North Carolina Department of Health and Human Services
2001 Mail Scrvice Center * Raleigh, North Carolina 27699-2001
Tel 919-733-4534 » Fax 919-715-4645
Beverly Eaves Perdue, Governor Lanicr M. Cansler, Sccretary

December 23, 2009

The Honorable Beverly Earle, Co-Chair The Honorable Bob England, Co-Chair
Appropriations Subcommittee on Health Appropriations Subcommittee on Health
and Human Services and Human Services

North Carolina General Assembly North Carolina General Assembly
Room 634, Legislative Office Building Room 303, Legislative Office Building
Raleigh, NC 27603 Raleigh, NC 27603

The Honorable Verla Insko, Co-Chair
Appropriations Subcommittee on Health
and Human Services

North Carolina General Assembly

Room 307-B1, Legislative Office Building
Raleigh, NC 27603

Dear Representatives Earle, Insko and England:

Section 10.36(e) of Session Law 2009-451, Bill # S202 requires the Department of Health and
Human Services to report on Community Care of North Carolina, including the performance
measures adopted pursuant to priority diseases and conditions. Pursuant to the provisions of law, the
Department is pleased to submit the attached report.

Please direct all questions concerning this report to Chris Collins at 919-733-2040.

Sincerel

&Lamer M. Cansler
LMC:kmh

Attachment

ce Allen Feezor
Dan Stewart
Sharnese Ransome
Jim Slate
Jennifer Hoffman
Legislative Library (one hard copy)
Melanie Bush
Craigan Gray, MD, MBA, 1D

T.ocation: 101 Blair Drive * Adams Building ® Raleigh, N.C. 27603
@ An Equal Opportunity / Affirmative Action Employer



bee: Tara Larson
Chris Collins
Kris Horton



North Carolina Department of Health and Human Services
2001 Mail Service Center * Raleigh, North Carolina 27699-2001
Tel 919-733-4534 » T'ax 919-715-4645

Beverly Eaves Perdue, Governor Lanier M. Cansler, Secretary
December 23, 2009
The Honorable William Purcell, Co-Chair The Honorable Doug Berger, Co-Chair
Appropriations on Health and Appropriations on Health and
Human Services Human Services
Room 6235, Legislative Office Building Room 526, Legislative Office Building
Raleigh, NC 27603 Raleigh, NC 27603

Dear Senators Purcell and Berger:

Section 10.36(e) of Session Law 2009-451, Bill # S202 requires the Department of Health and
Human Services to report on Community Care of North Carolina, including the performance
measures adopted pursuant to priority diseases and conditions. Pursuant to the provisions of law, the
Department is pleased to submit the attached report.

Please direct all questions concerning this report to Chris Collins at 919-733-2040.

Sincerely,

7 Yt
éﬂanier M. Cansler

Attachment
LMC:kmh

ce: Allen Feezor
Dan Stewart
Sharnese Ransome
Jim Slate
Jennifer Hoffman
Legislative Library (one hard copy)
Melanie Bush
Craigan Gray, MD, MBA, ID

Lecation: 101 Blair Drive * Adams Building * Raleigh, N.C. 27603
@ An Tqual Opportenity / Affirmative Action Employer



Responses for the Legislative Report
Section 10.36 {e}

The Department shall report to the House of Representatives Appropriations Subcommittee on Health and Human
Services, the Senate Appropriations Committee on Health and Human Services, and the Fiscal Research Division no
later than December 31, 2009, on the performance measures adopted pursuant to subsection (d) of this section.

Section 10.36 (d)

Consistent with subdivision {1) of subsection (c) of this section, Identify priority diseases, conditions and patients for
care management, the Department shall: (i) identify baseline data on priority diseases, conditions, patients, and
populations, and on physicians and networks; (ii) identify patient, physician, and network performance measures, and
(iii) develop and implement data systems to gather, analyze, and report on those performance measures.

