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Introduction 
On an annual basis Alliance conducts a review of its provider capacity, community needs and 
service gaps to inform our strategic plan for improving accessibility and effectiveness of care 
and supports. The report period covers Fiscal Year 2017-18 and is submitted to the North 
Carolina Department of Health and Human Services by July 1, 2019 as required by DHHS-MCO 
contracts.  

The FY18 Alliance Community Needs Assessment and Gaps Analysis includes a summary of 
the previous year’s actions, review of provider capacity, assessment of service accessibility and 
choice, and incorporation of community feedback about needs and gaps. The resulting analysis 
and conclusions are the basis for network development priorities and the Alliance Network 
Development Plan for FY19-20. 

Alliance Health manages behavioral health services for Cumberland, Durham, Johnston and 
Wake counties in a catchment area that includes a mix of urban and rural areas.  Our region is 
experiencing higher than average population growth and is challenged to meet the needs of a 
diverse population with important needs such as those who do not speak English, homeless 
individuals with mental illness and substance use disorders, and members of the military, 
veterans and their families.   

The Community Needs Assessment process has provided an opportunity to review the status of 
the FY19 Network Access Plan, obtain additional community input and identify strategic goals 
for network development for FY20. The following analysis provides a summary of information 
obtained through this process and the themes and objectives that have emerged as highest 
priority actions for FY20. Priorities were determined based on multiple factors and sources, 
including demographic information, utilization data, emerging trends and input from consumers, 
stakeholders, providers and staff. Recommendations for priority items also considered the 
importance of alignment with Alliance’s mission, vision and values. 
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Section One 
Network Availability and Accessibility 
I. Access and Choice Standards and Data

Although the counties comprising Alliance Health’s catchment area vary significantly in 
population density, all are classified as “metropolitan/urban” counties according to United States 
Office of Management and Budget criteria. Accordingly, the DHHS-MCO contract requires that 
Alliance ensure availability of providers within a 30-mile radius or 30-minute drive time for any 
consumer residing in the Alliance catchment area. The tables provided below summarize 
geographic access and choice data for Alliance services in these categories: 

A. Outpatient Services: psychiatric care, medication management, evaluations, and
individual, group and family psychotherapy.

B. Location-Based Services: array of services that are facility or site-based, such as
Psychosocial Rehabilitation, Child and Adolescent Day Treatment, and SA Intensive
Outpatient Treatment.

C. Community-Based and Mobile Services: provided in home and community settings
such as Supported Employment, Peer Support and Intensive In-Home services.

D. Crisis Services: Facility-Based Respite, Facility-Based Crisis and Non-Hospital
Detoxification services.

E. Inpatient Services: inpatient psychiatric care all ages.
F. Specialized Services: specific list of services, most of which are residential services.
G. C-Waiver Services: those that are covered through the Innovations / 1915(c) waiver.

Access and choice standards are specified for each category of service and vary depending on 
the service category and funding source.  The following table summarizes DHHS requirements: 

Medicaid State 

Outpatient Choice of TWO (2) providers within 
30 miles or 30 minutes 

Choice of TWO (2) providers within 
30 miles or 30 minutes 

Location-Based Choice of TWO (2) providers within 
30 miles or 30 minutes 

Access to ONE (1) provider within 
30 miles or 30 minutes 

Community / Mobile Choice of TWO (2) providers within 
Alliance catchment area 

Access to ONE (1) provider within 
Alliance catchment area 

Crisis Access to ONE (1) provider within 
Alliance catchment area 

Access to ONE (1) provider within 
Alliance catchment area 

Inpatient Access to ONE (1) provider within 
Alliance catchment area 

Access to ONE (1) provider within 
Alliance catchment area 

Specialized Access to ONE (1) provider within 
North Carolina 

Access to ONE (1) provider within 
North Carolina 

C-Waiver (two 
sections) 

Section A: Choice of TWO (2) providers 
within Alliance catchment area 

Section B: Choice of ONE (1) provider 
within Alliance catchment area 

N/A 
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A. Outpatient Services

B. Location-Based Services

Medicaid Non-Medicaid Funded 

Location-based Services 

# of providers 
accepting 

new Medicaid 
consumers 

# and % of enrollees with 
choice of two providers 

within 30 miles/minutes of 
their residences 

Total # of 
Medicaid 
enrollees 

# of providers 
accepting 
new non-
Medicaid 
funded 

consumers 

#  and % of consumers with 
at least one provider within 

30 miles/minutes of their 
residences 

Total # of 
consumers 

# % # % 

Psychosocial 
Rehabilitation 26 111,764 100% 111,764 8 10,977 100% 10,977 

Child and Adolescent 
Day Treatment 10 152,616 96.09% 158,826 1 640 90.1% 710 

SA Comprehensive 
Outpatient Treatment 

Program 
15 270,590 100% 270,590 4 3,769 73.7% 5,116 

Medicaid Non-Medicaid Funded 

Categories 

# of 
providers 
accepting 

new 
Medicaid 

consumers 

# of 
enrollees 

with choice 
of two 

providers 
within 30 

miles/ 
minutes 

# of 
Medicaid 
enrollees 

% (# of 
enrollees 

with 
choice/# of 
enrollees) 

# of 
providers 
accepting 
new non-
Medicaid 
funded 

consumers 

# of 
consumers 
with choice 

of two 
providers 
within 30 

miles/minute
s 

# of 
consumers 

% (# of 
consumers 

with 
choice/# of 
consumers) 

Reside in urban counties 546 270,590 270,590 137 18,034 18,034 
Reside in rural counties N/A N/A N/A N/A N/A N/A 
Total (standard = 100%) 546 270,590 270,590 100% 137 18,034 18,034 100% 

Adults (age 18+) 546 111,764 111,764 137 16,980 16,980 
Children       

(age 17 and younger) 546 158,826 158,826 137 1,054 1,054 

Total (standard = 100%) 546 270,590 270,590 100% 137 18,034 18,034 100% 
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Medicaid Non-Medicaid Funded 

Location-based Services 

# of providers 
accepting 

new Medicaid 
consumers 

# and % of enrollees with 
choice of two providers 

within 30 miles/minutes of 
their residences 

Total # of 
Medicaid 
enrollees 

# of providers 
accepting 
new non-
Medicaid 
funded 

consumers 

#  and % of consumers with 
at least one provider within 

30 miles/minutes of their 
residences 

Total # of 
consumers 

# % # % 

SA Intensive          
Outpatient Program 19 270,590 100% 270,590 11 5,116 100% 5,116 

Opioid Treatment 6* 77,615 69.45% 111,764 6* 5,104 100% 5,104 
Day Supports 1 1,029 82.8% 1,243 

* Alliance has added 14 contracts for Medicaid-funded Office-Based Opioid Treatment (OBOT) services in each county except Johnston.

C. Community/Mobile Services

Medicaid Non-Medicaid-Funded 

Community/Mobile Service 

# of 
providers 
accepting 

new 
Medicaid 

consumers 

# and % of enrollees with 
choice of two provider 

agencies within the LME-
MCO catchment area 

Total # 
of 

Medicaid 
enrollee

s 

# of 
providers 
accepting 
new non-
Medicaid 

consumers 

#  and % of 
consumers with 

access to at least 
one provider agency 
within the LME-MCO 

catchment area 

Total # of 
Consumers 

# % # % 
Assertive Community Treatment 

Team 11 111,764 100% 111,764 8 10,97
7 100% 10,977 

Community Support Team 13 111,764 100% 111,764 8 16,08
1 100% 16,081 

Intensive In-Home 31 158,826 100% 158,826 11 710 100% 710 

Mobile Crisis 3 270,590 100% 270,590 2 18,03
4 100% 18,034 

Multi-systemic Therapy 6 158,826 100% 158,826 5 710 100% 710 
(b)(3) MH Supported Employment 

Services 22 270,590 100% 270,590 

(b)(3) I/DD Supported Employment 
Services 22 270,590 100% 270,590 
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Medicaid Non-Medicaid-Funded 

Community/Mobile Service 

# of 
providers 
accepting 

new 
Medicaid 

consumers 

# and % of enrollees with 
choice of two provider 

agencies within the LME-
MCO catchment area 

Total # 
of 

Medicaid 
enrollee

s 

# of 
providers 
accepting 
new non-
Medicaid 

consumers 

#  and % of 
consumers with 

access to at least 
one provider agency 
within the LME-MCO 

catchment area 

Total # of 
Consumers 

# % # % 
(b)(3) Waiver Community Guide 10 270,590 100% 270,590 
(b)(3) Waiver Individual Support 

(Personal Care) 7 270,590 100% 270,590 

(b)(3) Waiver Peer Support 31 270,590 100% 270,590 
(b)(3) Waiver Respite 36 270,590 100% 270,590 

I/DD Supported Employment 
Services (non-Medicaid-funded) 8 1,243 100% 1,243 

Long-term Vocational Supports 
(non-Medicaid-funded) 11 899 100% 899 

MH/SA Supported Employment 
Services (IPS-SE) (non-Medicaid-

funded) 
5 16,08

1 100% 16,081 

I/DD Non-Medicaid-funded 
Personal Care Services 22 1,243 100% 1,243 

I/DD Non-Medicaid-funded 
Respite Community Services 3 1,243 100% 1,243 

I/DD Non-Medicaid-funded 
Respite Hourly Services not in a 

licensed facility 
3 1,243 100% 1,243 

Developmental Therapies 
(Non-Medicaid) 14 1,243 100% 1,243 
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D. Crisis Services

Medicaid Non-Medicaid Funded 

Crisis Service 

# of 
providers 
accepting 

new 
Medicaid 

consumers 

# and % of enrollees with 
access within the LME-MCO 
catchment area to at least 

one provider agency 
Total # of 
Medicaid 
Enrollees 

# of 
providers 
accepting 
new Non-
Medicaid 

consumers 

#  and % of consumers with 
access within the LME-MCO 
catchment area to at least 

one provider agency 
Total # of 

Consumers 

# % # % 

Facility-Based Crisis – 
Adults 3 111,764 100% 111,764 3 16,980 100% 16,980 

Facility-Based Respite n/a n/a n/a 270,590 1 18,034 100% 18,034 
Detoxification 
(non-hospital) 2 270,590 100% 270,590 2 5,116 100% 5,116 

FOR INFORMATION 
PURPOSES ONLY: 

Facility-Based Crisis – 
Children 

0 0 0 158,826 0 0 0 1,054 

E. Inpatient Services

Medicaid Non-Medicaid-Funded 

Service 

# of 
providers 
accepting 

new 
Medicaid 

consumers 

# and % of enrollees with 
access within the LME-MCO 
catchment area to at least 

one provider agency 
Total # of 
Medicaid 
Enrollees 

# of 
providers 
accepting 
new Non-
Medicaid 
consumer

s 

#  and % of consumers with 
access within the LME-MCO 
catchment area to at least 

one provider agency Total # of 
Consumers 

# % # % 

Inpatient Hospital – 
Adult 6 111,764 100% 111,764 4 16,081 100% 16,081 

Inpatient Hospital – 
Adolescent/Child 4 158,826 100% 158,826 1 710 100% 710 
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F. Specialized Services
Number of parent agencies* with LME/MCO contracts

Service Number Parent Agencies 
with Current Medicaid Contract 

Number Parent Agencies 
with Current Contract for 

Non-Medicaid Funded Services 

Partial Hospitalization 1 1 

MH Group Homes 25 

Psychiatric Residential Treatment Facility 15 1 

Residential Treatment Level 1 5 

Residential Treatment Level 2: Therapeutic Foster Care 23 0 
Residential Treatment Level 2: other than Therapeutic Foster 

Care 3 0 

Residential Treatment Level 3 21 

Residential Treatment Level 4 1 

Child MH Out-of-home respite 2 

SA Non-Medical Community Residential Treatment 0** 0** 

SA Medically Monitored Community Residential Treatment 1 1 

SA Halfway Houses 2 

I/DD Out-of-home respite (non-Medicaid-funded) 3 

I/DD Facility-based respite (non-Medicaid-funded) 3 

I/DD Supported Living (non-Medicaid-funded) 0 

(b)(3) I/DD Out-of-home respite 23 

(b)(3) I/DD Facility-based respite 0 
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Service Number Parent Agencies 
with Current Medicaid Contract 

Number Parent Agencies 
with Current Contract for 

Non-Medicaid Funded Services 

(b)(3) I/DD Residential Supports 56 

Intermediate Care Facility/IDD 49 

*Parent agencies are listed above as opposed to service sites. For example, a parent agency with six residential sites would count only as ‘1’ instead
of ‘6’ in table calculations.

**SA Non-Medical Community Residential Treatment: this level of care is available to both Medicaid-funded and State-funded consumers through three
CASAWORKS providers who are funded through State Non-UCR contracts.

G. C-Waiver Services

C-Waiver Services – Choice of Two Providers

Services Adult Child 

# and % of enrollees with 
choice of two provider 

agencies within the 
LME/MCO catchment area 

Total # of C-Waiver Enrollees 

# % 
Community Living and Supports   1,806 100% 1,806 

Community Navigator   1,806 100% 1,806 
Community Navigator Training for 

Employer of Record   1,806 100% 1,806 

Community Networking   1,806 100% 1,806 
Crisis Behavioral Consultation   1,806 100% 1,806 

In Home Intensive   1,806 100% 1,806 
In Home Skill Building   1,806 100% 1,806 

Personal Care   1,806 100% 1,806 
Crisis Consultation   1,806 100% 1,806 

Crisis Intervention and Stabilization Supports   1,806 100% 1,806 
Residential Supports 1   1,806 100% 1,806 
Residential Supports 2   1,806 100% 1,806 

11 
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C-Waiver Services – Choice of Two Providers

Services Adult Child 

# and % of enrollees with 
choice of two provider 

agencies within the 
LME/MCO catchment area 

Total # of C-Waiver Enrollees 

# % 
Residential Supports 3   1,806 100% 1,806 
Residential Supports 4   1,806 100% 1,806 

Respite Care – Community   1,806 100% 1,806 
Respite Care Nursing – LPN and RN   1,806 100% 1,806 

Supported Employment 16 and 
older 1,572 100% 1,572 

Supported Employment – Long Term Follow-
up 

16 and 
older 1,572 100% 1,572 

Supported Living 18 and 
older 1,449 100% 1,449 

C-Waiver Services – Access to at least one provider
Day Supports   1,806 100% 1,806 

Out of Home Crisis   1,806 100% 1,806 
Respite Care - Community Facility   1,806 100% 1,806 

Financial Supports   1,806 100% 1,806 
Specialized Consultative Services (at least 
one provider of one of multiple services)   1,806 100% 1,806 

12 
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II. Geographic Access Maps Overview

Geo maps are provided in Appendix F for all Medicaid and Non-Medicaid funded services listed 
in these requirements, except for outpatient services.  Geo maps show provider agencies with 
Alliance contracts as of January 1, 2019 to provide Medicaid services in the following 
categories:  

Location-based Services – one geo map for each Medicaid and Non-Medicaid funded 
location-based service. Provider locations are shown with a radius of 30 miles.   

Community/Mobile Services – one geo map for each Medicaid and Non-Medicaid funded 
community/mobile service that shows provider locations within the Alliance catchment area. 

Crisis Services – one geo map for each Medicaid and Non-Medicaid funded crisis service that 
shows provider locations within the Alliance catchment area. 

Inpatient Services – one geo map for each Medicaid and Non-Medicaid funded inpatient 
service that shows provider locations within the Alliance catchment area. 

Specialized Services – one geo map for each Medicaid and Non-Medicaid funded specialized 
service that shows provider locations within North Carolina.   

C-Waiver Services – one geo map for each C-Waiver residential and day supports service
that shows provider locations within the Alliance catchment area.

Additional Opioid Services: one geo map for network prescribers of Buprenorphine who 
provide treatment for opioid use disorder. 

III. Access to Care for Emergent, Urgent and Routine Services

As required by the Alliance contracts with DMA and DMH/DD/SAS, Alliance monitors and 
ensures consumer access to emergent, urgent and routine care. The timely access 
requirements for each category are as follows: 

• Emergent: service provided within two hours of referral
• Urgent: service provided within 2 calendar days of referral
• Routine: service provided within 14 calendar days of referral

Alliance staff work closely with providers to ensure timely access to care, and the provider 
network includes service models such as walk-in clinics, two Behavioral Health Urgent Care 
sites, and Mobile Crisis Management services that help achieve timely access to care. We are 
also working with providers to develop integrated behavioral health/primary care services that 
promote improved behavioral health screening, referral and member engagement in care. 
Alliance Care Coordinators also assist with referrals from critical community locations such as 
hospital EDs, inpatient and crisis facilities, and schools in Wake County through the school-
based care coordination team. 

Individuals who choose to call our Access and Information Center receive 24/7/365 live 
assistance by qualified Alliance staff, who are able to provide information about service 
availability and can schedule appointments with providers directly through the “slot scheduler” 
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online database of provider appointments. Individuals who present directly to our provider 
agencies may choose to call the provider to make an appointment or show for walk-in hours.  
Information about providers in our network are available on our webpage using the Provider 
Search Tool or printed in the New Member Handbook.   

Member access is monitored most closely for individuals who contact our Access and 
Information Center, since Alliance has information about the date and time of the service 
request and can track the timeliness of initiation of care. For those who contact providers 
directly, Alliance monitors timeliness of onset of care through provider monitoring and response 
to member complaints. Alliance also evaluates consumer access and develops quality 
improvement strategies through the Access to Care Quality Improvement Plan. 

14 
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Section Two 
Accommodation 
I. Description of Service Region and Demographics

Alliance Health comprises Cumberland, Durham, 
Johnston and Wake Counties and covers roughly 
2,565 square miles with a total population of 
1,994,049. By far the largest county by population 
is Wake, exceeding the population of the other 
three counties combined. Wake and Durham are 
the most densely populated counties, reflecting 
their more urbanized settings. Johnston is the 
least densely populated county, which may create 
a challenge to recruit and engage providers to 
offer services in this area, particularly when there 
are more populous and urban areas nearby. 

The service area includes both urban and rural 
areas but the majority of the population lives in 

urban areas. Because of the proximity to relatively dense population areas such as Raleigh, 
Durham and Fayetteville, all Alliance counties are classified as ‘metropolitan/urban’ counties 
according to United States Office of Management and Budget criteria.  

Table 1: Population and Growth 

County Population Square Miles Persons per  
Square Mile 

Projected Population 
Growth 2010-2020 

Cumberland 332,330 652 510 3.0% 

Durham 316,739 286 1,107 18.9% 
Johnston 202,675 791 256 24.0% 

Wake 1,092,305 835 1,308 24.2% 

Alliance Total 1,913,097 2564 758 
2018 U.S. Census Bureau Estimate, American Factfinder 

Growth 
All counties except Cumberland in the Alliance area anticipate growth over the next five 
years, and with the exception of Cumberland, all counties are expected to grow at a rate that 
exceeds the state growth rate. For all but Cumberland, over half of the population growth is 
accounted for by in-migration, and Cumberland’s rate of growth is offset by out-migration. 
This growth will be a significant challenge for Alliance as population increases lead to 
increased demand for services and competition for available resources such as 
transportation, housing and public assistance. 

