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Stakeholder Update on Tailored Plan Design-20181128 1252-1 

Janie Shaver 

Good morning everyone, this is Janie Shivar with the Division of Mental Health, Developmental 
Disabilities and Substance Abuse Services, in the Department of Health and Human Services.  
We’re very welcome . . .  We’re very happy to have all of you join us this morning.  Welcome to 
the stakeholder kickoff webinar for tailored plans.   

We’re delighted this morning that both Deputy Secretary Kody Kinsley, and Deputy Secretary 
Dave Richard are able to join us as presenters, in addition to them, we also have a group of 
panelists that are available to answer questions at the end of our presentation today.  We have 
Jay Ludlam, who is the Assistant Secretary for Medicaid Transformation.  In the room, we also 
have Dr. Keith McCoy, with DMH DDSAS as well.  We have Debra Farrington with us from NC 
Medicaid, and Kelsey Nicks from NC Medicaid, as well.  So, with that, I’d like to turn it over to 
Deputy Secretary Kody Kinsley and he will get us kicked off for our first presentation. 

Kody Kinsley 

Thank you, Janie.  Good morning, everyone.  I hope everyone is well.  I’d like to echo Janie and 
say thank you for your time and your focus, and hope that you are relaxed, but not too relaxed, 
this is a very exciting time for the state and for the department of course, so thank you for your 
joining us and for your inclusion.  I’d like to highlight just a few things as we get kicked off.  

And the first is a common theme that I think you’ll see throughout the work here, and 
throughout the individuals that are presenting and those that you just heard are in the room, 
which is really focusing on a great deal of collaboration in this effort.  And in doing that, we’re 
trying to really make sure that we bring together folks across the department and across the 
state to make sure we design these tailored plans to work well for everyone, and to really drive 
our behavioral health strategy in a thoughtful, forward thinking way. 

The Division of Mental Health, Developmental Disabilities and Substance Abuse Services, as you 
know, stewards several key responsibilities for the state.  And the primary one is really driving 
and designing the behavioral health with policy for the state.  And so we think of ourselves as 
regardless of who the payer is, regardless of if it’s Medicaid, or if an individual did not have 
insurance, or if it’s a private payer, that it’s our goal to design (Slide 2)rules and policies and 
legislation and regulation that helps shape the behavioral health public policy strategy that, 
that really incentivizes and drives the best health for North Carolinians.  Starting with 
behavioral health, but as we know, leaning into social determinants of health and beyond. 

And so that’s the focus that our division really brings to this partnership, is in holding that 
responsibility of thinking about regardless of where the dollar comes from, that will help fund 
the insurance and access, but rather, how do we actually just make sure that folks are well in 
their being and starting with behavioral health as our primary focus there.  So, I think you’ll 
hear that throughout the presentation to day.  Of course, the Division of Mental Health also 
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remains the steward of the responsibility for those that are uninsured, don’t have insurance.  
And we’ve used funding from the state in the form of IPRS as formally known, or single stream 
dollars.  And then we’ve also used the federal block grant funds from varying sources and other 
grants to help make up that difference for those in our state that are particularly in need of 
behavioral health services, but don’t have access to insurance.   

And so, we’ve been trying to be incredibly thoughtful about how we fold those resources into 
the tailored plan, to make sure that those individuals continue to have the access that they 
need to get the services that they need throughout our state system.  The division, in  
partnership with the division of – the Division of Mental Health, in partnership with the 
Department of State Offered Health Facilities also is incredibly focused thinking about the 
continuum of care, as we operate the state security net for those with the most complex needs 
that go into some of our inpatient settings that the state runs, and trying to be thoughtful 
about how do we design community services that really help people get the access that they 
need in community to care, so that they don’t end up in a facility.  And if they do, that it’s a 
brief stay and that they are able to return to community with the right services and supports 
that they need to live and thrive.  And so, we’re bringing that type of thinking into this project, 
as well. 

All this partnership and effort and thoughtfulness would not be possible without incredibly 
deep inclusion and engagement with our consumers and families.  The core topline goal for us 
is nothing about us without us.  We have to go with and through our consumers and their 
family members to really understand how the rubber meets the road in these individuals’ lives 
as we design policies.  I think we have a lot of experience in designing policies and programs at 
the state level, that when it filters down to the individuals throughout the state, it doesn’t 
always play out how we want it.  And we’re trying to get ahead of those things, with events like 
today, and with thoughtful engagement with our state CFAC and our local CFACs, and over the 
coming months and year, I think you’ll see a really thoughtful rollout of our design principles, 
and a commitment to plain language, and to really talk about, you know, when functionally, 
what the experience will be, whether it be enrollment, or who to call for what, or how people 
will navigate plans, or if someone goes into crises, how do they change plans.  All those sorts of 
questions are at the forefront of our minds, and we want to work with consumers and their 
family members to really understand what they need to do this right.   

