
Enabling Local Medical Homes to 
Coordinate Care for a State-Wide 

Population 

Evolution and evaluation framework for a 
health care model for state employees, 

retirees and their dependents



Your Presenters

Anne B. Rogers, RN, BSN, MPH
Director of Integrated Health Management

North Carolina State Health Plan for Teachers and State Employees

anne.rogers@shpnc.org

L. Allen Dobson, MD, FAAFP
President and CEO

Community Care of North Carolina

adobson@n3cn.org

Iver A. Juster, MD
Senior VP, Health Informatics

ActiveHealth Management

Ijuster@activehealth.net

2



²Ƙŀǘ ȅƻǳΩƭƭ ƭŜŀǊƴ

ÅEnsure the successful transition of a purchaser-provider 
network collaboration to an effective statewide medical home 
model

ÅAnticipate key success factors that vendors, provider 
networks, providers and purchasers must consider

Å Implement an evaluation framework of valid, actionable 
metrics that shows the value of this large-scale initiative and 
facilitates continuous improvement
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Central themes

ÅHow can fragmented care delivery transform to 
an integrated, accountable population health 
management system?

Å²Ƙŀǘ ŀǊŜ ǘƘŜ ǘǊŀƴǎŦƻǊƳŀǘƛǾŜ ǊƻƭŜǎ ƻŦΧ 

ïEmployers (focus on the state employer)?

ïPractitioners?

ïMedical home support?

ïConsultative analytics?

ïThe evaluation framework?
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Transforming population health 
management: The employer

Evolution of the NC State Health Plan 
for Teachers and State Employees

Anne Rogers,RN, BSN, MPH
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State Health Plan Membership
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Members: 663,103
Employees:  321,836 (480,495 inc. dependents)

Average age: 46.4
Employee only: 44.8

Enrolled in Employee Only: 75%

Children per Employee: 1.79 (Employee/Children Plan)

Dependents per Employee: 2.91 (Family Plan)
As of 6/30/2011



Snapshot of Membership
Actives, Non-Medicare Retirees and Dependents

Demographics

Á62% female

Á31%  <30

Á14%  30-39

Á55%  40+

Health/Wellness Stats

Á11-15% use tobacco*

(18.4% shift in 2010)

Á32% are obese**

Á53% have a chronic 
disease or catastrophic  
illness/injuryϞ

*   Behavioral Risk Factor Surveillance Survey (BRFSS) (2009) and Health Risk 

Assessment (HRA) Data - Plan has 11% -15% of members who use tobacco 

**  Dr. Eric Finkelstein, Research Triangle Institute Obesity Cost Calculator, 2009
À Aon:  SFY 2010 Clinical risk analysis, January 2011 
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Distribution of Members by HealthStatus
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Healthy 
47.2%

Catastrophic
Illness/Injury

.8%

Chronic
52%

Aon, Clinical risk analysis, Feb. 2011



% of Total Claim Costs by Health Status 
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11%

Chronically Ill 
members (52%) 
greatly impact our 
expenses (76% of 
claim costs)

13%

76%

HealthyCatastrophic 
Illness/Injury

Chronic

Aon, Clinical risk analysis, Feb. 2011



PMPY Expenditures by Health Status
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67.7 times that of a healthy member 

6.2 times that of a healthy member 

Aon, Clinical risk analysis, Feb. 2011
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Healthy Members have 
declined 0.7% annually

=
An additional $55 million in 
expenditures annually
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2020 Projections 
Distribution of Members by Health Status 
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Aon, Clinical risk analysis, Feb. 2011
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Snapshot of Financials

ÁState fiscal pressures are resulting in eroding 
benefits and increased employee cost-sharing. 
Other solutions are needed

ÁNorth Carolina is one of 45 states facing revenue 
shortfalls and budget cuts

ÁIn SFY 2010 (July 1, 2009 ςJune 30, 2010), the State 
Health Plan paid $2.4 billion in medical and 
pharmacy claims
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What is NC HealthSmart?