15 
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Race and Ethnicity 
Across the Alliance area the primary racial group is White followed by Black and 
Hispanic/Latino. There is some variability across region, however. Johnston has a higher 
percentage of white population, with Black and Hispanic/Latino populations roughly the same 
percentage. Compared to the state average, all Alliance counties have a higher percentage 
of Hispanic/Latino population, with Durham and Johnston having the highest percentage of 
Alliance counties.  

Table 2: Race and Ethnicity 

County White Black Asian American 
Indian 

Hispanic/ 
Latino 

Cumberland 51.8% 38.6% 2.8% 1.8% 11.6% 

Durham 53.5% 37.8% 5.2% 0.9% 13.7% 

Johnston 79.6% 16.5% 0.9% 0.9% 13.7% 

Wake 68.4% 21.1% 7.2% 0.8% 10.2% 

NC 70.8% 22.2% 3.1% 1.6% 9.5% 

Will not equal 100% due to more than one race being reported. 
Source: US Census Bureau, 2018 QuickFacts 

Age and Sex 
Compared to NC and US averages, all Alliance counties have above average proportions of 
children under 5 years of age, and a lower than average population over the age of 65. This 
may reflect the results of in-migration of younger residents. The median ages for each county 
show an upward trend, consistent with national demographic trends of an aging overall 
population. Population sex distributions for Johnston and Wake are close to the NC average, 
with Cumberland showing a higher % of males and Durham demonstrating a higher % of 
females than the NC average. 

Table 3: Age and Sex 

  County % under 5 % under 18 % 18-65 % 65+ % Female 

Cumberland 7.6% 24.7% 63.4% 11.9% 50.5% 

Durham 6.4% 20.8% 66.1% 13.1% 52.3% 

Johnston 6.4% 25.5% 61.2% 13.3% 51.0% 

Wake 6.2% 23.9% 64.5% 11.6% 51.3% 

NC 5.9% 22.2% 61.5% 16.3% 51.4% 

US 6.1% 22.4% 61.6% 16.0% 50.8% 

Source: US Census Bureau, 2018 QuickFacts 

16 
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Languages Spoken 
The primary language spoken across the Alliance area is English, followed by Spanish most 
notably in Durham and Johnston Counties where the rate exceeds 10% of the population. All 
Alliance counties exceed the state average with respect to non-English languages spoken in the 
home, with Durham and Wake showing the highest proportion of non-English speakers. For the 
population of individuals speaking a language other than English at home, Durham and 
Johnston had the highest percentages who speak English “less than very well.”    

Although the primary non-English language spoken in all counties is Spanish, it is noteworthy 
that other languages account for over 6% of the population and that there are 20 languages or 
language groups for which there are over 1,000 or more speakers in the Alliance catchment 
area. Billing data from the Alliance language line vendor for the current year indicate that most 
foreign language calls to the Call Center have been in Spanish (92%), followed by Arabic (3%), 
Vietnamese (2%) and a smaller number of calls (<10) in Portuguese, Mandarin, Russian, 
French, Nepali and Swahili. 

Table 4: Language 

County Language other than 
English spoken at home Spanish % Speaking English 

Less than “Very Well” 

Cumberland 11.6% 6.9% 30.2% 

Durham 18.9% 12.0% 46.9% 

Johnston 12.1% 10.9% 45.8% 

Wake 16.8% 8.3% 34.9% 

NC 11.4% 7.5% 40.9% 

US 21.3% 13.2% 39.9% 

Source: American Community Survey, 5-year summary files, 2006-2010 

Education 
With the exception of Johnston, all Alliance counties have higher population rates of high school 
graduates, and Wake and Durham exceed the state average high school graduation rate. Wake 
and Durham also exceed the state average for % of the population with a Bachelor’s degree of 
higher. For the high school data, the population % rate reflects the overall educational 
attainment of the adult population, which includes individuals who received an education in a 
particular county as well as those who have moved to the county. In contrast, the graduation 
rate reflects the most recent graduation rates for each county school system. 

The education rates are relevant considerations in understanding other measures, trends and 
disparities regarding socioeconomic variables such as poverty, home ownership, access to 
insurance and healthcare and social determinants of health. 
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Table 5: Education 

County % HS Graduates % Bachelor’s degree 
or higher HS Graduation Rate 

Cumberland 90.5% 24.3% 82% 

Durham 87.7% 47.3% 82% 

Johnston 85.6% 21.7% 92% 

Wake 92.5% 51.0% 89% 

NC 86.9% 29.9% 86% 

US 87.3% 30.9% 85% 

Sources: Percent of individuals age 25 years or older 2013-2017: US Census Quickfacts; HS Graduation rate: 
County Health Rankings and 4-year Cohort Graduation Rate Report, ncpublicschools.org 

Income and Poverty 
Census data indicate that economic barriers remain challenges for many individuals throughout 
the Alliance catchment area. Although all but Cumberland exceed the state average for median 
income, the per capita income for both Cumberland and Johnston counties falls below the state 
average, and all counties but Wake exceeded the state average for % in poverty, with the 
highest rates of poverty being in Cumberland County, which also had the highest rate of 
children in poverty.  Poverty data varied by racial breakdown. Consistent with overall NC 
economic disparity data, Latinx, Black and American Indian populations represented the highest 
numbers in poverty, although the relative impact on each group varied by county. 

Table 6: Income and Poverty 

County Median Income* Per Capita Income % in poverty % Children 
in Poverty 

Cumberland $44,737 $23,627 18.6% 26.2% 

Durham $56,393 $33,151 15.7% 24.1% 

Johnston $54,610 $24,872 15.1% 21.0% 

Wake $73,577 $37,315 8.9% 13.2% 

NC $50,320 $28,123 14.7% 22.6% 

US $57,652 $31,177 12.3% 20.0% 

*Median household income in 2017 dollars, 2013-2017
Source: US Census Bureau, 2013-2017 American Community Survey 5-year estimates
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Table 7: Poverty by Race/Ethnicity 

Cumberland Durham Johnston Wake NC 

Black 24.1% 21.8% 18.7% 10.8% 24.9% 
White 12.8% 7.6% 9.2% 5.9% 11.1% 
Latinx 19.6% 29.3% 35.2% 24.9% 30.1% 
Asian 10.5% 19.3% 4.6% 9.7% 12.7% 

American Indian 27.4% 13.5% 29.8% 11.9% 26.2% 
Source: County economic snapshots, NC Justice Center, www.ncjustice.org/publications/county-economic-
snapshots-2019/ 

Health Insurance 
The highest rates of uninsured for individuals under 65 are in Johnston and Durham counties, 
both of which exceeded the state average. All counties but Wake exceeded the US average for 
% of the population without insurance. Counties varied significantly with respect to the size of 
the population receiving Medicaid and CHIP benefits, from a low of 13.4% in Wake to a 
population almost twice as large of 26.7% in Cumberland. 

Table 8: Health Insurance 

County Population under 65 
without health insurance 

Medicaid and 
CHIP enrollees 

Cumberland 10.8% 26.7% 

Durham 13.4% 18.8% 

Johnston 14.0% 21.9% 

Wake 10.0% 13.4% 

NC 12.6% 21.2% 

US 10.2% n/a 

Source: US Census Bureau, 2018 QuickFacts 

Veterans, Military Members and their Families 
The Alliance catchment area includes several important resources for active military, veterans 
and their families, including the Fort Bragg military installations, VA Hospitals in Fayetteville and 
Durham, Reserve Command and local units, and NC National Guard units. An estimated 
138,149 veterans live in the Alliance catchment area, according to the most recent NC Veterans 
Annual Report (2015), with the following distributions by county: 

• Wake 59,109
• Cumberland 49,239
• Durham 15,700
• Johnston 14,101

http://www.ncjustice.org/publications/county-economic-snapshots-2019/
http://www.ncjustice.org/publications/county-economic-snapshots-2019/
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The largest concentration per capita is in Cumberland County, with approximately 13% of its 
residents having served in the military, compared to the NC state average of 6.7%. Alliance 
works closely with community stakeholders, providers, military and veterans organizations and 
all levels of government to promote effective and accessible care for military, veterans and 
family members. Alliance has developed a FY 2016/17 Veterans Plan that provides additional 
information about current and planned initiatives to improve services for the military/veterans 
population. This document as well as other veterans resources are available at 
AllianceHealthPlan.org/consumers-families/veterans-resources/. 

Disabilities 
Alliance catchment counties vary considerably in regard to rates of disability, with relatively low 
rates in Wake and Durham and higher than state average rates in Johnston and Cumberland.  

Table 9: Disabilities 

County Disability Hearing Vision Cognitive Ambulatory Self-
Care 

Independent 
Living 

Cumberland 12.8% 3.8% 3.6% 7.6% 10.4% 3.1% 6.7% 

Durham 7.3% 2.7% 2.6% 5.0% 6.9% 2.8% 5.0% 

Johnston 10.5% 3.0% 2.5% 5.8% 9.7% 2.1% 6.2% 

Wake 5.8% 2.4% 1.7% 3.3% 4.2% 1.5% 3.6% 

NC 9.6% 3.8% 2.6% 5.4% 7.6% 2.7% 6.0% 

US 8.7% 3.6% 2.4% 5.1% 6.9% 2.6% 5.8% 

Source: US Census Bureau, 2013-2017 American Community Survey 5-year estimates 

Criminal Justice 
Alliance Health works collaboratively with local, State and Federal correctional systems to 
coordinate care for individuals who are being discharged from each system. Numerous studies 
find high rates of behavioral health conditions among individuals who are involved with the 
criminal justice system, and collaborative efforts between these systems and LME-MCOs are 
important opportunities to improve engagement in post-release care and to prevent adverse 
outcomes such as overdose, hospitalization and reincarceration.  Table 10 summarizes the 
prevalence of Alliance catchment residents within the NC state correctional system. While the 
rank order of county data  for individuals involved in the correctional system are consistent with 
the relative populations of each county, Cumberland has the highest percentage of the 
population in prison(42 per 10,000), followed by Durham (35 per 10K), Johnston (30 per 10K) 
and Wake (20 per 10K). Counties follow the same rank order with respect to relative 
involvement in the community corrections system. 

https://www.alliancebhc.org/consumers-families/veterans-resources/
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Table 10: People who are in Jails or Prisons 

County Prison Community 
Corrections Probation Parole 

Cumberland 1,391 (3.82%) 2,886 (3.05%) 2,360 (2.87%) 598 (3.95%) 

Durham 1,094 (3.01%) 2,268 (2.39%) 1,892 (2.30%) 435 (2.87%) 

Johnston 589 (1.62%) 1,292 (1.36%) 1,075 (1.31%) 244 (1.61%) 

Wake 2,235 (6.14%) 5,638 (5.95%) 4.725 (5.75%) 1,065 (7.04%) 

TOTAL 5,309 (14.6%) 12,084 (12.8%) 10,052 (12.2%) 2,342 (15.5%) 

Source: North Carolina Department of Public Safety, custom offender report www.ncdps.gov 

Similar to the pattern observed for adults, counties vary with respect to rates of youth 
involvement with the juvenile justice system.  As with adults, Cumberland County has the 
highest rate of involvement for three of four categories of juvenile justice involvement, while 
Johnston had the highest rate for the fourth, the Detention Admission Rate. For the category of 
‘undisciplined rate,’ all counties were below the NC average, and for the ‘delinquent rate’ 
category, only Cumberland exceeded the state average. On the admission rates for detention 
and Youth Development Centers, however, all but Wake exceeded the average state admission 
rates. 

Table 11: Youth in Juvenile Justice System 

County Undisciplined Rate Delinquent Rate Detention 
Admission Rate 

YDC Commitment 
Rate 

Cumberland 0.52 20.65 3.48 0.71 

Durham 0.26 9.87 1.9 0.46 

Johnston 0.31 8.95 6.7 0.55 

Wake 0.42 6.7 0.55 0.03 

NC 1.45 16.18 1.46 0.18 

Source: NC Department of Public Safety, 2018 County Databook, https://www.ncdps.gov/documents/2018-county-
databook 

Undisciplined rate: per 1,000, ages 6-17 
Delinquent rate: per 1,000, ages 6-15 
Detention admission rate: per 1,000, ages 6-17 
YDC Commitment rate: per 1,000 youth ages 10-17 

Homeless Population and Housing Instability 
Three of the four Alliance counties have higher rates of homelessness than the surrounding 
region, and rates of homelessness in Alliance counties were highest in Cumberland, followed by 
Durham, Wake and Johnston, based on the 2018 North Carolina Point-in-Time Count of People 
Experiencing Homelessness. The 2018 PIT count showed a 3.4% increase in homelessness 

http://www.ncdps.gov/
https://www.ncdps.gov/documents/2018-county-databook
https://www.ncdps.gov/documents/2018-county-databook
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compared to 2017, but North Carolina’s overall rate of homelessness has declined by 24% 
since 2010.  

Table 12: Homelessness 

Continuum of Care Ave. # homeless # Homeless per 10,000 

Fayetteville / Cumberland 372 11.2 

Durham City and County 338 10.8 

Johnston 27* n/a 

Raleigh/Wake 983 9.2 

NC 9,268 9 

National Alliance to End Homelessness, https://endhomelessness.org 
*based on 2018 Point-in-Time County from NC Balance of State Continuum of Care

One contributing factor to housing instability is the cost of renting and home ownership. The 
following data show an increased housing cost burden, rate of severe housing problems and 
rate of eviction for Cumberland and Durham counties in comparison to the NC average, while 
rent burden is highest in Johnston and Cumberland counties. Affordable housing is consistently 
reported to be a significant barrier for many Alliance members, and Alliance is taking numerous 
actions to address this critical social determinant of health. 

Table 13: Affordable Housing 

Cumberland Durham Johnston Wake NC 

Rent burden 30.5% 29.9% 31.9% 28.5% 30.3% 
People paying more than   

30% of income toward rent 52.0% 48.4% 50.8% 44.4% 48.7% 

Fair market rent for a 
two-bedroom unit $819 $990 $1,026 $1,026 $850 

Severe housing cost burden 16% 15% 11% 11% 14% 

Severe housing problems 16% 18% 15% 14% 16% 

Eviction filing rate 14.0% 17.9% 7.4% 10.1% 10.9% 

Eviction rate 7.0% 5.1% 4.2% 3.3% 4.6% 
Sources:NC Justice Center County economic snapshots ,www.ncjustice.org/publications/county-economic-
snapshots-2019/; Eviction Lab: 2016 eviction statistics, https://evictionlab.org,    
Robert Wood Johnson Foundation, County Health Rankings, www.countyhealthrankings.org 

https://endhomelessness.org/
http://www.ncjustice.org/publications/county-economic-snapshots-2019/
http://www.ncjustice.org/publications/county-economic-snapshots-2019/
https://evictionlab.org/
http://www.countyhealthrankings.org/
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People Who are LGBTQ 
According to the UCLA School of Law Williams Institute, 4.0% of North Carolina residents 
identify as LGBTQ.  Additional demographic information about the LGBTQ population for North 
Carolina are as follows: 

• Gender: 61% female, 39% male
• Average age: 36.3 (compared to average non-LGBT age of 48.3)
• % with income < 24,000: 30%
• % with children: 26%
• Race/ethnicity:

o 58% White
o 22% Black
o 11% Latino/a
o 6% more than one race

Compared to non-LGBTQ persons, LGBTQ residents have a higher rate of unemployment (8% 
compared to 6%) and food insecurity (29% compared to 16%), as well as lower rates of 
insurance (21% uninsured compared to 14% for non-LGBTQ) and lower income.  

Since most national and state surveys do not ask questions about sexual orientation and gender 
identify, it is difficult to estimate the number of LGBTQ individuals for specific counties or to 
obtain more detailed demographic and health information.  Research studies suggest that many 
LGBTQ individuals face health disparities associated with societal stigma, discrimination, social 
isolation, and trauma due to experiences of violence and victimization. These factors may 
contribute to adverse health outcomes and barriers to accessing healthcare and social supports.  

Sources: Williams Institute, https://williamsinstitute.law.ucla.edu, Office of Disease Prevention and Health Promotion, 
www.healthypeople.gov/2020/topics-objectives/topic/lesbian-gay-bisexual-and-transgender-health  

Traumatic Brain Injuries 
Alliance Health is currently the sole LME-MCO in North Carolina to be implementing services 
for traumatic brain injuries through a Medicaid waiver. In the past year, we have taken many 
steps to identify individuals with traumatic brain injuries (TBI) in the Alliance catchment area, 
and currently have received 97 phone calls and have 40 individuals on the active registry. 
These individuals are proceeding with the diagnostic evaluation and level of care process 
necessary to obtain a TBI waiver slot. However, we know that this is an undercount, and we 
are in the process of raising awareness of TBI through community outreach efforts, partnership 
with DHB, BIANC. We are also working with providers to educate them about identification of 
individuals with prior TBI, and will continue efforts to raise awareness of traumatic brain injuries, 
improve network capacity to provide effective and accessible services, and identify individuals 
who may qualify for services. 

Pregnant Women with Substance Use Disorders 
Perinatal substance use is recognized as a global health problem, and epidemiological surveys 
show that, although many women quit or reduce substance use during pregnancy, a significant 

https://williamsinstitute.law.ucla.edu/
http://www.healthypeople.gov/2020/topics-objectives/topic/lesbian-gay-bisexual-and-transgender-health
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number continue to use tobacco, alcohol, cannabis, stimulants, opiates and other substances 
throughout their pregnancy, contributing to negative outcomes for both mother and child.  
Current prevalence data are limited, and there are barriers to self-reporting of substance use 
such as stigma and criminalization of SUD that may lead to attenuation of community estimates. 
Available data suggest that rates of opioid use in pregnancy have been increasing, and Alliance 
has been working with our provider network to increase availability of services for pregnant 
women that include evidence-based treatment of opioid use disorder for pregnant women. 
Available services include outpatient perinatal/maternal services, Medication Assisted 
Treatment programs, and specialized residential services for women and their children. 

Health Outcomes and Disparities 
Alliance counties vary significantly with respect to health outcomes, and population health data 
reveals higher needs for health care improvements, particularly in Cumberland County. 
Although all counties were found to be below state and national averages on specific health 
outcomes domains, Cumberland demonstrated the most significant health disparities, followed 
by Johnston and Durham. Wake was rated the highest overall in the state for health outcomes. 

Research has demonstrated significant health disparities for individuals with mental illness, 
substance use and intellectual and developmental disabilities, and growing evidence indicates 
that shortened lifespans are primarily associated with chronic health conditions, health 
behaviors, substance use and limited access to appropriate medical care. Both the 
demographic data and research evidence support an increased emphasis on integrated 
behavioral health/medical care and strategies to address social determinants of health. 

Additional health data for each county are available in Appendix A. 

