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� Regardless of who manages Medicaid, the hospitals, 

physicians and safety net providers in NC serving 
patients remain the same and must be engaged

� We need to transform Medicaid management from a 
regulatory function to a health management function

� We must carefully balance cost containment with 
quality improvement efforts

� Decision making must be driven by data & outcomes 
monitored

� We must help transform healthcare system from 
acute care model to chronic illness model
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� Improve the care of the Medicaid population 
while controlling costs

� Develop Community Networks capable of 
managing recipient care

� Develop the systems needed to improve   
chronic illness
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� Making Sure People Get Care When 
They Need It

� Increasing Local Provider Collaboration

� Obtaining Quality Care

� Implementing Best Practice Guidelines

� Managing Medicaid Costs
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� Joins other community providers (hospitals, 
health departments and departments of social 
services) with physicians

� Creates community networks that assume 
responsibility for managing recipient care
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� Focuses on improved quality, utilization and 
cost effectiveness of chronic illness care

� 14 Networks with more than 3500 physicians

� 728,867 enrollees
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� Non-profit organizations

� Comprised of safety net providers

� Steering/Governance committees

� Medical management committees

� Receive $2.50 PM/PM from the State

� Hire care managers/medical management staff
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� Assume responsibility for Medicaid recipients

� Identify costly patients and costly services

� Develop and implement plans to manage 
utilization and cost

� Create the local systems to improve care & reduce 
variability

� Implement improved care management and 
disease management systems
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• Review evidenced-based practice guidelines

• Define the program

• Establish program measures
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• Implement state-level initiatives

• Develop local improvement initiatives
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Care Managers and CCNC quality improvement staff 
support clinical management activities
Care Managers and CCNC quality improvement staff 
support clinical management activities
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� Implementing quality improvement — best practice 

processes

� Implementing disease management

� Managing high-risk patients
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� Building accountability through monitoring & reporting
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� Evidence-based guidelines
� Improvement Specialists and Practice 

Champions
� Clinical Directors set performance measures
� Local provider Buy-In obtained
� Benchmarking and Goal Setting 

� Evidence-based guidelines
� Improvement Specialists and Practice 

Champions
� Clinical Directors set performance measures
� Local provider Buy-In obtained
� Benchmarking and Goal Setting 



�������
���������5������������
���������5�����

� Chart audits
� Practice profiles
� Care management reports – high-risk/high-

cost patients
� PAL scorecard
� Progress toward goals & benchmarks
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� Asthma
� Diabetes

� CHF
� Chronic Care – (Aged, Blind and Disabled)

� High Cost – High Risk
� Pilots in Depression, ADHD, Special Needs 

Children, COPD and Mental Health Integration 
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� CCNC Patient Tools – primarily produced by Networks
� Networks produce tools in multiple languages
� Networks produce tools with attention to reading levels

� CCNC Program Office – produces specialized tools
- In partnership with the NC Healthy Start Foundation 

� patient education tools have been produced in Spanish
� and have been reviewed for appropriateness of literacy level

- In partnership with UNC tools have been produced for our Heart 
Failure initiative that were

� Focus group reviewed for appropriate literacy level
� Translated into Spanish
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� Partnering with the NC Healthy Start 
Foundation – CCNC produces:

� Bookmarks
� Magnets
� General Brochure

On Appropriate ED Utilization
These materials are distributed primarily in 
response to a patient’s recent ED Visit and as
education tools when patients visit their PCP
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� UNC, Focus Group tested materials for inclusion 
in a “Managing Your Heart Failure” patient tool kit.

- CCNC Adapted the Tool Kit for use with patients identified for 
Case Management in our new CHF Tele Health initiative.

- The materials have been developed to meet appropriate literacy 
levels 

- & have been translated into Spanish…
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Samples from Heart Failure Tool KitSamples from Heart Failure Tool Kit
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Materials adapted from 

Managing Your Health with Heart Failure 
copywrite 2003 UNC, Michael Pignone and Darren DeWalt authors 
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Sample ED Educational Materials….Sample ED Educational Materials….
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1.  Top down approach is not effective in N.C.

2.  Community ownership a must
3.  Can’t do it alone - must partner
4.  Incentives must be aligned
5.  Must develop systems that change behavior at the 

practice and community level
6.  Have to be able to measure outcomes (data and 

feedback important- “you get what you inspect…”)
7. Lasting change takes time and reinforcement
8. There are indirect quality and cost benefits to the 

community
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