate from transition to 

community living housing to 20% or 

less annually- Clinical/TCLI 

Recommendation: Determine if 

Freedom Funds can help keep rate 

decreasing; work on increasing 

compliance of members and providing 

consistent information, as 

documented .  

Y 
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Performance Measure Validation  

As part of the EQR, CCME conducted the independent validation of NC Medicaid-selected 

(b) and (c) Waiver performance measures.  

Table 8: (b) Waiver Measures  

(b) WAIVER MEASURES 

A.1. Readmission Rates for Mental Health 
D.1. Mental Health Utilization - Inpatient 

Discharges and Average Length of Stay 

A.2. Readmission Rates for Substance Abuse D.2. Mental Health Utilization 

A.3. Follow-up After Hospitalization for Mental 

Illness 

D.3. Identification of Alcohol and other Drug 

Services 

A.4. Follow-up After Hospitalization for Substance 

Abuse 
D.4. Substance Abuse Penetration Rates 

B.1. Initiation and Engagement of Alcohol & Other 

Drug Dependence Treatment 
D.5. Mental Health Penetration Rates 

 

Table 9: (c) Waiver Measures 

(c) WAIVER MEASURES 

Proportion of beneficiaries reporting their Care Coordinator helps them to know what waiver services 

are available. 

Proportion of beneficiaries reporting they have a choice between providers. 

Percentage of level 2 and 3 incidents reported within required timeframes. 

Percentage of beneficiaries who received appropriate medication.  

Percentage of incidents referred to the Division of Social Services or the Division of Health Service 

Regulation, as required.  
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CCME performed validations in compliance with the CMS developed protocol, EQR 

Protocol 2: Validation of Performance Measures, which requires a review of the following 

for each measure:  

Å Performance measure documentation  

Å Denominator data quality  

Å Validity of denominat or calculation  

Å Data collection procedures (if applicable)  

Å Numerator data quality  

Å Validity of numerator calculation  

Å Sampling methodology (if applicable)  

Å Measure reporting accuracy 

This process assessed the production of these measures by the PIHP to verify what is 

submitted to NC Medicaid complies with the measure specifications as defined in the 

North Carolina LME/MCO Performance Measurement and Reporting Guide.  

(b) Waiver Measures Reported Results 

The Eastpointe 2020 EQR was conducted in March 2021. Due to the timing of the 2021 

EQR, which was conducted October 2021, the file submitted for this review was the same 

file submitted for the 2020 EQR. Thus, the (b) Waiver measur e results for the current EQR 

are unchanged from the 2020 EQR.  

These measuresõ rates as reported by Eastpointe for FY 2020 are included in the Table 

that follows. The rate for follow -up after hospitalization for mental illness showed a 

substantial improve ment for Facility Based Crisis (FBC) population for 7 and 30 -days 

follow -up. The rate improved 26.3% for 7 -day and 29.2% for 30-day follow -up. Initiation 

rates showed very steep declines for 2020 when compared to 2018 (2019 was not 

submitted due to the lag  in EQR). All age groups showed substantial (>10%) declines. For 

Ages 13-17, there was a 34% decline; ages 18-20, a 41.2% decline; ages 21-34, a 43.5% 

decline; ages 35-64, 49.2% decline; ages 65+, a 62.8% decline. The total for all ages over 

13 was a 46.9% decrease in percent with a second service or visit within 14 days. The 

current rate in comparison to the FY 2018 rate is presented in Tables 10 through 19. 
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Table 10:  A.1. Readmission Rates for Mental Health  

30-day Readmission Rates for Mental Health  FY 2018 FY 2020 Change 

Inpatient (Community Hospital Only) 8.3% 13.6% 5.30% 

Inpatient (State Hospital Only) 0.0% 0.0% 0.00% 

Inpatient (Community and State Hospital Combined) 8.3% 13.7% 5.40% 

Facility Based Crisis 9.1% 7.7% -1.40% 

Psychiatric Residential Treatment Facility (PRTF) 8.0% 0.0% -8.00% 

Combined (includes crossovers between services) 9.3% 14.3% 5.00% 

 

Table 11:  A.2. Readmission Rate for Substance Abuse  

30-day Readmission Rates for Substance Abuse  FY 2018 FY 2020 Change 

Inpatient (Community Hospital Only) 9.0% 10.6% 1.60% 

Inpatient (State Hospital Only) 0.0% 0.0% 0.00% 

Inpatient (Community and State Hospital Combined) 8.9% 10.2% 1.30% 

Detox/Facility Based Crisis 6.0% 9.9% 3.90% 

Combined (includes crossovers between services) 11.1% 13.1% 2.00% 
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Table 12:  A.3. Follow -Up after Hospitalization for Mental Illness  

Follow -up after Hospitalization for Mental Illness  FY 2018 FY 2020 Change 

Inpatient (Hospital)   

Percent Received Outpatient Visit Within 7 Days 37.7% 38.6% 0.90% 

Percent Received Outpatient Visit Within 30 Days 54.1% 54.6% 0.50% 

Facility Based Crisis  

Percent Received Outpatient Visit Within 7 Days 20.0% 46.3% 26.30% 

Percent Received Outpatient Visit Within 30 Days 40.0% 69.2% 29.20% 

PRTF 

Percent Received Outpatient Visit Within 7 Days 29.3% 22.5% -6.80% 

Percent Received Outpatient Visit Within 30 Days 53.7% 47.5% -6.20% 

Combined (includes cross -overs between services)  

Percent Received Outpatient Visit Within 7 Days 37.4% 38.3% 0.90% 

Percent Received Outpatient Visit Within 30 Days 54.0% 54.5% 0.50% 

 

Table 13:  A.4. Follow -Up After Hospitalization for Substance Abuse  

Follow -up after Hospitalization for Substance Abuse  FY 2018 FY 2020 Change 

Inpatient (Hospital)  

Percent Received Outpatient Visit Within 3 Days NR NR NA 

Percent Received Outpatient Visit Within 7 Days 14.7% 11.9% -2.80% 

Percent Received Outpatient Visit Within 30 Days 21.8% 23.1% 1.30% 

Detox and Facility Based Crisis  

Percent Received Outpatient Visit Within 3 Days 22.5% 22.7% 0.20% 

Percent Received Outpatient Visit Within 7 Days 27.2% 28.4% 1.20% 

Percent Received Outpatient Visit Within 30 Days 37.9% 38.6% 0.70% 

Combined (includes cross -overs between services)  

Percent Received Outpatient Visit Within 3 Days NR NR NA 

Percent Received Outpatient Visit Within 7 Days 21.2% 20.5% -0.70% 

Percent Received Outpatient Visit Within 30 Days 30.2% 31.3% 1.10% 

*NR = Denominator is equal to zero. 



27 

 

 

2021 External Quality Review   
 

 Eastpointe | November 1 9, 202 1 

Table 14:  B.1. Initiation and Engagement of Alcohol & Other Drug Dependence Treatment  

Initiation and Engagement of Alcohol and Other Drug 
Dependence Treatment  

FY 2018 FY 2020 Change 

Ages 13ð17 

Percent With 2nd Service or Visit Within 14 Days (Initiation) 53.9% 19.9% -34.00% 

Percent With 2 Or More Services or Visits Within 30 Days After 

Initiation (Engagement) 
32.9% 29.1% -3.80% 

Ages 18ð20 

Percent With 2nd Service or Visit Within 14 Days (Initiation) 55.7% 14.5% -41.20% 

Percent With 2 Or More Services or Visits Within 30 Days After 

Initiation (Engagement) 
39.2% 37.3% -1.90% 

Ages 21ð34 

Percent With 2nd Service or Visit Within 14 Days (Initiation) 61.8% 18.3% -43.50% 

Percent With 2 Or More Services or Visits Within 30 Days After 

Initiation (Engagement) 
55.2% 50.8% -4.40% 

Ages 35ð64 

Percent With 2nd Service or Visit Within 14 Days (Initiation) 64.0% 14.8% -49.20% 

Percent With 2 Or More Services or Visits Within 30 Days After 

Initiation (Engagement) 
55.5% 57.4% 1.90% 

Ages 65+ 

Percent With 2nd Service or Visit Within 14 Days (Initiation) 69.8% 7.0% -62.80% 

Percent With 2 Or More Services or Visits Within 30 Days After 

Initiation (Engagement) 
52.3% 67.4% 15.10% 

Total (13+)  

Percent With 2nd Service or Visit Within 14 Days (Initiation) 62.5% 15.6% -46.90% 

Percent With 2 Or More Services or Visits Within 30 Days After 

Initiation (Engagement) 
53.0% 53.3% 0.30% 
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Table 15:  D.1. Mental Health Utilization -Inpatient Discharges and Average Length of Stay  

Age Sex 

Discharges Per  
1,000 Member Months  

Average LOS 

FY 2018 FY 2020 Change FY 2018 FY 2020 Change 

3ï12 

Male 0.2 0.1 -0.1 30.2 44.3 14.1 

Female 0.1 0.2 0.1 18.4 27.3 8.9 

Total 0.2 0.1 -0.1 25.0 35.0 10.0 

13ï17 

Male 1.0 1.0 0.0 54.0 54.8 0.8 

Female 1.3 1.5 0.2 32.2 29.7 -2.5 

Total 1.1 1.3 0.2 42.0 40.0 -2.0 

18ï20 

Male 1.2 2.0 0.8 15.9 11.2 -4.7 

Female 1.3 1.2 -0.1 10.3 13.5 3.2 

Total 1.2 1.6 0.4 12.9 12.1 -0.8 

21ï34 

Male 4.3 4.3 0.0 8.3 8.1 -0.2 

Female 1.3 1.4 0.1 7.5 6.8 -0.7 

Total 2.0 2.1 0.1 7.9 7.4 -0.5 

35ï64 

Male 2.6 2.5 -0.1 10.6 8.4 -2.2 

Female 2.0 1.9 -0.1 8.5 7.8 -0.7 

Total 2.2 2.2 0.0 9.4 8.1 -1.3 

65+ 

Male 0.6 0.4 -0.2 27.1 16.0 -11.1 

Female 0.3 0.3 0.0 18.7 12.5 -6.2 

Total 0.4 0.3 -0.1 22.6 14.0 -8.6 

Unknown 

Male 0.0 0.0 0.0 0.0 0.0 0.0 

Female 0.0 0.0 0.0 0.0 0.0 0.0 

Total 0.0 0.0 0.0 0.0 0.0 0.0 

Total  

Male 1.2  1.2  0.0  19.1  18.2  -0.9  

Female 1.0  1.0  0.0  13.2  13.8  0.6  

Total  1.1  1.1  0.0  16.0  15.8  -0.2  
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Table 16:  D.2. Mental Health Utilization ð% of Members that Received at Least 1  

Mental Health Service in the Category Indicated during the Measurement Period  

Age Sex 
Any Mental Health Service  

Inpatient Mental Health 
Service 

Intensive Outpatient/Partial 
Hospitali zation Mental 

Health Service  

Outpatient/ED Mental Health 
Service 

FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change 

3-12 

Male 12.96% 11.54% -1.42% 0.19% 0.01% -0.18% 0.61% 0.57% -0.04% 12.78% 11.40% -1.38% 

Female 9.04% 7.90% -1.14% 0.15% 0.03% -0.12% 0.15% 0.14% -0.01% 8.99% 7.88% -1.11% 

Total 11.04% 9.76% -1.28% 0.17% 0.02% -0.15% 0.38% 0.36% -0.02% 10.92% 9.67% -1.25% 

13-17 

Male 14.01% 12.52% -1.49% 1.05% 0.16% -0.89% 0.33% 0.48% 0.15% 13.88% 12.37% -1.51% 

Female 14.13% 14.11% -0.02% 1.28% 0.12% -1.16% 0.14% 0.20% 0.06% 13.96% 14.06% 0.10% 

Total 14.07% 13.29% -0.78% 1.16% 0.14% -1.02% 0.23% 0.34% 0.11% 13.92% 13.19% -0.73% 

18-20 

Male 8.37% 8.30% -0.07% 1.07% 0.04% -1.03% 0.02% 0.00% -0.02% 8.17% 8.30% 0.13% 

Female 10.74% 10.74% 0.00% 1.14% 0.00% -1.14% 0.00% 0.00% 0.00% 10.48% 10.74% 0.26% 

Total 9.60% 9.56% -0.04% 1.11% 0.02% -1.09% 0.01% 0.00% -0.01% 9.37% 9.56% 0.19% 

21-34 

Male 23.16% 23.40% 0.24% 3.63% 0.09% -3.54% 0.02% 0.00% -0.02% 22.72% 23.40% 0.68% 

Female 16.97% 17.28% 0.31% 1.24% 0.01% -1.23% 0.02% 0.00% -0.02% 16.83% 17.28% 0.45% 

Total 18.39% 18.74% 0.35% 1.79% 0.03% -1.76% 0.02% 0.00% -0.02% 18.19% 18.74% 0.55% 
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Age Sex 
Any Mental Health Service  

