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NC Institute of Medicine
• Quasi-state agency chartered in 1983 by the NC General
Assembly to:
• Be concerned with the health of the people of North
Carolina
• Monitor and study health matters
• Respond authoritatively when found advisable
• Respond to requests from outside sources for analysis
and advice when this will aid in forming a basis for health
policy decisions
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Exhibit 1. Health Care Spending as a Percentage of GDP, 1980–2013
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Notes: GDP refers to gross domestic product. Dutch and Swiss data are for current spending only, and exclude spending on capital formation of health
care providers.
Source: OECD Health Data 2015.

Exhibit 9. Select Population Health Outcomes and Risk Factors
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Source: OECD Health Data 2015.
Includes: hypertension or high blood pressure, heart disease, diabetes, lung problems, mental health problems, cancer,
and joint pain/arthritis. Source: Commonwealth Fund International Health Policy Survey of Older Adults, 2014.
c DEN, FR, NETH, NOR, SWE, and SWIZ based on self-reported data; all other countries based on measured data.
d 2012. e 2011.
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Exhibit 8. Health and Social Care Spending as a Percentage of GDP
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Notes: GDP refers to gross domestic product.
Source: E. H. Bradley and L. A. Taylor, The American Health Care Paradox: Why Spending More Is Getting Us Less, Public Affairs, 2013.

• 78 (4) – Accountable Care Communities:
Connecting Communities and Health Care
• Hennepin Health
• Mission Health Partners
• Roanoke Valley
• Community Partnerships
• Rural
• Work Force
• Business

Accountable Care Communities
• Accountable Care Communities include partnerships between
health systems/providers and social/human service organizations.
• These partnerships work best when risk and reward are shared.
• An ACC encourages aligned investments to improve health such as
housing for people with unstable heart failure or food security for
people with insulin dependent diabetes.
• We often think of an ACC as an opportunity to invest of social
determinants of health.

Accountable Care Communities
• ACCs across the country have begun to address:
•
•
•
•
•
•
•
•
•
•
•

Food security
Housing
Transportation
Interpersonal violence
Employment
Education
Child Care
Caregiving
Poverty
Criminal justice transition
Health Equity

What are we NOT talking about
• An end to poverty, homelessness, hunger, etc.
• Hospitals taking over the functions of food banks, housing
authorities, etc.

Determinants of Health

Centers for Disease Control and Prevention:
https://www.cdc.gov/nchhstp/socialdeterminants/faq.html

Hennepin Health
• Key levers of success
•
•
•
•
•

Shared electronic health record
Collaborative decision-making
Data and service integration
Measuring impact
Defining success in community health terms

• Transformed from fee-for-service to value-based payments (total-cost of care)
• Aligned incentives
• Reinvestment of savings
• Flexibility in investments

Sample outcomes
• ED Diversion -9% (ED), -45% (inpatient)

• Housing initiative -55% ED, -72% inpatient
• Employment initiative -60%
• Access clinic initiative -32%
• Chronic inebrietes diversion team -50%
• Withdrawal management -60% (projected)

Housing
• 2016 study by the Center for Outcome Research
• Affordable housing with integrated health delivery increased primary care
utilization by 20%, decreased ED utilization and cost by 18% and 12
respectively. Quasi-experimental design.

• 2012 study showed that a model homelessness prevention program
fro those with severe mental illness discharged from the hospital
resulted in a large reduction in risk of readmission (OR 0.11)

How do we start
• Need to define community, get organized, leadership
• Assessment, needs, data
• Involve key stakeholders
• Residents in community; health (defined broadly), social, educational, and
human services agencies; city/county government; payers, philanthropy

• How to bite off the elephant
• Need to develop a financial model that works in your health care
neighborhood. Many successful examples. Share data. Share decisions. Share
resources. Share rewards.

What does success look like?
• Incremental steps towards changing the way we do business.
• Screening for social risk? (DHHS SDOH screening)
• A food bank referral?
• Integrated behavioral health?
• Embedded care management?

Think bigger
• This will not happen until…
• Payment moves towards value (a lot) and we start to re-imagine
what we do and why we do it.
• Develop the business case. ROI is critical for all partners.
Sometimes values need to be subordinate to business case as we
get started.
• Partnership
• Leadership
• Culture change

Demonstrate success
• Short term wins. Big wins.
• Housing instability and unstable chronic disease
• Food insecurity and Type 1 DM.
• Employment services (Hennepin success)
• Prison transition
• REINVEST

Mission Health Partners
• ACO with 75,000 covered lives (50,000 Medicare)
• Large clinically integrated network.
• Robust community paramedicine program.
• Partnership with YMCA of WNC for Diabetes Prevention Program,
shared risk, shared reward, reinvestment, shared decision making.
• Pisgah Legal Services medical-legal partnership—referrals from
ACO, housing, domestic violence, basic needs, end of life planning.
• A study done in Lancaster, PA showed that 95% of a clinic’s high utilizer patients had
2-3 legal issues and MLP reduced costs by 45%
http://medical-legalpartnership.org/“Medical-Legal Partnership and Health Centers: Addressing Patient’s Health-Harming
Civil Legal Needs as Part of Primary Care, Milken Institute School of Public Health, The George Washington University,
February 2015.