North Carolina HealthSmart is a population health 
initiative that aims to:
ÁEmpower healthy members to stay healthy;

ÁHelp those with chronic disease or disease risk factors to 
better manage their health;

ÁOffer integrated, cutting-edge resources and programs to 
members at work, at home, and through their health 
care provider
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NC HealthSmartComponents   

ÁHealth Coaching

ÁDisease Management

ÁHealth Assessment/Health Record/Web Tools 

ÁPhysician Support/Clinical Gap Identification

Á Intensive Case Management/High Risk Maternity/NICU

ÁCase Management/Behavioral Health/Oncology

ÁESKD/CKD Care Management

ÁHealth Promotion & Education

ÁWorksite Wellness 

15



Results

Á NC HealthSmartdisease management programs 
show results: 

- Slowed the rise in costs among members with 
chronic disease*

- $18 million saved in 2007*

- 2:1 return on investment to date**

*  State of Member Health Report 2009

** Aon: Clinical risk analysis, Dec 2008

16



Why Move from Traditional Model?

ÁServices delivered telephonically by a health plan or 
contracted vendor have natural limitations to 
engage patients

ÁWe believe a larger proportion of patients will 
benefit from community-based care coordination

ÁCare management infrastructure in place through 
Community Care of NC 
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Approach and Timeline

Transition traditional telephonic services to community-
based model with services managed or delivered by 
physician networks
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Contracted with ActiveHealth Spring2010

PCMH  discoveryand design began Spring 2010

Vendor telephonicservices began Jan 1, 2011

Targetedimplementation begins October 2011

75% of membership engaged in PCMH model Plan year 2013



Transforming population health 
management: The medical home

Evolution of Community Care of 
North Carolina

Allen Dobson, MD



Our Vision and Key Principles

Develop a better healthcare system for NC starting with 
public payers

ÅStrong Primary care is foundational to a high performing healthcare

system

ÅAdditional resources needed to help primary care manage   

populations

ÅTimely data is essential to success

ÅMust build better local healthcare systems ( public-private 

partnership)

ÅPhysician leadership is critical

ÅImprove the quality of the care provided and cost will come down

ÅA risk model is not essential to success- shared accountability is!
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Primary Goals of Community Care

ÅImprove the care of theMedicaidpopulation while 
controlling costs

Å! άƳŜŘƛŎŀƭ ƘƻƳŜέ ŦƻǊ ǇŀǘƛŜƴǘǎΣ ŜƳǇƘŀǎƛȊƛƴƎ ǇǊƛƳŀǊȅ 
care

ÅCommunity networks capable of managing recipient 
care and supporting the medical home

ÅLocal systems that improve management of chronic 
illness in both rural and urban settings
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ÅStatewide medical home & care management 
system  to address quality, utilization and cost

ÅA private sector Medicaid management solution 
that improves access and quality of care

ÅMedicaid savings that are achieved in partnership 
with ςrather than in opposition to ςdoctors, 
hospitals and other providers.

Community Care provides North Carolina with:
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Key Tenets of Community Care

ÅPublic-private partnership

ÅάaŀƴŀƎŜŘ ƴƻǘ ǊŜƎǳƭŀǘŜŘέ

ÅCommunity Care is a clinical partnership, not just a 
financing mechanism

ÅCommunity-based, physician-led medical homes

ÅCut costs by delivering greater quality and efficiency

ÅProviders who are expected to improve care must 
have ownership of the improvement process
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Legend

AccessCare Practice Sites Care Plan of Eastern Carolina

AccessCare Network Counties Community Health Partners

Community Care of Western North Carolina Northern Piedmont Community Care

Community Care of the Lower Cape Fear Northwest Community Care

Carolina Collaborative Community Care Partnership for Health Management

Community Care of Wake and Johnston Counties Community Care of the Sandhills

Community Care Partners of Greater Mecklenburg Community Care of Southern Piedmont

