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Our Mission is simple: We work to keep people out of expensive institutional care.
We do this adhering to a strong set of Values set inside a strong culture. Qur Team
is dedicated to our consumers and each other, and we have spent our careers
custom designing Programs to meet our mission.

Value Based Purchasing Contracts

Strong Agency Culture

Values Driven, Organically Grown Behavioral Health Organization
Strong and Experienced Leadership

Efficient Electronic Referral Process

Innovative, 100% Paperless Electronic Health Record

Licensed to Provide Family Centered Treatment ®

Custom Designed Programs Available



SPARC Services and Programs is dedicated to

the mission of Keeping People Out of S PAR C
Institutionalized Care. We do this by truly Services & Programs

meeting individuals and families where they
are at; physically and emotionally.

OUR PROGRAMS ARE:

e Designed for individuals and families that have not had success with the traditional array
of services available to them

e Able to work with individuals and families who are experiencing imminent crisis

e Mobile. We come to where the individual or family is at. That may be the hospital, crisis
center, their home, a shelter, a residential placement, or other locations where the
individual and family may feel most comfortable

e Able to start quickly. Our goal is to complete a face-to-face meeting with new referrals
within 2 days

e Evidenced Based and Trauma Informed

e Collaborative. We partner with our stakeholders to meet the needs of the individual and
family. We include stakeholders and support systems in the treatment process to facilitate
the attainment of goals, safety, and stability

e Customizable. We have a long history of customizing our programs to meet a stakeholder
and/or payers needs

e Value Based. We participate in several Value Based Purchasing Contracts for our services

SPARC VALUES

1. Work to keep people out of institutional care

+ People who receive our Programs and Services shall develop hope, a secure base and sense
of self, supportive relationships, empowerment, social inclusion, coping skills, and meaning.

2. Be positive and solution-based

» People who work at SPARC shall maintain a solution-based demeanor and view crisis as
opportunities. Negativity ruins company cultures.

3. Give and accept feedback appropriately, and grow

+ We believe we must make it ok to give and accept feedback appropriately, and then grow
from that experience. Gossip is unfair and hurtful.

Support the principles of System of Care

« We accept the principles of System of Care. We are family-driven, community-based, and
culturally and linguistically competent. Collaboration is critical.

5. Maintain great customer service

«  Great customer service will be achieved through genuine, transparent relationships.

6. Record what we do accurately and timely

« We have a responsibility to record accurately, timely, with confidentiality, and in a manner
that adheres to local, state and federal standards.



Who We Serve

It's important to be able to look at the cultural and
demographic information for our clients. This data
can tell us many things, but most importantly, we
have an opportunity from a cultural competency
perspective to better know our clients and ensure
we have staff that can best meet the needs of our

clients.

We want staff who not only have the passion,
knowledge, skills, and abilities to provide excellent
services, but who also meet the culture and
language preferences of our clients.
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e Referrals received from over 50

collaterals and stakeholders

Services provided in English and

14
[ ]
2 .
Spanish
0-5
61011141517 ~ |
18-20
21- 29 30 39 |
5059 60+
Race
e Over 5,000 hours of
Telehealth provided
e Over 35,000 hours of services o
delivered
Native Amerlcan/AIas ! Rative | 0 1

e Over 900 Screening Tools
administered

e Over 400 SDOH Assessments
Completed

Asian
Black/African American

CaucaS|an/Wh|te

Other

?

Prefer Not to Answer
Pacific Islander



Family Centered Treatment (FCT) is a well supported in-home therapy
FAMILY model designed to work with children and families who have long/complex
™Y treatment needs, including multiple episodes of out of home placement and
ﬁ CENTERED  psychiatric hospitalizations. FCT is one of few home-based treatment
i TREATMENT® models with extensive experience with youth with severe emotional and
behavioral challenges, dependency needs, and mental health diagnosis as
well as histories of delinquent behavior, otherwise known as crossover youth.
In addition, FCT is extremely cost-effective and stabilizes youth at risk and
their families.

« FCTis designed to find simple, practical, and common-sense solutions for families faced with disruption or
dissolution of their family. FCT can be utilized to prevent an out of home placement or assist with reunifying the
child back home from an out of home placement

«  FCT works with the entire family system

« FCTis atrauma treatment and focuses on addressing the systemic dynamics of trauma on the family
system as a whole and not just the individual. In 2018, FCT was recognized as a SAMHSA & National-Child
Trauma-Stress Network Trauma Treatment model

« The program is provided with families of specialty populations of all ages involved with agencies that
specialize in child welfare, mental health, substance abuse, developmental disabilities, juvenile-justice and
crossover-youth

-+ Families receive multiple sessions per week and have 24/7 crisis response from their assigned clinician

FCT and Trauma Treatment: FCT focuses on systemic trauma and generational patterns of trauma. The
individualized incidence or aspects of trauma have broader impact than just the individual. It's how the
individual and the subsequent response from those around them that is creating the maladaptive patterns.
FCT looks to rewrite those patterns in the families narrative while addressing the trauma issues individually and
when possible in a broader perspective including how individuals have learned to cope or not cope by
watching others (generational).