Inpatient Mental Health 
Service 

Intensive Outpatient/Partial 
Hospitali zation Mental 

Health Service  

Outpatient/ED Mental Health 
Service 

FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change 

35-64 

Male 19.15% 19.13% -0.02% 2.06% 0.04% -2.02% 0.02% 0.00% -0.02% 18.96% 19.13% 0.17% 

Female 22.50% 21.93% -0.57% 1.58% 0.03% -1.55% 0.03% 0.00% -0.03% 22.07% 21.93% -0.14% 

Total 21.21% 20.84% -0.37% 1.77% 0.03% -1.74% 0.02% 0.00% -0.02% 20.88% 20.84% -0.04% 

65+ 

Male 6.33% 5.38% -0.95% 0.56% 0.00% -0.56% 0.00% 0.00% 0.00% 6.08% 5.38% -0.70% 

Female 5.88% 4.97% -0.91% 0.26% 0.00% -0.26% 0.01% 0.00% -0.01% 5.78% 4.97% -0.81% 

Total 6.02% 5.10% -0.92% 0.35% 0.00% -0.35% 0.01% 0.00% -0.01% 5.88% 5.10% -0.78% 

Unknown 

Male 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 

Female 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 

Total 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 

Total  

Male 14.12% 13.12% -1.00% 1.02% 0.05% -0.97% 0.32% 0.33% 0.01% 13.92% 13.03% -0.89% 

Female 13.66% 13.07% -0.59% 0.87% 0.03% -0.84% 0.07% 0.07% 0.00% 13.49% 13.05% -0.44% 

Total  13.86% 13.09% -0.77% 0.93% 0.04% -0.89% 0.18% 0.18% 0.00% 13.67% 13.04% -0.63% 



31 

 

 

2021 External Quality Review   
 

Eastpointe  | December 18, 2021  

Table 17:  D.3. Identification of Alcohol and Other Drug Services  

Age Sex 
Any Substance Abuse Service  

Inpatient Substance Abuse 
Service 

Intensive Outpatient/ Partial 
Hospitalization Substance 

Abuse Service 

Outpatient/ED Substance 
Abuse Service 

FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change 

3ï12 

Male 0.03% 0.02% -0.01% 0.00% 0.00% 0.00% 0.01% 0.01% 0.00% 0.02% 0.01% -0.01% 

Female 0.03% 0.02% -0.01% 0.00% 0.00% 0.00% 0.01% 0.01% 0.00% 0.01% 0.01% 0.00% 

Total 0.03% 0.02% -0.01% 0.00% 0.00% 0.00% 0.01% 0.01% 0.00% 0.01% 0.01% 0.00% 

13ï17 

Male 2.11% 1.15% -0.96% 0.07% 0.00% -0.07% 1.35% 0.47% -0.88% 0.95% 0.79% -0.16% 

Female 1.14% 0.67% -0.47% 0.06% 0.00% -0.06% 0.75% 0.28% -0.47% 0.37% 0.42% 0.05% 

Total 1.63% 0.92% -0.71% 0.06% 0.00% -0.06% 1.06% 0.38% -0.68% 0.67% 0.61% -0.06% 

18ï20 

Male 3.19% 2.96% -0.23% 0.23% 0.04% -0.19% 1.55% 1.26% -0.29% 1.97% 2.01% 0.04% 

Female 3.00% 2.90% -0.10% 0.18% 0.04% -0.14% 1.39% 1.10% -0.29% 1.96% 2.10% 0.14% 

Total 3.09% 2.93% -0.16% 0.21% 0.04% -0.17% 1.47% 1.18% -0.29% 1.96% 2.06% 0.10% 

21ï34 

Male 8.99% 7.79% -1.20% 0.74% 0.47% -0.27% 1.93% 1.71% -0.22% 8.29% 7.26% -1.03% 

Female 8.25% 9.06% 0.81% 0.51% 0.15% -0.36% 1.79% 2.31% 0.52% 7.72% 8.25% 0.53% 

Total 8.42% 8.75% 0.33% 0.56% 0.22% -0.34% 1.82% 2.17% 0.35% 7.85% 8.01% 0.16% 
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Age Sex 
Any Substance Abuse Service  

Inpatient Substance Abuse 
Service 

Intensive Outpatient/ Partial 
Hospitalization Substance 

Abuse Service 

Outpatient/ED Substance 
Abuse Service 

FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change 

35ï64 

Male 8.28% 9.09% 0.81% 0.91% 0.41% -0.50% 2.41% 3.38% 0.97% 7.54% 8.16% 0.62% 

Female 6.34% 7.45% 1.11% 0.34% 0.17% -0.17% 1.92% 2.92% 1.00% 5.88% 6.50% 0.62% 

Total 7.09% 8.08% 0.99% 0.56% 0.26% -0.30% 2.11% 3.10% 0.99% 6.52% 7.14% 0.62% 

65+ 

Male 1.94% 2.45% 0.51% 1.36% 0.08% -1.28% 0.66% 1.29% 0.63% 1.51% 2.05% 0.54% 

Female 0.60% 0.93% 0.33% 0.20% 0.00% -0.20% 0.21% 0.60% 0.39% 0.51% 0.63% 0.12% 

Total 1.02% 1.43% 0.41% 0.56% 0.03% -0.53% 0.35% 0.83% 0.48% 0.82% 1.09% 0.27% 

Unknown 

Male 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 

Female 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 

Total 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 

Total  

Male 2.88% 2.75% -0.13% 0.34% 0.11% -0.23% 0.98% 0.99% 0.01% 2.35% 2.37% 0.02% 

Female 3.21% 3.45% 0.24% 0.21% 0.06% -0.15% 0.94% 1.18% 0.24% 2.84% 2.99% 0.15% 

Total  3.07% 3.14% 0.07% 0.26% 0.08% -0.18% 0.96% 1.09% 0.13% 2.63% 2.72% 0.09% 
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Table 18:  D.4. Substance Abuse Penetration Rate  

County  

Percent That Received At 
Least One SA Service 

Percent That Received At 
Least One SA Service 

Percent That Received At 
Least One SA Service 

Percent That Received At 
Least One SA Service 

FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change 

 3-12 13-17 18-20 21-34 

Bladen 0.00% 0.00% 0.00% 0.87% 0.40% -0.47% 2.37% 1.52% -0.85% 5.21% 5.87% 0.66% 

Duplin 0.02% 0.00% -0.02% 0.85% 0.30% -0.55% 1.41% 1.50% 0.09% 5.15% 3.43% -1.72% 

Edgecombe 0.00% 0.00% 0.00% 0.35% 0.67% 0.32% 0.64% 1.74% 1.10% 2.71% 4.91% 2.20% 

Greene 0.02% 0.00% -0.02% 0.59% 0.47% -0.12% 1.04% 1.17% 0.13% 4.27% 4.58% 0.31% 

Lenoir 0.00% 0.02% 0.02% 0.23% 0.90% 0.67% 2.08% 2.91% 0.83% 4.67% 6.61% 1.94% 

Robeson 0.05% 0.05% 0.00% 1.43% 1.90% 0.47% 3.36% 4.54% 1.18% 7.76% 12.72% 4.96% 

Sampson 0.03% 0.00% -0.03% 3.30% 0.23% -3.07% 5.02% 1.15% -3.87% 11.90% 3.46% -8.44% 

Scotland 0.02% 0.03% 0.01% 0.33% 0.45% 0.12% 0.89% 3.59% 2.70% 2.51% 7.26% 4.75% 

Wayne 0.02% 0.03% 0.01% 2.34% 0.83% -1.51% 3.61% 1.74% -1.87% 9.45% 4.73% -4.72% 

Wilson 0.01% 0.00% -0.01% 0.77% 0.69% -0.08% 2.23% 1.99% -0.24% 5.00% 6.10% 1.10% 
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County  

Percent That Received At 
Least One SA Service 

Percent That Received At 
Least One SA Service 

Percent That Received At 
Least One SA Service 

Percent That Received At 
Least One SA Service 

FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change 

 35-64 65+ Unknown  Total  

Bladen 4.16% 4.96% 0.80% 0.50% 0.88% 0.38% 0.00% 0.00% 0.00% 2.02% 2.20% 0.18% 

Duplin 4.23% 3.68% 3.13% 0.54% 0.46% 1.26% 0.00% 0.00% 0.00% 1.15% 1.21% 1.64% 

Edgecombe 5.68% 7.36% 0.03% 1.20% 1.80% -0.53% 0.00% 0.00% 0.00% 2.17% 2.79% -0.38% 

Greene 5.99% 5.71% 4.27% 0.66% 0.67% 1.70% 0.00% 0.00% 0.00% 1.86% 1.79% 1.85% 

Lenoir 9.62% 10.26% 0.96% 1.76% 2.36% 0.24% 0.00% 0.00% 0.00% 3.79% 3.71% 1.09% 

Robeson 8.43% 10.58% -5.33% 1.20% 2.00% -0.87% 0.00% 0.00% 0.00% 4.52% 4.88% -3.40% 

Sampson 2.44% 3.10% 3.95% 0.32% 0.33% 0.20% 0.00% 0.00% 0.00% 0.89% 1.12% 2.00% 

Scotland 6.75% 6.39% 0.69% 1.47% 0.52% 0.05% 0.00% 0.00% 0.00% 3.72% 2.89% -1.36% 

Wayne 7.05% 7.44% 2.97% 0.65% 1.52% 2.37% 0.00% 0.00% 0.00% 2.36% 2.36% 0.97% 

Wilson 9.22% 10.02% 0.78% 2.01% 3.02% 1.01% 0.00% 0.00% 0.00% 3.14% 3.33% 0.19% 
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Table 19:  D.5. Mental Health Penetration Rate  

County 

Percent That Received At Least 
One MH Service 

Percent That Received At 
Least One MH Service 

Percent That Received At 
Least One MH Service 

Percent That Received At 
Least One MH Service 

FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change 

 3-12 13-17 18-20 21-34 

Bladen 9.08% 6.42% -2.66% 11.80% 11.62% -0.18% 8.89% 5.46% -3.43% 11.02% 12.54% 1.52% 

Duplin 11.03% 7.90% -3.13% 12.34% 12.38% 0.04% 7.46% 9.45% 1.99% 9.75% 13.28% 3.53% 

Edgecombe 7.66% 5.98% -1.68% 12.07% 11.31% -0.76% 9.74% 6.33% -3.41% 14.05% 9.55% -4.50% 

Greene 6.19% 6.29% 0.10% 10.15% 11.60% 1.45% 5.45% 8.50% 3.05% 7.74% 11.76% 4.02% 

Lenoir 6.93% 9.21% 2.28% 13.45% 15.88% 2.43% 6.49% 11.31% 4.82% 11.11% 14.52% 3.41% 

Robeson 12.07% 8.79% -3.28% 17.65% 12.40% -5.25% 10.34% 8.77% -1.57% 14.88% 13.10% -1.78% 

Sampson 9.90% 7.36% -2.54% 12.55% 10.50% -2.05% 8.58% 6.88% -1.70% 13.51% 9.05% -4.46% 

Scotland 7.32% 9.76% 2.44% 10.50% 16.73% 6.23% 7.81% 10.27% 2.46% 10.27% 12.82% 2.55% 

Wayne 11.53% 7.18% -4.35% 15.41% 15.74% 0.33% 7.88% 9.66% 1.78% 12.68% 14.54% 1.86% 

Wilson 8.35% 10.79% 2.44% 17.22% 15.47% -1.75% 9.92% 9.20% -0.72% 15.01% 14.21% -0.80% 
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County 

Percent That Received At Least 
One MH Service 

Percent That Received At 
Least One MH Service 

Percent That Received At 
Least One MH Service 

Percent That Received At 
Least One MH Service 

FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change FY 2018 FY 2020 Change 

 35-64 65+ Unknown Total 

Bladen 14.34% 14.63% 0.29% 3.39% 5.07% 1.68% 0.00% 0.00% 0.00% 10.27% 9.62% -0.65% 

Duplin 12.44% 19.51% 7.07% 4.89% 7.80% 2.91% 0.00% 0.00% 0.00% 10.35% 11.23% 0.88% 

Edgecombe 21.93% 13.09% -8.84% 9.38% 4.75% -4.63% 0.00% 0.00% 0.00% 11.69% 8.74% -2.95% 

Greene 12.37% 16.12% 3.75% 6.66% 6.90% 0.24% 0.00% 0.00% 0.00% 8.29% 9.83% 1.54% 

Lenoir 17.72% 19.82% 2.10% 5.24% 6.33% 1.09% 0.00% 0.00% 0.00% 10.22% 13.00% 2.78% 

Robeson 20.88% 17.21% -3.67% 6.45% 4.40% -2.05% 0.00% 0.00% 0.00% 14.43% 11.26% -3.17% 

Sampson 17.29% 11.14% -6.15% 4.36% 2.96% -1.40% 0.00% 0.00% 0.00% 11.73% 8.26% -3.47% 

Scotland 12.26% 15.53% 3.27% 5.63% 7.64% 2.01% 0.00% 0.00% 0.00% 8.91% 12.25% 3.34% 

Wayne 15.73% 23.14% 7.41% 8.52% 7.85% -0.67% 0.00% 0.00% 0.00% 12.57% 12.63% 0.06% 

Wilson 22.83% 22.45% -0.38% 11.14% 7.20% -3.94% 0.00% 0.00% 0.00% 13.64% 13.74% 0.10% 
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(b) Waiver Validation Results  

All measures received a validation score of 100% and were found Fully Compliant. The 

stored procedures have been updated to address NC Medicaidõs most recent changes to 

the measures. Table 20 contains validation scores for each of the 10 (b) Waiver 

Performance Measures.  

