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Budget Summary for MH/DD/SAS: The General Assembly approved their version of the budget act and the governor signed it into law August 7, 2009. State budgets across the country have been hit hard by the downturn in the economy and North Carolina is no exception. From January to July this year, the state budget deficit grew from 2 billion to 4.6 billion dollars. Federal stimulus/economic relief funds helped to make up some of the gap, and North Carolina has drawn down about 1.3 billion in stimulus funds to assist with infrastructure and Medicaid costs. North Carolina made up the difference with a combination of 990 million in revenue increases and 2 billion in budget cuts. 

Services to people with mental illness, addictive disease and developmental disabilities took significant cuts in both state funded services and in Medicaid. Overall 155 million was cut from the Division of MH/DD/SAS, and about 500 million from Medicaid in the first year and about 700 million in the second year (though not all of those cuts will impact individuals with mental illness). Some of these cuts were driven by both the lack of funds in the budget and political considerations about programs that may (or may not) be duplicative, mismanaged, inappropriately used, or subject to fraud.  One of these, Community Support Services for adults and children will be eliminated over two years despite being completely restructured to provide a more clinical focus and better oversight.  Other services such as Group Homes Level Three and Level Four for children will be restructured and limits put on their use. Some cuts are attempts to stop duplication of services across agencies, or push to move service provision billing under Medicaid where the state’s funds are matched by the Federal government. Many cuts however will come directly out of services, and that means people will get less help, fewer will get help early thus increasing human and financial loses in the future, and some will simply get no help at all. Legislators did prioritize recently funded crisis services and community hospital beds. A full list of budget cuts follows this section. 
By far some of the worst cuts were taken by state funded service dollars (IPRS), Medicaid service dollars, and state institutions (in the form of eliminating positions). In the final days of the budget negotiations, despite having heard that a large portion of the cut would be restored, 40 million was eliminated from state funded community dollars. These funds support community treatment and support services across MH/DD/SA for individuals with no other means to pay for them, those not eligible for Medicaid, Medicare, or have no other health care coverage who make up the largest proportion of those needing mental health and other services. Thirteen million in cuts are to come from state institutions, in addition another 6 million is to be cut from Cherry and Broughton hospitals (though 12 million was added to fund community hospital beds). Recently NC DHHS announced the elimination of ​​​​​​​​​​​​​​​​​351 positions from seven state operated facilities (i.e. hospitals and institutions), 279 were “vacant” and 75 were currently filled. A year ago the Legislature funded an additional 125 positions in state facilities when reports of high admissions, long waiting times and understaffing surfaced across the system. Funds from vacant positions have been used to hire temporary or part time workers to keep units open when difficult to fill positions, like psychiatric nurses, remain open.  
On August 17th, the Governor announced an additional 5% across the board cut to state agencies. New taxes and increases in revenues will likely not be realized until later in the budget year, leaving the state short in the current year. This 5% cut represents an additional 75 million from NC DHHS, on top of the 900 million in cuts. The Division of MH/DD/SAS is allocating money for state funded services and supports based on the 60 million cut outlined in the budget bill, plus an additional 15 million cut, a total of 75 million in IPRS and state funded dollars. LMEs have already begun to make the difficult decisions to protect programs like crisis services and cut programs for jail diversion, supported employment, and to reduce the rates paid for state funded individuals receiving Assertive Community Treatment or Psychosocial Rehabilitation.  
Money Report: This summary includes a list of reduction and expansion items related to MH/DD/SAS in the Health and Human Services portion of the budget, additions to the Housing Trust Fund, and comments by policy staff of MHA-NC. Items have been organized around services and supports in the community, Medicaid, workforce development, state funded services (institutions), systems management, expansion and re-alignment. Expansion and re-alignment funds were very limited this year and therefore given their own category rather than being included with the other items. Items are recurring funds, unless otherwise noted. Parenthesis ( ) indicate reduction in funding. The full money report issued by the General Assembly can be found at http://www.ncleg.net/sessions/2009/budget/2009/JointConferenceCommitteeReport_SB202_2009_08_03.pdf 
Services and Supports in the Community 

(40,000,000) (40,000,000)
Cuts state funded services and supports in the community (IPRS dollars). 

(785,000) (785,000)
Cuts contracts managed within the Div. MH/DD/SAS central office. 
(16,000,000) (16,000,000)
Cuts funds for state funded services to CAP/MR-DD recipients. [Half of this cut (8m) will go to fund the planned expansion of CAP tiers.] 
(2,260,521) (3,286,281)
Reduces State/County Special Assistance rate. Effective Oct. 1, 2009 retracts 75% of rate increase made effective Jan 1 2009. 