Types of FCT Referrals

100 N

Families Received FCT in 2021

424 7%

Placement at Time of Referral -
505 %
1.0% 17.0%
0.0% .
1.0% 50% ® with family of origin or other caregiver/not Kinship Care
’ o Returning/just returned to family of origin/other caregiver from an out of home placement or Kinship Care
27.0% 3.0% ‘ Currently in an out of home placement/Kinship Care with goal to stabilize placement

8.0 %

0.0% 38.0 % O
@ rosterCare @ Kinship Care Juvenile Correction Center O

Psychiatric Hospitalization ~ @ Secure Detention ~ @ Group Home

@ Residential Treatment Facilit Respite/ Emergency Shelter ape .

for Trauma

N~/ A./

Average ACE Score

Average # of Weeks

On average, the identified client has 4 or more ACES, which puts
them at a higher risk for physical health issues, risk of suicide,
and substance use disorder.

On Average, families received 25 weeks of FCT




Family Centered Treatment, Continued

ISSUES ADDRESSED DURING FCT SERVICES

Trauma ! | ‘ ,
Neglect Emot|onal Abus
ms

Basic needs not being met
’ Physical Abuse School Proble

Domestic violence Sexual Abose . - ’
Juvenile Delinquency

|
Substance Use/Abude
Sex Offense Mental/Behavioral/Emotional Health

Other
Placement Status at Completion Medical Problems
1.0 %
10 % 34 0 [ . ope .
13.0 % 0% 83% of youth either stabilized at their
20% placement or were reunified with
6.0 % family!
5.0 % 2.0%
36.0 %
@ Maintained Placement with Family of Origin @ Maintained Placement in Other Caregiver's Home
Reunified with Family of Origin Reunified with Other Caregiver
@ stabilized original Out-of-home Placement as planned .
@ Remained in original out of home placement - unplanned @ Placed out-of-home Planned Placement R|sk VS Placement
Placed out-of-home Unplanned @ Independent or Transitional Living Other (Specify)
Outcome
100 —
Of the out of home placements that 50 —

occurred, 38% were able to be placed in a

foster care setting.
0—

13
Placement Risk at Time of Referral -

Placed Out of Home at FCT Completion




Enhanced Crisis Response (ECR) is a program designed to put
intensive clinical supports in place for youth with complex needs who
have discharge barriers from hospital/FBC settings or who are in DSS

E nh an ced Custody, in a DSS Placement and at at risk for presenting to the

. . Emergency Department due to a Mental Health Crisis.
Crisis Respon §@ The goalis to be able to keep children at home with their

parent/guardian and prevent/minimize out of home placements for
these children.

Service Elements Include:

e Crisis Management: Crisis intervention and support on a 24/7/365 basis.

* Intensive Case Management: Assists members to gain access to necessary care: medical, behavioral,
social, and other services appropriate to their needs.

¢ linkage to individualized Therapeutic and Behavioral Support Services: Services may include In Home
Therapy Services, Family Centered Treatment, Multi-systemic Therapy, Respite, and Day Treatment (these
services would overlap for two weeks to ensure linkage).

* Linkage to Residential Treatment: Therapeutic Foster Care and other programs as appropriate/clinically
warranted. (these services would overlap for 30-60 days)

* Intensive supports for children in DSS Homes or Kinship placements: DSS Foster Home/DSS group home
(recommended service provision: 60-90 days)

* Discharge and aftercare planning: Processes to decide what the member needs for a smooth move from
one level of care to another and for ongoing monitoring.

ECR Target Population
ECR is designed to meet three target populations: 1) those with a
160% discharge barrier in the ED or FBC setting, 2) those with a
330% discharge barrier in an inpatient setting, and 3) those in a DSS
Placement at risk for presenting to the ED. 66% of the program
referrals were from the Hospital or FBC Systems.
330%

180 8 2
@ At ED/FBC with discharge barrier

@ In DSS placement and in crisis/at risk of ED

In Inpatient with discharge barrier Other ] 3 Youth and their families

Participated in ECR Services in 2021

Average ACE Score

On average, the identified client has 4 or more ACES, which puts them at
a higher risk for physical health issues, risk of suicide, and substance
use disorder.

