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PROVIDER SERVICES

QUALITY IMPROVEMENT PAYS OFF

Meet Dr. Robert Ferrall, Western Wake Pediatrics

level of health for all patients in Wake and Johnston Counties. Providers engaging in QI programs

are given the tools to meet higher standards and improve the care of their patient population.
With a well-trained staff, access to evolving technologies, and a network of professionals dedicated to
improving health services for patients, such programs create the foundation for a healthier community.

B ecause of the dedication of local providers, quality improvement (QI) programs are raising the

Dr. Robert Ferrall is bringing that level of success to his practice and patients in Wake County. Seven years
ago, with the help of CCW]JC, he achieved Patient-Centered Medical Home recognition from the National
Committee for Quality Assurance for his practice, Western Wake Pediatrics. Since then, he’s moved his
clinic further up the ladder of quality improvement, becoming more engaged in the program and services
CCWIJC provides.

Community Care of Wake and Johnston Counties has been there to help Dr. Ferrall every step of the way
toward QI. The steps to achieving QI certification can be difficult to navigate, but CCWJC has identified
areas where providers can be supported. Dr. Ferrall relates, “CCW]JC has been very helpful in facilitating
the certification process and making sure my experience was a smooth one.”

Throughout the QI process, Dr. Ferrall’s practice identified a need for a dedicated asthma clinic for
more specialized care outside of regular appointments. His practice is now able to provide more in-
depth quality of care, complete with follow-up appointments and personalized education with a nurse
practitioner.

While the QI process is never finished, Dr. Ferrall has seen an uptick in bottom-line benefits.

Beyond the practical benefits of increased reimbursement from private insurers, Dr. Ferrall’s

practice also receives ongoing training for his staff and access to in-depth data and research.
He’s made connections with fellow providers in the region and has found new ways to better his practice
and care for his patients.

“Quality improvement is the future of health care, and I want to be a part of it from the start—
understanding the strengths challenges and prepar[ing] for the changes to come for the medical
community.

“Not only has my practice benefited from a well-trained staff and more access to information, we have
seen an increase in patients served and a cost savings with increased insurance reimbursements.

“Having resources like those provided by Community Care are a vital
asset to our community’s success. Wake County’s children are healthier
because of it.”
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We are your partners in care.

PROVIDER SERVICE AND QUALITY IMPROVEMENT

roviders are the engine of our programs. They are on the frontlines with us to help our patients
learn the skills they need to become healthier. The goal of our Provider Services Team is to
encourage a higher level of collaboration between providers and improve quality for all.

With an eye on data and a strong focus on patient outcomes, we formulate ways to support providers
in following the best practices and activities that deliver higher quality of care and effective cost
management. We also look at the whole picture and provide necessary tools that make it easier for
practices to navigate the complex Medicaid system.

Our team is trained in the science of QI and helps practices apply that methodology to a variety of
clinical areas, while making the improvement sustainable and financially viable. In the past, we have
worked with practices on improving their transitional care workflow and asthma and diabetes chronic-
care models. We’ve helped providers achieve Patient-Centered Medical Home (PMCH) recognition and
meet Meaningful Use requirements with their Electronic Health Records (EHR) and have focused on
pediatrics and preventive care with our CHIPRA program.

North Carolina was one of nine states to receive additional federal
funding for focusing on improving the quality of care for children.

partners like the County Department of Social Services and the Division of Medicaid Assistance

I n addition to practice-based QI, we engage the community in care by collaborating with community
Managed Care. We also link providers with community and educational resources for their patients.

The result is a higher standard of care for patients, meaningful relationships established between patients
and providers, and reduced healthcare costs for the whole system. We believe this new model of health

benefits patients and providers alike.
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CAPITALCARE
COLLABORATIVE




When a healthcare network
comes together, the result is
phenomenal.

ABOUT THE CCC

t takes a strong foundation to create lasting change, and that’s exactly what we’ve done at CapitalCare
I Collaborative (CCC). Through community partnerships and our innovative programs, we’ve brought

together stakeholders—hospitals, health clinics, and local government—to improve the health of Wake
County’s medically underserved citizens.

Our goal was to fill in the holes in our community’s healthcare safety net. In the process of meeting
that goal, we devised systems to connect people to the various agencies that serve the uninsured and to
support them along the way. Once we were all speaking the same language of care, real magic happened.