• Cabarrus Health Alliance—Public Health authority of Cabarrus
County. More flexibility to receive and distribute funds and make
innovative investments. Health Director is also CEO of CHA.
Supported by County Government and Carolinas Health System.
• Community and school gardens, food pantry enhancements, corner
store program
• Programs to promote physical activity
• Network of care to improve clinical and community linkages

Lots of examples
• Of embedded care management and referral to community
resources (CCNC)
• Embedded or partnered health education (Chronic Disease
Management)
• Food insecurity and nutrition programs (Roanoke Valley Community
Health Initiative, Ashe Hospital)
• Integrated care

Where does Medicaid Reform fit in?
• 2 million Medicaid beneficiaries will be moving to VBP in the next
1-4 years. Changing private insurance market. Tipping point?
• Investment in SDOH. Interesting in funding across silos in state
government.
• Quality metrics will include SDOH.
• Direct investments in SDOH. Community
pilots. Program and disease specific
interventions.

What should we be doing?
• Each region best knows what they are doing and where they have
opportunities.
• Define priorities---using data whenever possible---regional CHNA
and regional data initiatives can support this.
• Legitimate partnership. Who is at the table? Who is missing? How is
responsibility and benefit shared?
• Create the fiscal models and data infrastructure to identify savings
and re-invest savings.

Medicaid pilots
• 2-4 pilot regions, multi-county
• Interventions across priority domains, (food, transportation,
interpersonal violence, housing)
• Role of Lead Pilot Entity
• Public private partnership
• RFP mid 2019, Awards late 2019, 1 year capacity building (2020)
• Begin service delivery 1/1/2021. Pilot ends 10/31/2024.

NCIOM Task Force
• Year long process co-chaired by Drs. Mandy Cohen (NC DHHS), Ron
Paulus (Mission Health System), Mayer Miles Atkins (Moorseville), and Mr.
Rueben Blackwell (OIC). Funding support from The Duke Endowment and
Kate B. Reynolds Trust
• Year long process, broad stakeholder input, consensus-based
recommendations.
• 24 recommendations directed at the state and community level to move
communities towards systems of integrated health and social care.
Recommendations are in DRAFT form.
• Work is fully aligned with Medicaid transformation and in the context of
private insurance move towards value.
• Full report and community guide forthcoming in January.

Recommendations (DRAFT)
• 1.1 Promote and disseminate ACC broadly.
• Work of members of the Task Force and NCIOM.

• 2.1 Promote Health in all policies (local and state health and nonhealth officials (such as law enforcement, city planners, county
commissioners).
• 2.2 Use Health Equity Impact Assessment in the development of
new health non-health policies. (Developed by NC Child in
partnership with DHHS).
• 2.3 Cross-agency collaboration (modeled by and with guidance
from state government). Use of shared language, definitions, and
common metrics for success.

Recommendations (DRAFT)
• 2.4 Local Health Departments should be leaders in ACCs.
• 2.5 Report on population health impacts of community benefits
activities by hospitals.
• 2.6 Standardize regions (public health, AHEC, Medicaid, etc).
• 2.7 Technical assistance and learning collaboratives for ACCs and
coalitions interested in developing this model.

Recommendations (DRAFT)
• 3.1 TA to Healthy Opportunities Pilots.
• 3.2 Develop support for Healthy Opportunities Initiatives.
• Standardized screening and use of NCCARE360.

• 4.1 Develop and deploy standardized screening tool and NCCARE360.
• 4.2 Inform consumers regarding data sharing and data protections.
• 4.3 Implement screening and referral across payers, providers, and
systems.
• 4.4 Facilitate data sharing and compatibility.
• 4.5 Develop and support workforce (CHWs, CCMs).
• 4.6 Strengthen human services sector.

Recommendations (DRAFT)
5.1 Evaluate optimal screening (standardized screening; DHHS).
5.2 Analysis of results of standardized and referral screening to determine needs
and evaluate referrals.
5.3 Evaluation of NCCARE360-user experience, efficiency, increase in demand for
services (NCCARE360).
6.1 Support initial development of ACCs (Philanthropy, PHPs, Health Systems).
6.2 Funding for implementation, including payment for services.
6.3 Support for Healthy Opportunity pilots (DHHS and NCGA).
6.4 Evaluation (service delivery, costs/benefits; DIT, DHHS).
6.5 Develop sustainable funding models (Philanthropy).

For More Information
• Websites: www.nciom.org
www.ncmedicaljournal.com
• Key Contacts:
• Adam Zolotor, MD, DrPH, President & CEO, NCIOM
919-445-6150 or adam_zolotor@nciom.org
• Berkeley Yorkery, MPP, Associate Director
919-445-6155 or berkeley_yorkery@nciom.org