Table 20: (b) Waiver Performance Measure Validation Scores  

Measure 
Validation 

Score 
Received 

A.1. Readmission Rates for Mental Health 100% 

A.2. Readmission Rate for Substance Abuse 100% 

A.3. Follow-Up After Hospitalization for Mental Illness 100% 

A.4. Follow-Up After Hospitalization for Substance Abuse 100% 

B.1. Initiation and Engagement of Alcohol & Other Drug Dependence Treatment 100% 

D.1. Mental Health Utilization-Inpatient Discharges and Average Length of Stay 100% 

D.2. Mental Health Utilization 100% 

D.3. Identification of Alcohol and other Drug Services 100% 

D.4. Substance Abuse Penetration Rate 100% 

D.5. Mental Health Penetration Rate 100% 

Average Validation Score & Audit Designation  
100% FULLY 
COMPLIANT 
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(c) Waiver Measures Reported Results 

Five (c) Waiver Measures were chosen for validation. The rates reported by Eastpointe 

and the State benchmarks are displayed in Table 21: (c) Waiver Measures Reported 

Results 2020 - 2021. Eastpointe provid ed documentation of data sources, data validation, 

source code, and calculated rate for the five measures. Additionally, all rates exceeded 

the State Performance Benchmarks. 

Table 21: (c) Waiver Measures Reported Results 2020 -2021 

Performance Measure  
Data 

Collection  
Latest 

Reported Rate  

State 

Benchmark  

Proportion of beneficiaries reporting their Care 

Coordinator helps them to know what waiver 

services are available. IW D9 CC 

Annually 
813/815 =  

99.75% 
85% 

Proportion of beneficiaries reporting they have a 

choice between providers. IW D10  
Annually 

813/815 =  

99.75% 
85% 

Percentage of level 2 and 3 incidents reported 

within required timeframes. IW G2  
Quarterly 

24/25 =       

96% 
85% 

Percentage of beneficiaries who received 

appropriate medication. IW G5 
Quarterly 

203/203 = 

100% 
85% 

Percentage of incidents referred to the Division of 

Social Services or the Division of Health Service 

Regulation, as required. IW G8 
 

Quarterly 
2/2 =     

100% 
85% 

* Latest reported rates are shown in Table from Excel files: Annual rates were reported in the 1Q -3Q 

September 2021 files labeled 16.C.1, 16.C.2, and 16.C.3; Quarterly rates were reported for 1Q -3Q 2021 in 

Excel files 16.C.4 and 16.C.5.  
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(c) Waiver Validat ion  

All (c) Waiver Measures met the validation requirements and were Fully Compliant as 

shown in Table 22, (c) Waiver Performance Measure Validation Scores . The validation 

worksheets offer detailed information on validation and calculation steps for (c) W aiver 

Measures. 

Table 22:  C Waiver Performance Measures Validation Scores  

Measure 
Validation Score 

Received 

Proportion of beneficiaries reporting their Care Coordinator helps 

them to know what waiver services are available. IW D9 CC 
100% 

Proportion of beneficiaries reporting they have a choice between 

providers. IW D10  
100% 

Percentage of level 2 and 3 incidents reported within required 

timeframes. IW G2  
100% 

Percentage of beneficiaries who received appropriate medication. 

IW G5 
100% 

Percentage of incidents referred to the Division of Social Services 

or the Division of Health Service Regulation, as required. IW G8 
100% 

Average Validation Score & Audit Designation  
100%  

FULLY COMPLIANT 
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Performance Improvement Project (PIP) Validation 

The validation of the PIPs was conducted in accordance with the protocol developed by 

CMS titled, EQR Protocol 1: Validating Performance Improvement Projects, October 2019 . 

The protocol validates components of the project and its documentation to provide a n 

assessment of the overall study design and methodology of the project. The components 

assessed are as follows:

Å Study topic(s)    

Å Study question(s) 

Å Study indicator(s)  

Å Identified study population  

Å Data collection procedures  

Å Improvement strategies  

PIP Validation Results 

For the 2020 EQR, there were nine active PIPs submitted. Of those nine, four were 

validated. All PIPs scored in the High Confidence range. 

In the 2021 EQR, there were eight PIPs submitted and f our were validated: Increase the 

Percent of Individuals Who Receive a 2nd Service Within or Less Than (Ò) 14 Days to 35%- 

Clinical, Decrease Emergency Department (ED) admissions for Active Members to 20% -

Clinical, Increase Diabetes Screening for People (18-64) With Schizophrenia or Bipolar 

Disorder Who are Using Antipsychotic Medications to 80% (SSD)- Clinical, and Decrease 

Percentage of Members who Separate from TCLI Housing to 20% or Less Annually- Non- 

Clinical. PIP validation was conducted using the CMS Protocol 1: Validating Performance 

Improvement Projects . 

Table 23:  PIP Summary of Validation Scores  

Project 
Type 

Project  2020 Validation Score  2021 Validation Score  

Clinical  

Increase the Percent of Individuals Who 

Receive a 2nd Service Within or Less Than 

(Ò) 14 Days to 35% 

73/74=99% 

High Confidence in 

Reported Results 

73/74 = 99% 

High Confidence in 

Reported Results 

Decrease Emergency Department (ED) 

admissions for Active Members to 20% 

73/74=99% 

High Confidence in 

Reported Results 

79/79 = 100% 

High Confidence in 

Reported Results 

Increase Diabetes Screening for People 

(18-64) With Schizophrenia or Bipolar 

Disorder Who are Using Antipsychotic 

Medications to 80% (SSD) 

Not Validated 

76/79 = 96% 

High Confidence in 

Reported Results 

Non-

Clinical  

Decrease Percentage of Members who 

Separate from TCLI Housing to 20% or 

Less Annually 

73/74=99% 

High Confidence in 

Reported Results 

74/74 = 100% 

High Confidence in 

Reported Results 
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Table 24 displays the PIP project title and interventions reported by Eastpointe for the 

current review year aimed at improving PIP outcomes.  

Table 24:  2021 Review PIP Interventions  

Projects  Interventions  

Increase the Percent of 

Individuals Who Receive a 

2nd Service Within or Less 

Than (Ò) 14 Days to 35% 

Education to Provider Network (staff at front desk who make 

appointments) on Initiation of Services; Technical assistance call with 

walk-in clinics regarding peer support being utilized to increase follow-

up rates; Collaborate with state/local hospitals regarding scheduling 

follow up appointments; Identify transportation resources/Chief of QM 

reached out to local DSS to inquire about transportation resources. 

Decrease Emergency 

Department (ED) admissions 

for Active Members to 20%-

Clinical 

MH/SUD Care Specialist call ED daily; Hospital Transition team are 

assigned to local hospitals to assist with discharge planning; Clinical 

Operations to hold interdepartmental meeting to address ED re-

admissions concerns; Development of Provider Self-Audit Tool and 

Workflow; Data review and technical assistance calls with ACTT 

Providers. 

Increase Diabetes Screening 

for People (18-64) With 

Schizophrenia or Bipolar 

Disorder Who are Using 

Antipsychotic Medications to 

80% (SSD) 

Provider Enrichment Forum led by Medical Director and Associate 

Medical Director; Associate Medical Director presented at May 

Provider Meeting on the importance of including Diabetes 

screening/monitoring as a goal on the memberôs Person-Centered 

Plan (PCP).  

Decrease Percentage of 

Members who Separate from 

TCLI Housing to 20% or Less 

Annually  

One-on-one psychoeducation with natural supports,   Provide 

motivational interviewing to TCLI members offering linkage to other 

supportive services and arranging trainings, monthly Meeting with 

TMS providers, Quarterly Meeting with IPS/SE, CST, and ACTT 

providers, Use of My Strengths app with members, ADANC 

Community Inclusion provider assists with decreasing separations, 

New CST service definition increases the clinical efficacy of the 

service, Permanent Supportive Housing (PSH) training, Motivational 

Interviewing training, and Engagement trainings, housing inspection 

forms presented to providers to assist members in identified areas. 
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There are no Corrective Actions for the validated PIPS. For 2 of 4 PIPs, there are 

Recommendations regarding the assessment of interventions and consideration for 

additional interventions to improve rates due to lack of rate improvement. The project, 

section, reason, and Recommendations are displayed in Table 25.  

Table 25:  Performance Improvement Project Recommendations  

Project(s)  Section  Reason Recommendation  

Increase the Percent 

of Individuals Who 

Receive a 2nd 

Service Within or 

Less Than (Ò) 14 

Days to 35% 

Was there any 

documented, 

quantitative 

improvement in 

processes or outcomes 

of care? 

Rate most recently 

decreased slightly from 

28.5% in Q1 to 25.1% 

in Q2 for FY 2021. The 

goal is 35%. 

 

Determine if additional 

education needs to be 

implemented for 

providers. Assess 

impact of interventions 

to allow determination 

of most effective 

intervention. 

Increase Diabetes 

Screening for People 

(18-64) With 

Schizophrenia or 

Bipolar Disorder Who 

are Using 

Antipsychotic 

Medications to 80% 

(SSD) 

Was there any 

documented, 

quantitative 

improvement in 

processes or outcomes 

of care? 

The 2019 rate for SSD 

was 66.4% and 2020 

was 65.5%. Goal is 

80%. The SMD rate in 

2019 was 36% and in 

2020 it was 37%, so 

the SMD rate 

improvement (Goal is 

70%).  

Continue interventions 

and conduct analysis of 

interim data to 

determine if additional 

interventions should be 

implemented to focus 

on the SSD rate. 

 

Does the reported 

improvement in 

performance have 

ñfaceò validity (i.e., 

does the improvement 

in performance appear 

to be the result of the 

planned quality 

improvement 

intervention)? 

The provider 

enrichment forum and 

quarterly data review 

are showing marginal 

improvement in SMD 

rate, but not SSD rate. 

As data allow, conduct 

interventions 

assessment in relation 

to SSD rate to assess 

impact of each 

intervention. 
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Details of the validation activities for the PMs and PIPs and specific outcomes related to 

each activity may be found in Attachment 3, CCME EQR Validation Worksheets.  As 

demonstrated in Figure 4, Eastpointe met all the Quality Imp rovement standards in the 

2021 EQR. 

Figure 4:  Quality Improvement Comparative Findings  

Strengths  

Å (b) Waiver Measures included all necessary documentation, and measures were 

reported according to specifications.  

Å (c) Waiver Measures met or exceeded State benchmark rates.  

Weaknesses 

Å There were several (b) Waiver Measures with substantial declines.  

Å PIP rates did not improve for two of the validated PIPs.  

Recommendations  

Å Continue to monitor (b) Waiver Measure rates to determine if rates with substantial 

improvement or decline represent a continued trend or an anomaly in the 

performance measures. 

Å Increase the Percent of Individuals Who Receive a 2nd Service Within or Less Than (Ò) 

14 Days to 35% PIP: Determine if additional education needs to be implemented for 

providers. Assess impact of interventions to allow determination of most effective 

intervention.  
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Å Increase Diabetes Screening for People (18-64) With Schizophrenia or Bipolar Disorder 

Who are Using Antipsychotic Medications to 80% (SSD) PIP: Continue interventions and 

conduct analysis of interim data to determine if additional interventions should be 

implemented to focus on the SSD rate.  

Å Increase Diabetes Screening for People (18-64) With Schizophrenia or Bipolar disorder 

Who are Using Antipsychotic Medications to 80% (SSD)PIP: As data allow, conduct 

interventions assessment in relation to SSD rate to assess impact of each intervention.  

D. Utilization Management  

42 CFR § 438.208 
 

The EQR of Utilization Management (UM) included a review of the Care Coordination and 

Transition to Community Living (TCLI) programs. CCME reviewed relevant policies  and 

procedures, Eastpointeõs Organizational Chart, the Enrollee/Member and Family 

Handbook and 11 files of enrollees participating in Mental Health/ Substance Use Disorder 

(MH/SUD), Intellectual/Developmental Disability (I/DD), and TCLI Care Coordination.  

In the 2020 EQR, Eastpointe met 96% of UM standards. CCME issued one Corrective Action  

to develop and document an enhanced quality monitoring process t hat routinely reviews 

I/DD Care Coordination documentation . Two Recommendations were issued to update 

eligibility criteria for Children with Complex needs and to update Eastpointeõs Policy C-

3.3.22 Resource Allocation and Individual Budgets. The implementa tion of the Corrective 

Action and Recommendations is presented in Table 26.  

Table26:  2020  EQR Utilization Management Findings  

2020 EQR Utilization Management Findi ngs 

Standard EQR Comments 
Implemented 

Y/N/NA 

Assess each Medicaid enrollee 

identified as having special 

health care needs; 

Recommendation: Update Policy C-3.4.16 

Complex Case Management and the 

Enrollee/Member and Family Handbook to 

reflect the criteria listed in NC Medicaid 

Contract Section 6.11.3.(c) g, for Children 

with Complex Needs. 