II. Access Barriers and Service Gaps for Specific Populations

Feedback about access barriers and populations that are considered to be underserved was 
obtained through the online survey of consumers, stakeholders, providers and staff.  Survey 
respondents identified the following barriers to accessing care that affect a broad range of 
populations and demographic groups: 

• Lack of reliable transportation to appointments
• Lack of insurance (uninsured and underinsured)
• Homeless/housing issues
• Limited information about how to obtain services
• Availability of qualified staff
• Cost of medication
• Limited service quality and choice
• Long waits for appointments
• Language barriers
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Each of the identified barriers for 2019 have been high priorities in past years, suggesting that 
the following areas remain persistent challenges to engagement in care: 

Table 14: Multi-Year Trends in Reported Access Barriers 

2019 2018 2017 2016 

Limited transportation 1 Yes Yes Yes 

Lack of funding / insurance coverage 2 Yes Yes Yes 

Access to safe and affordable housing 3 Yes Yes Yes 

Services not available nearby 4 Yes Yes Yes 

Limited information about how to access services 5 Yes Yes Yes 

Shortage of qualified direct care workers 6 Yes Yes 

Cost of medication for uninsured 7 Yes Yes Yes 

Stakeholders also identified the following groups as being underserved populations that face 
more significant challenges in accessing care: 

• People who are dually diagnosed (IDD/MI, SUD/MI or SUD/IDD)
• Individuals with IDD who are not on Innovations waiver
• People with Traumatic Brain Injuries
• People who are court-involved or in jails/prisons
• Complex/co-occurring medical
• Youth in the juvenile justice system
• Veterans, military members and families

As demonstrated above for barriers, survey results have yielded consistent results for 
underserved populations, as shown in Table 15. 

Table 15: Multi-Year Trends in Reported Underserved Populations 

Underserved Population 2019 2018 2017 2016 

Dually Diagnosed (IDD/MI, SUD/MI or SUD/IDD) 1 Yes Yes Yes 

IDD on Innovations waiver waitlist 2 Yes Yes Yes 

Traumatic Brain Injuries 3 Yes Yes 
Justice system involvement (including individuals 

being discharged from jails and prisons) 4 Yes Yes 

Complex or chronic medical problems 5 Yes Yes Yes 

Youth in juvenile justice system 6 Yes Yes 

Veterans/military 7 Yes Yes 
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In addition to barriers experienced by multiple populations, those identified as underserved face 
additional population-specific barriers. For example: 

People who are dually diagnosed often face challenges such as lack of provider training, 
expertise and capacity to serve dually diagnosed individuals as well as system level barriers tied 
to funding streams and service eligibility. Alliance’s new Care Team Model is designed to begin 
addressing some of these challenges.  

Individuals with IDD who are on Innovations Waiver waitlist report challenges due to limited 
waiver funding as well as limited state funding to serve individuals on the waitlist. Additional 
challenges for many in the IDD population include limited availability of specialized services and 
lack of qualified staff for authorized services.  

People with Traumatic Brain Injuries face limited resource availability, lack of specialized 
expertise and provider training, difficulty navigating system of care, and limited funding for 
uninsured. Other challenges are described in the next section on TBI. 

People who are court-involved or in jails/prisons have multiple barriers to obtaining care, 
including limited access to behavioral healthcare within correctional settings, difficulty 
coordinating aftercare arrangements, and barriers to employment and housing due to criminal 
records. 

Individuals with complex/co-occurring medical problems often face challenges in 
navigating the healthcare system, difficulty accessing specialized medical and behavioral health 
expertise, difficulty with transportation and limited access to healthcare for uninsured. The new 
Care Team Model is designed to help address many of these challenges.  

Veterans may face barriers accessing care for those without VA healthcare benefits and 
sometimes report gaps in services or difficulty finding specialized care. 

Traumatic Brain Injury    
The following section provides a more detailed overview of a specific underserved population, 
individuals with Traumatic Brain Injuries. This section provides additional details about 
identification of individuals with TBI, services and supports available for those who are 
identified, challenges faced in providing services, service gaps, and efforts under way to 
improve service accessibility, outcomes and member satisfaction. 

Identification of individuals with TBI 
As the sole North Carolina recipient of TBI waiver funding, Alliance Health is in the process of 
implementing network expansion and member outreach efforts to improve access to care for 
individuals with traumatic brain injuries. Individuals with TBI are identified through a combination 
of outreach efforts and a screening and referral process.  Individuals who self-identify as having 
a TBI initiate contact through the Access Center, which operates 24 hours per day, 7 days per 
week. Individuals are then screened using the Ohio State University TBI pre-screening tool, 
which is a standardized procedure for eliciting a person’s lifetime history of injury, including 
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brain injury, via a 3-5 minute structured interview.  Individuals who are identified through the 
pre-screen questions are referred for a full screening that is completed by the TBI Access 
Coordinator, a position on the newly developed TBI Care Coordination team. Further evaluation 
may be recommended as well as consultation with a Neuro-Resource Facilitator from the Brain 
Injury Association of NC (BIANC). 

TBI Services and Supports 
Alliance has conducted extensive analysis of service data to begin identifying individuals with 
traumatic brain injuries. This analysis has found that individuals with TBIs are accessing and 
needing a wide range of services, similar in breadth to those who are categorized in Mental 
Health, Substance Use Disorder or Intellectual/Developmental Disabilities populations. 
Individuals with TBIs also routinely access other community systems of care and supports, 
including Veterans Administration medical services, privately funded healthcare, non-Medicaid 
provider networks (e.g., providers of neurobehavioral care who do not accept Medicaid), 
housing and homelessness services, medical care, primary and specialty care, crisis care 
providers, state-run hospitals and facilities, Skilled Nursing Facilities and healthcare services for 
uninsured (e.g., FQHCs). In addition, individuals with TBIs may be at higher risk of correctional 
system involvement. 

Challenges in Service Provision: 
In addition to common challenges associated with behavioral health service provision as 
described elsewhere in this document, service providers for traumatic brain injuries face 
numerous challenges that are specific to the population served.  Several commonly cited 
challenges are lack of specialized services, limited provider understanding of TBIs, service 
system fragmentation, lack of natural supports for TBIs, and lack of competitive public sector 
service rates.  With regard to the latter, there are challenges in access limited specialized 
expertise when private sector rates may attract professionals to limit their availability to public 
sector members. Cognitive impairment including memory problems and executive functioning 
challenges of members may also result in difficulty attending appointments, decreased 
medication adherence, and increased risk of subsequent brain injury from being in at-risk 
environments. 

Gaps and Needs of this Population 
As noted elsewhere in this report, commonly reported gaps for individuals with TBIs include 
provider training on TBI, access to healthcare for non-Medicaid eligible; complexity of 
coordination of benefits, challenges in maintaining housing, barriers to qualifying for Medicaid, 
economic challenges (e.g., spend downs to qualify for benefits), and lack of neurobehavioral 
level of care in NC for Medicaid.  Members and families also identified gaps such as housing 
and housing supports, assistance with transportation challenges, residential treatment options 
and programs that support development of life skills, recovery and independent living  

Member and Family Satisfaction 
Current member and family satisfaction surveys have not focused sufficiently on the TBI 
population to enable analysis of satisfaction data.  This is an important area for future 
development, and Alliance will be working with members and family, providers and stakeholders 
to develop ways to evaluate and respond to member and family satisfaction information. 
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TBI-Specific Training 
As a TBI waiver site, Alliance Health has worked closely with the Brain Injury Association of NC 
(BIANC) to develop in-person training events, an on-line training library, and fact sheets for 
publication on the Alliance website. On-line trainings are available on theCce website at .  
AllianceHealthPlan.academy.reliaslearning.com/. Training events are available for free to 
Alliance Health members, family and providers. 

III. Community Supports Related to Social Determinants of Health

There is a growing recognition of the significant role of social determinants of health such as 
poverty, transportation access, housing and food insecurity as contributors to health outcomes. 
Alliance has been developing plans for addressing social determinants of health as an LME-
MCO, and this area will remain an important are of focus in preparation for management of 
whole person care as a tailored plan.   

Available demographic data suggest variability between counties in the prevalence and impact 
of specific social determinants, with higher than NC average rates of food insecurity particularly 
in Cumberland and more significant transportation challenges in Durham, based on national 
rankings of all US counties on multiple health and demographic variables. However, information 
sources for this data source may have limited scope to fully evaluate SDOH for our members, 
so additional efforts are in process. 

Table 16: County Health Rankings on SDOH Variables 

Cumberland Durham Johnston Wake NC 

Food insecurity: % of population who lack 
adequate access to food 19% 17% 12% 13% 15% 

Limited access to healthy foods 13% 7% 2% 5% 7% 

Food environment index (measure of 
access to healthy food and food insecurity, 
ranges from low of 0 to high of 10) 

6.1 6.9 8.4 8.0 6.6 

Transportation: % of households without 
access to a vehicle 6.5% 8.2% 4.4% 4.1% 6.5% 

Source: Robert Wood Johnson Foundation, County Health Rankings, www.countyhealthrankings.org 

As one step in gaining a better understanding of the experience of our members, Alliance care 
coordinators have been administering the Social Needs Assessment developed by Virginia 
Commonwealth University. We also incorporated several questions from this tool into our 
community survey to assess member and family experiences with employment, housing, 
transportation and food insecurity related barriers.  

https://alliancehealthplan.academy.reliaslearning.com/
http://www.countyhealthrankings.org/
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The Community Needs Survey also included stakeholder questions about perceived availability 
of resources in their communities to address the following social determinants of health: 

• Employment
• Food insecurity
• Housing
• Transportation

The following table provides a summary of member and family survey responses: 

Table 16: Member and Family SDOH Responses 

Member and Family Experience 
(past 12 months) 

Total 
Responses 

Yes 
Responses % Yes 

Had to eat less than you felt you should because 
you did not have enough food 78 8 10% 

Utility company shut off your service because 
you could not pay your utility bill 79 11 14% 

You were worried about not having stable housing 80 16 20% 
You needed to see a doctor but could not 

do so because of cost 80 20 25% 

You had to go without healthcare because you 
did not have a way to get to your appointment 77 7 9% 

The survey also included one additional question about transportation that asked members and 
families how often transportation was available when needed. Of the 76 respondents, 23% 
reported that transportation was either never, rarely or only sometimes available.  

Stakeholder feedback results on social determinants of health are as follows: 

Table 17: Stakeholder SDOH Responses 

% Inadequate % Inadequate 
or Limited 

% Good / 
Very Good 

Employment 15% 65% 8% 

Food Insecurity 12% 57% 13% 

Housing 32% 82% 5% 

Transportation 29% 76% 6% 

One concern regarding interpretation of these results is the low response rate for members and 
families and the potential for under-representation in the survey sample by members who are 
adversely impacted by social determinants such as housing. The responses nonetheless 
suggest that social determinants are perceived as having a significant impact, and in 
combination with other survey data and demographic data, it is clear that this area should 
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remain an area of high priority. See additional discussion and details in the Network Access 
Plan section. 
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Section Three 
Acceptability 
I. Methodology for Consumer and Family Input

The process for soliciting consumer and family feedback included the following approaches:

Consumer and Family Advisory Committee (CFAC) Feedback 
Feedback approaches included presentation and discussion at CFAC meetings, and submission 
of a CFAC summary of identified needs and gaps.  CFAC members followed up in each 
community to prepare local CFAC feedback for each county. CFAC members also helped 
inform others about the electronic survey and distributed hard copy version of the survey to 
those without internet access and those who preferred to submit a handwritten response.  

Community Survey 
Feedback was solicited through an internet-based survey using SurveyMonkey®. The survey 
included questions about access to care, barriers, populations with limited accessibility, and 
gaps in the service array. The same questions were used for all respondents, which included 
consumers and family members, stakeholders, providers and Alliance staff. The 2019 survey 
was redesigned to align with DHHS requirements and to reduce estimated completion time. 

Consumer and family respondents were also asked several additional questions regarding 
service access, communication preferences and social determinants of health. Surveys were 
administered anonymously and no identifying information was required. Survey links were 
posted on the Alliance website and were distributed to multiple member, provider and 
stakeholder e-mail lists. A request was sent to all Alliance staff requesting that links be 
forwarded to community contacts, and Alliance staff were surveyed regarding community needs 
and gaps. 

Survey questions are provided in Appendix E. 

II. Service Needs and Gaps Identified by Consumers and Family Members

The following identified gaps are applicable for multiple age and disability groups: 
• Vocational and educational services
• Accessible and comprehensive crisis continuum
• Relief for primary caretakers / Respite
• Peer Support
• Information about resources; education and outreach to members
• Outpatient treatment

The following areas were identified as service gaps that may also be categorized as service 
barriers or underserved populations and have already been included above: 
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• Housing/housing supports
• Services to address transportation challenges
• Additional service capacity to improve timely access and provide choice (including

extended hours)
• Services for uninsured
• Services for IDD on waitlist
• Availability of qualified staff
• Culturally and linguistically accessible services (primarily Spanish language and sign

language)

The following areas were identified as gaps for specific age/disability groups: 

• Adult Mental Health: Specialized services/EBPs, case management, programs that
support development of life skills, recovery and independent living (e.g., Drop-In Center,
Life Skills programs, independent living opportunities), veteran outreach by peers,
benefits counseling and assistance obtaining benefits (e.g., SOAR)

• Child Mental Health: Day Treatment, school behavioral health, affordable summer
camps, youth prevention programs, early intervention services.

• Adult and Child I/DD: services for individuals with autism spectrum diagnosis, services
to maintain equipment (e.g., wheelchairs, lifts), speech therapy

• Substance Use Disorders: Broader array of SUD services, programs that support
recovery, youth prevention programs

• Traumatic Brain Injuries: responses limited for this population

Additional information about consumer and family feedback is available in Appendix B. 

III. Methodology for Stakeholder Input

The process for soliciting stakeholder feedback included the following approaches: 

• Alliance Provider Advisory Committee (APAC) feedback.  Provider feedback
included discussion at APAC and All-Provider meetings as well as request for follow-up
discussion and feedback from local PAC meetings in each county.

• Community Survey. As described above, the online survey solicited responses from
consumers, family members, providers, stakeholders and staff.

• Collective feedback from community workgroups, collaboratives and committees.
Alliance staff contacted existing groups such as crisis collaboratives, System of Care
collaboratives, NAMI chapters and provider collaboratives and requested that they
distribute electronic survey links to their membership.  The electronic survey allowed
respondents to identify group affiliation when completing the surveys, enabling analysis
of group responses to survey questions.
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The list of community stakeholder input sources is provided in Appendix B.  

IV. Service Needs and Gaps Identified by Stakeholders

The following identified gaps are applicable for multiple age and disability groups: 
• Residential options/residential treatment
• Outpatient treatment
• Vocational and educational services
• Accessible and comprehensive crisis continuum
• Relief for primary caretakers/respite
• Peer support
• Information about resources; education and outreach to members
• Case management

The following areas were identified as service gaps that may also be categorized as service 
barriers or underserved populations and have already been included above: 

• Housing/housing supports
• Services to address transportation challenges
• Additional service capacity to improve timely access and provide choice
• Services for uninsured
• Services for IDD on waitlist
• Services for dually diagnosed
• Availability of qualified staff

The following areas were identified as gaps for specific age/disability groups: 

• Adult Mental Health: Specialized services/EBPs, programs that support development of
life skills, recovery and independent living (e.g., Drop-In Center, Life Skills programs,
independent living opportunities), veteran outreach by peers, enhanced services,

• Child Mental Health: Day Treatment, school behavioral health, affordable summer
camps, youth prevention programs, early intervention services, Specialized
services/EBPs, youth peer supports Service gaps for uninsured children include Child
and Adolescent Day Treatment, adolescent SUD treatment, and residential treatment
(including lack of providers for Residential Treatment Level 2).

• Adult and Child I/DD: services for individuals with autism spectrum diagnosis, services
to maintain equipment (e.g., wheelchairs, lifts), speech therapy, enhanced services,
development and implementation of behavior plans (Specialized Consultative Services)

• Substance Use Disorders: Broader array of SUD services, programs that support
recovery, youth prevention programs, enhanced services, Specialized services/EBPs

• Traumatic Brain Injuries: housing and housing supports, assistance with transportation
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challenges, residential treatment options and programs that support development of life 
skills, recovery and independent living 

Additional information about consumer and family feedback is available in Appendix B. 

V. Service Needs and Gaps Identified by State Survey Respondents

Additional consumer and family survey input was obtained through the following State surveys: 

• 2018 Child Experience of Care and Health Outcomes (Child Medicaid ECHO Report):
consumer satisfaction survey administered by NC Division of Medical Assistance (DMA)
and the Carolinas Center for Medical Excellence (CCME).

• 2018 Adult Experience of Care and Health Outcomes (Adult Medicaid ECHO Report):
adult version of the consumer satisfaction survey described above

• 2018 Mental Health and Substance Use Services Consumer Perception of Care Report:
annual assessment of consumer satisfaction and perceptions of quality and outcomes of
publicly funded Mental Health (MH) and Substance Use (SU) services.  The main
component of the survey is the nationally standardized Mental Health Statistical
Improvement Project (MHSIP) survey.

• 2018 National Core Indicators survey: annual survey of individuals with intellectual and
developmental disabilities, in collaboration with the National Association of State
Directors of Developmental Disabilities Services (NASDDDS) and the Human Service
Research Institute (HSRI).

Alliance has reviewed each survey through its Continuous Quality Improvement committees and 
has identified areas for improvement that align with other priorities listed above.  Specific priority 
areas identified through review of these surveys include: 

• Development of recovery-oriented and person-centered service array, including
member-run programs

• Increased information about services, system navigation, available treatment options,
member rights and options for reporting complaints, both from Alliance and providers

• Improved helpfulness of website for members and families
• Social connectedness, e.g., availability of social supports, friends, and perception of

social inclusion

See Appendix E for a more comprehensive analysis of survey results. Each of these 
priority areas has been incorporated into the FY20 Network Access Plan described in Section 
Five.   
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Section Four 
Special Populations 
The following section provides an update on Alliance activities regarding two statewide 
initiatives that are the result of legal settlements: Transitions to Community Living Initiative 
(TCLI) and Children with Complex Needs. For each topic, answers are provided to specific 
questions from DHHS about the overall status of Alliance activities, the sufficiency of our service 
array, gaps and needs, obstacles and barriers encountered, and actions being taken.   

I. Transitions to Community Living Initiative (TCLI)

A. Community-Based Supportive Housing Slots
The following summarizes service gaps, obstacles, and recent activities and projects for
the primary TCLI requirements for Community-Based Housing:

• Identification and Engagement of Eligible Individuals
We have experienced a large volume of individuals being referred for Diversion
screenings since RSVP came online in November of 2018.  At this time In-Reach
Specialists caseloads are at capacity so there is barrier to assign individuals who
have been identified eligible to In-Reach.