(4,017,219) (4,017,219)
Cuts non-core community services. Div of MH/DD/SAS has indicated most of the funds will come from the CTSP program.

(1,155,000) NR
Reduce Rental Subsidy. One year reduction for Key program based on an estimate that 310 rental units will not be ready for occupancy due to economic downturn. 

(3,800,000)  (3,800,000) NR
State TEACH Program funds will be replaced with federal receipts for two years. [Note that they have recently found the state funds cannot be supplanted without losing the federal funds.]
(128,502) (128,502)
Eliminated CARE-LINE 24/7/365 operation (still operates days). Without 24/7 coverage, CARE-LINE will not be able to operate as a NC specific statewide suicide prevention hotline as planned. 

Medicaid (funds services and supports in the community)
(507,391,540) (738,471,757)
Adjust Continuation Budget to 2008-2009 level. Some funds are added in another line item to adjust for caseload growth. This “adjustment” to current year levels (an effective cut), is NOT made up with Federal stimulus funds. There is an additional line item that cuts 800m-1b for those funds. 
154,78,266  273,267,994
Additional funds for growth in Medicaid caseload. 

(76,440,896) (82,261,586)
Medicaid Provider rate reductions – all providers except the usual list of exceptions for state institutions, hospital outpatient, pharmacy, rural health centers, school based health centers, etc. Mental health, developmental disability and addiction services/providers are NOT exempted. 
(40,000,000) (60,000,000)
Reduced personal care services benefits
(25,000,000) (22,000,000)
Reduces prescription drug spending through enhanced UM in the Prescription Advantage List, increasing use of generics, and increasing rebate collections on generics. 

 (65,000,000) (97,500,000)
Reduces Community Support budget and associated budget Special Provision mandates that program be phased out over next two years and program limited to EPSDT requirements. [See details in section on Special Provisions that follows the money report.]  
(15,860,960) (22,554,622)
Reduces funding for High Risk Intervention Level 3 and 4 group homes.  Related special provision limits the number of days they can be used and eligibility criteria. [See details in section on Special Provisions that follows the money report.]  
(41,029,684) (72,907,230)
Consolidates case management services across state agencies and programs billing Medicaid. [Read more in section on “Division Workgroups.” And in special provisions] 
(69,894,403) (78,397,889)
“Savings” from CCNC care management. CCNC is slated to take over care management of aged, blind and disabled populations under Medicaid (which includes some folks with severe and long term mental illness). 
(6,646,956) (7,274,842)
Create a “soft” freeze on CAP DA and MR/DD slots. Note that 8 million has been reallocated from state funded services to create additional CAP MR/DD tiers. In the special provision the money item is broken up to permit $4,000,000 for Tier 1 and $4,000,000 to be directed to the soft freeze. 
Workforce Development

(140,000) (140,000)
Reduce Psychiatric Loan Repayment program by two from prior year.

(868,519) (868,519)
Eliminated loan repayment program initiative at State Facilities. Appropriated in 2008, intended to recruit medical doctors to state facilities, funds had not yet been awarded. 
State Operated Facilities
(12,858,290) (12,858,290)
Eliminates 350 positions. DHHS was given flexibility to eliminate filed or vacant positions and announced 279 “vacant” and 75 filled positions to be eliminated. 

(6,027,471) (6,027,471)
Cuts funds to Cherry and Broughton State Psychiatric hospitals. Closes units.  Funding has been retained to support contracts for community hospital beds (see expansion items at end) 
(9,300,000)
Federal Funds payback for Broughton Hospital: This removes the 9.3 m in state funds that was supporting the hospital when the feds stopped funding Broughton due to violations.  

(4,500,000) (4,500,000) 
Cuts non-core state operated services: services likely to be stopped are those performed outside the institutions (for example, dental care for former MR center residents) and those not directly related to health, treatment and safety – often the programs that make institutions “livable” like art, music and outings. 

(662,867) (1,127,895)
Reduces state funds to ADATCs in anticipation of greater insurance receipts and patient revenues form increased bed capacity.  According to budget writers, does not cut services. 

(2,000,000) (2,000,000)
Cuts based on expected savings from bulk purchasing programs amongst state operated facilities. 

Systems Management and Administration
(74,408,533) (91,641,479) 
Adjust continuation budget of Div of MH/DD/SAS to 2008-2009 level. This eliminates inflationary and other increases for two years. Its not clear yet how this will affect state institutions, community services and supports and systems management, though nearly all inflationary increases are tied to state operated services (psych. hospitals, MR centers, ADATCs). 