Y 

2021 EQR Follow up: For the 2021 EQR, this Recommendation was addressed. Eastpointe updated 

the Enrollee/Member and Family Handbook and provided clarification during the Onsite regarding the 

age eligibility listed in Policy C-3.4.16 Complex Case Management.  
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2020 EQR Utilization Management Findi ngs 

Standard EQR Comments 
Implemented 

Y/N/NA 

Determination of which 

Behavioral Health Services are 

medically necessary; 

Recommendation: Update Policy C-3.3.22 

Resource Allocation and Individual Budgets 

to include the exclusion to waiver cost limits 

as listed in NC Joint Communication Bulletin 

J362. 

Y 

2021 EQR Follow up:  For the 2021 EQR, this Recommendation was addressed. Eastpointe updated 

Policy C-3.3.22 Resource Allocations and Individual Budgets to include the exemptions listed in NC 

Joint Communication Bulletin J362.  

The PIHP applies the Care 

Coordination policies and 

procedures as formulated. 

Corrective Action: Develop and document an 

enhanced quality monitoring process that 

routinely reviews I/DD Care Coordination 

documentation. This quality monitoring 

process should review I/DD progress notes 

and I/DD Monitoring Checklists for 

completeness, accuracy and compliance 

with Eastpointe policies and the NC Medicaid 

Contract and NC Medicaid Contract 

Amendment 9, Section 9. The quality 

monitoring process should also include 

routine review of ISPs to ensure they are 

person-centered and reflect the needs 

identified in assessments and other support 

tools. 

N 

2021 EQR Follow up: This Corrective Action was partially implemented. For the 2021 EQR, Eastpointe 

updated the I/DD Monitoring plan, but CCME identified discrepancies in Care Coordination progress 

notes and other documentation.  

The 2021 EQR of Care Coordination files showed significant improvement in the timeliness 

of progress notes and compliance with required Care Coordination activities , such as 

discharging enrollees from Care Coordination and TCLI programs. However, compliance 

issues were found in three Care Coordinatio n files.  

In the 2021 EQR of Care Coordination files, found one I/DD file  did not follow the 

requirements , as outlined in the NC Medicaid Contract and Contract Amendments. The 

referenced case involved an adult enrollee whose Legal Responsible Person (LRP) was also 

a Relative as a Direct Support Employee (RADSE). For five months , the  monthly  service 

review was conducted via text messages with the adult enrollee. NC Medicaid Contract 

6.11.3.(h)(7)  requires monthly face -to-face monitoring of enrollees whose services are 

provided by guardians or relatives living in the home with the enrollee . Additional 

guidance outline d in NC Medicaid Contract Amendment 11, Section 7, allow s the monthly 
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service review to be completed via telephone or video conference  during the Covid-19 

Stay at Home Order. Further, NC Medicaid recently clarified with all PIHPs , òthat while 

the preferred method [to complete monthly Care Coordination service review] is face-to-

face, telephone calls and or v ideo conferencing are the allowed methods.ó Neither 

communication allows for review via texts.  

In another I/DD Care Coordination file, services identified in the Risk Assessment and  

Individual Support Plan (ISP) were not implemented. The Risk Assessments for 2019 and 

2020 identified  Specialized Consultation Services as a need. However, the enrolleeõs 

current ISP did not show the implementation of this service . NC Medicaid Contract 

Section 6.11.3  (h) o, list s òMonitoring of services delivery to verify that: (2) Services are 

furnished in accordance with the ISPó as a function of the PIHP.  Moreover, the  NC 

Innovations Waiver Technical Guide Chapter 9, states that,  òThe Care Coordinator 

ensures that the authorize d NC Innovations services in the ISP are implemented by 

working with the participant and/or the legally responsible person, and the providers 

selected by the participantó. 

The review of MH/SUD files found once incident of inadequate follow -up to ensure the  

health and well -being of an enrollee after allegations of abuse . In one MH/SUD file, an 

enrollee  reported allegations of abuse while receiving treatment at a P sychiatric 

Rehabilitation Treatment Facility (PRTF). According to progress notes, the Care 

Coordinator made only one attempt to follow up with the PRTF and LRP two days after 

the allegation. NC Medicaid Contract Section 6.11.3(f) list s òFollow up and attempt to 

resolve any issues related to the Enrollee's health, safety or service delivery, bringing any 

unresolved issues to the attention of the appropriate PIHP staff member and designated 

behavioral health provider or medical provider f or resolutionó as a function of Care 

Coordination. CCME and NC Medicaid discussed this case and assert additional follow up 

to ensure the enrolleeõs safety, and the safety of any other enrollees residing at the 

PRTF, was needed.  

CCME has issued a Corrective Action for Eastpointe to e nhance the current monitoring 

plan to include a quality review checklist of MH/SUD/I/DD Care Coordination 

documentation. The quality review should:  

Å Ensure that I/DD monthly Care Coordination service review s are face-to-face, or  by 

allowed methods listed in NC Contract Amendment 11, Section 7.  

Å Ensure that needs and services identified in assessments and other support tools are 

reflected in the ISP and the implementation of services has been arranged by Care 

Coordination.  

Å Ensure that when incidents (as defined by 10A NCAC 27G .0103(b)(32) occur, the 

required notifications , as listed in NC Incident Response Improvement System, have 

been made.  
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CCME issued a Recommendation that Eastpointe develop and implement staff trainings  

and guidelines regarding Care Coordination service monitoring, service implementation , 

and enrollee follow -up that aligns with Eastpointe policies and requirements outlined in  

NC Medicaid Contract and Contract Amendments , 42 CFR § 438.208 and 47 CFR § 64.1200, 

NC Clinical Coverage Policy 8D-1 Psychiatric Residential Treatment Facilities for Children 

under the Age of  21, and 8P NC Innovations, NC Innovations Waiver Technical Guide, and 

NC Incident Response Improvement System Manual.  

For this EQR, TCLI showed significant improvement in the timeliness of progress notes 

and other documentation. The review also found that TCLI staff took more proactive 

steps to address crises and barriers to services.  

Figure 5 shows 96% of the UM standards in the 2021 EQR were scored as òMetó and 4% as 

òPartially Metó and provides an overview of 2021 scores compared to the 2020 scores.  

Figure 5:  Utilization Management Comparative Findings  

 

Table 27:  Utilization  Management  

Section  Standard  
2021 

Review 

Care Coordination 
The PIHP applies the Care Coordination policies and 

procedures as formulated. 
Partially Met 
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Strengths  

Å Eastpointe successfully passed initial NCQA accreditation as a Managed Behavioral 

Health Organization, scoring 100% on the Complex Case Management program for 

children .  

Å I/DD Care Coordination continued to make face-to-face visits during the Covid-19 Stay 

at Home Order to ensure the health and safety of members who were difficult to 

contact by phone.  

Weaknesses 

Å The current monitoring plan does not include a quality review of Care Coordination 

documentation that ensures I/DD ISPs reflect needs identified in assessments, that 

ensures services are implemented as outlined, that monitors how monthly contacts are 

made, and that follow -up notifica tions are made with all required parties when 

incidents occur.  

Corrective  Action  

Å Enhance the current monitoring plan to include a quality review checklist of 

MH/SUD/I/DD Care Coordination documentation. The quality review should : Ensure 

that I/DD monthly Care Coordination service reviews are conducted face-to-face or by 

allowed methods listed in NC Contract Amendment 11, Section 7; Ensure that needs 

identified in assessments and other support tools are reflected in the ISP and the 

implementation of service s has been arranged by Care Coordination; Ensure that when 

incidents (as defined by 10A NCAC 27G .0103(b)(32) occur, the required notifications 

listed in NC Incident Response Improvement System have been made.  

Å Develop and implement staff trainings and gui delines regarding Care Coordination 

service monitoring, service implementation , and enrollee follow -up that aligns with  

Eastpointe policies and requirements outlined in  NC Medicaid Contract and Contract 

Amendments, 42 CFR § 438.208 and 47 CFR § 64.1200, NC Clinical Coverage Policy 8D-

1 Psychiatric Residential Treatment Facilities for Children under the Age of  21, and 

8P NC Innovations, NC Innovations Waiver Technical Guide, and NC Incident Response 

Improvement System Manual. 
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E. Grievances and Appeals  

42 CFR § 438, Subpart F 

The Grievances and Appeals EQR included a Desk Review of policies and procedures, 10 

Grievance and 10 Appeal files, the Grievance and Appeal Logs, the Provider Operations 

Manual, The Enrollee/Member and Family  Handbook, and information about Grievances 

and Appeals available on the Eastpointe website. An Onsite discussion with Grievance and 

Appeal staff occurred to further clarify PIHPõs documentation and processes. 

In the 2020 EQR, Eastpointe met 90% of the Grievance and Appeal standards and received 

two Corrective Actions in Grievances and one Recommendation in Appeals. Follow up to 

the 2020 EQR Grievance and Appeal Recommendations is detailed in the following 

respective sections. 

In this 2021 EQR, Eastpointe met 100% of the Grievance and Appeal standards, resulting 

in no Corrective Actions. CCME issued two Recommendations in the Grievance section and 

no Recommendations in the Appeal section.  

Grievances 

In the 2020 EQR, two Corrective Actions were issued, primar ily targeting incorrect 

language within Eastpointeõs Grievance policy and compliance issues within Eastpointeõs 

Grievance files. In the 2021 EQR, there was evidence that Eastpointe addressed all 

Grievance Corrective Actions issued in the 2020 EQR. 

Table 28 outlines CCMEõs review to ensure those Recommendations were implemented by 

Eastpointe. 

Table 28: 2020 EQR Grievance Findings  

2020 EQR Grievance Findings  

Standard EQR Comments 
Implemented 

Y/N/NA 

Timeliness guidelines 

for resolution of the 

Grievance as 

specified in the 

contract. 

Corrective Action: Add language to Policy Q -6.4.4 that 

Eastpointe will notify enrollees of their right to file a 

Grievance if the enrollee disagrees with Eastpointeõs 

decision to extend the Grievance resolution 

timef rame. This will bring Eastpointeõs policy into 

compliance with NC Medicaid Contract, Attachment 

M.6 and 42 CFR § 438.408 (c)ii.  

Y 

2021 EQR Follow Up:  Eastpointe provided Policy Q-6.4.4, revised June 16, 2021, that included the 

information on the right to file a Grievance if the grievant disagrees with Eastpointeõs Grievance 

resolution extension.  
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2020 EQR Grievance Findings  

Standard EQR Comments 
Implemented 

Y/N/NA 

The PIHP applies the 

Grievance policy and 

procedure as 

formulated. 

Corrective Action: Develop, document, and implement 

a monitoring plan to increase compliance with 

required Grievance notifications. This monitoring plan 

should include the timeline for implementation, 

frequency of monitoring, staff that will imp lement the 

monitoring, compliance benchmarks, and how and 

when outcomes of monitoring are captured, reviewed, 

and reported. Monitoring should ensure Grievance 

notifications are compliant with Eastpointeõs 

Grievance policies, NC Medicaid Contract, Attachmen t 

M and 42 CFR § 438.408 (b)2. Include in this 

monitoring plan the timeframe by which Eastpointe 

will resolve any provider Grievances placed on hold by 

Provider Monitoring Department.  

Y 

2021 EQR Follow Up: The 2021 EQR shows evidence that Eastpoint is using the Grievance & Appeal 

Documentation Checklist to monitor resolutions times and issue timely notifications. 

 
In the 2021 EQR, 10 Grievance files were reviewed. Eight of the 10 files were compliant 

with  all timeliness requirements . While NC Medicaid Contract, Attachment M, Section C  

and 42 CFR § 438.408 (b)1 require Grievances to be resolved within 90 days, Eastpointeõs 

Grievance policy requires Grievances to be resolved with notification provided within 30 

days. Two files showed the resolution notice was sent outside of 30 days and one 

Grievance file showed the acknowledgment notice was sent in 28 days versus the five  

business days required by Eastpointeõs Grievance policy. This was an improvement over 

last yearõs EQR where there were four late resolution notifications. CCME has issued a 

Recommendation to continue to monitor Grievance notification timeframes to ens ure all 

Grievance notifications are issued  timely  and in compliance with NC Medicaid Contract, 

Attachment M, Section C , 42 CFR § 438 and Eastpointeõs Policy Q-6.4.4, Member/Enrollee 

and Stake Holder Grievance/Complaint and Appeals.  

In addition, CCME noted errors on the Eastpointe Grievance Log when compared to the 

Grievance files reviewed. Eastpointe staff indicated that different staff enter data on the 

log at different times in the Grievance resolution process. CCME has issued a 

Recommendation to provide training to all staff entering data on the Grievance Log that 

guides them on documenting the correct dates and data points. This training is essential 

as the Grievance Log is the primary data source for Grievances and is used in compliance 

monitoring .  
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Appeals 

In the 2020 EQR of Appeals, CCME issued one Recommendation and no Corrective Actions. 