• Transition of Individuals to Ccommunity-based Supported Housing
Housing availability is extremely limited in Wake/Durham counties. Access to
“targeted units” is difficult due to the lack of a real-time inventory availability. While
we have made tremendous strides in accessing private units through the TCL
Voucher, we are at capacity with current vendors. In FY18 Alliance started a
Landlord Incentive program that provided private landlords with incentive payments
upon new leases and renewals for TCL participants. Funding was not approved to
continue these incentives and it ended in FY19. Landlord risk-mitigation resources
also assisted with the recruitment of new landlords. Our other challenge is the dual
responsibilities of the transition coordination staff. They are faced with the challenge
of balancing new moves and rehousing individuals who have separated from housing
– especially those evicted from their units due to lease violations.  Also, with the
increased referrals due to RSVP implementation in November 2019, Transition
Coordinator caseloads are also at capacity. This delays some individuals with getting
connected to Transition Coordinators and moving into the community.

• Transition of Individuals Within 90 Days of Assignment
Currently Transition Coordinators a backlog of individuals who are past the 90 day
benchmark, each one housed will count towards the denominator, but not the
numerator for this measure. Certain individuals have housing requirements that can
take longer to accommodate, properties that meet such unique criteria may be more
difficult to identify.
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• Support of Individuals’ Housing Tenure and Ability to Maintain Supportive
Community-based Housing
Alliance Transition/Care Coordination is required (per DMH/DMA contracts) for 90
days post-transition. The TCL and Care Coordination team steps back and the
expectation is that ongoing support services are delivered by provider agencies.
However, this presents many challenges and as of late we are experiencing an
increase in the number of housing separations. The TCL Team needs staff capacity
to provide ongoing support and monitoring of the contracted TCL providers as it
relates to tenancy supports in housing, negotiating and troubleshooting issues with
landlords, and rehousing individuals. Alliance TCL staff also routinely have to check
in with providers to get updates on members and there are usually tenancy issues
that have been occurring unbeknownst to us. Ideally, Alliance TCL staff should be
informed immediately when serious tenancy issues are occurring so we can assist
the member or the provider, or intervene with the landlord. Just getting updates and
concerns about members from providers has been a recurring challenge for Alliance
TCL staff. Having a post transition team would create the staff capacity to do this
kind of monitoring and provide better ongoing technical assistance to the providers.

B. IPS-Supported Employment
• Network capacity of IPS-SE services

Alliance contracts with seven teams through five IPS-SE Supported Employment
providers, including three providers located in Wake County and one provider
each in Cumberland and Johnston counties. Teams are distributed to cover all
Alliance counties, and several teams cover multiple counties. Of the seven
teams, three cover Wake, two cover Johnston, two cover Cumberland, and two
cover Durham. There is a sufficient number of providers for current service need.
Our ability to continue to increase the number of individuals served will be
dependent on both the ability to add teams as well as increasing funding of
services. Of the seven current teams, only one has a waitlist, so the remaining
six teams are open to new referrals.  Additional gaps or barriers continue to
revolve around insufficient rates or reimbursement for licensed clinicians to
attend meetings, availability of benefits counselors and the availability of funding
to  increase rates to support adding benefits counselors to IPS teams, inability for
IPS to bill for outreach in adult care homes, and high turn-over rates on IPS
Teams. Due to state funding limitations for this service, we have limited new
authorization of services to only those individuals meeting the in/at-risk priority
population.  We were able to convert some non-UCR allocations towards this
service and have requested to reallocate some additional funds.  his will support
the provision of the service for the remainder of FY19. It will not support the
higher recommended rates that accompanied the new service definition and
team requirements or opening eligibility back to include non-in/at risk individuals.
Due to the uncertainty of the FY20 allocation, there is a concern about the
sustainability of increasing rates and expanding eligibility.
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36 69 58 36 32 22 37 

Fidelity Fair Fair Fair Fair Fair Good Fair 

When we look at additional capacity of our IPS teams, we know that all of our 
teams except for CPI are continuing to take referrals. As noted in the IPS fidelity 
model as well as the service definition, Employment Support Professionals 
(ESP’s) have the ability to carry a caseload of 25 people.  We are also able to 
note that each team has grown beyond the minimum team size which confirms 
that our providers are willing to expand teams to meet referral numbers if 
necessary.     

CPI was able to fill their IPS Team Lead position and add a staff member this 
fiscal year. Individuals on the waiting list/interest list are told approximate wait 
times and informed of other agencies that provide IPS-SE. Factors that 
contribute to having an interest list:  needing all appropriate documentation for 
eligibility, training new staff, locating individuals who’ve been referred for 
services. They are also prioritizing any TCL referrals. 

• Engagement and Referral of TCLI Priority Population
Alliance has increased the number of individuals newly enrolled in IPS-SE that
meet the in/at risk of ACH  over the past couple of years. Our primary focus this
year has been increasing the number of TCLI eligible individuals (all phases – In-
Reach, Transition, Post-Transition) among the number of in/at-risk individuals
newly served. As mentioned previously, communications with DMH have resulted
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in the conversion of funds to apply to this service.  It is also anticipated that our 
recent request for additional fund conversion will take place to sustain the 
services for completion of FY19.  Additionally, information was shared about 
what would be required in order to increase rates and maintain sustainability 
moving forward.  

As of 4/30/2019, it appears we had newly served 40 individuals who met in/at risk 
criteria; the goal set by DMH for this fiscal year is 60. If outreach to individuals 
were billable, that might assist with increasing the number of individuals meeting 
in/at risk criteria who receive the service.  

We are hopeful that more of our IPS-SE providers will reach “good” fidelity. We 
only have one of seven teams in this category – the others are in the “fair” fidelity 
category (while several are close to ‘good’). This increase in fidelity will result in a 
higher reimbursement rate for the providers which will make the service more 
sustainable for their agencies. With additional funding, the agencies may be able 
to reach a higher fidelity level. As mentioned above, if IPS teams were able to bill 
for meeting with individuals to discuss IPS prior to authorization, it would be 
beneficial. Recent, or ongoing, activities to increase referral of TCLI population 
include: 

o Ongoing monthly IPS Collaborative. Members from the TCL team
continue to attend the collaborative and invitations are also extended to
the TMS providers to link more TCL individuals with IPS services and
providers.

o Continued use of a  TCL Referral form to identify TCL members as part of
the priority population for providers.

o Additional trainings to In-Reach staff was provided on IPS-SE
o Monthly reminders to IPS-SE providers to update in/at risk checklists with

additional or new information that might demonstrate an individual meets
in/at risk of ACH criteria.

C. Community-Based Mental Health Services
The following summarizes the array, intensity and sufficiency of community-based
mental health services provided to individuals living in supportive housing, as
indicated by individuals’ ability to obtain and maintain stable housing and by other
personal outcomes indicative of greater integration in the community.

At the end of December 2018 there were 246 individuals living in supportive housing,
while there are well over 1000 individuals in the In-Reach phase and about 80 in
transition.

Not all of the requested information for individuals living in supportive housing is readily
available or currently tracked or requested. TCLI follows the individual for the first 90
days the individual is in housing, but we do not have a “post-transition” team. The
provider agencies are responsible for providing tenancy support and behavioral health



NETWORK ADEQUACY AND ACCESSIBILITY ANALYSIS 39 

services once the individual moves in to their own place. Please let us know if we 
should be collecting certain types of data. 

• Hospital, Adult Care Home, or Inpatient Psychiatric Facility Admissions
If an individual living in supportive housing enters an adult care home they would
not be counted as being in housing. In addition, we do not track inpatient
psychiatric and hospital admissions for this population. We could search paid
claims but we do not have a modifier to identify which stage of TCLI a person is
in.

• Use of Crisis Beds and Community Hospital Admissions
While this is not something we track specifically to TCLI, however we were able
to obtain a report and identified 71 individuals in housing who utilized mobile
crisis and facility-based crisis from July 1, 2018-April 30, 2019. We do not have
data readily available for community hospital admissions for this subset of
individuals living in supportive housing.

• Emergency Room Visits
This report is not one that is currently generated as our identifier is TCLI for all
individuals eligible for the settlement. If this is an area that should be compiled,
we will start making arrangements with claims. Without post-transition
coordination we have no ability to keep track of the information on a real-time
basis.

• Incidents of Harm
Again, we do collect this information. There are many incidents of harm that
occur with TCLI individuals in housing. We are only informed directly by the
providers if there is an incident report that must be submitted to the LME-MCO.

• Time Spent in Congregate Day Programming
Based on our individual records, there are 11 individuals in housing who are
receiving PSR. It should be noted that approximately half of TCLI individuals in
housing receive ACT services and are ineligible to receive other behavioral
health services. In addition, PSR should be focusing on psychosocial
rehabilitation rather than day programming.

• Employment
Detailed information about IPS-SE at Alliance and our network providers is
available as we track and report the information to DHHS monthly for the state’s
TCLI Dashboard. We have had 115 individuals  newly enrolled in the IPS-SE
service from July 1, 2019-April 30, 2019. Of these, 34% (39) met the criteria for
being in or at-risk of entry to an adult care home as outlined in the Settlement
Agreement. Our efforts to connect TCLI individuals to IPS-SE continues to be a
challenge. Based on claims data twenty five TCLI members received IPS-SE
during this same timeframe.
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• School Attendance/Enrollment
Information is not reported or tracked by Alliance.

• Engagement in Community Life
We had experts from Temple University and UNC Center for Excellence provide
a 1½ day training for ACT and TMS providers focused on Community Inclusion.
The half day was for Provider Agency Leadership and Team Leads and the full
day targeted the Team leads as well as other Team Members.  This was to jump-
start the Community Inclusion Initiative.  This initiative includes the
implementation of value based payments for providers increasing Community
Inclusion with individuals living in the community who are identified as TCL.
Another component of this Initiative includes opportunities for ongoing coaching
and technical assistance from both Temple University and UNC Center for
Excellence.  More specific information about the outcome of this initiative will be
available after May 2019.

This section also addresses service needs and gaps, obstacles and barriers, and actions 
taken to address identified gaps and barriers. 

Sufficiency of Service Array 

• IPS-SE – there is a sufficient number of providers for current services need. Eligibility
for state-funded IPS-SE has been limited to those who meet in/at risk criteria due to
limited funding.

• ACT – there is a sufficient number of providers – however there is a need for an
increased focus on tenancy and employment supports for individuals receiving
service.  Also, due to limited state funds there is a reduction in service capacity for
members who do not receive Medicaid. Although there have been a high number of
screenings completed through RSVP, it is still unclear with its recent implementation
how capacity of the network will be impacted.

• Peer Support – Alliance has a robust provider network with plenty of capacity.
However, we appear to be underutilizing this service with our TCLI population. TMS
– Two agencies (Easter Seals/UCP and B&D) had one team each throughout FY18.
In order to meet service definition requirements each agency expanded to two teams
as of July 1, 2018.  One provider is growing a 3rd team.  Both providers are hiring
new staff in order to accept our increasing number of referrals as well as due to
turnover. With the uncertainty of this service due to the pending CST policy changes,
the providers are very concerned about any new hiring/expansion.  It was projected
that the original allocation for FY19 TMS would not support the current utilization.

Service Gaps, Obstacles and Actions Taken to Resolve Them 
The primary service gaps for the TCLI population are community engagement, natural 
supports development, and choice in daily living. While provision of behavioral health and 
tenancy focused services is essential, these services do not fully address all of the needs an 
individual has in order to be engaged in the community. For this reason, we had experts 



NETWORK ADEQUACY AND ACCESSIBILITY ANALYSIS 41 

from Temple University and UNC Center for Excellence provide a 1½ day training for ACT 
and TMS providers focused on Community Inclusion. The half day was for Provider Agency 
Leadership and Team Leads and the full day targeted the Team leads as well as other 
Team Members. This was to jump-start the Community Inclusion Initiative.  This initiative 
includes the implementation of value based payments for providers increasing Community 
Inclusion with individuals living in the community who are identified as TCL. Another 
component of this Initiative includes opportunities for ongoing coaching and technical 
assistance from both Temple University and UNC Center for Excellence. During the 
Community Inclusion Initiative, ACT and TMS teams also are able to apply for financial 
assistance from First in Families to aid individuals in their pursuit of community inclusion 
activities.  We also continue to facilitate the ACT Collaborative monthly and have brought in 
subject matter experts to come in and present information to the teams, focusing on Whole 
Person Care as well as Medicaid Transformation. We continue to emphasize the importance 
of tenancy and employment and work with the teams to develop strategies to improve in 
these areas. When reviewing housing separations, the ACTT providers are included in this 
discussion to examine and identify contributing factors and areas of improvement.   

Our challenges are two-fold – funding and provider engagement. Adequate funding is critical 
to support our providers in the delivery of services – primarily with TMS and IPS-SE. We 
plan to develop strategies to have performance based payment for providers who are 
supporting our TCLI individuals, and we also plan to increase provider accountability.  

The expansion of TMS teams has not been extensive, in part due to the upcoming 
implementation of the revised CST service definition. Currently the TMS teams are 
continuing to grow.  We now have 5 teams covering Alliance’s catchment area.  In order to 
be prepared for the increase of enrollment we requested a waiver for additional staff and 
members that can be served. The recent allocation that was received for TMS services will 
support the sustainability and level of service delivery required for the remainder of FY19.   

We are hopeful that more of our IPS-SE providers will reach “good” fidelity. We only have 
one of seven teams in this category – the others are in the “fair” fidelity category (while 
several are close to good). This increase in fidelity will result in a higher reimbursement rate 
for the providers which will make the service more sustainable for their agencies. With 
additional funding the agencies may be able to reach a higher fidelity level. 

In regard to Peer Support, the challenge will be making sure that providers are working 
collaboratively and have a clear understanding of roles. TMS has a peer support component 
and in many cases the peers are working most closely with individuals that are transitioning 
to or in supportive housing. The addition of the b3 Peer Support service can be duplicative 
without clarification – TMS peers focus primarily on tenancy and b3 service peers focus 
primarily on recovery. The work often crosses over. By providing additional education for 
both providers we can reduce role confusion and hopefully offer b3 Peer Support to more 
TCLI individuals. 
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Additional steps taken to address service-specific gaps include: 

• IPS-SE – As mentioned before, we limited eligibility for state-funded IPS-SE and
converted non-UCR funds to UCR funds to help manage limited funding.   It is
understood that the IPS Teams will incur an increased expense with the new
service definition and that it is difficult to meet the new staffing requirements
without an increase in reimbursement.  We have communicated with DMH about
funding needs and issues related to sustainability.

• ACT – During FY19, we have continued to host monthly ACT Collaborative
meetings and TCL staff members attend the meetings to continue educating
providers about TCLI.  We have emphasized the importance of tenancy and
employment, and we work with the teams to develop strategies to improve in
these areas.  Alliance is working collaboratively with the ACTT Providers to
determine the best way to report and monitor meaningful data regarding
outcomes, natural supports, and engagement with members. To help with this,
providers self-reported data on contacts with individuals, percentage of
individuals who had natural supports involved, and employment for a few months
as we have worked though the best way to collect data.  For FY20, we are going
to use data collected via NC TOPPS.  Analyzing data will help us look at trends,
consider alternative methods of payment, and evaluate the impact of increased
Community Inclusion, especially as it relates to community tenure.

• Peer Support – We recently become aware of the underutilization of this service
and plan to review service eligibility of individuals receiving TMS. In addition will
be working with In-Reach staff to fully incorporate the discussion of this during
visits.

• TMS –  We had experts from Temple University and UNC Center for Excellence
provide a 1 ½ day training for ACT and TMS providers focused on Community
Inclusion.  The half day was for Provider Agency Leadership and Team Leads
and the full day targeted the Team leads as well as other Team Members.  This
was to jump-start the Community Inclusion Initiative.  This initiative includes the
implementation of value based payments for providers increasing Community
Inclusion with individuals living in the community who are identified as TCL.
Another component of this Initiative includes opportunities for ongoing coaching
and technical assistance from both Temple University and UNC Center for
Excellence.

D. Crisis Services
Alliance continues to invest significant resources to expanding the crisis continuum to
avoid unnecessary hospital utilization, incarceration and institutionalization.  Like most
other communities, ours are challenged with maintaining enough services to meet the
needs.  In each of our four counties, there is an active crisis collaborative that consists
of hospitals, community partners, law enforcement, and crisis facilities and service
providers who regularly gather to discuss and address challenges in our crisis
continuum.  We work together to identify needs and how to meet those needs. The
current crisis continuum is organized in such a way that it provides services at the right
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place, right time, and with the right amount. The goal is to address crises in the least 
restrictive setting while ensuring that people receive the appropriate treatment to avoid 
future crises and/or unnecessary utilization of services that do not meet their needs.  At 
each level, within each service, it is the expectation of the provider to consider the 
individual’s crisis plan.  As part of the contracting process, Alliance develops scopes of 
work for crisis services that provide detailed expectations for engagement, clinical 
treatment, and follow-up.   

The following provides an update on the network adequacy of the LME/MCO crisis 
service system and its capacity to offer timely and accessible services and supports to 
individuals experiencing a behavioral health crisis.  This scope of this summary applies 
both to the TCLI population as well as all individuals covered by the Alliance network. 
Additional information is provided about identified crisis continuum gaps and barriers, 
as well as actions taken to address identified gaps and barriers 

Network Adequacy of the Alliance Crisis Continuum 
Alliance is committed to developing a comprehensive, accessible and effective crisis 
continuum within each of its communities, and is working to develop a crisis continuum 
that includes service and support components in each of four levels of care 

• Early Intervention
• Response
• Stabilization
• Prevention.

The services within each level are listed in the chart below, and a more detailed 
overview of the Alliance crisis continuum is included in Appendix C. 
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As the tables in Appendix B show, there continue to be challenges with offering 
consistently timely response and stabilization services to all individuals experiencing a 
behavioral health crisis in each Alliance community.  Areas of highest need include: 

• Lack of inpatient psychiatric beds
• High volume at local crisis facilities
• Lack of state and county funding to expand walk-in crisis services in each county
• Frequent utilizers/familiar faces utilizing the ED for primary behavioral health care.

A continued key consideration as it relates to providing adequate and effective crisis 
services in the least restrictive setting is the availability of services at every point of the 
crisis continuum in each county.  For example, individuals without insurance who face a 
crisis are generally able to access immediate crisis services, yet, the lack of funding for 
additional outpatient therapy capacity may keep them from accessing the appropriate 
follow-up care.   

Actions Taken to Address Gaps and Barriers 
During FY19, Alliance continued to develop the crisis continuum through the initiatives 
described below. These actions were priorities for the Alliance Network Development 
Plan, and additional information is available in Section Five below. 
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• Behavioral Health Urgent Care: This is an innovative model and increases
community walk-in capacity and has expanded hours of operation.  Services
include brief assessments and on-site prescribers for the duration of operating
hours.  This service was added in Durham in FY18 and expanded to Wake
County in FY19.

• Enhanced Mobile Crisis Pilot with Wake EMS: This model enhances the current
Mobile Crisis Management model to improve timeliness of mobile crisis
response. Licensed clinicians are embedded with Advanced Practice Paramedics
to respond to individuals in the community in a timelier manner than is typically
experienced with most mobile crisis responses. This project began early 2019.

