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Community Care of North Carolina has transformed the 
delivery of health care to the Medicaid population through 
its physician-led integrated system of networks and medi-
cal homes that are improving the quality and containing the 
costs of care delivered to the state’s most vulnerable and 
needy citizens.

Over the past year, much attention has been focused 
on Medicaid at both the state and national levels. 

For most states, Medicaid represents both an opportunity 
and a challenge. As enrollments increase, states grapple to 
develop a strategy that will bring both quality and efficiency 
to a public program that represents an ever increasing part 
of state budgets. The national Medicaid dialogue explores 
such concepts as patient-centered medical homes, health 
homes, accountable care organizations, payment reform, 
and care coordination.

In 2013, Community Care of North Carolina (CCNC) 
will reach its 15th year of operation as a statewide system 
of medical homes and local-community not-for-profit net-
works of physicians, hospitals, social service agencies, and 
other community provider organizations. These networks 
have been organized by North Carolina providers in order 
to better serve Medicaid patients in the state. CCNC net-
works and the Office of Rural Health and Community Care’s 
HealthNet program for the uninsured work together closely 
at the community level. CCNC’s web-based informatics cen-
ter and care management information system support both 
programs, so meaningful information can follow uninsured 
individuals across providers and payers as they move in and 
out of Medicaid. CCNC is currently serving approximately 
1.4 million citizens (including 144,000 Health Choice for 
Children enrollees and 90,000 uninsured residents) through 
14 regional nonprofit networks of 1,600 medical homes and 
5,500 physicians. CCNC has become a national model of a 
private-public partnership between a state and its health 
care providers—a partnership that uses a patient-centric 
population-management approach and is physician-led and 
community-based. The principles of CCNC are arguably the 
same ones that are being employed across the country to 
improve patient-centered care, improve health outcomes, 
and reduce costs.

Over the past 5 years, CCNC has demonstrated both sig-
nificant improvements in quality and reductions in Medicaid 
expenditures. CCNC outperforms Medicaid managed care 

plans on the National Committee for Quality Assurance 
(NCQA) Healthcare Effectiveness Data and Information Set 
(HEDIS) quality measures for asthma, diabetes, hyperten-
sion, and cardiovascular disease [1]. Between 2007–2010, 
North Carolina had the lowest average annual growth in 
Medicaid spending of any state in the country [2]. 

CCNC, which links each patient to a primary care prac-
tice, actively seeks to engage the highest-cost and highest-
risk individuals to participate in the program. These are the 
patients for whom CCNC’s population-management inter-
ventions will have the greatest impact. Sustainable savings 
come primarily from learning to deliver care in smarter, more 
coordinated ways that are patient-centric and community-
based. Providing high-quality team-based care to the right 
patient at the right time, in the most appropriate setting, 
continues to result in positive outcomes.

What Makes CCNC Different?

CCNC is led by local physicians who provide care to North 
Carolina’s Medicaid recipients, along with other health pro-
viders in the community. This bottom-up governance has 
been the key to getting buy-in at the practice level. With this 
buy-in, CCNC has begun to make significant changes in the 
way that the community-based health care delivery system 
functions. CCNC is built on a foundation of every patient 
having a “medical home.” This approach identifies a primary 
care physician, nurse practitioner, or physician assistant 
who assumes responsibility for delivering and overseeing 
the care for a panel of patients over the long term.

The 14 local CCNC networks across the state provide 
wraparound support to primary care practitioners and their 
Medicaid patients. More than 800 care managers, 30 medi-
cal directors, 20 clinical pharmacists, and 10 local psychia-
trists provide support that covers all urban and rural areas 
of the state. In addition, the networks hire nonlicensed per-
sonnel to support health care teams and population man-
agement efforts. These are local people managing local 
patients—and driving improvements in the system. The 
physicians are engaged in creating standardized expecta-
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tions regarding the implementation of evidence-based best 
practices. They lead local teams and decide how to collabo-
rate to get the best results.