Carolina Community Health Partnership
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Community Care: άIƻǿ ƛǘ ǿƻǊƪǎέ

ÅPrimary care medical home available to 1.1 million
Medicaid patientsin all 100 counties

ÅProvides 4,500 local primary care physicians (94% of all 
NC PCPs) with resources to better manage Medicaid 
population

ÅNot for profit networks link local community providers 
(health systems, hospitals, health departments and other 
community providers) to primary care physicians 

ÅEvery network provides local care managers (600), 
pharmacists (26), psychiatrists (14) and medical directors 
(20) to improve local health care delivery
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ÅThe state identifies priorities and provides financial 
support through an enhanced PMPM payment to 
community networks

ÅNetworks pilot potential solutions and monitor 
implementation (physician led)

ÅNetworks voluntarily share best practice solutions and 
best practices are spread to other networks

ÅThe state provides the networks (CCNC) access to data

ÅCost savings/ effectiveness are evaluated by the state and 
third-party consultants (Mercer, Treo Solutions)

Community Care: άIƻǿ ƛǘ ǿƻǊƪǎέ
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Community Care Introduced Four 
Elements to Support Medical Home 

ÅProvider Networks

ÅPopulation Management 
ïEvidence-based programs

ïHigh risk case management

ïPopulation stratification

ÅCare Management / Clinical Support
ïMedical Director

ïClinical pharmacists

ïTargeted clinical leadership ςpsychiatrists, palliative care, 
OB

ïCare Managers

ÅData and Feedback
27



Community Care Networks

ÅAre Non-profit organizations

ÅSeek to incorporate all providers, including safety net 
providers

ÅHave Medical Management Committee oversight

ÅReceive a pm/pm from the State for most enrollees

ÅHire care management staff to work with enrollees 
and PCPs

ÅParticipating PCPs receive a pm/pm to provide a 
medical home and participate in Disease Management 
and Quality Improvement
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Each CCNC Network Has:
ÅA Clinical Director

ïA physician who is well known in the community 

ïWorks with network physicians to build compliance with CCNC 
care improvement objectives

ïProvides oversight for quality improvement in practices 

ïServes on the Sate Clinical Directors Committee

ÅA Network Director who manages daily operations

ÅCare Managers to help coordinate services for 
enrollees/practices

ÅA PharmDto assist with Medication Management of high cost 
patients

ÅPsychiatrist to assist in mental health integration

ÅPalliative Care and Pregnancy Home Coordinators
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Managing Clinical Care
(Spreading Best Practice)
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Practices want help to άde-ŦǊŀƎƳŜƴǘέ ŎŀǊŜ

ÅPatient admitted and discharged from hospital 
without communication to medical home
VNeed effective and timely communication with hospitalists/ 

discharge planners

VNeed to ensure follow-up with PCP and/or specialist, 
medication reconciliation 

ÅSee multiple specialists without effective 
communication to medical home

ÅMultiple prescribers

ÅInformation systems do not talk with each other
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Practices want help in managing
patients with multiple co-morbidities 

ÅMedication reconciliation

ÅPersonal health record
VMedication list

VProblems

VSpecialists 

VAction plan

ÅHelp in linking with mental health
VWho is the MH provider and how can we communicate 

with them?
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Practices want help to improve quality

ÅOutreach to patients with gaps in care 

ÅPrepare patient for visit

VSynchronize patient, information and visit

ÅActivate patient to self manage their disease

ÅFeed data back to the practice and help benchmark 
against other practices

ÅHelp educate and follow-up with the highest risk 
patients
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Community Care of NC ςNow in 2011

ÅFocused on improved quality, utilization and cost 
effectiveness of chronic illness care

Å14 Networks with more than 4500 Primary Care 
Physicians (1360 medical homes) 

ÅOver one million Medicaid enrollees

ÅActively engaging other payers and providers 

V646 quality demonstration ~ 44,000 duals (1/3 of the state)

VMulti-payer demonstration in 4 networks (includes 
Medicaid, Medicare, BCBS and State Health Plan)

VState-wide Partnership with State Health Plan and Active 
Health
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System-Wide Results
ÅCommunity Care is in the top 10 percent in US in HEDIS for 

diabetes, asthma, heart disease compared to commercial 
managed care.