Identification of priority diseases, conditions and patients for care management

Each Community Care of North Carolina {CCNC) network has at least one designated clinical director who takes the lead
in spreading quality improvement initiatives throughout their network. Over the past ten years, the clinical directors
have met regularly to review and analyze meaningful data and information about their enrolled population, to share
best practices, and to collectively choose initiatives, performance measures and goals.

Community Cares’ Clinical Directors have established the following guiding principles in selecting a quality improvement
{Ql) initiative:

= There are enough Medicaid enroliees with the disease to obtain a “return on investment”.

»  Evidence exists that best practices lead to predictabie and improved outcomes.

= Appropriate evidence-based practice guidelines are available.

=  Physicians will support the process.

» Patient education and support can improve ogutcomes.

* Best practices and outcomes are measurable, reliable and relevant.

«  Evidence exists that the quality measures themselves improve care.

= There is room for improvement — a gap exists between best practice and everyday practice.

» Baselines for need and performance can be measured and improvement can be measured longitudinally.

The Clinical Directors, in concert with the Community Care program office, review and analyze claims data to determine
where opportunities for improvement exist and where population management strategies {(treatment, disease and care
management, prevention, etc) have the potential to positively impact both the quality and utilization of health care.

Each network designates clinical champions and Ql team leaders to employ the model! of rapid cycle quality
improvement developed by the Institute of Healthcare Improvement (1HI). This maodel stresses setting aims, establishing

measures, and making system changes that remove barriers and support excellent care. The networks have joined
together to do the following:

» Review initial data obtained from claims and chart audits

= Choose disease management initiatives

= Develop program expectations

» Define goals, objectives and performance measures

» |dentify methods of information collection

= (Create plans for implementation, assessment and monitoring
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*  Share best practices
» Develop and implement an evaluation strategy for the initiative

Each network has regular “medical management committee” meetings chaired by their clinica! director and with clinical
representation from participating practices. In networks that cover a large geographic area, the Clinical Directors may
choose different strategies to engage their community providers and in some instances this may require going to all the
practices for face-to-face time with participating physicians. These local meetings provide a forum to obtain provider
input and buy-in and to implement a process for spreading guality improvement (Ql} initiatives to all participating
practices. Both the clinical director’s meetings and the local medical management committee meetings serve as
catalysts for this model of improvement.

The flow chart below depicts the clinical directors group at the top where they are responsible for selecting initiatives,
determining the needed program components and defining the performance measures. The Clinical Directors are
responsible for engaging the physicians that are participating in their network and ensuring that quality performance
metrics are demonstrating improvement. They will use various reports to share with physicians in medical management
committee meetings, such as practice profiles, gaps in care analysis and chart audit results.

Managing Clinical Care

ASTHMA
DIABETES
Clinical Directors Group = Select targeted diseases/case processes PHARMACY
= Review evidenced-based practice guidefines L
+ Define the program CHRONIC CARE
» Establish program measures ED
HEART FAILURE
Local Medical Management Committee
« Implement state-level initiatives ||  GASTRO-ENTERITIS FEVER
» Develop local improvement initiatives OTITIS MEDIA DEPRESSION
CHILD DEVELOPMENT CO-LOCATION
PRACTICE A PRACTICE B PRACTICE € ADHD CAP-C
4 & F Y STROKE PREVENTION MENTAL HEALTH
A
Care Managers and CCNC quality improvement staff support DIABETES DISPARITIES DENTAL VARNISHING
clinical management activities OBESITY COPD

Community Care has the following disease and care management initiatives in place in every network: asthma, diabetes
and congestive heart failure disease management; high cost and high risk care management; pharmacy management
and prescribing initiatives; emergency room utilization; transitional support and chronic care (managing the co-morbid
aged, blind and disabled population).