We have a very unique opportunity here to learn from everything that’s maybe not working as 
well as we would like to now.  And as we reshuffle the deck and the design of these plans to 
really come out the other side with something far more elegant and far more easy to navigate 
for individuals and to again continue to stay focused on the behavioral health and wellness of 
all people in the state regardless of what the funding source is, and how we get that done.  

So, with that, I’d like to turn it over to my colleague Deputy Secretary Dave Richard, who’ll 
continue through the presentation.  And again, thank all of you for your time and attention and 
partnership through this process. 
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Dave Richard 

Thank you, Kody, and I want to echo the things that Kody said, in terms of our engagement 
strategy.  What we know is that the work that we’re doing is something that must have the 
involvement of all our stakeholders, starting with families and consumers, but also our provider 
community, the folks that will be running these plans, and, and frankly, every citizen in North 
Carolina that has an interest in this.  This is a North Carolina plan, it’s designed to support 
people that have significant and serious mental health and mental disability and substance use, 
and traumatic brain injury needs.  But it is a plan that is designed for our citizens.  So, we’re 
excited that you’re on the phone today for this conference call. 

We’re going to show the first slide (Slide 3) which is really the beginning (Slide 4) overview of 
what we’re going to talk about today.  Won’t spend much time on that but wanted to make 
sure that people had a chance to see where we’ll get to.  I also re-echo the point that we will 
have time for questions at the end, that you’ll go through this process.  So, we won’t, we won’t, 
we won’t read the slides to you, we’ll try to highlight what is in those, but make sure that we 
have time for the questions.  And as we get to the end, we’ll also talk about other opportunities 
for stakeholders to be involved, because again, we are committed to that transparent effort 
that we have folks from across the state be involved in the process as we move forward. 

So, we’ll start with the first slide that really is just a beginning of the overview of the tailored 
plans.  And so many of you have, let me even say this, because we want to make sure what this 
meeting is about is really a level step, so that we have across the state for all of you that are on 
the phone and other folks that’ll be able to get more information from this from you and other 
people is that, remind people what we’re doing, what this looks like, and that we’re all starting 
from the same place and that as we begin the work with stakeholders across North Carolina, we 
understand, we have a common understanding of what we’re trying to achieve.   

So before talking about the key features and tailored plans, I think we should remind everybody 
that this is part of a larger transformation inside of Medicaid that we are launching our 
standard plans in November of 2019.  And in those standard plans, people who have mild 
mental health, mild to moderate mental health needs, substance use needs, will be able to 
receive services through those standard plans.  And those individuals that are not in those 
standard plans initially will be on, continue with LME-MCO system, until we launch tailored 
plans live.  So although this is a concentration on tailored plan design, it’s really important to 
remember that actually our behavioral health integration begins, actually it begins now as we 
are doing the planning for the launch of the standard plans that actually goes live in November 
of 2019, with two regions and then in 2020 in February, with the rest of the four regions of the 
state that we’ll identify. 

But tailored plans are a unique part of how we in North Carolina are designing our behavioral 
health, DD and substance use integration.  And we have, what we’ve done instead is over the 
past several years, working with general assembly, many of you who are on the phone, trying to 
come to a consensus about how best to launch these.  And in the legislative short session last 
year, the General Assembly approved the ability for us to move forward, so we’re basing our 
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efforts on a General Assembly approved plan, as we go forward.  So, tailored plans are designed 
for those individuals who have significant behavioral health needs and intellectual development 
disabilities.  I want to say this is that, when we do that, and sometimes we’ll shorten it, it 
includes people with substance use, with substance use needs, and those with traumatic brain 
injuries.  So, not to leave that out as we talk about in the next point. 

(Slide 5) The tailored plans are regional plans.  They are not statewide.  The LME-MCOs, as you 
know them today, will be the only organizations that, for the initial launch of tailored plans that 
will be able to have a contract for tailored plans.  And those LME-MCOs will have to contract 
with an entity that holds a prepaid health plan license in North Carolina that covers the same 
services that must be covered under the Standard Plan benefit contract.  So, that’s a lot of 
words, but what you do, another way of saying that is that we would expect that as plans 
develop in North Carolina as we award bids, those plans that either have those bids or who are 
prepared to have a bid and have that license will be in contract with our LME-MCOs to help 
facilitate the integration of physical and behavioral health services.  Cody made the point, and I 
think it’s really important that we continue to say this over and over again, is that a unique 
factor in our design of tailored plans is that of State-funded and block-granted funded federal 
services will be included in the plans themselves.  Many states, when they do carveouts of 
behavioral health and other services do not have the State-funded services included in that.  
We think this is an important design component of what we’re trying to achieve. 