 (3,042,440) (3,663,952)
Cuts funds for LME system management

(1,250,000) (1,250,000)
Cuts operating expenses: 1m from facilities maintenance, 
Expansion
12, 000,000 12,000,000
Crisis Services: funds additional local psychiatric inpatient capacity 
6,000,000 NR              
Dorothea Dix Hospital Overflow Unit (60 beds, 174.75 FTEs). Although this is non-recurring, this item has been in the budget for several years and is a joint project with Wake County. DHHS now says they expect to operate units at Dix hospital for some time and are returning the hospital to independent operation, separate from Central Regional. 

1,045,000  1,045,000             
Annualize funds for Mobile Crisis Intervention Teams (11 teams for total of 30 was what was planned – funding does not cover costs associated with 30 teams) 

579,084      579,084
Annualize funds for START Crisis Model for Developmental Disabilities. (As above, current funding has not covered costs of operating teams across state)
Re-alignment funds 

8, 000,000
Takes funds from IPRS dollars used for individuals with CAP - MR/DD to create additional CAP/MR-DD Tiered Slots. In the special provision the money item is broken up to permit $4,000,000 for Tier 1 and $4,000,000 to be directed to the soft freeze. 
 Other items of interest: 

($875,000)  ($1,275,000) 
Reduce Funding for Special Appropriations Reduces grants-in-aid to non-profits, including the Institute of Medicine, Food Runners, Special Olympics, ALS Association, and Action for Children. 

Budget Special Provisions: Budget special provisions give Legislative direction on the use of line items in the budget. This budget’s special provisions include a number of policies for implementation of new programs/services, or their removal due to cuts, which impact persons with mental illness, developmental disabilities and addictive diseases. The following is a short summary of each provision that impacts MH/DD/SA. For the full provision language, see the final version of the budget that was enacted into statute http://www.ncleg.net/Sessions/2009/Bills/Senate/PDF/S202v8.pdf . There are a significant number of provisions including changes to Community Support Services, Case management, and Level 3 and 4 Residential Treatment Programs.  Special provisions from the budget bill and technical corrections from the technical corrections bill have been integrated in the summary below. A number of special provisions are carried over from previous budgets and are not included in this summary. 
SECTION 10.12.(f) Div. MH/DD/SA will continue implementation of the current Supports Intensity Scale (SIS) assessment tool pilot project. If the pilot project has demonstrated that the SIS tool is effective in identifying the appropriate array and intensity of services, valid for determining intensity of support, used by an independent assessor that does not have a monetary interest (i.e. is not a case manager or service provider) in the results, and determines the level of intensity and type of services needed from developmental disability service providers. 
The tool is intended to analyze needs of those with developmental disabilities in a standardized format for those currently in institutional setting or in community settings. There have been concerns that PCPs may include services that are not needed and those funds could be utilized to serve additional individuals. Without the new Medicaid Information Management System (MMIS) that has been under development, it is difficult to connect the info gathered in the SIS tool to the services (CAP tiers) available. Currently NC only has two tiers of service (1 and 4), tiers 2 and 3 are under development.  
SECTION 10.12A. The Department HHS may use a portion of the 2009-2011 funds to continue to develop and implement a health care information system for State institutions operated by the Division MH/DD/SA.

SECTION 10.15.(a) The General Assembly strongly encourages LMEs to use a portion of the funds appropriated for substance abuse treatment services to support prevention and education activities.

SECTION 10.15.(b) An LME may use up to one percent (1%) of funds allocated to it for substance abuse treatment services to provide nominal incentives for consumers who achieve specified treatment benchmarks (this has been included in earlier budgets, but was not reported on previously by MHANC).

SECTION 10.15.(c) LMEs will consult with TASC to improve offender access to substance abuse treatment and match evidence-based interventions to individual needs at each stage of substance abuse treatment. 

SECTION 10.15.(d) In providing drug treatment court services, LMEs will consult with the local drug treatment court team and will select a treatment provider that meets all provider qualification requirements and the drug treatment court's needs. During the 52-week drug treatment court program, participants will receive an array of treatment and aftercare services that meets the participant's level of need, including step-down services that support continued recovery.

SECTION 10.16. The Secretary of DHHS will implement a Total Quality Management Program in hospitals and other State facilities for the purpose of providing a high level of customer service by well-trained staff throughout the organization. The Department will involve staff at all levels of the organization by soliciting suggestions and input into decision making by managers. The Department will submit a report on the status of the Total Quality Management Program no later than March 1, 2010.

SECTION 10.18B. Div. MH/DD/SA, will streamline the amount of paperwork involved with patient data reporting by physicians and providers.