Identification of baseline data on priority diseases, conditions, patients, and populations, and on physicians and
networks

Community Care provides each network with reports that describe disease prevalence, cost and utilization patterns at
the network and county level {with drilldown to patient level detail). Reports also identify the network’s enrolled
Medicaid population (identification and stratification) that might benefit from targeted disease and care management
interventions.

To support care improvement efforts, Community Care provides various reports to networks including, but are not
limited to the following:

= (Case identification reports — using Medicaid claims data identify enrollees with:
asthma and emerging asthma

diabetes and emerging diabetes

frequent emergency department use

heart failure

o 0 C O

« Additional reports obtained from claims and provided to each network outlines those enrollees with:
© highest cost

history of hospitalizations

readmissicns

poly-pharmacy and poly-prescriber issues

co-morbid conditions, including mental health conditions

o 0 00

= Reports identifying gaps in care analysis for our targeted initiatives, include but are not limited to:
o patients with congestive heart failure without a Beta Blocker medication fill

patients with diabetes and lacking an eye exam in the most recent twelve months

patients with hypertension without an antihypertensive medication fill

patients with a chronic condition and lacking a visit to their primary care provider

patients with medication adherence issues

0O ¢ 0 0O

»  Summary information on quality audit resuits on the evidence-based clinical practice guidelines at the network
and practice level

In addition to the standard reports that support disease-specific quality improvement initiatives, such as diabetes, heart
failure, ED overuse, and asthma, the program office uses claims data to guide most efficient use of care management
resources for Community Care’s intensive chronic care program for the aged, blind and disabled population. Networks
receive a new dataset every quarter, with detailed patient-level information (90 data elements) describing service
utilization, cost categories, diagnoses, and case management status. Additional quarterly reports describe in detail the
hospitalization history of patients who have had hospital readmissions; Personal Care Service and Home Health Provider
costs and patient load by service provider and PCP practice; and trends in cost, ED and hospital use by county and
network.

Evidence-based algorithms flag patients who meet criteria for care management assessment. As serious and persistent
mental illness is prevalent in this population, these reports also flag individuals who may be most appropriate for
intensive mental health case management. Networks then facilitate the coordination of that patient’s care with the
LME. Current screening and priority criteria for CCNC and LME care management assessment are as follows:



CCNC Screening: Patient has 2 or more of the above listed chronic conditions and meets 2 or more of the following criteria:
* 1 or morae inpatient admissions within the past 8 months (included acute, mental health, and long term care admissions)
* 3 or more ED visits within the past 6 months

* 8 or mare prescriptions over the past month or 24 over the past 3 months
* 3 or more outpatient providers in the past 6 months
* No PCP visit within the past year

CCNC Priority: Patient meets all of the following criteria:
* Three or more chronic conditions within the past 12 months
* Greater than one inpatient admission in the past 12 months
* More than 11 prescriptions in the past 12 months
* Top 10% of Cost within the past 12 months
OR
Patient id dual and meets 3 of the following 4 criteria:
* One or more inpatient admissions within the past 6 months
* Two or more ED visits within the past 6 months
* One or more Key target conditions: CHF, DM, IVD, Asthma or COPD
* No PCP visits within the past year

LME Prigrity: Patient meets any of the following criteria:
* MH/DD/SA inpatient without a therapist or enhanced MH service provider
* Three mental health target conditions without an enhanced MH service provider
* Top 5% of MH/DD/SA cost
* 3 or more Emergency Department visits with a primary diagnosis of mental health or substance abuse