Our holistic approach, in which we surround our clients with the resources and support they need along
with an extra human touch, is what sets us apart. Our impact on people’s lives has been profound, and the
monetary value to Wake County hospitals from improved health and reduced hospital visits is estimated
to be about $1 million a year in savings.

The stories in the next pages illustrate our impact and what that has
meant for Wake County’s medical network. Read on!

‘ ‘ R3a_WCM_001_C_combo-report.indd 22 10/1/14 4:32 PM




HOW OUR APPROACH WORKS

At CCC we use an informed approach that utilizes medical systems, referrals from partner agencies, and the
impressive experience of our Patient Navigators. They take clients with varied and intense medical needs, and
a healthcare network that is often complex and difficult to navigate, and make it work for both patient and
provider.

They are the hub that makes healthcare work for our clients.

Sometimes all a client needs is information, encouragement, and a bit of direction, while others need more
guidance and support to find their way in the healthcare realm. For the latter, we help them continue their
journey to find the services the need through CCC programs that have a proven track record of success.

COMMUNITY
MENTAL HEALTH CARE OF WAKE COMMUNITY

AGENGIES & JOHNSTON
COUNTIES ORGANIZERS

PATIENT NAVIGATOR

Patient Navigators help clients with varied
and intense medical needs find their way
within the healthcare network.

HEALTHCARE

5 MARKETPLACE
COMMUNITY
HZ':A'EMC\,T;E STABILIZATION
PROGRAM
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CASE MANAGEMENT

ONE STEP AT ATIME

Meet Marzella

.

arzella just wanted to get back to work, but her health stood in the way, stopping her from
tulfilling her own desire to help others.

Diagnosed with lupus over a year ago, chronic pain and depression plagued Marzella. She
couldn’t get out of bed most days. After yet another visit to Duke Raleigh Hospital’s ED as an uninsured
patient, she connected with CCC’s Case Management Program and now has a partner on her road to health.

Previously, Marzella visited the ER several times a year, hoping to receive treatment for her many health
issues. She didn’t have money readily available for doctor’s office co-pays or medical bills; the ER seemed
to be the only resource for treatment where she wouldn’t have to worry about payments until later.

With her husband holding down a regular job, it was hard for Marzella to qualify for Medicaid. Because of
her disabling medical condition, she had to leave her career as a nursing assistant, and they couldn’t afford
private health insurance.

Although her medical problems started with lupus, Marzella’s health profile is complicated. She takes
around a dozen pills a day to manage a myriad of conditions and help her feel better. For a chronic
disease with many symptoms, a one-size-fits-all treatment is no solution. With help from CCC Case

AT

Manager Anthony Vance, Marzella coordinated a comprehensive care plan to treat each of her illnesses
properly and effectively. Her primary care provider also referred her to the CCC’s Project Access program,
and Marzella now has access to the specialists she needs to treat her medical conditions.

As an uninsured patient, assessing your medical needs and coordinating multiple doctors and
medications can be a daunting task. Case Managers like Anthony guide their clients through this difficult
process and show real results. As Marzella explains,

“It’s been hard to find anyone even interested in my situation, but Anthony is. He does regular check-ins;
he genuinely cares about helping me get better.”

With Anthony and the CapitalCare Collaborative team’s help, Marzella is getting back to the life

%
= !
3
3

that she loves. A healthier lifestyle, medication, and stress management have all brought her
lupus under control. A year after not being able to get out of bed due to pain, Marzella starts
each morning by walking two miles with her husband.

She’s working toward being well enough to return to employment and is anxious to meet her second
grandbaby this fall. After getting on top of her health struggles, she has a newfound determination to
better herself and help others.
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Blazing the trail to create
health for all begins with
knowing the right direction.

PATIENT NAVIGATION

ometimes the hardest thing in health care is knowing whom to turn to. Our Patient Navigators
help illuminate the path to care and end the cycle of ED visits for non-emergency care or for
worsening conditions that could’ve been avoided with access to medical care, medication, and

preventive services.

Our biggest goal is to connect our clients with a medical home. Without a home base for their health,
those without health insurance either live in doubt about their care and let chronic conditions go
untreated, or they go from crisis to crisis in the ED. That’s no way to manage health for the patient, the
community, or the overall health system.