(Slide 6) So, if we turn to the next slide, you’ll see this is an Overview of the Eligible Population.  
Just a reminder is that anybody who has a qualifying I/DD diagnosis will be in there.  Those 
people that are on Innovations and TBI Waiver or on wait lists for those services will be in the 
Tailored Plan.  Now those folks that have a Qualifying Serious Mental Illness or Serious 
Emotional Disturbance will be in Tailored Plans.  We also have some other ways to identify 
folks, that with, those with two or more psychiatric inpatient stays or readmissions within the 
past 18 months will also be in the Tailored Plans.  And, again, using the qualifying language, 
those with Substance Use diagnosis who have used an enhanced service, and then, Medicaid 
enrollees requiring Tailored Plan-only benefits.  There are some benefits that Standard Plans 
will not have, and so if an individual requires those Tailored Plan-only benefits, they’ll obviously 
be inside of the Tailored Plan.  As so many of you know, we are in the process of an 
engagement with the U.S. Department of Justice, we call it the Transition to Community Living 
Program.  Those enrollees will be inside our Tailored Plans.  Children with complex, in the 
complex needs settlement population, which is another unique group of individuals, will be 
inside.  And then the legislation requires that children ages 0-3 with or at risk for I/DD who will 
meet eligibility criteria will be in the plans.  And then those children involved with Division of 
Juvenile Justice of Public Safety and Delinquency Prevention Programs who meet the eligibility 
criteria.  And then those folks who are, kids who are in North Carolina Health Choice who meet 
the eligibility criteria.  So, I just violated what I said is read every bit of the slide . . .   

(Slide 7) . . . but I think this one is important to make sure that we call out to folks as you’re 
thinking about who will be in Tailored Plans as we go forward.  What most folks have talked 
about is, we’ve been around the state and listening to people, and their concerns, have been 
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several key items.  One of those have been, though, about so, what happens?  How do you get 
into a Tailored Plan?  How do we make sure that identification is done properly?  So, this slide 
tries to outline what we’re going to be doing in that effort.  So, you think about it, there’s the 
first part is the individuals that we define in those populations.  The DHHS Data Review will be 
the work that will do that.  So, we have to make sure that as we’re, one, as we’re launching 
Standard Plans, we know who the current population in Medicaid and those will be receiving 
State services, who will be inside of Tailored Plans, so they don’t get assigned to a Standard 
Plan.  So, we’ll be making that review process to make sure that, according to what the criteria 
that was listed, those individuals will be identified.  And then we want to make sure that if 
somebody is not identified and doesn’t get assigned to a Tailored Plan initially, but believes that 
they should be in a Tailored Plan, or a family member or a Provider believes that, we’ll have a 
self-identification process, and that’s the slide on the right-hand side as you’re looking at it that 
sort of describes that, or the box on the right-hand side.  And then, at the bottom, we describe 
an additional process, that each year, the Tailored Plan enrollees will be re-enrolled in the 
current plan, unless they meet both of the following criteria:  Have a Serious Mental Illness or 
Substance Use Disorder and have not used any Medical or State-funded services in the past 24 
months.  Now, it’s real important to talk about that, because what we’re trying to assure is that 
people don’t wind up in plans that aren’t appropriate for them.  And our belief is that if 
someone has spent that long of time not receiving a service, then it would be illogical for them 
to be able to be supported in a Standard Plan.  Now, again, we always have the ability for 
people to request an assessment to move back into a Tailored Plan, but what we don’t want to 
do is have people inappropriately in a Tailored Plan or in a Standard Plan when they shouldn’t 
be in the Standard Plan. 

(Slide 8) Now, we’ll move to the next slide.  And here’s a description of the Plan Benefits that 
will be inside of the Tailored Plans.  And it goes without saying, but it’s a – I want to remind 
everybody what is the big deal about this change, is that currently inside the LME-MCO system, 
only specialty services for people with mental health development disabilities, substance use 
and traumatic brain injuries, are provided through that plan.  Physical health services and 
pharmacy services are provided through currently a fee-for-service Medicaid, or, if you are 
receiving State-funded services, you may not have any other way of getting those physical 
health services.  Our goal is to make sure that the plan that a person is in is allowed to manage 
all of the services that individuals need.  Bringing up behavioral health, TB and substance use 
integration to the forefront.  So, the LME-MCOs who today only manage the behavioral health 
specialty services will now manage all of the services, the total cost of the care that people 
receive inside of one plan, and that is the significant differences with moving forward, the most 
important component of the Tailored Plans.  And, again, just as a reminder, if an individual is in 
a Standard Plan but has the behavioral health need, that Standard Plan will also manage all 
physical health and specialty services that that individual needs.  So, the way to think about it is 
that you will have one health insurance card, and that health insurance card will allow you to 
receive all of the services that are available through the Medicaid and State-funded services 
plans.  The – inside of our Tailored Plan benefits, the long-term supports and services is like 
personal care, private duty nursing, or home health services that for those individuals will be 
available.  The full range of behavioral health and health services from outpatient, residential 
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for in-patient treatment services will be available, so anything in terms of your specialty 
services that people now are aware of, those services will move into the tailored plans.  We are 
terribly excited about our 1115 waiver and do additional things around substance use, including 
the ability to waive the IMD exclusion, and with that new 1115 waiver, we’ll be adding 
additional services for substance use, and those’ll be included in the Tailored Plan.  For those 
individuals who are in a ICF, for people with development disabilities, they’ll be there.  
Important to note that the B3 services that are available currently in our LME-MCOs will be 
there, and important also because we have just launched our TBI waiver, those individuals who 
are enrollees will be inside the Tailored Plans.  And, again, as we mentioned, all behavioral 
health services, DD and substance use that are State-funded only services will be available for 
individuals inside the Tailored Plans. 

