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Objectives 

• Environment: North Carolina health outcomes, 

clinical environment, Medicaid reform process

• Give points of emphasis about Workforce 

charge/rationale, how Medicaid works 

• Describe what we want to be the product of the 

task force 

• Propose how we will get our work done

• Get your input on all of this…
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Where does North Carolina rank? 

• 1943: 48/48 in unfitness for military duty..

• Today, low 30’s/50

▫ Above average in immunization rates

▫ Worse than average in key risk factors, such as 

smoking, obesity, and inactivity

▫ Below average life expectancy and many disease 

specific outcomes, especially preterm delivery and 

infant mortality



Life Expectancy: NC Ranks 37
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Disparities
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Where does Medicaid fit in? 
• 1965: children, pregnant women, disabled, 

elderly, with gradual development since then

• Federal/State collaboration, where Federal set 

eligibility, define/finance core benefits, and 

states adjust/add

• Comprehensive services; limits to financial 

contribution for patients; support of safety net

• North Carolina: 1.8+M, $13.5B: over half of 

pregnancies and children, long term care

• A leadership role in driving improvement of 

health of the people 
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What does an “entitlement” mean? 

9



A Time of Health Care 

Transformation in North Carolina

• Consolidation of Hospitals, employment of 

clinicians—but independents remain

• Spread of electronic health records

• Transitions of Leadership 

• Insurance Market Changes—Medicare, 

MACRA
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Medicaid Reform Timeline
• Summer 2015: Capitation, Hybrid Model for 

Insurers; Division of Health Benefits; HIE

• 1115 Waiver selected

• Dually Eligible held out; Mental Health 

(LME/MCO) integrated after waiver

• 6/1/16: Waiver submitted to CMS

• Little movement until election, then

• NC: new governor, but still republican 

supermajorities in legislature

• US: Trump administration
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Block grants/expansion/per capita 

payments? 

A time to set our own destiny…
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Why You? 

•Hospitals, clinicians and patients

•QI and Population Health experts 

•Different disciplines, payers

•Across the state—regions, health 

systems

•Medicaid staff

•A wise group…
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What is the Charge? 

• Recommend key metrics/specifications to achieve 

the quadruple aim (better health, better health care 

experience, better clinician engagement at lower 

cost) for the populations Medicaid takes care of

• Prioritize measures for North Carolina—and for now

• Focus on Medicaid, but align as much as possible 

with other insurers

• We advisory to the Secretary of DHHS
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How will we prioritize?

• The importance of parsimony

• Potential impact on health of NC 

• Benchmarking with other states

17



We will also need to address…

• Measures…and specifications

• Where will the data come from?

• Attribution

• Risk adjustment

• Social Determinants of health
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What We Won’t Focus On…

•Financing/incentives

• Implementation details

•Evaluation of reform itself
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Is the Quadruple Aim just a slogan?
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“You can’t fatten a cow by weighing it.”

--Palestinian Proverb

Why are we focusing 

so much on measures? 



How will Medicaid use the metrics?

• Start with the end in mind…

• Organize care and Medicaid administration around 

metrics; support spread and sustainability of best 

practices
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What about other insurers?

• Major focus is Medicaid, but

• Align as much as possible with other insurers

• Key issue is burden to clinicians and hospitals 

• Numerous states are developing multipayer 

collaboration
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How transparent will we be?

• We will post materials internally and externally

• Phase of public and stake holder comment

• Publish in peer reviewed journal and on line
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The Task is Challenging…

• Hundreds of possible measures, difficult task, 50+ 

members of task force, in six meetings 

• Strategy:

▫ focus on measures;

▫ level set the group as much as possible; 

▫ Modified Delphi process—iterative, with discussion and 

focused presentation

▫ Standard of “near consensus”

• Start with end in mind;use “parking lots”
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Beginning Measure Sets—vetted, aligned

• DMA starter set

• CMS cores

• PCMH/ACO

• CPC+

• IHI 2.0

• Others…
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How we will proceed….
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Primordial Measures

Measure Set 1.0

Measure Set 2.0

Measure Set 3.0

Review & Revise

Public Meeting

& Comment

Prioritize by Aim & 

Population



Approximate Schedule

• Session #1: Level-set regarding context, charge, 

medicaid and process

• Sessions #2-5: Production of draft measure set 1.0, 

by population and aim

• Session #6: Review, revision, re-voting—2.0

• Later Session #7: Public input, stake-holder 

commentary

• Creation of version 3.0 for delivery to DHHS by fall 

2017
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A Day in the Life of the Task Force…

• Pre-work—prereadings (brief) and initial voting

• Presentations and discussion on key issues

• Revoting and prioritization at end of day 

• Minutes will follow up shortly

• We will adapt as necessary.

• If questions concerns contact any of the Steering 

Committee, Michelle Ries or Adam Zolotor
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