SECTION 10.19A.(a) The Dep. of HHS shall reduce the allocation of State funds to each LME as necessary to achieve budget reductions while considering the LME's unrestricted fund balance and the LME's ability to supplement funding of services without impairing its financial stability.
Note that this provision replaces the one proposed in earlier versions of the budget that required LMEs to utilize their fund balances to support the provision of services. This provision allows the Div of MH/DD/SAS to base allocations of state funds for service provision to LMEs based on their unrestricted fund balance; those with fund balance would get proportionally less funds. 

SECTION 10.19A.(b) In order to ensure that funds allocated to LMEs for mental health, developmental disabilities, and substance abuse services are used to the maximum extent possible to provide these services and for other authorized purposes, the Div. MHDDSA, will develop and implement a format to track LME expenses.  This new format will begin January 1, 2010.

SECTION 10.19A.(c)  Requires LMEs to report quarterly to the Div. MHDDSA.  Div. is required to report to LOC by May 1, 2010.

SECTION 10.58.(d)  (28) The Department of Health and Human Services may establish authorizations, limitations, and reviews for specific drugs, drug classes, brands, or quantities.  The Department will not impose limitations on brand-name medications, when there is a generic version, if the prescriber has determined that the brand-name drug is medically necessary and has written on the prescription order the phrase, “medically necessary”. 

Dept. of HHS is not permitted to require prior authorization of medications for the treatment of mental illness, including but not limited to, medications for schizophrenia, bipolar disorder, major depressive disorder.  The Department may develop guidelines and measures to ensure appropriate usage of these medications. The Department may also require clinicians to justify their prescribing policies after the fact, in cases where multiple psychotropic drugs are being prescribed for a Medicaid patient. 

For individuals 18 years of age and under who are prescribed three or more psychotropic medications, the Department will review each case to ensure there are no patterns of inefficient, ineffective, or potentially harmful prescribing practices. 

This language continues that of previous budget documents, including the changes made in the 2007 budget regarding the use of multiple psychotropic drugs and physician education. Note that in SECTION 10.66.(a & d)  NC DHHS is allowed to implement a preferred drug list for ALL medications should savings not be realized though increased use of generics and increased rebates on the purchase by the state of generic medications. SECTION 10.66 overrides the protective language in the above section. 
SECTION 10.65A.(a) For the purposes of improving efficiency in the expenditure

of available funds and effectively identifying and meeting the needs of CAP-MR/DD eligible individuals, on or before April 1, 2010, the Department of Health and Human Services, Division of Medical Assistance, in conjunction with the Division of Mental Health, Developmental Disabilities, and Substance Abuse Services, shall submit to the Joint Legislative Oversight Committee on Mental Health, Developmental Disabilities, and Substance Abuse Services a plan for the implementation of Tiers 1 through 4 of the CAP-MR/DD program. The plan shall describe the implementation of Tiers 1 and 4 and the proposed implementation of Tiers 2 and 3, and revisions of Tier 4, and shall include detail on each of the following:
(1) The array and intensity level of services that will be available under each of the four Tiers;

(2) The range of costs for the array and intensity level of services under each of the four Tiers;

(3) How the relative intensity of need for each current and future CAP-MR/DD eligible individual will be reliably determined; and

(4) How the determination of intensity of need will be used to assign individuals appropriately into one of the four Tiers.
The Department may develop an application to the Centers for Medicare and

Medicaid services for additional Medicaid waivers for Tiers 2 and 3 of the CAP-MR/DD program. The Department shall not submit the application until after it has submitted the plan to the LOC on MH/DD/SAS required under this subdivision. 
Please note that the LOC is reviewing (and likely commenting on) the plan proposed by the Division. Final authorization of any Medicaid waivers or changes to our Medicaid state plan is done by the Centers for Medicare and Medicaid Services (CMS) at the Federal level. The State of NC through NC DHHS submits a plan and negotiates and revises those plans with CMS.  

SECTION 10.65A.(b) The Div. MHDDSA, with local management entities (LMEs) will review the cases of individuals with developmental disabilities whom are being served through Div. MHDDSA funds,  to see if those individuals could be better served through the CAP-MR/DD Tier 1 waiver, as well as, if the State appropriations currently funding services for those individuals would be sufficient to provide the financial match if they became eligible for the CAP-MR/DD Tier 1 waiver. The Division will report its findings by March 1, 2010, to the LOC MHDDSA.

SECTION 10.65A.(c) $8,000,000 of the Div. MH/DD/SAS allocated funds for the 2009-2010 fiscal year will be transferred to the Division of Medical Assistance. $4,000,000 will be used by the Division of Medical Assistance for Tier 1 CAP-MR/DD slots, and the remaining $4,000,000 will be used by the Division of Medical Assistance to ensure that only a partial freeze of CAP slots will be implemented for the 2009-2011 fiscal biennium. Among those individuals who are not receiving CAP slots but are receiving developmental disability services, the Division will move these individuals into Tier 1 slots as soon as possible.