Efforts to improve care and to reduce unnecessary expen-
ditures are owned by those who directly care for patients—
physicians, nurse practitioners, and physician assistants, with 
support from care managers and other members of the care 
team. CCNC care managers know the patients, the commu-
nity, and the resources that are available locally. Care manag-
ers “on the ground” connect the dots between the patient, 
the primary care practitioner, specialists, hospitals, providers 
of home health assistance, and other community resources. 
This wraparound support emphasizes the various responsi-
bilities that health care professionals and organizations have 
to their patient population. Those responsibilities include 
informing enrollees about their health, sharing resources and 
expertise, addressing medical and social needs, and provid-
ing and coordinating needed health care services. Managing 
a population involves more than just the delivery of physical 
health care services; providers are also required to address 
social, mental health, and community issues that may impact 
health and medical care. Simply put, population manage-
ment recognizes the social and environmental factors that 
affect an individual’s health status.

The state of North Carolina and CCNC identify clinical 
priorities based on the incidence of a condition, the cost of 
the care that is available for it, and its amenability to specific 
health interventions. CCNC’s informatics center provides 
quality and care management data to networks and prac-
tices. Physicians get regular performance and patient-spe-
cific feedback that helps to drive improvements in the care 
they deliver. An essential component has been stratifying the 
CCNC population to identify (and track) those patients who 
will benefit the most from population-management inter-
ventions. As part of its population-management approach, 
CCNC does the following things: it works to ensure that 
every patient has a medical home and understands the value 
of a medical home; it analyzes the health care needs and 
experiences of the enrolled population, and it defines sub-
sets of the population that may need and benefit from pop-
ulation-management support and interventions (care and 
disease management); it develops local care-management 
initiatives and supports, and it utilizes and organizes com-
munity resources to best serve the population; it tracks and 
evaluates program performance and adjusts program initia-
tives accordingly; it ensures that patients receive appropri-
ate preventive screenings; and it supports healthy lifestyles 
and provides self-management coaching.

Over the years, CCNC has, with its partners, imple-
mented integrated care management strategies that 
address the following issues: chronic diseases and how best 
to care for them, evidence-based best practice guidelines, 
pharmacy management, emergency department utilization, 
prevention and health promotion, transitional support, pal-
liative care, and high-cost or high-risk patients, including 

high-risk obstetrics patients. The challenge for a success-
ful population-management approach is how to determine 
which subsets of the population will benefit from the tar-
geted interventions. Identifying those who will benefit most 
from the program’s services is an ongoing process. CCNC’s 
population-management approach builds on its patient 
self-management component through member education 
and care-management support. When implemented suc-
cessfully, this approach equips individuals with chronic 
conditions with the ability to manage them more effectively, 
gradually lowering the percentage of high-risk and high-cost 
patients in the population and reducing the demands on the 
care system.

An Example of Effective Collaboration: Transitional 
Care

Recently CCNC, working with its partner physicians and 
hospitals, identified an opportunity to reduce unnecessary 
readmissions. Successful pilot projects and research stud-
ies have demonstrated that readmissions can be reduced 
with targeted interventions that improve the care processes 
[3, 4]. In North Carolina, 190,000 Medicaid recipients are 
admitted to the hospital every year, and 31,000 of those 
recipients have multiple hospital admissions. Nearly 1 out of 
every 10 admissions is followed by a readmission within 30 
days of discharge. An additional complicating factor is the 
frequency of cross-hospital traffic: In 23% of cases of read-
mission within 30 days of discharge, the patient’s second 
admission is to a different facility.

