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New Models of Care = 
New Data Needs

1. Understand the Population
2. Identify High-Risk/ High-Opportunity Patients for 

Targeted Services
3. Couple performance measurement with 

actionable information
4. Don’t just measure quality, enable quality 

improvement
5. Help providers see the complete picture of the 

individuals they are caring for
6. Help providers see the complete picture of the 

population they are ‘accountable’ for



1.  Understand the Population



2.   Identify High-Risk/ High-Opportunity Patients for 
Targeted Services    (Example: Heart Failure Case ID)



(Example: CCNC Enrolled Patient List…80 Data Elements Reported 
Quarterly, with identification of highest risk/priority patients)

Priority Criteria:
•Three or more chronic conditions within the past 12 months
•Greater than one inpatient admission in the past 12 months
•More than 11 active prescriptions
•Top 10% of Cost within the past 12 months



3. Couple Performance Measurement 
with Actionable Information 

Example: Generic Medications as Percent of all Fills, All Medicaid Non-Duals



…coupled with proactive assistance to providers 
and patients in making good medication choices



ED Rate per 1000MM, Enrolled ABD

Inpatient Admissions per 1000MM, Enrolled Nondual ABD 



...coupled with tools for monitoring of ED and Inpatient Visits



…and tools for finding patients at the right time 
and right place!



4.   Don’t just measure quality, 
enable quality improvement



Quarterly Quality Measurement and Feedback:
Drill-Down to county- and practice-level results



Quarterly Quality Measurement and Feedback: 
Practice View with County, Network, State Benchmarks



…coupled with Actionable Information: 
Care Alerts updated weekly



https://portal.n3cn.org

5. Help providers see the complete picture of the individuals they are caring for

https://portal.n3cn.org/�


Medication Regimen and Fill History, 
with adherence information and gap in therapy alerts



Visit History (spanning multiple providers, multiple facilities) 



5.   Help providers see the complete picture of the population they 
are “accountable” for



New Models of Care = 
New Data Needs
1. Understand the Population

2. Identify High-Risk/ High-Opportunity Patients for Targeted 
Services

3. Couple performance measurement with actionable information

4. Don’t just measure quality, enable quality improvement

5. Help providers see the complete picture of the individuals they 
are caring for

6. Help providers see the complete picture of the population they 
are ‘accountable’ for

7. Support the human health information exchange!
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Source: CCNC 2011

Legend
AccessCare Network Sites Community 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

Information Support for:
•14 Networks
•1500 Primary Care Practices  
•1.1 Million Medicaid Recipients

•500 CCNC care managers
•500 LHD care managers
•26 LMEs, all NC Hospitals



IC Applications Usage  
December 2010-June 2011

Provider Portal CMIS



CCNC Informatics Center 
Data Sources

 Medicaid population
 Paid claims (weekly); eligibility and enrollment (monthly)

 Labcorps (monthly); other laboratory providers in the works

 Hospital Admission/Discharge/Transfer data (twice daily); 38 
hospitals currently participating

 Medicare claims for dual eligibles in 646 demo counties (monthly)

 Surescripts pharmacy data for dual eligibles in 646 demo (weekly)

 Coming soon: 
 UNC Health Systems discharge summaries, labs, medications (daily)

 Piedmont Behavioral Health encounter data

 DPH data (immunization registry, vital statistics)

 DMH data (state facilities and outpatient MH services)

 Connectivity to practice EHR systems to capture clinical data



CCNC Informatics Center Data Sources…
Other Populations/ 12 month horizon

 Uninsured
 Shadow claims for HealthNet and CCNC-UP patients

 Medicare
 Medicare Part A,B claims for “straight Medicare” population 

in MAPCP and 646 demos

 Medicare A,B,D claims for statewide dual-eligibles?

 Multipayer
 BCBS, SEHP claims data for 7-county MAPCP demo

 Beacon Community (So. Piedmont) hospitals and practices

 First in Health initiative
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