SECTION 10.66.(a & d) If $25,000,000 in savings is not realized from enhancing the utilization management of the Prescription Advantage List, increasing the utilization of generic drugs in place of brand-name drugs and increasing rebate collections on generic drugs by June 1, 2010, the Department of HHS will establish and implement a preferred drug list program under the Division of Medical Assistance. 

 Should the preferred drug list be enacted the following would take place: 
SECTION 10.66.(b) The pharmaceutical and therapeutics committee of the

Physician's Advisory Group (PAG) will provide ongoing review of the preferred drug list.  

SECTION 10.66.(c) The Department, with the PAG, will adopt and publish policies and procedures relating to the preferred drug list, including: (1) Guidelines for the presentation and review of drugs for inclusion on the preferred drug list, (2) The manner and frequency of audits of the preferred drug list for appropriateness of patient care and cost-effectiveness, (3) An appeals process for the resolution of disputes, and (4) Other policies and procedures as the Department deems necessary. The Department and the pharmaceutical and therapeutics committee will consider all therapeutic classes of prescription drugs for inclusion on the preferred drug list, except medications for treatment of HIV/AIDS.  

SECTION 10.68A.(a) Actions to be taken to realize budgetary cuts [Changes to Case Management, Community Support, Group homes Level III and IV  and Personal Care services are included here]:

(1) Electronic transactions. –Effective September 1, 2009, all Medicaid providers will file claims electronically to the fiscal agent.  Enrolled Medicaid providers will submit Preadmission Screening and Annual Resident Reviews (PASARR). 
(2) Consolidate and reduce Targeted Case Management and case management functions bundled within other Medicaid services. 
The cut was intended to eliminate “duplication” of case management. It’s not clear that there is extensive duplication of case management or where that duplication might be occurring. At the time the budget was written, NC DMA estimated that 110 million is spent on separate case management. The second year cut represents 66% of this service. There are concerns that case management would become very generic and simplified and based on a medical model used for physical illness, ignoring the person-centered and psychosocial needs of populations with MH/DD/SA. During the discussions across state agencies its become clear that there are many different definitions of “case management” in some instances this means looking at health care data and determining where changes or education of patients and providers are needed, in other instances it is face to face assistance in securing housing or specialty health care. Many populations need more intensive case management than others and their overall medical costs may not be lowered in assuming the “case management” that physical health models use in things like diabetes or heart disease case management. Care management or care coordination of an individual with asthma is very different than case management of people with serious mental illness. 

A work group has been created to provide input to NC DMA on new case management policies.  Click on the link to follow the progress of the work group: http://www.ncdhhs.gov/dma/provider/MedicaidCaseManagement.htm. A report is due shortly. 
This item also eliminates coverage of therapeutic camps. 
(3) New policies will be established to determine who qualifies for Medicaid Personal Care Services.  An independent assessment by an entity that does not provide direct PCS services must evaluate the individual. The independent assessment will determine the qualifying Activities of Daily Living (ADL), the level of assistance required, and the amount and scope of PCS to be provided, according to policy criteria.  Time limits will be placed on physician service orders and reauthorization in accordance with the recipient's diagnosis and acuity of need. Recipients currently receiving PCS services will have their cases reviewed by the above criteria, and those recipients not meeting the new criteria will be terminated from the service within 30 days of the review.  In addition, the following items will be added to the list of tasks not covered by PCS: nonmedical transportation, errands and shopping, money management, cueing, and prompting, guiding, or coaching. 

If enough savings isn’t realized, the Secretary will direct the Division of Medical Assistance to further modify the policy to achieve the necessary savings.  

(4) A denial, reduction, or termination of Medicaid-funded personal care services will result in a similar denial, reduction, or termination of State-funded MH/DD/SA personal care and personal assistance services.