In 2008, CCNC implemented a statewide rollout of a 
population-based transitional care initiative designed to 
provide support for enrollees as they transition from one set-
ting to another. The initiative primarily targeted transitions 
from the hospital to the community. Working with partner 
hospitals, CCNC identified and implemented several key 
components of a model for such transitions. Networks were 
advised to take the following steps: embed care managers in 
large hospitals with a high volume of Medicaid admissions 
and discharges; provide comprehensive medication man-
agement for patients following their discharge from the hos-
pital; provide patients and their families with face-to-face 
self-management coaching before discharge from the hos-
pital, or in the home or clinic post discharge; make follow-up 
appointments for the patient with the appropriate medical 
home and/or specialist; improve communication with the 
health care team that is responsible for the patient during 
hospitalization; and ask for documentation of discharge 
planning. In addition, CCNC began compiling data on transi-
tional care and provided informatics support to networks to 
help them collect such data.

In an evaluation of CCNC’s transitional care program, 
patients who received transitional care were statistically 
significantly less likely than were patients not receiving 
such care to return to the hospital during the year follow-
ing discharge. The greatest impact was observed among 
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patients with complex chronic conditions; for every 1,000 
such patients receiving transitional care, an estimated 174 
readmissions were prevented within the next year. Findings 
were relevant even when the analysis controlled for demo-
graphic, clinical, and hospital characteristics (CCNC, unpub-
lished data). CCNC, working closely with North Carolina’s 
hospitals, has successfully implemented a robust statewide 
transitional care program targeting patients with complex 
chronic conditions.

Strategic Priorities for 2013

For 2013, CCNC’s goals are to continue to focus on the 
state’s priorities of improving the outcomes of care while 
lowering the cost of care. CCNC will now work on expand-
ing clinical management into other areas of the program, 
increasing provider accountability, reducing variability in 
care, expanding its networks in order to serve larger popula-
tions, enhancing shared informatics resources, and creating 
budget predictability for the state. In collaboration with the 
North Carolina Department of Health and Human Services 
(DHHS), the Division of Medical Assistance (DMA), and 
CCNC’s provider partners, CCNC will be conducting several 
major initiatives in 2013.

First, CCNC will enter into a new contract with DMA 
that moves responsibility for program operation and perfor-
mance from the 14 networks to the central organization. The 
primary goals of this shift in responsibility are to strengthen 
consistency in performance across networks and medical 
homes and to better position CCNC to respond to and meet 
state priorities. As part of this transition, a smaller, network-
balanced CCNC board governance structure has been cre-
ated to enhance accountability and enable swifter informed 
decision-making.

In addition, CCNC will work with DHHS and DMA lead-
ers to bring other parts of the Medicaid program under 
CCNC’s clinical management, beginning with those services 
that have the greatest potential for program savings. And 
CCNC will work with its health partners, with long-term care 
and community-based service providers, and with DMA to 
launch a “dual-eligible” initiative to integrate care for people 
who are eligible for both Medicare and Medicaid. This ini-
tiative, with support from the Centers for Medicare and 
Medicaid Services, will enable North Carolina to integrate 
Medicare and Medicaid services and financing in an attempt 
to improve the care outcomes of more than 200,000 dually 
eligible beneficiaries. CCNC will also work with state leaders 
to develop a closer alignment between the clinical services, 
care management, and analytics of Medicaid and those of 
the State Health Plan of North Carolina and other state-spon-
sored health programs. Significant efficiencies, and a greater 
impact, can be achieved if CCNC assets are utilized and if 
providers are actively engaged across multiple programs.

CCNC will work with its partners and with state leaders to 
identify and implement new payment models that promote 
the achievement of outcome and cost-containment goals by 

providers and networks. These models may include budgets, 
shared savings, and incentive payments or outcome-based 
payments to primary care physicians and other providers.

CCNC will seek out and enroll specialists who want to 
work with CCNC and its partners to improve care, quality, 
and outcomes for the Medicaid population. The organiza-
tion will also continue to build effective partnerships with 
local management entities and managed care organiza-
tions—and with behavioral health providers, long-term care 
and home care providers, and community-based provid-
ers—to improve the coordination and outcomes of care for 
Medicaid patients with complex medical, behavioral, and 
social conditions.

And because meaningful data and analytics are the life-
blood of the care improvement process, CCNC will continue 
to work with SAS Institute, Treo Solutions, and key academic 
partners to build the strongest informatics support possible 
for its providers and networks.