The CCC stepped in with a commitment to identify and use all resources available to connect 520 at-risk
patients with high-frequency ED visits to a medical home—exceeding our goal by 15%.

This result is tremendous for both patients and providers. In the last year alone, we’ve moved many clients
out of the crisis cycle for their health care and into long-term management and proactive prevention to
treat their illnesses. For providers, the numbers are simple and powerful: ED visits for our clients were
down 53% and inpatient admissions were reduced by 77%. The bottom line, in dollars, comes out to an
estimated $1,000,000 in savings for Wake County’s medical system. This is care that works for all.

520

connected to
medical
home

474

enrolled
in CM/CSP
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“Nothing makes us feel better than positively affecting the
oral health of our patients. It is our duty to provide dental
care for the underprivileged in whatever small ways we
can because we believe that smiles are contagious.”

— Mark Wainright, DDS

PROJECT ACCESS

roject Access physicians generously donate their time to provide a much needed service
P for our clients. Specialty and diagnostic care are two of the most challenging types of health care
for our clients to acquire. Lack of knowledge about available resources and how to access them,
transportation to offices, understanding of their medical conditions, and financial barriers all conspire to
reduce access to specialty and diagnostic care for this population.

This year, nearly 500 physicians donated critical specialty care to help our clients. In that time period,
3,987 people received the services and care that had been out of reach to them for so long. Those
treatments included surgery, knee replacement, chemotherapy, MRIs, psychiatric sessions, and even
dental procedures—Ilife-changing and life-saving care. Project Access was the catalyst for their journey to
healthy practices.

We believe the numbers speak for themselves:
+ 500 participating physicians
3,987 patients served

*  $15 million in donated care

WHAT’S NEXT

e are so excited to announce that dentistry, one of the greatest medical needs for low-income
adults in our community, is coming to the Project Access program. We began working to fill
this client need in 2013 and are currently recruiting dentists willing to provide dental services

in their offices. We have also partnered with the Wake Smiles dental clinic to recruit clinic dentists and
connect clients to their services.

We look forward to expanding this program and offering it to more clients in 2014, with a goal of 25
participating dentists by the end of 2014!

0. 960G

million
3987 WY
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COMMUNITY STABILIZATION

(RE)STARTING THE JOURNEY

Meet Kevin

hat if everything you had ever worked for was gone? Your career, your home, your health?
W That is exactly what happened to Kevin. A cancer diagnosis started a downward spiral that

took everything away. He finally hit rock bottom this year, living in a shelter, and is now
starting to put his life back together.

That life was picturesque. A senior systems engineer at a major health-insurance company, Kevin had a
4-bedroom house with a basketball court to play hoops with his three kids. It was a “normal” life.

But a diagnosis of Hodgkin’s lymphoma in 2007 hit him hard. During treatment, he had to resign from
his job. A follow-up diagnosis of severe cardiomyopathy left his heart weaker and weaker. He now has a
pacemaker to kick-start his heart and maintain regular heartbeats. The removal of a tumor in his back left
him with chronic back pain that makes it hard to get out of bed some mornings.

Kevin’s health wasn’t his only battle. A lifelong addiction to alcohol reared its ugly head. As he described
it, “When I had physical, emotional, or spiritual pain, I drank.”

His goal has always been getting back to work, but the rollercoaster of problems with his health and
succumbing to his addiction set him back every time he tried.

hen something clicked. Kevin didn’t want to live that way anymore. He moved to North Carolina
in early 2014 to be closer to his sisters and father, checked himself into detox, and started walking
his road to recovery.

Kevin was referred by a local hospital to CCC’s Community Stabilization Program (CSP) embedded at
the South Wilmington Street Center. Through the CSP, Kevin was provided with a dedicated medical bed
to aid in stabilizing his condition so he could move forward again with his life. He explains, “They were
vital to getting me walking on the right path.”

his goals. The CSP team connected him with a primary care home, ensured his access to and supply of
medication, helped him make and keep regular appointments with a therapist, and connected him with
local support group meetings and resources such as clothing, meals, locks to secure his valuables in the

Dave and Tara, case managers with the CSP, worked closely with Kevin to understand, develop, and meet /

shelter, and a 31-day bus pass for transportation to his numerous medical appointments.