(5) The Dep. Of HHS will transition community support child and adult, individual and group services to other defined services on or before June 30, 2010.  As a result of this change, state funded (IPRS) community support will be eliminated over this same time period. A work group has been convened to establish to process by which individuals will be transitioned out of CS, or moved to other services, and what other service should be in place.  Click on the link provided to follow the work group’s progress: http://www.dhhs.state.nc.us/mhddsas/comm_support/index.htm
The work of this group has been somewhat hindered by concurrent activities going on determining the structure of case management, the move to require “comprehensive provider” organizations to deliver Medicaid MH/DD/SA services, and the lack of funds in Medicaid to add new service definitions. NC is planning to add an Adult Peer Support definition, however other services that might be able to support individuals who had been receiving CS (like PSR, CST, and ACTT) are themselves in jeopardy due to rate cuts and cuts to state dollars. There is little to no funding to support the development of new programs and teams to absorb the estimated 10,000-25,000 adults receiving either Medicaid or state funded Community Support that would still need some level of services. 
No new admissions for community support will be allowed during this transition period unless the Department determines appropriate alternative services are not available. Current authorizations remain valid. Thirty days after the enactment of this act, any further request must be accompanied by a discharge plan. Submission of the discharge plan will be required. Discharge from the service must occur within 90 days after the submission of the discharge plan.

The current moratorium on community support provider endorsement will remain in effect. Effective 60 days from the enactment of this act, the paraprofessional level of community support will be eliminated.

(6) Community Support Team. – Authorization for a Community Support Team will be based upon medical necessity as defined by the Department and will not exceed 18 hours per week. The Division of Medical Assistance will do an immediate rate study of the Community Support Team to bring the average cost of service per recipient in line with Assertive Community Treatment Team (ACTT) services. The Division will also revise provider qualifications and tighten the service definition to contain costs. Not later than December 1, 2009, the Division of Medical Assistance will report its findings on the rate study to the LOC MHDDSA.
Definitions (including the guidelines for service and requirements for providers) for Medicaid services like CST, Intensive In-home, MST, ACTT, etc. are already undergoing revisions that will be submitted to CMS. NC DMA hopes to head off fraud and abuse that occurred with the expansion of Community Support. MHA-NC and other groups have submitted comments on some of the definitions and expressed concerns that some of the changes are in opposition to established evidence based practices, and would likely shrink the number and availability of providers during a time when large number of individuals need to move out of CS to alternative services.  
(7) MH Residential. – The Dep. of HHS will restructure the Medicaid child mental health, developmental disabilities, and substance abuse residential services.  A work group has been established to address the restructuring.  Click on the link to follow the progress of this work group:

http://www.ncdhhs.gov/dma/provider/MHResidential.htm
The restructuring will address all of the following: a submission of the therapeutic family service definition to CMS; reexamination of the entrance and continued stay criteria for all residential services (promoting least restrictive services in the home prior to residential placement); and inclusion in community activities and parent or legal guardian participation during treatment.  Additionally, all existing and future residential providers or agencies must be nationally accredited within one year. 

Before a child can be admitted to Level III or Level IV placement, one of the following must apply: placement must be a step down from a higher level placement such as a psychiatric residential treatment facility or inpatient; multisystemic therapy or intensive in-home therapy services have been unsuccessful; or the Child and Family Team has reviewed all other alternatives and recommendations and recommends Level III or IV placement due to maintaining health and safety.  Transition or discharge plan must be submitted as part of the initial or continuing request and the length of stay is limited to no more than 120 days.
The assessment and determination of placement of 1900 children in less restrictive services is a laudable goal. States that seek to accomplish this generally do not attempt to do so in a 9 month period, during a severe budget crisis. Alternative placements such as Level 2 therapeutic homes, intensive in-home and MST do take some time to get up and running. Community Support has been used in the past to help transition the very troubled children back into community settings including parental homes. Many caregivers need time to accept intensive services and recognize that their child and family need the kind of help that is offered. With CS being all but eliminated and new services needing to get up and running quickly, there is concern that children are more likely to end up in the courts, detention and youth development centers (juvenile justice), and psychiatric hospitals rather than more therapeutic settings.   
8) The Secretary will reduce Medicaid provider rates. The rate reduction applies 

to all Medicaid private and public providers with the following exceptions: federally qualified health clinics, rural health centers, State institutions, hospital outpatient, pharmacies, and the noninflationary components of the case-mix reimbursement system for nursing facilities. 

The amount indicated in the cut suggests a 3 % rate reduction. Advocates have heard that rates will not be reduced across the board by a specific percentage. Rate reductions will take into account that a number of services have recently seen rate reductions. 

(9) The Department will issue Medicaid identification cards to recipients on an annual basis with quarterly updates.

It’s critical for individuals to keep their Medicaid card during the year, even if they move in and out of eligibility during that time. 

SECTION 10.72A.(a) The Dep. of HHS, Division of Medical Assistance, with the Div. MHDDSA, will research possible Medicaid waivers for use in NC.  Of the waivers under review, the 1915(c) would permit individuals who sustain traumatic brain injury after age 22 to access home and community-based Medicaid services. Another potential waiver would prevent a Medicaid recipient from losing Medicaid eligibility due to Social Security and Railroad Retirement cost-of-living adjustments and federal poverty level adjustments. 