Lessons Learned and Final Comments

CCNC is in continuous quality improvement mode, work-
ing with engaged providers and consumers to identify barri-
ers and solutions to health care at the local level. Six lessons 
have emerged from our experience.

First, it is important to avoid a top-down approach. Those 
who are expected to be the ones to improve should be given 
ownership of the quality improvement process. Improving 
care and care outcomes is a community development initia-
tive in which the opportunity for improvement rests squarely 
on the ability to engage community providers. Unless those 
who are expected to improve the processes of care feel own-
ership for the program, the prospects for lasting advance-
ments are lessened.

Second, you cannot do it alone—you must have partners. 
If improving care for chronic illness is the focus, then building 
community partnerships is instrumental to success. Patients 
with multiple medical and social problems typically require 
care support, and they also require care plans that coordi-
nate care between providers. This level of performance calls 
for community providers to work together in a way that 
rarely happens in most local care systems. Partners must be 
willing to develop the structures, processes, and resources 
that can help achieve meaningful and sustainable coordina-
tion and integration in the delivery and management of care.

Third, scale is important, but so is local flexibility. The abil-
ity to have a flexible local network structure and to develop 
clinical initiatives that can be scaled statewide requires 
attention to local variations in health care infrastructure and 
knowledge of how best to leverage local resources to ensure 
that patients receive consistent care. While each network 
has flexibility in how they use their local resources, each net-
work is held accountable to achieve the same performance 
goals. Responsibility for identifying and addressing outlier 
performance is also shared across all networks. 

Fourth, systems and supports for improvement must be 
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put in place. Although the improvement process is initially 
dependent on the commitment of physicians and other com-
munity providers to improve care and care processes, actual 
improvement will be minimal unless systems and supports 
are built. A major emphasis of the CCNC model has been 
building, through community networks, the local medical, 
pharmacy, behavioral, and care management support that 
patients and physicians must have to improve care and 
care outcomes for patients with chronic illnesses. There is 
also a growing recognition that physicians need support, 
whether from care teams within the practice or from com-
munity-based care managers and clinicians. New care sup-
port structures are needed to improve the management of 
chronic illness. Much of this support will need to be provided 
where patients live and where physicians practice.

Fifth, feedback is essential. You can assemble an impres-
sive roster of clinicians committed to improvement and 
put in place the systems and supports needed to deliver 
improvements, but if you have not instituted effective ways 
to measure improvement and to communicate progress to 
participants, your prospects for success are dim. Reliable 
and continuous performance data are absolutely essential 
to driving the care-improvement process. Data are impor-
tant for measuring progress. Also, timely and meaning-
ful patient utilization data are essential for physicians and 
networks trying to enhance the delivery, management, and 
coordination of patient care.

Sixth, it is insufficient to make changes only to Medicaid. 
One benefit of North Carolina’s Medicaid initiative aimed at 
changing how care is delivered and managed is that when 
physicians change the processes of care for their Medicaid 
patients, they usually apply those changes to all of their 
patients. Thus other insurers and payers benefit from what 
Medicaid has initiated and financed. The flip side of this 
is that if physicians receive messages and incentives from 
insurers and other payers that conflict with the messages 
and incentives they are receiving from Medicaid, the impact 

of any Medicaid changes will be muted.
The reality is that the opportunities for improvements 

in care and care outcomes will be even greater if the mes-
sages, incentives, expectations, supports, and performance 
reports that physicians receive from multiple payers can be 
aligned. If physicians were to receive a common set of qual-
ity objectives, incentives, collaborative supports, and perfor-
mance reports regarding the care of most of their patients, 
the prospects for improvements in care and outcomes could 
be significant greater.

Going forward, CCNC will be building the capacity to 
develop an accountable budget model that provides the 
state with greater budget predictability for Medicaid. It will 
also be working with other insurers and payers to create 
multi-payer projects in which reimbursement, incentives, 
and care support are aligned.  
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