• Cumberland County Crisis: After reviewing the effectiveness of MH/SUD services
to individuals in crisis, Alliance decided to release a Request for Proposals to
choose a new provider for the Cumberland crisis facility.  Recovery Innovations
was selected as the provider and will begin operations in the fall of 2019.

II. Children With Complex Needs

“Children with Complex Needs” are defined as Medicaid eligible children ages 5 to 21 with a 
developmental disability (including Intellectual Disability and Autism Spectrum Disorder) and a 
mental health disorder, who are at risk of not being able to enter or remain in a community setting 
due to behaviors that present a substantial risk of harm to the child or to others. The following 
summarizes Alliance network service gaps, access barriers, and initiatives taken to address gaps 
and barriers. 

Service Gaps and Access Barriers 
The Settlement agreement resulted in part because of a known problem with network 
provider adequacy and availability to meet the needs of children described as eligible for the 
settlement.  Most simply stated, the historic expectation has been for children to be served 
“either on the mental health/substance use disorder side or on the IDD side.”  Care 
Coordination has collected data for over a year reflecting provider denial of referrals for 
children who have complex behavioral presentations due to acuity and lack of staffing.  
Development of additional child residential service lines has been slow, waiting lists continue 
for ABA services, and turnover rates remain high among providers who serve this 
population.    

Periodic providers also offer few “safe” summer options for children who meet eligibility for 
this definition.   There is a small network of psychologists, most of whom are at capacity, 
who write and follow implementation of positive behavioral support plans for children with 
Innovations services.  In state specialty program options for high levels of residential (PRTF 
and ICF) are limited for children with acute behavioral support needs (eg Murdoch Specialty 
programs PATH and STARS) with most autism specialty PRTF programs being out of state 
(e.g., LEAP, New Hope, The Hughes Center, Springbrook). 

There is currently a waiting list of 83 children from Alliance for the NCSTART Child program. 
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Initiatives to Improve Access and Address Service Gaps 
The Complex Integrated Care (CIC) team started in 2018 to combine efforts of MHSUD and 
IDD Care Coordination to address adult and child cases who demonstrate repeated 
challenges with maintenance of community tenure and provider engagement.  There is now 
a Provider Liaison to this team who is working toward expansion of case management 
services for children identified as eligible for Complex Children’s agreement.  

In late July, Alliance hired a Child Services Specialist, who joined the CIC team, and whose 
purpose is to work with clinical operations to identify specific needs of the cohort and to work 
with provider network to improve capacity of in network providers to serve these children.   
The state provided a special allocation of training resources to extend the NADD 
Competency Based Certification to at least 120 network professionals who are currently or 
may potentially serve children identified.     

The Child Services Specialist is building a proposal to extend this training to network 
providers with high volume of authorizations who are serving identified children to get the 
training to the ground level where services are being provided.  These include both mental 
health and IDD network providers including those offering residential services.   As part of 
the Alliance Complete Care initiative, the Olmstead Liaisons within IDD Care Coordination 
have identified 2 ICF-IID providers who are exploring the feasibility of building out 
community based options for children who may benefit from a step down from Murdoch 
Specialty programs and autism PRTF programs.  Efforts continue among ABA providers to 
recruit and expand capacity of ABA teams to take more referrals.  
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Section Five 
Network Access Plan 
I. Executive Summary

On an annual basis, Alliance Health conducts a review of its provider capacity, community
needs and service gaps to inform our strategic plan for improving accessibility and
effectiveness of care and supports. The network analysis includes a comprehensive review
of data highlighting the characteristics and demographics of the individuals and
communities within the Alliance area, review of provider network capacity and access, and
input from service recipients, stakeholders, providers and Alliance staff.  This report serves
as the basis for the FY20 Network Access Plan, the final section of the community needs
assessment that details specific priorities for addressing identified community needs and
gaps.

The upcoming year will bring significant change to Alliance Health as North Carolina begins
transformation of its Medicaid healthcare system. In November, the majority of Medicaid
enrollees in three of Alliance’s four counties will transition to the fourth county in February.
As a result, Alliance is preparing for significant changes this year in the composition of its
Medicaid membership and for major changes in the near future as it applies to manage
whole person comprehensive healthcare as a Tailored Plan.

For the FY20 Network Access Plan, we have selected service gaps and identified
network development priorities that align with FY20 Medicaid transformation timeframes
and our strategic planning in preparation for application to be a Tailored Plan.   Though
these are proposed strategies for FY20, timeframes and resources for completion of
these goals are contingent upon availability of funding and are subject to pending
legislation at both State and Federal levels.

Accomplishments and Updates. Alliance has made progress on a number of significant
needs and gaps that were identified as priorities for the FY19 Network Development Plan.
Over the past year, we have:

• Expanded crisis continuum capacity by implementing Behavioral Health Urgent Care
and an enhanced Mobile Crisis Pilot in Wake County.

• Enhanced the array of recovery-oriented services through multiple initiatives,
including a Community Inclusion initiative with Temple University, Cognitive
Enhancement Therapy pilot, and training for Psychosocial Rehabilitation (PSR)
providers on psychiatric rehabilitation, transition to recovery-oriented PSR models,
and preparation for national certification as Certified Psychiatric Rehabilitation
Practitioners (CPRP).

• Addressed social determinants of health through multiple projects involving housing,
transportation and employment.

• Improved public awareness of services through website redesign, use of peer and
family navigators, and health literacy initiatives.
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• Improved service access through several Quality Improvement Projects and
initiatives focusing on improving engagement in aftercare following inpatient, crisis
and detox stays.

• Expanded evidence-based Medication Assisted Treatment for uninsured individuals
with opioid use disorder in all counties and developed partnerships with multiple
stakeholder groups to promote improved service engagement and retention

Focus on Population Health Strategies 

Consistent with NC Medicaid transformation plans and our strategic goal of becoming a 
Tailored Plan to improve health outcomes for the people we serve, Alliance continues to 
move toward population health management to address health and well-being across our 
entire covered population. Population health management emphasizes proactive 
approaches for promoting prevention, wellness, early identification and tailored intervention 
programs continuously evaluated for effectiveness. The Alliance Complete Care model 
builds upon these principles and uses multidisciplinary care management approaches and 
advanced data analytics to improve outcomes.   

To improve the overall health of the diverse populations we serve we must address the 
social determinants that drive health outcomes. This requires a level of engagement, cost-
effective interventions delivered locally within multiple community systems, and the 
development of an array of specialty services beyond the standard clinical services covered 
by typical health plans. Alliance has begun to apply population health approaches to youth 
with high-intensity needs, individuals with long-term service and support needs, and those 
abusing opioid drugs, and has begun implementation of a new Care Team model that will 
serve as a core strategy for managing whole person care. 

Service Needs and Gaps 

Alliance conducted an extensive review of service needs that included review of data and 
input from consumers and families, stakeholders, providers and staff. Analysis of survey 
results identified consistent issues and themes both across and within age/disability areas. 
Consistent with the findings of past network gaps analysis, service access for the uninsured 
and underinsured, residential treatment, housing, and transportation remain areas of 
concern and ongoing barriers for promoting treatment engagement and positive outcomes. 
Other consistently endorsed priorities are the expansion of the crisis continuum, services for 
individuals with complex needs, development of a recovery oriented system of care, 
continued development of an effective and accessible continuum for substance use 
disorders, and education of the public about available services and how to navigate the 
public behavioral health system. 

A. Network Adequacy and Accessibility Priority Areas for FY20

Prepare for Tailored Plan Implementation
• Develop Tailored Plan population profile and identify provider network design and

development priorities
• Implement new Care Team Model
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• Initiate pilot projects with Care Management Agencies
• Begin network development efforts in preparation for management of medical

and behavioral health care of tailored plan population
• Implement additional alternative payment models

Implement Traumatic Brain Injury Waiver 
• Continue network development, training and outreach efforts required for

implementation of TBI waiver

Expand Capacity for Crisis, Hospital Diversion and Respite Services for All 
Ages/Disabilities 

• Continue implementation and evaluation of Enhanced Mobile Crisis Pilot in Wake
County

• Improve timely access to aftercare appointments following inpatient, facility-
based crisis or non-hospital detoxification treatment

Increase Interventions and Supports for Individuals with Complex Needs 
• Evaluate residential treatment service needs and implement network changes to

address identified gaps
• Improve service capacity to address needs of dually diagnosed individuals
• Implement Family Engagement Services Pilot to improve appropriate utilization

of PRTF services
• Implement ICF Mid-Step initiative to reduce ED utilization and reduce utilization

of ICF facilities

Develop an Array of Recovery-oriented, Individualized and Person-centered 
Services that Promote Community Inclusion 

• Transition PSR programs to recovery-oriented psychiatric rehabilitation models
• Improve quality and consistency of Peer Support services
• Identify and implement other initiative(s) to improve services to promote

independence, social connections, independent living skills, personal care and
self-help needs

Improve Service Outcomes by Addressing Social Determinants of Health 
• Housing initiatives, including Supportive Housing and Group Living Step Down

projects
• Social determinants pilot initiatives
• Services to address transportation challenges
• Implement health literacy initiatives
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Improve Public Awareness of Services 
• Improve availability of information to the public about service availability and

access
• Develop plans for improving member engagement

Develop and Enhance the Continuum of Care for Individuals with Substance Use 
Disorders  

• Expand opioid treatment availability (open network to new Medicaid-funded OTP
providers in Cumberland and Durham)

• Provide technical assistance, training and support for SUD providers to enhance
quality, outcomes and accessibility of care

II. Progress and Achievements in Addressing Service Gaps
(Update on FY19 Network Development Plan)
In response to needs and gaps identified in the 2018 Community Needs Assessment and
Gaps Analysis, Alliance developed a FY18-19 Network Development Plan to address
identified priorities. The initial plan was submitted to DHHS in June, 2018 as a component of
the 2018 Community Needs Assessment, and the final plan was developed later based on
funding availability and the FY19 Alliance plan for reinvestment of Medicaid savings. Several
of the initial proposed strategies were removed due to budget reductions, and the update
provided below reflects the final FY19 Network Development Plan.

The following tables summarize progress from July 1, 2018 through June 30, 2019 for the
FY2018-19 Network Development Plan.

Expand Capacity for Crisis, Hospital Diversion and Respite Services 
for All Ages/Disabilities 

Initiative Status 

Implement Enhanced Mobile Crisis 
Pilot in Wake County 

Alliance has implemented an enhanced mobile crisis service in 
Wake County in collaboration with Wake County government 
and Therapeutic Alternatives. The program, which was 
launched in March 2019, is staffed by six master’s level 
clinicians working with the Advanced Practice Paramedics 
(APPs) to respond to individuals experiencing a mental health 
crisis in the community.  Once an individual is triaged and 
determined medically stable enough to remain the community, 
the APPs contact the Mobile Crisis clinician to respond and 
conduct a brief assessment of the mental health needs, 
followed by linking the individual to aftercare resources.  
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Initiative Status 

Implement Behavioral Health 
Urgent Care (Tier II Same Day 
Access) in Wake County 

 

Alliance has expanded sites for Behavioral Health Urgent Care 
(BHUC) to include both Durham and Wake Counties.  The 
BHUC service in Wake County was opened in March, 2019 in 
collaboration with Wake County government and Monarch. 
BHUC  
is a specialized outpatient clinic focusing on providing urgent 
care treatment to people experiencing behavioral health 
needs/crises including brief assessment, medication bridging, 
connection to ongoing mental health treatment and 
psychosocial resources (housing, transportation, food, personal 
safety).  The service is available on weekdays as well as 
having some evening and weekend hours. 

Develop Facility Based Crisis 
capacity for children in Wake 
County 

A provider has been selected to implement a Child Facility-
Based Crisis services in Wake County, land has been 
purchased, and facility construction is underway.  Current plans 
are to open the facility in March 2020. 

Improve timely access to aftercare 
appointments following inpatient, 
facility-based crisis or non-hospital 
detoxification treatment 

Alliance has taken multiple steps to improve timely access to 
aftercare appointments, including the following: 
• Logisticare transportation pilot, a contract that provides

assistance with transportation for individuals who are
transitioning from inpatient and crisis facilities to community
aftercare. We plan to maintain and expand this project in
FY20.

• Clinical Contacts Quality Improvement Project, focusing on
changes in care coordination workflow to provide clinical
support prior to discharge in an effort to increase likelihood
of attending aftercare appointments

• Use of Hospital Transition Team and Peer Support Aftercare
and Diversion alternative service definitions to support
aftercare linkage

• Implementation of new Care Team Model

Increase Interventions and Supports for Individuals with Complex Needs 

Initiative Status 

Continue implementation/ 
expansion of Day Treatment 
services in Cumberland 

Both elementary school and middle school programs are open, 
but the middle school program is still not at capacity.  We are 
working with Cumberland County Schools to increase the Day 
Treatment population to sustainable levels. 

Evaluate residential treatment 
service needs 

We are currently working on a group living initiative to improve 
movement from most restrictive to least restrictive settings for 
adults.  This has just been initiated and we hope to have a fully 
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Initiative Status 
functional plan by fall 2019.  We are also working with Level III 
group home providers to move toward inclusion of intensive 
family programming and reduction of lengths of stay.   

Evaluate service capacity needs 
for dually diagnosed and develop 
recommendations for improving 
access, reducing barriers and 
improving systems of care 

The development of High Fidelity Wraparound through 
Medicaid was designed to address complex needs youth.  The 
team has served several complex needs youth to date, and we 
are  currently planning to expand High Fidelity Wraparound to 
Cumberland County. 

Develop an Array of Recovery-oriented, Individualized and Person-centered 
Services that Promote Community Inclusion 

Initiative Status 

Transition PSR programs to 
recovery-oriented psychiatric 
rehabilitation models 

We have established a Psychiatric Rehabilitation (PsyR) 
Collaborative to provide technical assistance and training for 
all in-catchment PSR providers. We have also paid for in-
person and on-line training through the Psychiatric 
Rehabilitation Association to prepare PSR leaders for 
certification exams as Certified Psychiatric Rehabilitation 
Practitioners, and we have contracted with Promise Resource 
Network for on-site program reviews and regular training and 
technical assistance on PsyR principles and CPRP exam 
preparation. 

Improve quality and consistency of 
Peer Support services through 
revision of the Peer Support service 
definition and technical assistance 
for providers 

We initially met with providers and hired a consultant to assist 
with revision of the Alliance (b)(3) service definition for Peer 
Support, but suspended these plans due to plans by DHHS for 
a new Peer Support service definition. We plan to revisit this 
topic after approval of the new service definition. 

Other initiative(s) to improve 
services to promote independence, 
social connections, independent 
living skills, personal care and self-
help needs 

Initiated Community Inclusion Initiative with ACT and TMS 
providers.  We partnered with Temple University and UNC to 
provide training and ongoing coaching and technical 
assistance on Community Inclusion to our ACT and TMS 
providers.  The training served as the launching point for our 
Community Inclusion Initiative which consists of ACT and TMS 
teams using a meaningful activity scorecard as a guide for 
facilitating and supporting individuals’ new participation in 
community activities of their choosing.  We will use a 
milestone allocation to provide a one-time payment to ACT 
and TMS providers that will be based on the number of 
individuals who participated in community inclusion activities 
by the end of May 2019.   

Cognitive Enhancement Therapy (CET) Pilot with one ACT 
Provider:  With funding provided by the NC DMHDDSAS, we 
had one ACT Team trained in CET, and we are in the midst of 
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Initiative Status 
a one year CET pilot.  Reported benefits of CET can include 
improved awareness of social context, interpersonal 
effectiveness, perspective taking, cognitive flexibility, 
vocational effectiveness, and other benefits.   

Expand vocational and educational 
services and supports 

Community Inclusion Initiative as noted above. The 
meaningful Activity Scorecard includes activities such as  
continuing education or GED, learning a new skill at a class, 
and conducting a job search and submitting at least two 
applications. 

Cognitive Enhancement Therapy (CET) Pilot as noted above.  

Improve Service Outcomes by Addressing Social Determinants of Health 

Initiative Status 

Housing initiatives, including 
Supportive Housing and Group 
Living Step Down projects 

Alliance maintained or expanded its support for multiple 
housing programs, including the following: 
• HUD funded voucher programs:

o Durham DASH
o Durham Home Again (partnership with DHA)

• Housing Authority Partnerships
o Health and Housing Program (partnership with Duke

and RHD)
o Coming Home: Justice Involved (partnership with DHA,

City of Durham and RHD – implementing July, 2019)
o Mainstream vouchers

• Subsidy Programs
o Health and Housing Program
o Coming Home: Justice Involved
o Harm Reduction (Southlight – Opioid Dependence)

Social Determinants pilot initiatives 

In addition to Non-Emergency Medical Transportation (NEMT) 
pilot described below, we initiated a pilot project for uninsured 
individuals receiving opioid treatment.  This project was 
coordinated by Peer Support Specialists who were embedded 
within Opioid Treatment Programs, enabling them to assist 
with resolving barriers to treatment access such as 
transportation and housing. 
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Initiative Status 

Services to address transportation 
challenges 

Launched Non-Emergency Medical Transportation (NEMT) 
pilot at Alliance with Logisticare.  This pilot serves MH/SUD 
members who are leaving the hospital and need to have a 
follow-up outpatient appointment within seven days or 
members calling into the access and information line needing 
routine or urgent care. Transportation is provided to and from 
their initial appointment, and this service is available to 
Medicaid and Non-Medicaid members. We limit rides to a 50 
mile radius if possible unless an Alliance provider is located 
outside of catchment area.  Our goal is to help individuals 
transition to aftercare treatment and then use other tools to 
assist them in getting to and from appointments on a regular 
basis such as bus passes, natural supports, etc. 

We have expanded the pilot based on feedback from our 
Utilization Management team to include up to 3 additional 
rides either to appointments or the pharmacy. Our goal 
remains the same, getting people truly engaged in their 
treatment. We are also including members in the Emergency 
Departments and members being released from prison. 

Implement Health Literacy initiatives 

A Health Literacy Workgroup was developed to assist Alliance 
in ensuring that information and resources provided to our 
members will better help them to understand and process 
basic health information.  It is also attempting to ensure that 
members are able to make appropriate health decisions 
pertaining to the services that they need.   

The first project that was taken on by the group was the 
development of a tool used for members to track their 
medications and other pertinent medical information. This is 
called My Wellness and Record Keeper. This tool has 
currently been used with members as they discharge from 
hospital settings. A second project was the development of 
shared decision making tools.  These tools focus on how 
members make decisions regarding medication to treat 
ADHD, Depression, Antipsychotics and Anxiety. Each of the 
card decks has 7 information cards to assist in conversation 
between prescriber and the member.  We are also working on 
creating educational videos to introduce each tool and how to 
use them as well as a training for prescribers on how to use 
the tool.   

