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To say the last 18 months was challenging may be the greatest understatement of my career. The variedopldnéahaifiangEsain

and unplanned challenges tested not only abilities of TMCA Staff but the responsiveness, resourcefulnesdalichid eehatyiafahe
HealthChoices system across Franklin and Fulton Counties.

The obvious first challenge is the change occurring from a DHS Agreement Amendment transitioning our panggportfrantycfescal ye
to a calendar year reporting cycle. This createduth t8porting period to transition to the calendar year whicthchasgeg e ar 6 s
reporting interval.

Within the same amendment, DHS initiated a changing payment frequency which would result in a capitatioongas/fnemt Apfdy of 3 m
to July. With careful modeling and planning, TMCA was able to maintain the required restricted reservBskoAssutming thdie a
Licensed Insurer Preferred Provider Organization in PA and did not require financing to maintain a positive cash flow.

The months of September 2019 through February 2020 progressed at a familiar pace. TMCA and PerformCatelManadshavioral He
Care Partner, focused on implementation of the Community HealthChoices, which is the DHS Managed Care #Pedguant émilindividue
eligible for Medicaid and Medicare. We continued to refine our Physical Health and Behavioral Health rcoendieas amitbffats fo
morbidities, continued to develop our value based purchasing initiatives including the implementation iskadesivitiro&arathy r

Based Mental Health providers and we even hosted our first large scale Community Event, One Laugh At a R@wesyGeittbration of
comedian Kurtis Mathews. We were well on our way to planning for the transition and implementation frorha8iitetioor&letrealth Re
vices to Intensive Behavioral Health Services by the early months of 2020. Providers were receiving edypapiare dodttrainegly
created licensing process to become a provider of IBHS. TMCA staff and PerformCare were participating orBA&&groupderith OMt
clarification surrounding the new regulations.

In mieMarch 2020, just as we were hitting our stride, the Covid 19 virus disrupted everything@d NC#1SA&rtleltithe first of many
COVID 19 web conferences to put into place waivers of regulatory requirements and safety procedures fordPewitbens afidh&ledicai
COVID 19 virtual meetings and evolving responses continued on a regular basis throughout the remainder of 2020.
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By March 23TMCA staff moved from a physical site workplace to a remote work status 5 days per week and continugepo do so unti
tember 2020. S-sita Wak €hart lived am bytthe deek of Thanksgiving @ seamd surge oéth \paakstar staff
returned to full remote operations through the end of 2020. Needless to say, communication via virtualrmepreceueateses teicch

with OMHSAS, PerformCare and our Provider network.

First and foremost the safety of Provider Staff and Medicaid Members become the focus of TMCA and Perfoingflazesaféiyle maintair
net, in person services, providers started the transition to virtual service delivery fetrgatitierapcyeahnetidsugh audio visual
platforms. For Medicaid Members that did not have access to technology and equipment, providers creata#tgtpffing fordroffice
person services. TMCA shared evolving COVID safety procedures and distributed OMHSAS and CMS relatedhrgmylatery guidance
frequently. Additionally, resources relatechbs [ghvone and internet for low income individuals were sharedsalorgsvithmeet the

food, clothing and shelter needs of individuals that may be displaced or at risk due to the pandemic. Farexseesiabpeapiete et
delivered food to members that were immunocompromised or in quarantine and assisted members and familiesthisterassing device
services to participate in telehealth services.

Our second focus was to ensure our critical local and statewide behavioral health providers remained lispatystalteddnvautd

be able to meet the-pamdemic service demands once the state of emergency ended. TMCA and PerformCare taotatized to craft al
payment arrangements moving fromFoF8ervice environment to a prospective monthly payment based on historiéalalyizatio
revealed that local ambulatory providers of Mental Health and Substance Abuse Outpatient, Partial HospitaliaagjetredPéas&Suppo
Management, Family Based Mental Health Services and Behavioral Health Rehabilitative Services would potsmtiaily asgisire reimb
tance to sustain workforce and operations through the pandemic. Providers encountered difficulty delipesiioyse/wicerealubdo
restrictions regarding home and community service delivery. To compound these issues, providers had inedt@sbdrdwzeases relat
and software for audio visual service delivery; employee leave due to quarantine and Covid 19 illness; gtgsitakofiee eosts in

staff personal protective equipment. Ambulatory Providers were invited to participate in the APA. As a ondd®s ofdotdusibmit
monthly financial reports related to COVID related expenses, meet with TMCA monthly and pledge to retapespaffitgnaictteyehme

TMCA did a similar analysis related to 24/7 operathaséatilieatment providers to determine which sites wereuwritielork and

future needs. These providers would receive a gap payment for the difference of average historical utilipatioa a@ctLtleitlizee

tion. We determined that providers in these categories were Non Hospital Based Drug and Alcohol Facilii@&s dndiMeatal Bealth| n
Facilities.

Throughout the pandemic TMCA staff monitored COVID 19 community positivity rates and met with providgysabdtimdivgioal settin
ly, on a monthly basis. By June community positivity rates were decreasing and providers were becomingijopipedadwstared and e
transitioning to in person services on a limited basis. Most providers had developed protocols to ensuréestéff ahditroerbesisa
creative strategies to reduce COVID 19hke Igervice providers didipitesymptom screening of families and ebgéssitns out-

doors or in open sheltered spaces. Some providers did a hybrid mix of telehealth and in person servicemuinimiztatixgolsases

from frequent contact yet remained connected with members in person to reduce the risk of isolation iartfgnribsndpedsmis
service delivery increased steadily with sessions resuming backptviamscdeyels by the end of September 2020.