Identification of patient, physician, and network performance measures

Since its beginning in 1998, Community Care has used performance measurement and feedback to help meet its goals of
improving the quality of care for Medicaid recipients while controlling costs. Quality measurement is intended to
stimulate or facilitate quality improvement efforts in CCNC practices and local networks, and to evaluate the
performance of the program as a whole. Under the direction of the Clinical Directors, this measurement and feedback
process has evolved over time to meet the changing needs of the program. Several factors necessitate a continuing
need to evolve, such as 1) expansion of Community Care’s enrolled population and increasing focus on aged, blind, and
disabled patients with multiple chronic conditions, 2) practice participation in other quality initiatives (such as PQRI,
NCQA HSRP and DPRP, Bridges to Excellence, NCHQA), and desire that measures be aligned as much as possible, and 3)
changes to evidence-based clinical practice guidelines over time. A Quality Measurement and Performance workgroup,
with representation from all fourteen {14) networks, meets periodically to review performance measures. Goals are to
identify measures with: 1) clinical importance {based on disease prevalence and impact, and potential for improvement),
2) scientific soundness (strength of evidence underlying the clinical practice recommendation; evidence that the
measure itself improves care; and the reliability, validity, and comprehensibility of the measure), and 3} implementation
feasibility. Workgroup recommendations are presented to the CCNC network leaders, and final measures are chosen by
vote of the Clinical Directors.

As of January 2009, patients are eligible for chart review on the basis of asthma, diabetes, ischemic vascular disease, and
heart failure. Chart review measures pertain to: appropriate asthma management; diabetes glycemic control and foot
care; management of blood pressure, cholesterol, and tobacco use; appropriate aspirin use; and assessment of LV
function in heart failure. During calendar year 2009, Community Care has contracted with Area Health Education
Centers (AHECs) to perform independent randomized chart reviews for >26,000 recipients in >1250 CCNC practices,



with an electronic data abstraction tool. Practice-level results with patient-level detail are available to the networks by
secure internet reporting services on a next-day basis. Program-level results will be reported annually.

An additional set of quality of care measures are derived from Medicaid claims data, pertaining to: medication therapy
for asthma, heart failure, and post-M| patients; adult preventive services (breast, cervical, and colorectal cancer
screening); and pediatric preventive services {dental care and well child exams). Claims measures are reported quarterly
at the practice, county and network level. A “care alert” system to readily identify patients in default of recommended
services is currently under development.

Practices and networks receive monthly, quarterly, or annual feedback on process, cost, utilization, and quality metrics.
A critical element to Community Care’s success centers on the ability of the networks to locally implement system
changes needed to improve quality in practices. The network Clinical Directors are instrumental in engaging community
providers to implement the quality initiatives. Providing credible and provider friendly reports are powerful tools,
particularly when accompanied with benchmarks and comparisons to peers, helping to motivate providers to improve
processes that will enable them to provide best care. The focus is on implementing evidence-based best practices in the
medical home.

At the request of the Department to assist in the current budget crisis, our focus has recently shifted from quality
measures in our priority diseases and conditions to key process measures expected to convey nearer-term cost savings.
Most recently, Community Care of North Carclina has developed a benchmark report for the Division of Medical
Assistance, to be reported on a quarterly basis, to track new process and outcome metrics across these major program
categories:

Utilization
s Preventable Readmissions as Percent of Total Admissions, enrolled nonduals
¢ [npatient Admissions per 1000 MM, enrclled nondual ABD
* ED Rate per 1000 MM, enrolled ABD

Care Management
e % of ABD patients meeting high risk criteria who received a care management assessment or intervention

¢ 9% of ABD hospitalized patients meeting care management screening criteria who have had a complete
assessment

Pharmacy Management
e Generic Medications as Percent of all fills, all Medicaid non-duals
e % of providers actively e-prescribing
e Medication Reconciliation after hospita! discharge of targeted patients

**Baseline findings related to newer CCNC initiatives and target conditions are included at the end of this report.

Development and implementation of data systems to gather, analyze, and report on those performance measures

Community Care has invested in a web-based Case Management Information System {CMIS) and in the development of

a robust Informatics Center (IC) for the purpose of gathering, analyzing, and reporting on Medicaid data. The CMISis a

user built, patient-centric, case management software package that resides on a secure web site offering multiple layers
5



of security. Community Care began using CMIS as their electronic record of case management activities in 2001, with
several major enhanced releases in 2005, 2006, and 2009. The CMIS contains demographic and claims data on all of our
enrolled Medicaid population. Care management processes and terms in CMIS follow the nursing case management
model which is a nationally recognized standard. Care managers and other network staff maintain a single care plan
that stays with the patient when he or she moves from one area of the state to another, ensuring continuity of care. All

the tools to manage a population are embedded in the program and support the care managers in their daily tasks and
maximize efficiencies.