CSP helped Kevin navigate the services available through Wake County, and later, to apply for health
insurance through the Affordable Care Act. Kevin’s gratitude is plain: “They were always there for me,
giving me an open ear and concrete advice.”

Kevin is now moving into a 2-bedroom apartment in Cary. He’s back to building computer systems for
his brother-in-law’s company, often taking advantage of the free Wi-Fi at local coffee shops and indulging
in his remaining vice—a good cup of coffee.

As Kevin says, “I'm so grateful for CapitalCare. They helped me see the pathway out. My new apartment
represents a place where I can start rebuilding my family. This is a new chapter in my life.”
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Rolling up our sleeves to do the
hard, and rewarding, work.

right care and the right partners on a one-to-one basis. This year we’ve continued our hard work

O ur Community Stabilization Program (CSP) has always been about connecting clients to the
— ensuring that nearly every client that we work with is connected to a medical home.

Our CSP team works tirelessly to connect homeless individuals who have been hospitalized with acute
medical needs to medical care and behavioral health services as well as to basic resources like medication,
food, and housing.

This one-on-one approach has reaped rewards for patients through better quality of care and life. To
assist providers, we navigate the clients’ needs between appointments, checking in on their shelter or
home-health needs and providing a conduit of expertise on the complex medical system.

GOING BEYOND

he Community Case Management Program coordinates and evaluates services needed for our
T uninsured clients with ongoing medical and behavioral health conditions. Our approach to clients

and the community is a big part of what makes us special. Using strategic and successful patient-
care models, our community case managers have made huge strides in outcomes for patients and in the
bottom line for providers.

What we’ve found to be the secret to our clients’ successes is the little things that end up actually being
big breakthroughs. Our clients get to appointments on time because they have learned the importance

of getting care and keeping appointments, we routinely remind them of appointments, and we arrange
for or provide transportation until longer term transportation options can be identified. They take their
medications correctly because we’re educating them on the benefits and checking in to make sure they do
and introducing them to evidence-based self-management programs. They get healthier because health is
a process and we’re helping them create positive habits today for a better tomorrow.

We do it because it’s the right thing to do for our clients and for
the providers.

’Q...‘ (
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AFFORDABLE CARE ACT RESULTS

(ACA). For so many of our clients, the Act represents something that was simply unattainable in

T he biggest change in the healthcare landscape in the past year has been the Affordable Care Act
years past: quality, affordable medical insurance.

As we see it, the catch is a medical system that’s as complex as ever. Upon ACA’s passing, our community’s
citizens not only needed help signing up, they also needed to understand what it meant for them.

The CCC has long had a focus on increasing access to health care for the uninsured, so when the
opportunity arose to join a consortium applying for federal funds to employ Marketplace navigators,
it was an easy decision. This initiative fit well within our mission, and because of our partnerships
and collaborations, we were confident we could play a key role in connecting people with affordable,
comprehensive coverage.

Our involvement with the ACA in North Carolina started early on. We collaborated with other
organizations to lead the charge on consistent messaging and coordination of community outreach
efforts. We also worked with our organizational partners to gain the most reach for that messaging as
possible through their networks. In addition, the CCC became a Certified Application Counselor (CAC)
Organization. This allowed CCC staff to become trained as CACs so they could better assist uninsured
clients.

During the first open enrollment period (October 2013 through March 2014), we
+  provided education and outreach,
+ explained how the subsidies work and what the Medicaid coverage gap meant, and

+ assisted approximately 2,000 individuals with ACA questions and 1,000 with in-person enrollment
assistance.

Once open enrollment ended, we got to work educating the community on the special enrollment period
options and providing resources to connect the newly insured to preventive and primary care using their
new insurance.

We’re proud of our ACA work and happy to see that so many of our

neighbors now have access to quality health care. .
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After ACA: The safety net is as
important as ever.

The ACA was a huge boon for thousands of Wake County residents who didn’t have access to quality, affordable
health insurance. In 2013-14, we made great strides in enrolling our uninsured neighbors.

Not everyone has benefited from the ACA, though, and there are still many who are too poor to receive
subsidies for their insurance and can’t afford a policy premium without assistance.