The Recommendation targeted documentation in the Provider Operations Manual  around 

Eastpointeõs requirement to notify enrollees of their right to file a Grievance if they 

disagree with Eastpointeõs extension to the Appeal resolution timeframe. This 

notification is required by the NC Medicaid Contract, Attachment M, 42 CFR 438.408 (c), 

and Eastpointeõs Appeal policy. Table 29 outlines CCMEõs review to ensure Eastpointe 

implemented the Recommendations. 

Table 29:   2020 EQR Appeals Finding s  

2020 EQR Appeal Findings  

Standard EQR Comments 
Implemented 

Y/N/NA 

Other requirements as 

specified in the contract. 

Recommendation: Add to the Provider 

Operations Manual that Eastpointe will notify 

the enrollee of his right to file a Grievance if 

Eastpointe extends the Appeal resolution 

timeframe.  

Y 

2021 EQR Follow Up:  The Provider Operations Manual FY 2021-2022, effective July 1, 2021, showed 

that Eastpointe revised the manual to state Eastpointe will notify the enrollee of their right to file a 

Grievance if they disagree with Eastpointeôs extension to the Appeal resolution timeframe. 

In the 2021 EQR, 10 Appeal files were reviewed. One file showed the Appeal resolution 

notification was mailed two days beyond the 30 -day timeframe required by NC Medicaid 

Contract, Attachment M, 42 CFR 438.408, and Eastpointeõs Appeal policy. Staff explained 

this was an isolated incident and a plan of correction was implemented to make sure all 

resolutions letters are ready by a specific cut -off time each day to ensure they are mailed 

timely. There were no other deficiencies in the files reviewed in this ye arõs EQR, which 

was an overall improvement when compared to last yearõs EQR. 



52 

 

 

2021 External Quality Review   
 
 

Eastpointe  |  November 18, 2021  

Figure 6:  Grievances and Appeals Comparative Findings  

 

Strengths  

Å Interdepartmental coordination was evident in the Grievance and Appeal files 

reviewed.  

Å Eastpointeõs process for monitoring Appeals resulted in significant improvement in 

compliance when compared to the previous EQR. 

Weaknesses 

Å Two of the ten Grievance files reviewed showed noncompliance with required 

notification timeframes.  

Å The Eastpointe Grievance Log contained several data entry errors.  

Recommendations  

Å Continue to routinely monitor Grievance notification timeframes to ensure all 

notifications are issued timely per NC Medicaid Contract, Attachment M, Section C , 42 

CFR § 438, and Policy Q-6.4.4 Member/Enrollee and Stake Holder Grievance/Complaint 

and Appeals. 

Å Train staff on Grievance Log data entry to ensure data on the log is consistent, 

complete, and accurate.  
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F. Program Integrity  

42 CFR § 455, 42 CFR § 438.455 and 1000 through 1008, 42 CFR § 1002.3(b)(3), 42 CFR 438.608 (a)(vii) 
 

The 2021 Program Integrity EQR for Eastpointe encompassed a thorough Desk Review of 

PIHP Program Integrity (PI) function. The review included policies and procedures related 

to Special Investigations Unit (SIU), Provider Overpayments, and related aspects of 

compliance.  

The EQR also covers PI staffing, workflows, reports, training materials, committee 

minutes, and data mining, as well as a file review of randomly sampled cases that were 

active during the period under r eview. Finally, interviews with the Eastpointe staff 

occurred during the Onsite. All reviews are based on federal codes of regulation, 

particularly 42 CFR § 438.455 and 42 CFR § 438.608, as well as the NC Medicaid Contract 

Section 14, Program Integrity .  

In the 2020 EQR, Eastpointe met all of the Program Integrity EQR standards, and no 

Corrective Actions or Recommendations were issued.  

In the 2021 EQR, Eastpointe again met all of the Program Integrity EQR standards. 

Eastpointeõs PI policies provide details regarding the following aspects of Eastpointeõs PI 

function: staffing and organizational structure, training of PIHP staff, network providers 

and the Board of Directors, participation in regular meetings with NC Medicaid, 

committee structures, investigati ve processes (detecting, investigating, and reporting), 

required reports to NC Medicaid (attachment Y, K, Z), proper documentation of referrals 

to NC Medicaid, and the usage of FAMS. Eastpointe also provided a comprehensive PI 

Process Manual with detailed workflow instructions.  

Eastpointe provided curriculum for training of staff, providers, and the Board of 

Directors. Eastpointe provided detailed meeting minutes from its monthly meetings with 

NC Medicaid, and NC Medicaid confirmed that Eastpointe had met a ll reporting 

requirements. There was detailed discussion on Eastpointeõs PI caseload. During the 

interview, Eastpointe explained all investigations were put on hold from March 2020 

through August 2020 due to the COVID 19 flexibilities Contract Amendment . However, the 

Director of PI detailed how the PI team continued to work internally on all open cases to 

be prepared to resume investigations. This preparation enabled the PI team to focus their 

efforts once the hold on investigations was lifted. During the O nsite discussion, staff also 

explained Eastpointeõs risk rating system on new cases, which allows them to put their 

focus on cases considered to be òmajoró risks and keep their backlog of investigations 

small. Currently, Eastpointe has no open cases older than 2020. 

In the 2021 EQR Desk Review, 15 files were reviewed to evaluate the timeliness of 

initiating the investigation and to ensure all required elements are documented in 

referrals to NC Medicaid. Eastpointe case files contained all the required eleme nts. 
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Figure 7:  Program Integrity Comparative Findings  

 

Strengths  

Å Eastpointe uses data mining, with support from both IBM and internal staff. Currently, 

more than a third of new Eastpointe PI cases resulted from data mining efforts.  

Å Review of Eastpointeõs PI functions showed strong interdepartmental collaboration 

with provider relations, claims, UM, and quality teams.  

G. Encounter  Data Validation  

The scope of the Encounter Data Validation  review was guided by the CMS Encounter Data 

Validation Protocol  and was focused on measuring the data quality and completeness of 

claims paid by Eastpointe for the period of January 2020 through December 2020. All 

claims paid by Eastpointe should be submitted and accepted as a valid encounter to NC 

Medicaid. CCMEõs approach to the review included:  

Å A review of Eastpointe's response to the Information Systems Capability Assessment 

(ISCA) 

Å Analysis of Eastpointe's encounter data elements  

Å A review of NC Medicaid's encounter data acceptance report  

Results and Recommendations  

Issue: Other  Diagnosis 

Principal and Admitting Diagnosis code was populated consistently where appropriate. 

However, Other Diagnosis codes were often missing, especially on Professional claims. 
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This issue has been present since at least the 2018 review , when it was noted that only 

the Principal and Secondary Diagnosis codes were being submitted. In general, claims 

from certain providers are missing the Other Diagnosis code s at an extremely high rate, 

including instances where the y are missing on 100% of the claims. In the meantime, 

claims from other providers frequently  show Other Diagnosis codes. This suggests that 

some providers are simply not coding Other Diagnosis codes or failing to map them onto 

the claims.  

Resolution: 

Eastpointe should continue to educate its providers on the importance of ensuring that 

the information on all claims are complete and accurate, including the Diagnosis codes. 

This effort should include urging providers to review their billing software to make s ure 

all available Diagnosis codes are being mapped to the 837s. For provider s who submit 

claims via the web portal, Eastpointe should advise them to review all the information to 

make sure the claim s are complete and accurate, rather than simply copying a previously 

billed claim and changing only the date of service, Procedure code, and billed charges. 

Eastpointe should also continue to review the 837 encounter mapping to ensure that 

providers are reporting all applicable Diagnosis Codes and that the PIHP i s reporting them 

to NC Medicaid.  

Conclusion 

Based on the analysis of Eastpointeõs encounter data, CCME has concluded that the data 

submitted to NC Medicaid is complete and accurate as defined by NC Medicaid standards.  

The most notable issue involves infr equent reporting of Other Diagnosis codes. Although 

Other Diagnosis codes may not affect adjudication in certain instances, these codes are 

important for reporting, evaluating member health, and assessing a value based payment 

model. Eastpointe should conduct a review at the provider level to determine which of its 

providers are often not reporting Other Diagnosis codes and perform educational 

outreach to alert providers to the issue. Eastpointe should also continue to review and 

take necessary actions to ensure that they are capturing and reporting valid Procedure 

codes for Institutional claims when required based on the reported Revenue code (e.g., 

pharmacy, lab, radiology) so that all services billed on those claims can be identified.  

For the next review period, it is recommended  that the encounter data from NCTracks be 

reviewed to look at encounters that pass front end edits and are adjudicated to either a 

paid or denied status. It is difficult to reconcile the various tracking reports with the data 

submitted by the PIHP. Reviewing an extract from NCTracks would provide insight into 

how NCTracks is handling the encounter claims and could be reconciled back to reports 

requested from Eastpointe. The goal is to ensure that Eastpointe is reporting all paid 

claims as encounters to NC Medicaid. 
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Å Attachment 5 :  Encounter Data Validation Report  
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September 7, 2021 
 

Ms. Sarah Stroud 

Chief Executive Officer 

Eastpointe Behavioral Health 

514 East Main Street 

Beulaville, North Carolina  28518 

 

Dear Ms. Stroud, 

 

At the request of the North Carolina Medicaid (NC Medicaid) this letter serves as notification that the 

2021 External Quality Review (EQR) of Eastpointe is being initiated. The review will be conducted 

by us, The Carolinas Center for Medical Excellence (CCME), and is a contractual requirement. The 

review will include both a Desk Review (at CCME) and a one-day, virtual Onsite that will address 

contractually required services.  

CCMEôs review methodology will include all of the EQR protocols required by the Centers for 

Medicare and Medicaid Services (CMS) for Medicaid Managed Care Organizations and Prepaid 

Inpatient Health Plans. 

The CMS EQR protocols can be found at: 

https://www.medicaid.gov/medicaid/quality-of-care/medicaid-managed-care/external-quality-

review/index.html 

Due to COVID-19 and the issuance of the contractual flexibilities issued by the State outlined in 

Contract Amendment #9, the 2021 EQR will be a focused review. The focus of this review will be on 

the PIHPôs Corrective Actions from the previous EQR and PIHP functions that impact enrollee health 

and safety. Similarly, for the 2021 EQR, the two day Onsite previously performed at PIHP offices will 

conducted during a one day, virtual Onsite. The CCME EQR review team plans to conduct the virtual 

Onsite on October 21, 2021. For your convenience, a tentative agenda for this one-day, virtual review 

is enclosed. 

In preparation for the Desk Review, the items on the enclosed Desk Materials List are to be submitted 

electronically. Please note that, to facilitate a timely review,  there are three items on the Desk 

Materials List (items 9, 10, and 19.a) that should be submitted by no later than September 10, 

2021, and the remaining items are due by no later than September 28, 2021. Also, as indicated in item 

20 of the Desk Materials List, a completed Information Systems Capabilities Assessment (ISCA) for 

Behavioral Health Managed Care Organizations is required. The enclosed ISCA document is to be 

completed electronically and submitted with the other Desk Materials on September 28, 2021. 

Also, please note that for this yearôs upload of Encounter Data, the data should be uploaded into the 

folder labelled ñEDVò within CCMEôs secure documentation portal along with all other EQR 

materials. The location for the file transfer site is: https://eqro.thecarolinascenter.org 

 

https://www.medicaid.gov/medicaid/quality-of-care/medicaid-managed-care/external-quality-review/index.html
https://www.medicaid.gov/medicaid/quality-of-care/medicaid-managed-care/external-quality-review/index.html
https://eqro.thecarolinascenter.org/
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Letter to Eastpointe 

Page 2 of 2 

Upon registering with a username and password, you will receive an email with a link to confirm the 

creation of your account. After you have confirmed the account, CCME will simultaneously be notified 

and will send an automated email, once the security access has been set up. Please bear in mind that, 

while you will be able to log in to the website after the confirmation of your account, you will see a 

message indicating that your registration is pending until CCME grants you the appropriate security 

clearance. 

We are encouraging all health plans to schedule an education session (via webinar) on how to utilize 

the file transfer site. At that time, we will conduct a walk-through of the written desk instructions 

provided as an enclosure. Ensuring successful upload of Desk Materials is our priority and we value 

the opportunity to provide support. Additional information and technical assistance will be provided 

as needed, or upon request. 

An opportunity for a pre-Onsite conference call with your management staff, in conjunction with the 

NC Medicaid, to describe the review process and answer any questions prior to the Onsite visit, is 

being offered as well.  

Please contact me directly at 919-461-5618 if you would like to schedule time for either of these 

conversational opportunities.  

Thank you and we look forward to working with you! 

Sincerely, 

Katherine Niblock, MS, LMFT 

Project Manager, External Quality Review 

 

Enclosure(s) ï 5 

 
 

Cc: Anna North, Eastpointe Waiver Contract Manager 

Tasha Griffin, NC Medicaid Waiver Contract Manager 

 Deb Goda, NC Medicaid Behavioral Health Unit Manager 

Hope Newsome, NC Medicaid Quality Specialist 

Doreatha McCoy, NC Medicaid Quality Specialist 
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Eastpointe 

Focused External Quality Review 2021 
MATERIALS REQUESTED FOR DESK REVIEW 

** Please note that the lists requested in items 9, 10, and 19.a must be uploaded by no 

later than September 10, 2021. The remainder of items must be uploaded by no later 

than September 28, 2021. 