(Slide 9) Next slide, say a couple of words about this.  We’ve mentioned that when we went 
around the state, we were talking to people across the state in stakeholder meetings and 
others as we were preparing for our launch of managed care.  What we heard from people 
where we want to make sure that if you do a specialty program like Tailored Plans there’s really 
clarity in terms of who is in which programs and how does that work.  What we heard from 
every meeting that we had from the very beginning of doing waiver stakeholder meetings – and 
there was a significant desire of community-based, and people used different words for this – 
but it was either case management, care management, care coordination, which as we talked 
to people across the state, what we heard loud and clear is that what folks wanted was 
something more intensive than what they felt they were getting from traditional care 
coordination.  I want to make it clear that health plans will always have a responsibility to 
provide care coordination.  But the view was that on the ground, inside, as people are receiving 
services, there is a need for this intensive care management role.  In our Standard Plans, as we 
are thinking about how we will provide care management for that are receiving mostly physical 
health services, we have a really robust effort around that care management, which is 
community-based.  It relies upon community-based providers, opposition community in their 
offices that do that care management.  I won’t go into all the details, but it includes our 
advanced medical home program inside of there.  And what we believe is that for these 
specialty populations, people that have significant needs that are beyond just the physical 
health side, that we have to have that kind of a community-based commitment for care 
management.  So, this is why you’ll hear, see a lot of emphasis on this.  We’ve heard it from 
people across the state.  We’re trying to develop a design principle around that that we’ll share 
with folks and receive a great deal of feedback on that side, that is that commitment for that, 
that local community-based care management.  Everyone that is going to be inside of a Tailored 
Plan will be eligible for this care management service.  And the way we think about it now is 
that every enrollee will have a single assigned care manager who’ll be responsible for ensuring 
that integrated coordinated physical health, behavioral health, I/DD and TPI services.  We 
believe that these must be holistic, and intensive, and that it will be available for longer periods 
of time than current care coordination is.  And it will have a much greater focus on transitions 
of care and the population health management for these individuals.  It will be community-
based.  Tailored Plans will be required to contract with what we’re calling tier 3 or 4 advanced 
medical homes and community-based care management agencies to provide local care 
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management.  The behavioral health plans will only be allowed to provide those services in-
house, when we determine that the capacity for the advanced medical homes does not exist, 
and that we need to have the health plan provide that.  So, in other words – and, again, you’ll 
have a lot more information from this as we publish more detail on paper about what our 
current vision and thinking is on this – but what we want to do is again, make sure that there is 
that care coordination, that care management at the community-based level, and that it is 
similar to, but it recognizes the significant differences that a behavioral health DD and 
substance use population have from those people that are really receiving primarily their 
physical health services.  So, that care management function will have to be performed by 
people that have expertise in both the physical health and the specialty services offered in 
Tailored Plans. 

(Slide 10) So, if you flip to the next slide, there are Key Design Questions on Tailored Plans that 
we are working through and we want to just hit highlights of that today to think about what we 
are, we as a [honking] – that was a, if y’all all heard that, that was not us doing it.  It was not 
there for emphasis, so, we are talking about Key Design Questions and we’re on slide 9, as 
people are looking at.  It says 10 up here.  Mine says 9 for some reason.  But, the, so one, most 
important, we want to make sure that we’re ensuring smooth transitions.  People will need to 
transition between Medicaid fee-for-service, Tailored Plans and Standard Plans depending on 
service needs.  And we understand that this can be a complex and difficult transition.  We are 
working on internally ideas on how best to do that, but it’s clearly something that we’re going 
to be seeking input from you, from stakeholders across the state, to make sure that we are 
getting that right.  What we want to – what is a clear goal of the state and of our view of 
success in both transition to Standard Plans and, as we make the transition, to Tailored Plans, 
and all in between, is that if an individual was receiving services prior to launch of a Standard 
Plan or Tailored Plans, that they will continue to receive those services as soon as those plans 
are launched.  So, in other words, there is no room in our mind for error when we make this 
transition, that people have to have continuity of service as they go forward.  And, that for 
those providers and others on the phone is that we believe that another key tenet in our initial, 
sort of, evaluation of success is that those providers who are providing those services will get 
paid, regardless of whether there’s a mistake in how we do business or some other error, that 
we’ll make sure that providers are being paid and that beneficiaries are receiving the services.  
So, looking for, as we begin our continued conversation, comment and support and 
recommendations around how we can best help ensure that process. 