Additional workgroup activities include review of all internal 
documentation that is distributed with our members and 
development of innovative ways to ensure that we provide 
information to meet the needs of those we serve. 
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Improve Public Awareness of Services 

Initiative Status 

Improve availability of information to 
the public about service availability 
and access 

Improved availability of information on the Alliance website 
through website modification as well as design improvements 
to provider search function. We have also initiated new 
provider portal functions and requirements of providers to 
provide regular updates about their availability to take new 
referrals, and this information is included in the online provider 
search. 

Explore use of peer and family 
navigators and community health 
workers to assist with system 
navigation 

Peer and family navigators fulfill several roles in assisting with 
system navigation, including role of Family Specialists being 
available on TCLI transition teams in addition to TCLI 
Transition Care Coordinators, use of in-reach Peer Support 
Specialists for the TCLI population, and family navigators 
being connected to the Tiered Case Management project with 
Youth Villages in Durham. 

Improve Service Availability and Access 

Initiative Status 

Improve access to services for non-
English speaking consumers 

Expanded contracted services in Cumberland County to serve 
Spanish-speaking individuals, and expanded language line 
contract, previously available only to the Alliance Call Center, 
to providers initiating treatment with individuals who speak 
languages other than English and Spanish. As part of high 
fidelity wraparound project, we also received funding to enable 
the provider to access translation services. 

Identify and implement strategies 
for improving access and availability 
of appointments 

Alliance developed a Quality Improvement Project to improve 
access to care for individuals who choose to call our Access 
and Information Center for appointments.  Since FY 18, the 
show rate for Urgent callers has increased 14% and by 7% for 
Routine callers. We implemented several interventions to 
increase performance: use Mobile Crisis for callers with most 
urgent needs (need care within 8 hours), refer callers to set 
appointments instead of walk-in clinics (resulted in increase of 
about 2-4%), improved collaboration with probation and 
prisons for callers with post-incarceration appointments (the 
show rate has increased 8% for this population since the start 
of FY 19), and provided free transportation using a rideshare 
vendor for rides to and from the initial appointment. 

Evaluate barriers to accessing 
respite service and develop 
strategies for improving access 

Internal review of this reported barrier suggests that barriers 
are no longer significant, and this area was not rated as a high 
priority by survey respondents in the current analysis.  We will 
continue to evaluate as needed and will reprioritize if needed. 
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Develop and Enhance the Continuum of Care for Individuals 
with Substance Use Disorders 

Initiative Status 

Expand opioid treatment availability 

Implemented service expansion for Opioid Treatment Program 
through State Targeted Response (STR) and State Opioid 
Response (SOR) grants, resulting in increased access to care 
for uninsured and Medicaid-funded individuals with opioid use 
disorder.  We have also initiated an Office-Based Opioid 
Treatment (OBOT) service for uninsured individuals in 
Durham and are participating in multiple initiatives to promote 
effective transition from inpatient, detox, jail and inpatient 
medical settings to aftercare opioid treatment. 

Improve Access to Services for Individuals with I/DD Not on Innovations Waiver 

Initiative Status 

Development and implementation 
of behavior plans, services for 
individuals on Innovations 
waitlist, services for individuals 
with autism spectrum diagnosis 

The Alliance provider network remains open for Specialized 
Consultative Services and Applied Behavior Analysis, and 
we have reached out to non-contracted providers to solicit 
interest, and have asked existing providers to expand 
capacity and diversify services.  We will continue to pursue 
options to expand capacity, and we are exploring other 
service options within existing waivers to address barriers 
for the IDD population such as transportation access. 

A. Access Plan
The sections below include Alliance plans for addressing identified gaps and barriers
that were identified in Sections One, Two and Three, and the following discussion is
organized accordingly to correspond with each of these chapters.  The plans described
below are combined to form the Network Access Plan, which is included in more detail
above in the section on Network Adequacy and Accessibility Priority Areas for FY20

• Plans for Improving Network Availability and Accessibility
As summarized in Section One, the Alliance service network meets geographic
access and choice expectations for Outpatient, Community/Mobile, Crisis, Inpatient
and C-Waiver service categories. Several services within the Location-Based and
Specialized sections did not meet geographic access/choice requirements, as
described below:

Location-Based
• Child and Adolescent Day Treatment:  limited choice for Medicaid-funded

services in Cumberland, and limited access for Non-Medicaid-funded
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services in all but Wake County. 
• Opioid Treatment: limited choice of Medicaid-funded Opioid Treatment

Program services in Cumberland County and part of Johnston County.
• SA Comprehensive Outpatient Treatment (non-Medicaid): services are

available only in Durham and Wake counties.
• Day Supports (Non-Medicaid): services are available only in Wake County,

but a DHHS-approved alternative, Day Activity, is available in all counties by
Johnston.

Specialized Services 
• Residential Treatment Level 2: Therapeutic Foster Care (non-Medicaid)
• Residential Treatment Level 2: other than Therapeutic Foster Care (non-

Medicaid)
• I/DD Supported Living (non-Medicaid)
• (b)(3) I/DD Facility-Based Respite

Plans for Addressing Gaps 
• Non-Medicaid-funded services are limited in availability primarily due to

funding limitations, so Alliance will not be able to address these gaps without
additional funding.   Alliance will request an exemption from provider access
and choice standards and will address identified needs on a case by case
basis, depending on availability of funding.

• Child and Adolescent Day Treatment: Medicaid choice is limited only in
Cumberland, where we have been working closely with the Cumberland
County Public School System to improve access. We will request a waiver of
provider choice while we continue to work with Cumberland schools,
stakeholders and providers to evaluate and respond to identified needs for
this service.

• Opioid Treatment Program: Medicaid-funded choice of Opioid Treatment
Program (OTP) providers is limited in Cumberland County and parts of
Johnston County. Members have access to Office-Based Opioid Treatment
(OBOT) in each county. We will request a waiver of provider choice while we
reach out to an existing opioid treatment provider to pursue service
expansion in Cumberland county.

• Accommodation: Addressing Geographic, Cultural and Special Population
Needs
As described in Section Two, Alliance survey respondents identified multiple
populations as being underserved, including dually diagnosed, people on the
Innovations waiting list, those with Traumatic Brain Injuries, and individuals with
limited service access due to social determinants such as housing and transportation
barriers. Several ongoing or planned initiatives will address these service gaps,
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including: 
• Implementation of the Traumatic Brain Injury waiver
• Social Determinants pilot projects addressing transportation and housing
• Implementation of the Alliance Care Team model, which emphasizes

multidisciplinary team-based, whole-person, population-focused approaches
to management of chronic and complex conditions

• Service review and revision for individuals with IDD to increase access to
Medicaid-funded services for individuals on the Innovations waiting list

• Access improvement project focusing on ensuring timely aftercare follow-up
and continuity of care for individuals being discharged from hospitals, crisis
facilities, and jails

• Acceptability: Improving Consumer and Stakeholder Experience of Care
Consumers, families and other stakeholders identified several gaps and barriers that
align with current or planned activities for FY20.  Similar to feedback noted above,
consumers and stakeholders identified barriers associated with social determinants
such as housing and transportation as significant impediments to service access.
Additional identified priorities were development of the crisis continuum,
enhancement of residential options, improved service availability and access,
development of a broader array of SUD services, and improved public awareness of
services.

In addition to the plans described above, the following initiatives are planned to
address feedback provided by consumers and stakeholders:

• Expansion of crisis continuum
• Development of an array of recovery-oriented, individualized and person-

centered services
• Improvements in public awareness of services
• Enhancement of the continuum of care for substance use disorders

B. In Lieu of and Alternative Services
Although most services provided in the Alliance catchment area fall within Medicaid clinical 
coverage policies or State-funded service definitions, LME-MCOs have the ability to develop 
some services that fall outside these benefit plans. LME-MCOs are allowed to develop and 
request DHHS approval for Medicaid “In Lieu Of” services and Non-Medicaid “Alternative 
Service Definitions” to address gaps in the service array.  The following is an update on the 
status of Medicaid In Lieu Of and Non-Medicaid Alternative Services used by Alliance 
providers.    
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Medicaid In Lieu Of Services 

• Family Centered Treatment (H2022 22 Z1, H2022 22 Z2, H2022-22-Z3, H2022 U3
HE): Available in all Alliance counties (contracts with four providers)

Service capacity: limited by expansion potential of each agency, but not currently
restrained by funding limitations

Gaps addressed: need for evidence-based family-focused approaches to in-home
care for children and adolescents.  Beginning pilot to utilize FCT for youth referred to
PRTF, using FCT throughout their stay with the goal of quicker reunification and
continuity of intensive family work

Barriers and challenges: clarification needed regarding differences between FCT,
IIH, Intercept Model and MST. In response to questions from providers, UM staff and
Care Coordinators, we developed guidelines to assist with referral decisions.

• Outpatient Plus (90837 22 EN, 90837 U3 HE, H0036 22 EN): Available in all
Alliance counties (contracts with eight providers)

Service capacity: Service is limited to nine eligible providers, but of these, only eight
are providing services at this time (one agency underwent an acquisition). Service
capacity is not limited, however in May 2019, Alliance removed this service from the
adult benefit plan as it was not deemed cost effective for adults.

Gaps addressed: Gap between intensive services and outpatient

Barriers and challenges: rate of service and ratio of care coordination to outpatient
sessions reduces flexibility of service to respond to varying consumer needs

• ACT Step Down (H0040 TS): Available in all Alliance counties (contracts with six
providers)

Service capacity: all in-network ACTT teams have this service available, and
capacity is constrained only by the capacity of each ACTT team [contracts with six
providers]

Gaps addressed: gap between ACTT and lower level services

Barriers and challenges: need to work with providers on being proactive in
anticipating step-down and not only seeking step-down at the end of an existing
authorization, but when member is ready for step-down

• Rapid Response (S5145 22 Z3): Wake County (contract with one provider)

Service capacity: currently 11 beds, with plans to increase

Gaps addressed: children’s crisis needs

Barriers and challenges: Inconsistency of NC licensing requirements with treatment
needs, and availability of high quality families with consistent bed capacity.  Due to a
per day payment structure and the inconsistent pace of referrals, beds may get filled
with longer term treatment placements, making them unavailable for crisis.  Currently
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working with one agency in Cumberland County to develop an alternative value 
based payment structure to potentially improve utilization. 

• Behavioral Health Urgent Care (T2016 U5): Durham County; added to Wake County in
2019 (contracts with two providers)
Service capacity: currently available only in Durham and Wake Counties.
Gaps addressed: availability of walk-in crisis services
Barriers and challenges: cost of expansion to other counties.

• High Fidelity Wraparound (H0032-U3; H0032 U3 Z1): available in Durham County
(contract with one provider)
Service capacity: highly technical model, therefore difficult and costly to disseminate.
Startup was funded through a grant which led to the alternative definition.  Current
capacity is approximately 40-50 individuals.  Only one provider eligible due to their
existing infrastructure to support the model.
Gaps addressed: The need for peer involvement (family and youth) and structured
model to deliver intensive case management driven by family voice and choice.
Barriers and challenges: Costly model, highly technical, requires much provider
infrastructure and support.

Non-Medicaid Alternative Service Definitions 

• Peer Support (YA308): none
Service capacity: n/a
Gaps addressed: n/a
Barriers and challenges: availability of non-Medicaid funding

• Assertive Engagement (YA323): Cumberland, Durham and Wake (contracts with eight
providers)
Service capacity: limited to one provider in Cumberland, two in Durham and seven in
Wake
Gaps addressed: assistance for individuals who have difficulty engaging in treatment,
especially those with severe and persistent mental illnesses who are transitioning from
crisis or inpatient care, jails or homelessness.
Barriers and challenges: One significant barrier is that this service is not available
through the Medicaid benefit plan, which reduces its availability to many who would
benefit from it.

• Crisis Evaluation and Observation (YA324): Cumberland and Durham (contracts with
two providers)
Service capacity: limited to one crisis facility in Cumberland County and one in Durham
County.
Gaps addressed: short-term evaluation and observation for individuals whose symptoms
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warrant careful evaluation to determine if inpatient care is necessary, as well as the 
need for specialized behavioral health evaluation in a setting that can serve as an 
alternative to hospital emergency departments 
Barriers and challenges: Barriers include limited State funding as well as limited 
reimbursement for insured and underinsured service recipients. Plans are under way to 
develop a bundled Tier IV BHUC alternative definition inclusive of Crisis Evaluation and 
Observation to facilitate seamless services to divert from facility-based crisis when 
appropriate. 

• Recovery Support (YA325): Durham (contract with one provider)
Service capacity: limited to one provider in Durham
Gaps addressed: Services to link individuals with substance use disorders to basic
resources and services such as housing, employment, medical care, transportation to
services, recovery self-help programs and other services that promote independence
and recovery
Barriers and challenges: Limitations in State funding prevent replication and expansion
of this service, and many of the needed services and supports are difficult to access for
individuals without insurance

• Peer Support Hospital Discharge and Diversion-Individual (YA343), and Hospital
Discharge Transition Service (YA346): Durham and Wake counties (contracts with
two providers)
Service capacity: provided by only one provider in Wake County and one in Durham
Gaps addressed: need for effective transition from inpatient hospitalization to community
services
Barriers and challenges: Limited State funds lead to reduced availability of this service,
and there is no current comparable Medicaid-funded service.

• Assertive Engagement – QP Licensed and Unlicensed (YA532), and Assertive
Engagement – AP and Paraprofessional (YA353): none
Service capacity: n/a
Gaps addressed: n/a
Barriers and challenges: availability of non-Medicaid funding

• Comprehensive Screening and Community Connection (YA377): Wake (contract
with one provider)
Service capacity: limited to one provider in Wake County
Gaps addressed:  this service is generally regarded as a beneficial service for
individuals needing support while on waiting list for other services, and it has been
helpful in diverting individuals from escalation of crisis situations.
Barriers and challenges: limited non-Medicaid funding; alternative service definition only
approved for Wake County.



NETWORK ADEQUACY AND ACCESSIBILITY ANALYSIS 62 

• Safety Supervisor (YA385): none
Service capacity: n/a
Gaps addressed: n/a
Barriers and challenges: availability of non-Medicaid funding

• Outpatient DBT Group and Individual (YA386 and YA387): all Alliance counties
(contracts with three providers)
Service capacity: limited to one provider in Cumberland, one provider in Johnston, two
providers in Durham and four providers in Wake.  Each provider has a team of eight
clinicians who have received advanced training in DBT, which is required to receive the
enhanced rate for this service.
Gaps addressed: evidence-based services for individuals with Borderline Personality
Disorder
Barriers and challenges: need for ongoing training and supervisory infrastructure that
supports high fidelity DBT services in an environment of frequent staff turnover.

• Comprehensive Trauma Informed Assessments (90791-TI): Durham and Wake
counties (contracts with five providers)
Service capacity: 5 agencies eligible, clinical supervisors are able to sustain model
through training new clinical staff.
Gaps addressed: the need to evaluate fully more complex trauma and treatment needs
to mitigate inappropriate treatment strategies.
Barriers and challenges: initially funded through a grant from the state as part of the
Tiered Care Coordination Initiative. The agency eligibility is limited by a costly learning
collaborative conducted by the Center for Child and Family Health.  Currently plans are
underway for another collaborative to begin to expand capacity to Cumberland County.
This is funded by an expansion of the Tiered Care Coordination Initiative from Durham to
Cumberland County.
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Appendix A 
County Demographic and Health Data 

Goal US Avg NC Avg NC Best Cumberland Durham Johnston Wake 

Health Outcomes (rank 1-100) ↓ 1 73 12 15 1 

Length of Life (rank 1-100) ↓ 1 63 6 13 2 

Premature death: years of potential life lost 
before age 75 per 100,000 population ↓ 6,900 7,600 4,500 9,200 6,200 7,000 4,700 

Quality of Life (rank 1-100) ↓ 74 25 20 2 

Poor or fair health: adults reporting fair or 
poor health ↓ 16% 18% 13% 22% 17% 17% 13% 

Poor physical health days: physically 
unhealthy days reported in past 30 days ↓ 3.7 3.6 2.9 4.0 3.5 3.7 2.9 

Poor mental health days: mentally 
unhealthy days reported in past 30 days ↓ 3.8 3.9 3.4 4.3 4.0 4.0 3.6 

Low birthweight: live births with low 
birthweight (< 2500 grams) ↓ 8% 9% 6% 10% 9% 8% 8% 
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Goal US Avg NC Avg NC Best Cumberland Durham Johnston Wake 

Health Factors (rank 1-100) ↓ 65 16 39 2 

Health Behaviors (rank 1-100) ↓ 67 14 41 1 

Adult smoking: current adult smokers ↓ 17% 18% 14% 18% 16% 18% 14% 

Adult obesity: adults with BMI of 30+ ↓ 29% 30% 22% 34% 26% 33% 24% 

Food environment index: access to 
healthy food and food insecurity (index 
ranges from low of 0 to high of 10) 

↑ 7.7 6.6 8.6 6.1 6.9 8.4 8.0 

Physical inactivity: adults reporting no 
leisure-time physical activity ↓ 22% 23% 15% 25% 19% 27% 15% 

Access to exercise opportunities: 
adequate access to locations for physical 
activity 

↑ 84% 73% 100% 76% 90% 65% 89% 

Excessive drinking: adults reporting binge 
or heavy drinking ↓ 18% 17% 12% 16% 17% 18% 20% 

Alcohol-impaired driving deaths: driving 
deaths with alcohol involvement ↓ 29% 30% 0% 30% 28% 27% 35% 

Sexually transmitted infections: newly 
diagnosed chlamydia cases per 100,000 
population 

↓ 493.7 577.6 130.8 1036.9 805.1 391.0 537.2 

Teen births: births per 1,000 females ages 
15-19 ↓ 25 27 6 35 24 28 14 
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Goal US Avg NC Avg NC Best Cumberland Durham Johnston Wake 

Clinical Care (rank 1-100) 40 7 71 3 

Uninsured: population under age 65 
without health insurance ↓ 10% 12% 9% 11% 13% 13% 9% 

Primary care physicians: ratio of 
population to primary care physicians ↓ 1,330:1 1,420:1 530:1 1,380:1 840:1 3,550:1 1,170:1 

Dentists: ratio of population to dentists ↓ 1,460:1 1,800:1 460:1 1,020:1 1,370:1 4,370:1 1,440:1 

Mental health providers: ratio of 
population to mental health providers ↓ 440:1 440:1 160:1 340:1 180:1 1,090:1 360:1 

Preventable hospital stays: hospital stays 
for ambulatory-care sensitive conditions per 
100,000 Medicare enrollees 

↓ 4,520 4,702 904 5,778 3,987 5,769 3,744 

Mammography screening: female 
Medicare enrollees, ages 65-74, that 
receive mammography screening 

↑ 41% 45% 60% 40% 44% 42% 45% 

Flu vaccinations: % of Medicare enrollees 
who receive an influenza vaccination ↑ 45% 50% 60% 39% 56% 50% 57% 
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Goal US Avg NC Avg NC Best Cumberland Durham Johnston Wake 