1. Copies of all current policies and procedures, as well as a complete index which 

includes policy and procedure name, number, and department owner. The date of the 

addition/review/revision should be identifiable on each policy/procedure. (Please do 

not embed files within word documents.) 
 

2. Organizational Chart of all staff members including names of individuals in each 

position including their degrees, licensure, and any certifications required for their 

position. Include any current vacancies. In addition, please include any positions 

currently filled by outside consultants/vendors.  
 

3. Description of major changes in operations such as expansions, new technology 

systems implemented, etc. Include any major changes to PIHP functions related to 

COVID-19. 
 

4.   A summary of the status of all Corrective Action items from the previous External 

Quality Review. Please include evidence of Corrective Action implementation.  

 

5.  List of providers credentialed/recredentialed in the last 12 months (September 2020 

through August 2021). Include the date of approval of initial credentialing and the date 

of approval of recredentialing.  
 

6.    A description of the Quality Improvement, Utilization Management, and Care 

Coordination Programs. Include a Credentialing Program Description and/or Plan, if 

applicable.  
 

7.    Minutes of committee meetings for the following committees:  

a) Credentialing (for the three most recent committee meetings)  

b) UM (for the three most recent committee meetings)  

c) Any clinical committee meeting minutes showing discussion of Clinical Practice 

Guidelines impacted by COVID-19. 
 

8.    Membership lists and a committee matrix for all committees, including the 

professional specialty of any non-staff members. Please indicate which members are 

voting members. Include the required quorum for each committee. 
 

9.    **By September 10, 2021, a copy of the complete Appeal log for the months of 

September 2020 through August 2021. Please indicate on the log: the appeal type 

(standard, expedited, extended, withdrawn, or invalid), the service appealed, the date 

the appeal was received, and the date of appeal resolution notification.  
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10.  **By September 10, 2021, a copy of the complete Grievances log for the months of 

September 2020 through August 2021. Please indicate on the log: the nature of the 

grievance, the date received, and the date of grievance resolution.  

 

11. Copies of all appeal notification templates used for expedited, invalid, extended, and 

withdrawn appeals. 
 

12. For appeals and grievances, please submit a description of your monitoring process that 

reviews compliance of oral and written notifications, completeness of documentation 

within the appeal and grievance records, accuracy of appeal and grievance logs, etc. 

Provide details regarding frequency of monitoring and any benchmarks, performance 

metrics, and reporting of monitoring outcomes. 
 

13. Please submit a summary of new provider orientation processes and include a list of 

materials and training provided to new providers.  

14. For MH/SU, I/DD,  and TCLI Care Coordination, please submit a description of your 

monitoring plan that reviews compliance of Care Coordinator documentation. Include in 

the description the elements reviewed (timeliness of progress notes, timeliness of 

Innovations monitoring, timeliness of Quality of Life surveys, review of quality, 

completeness of discharge notes, accuracy of documentation, etc.). Provide details 

regarding frequency of monitoring, and any benchmarks, performance metrics, and 

reporting of monitoring outcomes. 
 

15.  For Care Coordination enrollees files, please provide:  

a.  three MH/SU Care Coordination enrollee files (two active since 2019 and one 

recently discharged)  

b.  three I/DD Care Coordination enrollee files (two active since 2019 and one recently 

discharged)  

c.  four TCLI Care Coordination enrollee files (one active since 2019, one who 

received In-Reach, one who transitioned to the community and recently discharged).  
 

NOTE: Care Coordination enrollee files should include all progress notes, monitoring 

tools, Quality of Life surveys, and any notifications sent to the enrollees.  
 

16. Information regarding the following selected Performance Measures: 

B WAIVER MEASURES 

A.1. Readmission Rates for Mental Health 
D.1. Mental Health Utilization - Inpatient Discharges 

and Average Length of Stay 

A.2. Readmission Rate for Substance Abuse D.2. Mental Health Utilization 

A.3. Follow-up After Hospitalization for Mental Illness D.3. Identification of Alcohol and other Drug Services 

A.4. Follow-up After Hospitalization for Substance 

Abuse 
D.4. Substance Abuse Penetration Rate 

B.1. Initiation and Engagement of Alcohol & Other 

Drug Dependence Treatment 
D.5. Mental Health Penetration Rate 
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C WAIVER MEASURES 

Proportion of beneficiaries reporting their Care Coordinator helps them to know what waiver services are 

available. 

Proportion of beneficiaries reporting they have a choice between providers. 

Percentage of level 2 and 3 incidents reported within required timeframes. 

Percentage of beneficiaries who received appropriate medication.  

Percentage of incidents referred to the Division of Social Services or the Division of Health Service Regulation, 

as required.  

 

Required information includes the following for each measure: 

a. Data collection methodology used (administrative, medical record review, or 

hybrid) including a full description of those procedures; 

b. Data validation methods/ systems in place to check accuracy of data entry and 

calculation; 

c. Reporting frequency and format; 

d. Complete exports of any lookup / electronic reference tables that the stored 

procedure / source code uses to complete its process;  

e. Complete calculations methodology for numerators and denominators for each 

measure, including: 

i. The actual stored procedure and / or computer source code that takes raw 

data, manipulates it, and calculates the measure as required in the measure 

specifications; 

ii.  All data sources used to calculate the numerator and denominator (e.g., 

claims files, medical records, provider files, pharmacy files, enrollment 

files, etc.); 

iii.  All specifications for all components used to identify the population for 

the numerator and denominator; 

f. The latest calculated and reported rates provided to the State. 
 

In addition, please provide the name and contact information (including email address) 

of a person to direct questions specifically relating to Performance Measures if the 

contact will be different from the main EQR contact. 

17.  Documentation of all Performance Improvement Projects (PIPs) completed or planned 

in the last year, and any interim information available for those projects currently in 

progress. This documentation should include information from the project that 

explains and documents all aspects of the project cycle (i.e., research question (s), 

analytic plans, reasons for choosing the topic including how the topic impacts the 

Medicaid population overall, measurement definitions, qualifications of personnel 
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collecting/abstracting the data, barriers to improvement and interventions planned or 

implemented to address each barrier, calculated result, results, etc.) 
 

18.   Provide copies of the following files: 
 

a.  Credentialing files for the four most recently credentialed practitioners (as listed 

below) 
 

i. One licensed practitioner who is joining an already contracted agency 

ii.  One non-MD, Licensed Independent Practitioner (i.e., clinician who will 

have their own contract) 

iii.  One physician 

iv. One practitioner with an associate licensure (e.g., LCSW-A, LMFT-A, etc.)  
 

In addition, please include one file for a network provider agency. 

Please submit the full credentialing file, from the date of the application/attestation to 

the notification of approval of credentialing. In addition to the application and 

notification of credentialing approval, all credentialing files should include all of the 

following:  

i. Insurance: 

A. Proof of all required insurance, or a signed and dated 

statement/waiver/attestation from the practitioner/agency indicating why 

specific insurance coverage is not required. 
 

B. For practitioners joining already-contracted agencies, include copies of 

the proof of insurance coverages for the agency, and verification that the 

practitioner is covered under the plans. The verification can be a 

statement from the provider agency, confirming the practitioner is 

covered under the agency insurance policies. 

ii.  All PSVs conducted during the current process, including current supervision 

contracts for all LPAs and all provisionally-licensed practitioners (i.e., LCAS-

A, LCSW-A). 

iii.  Ownership disclosure information/form. 

 

c. Recredentialing files for the four most recently credentialed practitioners (as listed 

below) 

¶ One licensed practitioner who is joining an already contracted agency 

¶ One non-MD, Licensed Independent Practitioner (i.e., clinician who will 

have their own contract) 

¶ One physician 

¶ One practitioner with an associate licensure (e.g., LCSW-A, LMFT-A, 

etc.)  
 

In addition, please include one file for a network provider agency 

Please submit the full recredentialing file, from the date of the 

application/attestation to the notification of approval of recredentialing. In 

addition to the recredentialing application, all recredentialing files should include 

all of the following:  
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i. Proof of original credentialing date and all recredentialing dates, including the 

current recredentialing (this is usually a letter to the provider, indicating the 

effective date). 

ii.  Insurance: 

A. Proof of all required insurance, or a signed and dated 

statement/waiver/attestation from the practitioner/agency indicating why 

specific insurance coverage is not required. 
 

B. For practitioners joining already-contracted agencies, include copies of the 

proof of insurance coverages for the agency, and verification that the 

practitioner is covered under the plans. The verification can be a statement 

from the provider agency, confirming the practitioner is covered under the 

agency insurance policies. 

iii.  All PSVs conducted during the current process, including current 

supervision contracts for all LPAs and all provisionally-licensed 

practitioners (i.e., LCAS-A, LCSW-A). 

iv. Site visit/assessment reports if the provider has had a quality issue or a 

change of address. 

v. Ownership disclosure information/form. 

NOTE: Appeals, Grievances, and Program Integrity files will be selected from 

the logs submitted on September 10, 2021. A request will then be sent to the plan 

to send electronic copies of the files to CCME. The entire file will be needed.  

19.  Provide the following for Program Integrity: 

a. ** File Review: By September 10, 2021, Please produce a listing of all active 

files during the review period (September 2020 through August 2021). The list 

should include the following information: 

i. Date case opened 

ii.  Source of referral 

iii.  Category of case (enrollee, provider, subcontractor) 

iv. Current status of the case (opened, closed) 

b. Program Integrity Plan and/or Compliance Plan.  

c. Organizational Chart including job descriptions of staff members in the 

Program Integrity Unit. 

d. Workflow of process of taking complaint from inception through closure. 

e. All óAttachment Yô reports collected during the review period. 

f. All óAttachment Zô reports collected during the review period. 

g. Provider Manual and Provider Application. 

h. Enrollee Handbook. 

i. Subcontractor Agreement/Contract Template. 

j. Training and educational materials for the PIHPôs employees, subcontractors, 

and providers as it pertains to fraud, waste, and abuse and the False Claims 

Act. 
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k. Any communications (newsletters, memos, mailings etc.) between the PIHPôs 

Compliance Officer and the PIHPôs employees, subcontractors, and providers 

as it pertains to fraud, waste, and abuse. 

l. Documentation of annual disclosure of ownership and financial interest 

including owners/directors, subcontractors, and employees. 

m. Financial information on potential and current network providers regarding 

outstanding overpayments, assessments, penalties, or fees due to NC Medicaid 

or any other State or Federal agency. 

n. Code of Ethics and Business Conduct. 

o. Internal and/or external monitoring and auditing materials. 

p. Materials pertaining to how the PIHP captures and tracks complaints.  

q. Materials pertaining to how the PIHP tracks overpayments, collections, and 

reporting 

i. NC Medicaid approved reporting templates. 

r. Sample Data Mining Reports.  

s. NC Medicaid Monthly Meeting Minutes for entire review period, including 

agendas and attendance lists. 

t. Monthly reports of NCID holders/FAMS-users in PIHP. 

u. Any program or initiatives the plan is undertaking related to Program Integrity 

including documentation of implementation and outcomes, if appropriate.  

v. Corrective action plans including any relevant follow-up documentation. 

w. Policies/Procedures for: 

i. Program Integrity 

ii.  HIPAA and Compliance 

iii.  Internal and external monitoring and auditing 

iv. Annual ownership and financial disclosures 

v. Investigative Process 

vi. Detecting and preventing fraud 

vii.  Employee Training 

viii.  Collecting overpayments  

ix. Corrective Actions 

x. Reporting Requirements 

xi. Credentialing and Recredentialing Policies 

xii.  Disciplinary Guidelines 

20. Provide the following for the Information Systems Capabilities Assessment (ISCA): 
 

a. A completed ISCA.  

b.   See the last page of the ISCA for additional requested materials related to the 

ISCA. 
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Section Question Number Attachment 

Enrollment Systems 1b Enrollment system loading process 

Enrollment Systems 1f Enrollment loading error process reports 

Enrollment Systems 1g Enrollment loading completeness reports 

Enrollment Systems 2c Enrollment reporting system load process 

Enrollment Systems 2e Enrollment reporting system completeness reports 

Claims Systems 2 Claim process flowchart 

Claims Systems 2p Claim exception report. 

Claims Systems 3e 
Claim reporting system completeness process / 

reports. 

Claims Systems 3h Physician and institutional lag triangles. 

Reporting 1a Overview of information systems 

NC Medicaid Submissions 1d Workflow for NC Medicaid submissions 

NC Medicaid Submissions 2b Workflow for NC Medicaid denials 

NC Medicaid Submissions 2e NC Medicaid outstanding claims report  

 

c. A copy of the IT Disaster Recovery Plan. 
 

d. A copy of the most recent disaster recovery or business continuity plan test 

results. 
 

e. An organizational chart for the IT/IS staff and a corporate organizational chart 

that shows the location of the IT organization within the corporation. 