The IC also houses reporting services for the networks, where standard, ad hoc, and user-defined reporting can be
deployed in an automated fashion. Performance reports can be accessed directly by network personne! within their
scope of access. CCNC physicians may also directly access their practice reports through a secure web portal as of
December 2009. A Pharmacy Home application developed in 2007 has proven to be of substantial benefit to networks
pharmacists and care managers, to readily access prescription fill history; monitor care alerts related to medication
omissions, interaction potential, or therapeutic recommendations; and perform medication reconciliation activities
across settings of care. A provider portal will be rolled out in 2010, to allow providers direct access to this key clinical
information, claims history, and care team contact information as they carry out medical home responsibilities for
Medicaid recipients.

Most recently, the IC is developing processes to obtain “real time” data from hospitals on all their Medicaid enrollees
that are hospitalized. This is a critical step in the implementation of transitional support and working to ensure needed
community support and resources are in place upon discharge so that unnecessary readmissions are prevented. Further
efforts are underway to receive lab results on select tests that would assist care mangers and physicians in identifying
patients for targeted care coordination, and for facilitating quality improvement initiatives in chronic disease
management care of North Carolina Medicaid recipients with chronic kidney disease, diabetes, hyperlipidemia, and
cardiovascular conditions.



Utilization

CCNC Quality and Performance Measures

State Fiscal Year 2008 - Baseli_ne

Inpaﬁé.nt. :

 Preventable ' .
- Readmissions | Admissions ED Rate Por

_ = o ag a percont - per 1000 1000 Member

Network Network Nama . oftotal MM; Montha among

- : : admissions, | senrolled | enroliod ABD, .

- enrolled. " ‘nondusl any dlagnosis.

‘honduals ABD - T
6701003 | Community Health Partners 12.3% 328 24.9
6701006 | AccessCare 13.6% 256 82.3
6701007 | Access Il Care of Western NC 12.3% 27.0 81.9

Community Care Partners of Greater o

6701008 Mecklenburg 13.7% 28.8 100.8
68701010 | Carolina Community Health Partnership 10.4% 25.4 108.5
6701011 Community Care of Wake and Johnston Counties 14.0% 22.6 81.2
6701012 | Partnership for Health Management 14.1% 253 77.2
6701013 | Carolina Collaborative Community Care 14.1% 24,8 58.2
6702000 | Community Care Plan of Eastern Carolina 15.6% 26.2 81.5
6702003 | Southern Piedmont Community Care Plan 12.2% 23.4 92.7
6702004 | Access lll of Lower Cape Fear 13.2% 26.7 96.3
6702005 Sandhills Community Care Netwark 14.4% 325 89.9
6702006 Northwest Community Care 18.0% 331 97.7
6702007 | Northern Piedmaent Community Care 16.0% 25.2 84.1
CCNC 14.1% 26.8 85.9
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Community Care of North Carolina
QMAF 2009 Chart Review Measures

Diabetes: A1C <=9.0
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2003y CORC e Results

Diabetes: LDL Cholesterol Control <=130
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Diabetes: Foot Exam
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Asthma: Continued Care Visit with
Assessment of Symptoms
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Cardiovascular: BP <140/90
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Cardiovascular: Aspirin use
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Cardiovascular: Lipid Testing
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Cardiovascular: LDL Control < 100
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Cardiovascular: Smoking Status & Cessation Advice
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Heart Failure: ACE/ARB use
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Heart Failure: Beta Blocker use
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