Social and Economic Factors 
(rank 1-100) 1 71 46 14 1 

High school graduation: ninth-grade 
cohort that graduates in 4 years ↑ 85% 86% 98% 82% 82% 92% 89% 

Some college: adults ages 25-44 with 
some post-secondary education ↑ 65% 67% 81% 72% 74% 62% 79% 

Unemployment: population 16+ that are 
unemployed but seeking work ↓ 4.4% 4.6% 3.5% 5.8% 4.1% 4.2% 3.9% 

Children in poverty: children under age 18 
living in poverty ↓ 18% 21% 11% 25% 24% 21% 12% 

Income inequality: ratio of 80th/20th 
percentile of income ↓ 4.9 4.8 3.5 4.3 4.9 4.2 4.2 

Children in single-parent households: 
children that live in a household headed    
by a single parent 

↓ 33% 35% 23% 42% 44% 32% 27% 

Social associations: social associations 
per 10,000 population ↑ 9.3 11.5 26.7 9.1 10.6 8.7 9.8 

Violent crime: violent crime offenses per 
100,000 population ↓ 386 351 33 548 666 185 115 

Injury deaths: deaths due to injury per 
100,000 population ↓ 67 71 42 74 56 60 43 



NETWORK ADEQUACY AND ACCESSIBILITY ANALYSIS 67 

Goal US Avg NC Avg NC Best Cumberland Durham Johnston Wake 

Physical Environment (rank 1-100) 1 36 31 92 79 

Air pollution: average daily density (µg/m3) 
of fine particulate matter (2.5) ↓ 8.6 9.8 7.8 10.6 10.6 10.4 11.0 

Drinking water violations: population 
potentially exposed to water exceeding 
violation limit during past year 

No n/a n/a No No No Yes Yes 

Severe housing problems: households 
with ≥ 1 of 4 housing problems: 
overcrowding, high housing costs, lack of 
kitchen or plumbing facilities 

↓ 18% 16% 10% 16% 18% 15% 14% 

Driving alone to work: workforce that 
drives alone to work ↓ 76% 81% 68% 80% 77% 84% 80% 

Long commute - driving alone: among 
workers who commute in their car alone, 
those that commute more than 30 minutes 

↓ 35% 32% 18% 23% 25% 48% 35% 
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Additional Data 

Goal NC Avg NC Best Cumberland Durham Johnston Wake 

Length of Life 

Life Expectancy 78 82.2 76 80 78 82 

Premature age-adjusted mortality: deaths among 
residents < 75, per 100,000 population ↓ 372 237 450 310 370 240 

Child mortality: deaths among children < 18, per 
100,000 population ↓ 58 36 90 70 50 40 

Infant mortality: infant deaths (within 1 year), per 
100,000 live births ↓ 7 4 9 7 6 6 

Quality of Life 

Frequent physical distress: adults reporting 14 or more 
days of poor physical health per month ↓ 11% 9% 12% 11% 11% 9% 

Frequent mental distress: adults reporting 14 or more 
days of poor mental health per month ↓ 12% 11% 13% 12% 12% 11% 
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Goal NC Avg NC Best Cumberland Durham Johnston Wake 

Diabetes prevalence: adults with diagnosed diabetes ↓ 11% 8% 13% 8% 12% 8% 

HIV prevalence: persons aged 13 years and older living 
with diagnosis of HIV infection, per 100,000 population ↓ 355 55 482 677 248 373 

Health Behaviors 

Food insecurity: people who lack adequate access to 
food ↓ 15% 10% 19% 17% 12% 13% 

Limited access to healthy foods: people who are low 
income and do not live close to a grocery store ↓ 7% 0% 13% 7% 2% 5% 

Drug overdose deaths: drug poisoning deaths per 
100,000 population ↓ 19 7 22 12 15 12 

Motor vehicle crash deaths: motor vehicle crash deaths 
per 100,000 population ↓ 14 7 15 9 16 7 

Insufficient sleep: adults who report fewer than 7 hours 
of sleep on average ↓ 34% 29% 38% 34% 34% 32% 
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Goal NC Avg NC Best Cumberland Durham Johnston Wake 

Clinical Care 

Uninsured adults: adults under 65 without health 
insurance ↓ 15% 11% 14% 15% 16% 11% 

Uninsured children: children under age 19 without 
health insurance ↓ 5% 3% 4% 5% 5% 4% 

Health care costs: Medicare reimbursements per 
enrollee ↓ $9,285 $7,214 $9,455 $8,572 $10,647 $8,986 

Other primary care providers: ratio of population to 
primary care providers other than physicians ↓ 912:1 458:1 552:1 464:1 1,513:1 969:1 

Social and Economic Factors 

Disconnected youth: teens and young adults ages 16-
24 who are neither working nor in school ↓ 7% 3% 9% 6% 7% 4% 

Median household income $52,797 $77,875 $44,100 $60,000 $58,600 $77,600 

Children eligible for free or reduced price lunch ↓ 57% 29% 69% 60% 46% 33% 
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Goal NC Avg NC Best Cumberland Durham Johnston Wake 

Residential segregation - black/white: index of 
dissimilarity; higher values indicate greater residential 
segregation (index ranges from 0-100) 

↓ 50 6 31 40 25 43 

Residential segregation - non-white/white index of 
dissimilarity; higher values indicate greater residential 
segregation (index ranges from 0-100) 

↓ 45 0 27 37 23 36 

Homicides: deaths due to homicide per 100,000 
population ↓ 6 2 11 11 3 3 

Firearm fatalities: deaths due to firearms per 100,000 
population ↓ 13 4 18 14 10 6 

Physical Environment 

Homeownership: % of occupied housing units that are 
owned 65% 83% 51% 53% 72% 64% 

Severe housing cost burden: % of households that 
spend 50% or more of their household income on housing 14% 8% 16% 15% 11% 11% 

Source: Robert Wood Johnson Foundation, County Health Rankings and Roadmaps, www.countyhealthrankings.org 

http://www.countyhealthrankings.org/
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Appendix B 
Community Feedback 
The process for soliciting community feedback included multiple approaches, including input provided through an on-line survey, 
stakeholder meetings, and collective feedback from consumer, provider, stakeholder and staff groups.  Additional details about the 
survey methodology are contained in Section Three. The tables below provide summaries of survey data, focus group and 
stakeholder feedback data.  

Survey Responses 
The survey was conducted during the months of April and May 2019 and yielded a total of 497 responses.The following provides a 
breakdown of submissions by respondent group and county: 

Members and Family 84 
Provider 235 

Stakeholder 44 
Staff 128 

TOTAL 491 

County Members and 
Families Providers Stakeholders County Total 

Cumberland 16 65 11 91 

Durham 10 87 11 108 

Johnston 17 69 10 96 

Wake 37 140 18 194 

Other 4 8 0 12 

TOTAL 84 235 44 
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Feedback from Consumer, Stakeholder, Provider and Staff Groups 

Numerous community groups were invited to provide input through collective responses, 
completion of on-line surveys, or both. The following groups provided feedback through targeted 
electronic surveys (abbreviations are for reference in reviewing subsequent tables): 

• Consumer and Family Advisory Committee (CFAC)
• Alliance Provider Advisory Committee (APAC), including local PAC meetings in each

county
• Alliance Human Rights Committee
• Cumberland, Durham, Johnston and Wake County Community Collaboratives for

Children and Families (CCCandFs)
• Alliance Hospital Partners Collaborative (Hospital Partners)
• Cumberland, Durham and Wake Crisis Collaboratives (Crisis Collabs)
• Cumberland, Durham and Wake Juvenile Justice SA/MH Partnerships (JJSAMHP)
• Cumberland, Durham, Johnston and Wake CIT Collaboratives (CIT)
• Cumberland, Durham, Johnston and Wake IDD Stakeholders (IDD SH)
• Alliance Traumatic Brain Injury (TBI) Provider Collaborative and TBI Stakeholder

Committee
• Provider Collaboratives for Substance Use Disorders (SUD), Intensive In-Home (IIH),

Assertive Community Treatment Team (ACTT) and Therapeutic Foster Care (TFC)
• Cumberland, Durham, Johnston and Wake School Health Advisory Committees (SHAC)
• Cumberland, Durham, Johnston and Wake School affiliates of the National Alliance on

Mental Illness (NAMI)
• Wake County Juvenile Crime Prevention Council (JCPC)

In addition to the above, the following groups were contacted to request completion of online 
surveys and distribution of survey materials to members: 

• Wake County Domestic Violence Fatality Review Team
• Child Fatality Prevention / Community Child Protection Team (Wake)
• Child Protection/Fatality Team (Cumberland)
• SOAR Team members (Cumberland)
• Early Childhood Collaborative (Wake)
• Youth Thrive Action Teams
• Alliance network providers
• Durham Parks and Recreation
• Durham Public Schools Student Services
• Durham TRY
• Durham Partnership for Seniors
• Stepping Up (Durham)
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• Durham Family Partners
• Partnership for a Healthy Durham
• Made in Durham Advisory Board
• Early Childhood Mental Health Taskforce
• Wake Directors Group
• Durham Directors Group
• Wake County Schools
• Autism Society of Cumberland County
• Stepping Up Initiative (Durham)
• Parent groups (Cumberland, Durham)
• Duke Family Connects Listserv
• Durham Tech Counseling and Advisory Staff
• Johnston County Public Health
• Meals on Wheels
• Social Security (Johnston)
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Stakeholder Survey Feedback on Populations Identified as Underserved (2019) 

 C
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Number of Responses 297 9 17 7 24 19 43 39 159 24 104 52 65 53 118 21 20 

People who are Dually Diagnosed 
(IDD/MI, SUD/MI or SUD/IDD) 1 1 1 1 1 1 2 3 1 1 2 1 1 1 1 3 2 

People with IDD who are not on 
Innovations waiver 2 2 2 2 2 2 1 4 2 5 1 4 2 2 2 2 3 

People with traumatic brain injuries 3 6 4 4 3 5 3 3 2 4 4 3 5 1 
People who are court-involved or in 
jails/prisons 4 4 3 3 3 3 2 4 2 4 3 3 5 4 1 4 

People with complex or chronic medical 
problems 5 3 6 4 4 7 6 5 4 5 5 6 3 5 4 

Youth in the juvenile justice system 5 4 1 3 5 

Veterans, military members and families 6 9 5 6 5 
Pregnant women with substance use 
disorders 5 

People who are deaf or hard of hearing 6 5 

People with physical disabilities 
People who are LGBTQ 5 5 

People with visual impairments 

= endorsed by 50-69%  

= endorsed by 40-49% 
  

Blue = endorsed by 70% or more 
of respondents 

Green 

Yellow 
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Stakeholder Survey Feedback on Barriers: 2019 

 C
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Number of Responses 299 9 17 8 24 19 42 38 65 160 26 106 61 78 66 155 22 20 
Lack of reliable transportation to 
appointments 1 1 1 1 1 1 1 1 1 1 2 1 1 1 1 1 4 
Lack of insurance 2 3 2 2 2 2 3 2 2 3 2 2 3 2 4 3 
Homeless/housing issues 3 2 2 3 3 4 4 4 6 1 5 5 6 4 2 5 
Services not available nearby 4 4 4 4 3 4 3 3 4 3 4 2 3 5 1 
Information about how to obtain services 5 6 3 3 6 5 5 1 5 4 5 4 3 4 5 3 6 
Availability of qualified staff 2 5 2 
Cost of medication 5 5 5 5 5 
Not satisfied with quality or choice of 
providers 3 
Wait too long for appointments 4 5 
Language barrier 2 
Medical problems or physical disability 8 5 
Lack of childcare 
No access to phone or e-mail 9 
Inconvenient hours 

= endorsed by 50-69%  

= endorsed by 40-49% 
  

Blue = endorsed by 70% or more 
of respondents 

Green 

Yellow 
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Stakeholder Survey Feedback on Social Determinants of Health: 2019 
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295 9 16 7 25 19 45 40 164 25 106 47 63 49 109 22 20 
Employment 
  % Inadequate 15% 22% 6% 0% 20% 21% 13% 5% 16% 16% 12% 13% 21% 8% 17% 14% 15% 
  % Inad./Limited 65% 67% 63% 43% 64% 63% 71% 63% 63% 80% 65% 66% 71% 57% 63% 55% 65% 
  % Good/V. Good 8% 0% 25% 14% 12% 5% 9% 8% 7% 8% 10% 9% 5% 6% 6% 18% 20% 

Food Insecurity 

  % Inadequate 12% 0% 19% 0% 8% 21% 16% 8% 16% 8% 6% 15% 16% 10% 11% 5% 41% 

  % Inad./Limited 57% 56% 63% 43% 52% 53% 56% 65% 55% 56% 59% 52% 57% 52% 59% 50% 82% 

  % Good/V. Good 13% 22% 19% 29% 16% 21% 22% 10% 12% 20% 13% 13% 8% 6% 8% 23% 5% 

Housing 
  % Inadequate 32% 44% 31% 43% 32% 42% 40% 45% 47% 52% 38% 28% 48% 29% 47% 41% 45% 

  % Inad./Limited 82% 100
% 63% 86% 80% 89% 87% 85% 84% 84% 85% 79% 81% 79% 85% 82% 85% 

  % Good/V. Good 5% 0% 13% 0% 0% 0% 2% 3% 3% 0% 3% 4% 0% 0% 2% 5% 15% 

Transportation 
  % Inadequate 29% 44% 38% 43% 36% 42% 38% 23% 33% 16% 26% 28% 24% 27% 30% 32% 25% 

  % Inad./Limited 76% 89% 88% 100
% 92% 79% 91% 83% 76% 76% 76% 77% 67% 75% 75% 82% 85% 

  % Good/V. Good 6% 0% 13% 0% 0% 0% 2% 3% 5% 4% 7% 6% 2% 2% 5% 5% 15% 
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Stakeholder Survey Feedback on Service Gaps: 2019 
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Residential options/residential treatment         
*Services to address transportation challenges         

Outpatient Treatment         
*Housing / housing supports        

*Services for uninsured        
*Additional service capacity to improve timely access and choice        

Expansion of crisis continuum (including MCM, FBC/detox in Johnston)       
*Services for IDD on wait list      

Programs that support development of life skills, recovery and independent living      
Employment services      

Broader array of SUD services and supports     
*Dual diagnosis treatment     

Enhanced services     
Case Management     

Specialized services/EBPs    
*Services for autism spectrum    

*Staffing    
Day Treatment (child/adolescent)    

Peer Support, including youth peer support    
School behavioral health / school collaboration    

Respite (including peer respite)    
Specialized Consultative Services   

*Also included above in lists of Barriers and Underserved Populations

= second highest priority = third highest priority 

Blue = highest priority for specific group or population 

Yellow Green 
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Appendix C 
Crisis Continuum 
The following tables identify the services within the Alliance Health crisis continuum for each of the four counties in the Alliance 
catchment area. The chart is grouped based upon the State defined crisis continuum. The level of service varies by county and in 
some cases, a service may not be available in a particular county.   

EARLY INTERVENTION 

Continuum Cumberland Durham Johnston Wake 

First Responder 

Larger provider is Carolina 
Outreach 
All Alliance contracts 
require any enhanced 
service provider to be a 
First Responder 

Available but there is a wait 
list for ACTT and CST for 
IPRS funded consumers. 
All Alliance contracts require 
any enhanced service 
provider to be a First 
Responder 

Available; ACTT only 
serves part of the 
county; need greater 
services.   
All Alliance contracts 
require any enhanced 
service provider to be a 
First Responder 

All Alliance contracts 
require any enhanced 
service provider to be a 
First Responder 

NC START Eastern region – managed 
by ECBH 

Managed by Alliance – respite 
beds available 

Eastern region –   
managed by ECBH 

Managed by Alliance – 
respite beds available 

Outpatient Provider 

Available, but more 
providers are needed; 
especially those with 
Spanish language capacity 

Multiple providers 

Basic and enhanced 
services are provided 
Public health department 
provides mostly med 
management with some 
therapy 

Multiple providers 

Same Day Access 
Providers 

Limited walk-in capacity at  
Cape Fear Valley Health 
Outpatient Mental Health 
Center 

Limited availability – however, 
there are several providers 
offering same day access. 
Behavioral Health Urgent 
Care is also available to meet 
this need 

Not available 

Several providers offer 
same day access, with 
one provider offering 
extended hours.   
Behavioral Health Urgent 
Care also available to 
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EARLY INTERVENTION 

Continuum Cumberland Durham Johnston Wake 
meet this need 

Family and Community 
Support 

Homeless shelters 
available; limited providers 
under Shelter Plus Care 
(PATH) contracts 

Shelters include Urban 
Ministry (offers specific 
programs like vets and 
families) and Rescue Mission 
(difficult to place due to 
restriction on 7 day wait time; 
faith-based) 
Care coordination, treatment 
team meetings and homeless 
care reviews are happening in 
shelters. 
TROSA – 2 year residential 
substance abuse program; 
viewed as alternative to jail. 
BECOMING – TAY (16-21 
year olds) services and 
Family Partner 
Halfway House, Oxford House 

Healing Place 
Raleigh Rescue Mission 
Helen Wright Center 
Oxford House 

School-based Not available 
One care coordinator at CC 
Spalding (elementary 
school); 

Not available 

School-based team 
(includes Family Partner 
on team); School-based 
crisis intervention team 

Crisis Telephone Line 

Alliance; Hopeline of NC; 
211 United Way of NC; 
National Suicide 
Prevention Lifeline; county 
resources 

Alliance; Hopeline of NC; 211 
United Way of NC; National 
Suicide Prevention Lifeline; 
county resources 

Alliance; Hopeline of NC; 
211 United Way of NC; 
National Suicide 
Prevention Lifeline; 
county resources 

Alliance; Hopeline of NC; 
211 United Way of NC; 
National Suicide 
Prevention Lifeline; county 
resources 

MCO Access Center Alliance Alliance Alliance Alliance 
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RESPONSE 
Continuum Cumberland Durham Johnston Wake 

Peer Support living room Not available 

Part of the model at the 
Durham Recovery 
Response Center 
operated by Recovery 
Innovations 

Not available Not available 

Rapid Response (youth) Not available Not available Not available 
Beds available through 
Methodist Home for 
Children 

Mobile Crisis Team Therapeutic Alternatives Freedom House Recovery 
Center Therapeutic Alternatives 

Therapeutic Alternatives 
Enhanced Mobile Crisis 
Pilot with Wake EMS 
APPs  

CIT Partnership Active CIT program with 
numerous officers trained.  

Active CIT program with 
numerous officers trained.  

Active CIT with increasing 
numbers of officers being 
trained 

Active CIT program with 
numerous officers trained.  