 

21.   Provide the following for Encounter Data Validation (EDV): 

b. Include all adjudicated claims (paid and denied) from January 1, 2020 ï 

December 31, 2020. Follow the format used to submit encounter data to NC 

Medicaid (i.e., 837I and 837P).  If you archive your outbound files to NC 

Medicaid, you can forward those to HMS for the specified time period. In 

addition, please convert each 837I and 837P to a pipe delimited text file or excel 

sheet using an EDI translator. If your EDI translator does not support this 

functionality, please reach out immediately to HMS. 

c. Provide a report of all paid claims by service type from January 1, 2020 ï 

December 31, 2020. Report should be broken out by month and include service 

type, month and year of payment, count, and sum of paid amount. 
 

NOTE:  THIS IS A CHANGE FROM PREVIOUS EQRS: Please upload the 

Encounter Data, along with the other Desk Materials, to CCMEôs secure portal into 

the folder labelled ñEDVò.   
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B. Attachment 2:  EQR Validation W orksheets
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CCME EQR PM Validation Worksheet 

PIHP Name: Eastpointe 

Name of PM: Readmission Rates for Mental Health  

Reporting Year: 2020 

Review Performed: 2021 

NOTE: DUE TO TIMING OF THE EQR, THE FY2020 RATES WERE REPORTED FOR TWO CONSECUTIVE 
REVIEWS FOR EASTPOINTE. 

SOURCE OF PERFORMANCE MEASURE SPECIFICATIONS 

North Carolina Medicaid Technical Specifications 

GENERAL MEASURE ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

G1 Documentation 

Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes. 

Met 
Data sources and programming logic 
were documented. 

DENOMINATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

D1 Denominator 

Data sources used to calculate 
the denominator (e.g., claims 
files, medical records, provider 
files, pharmacy records) were 
complete and accurate. 

Met Denominator sources were accurate. 

D2 Denominator 

Calculation of the performance 
measure denominator adhered 
to all denominator specifications 
for the performance measure 
(e.g., member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 

denominator specifications. 

 

NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N1 Numerator 

 

Data sources used to calculate the 
numerator (e.g., member ID, 
claims files, medical records, 
provider files, pharmacy records, 
including those for members who 
received the services outside the 
MCO/PIHPôs network) are 
complete and accurate. 

Met Numerator sources were accurate. 
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NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N2 Numerator 

Calculation of the performance 
measure numerator adhered to all 
numerator specifications of the 
performance measure (e.g., 
member ID, age, sex, continuous 
enrollment calculation, clinical 
codes such as ICD-9, CPT-4, 
DSM-IV, member monthsô 
calculation, member yearsô 
calculation, and adherence to 
specified time parameters). 

Met 
Calculation of rates adhered to 

numerator specifications. 

N3  Numeratorï 
Medical Record 
Abstraction Only 

If medical record abstraction was 
used, documentation/tools were 
adequate. 

NA NA 

N4  Numeratorï 
Hybrid Only 

If the hybrid method was used, the 
integration of administrative and 
medical record data was 
adequate. 

NA NA 

N5  Numerator                    
Medical Record 
Abstraction or Hybrid 

If the hybrid method or solely 
medical record review was used, 
the results of the medical record 
review validation substantiate the 
reported numerator. 

NA NA 

    

SAMPLING ELEMENTS (if Administrative Measure then N/A for section) 

Audit Elements Audit Specifications Validation Comments 

S1 Sampling 
Sample treated all measures 
independently. 

NA NA 

S2 Sampling 
Sample size and replacement 
methodologies met specifications. 

NA NA 

 

REPORTING ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

R1 Reporting 
Were the state specifications for 
reporting performance 
measures followed? 

Met 
State specifications were followed and 
found compliant. 

Overall assessment 
Rates reported using DMA template with 
numerator, denominator, and rate. 
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VALIDATION SUMMARY 

 
  

PIHPôs Measure Score 50 

Measure Weight Score 50 

Validation Findings 100% 

Element 
Standard 
Weight 

Validation 
Result 

Score 

G1 10 Met 10 

D1 10 Met 10 

D2 5 Met 5 

N1 10 Met 10 

N2 5 Met 5 

N3 NA NA NA 

N4 NA NA NA 

N5 NA NA NA 

S1 NA NA NA 

S2 NA NA NA 

R1 10 Met 10 

 

 

AUDIT DESIGNATION 

FULLY COMPLIANT 

 

 

AUDIT DESIGNATION POSSIBILITIES 

Fully Compliant Measure was fully compliant with State specifications. Validation findings must be 86%ï100%. 

Substantially 

Compliant 

Measure was substantially compliant with State specifications and had only minor deviations that 

did not significantly bias the reported rate. Validation findings must be 70%ï85%. 

Not Valid 

Measure deviated from State specifications such that the reported rate was significantly biased. 

This designation is also assigned to measures for which no rate was reported, although reporting 

of the rate was required. Validation findings below 70% receive this mark. 

Not Applicable 
Measure was not reported because MCO/PIHP did not have any Medicaid enrollees that qualified 

for the denominator. 

 
  

Elements with higher weights are 

elements that, should they have 

problems, could result in more 

issues with data validity and/or  

accuracy. 
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CCME EQR PM Validation Worksheet 

PIHP Name: Eastpointe 

Name of PM: Readmission Rates for Substance Abuse  

Reporting Year: 2020 

Review Performed: 2021 

 

SOURCE OF PERFORMANCE MEASURE SPECIFICATIONS 

North Carolina Medicaid Technical Specifications 

GENERAL MEASURE ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

G1 Documentation 

Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes. 

Met 
Data sources and programming logic 
were documented. 

DENOMINATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

D1 Denominator 

Data sources used to calculate 
the denominator (e.g., claims 
files, medical records, provider 
files, pharmacy records) were 
complete and accurate. 

Met Denominator sources were accurate. 

D2 Denominator 

Calculation of the performance 
measure denominator adhered 
to all denominator specifications 
for the performance measure 
(e.g., member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 

denominator specifications. 

 

NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N1 Numerator 

Data sources used to calculate 
the numerator (e.g., member ID, 
claims files, medical records, 
provider files, pharmacy 
records, including those for 
members who received the 
services outside the 
MCO/PIHPôs network) are 
complete and accurate. 

Met Numerator sources were accurate. 
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NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N2 Numerator 

Calculation of the performance 
measure numerator adhered to 
all numerator specifications of 
the performance measure (e.g., 
member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 
numerator specifications. 

N3  Numeratorï 
Medical Record 
Abstraction Only 

If medical record abstraction 
was used, documentation/tools 
were adequate. 

NA NA 

N4  Numeratorï 
Hybrid Only 

If the hybrid method was used, 
the integration of administrative 
and medical record data was 
adequate. 

NA NA 

N5  Numerator                    
Medical Record 
Abstraction or Hybrid 

If the hybrid method or solely 
medical record review was 
used, the results of the medical 
record review validation 
substantiate the reported 
numerator. 

NA NA 

    

SAMPLING ELEMENTS (if Administrative Measure then N/A for section) 

Audit Elements Audit Specifications Validation Comments 

S1 Sampling 
Sample treated all measures 
independently. 

NA NA 

S2 Sampling 
Sample size and replacement 
methodologies met 
specifications. 

NA NA 

 

REPORTING ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

R1 Reporting 
Were the state specifications for 
reporting performance 
measures followed? 

Met 
State specifications were followed and 
found compliant. 

Overall assessment 
Rates reported using DMA template with 
numerator, denominator, and rate. 
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VALIDATION SUMMARY 

   

PIHPôs Measure Score 50 

Measure Weight Score 50 

Validation Findings 100% 

Element 
Standard 
Weight 

Validation 
Result 

Score 

G1 10 Met 10 

D1 10 Met 10 

D2 5 Met 5 

N1 10 Met 10 

N2 5 Met 5 

N3 NA NA NA 

N4 NA NA NA 

N5 NA NA NA 

S1 NA NA NA 

S2 NA NA NA 

R1 10 Met 10 

 

 

AUDIT DESIGNATION 

FULLY COMPLIANT 

 

AUDIT DESIGNATION POSSIBILITIES 

Fully Compliant Measure was fully compliant with State specifications. Validation findings must be 86%ï100%. 

Substantially 

Compliant 

Measure was substantially compliant with State specifications and had only minor deviations that 

did not significantly bias the reported rate. Validation findings must be 70%ï85%. 

Not Valid 

Measure deviated from State specifications such that the reported rate was significantly biased. 

This designation is also assigned to measures for which no rate was reported, although reporting 

of the rate was required. Validation findings below 70% receive this mark. 

Not Applicable 
Measure was not reported because MCO/PIHP did not have any Medicaid enrollees that qualified 

for the denominator. 

  

Elements with higher weights are 

elements that, should they have 

problems, could result in more 

issues with data validity and/or  

accuracy. 
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 CCME EQR PM Validation Worksheet 

PIHP Name: Eastpointe 

Name of PM: Follow-up After Hospitalization for Mental Illness 

Reporting Year: 2020 

Review Performed: 2021 

 

SOURCE OF PERFORMANCE MEASURE SPECIFICATIONS 

North Carolina Medicaid Technical Specifications 

 

GENERAL MEASURE ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

G1 Documentation 

Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes. 

Met 
Data sources and programming logic 
were documented. 

DENOMINATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

D1 Denominator 

Data sources used to calculate 
the denominator (e.g., claims 
files, medical records, provider 
files, pharmacy records) were 
complete and accurate. 

Met Denominator sources were accurate. 

D2 Denominator 

Calculation of the performance 
measure denominator adhered 
to all denominator specifications 
for the performance measure 
(e.g., member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 
denominator specifications. 

 

NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N1 Numerator 

Data sources used to calculate 
the numerator (e.g., member ID, 
claims files, medical records, 
provider files, pharmacy 
records, including those for 
members who received the 
services outside the 
MCO/PIHPôs network) are 
complete and accurate. 

Met Numerator sources were accurate. 
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NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N2 Numerator 

Calculation of the performance 
measure numerator adhered to 
all numerator specifications of 
the performance measure (e.g., 
member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 
numerator specifications. 

N3  Numeratorï 
Medical Record 
Abstraction Only 

If medical record abstraction 
was used, documentation/tools 
were adequate. 

NA NA 

N4  Numeratorï 
Hybrid Only 

If the hybrid method was used, 
the integration of administrative 
and medical record data was 
adequate. 

NA NA 

N5  Numerator                    
Medical Record 
Abstraction or Hybrid 

If the hybrid method or solely 
medical record review was 
used, the results of the medical 
record review validation 
substantiate the reported 
numerator. 

NA NA 

    

SAMPLING ELEMENTS (if Administrative Measure then N/A for section) 

Audit Elements Audit Specifications Validation Comments 

S1 Sampling 
Sample treated all measures 
independently. 

NA NA 

S2 Sampling 
Sample size and replacement 
methodologies met 
specifications. 

NA NA 

 

REPORTING ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

R1 Reporting 
Were the state specifications for 
reporting performance 
measures followed? 

Met 
State specifications were followed and 
found compliant. 

Overall assessment 
Rates reported using DMA template with 
numerator, denominator, and rate. 
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VALIDATION SUMMARY 

 
  

PIHPôs Measure Score 50 

Measure Weight Score 50 

Validation Findings 100% 

Element 
Standard 
Weight 

Validation 
Result 

Score 

G1 10 Met 10 

D1 10 Met 10 

D2 5 Met 5 

N1 10 Met 10 

N2 5 Met 5 

N3 NA NA NA 

N4 NA NA NA 

N5 NA NA NA 

S1 NA NA NA 

S2 NA NA NA 

R1 10 Met 10 

 

 

AUDIT DESIGNATION 

FULLY COMPLIANT 

 

AUDIT DESIGNATION POSSIBILITIES 

Fully Compliant Measure was fully compliant with State specifications. Validation findings must be 86%ï100%. 

Substantially 

Compliant 

Measure was substantially compliant with State specifications and had only minor deviations that 

did not significantly bias the reported rate. Validation findings must be 70%ï85%. 

Not Valid 

Measure deviated from State specifications such that the reported rate was significantly biased. 

This designation is also assigned to measures for which no rate was reported, although reporting 

of the rate was required. Validation findings below 70% receive this mark. 

Not Applicable 
Measure was not reported because MCO/PIHP did not have any Medicaid enrollees that qualified 

for the denominator. 

 

  

Elements with higher weights are 

elements that, should they have 

problems, could result in more 

issues with data validity and/or  

accuracy. 
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CCME EQR PM Validation Worksheet 

PIHP Name: Eastpointe 

Name of PM: Follow-up After Hospitalization for Substance Abuse  

Reporting Year: 2020 

Review Performed: 2021 

 

SOURCE OF PERFORMANCE MEASURE SPECIFICATIONS 

North Carolina Medicaid Technical Specifications 

 

GENERAL MEASURE ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

G1 Documentation 

Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes. 

Met 
Data sources and programming logic 
were documented. 

DENOMINATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

D1 Denominator 

Data sources used to calculate 
the denominator (e.g., claims 
files, medical records, provider 
files, pharmacy records) were 
complete and accurate. 

Met Denominator sources were accurate. 

D2 Denominator 

Calculation of the performance 
measure denominator adhered 
to all denominator specifications 
for the performance measure 
(e.g., member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 
denominator specifications. 