(Slide 11) We are, we are clearly, as Cody mentioned in the very beginning, committed to 
consumer and family representation on Tailored Plan operations.  We’ve said in multiple places 
that the State CFAC will continue, that we believe that the local CFACs will continue, and we 
have to work on how to do that design for supporting the Tailored Plan effort.  So, we will 
continue to have engaged conversations with the community, especially how CFACs and other 
families and consumers to ensure that that representation is there and that it provided input to 
the state and to the plan as they go live in this effort.  I should also say that we’re working 
through ways in which we will have that continued feedback loop for our Standard Plans as 
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well, because they will be serving people with behavioral health needs as we go forward.  So, 
that is, so a key component is our, as we’re designing. 

(Should be Slide 12, but he went back to Slide 10) And then, and then, we want to make sure 
that we have an effective service authorization and appeal process.  We know that there will be 
times in this effort, as there is today, where people will want to, are concerned about the 
service that are authorized, or service that they’re available, and believe that there are 
additional service that should be available or that their service plan was not the one that they 
felt best met their needs, we want to be clear that there needs to be a process by which people 
have a method in which they can inform folks about their concerns.  There’s an appeal process 
to meet those individuals’ needs.  And, and obviously, we as a state need to monitor closely and 
carefully when we see the sort of denial rates that will happen, that currently happen to make 
sure that we’re not seeing things that aren’t consistent with what our values are and what was 
decided for the state and along with you in terms of were the appropriate use of benefits and 
how that will work in the state.  So, we’ll be looking for stakeholder involvement as we go 
forward. 

(Back to Slide 11) Let me say a couple of words, then I’ll slip to the next slides as we sort of end 
this and get ready for questions.  Did I mention, in the beginning, in 39, in the beginning, that, 
that the department level, this is a joint effort.  We know that, one, it’s not just the division of 
mental health, DD and substance use, and the Medicaid agency who have a stake in Tailored 
Plan launch.  Frankly, every part of our Department has a role in this.  There were multiple 
places that we impact.  We believe that the best way that we do this in the state is that we 
make sure we have a coordinated, collaborative process.  Collaboration as we are rolling out 
Tailored Plans.  Our current work internally in design has extensively involved members of our 
staff from both divisions, along with other places in the Department.  As we reach out to our 
stakeholder community, we will do it the same way.  And what you will see it that, you know, 
there are often times when people from Division of Mental Health, DD and substance use are 
presenting, and when they present, they will be speaking as a Department representative when 
we’re talking about Tailored Plans.  Same way when people from those __________ Medicaid 
speak, we’ll be speaking as a holistic way.  We’ll be talking about the, this as a Department, not 
as one or other division.  And, there will be other people from the Department that will be in 
other venues, when they’ll be speaking.  And it’ll be the same thing.  Same token is that when, 
we’ll have formal ways to ask for your feedback, and we’ll talk about those in a second.  But we 
know, there are tons of times – tons is the wrong word – there are an awful lot of times that we 
are in meetings and other places with stakeholders where we will hear from you.  And our goal, 
and we, we’re working very hard to make sure that we can meet this, is that, when you speak 
to any of us, and you have a concern or a recommendation, it gets raised to make sure that the 
team that’s working on design hears it, so that we get all of that input.  We obviously want to 
get it through a formal process, and we’ll talk about that.  But we want to be clear is that, we 
will over the next several years be continuing our really intensive engagement with 
stakeholders, but we want to hear from you.  That is one of the most important things that we 
want to communicate. 
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(Slide 12) If you go to the next slide, it gives you the timeline that we’re thinking of.  And I want 
to just remind folks again that we are going to launch, with our Standard Plans, in February of 
2000 – excuse me, in November of 2019 – and that we will be totally implementing our first 
phase of the Standard Plan launch in February of 2020.  While we’re going through that 
process, we are hoping to launch the beginning of the SUD part of our 1115 waiver early.  Our 
goal is, is that we will, we will move toward implementing the waiver of the IMD provisions for 
the SUD part of 1115 waiver in January of 2019.  Now, as a, as a good state bureaucrat, I’m 
going to say that there’s always a chance we may have to delay that a little bit, but our goal is 
to make sure that we can, we can have that benefit available for people as soon as possible.  
And, again, our goal is on in January 2019.  The – if you see on this slide is that, we show that 
behavioral health Tailored Plan design is ongoing, from now through February of 2020, and 
then, until the plans launch in the remaining regions, we believe that that’s the time for us to 
really release the RFA for Tailored Plans.  We’re not calling it RFP, because as we mentioned, 
there’s a requirement that LME-MCOs receive that contract, so we’re going to do it a different 
way.  But, I want to assure everyone it will be a rigorous process by which we are issuing this 
RFA.  We’re very serious.  Important responses that are needed for the LME-MCO system along 
with their health plan partners, so that, so that we have in North Carolina is the best of what 
we, what Tailored Plans can be.  So, although there is a guarantee of a contract for LME-MCOs 
that will do Tailored Plans, there’s not a guarantee of a contract for each individual LME-MCO.  
What we need to do is to make sure that we are expecting and demanding the highest quality 
in responses and, and I will say this, we have, we have high expectations of the LME-MCO 
system, and we have no doubt that we will meet those expectations.  We want to be clear for 
our stakeholder community that we intend to create a rigorous process for those RFA’s to come 
through.  And in May of 2020 is when we intend to do the award of the contract for Tailored 
Plans.  What we didn’t talk about in here – and I’ll just, because people asked the question, I’m 
sure, is that our legislation requires that there is a regional system.  It says that the regions have 
to be 5 through 7 regions.  The Department is continuing to evaluate what is the best way to 
move forward with that.  But that’s why we didn’t give you any specifics on that at this time.  
But obviously we’ll know that well in advance of issuing the RFA for our Tailored Plans. 