As the late fall and early winter arrived, so did the increase in positivity rates which in turn limitedttheoatshity sessiods in open
environment s. Providerés responses became f | uiflexibibtyofitelea de pt
health in community and outpatient settings. While inpatient providers bhgempatssemies; relying on PGR)testore and during
facility based stays; and reducing capacity to aid in social distancing.

Overall, having never encountered a public health emergency as pervasive as the COVID 19 pandemic, | havaitesbyhtred and h
ingenuity, fluidity and commitment of our behavioral health system. While the pandemic still looms aheatllindake npaboninigryea

the abilities of our providers to meet the varying transitions, demands and needs of individuals needingvbebanieranféaltmse

Fulton Counties.

Thank you,

7 350
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ADULT CONSUMERS CHILD/ADOLESCENT GOMERS

Inpatient Mental Health 319 Inpatient Mental Health 108
Outpatient Mental Health 4,575 Outpatient Mental Health 2,765
Outpatient Drug & Alcohol 1,151 Outpatient Drug & Alcohol 27
Inpatient Drug & Alcohol 439 Inpatient Drug & Alcohol 15

Crisis Intervention 529 Crisis Intervention 265

Targeted MH Case Management512 Targeted MH Case Management265

Peer Support Services 142 Behavioral Health Rehab. Serviced58
GRAND TOTAL 5,478 Residential Treatment Facility 47

FamihBased Mental Health 239

Psychiatric Partial Hospital 9
GRAND TOTAL 3,015

@S H Nl CONEES DLOD LA

Fulton County

3,990 Members
Franklin County . 778 Consumers
36,450 Members

7,826 Consumers
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The impacts on the Mental Health Service Delivery and Licensing during the pandemic had highs and lowsf2G20,alamgeal picgitse
visits became desk reviews with a virtual interview. For some providers, it simply meant providing OMHSésStwitheerapetonecc
Health Records. For providers without that capability, it meant photocopying or scanning hundreds of peeyesiafmedo misaiedteonical-
ly. Despite the challenge, OMHSAS reported all providers were able to be reviewed and only a few hauytlifficdtessamyatifermation.

Providers of community based services were faced with unprecedented challenges and in many cases roseiga thecdcbadksngsy with v
After a quick response from OMHSAS, a bulletin allowed for the billing of telehealth and a scramble acrasshibgarotdigetmarhbers
access to the services they needed. Many of the Mental Health Outpatient providers were already proyichadyitehealds fangsvere
able to adapt quickly to adding therapy via the telehealth method. For those services that are more inteesind eochneguiite \hsits,
Providers implemented safety protocols that alleéetéttecontinue, such as purchasing camp chairsiucdmpmgiefer outdoor sessions.

Porches and backyards became the living rooms.
Il n some

cases

, indi vidual s who needed

Individuals Who Rep
Barriers in Accessi

100%

Telehealth

90%

80%
70%

60%

50%

40%
30% -
20% -
10% -

0% -

Adult

Youth/Fam

lot, windows down, masks on. One Substance Use Outpatient Provider set up a live ¢
group therapy so that half the group could be in person and half could be at home pa
virtually. This greatly increased capacity of services and allowed flexibility for membe
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Select providers were offered a monthly prospective payment ba
hi storical <c¢claims trend. A p
submission of personal level encounter data, monthly expense reporting, retaining current
staffing and monthly meetings with TMCA and PerformCare to discuss any emerging trends,
needs or obstacles in operations.

TMCA also identified service types that were not geographically close b
critical to ensuring treatment options and access. The critical services
were identified as Mental Health Inpatient (Adult and Child) and Substa
Abuse NeHospital Rehabilitation. TMCA then determined which provid-
ers of these two service types served the majority of members accessir
treatment in the previous 18 months. During the pandemic, TMCA mor
tored utilization of these service types/levels and retrospectively provide
a gap payment for the difference between current units of service and
monthly historical average units of service.

The APA arrangement was discontinued for Outpatient Mental Health and Outpatient Substance Abuse on Octstiatetila 28820. TMCA
increase of 4% to account for any COVID 19 related variations of service delivery. Both of these servieeHptettatreetyapleckdy to

the changing circumstances of the pandemic due to the frequency of contact of the service and telehealthmieaimmp lcajgn d&hgaaso
2019 to calendar year 2020, MH Outpatient increased the number of members served in 2020 by 1% and hadra<igé sedvicgon in the
delivered. In the same time period, Substance Abuse Outpatient had a 9% reduction in the unique membeas4s¥r/eetinationlinhad
the units of service delivered.

The APA arrangement for all other levels of care continued throughout the remainder of the contract year cisenateCANiy Soimpa
deliver thome, commuHitgsed and 24/7 facbiged care. Each of these levels of care experienced significamt bdthisieansts of ser-
vice from historical production rates.

Additionally, the APA also enabled TMCA to r&@udHrercentage of claims allocations.

From Masch,

wmono  Financial Impact #revid vs. Pandemic pewné% 2020,
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$0
Capitation Medical Expenses Retained Reinvestment

PreCovid During Covid
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IBHS BHRS

I ndi vi dual i zed L iLiceesadsurdérss MH@PrClinic /FBMHS,of ev el s
of care within IBHS. Individual, Groupartial Hospitalization

and ABA Services.

Standardized Written ordgpanded Comprehensive Evaluatiitie standards of

qualifications of persons who can presontent and limited persons who were qualified