 

NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N1 Numerator 

Data sources used to calculate 
the numerator (e.g., member ID, 
claims files, medical records, 
provider files, pharmacy 
records, including those for 
members who received the 
services outside the 
MCO/PIHPôs network) are 
complete and accurate. 

Met Numerator sources were accurate. 
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NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N2 Numerator 

Calculation of the performance 
measure numerator adhered to 
all numerator specifications of 
the performance measure (e.g., 
member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 
numerator specifications. 

N3  Numeratorï 
Medical Record 
Abstraction Only 

If medical record abstraction 
was used, documentation/tools 
were adequate. 

NA NA 

N4  Numeratorï 
Hybrid Only 

If the hybrid method was used, 
the integration of administrative 
and medical record data was 
adequate. 

NA NA 

N5  Numerator                    
Medical Record 
Abstraction or Hybrid 

If the hybrid method or solely 
medical record review was 
used, the results of the medical 
record review validation 
substantiate the reported 
numerator. 

NA NA 

    

SAMPLING ELEMENTS (if Administrative Measure then N/A for section) 

Audit Elements Audit Specifications Validation Comments 

S1 Sampling 
Sample treated all measures 
independently. 

NA NA 

S2 Sampling 
Sample size and replacement 
methodologies met 
specifications. 

NA NA 

 

REPORTING ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

R1 Reporting 
Were the state specifications for 
reporting performance 
measures followed? 

Met 
State specifications were followed and 
found compliant. 

Overall assessment 
Rates reported using DMA template with 
numerator, denominator, and rate. 
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VALIDATION SUMMARY 

 
  

PIHPs Measure Score 50 

Measure Weight Score 50 

Validation Findings 100% 

Element 
Standard 
Weight 

Validation 
Result 

Score 

G1 10 Met 10 

D1 10 Met 10 

D2 5 Met 5 

N1 10 Met 10 

N2 5 Met 5 

N3 NA NA NA 

N4 NA NA NA 

N5 NA NA NA 

S1 NA NA NA 

S2 NA NA NA 

R1 10 Met 10 

 

 

AUDIT DESIGNATION 

FULLY COMPLIANT 

 

AUDIT DESIGNATION POSSIBILITIES 

Fully Compliant Measure was fully compliant with State specifications. Validation findings must be 86%ï100%. 

Substantially 

Compliant 

Measure was substantially compliant with State specifications and had only minor deviations that 

did not significantly bias the reported rate. Validation findings must be 70%ï85%. 

Not Valid 

Measure deviated from State specifications such that the reported rate was significantly biased. 

This designation is also assigned to measures for which no rate was reported, although reporting 

of the rate was required. Validation findings below 70% receive this mark. 

Not Applicable 
Measure was not reported because MCO/PIHP did not have any Medicaid enrollees that qualified 

for the denominator. 

 
  

Elements with higher weights are 

elements that, should they have 

problems, could result in more 

issues with data validity and/or  

accuracy. 
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CCME EQR PM Validation Worksheet 

PIHP Name: Eastpointe 

Name of PM: Initiation and Engagement of Alcohol and Other Drug Dependence Treatment 

Reporting Year: 2020 

Review Performed: 2021 

 

SOURCE OF PERFORMANCE MEASURE SPECIFICATIONS 

North Carolina Medicaid Technical Specifications 

GENERAL MEASURE ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

G1 Documentation 

Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes. 

Met 
Data sources and programming logic 

were documented. 

DENOMINATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

D1 Denominator 

Data sources used to calculate 
the denominator (e.g., claims 
files, medical records, provider 
files, pharmacy records) were 
complete and accurate. 

Met Denominator sources were accurate. 

D2 Denominator 

Calculation of the performance 
measure denominator adhered 
to all denominator specifications 
for the performance measure 
(e.g., member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 

denominator specifications. 

 

NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N1 Numerator 

Data sources used to calculate 
the numerator (e.g., member ID, 
claims files, medical records, 
provider files, pharmacy 
records, including those for 
members who received the 
services outside the 
MCO/PIHPôs network) are 
complete and accurate. 

Met Numerator sources were accurate. 
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NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N2 Numerator 

Calculation of the performance 
measure numerator adhered to 
all numerator specifications of 
the performance measure (e.g., 
member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 

numerator specifications. 

N3  Numeratorï 
Medical Record 
Abstraction Only 

If medical record abstraction 
was used, documentation/tools 
were adequate. 

NA NA 

N4  Numeratorï 
Hybrid Only 

If the hybrid method was used, 
the integration of administrative 
and medical record data was 
adequate. 

NA NA 

N5  Numerator                    
Medical Record 
Abstraction or Hybrid 

If the hybrid method or solely 
medical record review was 
used, the results of the medical 
record review validation 
substantiate the reported 
numerator. 

NA NA 

    

SAMPLING ELEMENTS (if Administrative Measure then N/A for section) 

Audit Elements Audit Specifications Validation Comments 

S1 Sampling 
Sample treated all measures 
independently. 

NA NA 

S2 Sampling 
Sample size and replacement 
methodologies met 
specifications. 

NA NA 

 

REPORTING ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

R1 Reporting 
Were the state specifications for 
reporting performance 
measures followed? 

Met 
State specifications were followed and 
found compliant. 

Overall assessment 
Rates reported using DMA template 
with numerator, denominator, and rate. 
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VALIDATION SUMMARY 

 
  

PIHPôs Measure Score 50 

Measure Weight Score 50 

Validation Findings 100% 

Element 
Standard 
Weight 

Validation 
Result 

Score 

G1 10 Met 10 

D1 10 Met 10 

D2 5 Met 5 

N1 10 Met 10 

N2 5 Met 5 

N3 NA NA NA 

N4 NA NA NA 

N5 NA NA NA 

S1 NA NA NA 

S2 NA NA NA 

R1 10 Met 10 

 

 

AUDIT DESIGNATION 

FULLY COMPLIANT 

 

AUDIT DESIGNATION POSSIBILITIES 

Fully Compliant Measure was fully compliant with State specifications. Validation findings must be 86%ï100%. 

Substantially 

Compliant 

Measure was substantially compliant with State specifications and had only minor deviations that 

did not significantly bias the reported rate. Validation findings must be 70%ï85%. 

Not Valid 

Measure deviated from State specifications such that the reported rate was significantly biased. 

This designation is also assigned to measures for which no rate was reported, although reporting 

of the rate was required. Validation findings below 70% receive this mark. 

Not Applicable 
Measure was not reported because MCO/PIHP did not have any Medicaid enrollees that qualified 

for the denominator. 

 

  

Elements with higher weights are 

elements that, should they have 

problems, could result in more 

issues with data validity and/or  

accuracy. 

 



83 

 

 

 

Eastpointe  |  November 18, 2021  

CCME EQR PM Validation Worksheet 

PIHP Name: Eastpointe 

Name of PM: Mental Health Utilization- Inpatient Discharged and Average Length of Stay 

Reporting Year: 2020 

Review Performed: 2021 

 

SOURCE OF PERFORMANCE MEASURE SPECIFICATIONS 

North Carolina Medicaid Technical Specifications 

 

GENERAL MEASURE ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

G1 Documentation 

Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes. 

Met 
Data sources and programming logic 

were documented. 

DENOMINATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

D1 Denominator 

Data sources used to calculate 
the denominator (e.g., claims 
files, medical records, provider 
files, pharmacy records) were 
complete and accurate. 

Met Denominator sources were accurate. 

D2 Denominator 

Calculation of the performance 
measure denominator adhered 
to all denominator specifications 
for the performance measure 
(e.g., member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 

denominator specifications. 

 

NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N1 Numerator 

Data sources used to calculate 
the numerator (e.g., member ID, 
claims files, medical records, 
provider files, pharmacy 
records, including those for 
members who received the 
services outside the 
MCO/PIHPôs network) are 
complete and accurate. 

Met Numerator sources were accurate. 
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NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N2 Numerator 

Calculation of the performance 
measure numerator adhered to 
all numerator specifications of 
the performance measure (e.g., 
member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 
numerator specifications. 

N3  Numeratorï 
Medical Record 
Abstraction Only 

If medical record abstraction 
was used, documentation/tools 
were adequate. 

NA NA 

N4  Numeratorï 
Hybrid Only 

If the hybrid method was used, 
the integration of administrative 
and medical record data was 
adequate. 

NA NA 

N5  Numerator                    
Medical Record 
Abstraction or Hybrid 

If the hybrid method or solely 
medical record review was 
used, the results of the medical 
record review validation 
substantiate the reported 
numerator. 

NA NA 

    

SAMPLING ELEMENTS (if Administrative Measure then N/A for section) 

Audit Elements Audit Specifications Validation Comments 

S1 Sampling 
Sample treated all measures 
independently. 

NA NA 

S2 Sampling 
Sample size and replacement 
methodologies met 
specifications. 

NA NA 

 

REPORTING ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

R1 Reporting 
Were the state specifications for 
reporting performance 
measures followed? 

Met 
State specifications were followed and 
found compliant. 

Overall assessment 
Rates reported using DMA template with 
numerator, denominator, and rate. 
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VALIDATION SUMMARY 

 
  

PIHPôs Measure Score 50 

Measure Weight Score 50 

Validation Findings 100% 

Element 
Standard 
Weight 

Validation 
Result 

Score 

G1 10 Met 10 

D1 10 Met 10 

D2 5 Met 5 

N1 10 Met 10 

N2 5 Met 5 

N3 NA NA NA 

N4 NA NA NA 

N5 NA NA NA 

S1 NA NA NA 

S2 NA NA NA 

R1 10 Met 10 

 

 

AUDIT DESIGNATION 

FULLY COMPLIANT 

 

AUDIT DESIGNATION POSSIBILITIES 

Fully Compliant Measure was fully compliant with State specifications. Validation findings must be 86%ï100%. 

Substantially 

Compliant 

Measure was substantially compliant with State specifications and had only minor deviations that 

did not significantly bias the reported rate. Validation findings must be 70%ï85%. 

Not Valid 

Measure deviated from State specifications such that the reported rate was significantly biased. 

This designation is also assigned to measures for which no rate was reported, although reporting 

of the rate was required. Validation findings below 70% receive this mark. 

Not Applicable 
Measure was not reported because MCO/PIHP did not have any Medicaid enrollees that qualified 

for the denominator. 

 
  

Elements with higher weights are 

elements that, should they have 

problems, could result in more 

issues with data validity and/or  

accuracy. 

 



86 

 

 

 

Eastpointe  |  November 18, 2021  

CCME EQR PM Validation Worksheet 

PIHP Name: Eastpointe 

Name of PM: Mental Health Utilization 

Reporting Year: 2020 

Review Performed: 2021 

 

SOURCE OF PERFORMANCE MEASURE SPECIFICATIONS 

North Carolina Medicaid Technical Specifications 

 

GENERAL MEASURE ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

G1 Documentation 

Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes. 

Met 
Data sources and programming logic 
were documented. 

DENOMINATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

D1 Denominator 

Data sources used to calculate 
the denominator (e.g., claims 
files, medical records, provider 
files, pharmacy records) were 
complete and accurate. 

Met Denominator sources were accurate. 

D2 Denominator 

Calculation of the performance 
measure denominator adhered 
to all denominator specifications 
for the performance measure 
(e.g., member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 

denominator specifications. 

 

NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N1 Numerator 

Data sources used to calculate 
the numerator (e.g., member ID, 
claims files, medical records, 
provider files, pharmacy 
records, including those for 
members who received the 
services outside the 
MCO/PIHPôs network) are 
complete and accurate. 

Met Numerator sources were accurate. 
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NUMERATOR ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

N2 Numerator 

Calculation of the performance 
measure numerator adhered to 
all numerator specifications of 
the performance measure (e.g., 
member ID, age, sex, 
continuous enrollment 
calculation, clinical codes such 
as ICD-9, CPT-4, DSM-IV, 
member monthsô calculation, 
member yearsô calculation, and 
adherence to specified time 
parameters). 

Met 
Calculation of rates adhered to 

numerator specifications. 

N3  Numeratorï 
Medical Record 
Abstraction Only 

If medical record abstraction 
was used, documentation/tools 
were adequate. 

NA NA 

N4  Numeratorï 
Hybrid Only 

If the hybrid method was used, 
the integration of administrative 
and medical record data was 
adequate. 

NA NA 

N5  Numerator                    
Medical Record 
Abstraction or Hybrid 

If the hybrid method or solely 
medical record review was 
used, the results of the medical 
record review validation 
substantiate the reported 
numerator. 

NA NA 

    

SAMPLING ELEMENTS (if Administrative Measure then N/A for section) 

Audit Elements Audit Specifications Validation Comments 

S1 Sampling 
Sample treated all measures 
independently. 

NA NA 

S2 Sampling 
Sample size and replacement 
methodologies met 
specifications. 

NA NA 

 

REPORTING ELEMENTS 

Audit Elements Audit Specifications Validation Comments 

R1 Reporting 
Were the state specifications for 
reporting performance 
measures followed? 

Met 
State specifications were followed and 

found compliant. 

Overall assessment 
Rates reported using DMA template with 

numerator, denominator, and rate. 

 
 














































































































































