(Slide 13) And then finally, on the last page, the Opportunities to Engage.  This is the first of this 
type of webinar.  Our goal is that every other month, we will have one like this.  And to be clear, 
why we want to do this is we know many of you may not be able to attend a specific meeting 
that other constituent groups hold or associations, so we want to make sure there’s a level set 
in place.  That you get to hear anybody in the state who wants to hear where we are in Tailored 
Plans will have an opportunity to call into these webinars and ask, and ask questions, or at least 
understand where we are and hear from what we’re doing.  We will issue white papers, like 
were done through the Standard Plan process.  And when those white papers come in, those 
will be ways that we’ll ask people to give us comment and feedback, and we’d like a lot of that 
in writing, but we’ll also post opportunities for people to give other responses.  And then 
there’ll be frequently asked questions that we’ll take from those comments and other things 
that we’ll make sure are published on our website, which is listed on this slide, and we really 
encourage people to stay close to that, that transformation website.  And then, we will have 
very specific engagements with families, caregivers, consumer representatives, Providers, our 
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health plans and LME-MCOs, our counties, and the general public.  And you can imagine the 
way we’ll do this or understand we’ll do this, is use as many of the existing processes that we 
have, and then, but, want to be clear, is that we are always open for requests for Bruce or 
individuals to meet with us to discuss Tailored Plan concerns or things that you would like to, 
for us to know, that you may not feel comfortable putting in writing.  So, what I think all of us 
want to convey is that we are absolutely committed to this stakeholder process and that that 
stakeholder process is one that will drive how Tailored Plans are implemented in North 
Carolina.  And it’s got the time slide, so it’s almost perfect.  But I would add one other comment 
is that these slides will be available after the presentation on our Medicaid Transformation Web 
page.  And then I’m going to turn it over to Debra, who will manage the question process.  And 
then thank you for being a part of this. 

Debra 

Thank you, Dave.  We have a series of questions that we will address and just want to remind 
folks that the information from the slides will be available on the Medicaid Transformation 
website.  That website address is in the lower corner of the slide that’s on the screen right now, 
should you need to access it later. 

The first question is for Dave.  And the participant asks, “How will the Department decide on 
which two reasons go first in the Standard Plan? 

Dave Richard 

So, I’ll start, and Jay will probably jump in on this.  I think the Department is in the process of 
evaluating what is the best two regions to go forward with.  We have not made that decision 
yet.  Jay, do you want to add something to that? 

Jay 

Yes, good morning everybody.  That decision will be based on a number of factors that are 
primarily driven by the respondents, the health plans that have applied to become the Standard 
Plans and after the time of award, we will announce that.  These are, this is just a decision that 
we wanted to make sure we got right, and we will make that decision and announce that in the 
first week of February. 

Debra 

Thank you, Jay.  The next question is for Dr. McCoy.  The participant asks, “So the IPRS funds 
will cover __________ health services, as well in the Tailored Plan.  Does that mean there will 
be an increase in IPRS funds given to Tailored Plans? 

Dr. McCoy 

This is an important area to clarify.  The IPRS funds, as they used to be called, they’re dedicated 
for behavioral health and I-DD services. So, for those who are uninsured, who belong to a 
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Tailored Plan, they’re belong to a Tailored Plan in the same sense that they do currently.  For 
those that belong to a Tailored Plan who have Medicaid, that’s where the tailored plans will 
pick up additional coverage for fiscal health and pharmacy services that they don’t currently 
cover. 

Debra 

Thank you.  We have several questions for Deb Goda about individuals who are on the registry 
of unmet needs or the IDB waiting list.  The first question is, “IDB wait list people, will they be 
covered in the Tailored Plan?” 