Where does that leave us? The bright spot is that many North Carolinians have more health security than they
did a year ago, but many others have been left out of the new options and are at risk of falling through the
safety net.

We are here to pick them up and make sure quality health care is available to all.
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120,000 were uninsured in Wake pre-Open Enrollment 2013-2014.
Of them, and 26,000 were in the coverage gap
Of them, 35,000 are estimated to be newly insured.
Less than 10% of that group did not qualify for a tax credit and more than 90% did.

74,000 adults are uninsured Of the still uninsured, 25,000 are
and ineligible for premium tax credits being seen at safety net clinics
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WHAT WE'RE DOING.

COMMUNITY
STABILIZATION

--0

Helping our clients
receive affordable,
quality health

insurance through
our education and
outreach efforts.  -------- .

1
1
1
. g . 1
Guiding clientstoa ------ .
medical home while
saving money for the
health system through
increasing efficiencies
and interventions.

Improving quality of
care and creating new
possibilities for our
homeless clients while
reducing the strain on
area hospital EDs and
inpatient units.

Providing a one-on-one enhanced level
of support with a personal touch that
shows clients the way forward to a
healthy future.

Working with our  -=---- H
extensive provider
network to bring

specialty care to

the underserved
populations.
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FUNDERS,

BOARD MEMBERS

Dr. Peter Morris

2014 Board Chair

Dr. Dixon McKay

2013 Board Chair

Dr. Patricia Pearce

President, Wake County Medical Society
Dr. Margaret Burkhead

Primary Care, Raleigh Family Medicine
Dr. West Lawson

WakeMed Health & Hospitals

Dr. John Perry

Wake Area health Education Centers
Bernadette Sponge

Rex Healthcare

Pennella Washington

Wake Health Services, Inc.

Dr. Marilyn Pearson

Johnston County Public Health,
Johnston Health

Dr. Erica Arrington

Alliance Behavioral Health

Patricia Kramer

Duke Raleigh Hospital

PARTNERS, AND STAFF

WAKE COUNTY MEDICAL SOCIETY
COMMUNITY HEALTH FOUNDATION

STEERING COMMITTEE

Pennella Washington

Chief Executive Officer, Wake Health Services, Inc.
Charles Faust

Chief Operating Officer, Wake Health Services, Inc.
Regina Petteway

Director of Community Affairs, Wake County
Human Services

Kim McDonald, MD

Medical Director, Wake County Human Services
Sue Lynn Ledford

Community Health Director,

Wake County Human Services

Ingrid Bou-Saada

Program Consultant, Wake County

Human Services

Patricia Kramer, LCSW

Director of Case Management,

Duke Raleigh Hospital

Ted Kuntsling, MD

Chief Medical Officer, Duke Raleigh Hospital
Bernadette Spong

Chief Financial Officer, Rex Healthcare

Linda Butler, MD

Chief Medical Officer, Rex Healthcare

Roy Tempke

Director of Case Management, Rex Healthcare
West Lawson, MD

Chief Medical Officer, WakeMed

Becky Andrews

Vice President, WakeMed

Lois Eure, WakeMed

Peter Morris, MD

Chief Executive Officer Urban Ministries
Marilyn Pearson, MD

Public Health Director, Johnston County
Health Department

April Culver

Vice President Governmental Affairs,
Johnston Health

Beverly LeGath

Director of Case Management,

Johnston Health

Allison Smith

Chief Executive Officer, Johnston County
Department of Social Services

Pamela Tripp

CommWell Health, Johnston County FQHC
William Massengill

Chief Executive Officer, Benson Area Medical
Center, Rural Health Center

Janis Nutt, PhD

Alliance Behavioral Health — Johnston County
Victoria Boviall

Alliance Behavioral Health — Wake County
Tara Burnette-Lewis, MD

Alliance Medical Ministries

Megg Rader

Executive Director, Alliance Medical Ministries
Tad Clodfelter

Chief Executive Officer, SouthLight, Inc.
Jason Lane, FNP

Clinical Director, SouthLight, Inc.
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Be a part of the solution.

Visit our website for more information
and to contact staff.

COMMUNITY CARE OF WAKE & JOHNSTON COUNTIES

2500 Blue Ridge Road, Suite 330
Raleigh, NC 27607
(919) 783-0404 | ccwjc.com
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