49% of youth who were discharged from the Referral Type and Disposition

program in 2021 were able to be discharged into the

community with community-based services. 43% In Hosp/FBC Setting

were able to be admitted into the mediCO”y and Discharged from 100
necessary residential treatment programs. that Setting

100% of the youth who were in a hospital or FBC setting ~ Maintained DSS 100

where able to be discharged from that setting and Placement
linked with the appropriate services. 100% of youth who I0 2I5 5I0 7I5 100I
were in a DSS placement and needed stabilization, were

able to maintain that DSS placement.




In Home Therapy Services (IHTS) and Opt Plus are services
I H S designed to meet the individual and family therapy needs of the
*' I child and their family, as well as provide any case
IY In Home Therapy Services management/care coordination needs in a manner that is more

intensive than traditional outpatient services allow, but not as
intensive as other enhanced levels of care.

[ I O pT pI u S These two programs are similar levels of care/services, with
parallel goals, but have different names based on the Medicaid
LME/MCO. As such, we track these programs together.

« The service includes individual and family therapy, as well as case management supports. Families
typically receive 1 multi hour therapy session per week and have access to 24/7 crisis response from their
clinician

« The program is provided with families of specialty populations of all ages involved with agencies that
specialize in child welfare, mental health, substance abuse, developmental disabilities, juvenile-justice and
crossover-youth

«  Goals are reducing presenting mental health needs, ensuring linkage with community supports and
services, and reducing the need for out of home placement

188 147

of Referrals Were as a Step-down

Youth and Their Families ) i
From a Hospital Setting

Participated in This Program in 2021
On average, 90% of the youth served in
SPARC's IHTS/Opt Plus Program are
able to remain at home in the
community with family.

Diagnostic Breakdown
0.0% ] Through this level of care, SPARC

% 20.4%
1o / Staff were able to support youth and

e their families with a wide range of

51% mental health needs, as well as
Social Determinant of Health (SDOH)
6.1% Needs. On average, each client had 2,

13:3% or more, SDOH needs that were
1.0% identified and addressed in treatment

28.6 %
@ Depressive Disorders @ Mood Disorders Anxiety Disorders Trauma Disorders

@ \Intermitent Explosive Disorder ~ @ ADHD @ Conduct Disorders RAD @ Zcode




Transition Management Services (TMS) is a service provided to
k individuals participating in the Transition to Community Living
Initiative (TCLI). TMS is a rehabilitation service intended to increase
Transition Management Services and restore an individual's ability to live successfully in the

community by maintaining tenancy.

«  TMS focuses on increasing the individual's ability to live as independently as possible, managing the
iliness, and reestablishing his or her community roles related to the following life domains:

o Emotional o Medical and Health

o Social o Educational and Vocational

o Safety o legal === Eeeeeseessssssssssssssssssssssaa-
o Housing

INDIVIDUALS RECEIVED
TMS SERVICES IN 2021
1 2 PS 5 %)

Decrease in Hospitalizations for

TMS Members " A @Q/O

Decrease in Problems Interfering

Daily Life Functioning
100%

Of Individuals Had Housing

Needs Addressed Were enrolled in the
TCLI Program

87% of individuals Had 3 or more Social
Determinants of Health (SDOH) that were
identified and addressed during care




Community Support Team (CST) provides direct support to
adults with a diagnosis of mental illness, substance use, or co-
Cummunity Suppurt morbid disorder and who have complex and extensive
treatment needs. This service consists of community-based
Team mental health and substance use services, and structured
rehabilitative interventions intended to increase and restore a
beneficiary’s ability to live successfully in the community.

« The team approach involves structured, face-to-face therapeutic interventions that assist in
reestablishing the beneficiary’s community roles related to the following life domains: emotional, behavioral,
social, safety, housing, medical, health, educational, vocational, and legal.

« Thisis an intensive community-based rehabilitation team service that provides direct treatment and
restorative interventions as well as case management.

« CSTis designed to provide:

a. Symptom stability by reducing presenting psychiatric or substance use disorder symptoms

b. Restorative interventions for development of interpersonal, community, coping and independent living skills
c. Psychoeducation

d. First responder intervention to deescalate a crisis, and

e. Service coordination and ensure linkage to community services and resources.

108 O/ 7%

of CST Clients Were Enrolled in TCLI

Individuals The Transitions to Community Living (TCL) provides
Received CST Services in 2021 eligible adults living with serious mental ilinesses the
opportunity to choose where they live, work and play in
North Carolina. This initiative promotes recovery through
providing long-term housing, community-based services,
supported employment and community integration.