Deb Goda 

Yes, individuals who are on the IDB wait list will be in the Tailored Plans unless they choose to 
opt out of that and, and receive their physical health services while they are waiting on the 
waiting list through the Standard Plan. 

Debra 

Thank you, Deb.  We have a couple of questions around SIS assessment, and I want to just raise 
those for you.  The first question asks, “How can the NCOs do the SIS assessment given that 
they also manage the fund?” 

Deb Goda 

So, the SIS assessments are done by an individual in a department that is not part of utilization 
management.  The SIS assessment is the standardized tool that can only be administered by a 
SIS-certified trainer or a SIS-certified assessor.  And they are trained by AAIDD, the American 
Association for Individuals with Developmental Disabilities, and there is inter-rater reliability 
and assessing of the assessor every year. 

Debra 

And then we have one final question around the SIS assessment, and this respondent says, “The 
SIS budget determination is used as a guideline, but does not come near meeting the current 
needs of the individual.  Is this budget going to become a hard limit for individuals?” 

Deb Goda 

When we move to the Tailored Plans, we will still be utilizing the Innovation C waiver, as the 
vehicle for serving the individuals who are on the waiver.  And that waiver is currently in the 
renewal process, and the SIS assessment budget guideline is still a guideline. 
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Debra 

Thank you, Deb.  Kelsey, we have several questions, some about care management, and others 
about what types of services fall into Standard Plan.  The first question is, “Does psychological 
testing fall into Tailored Plan or Standard Plan?” 

Deb Goda 

Psychological testing actually falls on both the Standard and the Tailored Plan.  It’s incorporated 
in our behavioral health outpatient therapy service definition, which is included in both plans.  
So, individuals will be able to get psych testing regardless of what plan they choose. 

Debra 

Thank you.  The next question is around SACOT.  “Is SACOT service identified in the Tailored 
Plans?” 

Deb Goda 

Yes, yes, it is.  SACOT, it will be available in the Tailored Plan. 

Debra 

Okay.  Thank you.  This question relates to individuals who have severe mental illness who are 
released from prison and may not be eligible due to not having Medicaid services in the past 
years or State funds that we manage.  “So, technically, will individuals who are released from 
prison with SMI be eligible for the Tailored Plan or the Standard Plan?” 

Kelsey 

That’s a great question.  Recently, we actually just had a internal work group on that question, 
of how to provide the best care for individuals who are incarcerated, whether they’re juveniles 
or adults.  Our goal is to ensure a smooth transition out of the facility, and to assess them, what 
the appropriate plan for them, whether it be Standard Plan or Tailored Plan.  And also, to look 
to see if they are Medicaid eligible, to start that paperwork prior to release, so they will have 
Medicaid upon release.  If they are not Medicaid eligible and they still need behavioral health 
services, they can be served under the Tailored Plan because State-funded services will be 
issued under the Tailored Plan. 

Debra 

Thank you, Kelsey.  Dave, I just have a question for you.  We have a participant who said that 
we didn’t mention Cap C or Cap DA.  Are those in or out of Tailored Plans? 
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Dave Richard 

So, to the legislation required as to, to evaluate where those programs should be, and we are in 
the process of reviewing all of the information about those programs before making a 
recommendation about how we should manage Cap C and Cap DA.  So, the best, the closest 
answer right now with the _________________ is that, and our current thinking is that at 
launch of Tailored Plans, they would not include these individuals inside of that. 

Debra 

Okay.  Thank you.  Dr. McCoy, we have a question around Tailored Plans.  The respondent asks, 
“How will Tailored Plans contract with providers for physical health and pharmacy services?  
Will this be through the partnership with the Standard Plan PHC?” 

Dave Richard 

So, I’m going to jump in with Dr. McCoy.  We’ll tag team on this. 

Dr. McCoy 

Okay. 

Dave Richard 

So, the thing that, that we want to make clear is that the partnership with a health plan does 
not mean we believe that there will be two separate benefit packages or that that individual 
services we manage that way.  We want that – we want the contract with the health plans 
because we want to make sure the expertise is available at the LME-MCO level, but our 
expectation is it will be managed seamlessly.  Is that right, Dr. McCoy? 

Dr. McCoy 

Right.  That’s the goal.  We want the system to really move forward to a truly integrated one, as 
opposed to kind of a duct-tape version of our current system.  And so, we’re really trying to 
push that forward. 

Debra 

That feels great.  We have a question about dental services.  The individual asks, “How are 
dental services going to be handled for those in the Tailored Plans?” 

Dave Richard 

In the, in the – this is Dave – in the legislation, is that dental services for all populations are 
carved out of managed care, so it will be handled the same way as it is today. 
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Debra 

Thank you.  We also have a question around the Innovations waiver.  The participant asks, “As 
the Innovation waivers are renewed every five years, how will the services be maintained and 
who will be designed?” 

Deb Goda 

That will continue through the current process that we have for the innovations waiver design 
and renewal.  We will continue to get stakeholder feedback from providers, individuals, their 
families, anyone who wishes to be involved in that process. 