SECTION 10.73A.(a)  If the Division of Medical Assistance has instituted a recoupment action, termination of the NC Medicaid Administrative Participation Agreement, or referral to the Medicaid Fraud Investigations Unit against a provider then the Dept. of HHS may suspend payment to the provider. The suspension of payment shall be in the amount under review and shall continue throughout the process of any appeal filed. 

SECTION 10.76. Numerous licensure fees through the Department of Health Services Regulation have been updated; most of these changes are increases.
Additional Legislation from the 2009 Session

Passed:

H218/S737: Parent and Student Educational Involvement Act

AN ACT to modify the requirements for the notice that must be given to a parent when a student is recommended for a suspension of more than ten days or an expulsion from school.

Specifically included within the notice would be:

(1) 
A description of the incident leading to the recommendation that the student be expelled or suspended for more than 10 days;

(2)     The specific provisions of the student conduct policy or rule alleged to have been violated;

(3)     The specific process by which the parent may request a hearing to contest the suspension for more than 10 days or expulsion, including the number of days within which the hearing must be requested;

(4)     The process by which a hearing will be held, including, to the extent provided by law, the student's opportunity to examine evidence and present evidence, to confront and cross‑examine witnesses supporting the charge, and to call witnesses to verify the student's version of the incident;

(5)     The parent is permitted to retain an attorney to represent the student in the hearing process;

(6)     The extent to which the local board policy permits the parent to have an advocate to accompany the student to assist in the presentation of his or her appeal instead of an attorney; and

(7)     The parent has a right to review the student's educational records prior to the hearing.

Current Status: Passed the General Assembly and signed by Governor on June 5, 2009

http://www.ncleg.net/gascripts/BillLookUp/BillLookUp.pl?Session=2009&BillID=h218
Our thanks to advocates who worked to get this bill passed including the ACLU of North Carolina. MHANC sees this as an important first step in ensuring the rights to education of students with disabilities (and others) who are disproportionally subject to school suspensions. 

H548/S526: School Violence Prevention Act

An act  to enact the school violence prevention act and to define bullying or harassing behavior as used in the act as any pattern of gestures or written, electronic, or verbal communications, or any physical act or any threatening communication, that takes place on school property, at any school-sponsored function, or on a school bus, and that places a student or school employee in actual and reasonable fear of harm to his or her person or damage to his or her property; or creates or is certain to create a hostile environment by substantially interfering with or impairing a student’s educational performance, opportunities or benefits, to define hostile environment as used in the act as meaning THE VICTIM SUBJECTIVELY VIEWS THE CONDUCT AS BULLYING OR HARASSING BEHAVIOR AND THE CONDUCT IS OBJECTIVELY SEVERE OR PERVASIVE ENOUGH THAT A REASONABLE PERSON WOULD AGREE THAT IT IS BULLYING OR HARASSING BEHAVIOR; TO PROVIDE THAT BULLYING OR HARASSING BEHAVIOR INCLUDES, BUT IS NOT LIMITED TO, ACTS REASONABLY PERCEIVED AS BEING MOTIVATED BY ANY ACTUAL OR PERCEIVED DIFFERENTIATING CHARACTERISTIC, SUCH AS RACE, COLOR, RELIGION, ANCESTRY, NATIONAL ORIGIN, GENDER, SOCIOECONOMIC STATUS, ACADEMIC STATUS, GENDER IDENTITY, PHYSICAL APPEARANCE, SEXUAL ORIENTATION, OR MENTAL, PHYSICAL, DEVELOPMENTAL, OR SENSORY DISABILITY, OR BY ASSOCIATION WITH A PERSON WHO HAS OR IS PERCEIVED TO HAVE ONE OR MORE OF THESE CHARACTERISTICS; and to require all local school administrative units to adopt a policy prohibiting bullying and harassing behavior as required by the act.

Current Status: Passed General Assembly and signed by Governor on June 23, 2009

http://www.ncleg.net/gascripts/BillLookUp/BillLookUp.pl?Session=2009&BillID=S526
The Arc of NC has recently issued a fact sheet on the new law and what individuals can do to ensure it is implemented in their local schools. http://thearcnc.blogspot.com/2009/09/arc-of-nc-legislation-2009-information.html 

MHANC will be posting the information on their website at www.mha-nc.org.  

Our thanks to the coalition of advocates who worked very hard the past three years to ensure passage of this legislation including Equality North Carolina, Planned Parenthood of NC, The Covenant with North Carolina’s Children and many others. This is just one of the many steps needed to make sure schools are safe places for all students to learn and thrive. 