Primary Diagnostic Breakdown

3
Schizophrenia 36

Substance Use Disorder

Bipolar Disorder 20
Depressive Disorder 31
Trauma/PTSD/Anxiety 3
Personality Disorder 2
Anxiety 3
Other 3




Individual Support Services (ISS) are “hands-on” individualized
assistance with everyday activities that are required by a member with
HYH severe and persistent mental illness in order to live independently in the
’n d"ﬂdual community. The services are intended to support adults ages eighteen
i Supports (18) and older living in a private home, licensed group home, adult care
home or a hospital that have a documented plan to transition to
independent or shared housing.

&

«  Specifically, this service provides assistance with Instrumental Activities of Daily Living (IADL)

including:

o Preparing meals o lLaundry

o Managing money o Transporting the member to access the community,
o Shopping for household necessities o0 Medication management

o Using the telephone o Supervision and cuing

0 Housecleaning

The goal is to provide coaching to the member in areas of need and fade this support over time.

19

Individuals Participated

b
il

in this programin 2021 o
1007

of individuals lived

independently in
housing
100 — Needs Addressed In Program
100
100
50 —
0—

I
Housing Needs Addressed
IADLs Addressed

|
2 or More SDOH's Addressed



Client Satisfaction Survey Outcomes

We received a 4.5 out of 5 rating for " Has
4_ 5* SPARC Improved Yours/Your Family’s Life"

average rating

EdEdEdEdE

"We are happy and glad we have

our daughters therapist she gives
We asked our clients to rate our staffs skills as it greaf advice and listen to us all as
a family and takes our concerns
seriously. We are very thankful to

relates to their services, here's what they had to

have meet her keep up the great

100%

of respondents

Said that their staff honors their/families beliefs
and values Is Available to Me/My Family in Between
Scheduled Appointments

0.0 %
0.0 %

"My worker goes
above and beyond.He

0.0 %
has helped me for ’
8.0%
than anyone In the
past’
92.0 %
® Always @ Most of the Time Occasionally Almost Never

@ Never

Is Working on the Goals that are Important to
Me/My Family

0.0 %

0.0 %
0.0 %
8.0 %

92.0 %

® Always @ Most of the Time Occasionally Almost Never @ Never




£

i o oy | OO
ConBE RS Collateral & Stakeholder Survey Data
~RESOURGES: SExt...
,-d_ﬁh;;i#%‘;ﬁh— m.zagm
1:EULTUHE “"“---ASSETS 4 5 Recommend SPARC to a colleague: One of
= §= n:HESI}iIHEEuzﬁ" * the best measures of how our agency is
hEﬂlt zmn_equlh,l AT average rating adhering to our values is if our customers
mmmumm WELLNESS ! = 55 ﬁg would recommend SPARC to a colleague.
EHE!LL.TH uﬂﬁparl %%3 ok [k ok k| We received a 4.5 out of 5 star rating from
INELENES S._. 23 our stakeholders.
T Ean Hm-[;g}Lﬂ_iEE

When asked about the skills of our staff, here is what
was said:

v| Works Collaboratively

"Big fan of SPARC
over here!"

Is Creative with Treatment Interventions

Supports Clients/Families During a Crisis

Provides Culturally Informed Services

Solution Focused

Celebrate the successes of the

”CST team is client/family
6 6 phenomenal!”

9.2%

average rating
'BEvery service the team
k[ |k [ ||k [k |k | made referrals to, the
staff have been hard
working and dedicated to

helping members and
their families."

N ASEASRAY RS

We received a 9.2 out of 10 from our
stakeholders when asked if they would
recommend SPARC to other colleagues



SPARC 2021 Outcomes Summary

Services & Programs

SPARC was able to see many successes during another challenging and unprecedented year with
COVID continuing to have a major impact on the health of our clients, staff, community, and
economy. For the majority of 2021, we were dealing with the implications of the Global COVID-19
Pandemic. We provided a hybrid model of care to our clients which allowed for flexibility of in-person
and virtual service delivery. We continued to support our clients and families as they navigated "the
new normal” all while ensuring that we focused on a plan that had a balance of staff and client
safety as well as business sustainability that allowed us to meet our mission.

We were also able to successfully navigate the first phase of NC Medicaid Transformation and add an
additional 5 Medicaid Standard Plan Payers as well as 3 new LME/MCO Medicaid Payers. We look forward to
2022 and being able to expand our mission across North Carolina and be able to support North Carolinians
in meeting their behavioral health and overall health and happiness goals.

V| SPARC provided services to 825 unique individuals in 2020

The maijority of clients served across all service lines were able to maintain living in the
community or be reunified to community living.

v| Clients/families were very satisfied with the services they received

v| Collaterals and Stakeholders reported high levels of satisfaction

SPARC has offices located in:
o Charlotte
e Winston Salem
e Morganton