Dave Richard 

Debra, can I add something?  Definitely correct on that.  One of the things that we want to, 
we’re trying to do right now is to make sure that as we are going through this transition that 
we’re as consistent as possible and have a lot of change.  But, what we also want to be clear 
about is that the value of Tailored Plans allows us to think differently about how we provide 
I/DD services, including that integration with physical health.  So, I think you can expect that 
once we get past this renewal of the Innovations waiver, as we continue to work toward design 
of the Tailored Plans, we’ll be looking for a lot of feedback from consumers and families and 
providers about, what are the kind of design changes in the Innovations waiver that we can 
take advantage of because of the new integrated system? 

Debra 

Thank you.  Dave, we have another question about how family members can participate.  The 
participant asks, “On current work groups and/or committees, are family members 
represented, and do they have a voice?” 

Dave Richard 

A lot of other comments on this, I think in clearly in our ______ packs, family members have, 
have a great voice in this effort.  Our Medicaid advisory committee has concern with family 
members on our subcommittees around, as work on a subcommittee around this ________, 
and we have multiple other avenues in which we engage families or consumers.  I think the, 
what I would say to anyone who has an interest in participating in a more formal way is that, 
that please let us know so that we can, we can work to find a way to make sure that you have 
the input that is, is that that you’re working to have in this process.  We obviously can’t have a 
room where every stakeholder in North Carolina is present for every meeting, but we don’t 
want to exclude anybody’s voice in this process, so please make sure you get __________. 
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Debra 

Thank you, Dave.  Kelsey, we have a question around basic benefit SUD services.  “Will basic 
benefit SUD Medicaid services fall under the Standard Plan?  Then IPRS basic benefit SUD along 
with SUD enhanced services falling under Tailored Plan?” 

Kelsey 

So, let me start with the State-funded services, or IPRS, as it used to be known as.  All State-
funded services are covered under the Tailored Plan.  So, if you are currently getting services or 
will need services, and you do not have Medicaid, you will be in the Tailored Plan.  Standard 
Plan does not cover State-funded services.  In regards to the fitness use disorder array of 
services, there will be a basic benefit package in the Standard Plan, as well as in the Tailored 
Plan.  We want to ensure individuals that have substance use needs are able to get that 
immediate service regardless of which plan they’re in. 

Debra 

We have time just for a couple more questions.  We have a question around the waivers, and 
how the waivers are managed.  This participant asks whether the BC waivers will be a part of 
the 1115 waivers when the Tailored Plans are launched. 

Deb Goda 

So, currently the Innovation C waiver and the TBI C waiver are both underneath the B waiver as 
the managed care vehicle.  When the Tailored Plans launch, the intent is to take the B waiver, 
the B3 services, incorporate them into the 1115, and have the 1115 be the vehicle for managed 
care.  The C waivers will continue. 

Debra 

Thank you.  Dave, is there anything you want to add to that?  All right.  Sounds good.  We have 
a question around the CDSA’s.  This question is, “What will be the role of the CDSA’s with 
Medicaid transformation and where do they fit?”  Deb, you can take that. 

Deb Goda 

The CDSA services will continue.  Individuals 0-3 who are currently being served by the CDSA’s, 
if they meet the eligibility criteria, they would move into those Tailored Plans.  If not, they 
would move into the Standard Plans. 

Debra 

Thank you.  I think that addresses most of our questions.  I just want to remind folks that the 
slides will be available at the Medicaid Transformation website.  You can continue to submit 
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questions via that website e-mail address, and we’ll address those at a later date.  We want to 
thank everyone for participating, and I’ll just hand it over to Janie for any final comments. 

Janie Shaver 

Debra, thank you so much.  And thank you to all of our panelists who are here today, and in 
particular, a big note of gratitude to all of you for joining us today.  We know it was a bit of 
short notice, but it’s very important.  And we’re just very grateful to all of you for taking the 
time out of your schedules to be a part of this.  As Dave mentioned previously, this is just the 
beginning.  We will have ongoing communication.  We will have venues such as this, which we 
think is the best way to sort of reach the most folks in our audience across the state.  We’ll have 
white papers that will be posted.  We’ll have frequently asked questions that we will post.  So, 
please stay tuned for those coming attractions.  The best way to find out about what is coming 
up is to check the website here on the last slide.  You may also submit questions to 
Medicaid.Transformation@DHHS.NC.gov.  That is also in the bottom right-hand corner of your 
last slide.  I do believe that we’ll probably be reconvening in January for our next, sort of, large-
scale webinar for an update for Tailored Plans.  So, stay tuned to your e-mail and to our website 
for the date for that.  And, again, thank you all so much.  We appreciate your participation, your 
questions, and we certainly welcome your feedback into this process.  Thank you. 

Debra 

Thank you, everyone.  Have a nice day. 