EMS Partnership 

Paramedics and 911 
operators are CIT trained 
but no advanced 
paramedics 

Community Paramedicine 
Program fully launched in 
2018operators are CIT 
trained  

Paramedics and 911 
operators are CIT trained 
but no advanced 
paramedics; some 
community paramedics 
focused on top utilizers 
(physical health also) 

Advanced Practice 
paramedics; also  
Paramedics and 911 
operators are CIT trained. 
Enhanced Mobile Crisis 
Pilot with Wake EMS 
APPs 

24/7 Crisis Walk-in Clinic 

Cape Fear Roxie Avenue 
Crisis Facility available for 
walk-ins and voluntary law 
enforcement drop offs;   

Durham Recovery 
Response Center 
operated by Recovery 
Innovations  

Johnston Public Health - 
available Monday to 
Friday (8 to 5) 

Wakebrook Crisis and 
Assessment Services 

Hospital Emergency 
Department Cape Fear Hospital 

Duke; Duke Regional and 
UNC-Chapel Hill (in 
Orange County) 

Johnston Health System UNC Rex, Duke Raleigh, 
WakeMed 
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STABILIZATION 

Continuum Cumberland Durham Johnston Wake 

Crisis Respite Housing Not available 

Not available; some respite 
for children available with 
special authorization 
(provide by Alpha 
Management MH) 
2 beds available for NC 
START (2 each for crisis 
and planned) 

Not available 
2 beds available for NC 
START (2 each for crisis 
and planned) 

Crisis for Kids 
Freedom House and 
Cape Fear plan to 
implement 

Not available Not available 

Provider has been 
selected to implement 
this service, and facility 
development is in 
process 

23 Hour Observation 

Cape Fear Roxie Avenue 
Crisis Facility available for 
walk-ins and voluntary law 
enforcement drop offs;   
Recovery Innovations to 
assume operations in fall 
2019.   

Durham Recovery 
Response Center operated 
by Recovery Innovations 

Crisis Stabilization Unit at 
UNC Johnston Health 
Hospital - 7 beds in the 
ED that operate like CEO 
and FBC;  

UNC WakeBrook Crisis 
and Assessment 
Services  – 12 chair/beds 
for children and adults  

Facility Based Crisis 

Cape Fear Valley; 16 
beds shared with FBC 
and detox; when crisis is 
on diversion, sent to ED to 
access detox bed 
Recovery Innovations to 
assume operations in fall 
2019.   

Durham Recovery 
Response Center operated 
by Recovery Innovations - 
16 FBC /non-medical detox 

Not available UNC WakeBrook FBC – 
16 beds 
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Non-hospital detox 

Cape Fear Valley- doctors 
are shared with outpatient 
and crisis; 16 beds shared 
with FBC and detox 
Recovery Innovations to 
assume operations in fall 
2019.   

Durham Recovery 
Response Center operated 
by Recovery Innovations - 
16 FBC /non-medical detox 

Not available 
UNC WakeBrook Alcohol 
and Drug Detox Unit 
(ADU) – 16 beds 

Community Hospital 
Incl 3 -way bed 

Three-way beds 
Inpatient Psych Unit 
Cape Fear Valley Health 

Three-way beds 
Inpatient Psych Unit 
Duke University Hospital 
Duke Regional Hospital 

Three-way beds 
Inpatient Psych Unit 
UNC Johnston Health 
System 

Three-way beds 
Inpatient Psych Unit 
WakeBrook 
Holly Hill –County 
sponsored beds for 
uninsured 

State Psych and ADATC 
Central Regional Hospital, 
Broughton, Cherry Hill, RJ 
Blakely 

Central Regional Hospital, 
Broughton, Cherry, RJ 
Blakely 

Central Regional Hospital, 
Broughton, Cherry, WB 
Jones  

Central Regional 
Hospital, Broughton,  
RJ Blackley 
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TRANSITION SUPPORTS 

Continuum Cumberland Durham Johnston Wake 

Critical Time Intervention New grant received; in the 
start-up phase Not available Not available Not available 

Peer Crisis Navigators None None None None 

LME/MCO Care 
Coordination 

Provided by Alliance; 
includes jail liaison  

Provided by Alliance; 
includes jail liaison and 
social workers contracted 
at CJRC; Alliance funds 
Duke ED embedded care 
coordinator 

Provided by Alliance 
includes jail liaison 

Provided by Alliance; 
includes jail liaison 

Care Review Teams Alliance 

Alliance.  Adult, youth, 
transitional aged-youth, 
homeless, Spanish-
speaking, etc. 

Alliance Alliance 

Hospital Transition Team Not available Not available Not available Available 
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PREVENTION 

Continuum Cumberland Durham Johnston Wake 

WRAP Need to determine how 
widely used 

Need to determine how 
widely used 

Need to determine how 
widely used 

Need to determine how 
widely used 

Crisis Planning 
Training and expectations 
provided to provider 
network 

Training and expectations 
provided to provider 
network 

Training and 
expectations  provided to 
provider network 

Training and 
expectations  provided 
to provider network 

Integration/re-integration 
into treatment and 
support system 

Training and expectations 
provided to provider 
network 

Training and expectations 
provided to provider 
network 

Training and 
expectations  provided to 
provider network 

Training and 
expectations  provided 
to provider network 

Advanced directive Available but needs to be 
promoted 

Available but needs to be 
promoted 

Available but needs to be 
promoted 

Available but needs to 
be promoted 

MH First Aid Available and utilized Available and utilized Available and utilized Available and utilized 

Transitional Living Myrover Reese 

Freedom House; Durham 
Recovery; Dove House 
and TROSA 
Recovery Center of 
Durham 

Not available Southlight 
NC Recovery 

Drop-in Center Not available Wellness City (Recovery 
Innovations) 

Available but not peer 
run; Southeastern 
Healthcare (PSR 
provider) 

Fellowship Health 
Resources 
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Appendix D:
State Survey Data 
Overview 
Every year, surveys are sent to members and providers to determine overall health and 
effectiveness of services. The goal of using surveys is to gather information about the 
characteristics of our members being surveyed and use that information to better inform decision 
making (Ponto, 2015). During the 2017-2018 FY, four surveys asked adult, youth, 
parents/guardians, and providers their perception of services they received, how these services 
affected their lives, and how LME-MCO processes affected outcomes. Surveys were given using 
different methodologies including face-to-face, written, and web-based. Survey results could be 
compared, in some instances, to other LME-MCO and some with overall state average. Alliance 
Health Quality Management Department, both aids in the sampling for these surveys as well as 
analyzing and interpreting results. While certain limitations are inherent when conducting surveys, 
it is important to look at the results holistically and compared to other known data sources to 
determine trends and take-aways. 

National Core Indicators 
The National Core Indicator (NCI) survey was administered March 2018 – June 2018 to adult 
members as well as families/guardians of children under the age of 18 that live at home, 
families/guardians of adults 18 or older who live at home, and families/guardians of adults 18 or 
older who do not live at home. The purpose of this survey is to track individual changes and 
systematic performance for people with intellectual and developmental disabilities (IDD) and their 
families. NCI is a collaboration between the National Association of State Directors of 
Developmental Disabilities Services (NASDDDS) and the Human Service Research Institute 
(HRSI). The survey consists of questions associated with five main domains including (1) 
outcomes, (2) family outcomes, (3) health, welfare and rights, (4) staff stability and competence, 
and (5) system performance. LME-MCOs are required to provide samples for the Child Family 
Survey (CFS), Adult Family Survey (AFS), Family/Guardian Survey (FGS), and the In-Person 
Survey (IPS). In addition each LME-MCO is required to obtain consents and complete 
background surveys for members who have agreed to participate in face-to-face IPS. 

Perception of Care 
The Perception of Care (POC) Surveys were administered May 7, 2018 – June 5, 2018 to 
members diagnosed with Mental Health or Substance Use disability. The purpose of this survey is 
to learn member’s perception of the care they are receiving and identify where services can be 
improved. The national standardized Mental Health Statistical Improvement Project Survey 
(MHSIP) is the main component of the POC survey. Questions are related to eight domains 
including (1) access to services, (2) treatment planning, (3) quality and appropriateness, (4) 
cultural sensitivity, (5) outcomes, (6) functioning, (7) social connectedness, and (8) general 
satisfaction. LME-MCOs are required to obtain surveys from four percent of the MH and SU 
members receiving Medicaid, State, and Federal Block Grant in a month. Member samples were 
divided into Adult (18 years of age or older), Youth (Ages 12-17) and Child/Family (Ages 11 and 
younger). Alliance Health reached out to all providers who provided services for the requested 
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population to assistance in obtaining the appropriate sample. 

Experience of Care and Health Outcomes 
The Experience of Care and Health Outcomes (ECHO) Survey was administered August 8, 2018- 
October 10, 2018 to adults (18 years old or older) and the family/guardian of children under the 
age of 18. The purpose of this survey is to assess member experiences with their health care. 
The ECHO survey is the CAHPS behavioral health survey that includes six domains (1) getting 
treatment quickly, (2) how well clinicians communicate, (3) getting treatment and information from 
the plan, (4) perceived improvement, (5) information about treatment choices, and (6) overall 
satisfaction with counseling and treatment. The goal of the ECHO survey is to help identify 
strengths and weaknesses in a member’s quality of care and service, provide a way to assess 
resource allocation to improve weaknesses, and illustrate effects of their improvement efforts over 
time. The ECHO survey utilizes a correlation technique between a members overall satisfaction 
and the remaining domain scores.  

Provider Satisfaction Survey 
The Provider Satisfaction Survey was administered March 1, 2018 – August 31, 2018 to providers 
participating in the 1915(b)/(c) waiver. The purpose of this survey is to assess how well the LME-
MCO health plans are meeting the provider needs and expectations based on three areas (1) 
providing training and support (2) providing Medicaid waiver materials and (3) interactions with 
providers. DataStat, Inc. conducted the survey on behalf of North Carolina Medicaid (NC 
Medicaid) and the Carolina Center for Medical Excellence (CCME). 

Comparisons with Current Metrics/Data Sources 
Survey results should be analyzed in combination with other data sources. Surveys were 
reviewed in relationship to current state monthly, quarterly, semi-annual, and annual reports for 
various MH, SA, and IDD populations. Demographic data for the survey population was also 
analyzed to determine how the survey sample compared to members served during the survey 
time period. Finally, surveys were compared to the Incident Report Improvement System (IRIS), 
to see if survey responses had comparable to incidents Alliance has received.  

State Reported Measures 
Current state reports are obtained from various sources including claims, IRIS, Individual Support 
Plan (ISP) reviews, authorizations, and customer services data. The lack of direct correlation 
between survey questions and these metrics precluded findings or trends from being determined. 

IRIS  
Several survey questions identified concerns or situations which could result in incident report. 
For example, the NCI survey includes questions about whether the member feels safe. 17% of the 
adult members stated they feel afraid in specific locations such as home, work, day program, etc. 
This is below both the state average (22%) and national average (19%). Comparison to data 
obtained from Alliance internal incident report tracking system indicated 377 incident reports were 
submitted from 2016-2017 FY (timeframe of survey sample) and 235 from 2017-2018 FY by 
Medicaid C members. Of these incident reports 51 (14%) were alleged abuse, sexual assault, 
caregiver abuse/neglect, exploitation, or staff abuse/neglect. The location of these incidents 
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include the community (19), legal residence (17), out of the county (13), provider premises (26), 
school (1) and other/unknown (16). By comparing survey data to other external data allows more 
reliable interpretation. In this case, while Alliance is below both the state and national average for 
member safety, more than 10% of these members have experienced a lack of safety in their own 
home and/or community. 

Future Implications 

CAHPS/HEDIS 
The National Committee for Quality Assurance (NCQA) utilizes the Healthcare Effectiveness Data 
and Information Set (HEDIS) to determine healthcare performance for a variety of providers 
including physicians, PPOs, and other organizations. As Alliance moves forward in obtaining 
NCQA accreditation, the present surveys were compared with 2019 HEDIS measures to 
determine usability and possible trends. Currently, the ECHO survey provides data for HEDIS 
measures in regards to adult flu vaccinations, medical assistance with smoking cessation, and 
adult pneumococcal vaccinations. 

Key Findings 

Physical Health 
Overall health of our members is below average. According to the Office of Disease Prevention 
and Health Promotion, 90.3% of Americans said they had excellent, very good, or good overall 
health (U.S. Department of Health and Human Services, 2019). Across the three member specific 
surveys, overall health averaged 74% (Scores ranged from 57% - 97%). Our members indicated 
that more than half (56.4%) smoke tobacco or nicotine vaping products. A little more than half of 
Alliance member (63% indicated they had seen a doctor for a routine check-up in the last year 
and only 36% said they had seen a dentist in the last year. The lack of member seeing a doctor or 
dentist coupled with the over half using tobacco or nicotine products. While NCI samples were 
low, 20% indicated they had been diagnosed with high blood pressure, 13% with high cholesterol, 
and 42% with another health diagnosis not listed. Some examples included, insomnia, obesity, 
asthma, thyroid conditions, amongst others.   

Members 
Across the surveys, members indicated that they like the services they received and they would 
recommend their providers to others. Members believed that they were able to receive the 
services they needed and have been doing better in school/work, social situations, and with daily 
problems. For the IDD population, members felt they liked where they live and were able to see 
and talk to friends. 

Members indicated they had issues in several areas. Members indicated they were struggling with 
the ability to deal with crisis, feel control in their lives, and ability to take care of their needs. 
Members are moderately getting along better with family, doing things that are meaningful, and 
better able to handle things when they go wrong. Specifically, IDD members need to feel like they 
have input into their daily schedule. 



NETWORK ADEQUACY AND ACCESSIBILITY ANALYSIS 89 

Finally, there were several areas that need more immediate attention. These areas included 
member housing, IDD members need the ability to work in the community and to volunteer if 
appropriate. Finally, IDD members need to feel that they can choose where they live and who 
they live with. 

Providers 
Members indicated several areas of strengths in regards to their providers. They felt that provider 
staff respects their privacy and cultural differences. They had enough information to allow them to 
take charge of their lives. Staff were available to be contacted and members felt that staff listened 
to their concerns. Finally, members felt that staff gave them enough information about their rights 
and that they had access to their child’s PCP (if applicable) before signing it.  

Members indicated a few areas that provider could address. Members noted the need to have 
more available time for appointments especially for youth treatment. Members indicated the 
service locations could be improved. Members felt that their first service with the provider could 
have been scheduled in a timelier manner and that it take more than 15 minutes to be seen for 
appointment times. Members would like to be more a part of their treatment and feel that their 
family and friends can be part of their treatment as well. Finally, members would like to have 
access to and understand their behavioral crisis plan.  

Members indicated several areas that need more immediate improvement. Youth members feel 
that they would like to help choose the services they receive. Members overall need an 
emergency plan and emergency kit in case of disaster. Members need help applying for benefits. 
Finally, members don’t know if they received a member handbook.  

Alliance 
Several areas were noted as strengths by members and providers across the four surveys. 
Members took part in the service planning meeting, understood what was happening and could 
choose the services in their plans. Providers felt that customer service is responsive to 
stakeholders, training were useful, authorizations and claims were processed timely, and they had 
an overall satisfaction with network and network meetings. 

Providers and members indicated a few areas that could use improvement. Overall, members feel 
they are being somewhat helped by treatment. Providers don’t believe the website it useful and 
the appeals process needs improvement. 

Members indicated a few areas that needed immediate attention. Members do not feel they have 
enough information about service availability when calling Alliance. Members don’t know how to 
make a complaint. Finally, members need to feel like they have a choice of providers when they 
call for services. 
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Take Away 

• Members who participate in their treatment, use consumer-run programs and feel like they
can ask questions have a more positive outlook on their providers than those that do not.

• The more time availability a provider has the better the member’s perception of treatment is.
• The more information about treatment and treatment options shared with a member the

better the member outcomes.
• Staff that are more responsive and respectful to members the better members perception of

their care is.
• If members have a better perception of their provider they are more likely to also indicate

that they deal more effectively with daily problems and have better control their lives.
• Members need more information about services and providers when calling Alliance.
• Members need to have a better understanding about how to make complaints.
• Improve helpfulness of the website.
• Improve overall member health.
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Appendix E 
Community Survey 
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Appendix F 
Geographic Access Maps 
The following geo maps are provided for all Medicaid-funded services listed in Section One, 
except for outpatient services, and reflect contracted provider agencies as of January 1, 2019. 

LOCATION-BASED SERVICES (Medicaid) 
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LOCATION-BASED SERVICES (Non-Medicaid) 
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COMMUNITY/MOBILE SERVICES (Medicaid) 
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COMMUNITY/MOBILE SERVICES (Non-Medicaid) 
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CRISIS SERVICES (Medicaid) 
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CRISIS SERVICES (Non-Medicaid) 
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INPATIENT SERVICES (Medicaid) 



NETWORK ADEQUACY AND ACCESSIBILITY ANALYSIS 144 



NETWORK ADEQUACY AND ACCESSIBILITY ANALYSIS 145 

INPATIENT SERVICES (Medicaid) 
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SPECIALIZED SERVICES (Medicaid) 
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Psychiatric Residential Treatment Facility (PRTF) 
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Residential Treatment Level 2: Therapeutic Foster Care 
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SPECIALIZED SERVICES (Non-Medicaid) 
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C-WAIVER SERVICES
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ADDITIONAL OPIOID SERVICES        
Office-Based Opioid Treatment (OBOT) Services 

Provider Address City / State / Zip 

HOPE Centre for Advancement, LLC 701 Morreene Road Durham NC 27705 2928 

Structured Family Interventions, LLC 6011 Fayetteville Rd Ste 104C Durham NC 27713 6248 

Freedom House Recovery Center, Inc. 400 Crutchfield St Ste D Durham NC 27704 2771 

Fellowship Health Resources, Inc. 5509 CREEDMOOR RD STE 100 Raleigh NC 27612 6312 

Fellowship Health Resources, Inc. 222 E Chatham St Cary NC 27511 3458 

Southlight Healthcare 2101 GARNER RD Raleigh NC 27610 4687 

Carolina Behavioral Care, PA 4102 BEN FRANKLIN BLVD Durham NC 27704 2140 

Carolina Outreach, LLC 2670 Durham Chapel Hill Blvd  Durham NC 27707 2829 

Cottage Health Care Services, Inc. 3826 Bland Rd Raleigh NC 27609 6239 

Greater Image Healthcare, Corp. 401 Robeson St  Fayetteville NC 28301 5635 

Insight Family Center LLC 5884 Faringdon Pl Ste 200 Raleigh NC 27609 3932 

Fernandez Community Center, LLC 8376 Six Forks Rd Ste 104 Raleigh NC 27615 5095 

Recovery Innovations, Inc. 309 Crutchfield St Durham NC 27704 2754 

Solaz LLC 2231 E. Millbrook Rd Suite 101 Raleigh NC 27604 1746 

Morse Clinic of North Raleigh, PC 3209 Gresham Lake Rd Ste 113 Raleigh NC 27615 4131 

Morse Clinic of Zebulon, PC 877 E Gannon Ave Ste 103/104 Zebulon NC 27597 9314 

Life Net Services, LLC 2149 Valleygate Dr STE 101 Fayetteville NC 28304 3666 
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