ÅAdjusting for severity, costs are 7 % lower than expected. 
Costs for non-Community Care patients are higher than 
expected by 15 percent in 2008 and 16 percent in 2009.

ÅFor the first three months of FY 2011, per member per 
month costs are running 6 percent below FY 2010 figures. 

ÅFor FY 2011, Medicaid expenditures are running below 
forecast and below prior year (over $500 million). 

Å!ŎŎƻǊŘƛƴƎ ǘƻ ¢ǊŜƻ ŀƴŀƭȅǎƛǎΣ /ƻƳƳǳƴƛǘȅ /ŀǊŜΩǎ work has 
meant that more than $1 billion in Medicaid costs have 
been avoided between 2007-2009.
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Quality HEDIS Measures
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Medicaid costs lower than expected

2.5%

-5.4%
-5.9%

-10.6%

-8.7%

-7.4%

-3.5%

-6.9%
-6.6%

-12.0%

-10.0%

-8.0%

-6.0%

-4.0%

-2.0%

0.0%

2.0%

4.0%

2007 2008 2009

Total spending for CCNC enrollees has been lower 
than expected for the past 3 years*.

Child Adult Total

* Adjusting for the severity of illness in the population

Source: Treo Solutions
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Lessons Learned

ÅPrimary Care is foundational

ÅData essential (timely and patient specific)

ÅAdditional community based resources to help 
manage populations needed (best is located in 
practice)

ÅCollaborative local networks builds local 
accountability and collaboration

ÅPhysician leadership essential

ÅMust be flexible (healthcare is local) and 
incremental

39



Transforming population health 
management: Care coordination 

and analytics

Supporting the medical home, 
measuring the results

Iver Juster,MD
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Overall goals ςguiding principles

1. Improveaccess to care 

2. Enhancepatient engagement 

3. Facilitatecare coordination among multiple providers

4. Fostera team-based care approach

5. Providea clinical information system with                                          

decision supporttools and fundamentals

6. Commit totransparency

7. Ensurefeedback to physiciansά
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Supporting transformation to the statewide 
medical home and measuring the results

ÅLaying the foundation: Integrate the data and provide 
care coordination and medical home transition/ support

ÅProvide enabling technologies: linking systems to support 
PCMH delivery

ÅTransform in phases

ÅEvaluate the results: A framework of actionable 
measures

ÅA path of continuous health improvement
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Integrate the data for understanding,  
decision support, and workflow

ÅData integration: Membership, eligibility, claims, 
pharmacy, lab results, program engagement, utilization, 
financials

ÅIncorporate self-report data from patients, care 
managers, practitioners

ÅFeed clinical decision support and provider/patient 
portals

ÅSupport and enhance workflow

ÅFeed practitioner and care manager analytics
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Provide care coordination and medical 
home support services

üAiming for proactive 
integration of care 
management services 
driven by data, 
actionable analytics and 
workflow

üTransitioning from 
ǘŜƭŜǇƘƻƴƛŎ ǘƻ ƭƻŎŀƭΧ 
Ǉƻƛƴǘ ƻŦ ŎŀǊŜΧ 
community-based

Medical Services

Organization

Physician

Practices

Community

Services

Public Health
NC State

Health Plan

(Payer)

Coordination
Measurement
Collaboration
Accountability
Partnership

Hospitals

Regional Care

Teams

(Community 

Care Team)
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