H672: Accountability for State Funding

An act relating to local management entities use of state funds for mental health, developmental disabilities, and substance abuse services.

Bill requires LMEs who use single stream funding to report on their use of service dollars and allows for comment at one of their regular LME board meetings. Also requires LMEs to receive approval from NC DHHS before reducing funding to HUD group homes and apartments below the original appropriation of funding and allows for public comment on such reductions at an LME board meeting.

Current Status: Passed General Assembly and was signed by Governor on June 26, 2009.

http://www.ncleg.net/gascripts/BillLookUp/BillLookUp.pl?Session=2009&BillID=h672
Thank you to the Arc of NC and others for their work on this legislation. Since single stream funding allows for the movement of funds from one disability service area to another, the ability for the public to comment on such changes is critical. In addition, HUD housing is a financial partnership between the federal government, the state and the local management entity/county. Reductions in funding by the local government or state violate HUD regulations and could result in the loss of federal funding or the loss of the housing itself.  

H353/S208: People First
An act pertaining to statutory and administrative rule references to people with disabilities

Bill would require referring to a person with a disability as a person first when the General Assembly directs the drafting of statutes and resolutions. The General statutes Commission will make recommendations to the 2010 GA regarding current statues to determine if other changes are needed that will not interfere with federal law, medical diagnosis, and non-living entities, etc.)

http://www.ncleg.net/gascripts/BillLookUp/BillLookUp.pl?Session=2009&BillID=S208
MHA-NC testified on the importance of this legislation and our thanks to the advocates for persons with disabilities, including the Arc of NC, who worked with legislators to better understand the issues involved and to craft language that would ensure wide legislative support for the bill. 
Ready for Action in 2010: 

H137/S309: Capital Procedure/Severe Mental Disability
An act to amend the capital trial, sentencing, and post‑conviction procedures for a person with a severe mental disability.

For a person with a severe and persistent mental illness whose illness is active during the commission of a capital crime, this bill allows the attorneys and judge to move the determination of mental illness as a mitigating factor from the end of the process to the beginning.  This bill would ensure a person guilty of a capital crime who was suffering from active symptoms of their illness at the commission of the crime would not receive the death penalty, but instead get life in prison.  Additionally, the state would save money with fewer lengthy capital procedure trials and consequently fewer mandatory appeals.

Current Status: Advocates for this legislation worked very hard to personally educate every member of the House and Senate on the bill.  The House version of the bill has been given a favorable report by the House J1 committee and House Education Appropriations (it contains funding for judicial training). Some minor changes have been made to the bill that require there be a history of mental illness in the individual prior to the commission of the crime to be eligible for consideration under the new law. The bill was not able to be calendared for a floor vote before session ended and likely will be calendared in the short session. The Senate version has not been heard in committee; should the House version pass its likely the Senate would take up the House version in committee instead.  

H656/S666: MH Proceedings/No Restraint

An act to prohibit restraining individuals who are minors being transported to or during hearings pursuant to involuntary commitment proceedings, except under certain circumstances.

http://www.ncleg.net/gascripts/BillLookUp/BillLookUp.pl?Session=2009&BillID=H656
Current Status: This bill stalled in House Mental Health Reform committee and did not make the cross over deadline.  However, the legislative Study Commission on Children and Youth, chairs by Rep. Bordsen and Sen. Kinnaird may study the issue based on a directive from the Studies Act of 2009 HB 954. If the committee takes up the issue between sessions, any legislation resulting from that study would be eligible for consideration during the short session next year. 

Did Not Pass:  

H424: Parental Involvement in School Discipline
An act to require school officials to make a reasonable attempt to notify a parent or guardian before administering corporal punishment on a student, to prohibit the administration of corporal punishment on a student whose parent or guardian has stated in writing that corporal punishment shall not be administered on that student, and to require local boards of education to report occurrences of corporal punishment.

Current Status: Passed House. Failed 2nd reading in the Senate. 

http://www.ncleg.net/gascripts/BillLookUp/BillLookUp.pl?Session=2009&BillID=H442
MHA-NC and other advocates for individuals with disabilities have concerns about the use of physical discipline on students with disabilities and its connections to suspensions, dropout rates, and the school to prison pipeline. The original version of the bill would have allowed parents to opt out of (or into) corporal punishment in their school and provided information about the demographics of students who are being disciplined in this manner.  This issue has been controversial in NC, with many legislators still believing that corporal punishment is necessary for student discipline and maintaining order and appropriate behavior in schools and beyond. Any efforts to modify the current law to allow for notification, or an opt-out, have met with strong opposition. 
