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Welcome – I’m Nina Vinson, the Director of Pop Health Outcomes at Vaya. 
 
Introduction 
Did you ever want to get out in front of a challenge you see over and over again with individual members – or with friends, family, neighbors? Did you ever wonder if there was something we could do? Traditionally, the role of a MCO has been (mostly) limited to paying for illness care. In fact, our whole health care system in the US is primarily focused on acute care for citizens who are sick, instead of keeping them from getting sick. We know, however, that ounce of prevention is better than a pound of cure. And through Medicaid Transformation, the state of NC has invested heavily in prevention, community based partnerships, and disease prevention. So, Nina, but what does that mean for Prepaid Health Plans like Vaya – or providers in WNC? 
 
Today, we’ll talk about Whole Health for Whole Populations including when, how, for whom, and with whom. 
 




Course Description

Have you ever felt frustrated tackling issues one member or care team 
at a time? Did you ever wish you could "work upstream" and prevent 
things from happening? If so, this is a great time to learn more about 
community-wide, public health-type approaches. 

Learn about "true" population health, including: 
• Top health priorities for Tailored Plan 
• Vaya's planned interventions to address these health domains at 

member, provider, and community levels



Learning Objectives
Following this presentation, learners will be able to:

• Recognize and recall the key health domains prioritized under the Tailored 
Plan: opioid misuse, tobacco cessation, pregnancy intendedness, birth 
outcomes, early childhood interventions, diabetes prevention, 
hypertension (high blood pressure), etc.

• Describe and contrast the different levels or types of planned 
interventions: individual (member, recipient), clinical (provider, 
practitioner) and system (community, public)

• Give examples of Vaya/WNC efforts that relate to the Tailored Plan health 
domain priorities



When

What, 
how
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When you hear
“whole health” 

what do you think of? 



Whole Health is:
• Beyond the Body

• Integrated Care: Body and Mind, Physical and MH/SU/IDD 

• Beyond/Before Illness and Disease - When
• Wellness, Health Promotion
• Prevention (Primary, Secondary, Tertiary)
• Intervening Upstream, Root Causes (e.g., Adverse Childhood Events, ACEs)

• Beyond Clinical Care and Treatment – What and How
• Barriers and Needs

• Unmet Health Related Resource Needs (Social Determinants of Health), CBO Partners, Etc.
• Facilitating Factors and Strengths

• Natural & Peer Supports, Community Resiliency, Life Engagement and Purpose



What do you think when you hear 
“whole population”? 

Individual versus group strategies? 

What about population health, 
community health and public health—
are they the same thing or different?



Whole Population Approaches are: 

• Beyond the Individual – Who
• Individual, family, neighborhood, community, city, state, nation, world
• All of us/everyone - all residents/all people, potentially payer blind/agnostic
• Public Health, Community Health, Collective Health

• Beyond What Vaya/Providers Can Do Alone – With Whom
• Based on deep, wide, and diverse partnerships
• More than MCOs/PHPs or associated networks of providers and practitioners
• Non-clinical partners, such as community based organizations (CBOs)
• Different methods of communication, collaboration, coordination
• New or changed relationships, interdependence and trust

• Some needed partners may not be “within our network” (no formal leverage or contract)



When:
Pre-Disease

What, 
how: 
Non-

Clinical
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With 
whom: 
CBOs, 
LHDs, 
etc.

Whole 
Health for 

Whole 
Populations
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These are the things that MCOs and providers and organizations sometimes do – but that we need to lean into
Our focus for today!
Of course, traditional clinical care need to be a core part of any/all efforts



Background and Context
Comorbidities and Disease Prevalence for Tailored Plan Members
What Drives Health/Illness – Social Determinants, ACEs, etc.
“What We’re Up Against, The Challenge”
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In North Carolina…
Housing

• More than 1.2 million without affordable housing
• One in 28 children under 6 are homeless

Diabetes
• Seventh highest rate in U.S. for diabetes related deaths (3000 deaths per year)
• In 2020, 35% of us have prediabetes and 13% are living with diabetes

Food Insecurity
• Eighth highest rate in U.S.
• More than one in five children (20%); in some counties, one in three children (33%)

Safety and Interpersonal Violence
• 47% of women experienced intimate partner violence
• 25% of children with ACEs (e.g., abuse, other adverse childhood events)
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TALKING POINTS
These data are prior to COVID19  - a more accurate representation would probably be significantly higher, on all fronts

Diabetes
In 2020, nearly one-half of North Carolinians were either living with diabetes (12.5% of the population) or were at high-risk for developing diabetes (34.5% of adults had prediabetes). 
More than 3,000 people are expected to die directly or indirectly because of diabetes and its complications, ranking North Carolina as seventh in the nation for diabetes-related deaths. 
In the western region of the State, the prevalence of diabetes diagnosis was 13.0%. (North Carolina’s Guide to Diabetes Prevention and Management 2020, NC Diabetes Advisory Council).




2019 Outcome Performance
NC Medicaid versus U.S. Median 
Rates
• Comparative data source: HEDIS measures (NCQA)

• HEDIS = Healthcare Effectiveness Data and Information Set (used to measure 
the quality of health plans)

• Combined/full Medicaid population (SP+TP)
• Pediatric measures: NC generally at/above U.S. median
• Adult measures: NC at/below U.S. median
• Disparities: some age, race, geography differences
• SP rates versus TP rates: some differences

• e.g., A1c (Diabetes) with TP members faring worse (not a surprise)
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Okay, I understand about disease 
statistics, but I keep hearing 
about social determinants of 
health, ACEs, health disparities.
What’s the deal?
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The Opportunity for Everyone to Have 
Good Health

Source: Office of Minority Health and Health Disparities North Carolina Equity Report 2018
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Buncombe County

• Overall infant mortality 5:1
• For every 1000 babies born, five will die within a year

• Between 2010 and 2018, (overall) infant mortality 
decreased

• (But) mortality for Black babies increased—from 11.7 
to 15.1
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ACEs are associated with increased risk of a wide range of health conditions in both pediatric and adult populations. The life expectancy of individuals with six or more ACEs is 19 years shorter than that of individuals with none. (17)
These ACE-Associated Health Conditions include:
Pediatric Health: The effects of toxic stress are detectable as early as infancy. In babies, high doses of adversity are associated with failure to thrive, growth delay, sleep disruption and developmental delay. School-aged children may have increased risk of viral infections, pneumonia, asthma and other atopic diseases, as well as difficulties with learning and behavior. Among adolescents with high ACEs, somatic complaints – including headache and abdominal pain, increased engagement in high-risk behaviors, teen pregnancy, teen paternity, sexually transmitted infections (STIs), mental health disorders, and substance use – are common.
Adult Health: ACEs are associated with some of the most common and serious health conditions facing our communities. (18) People with 4 or more ACEs are:
37.5 x as likely to attempt suicide (19)  
3.2 x as likely to have chronic lower respiratory disease (20)
2 to 2.3 x as likely to have a stroke, (21)  cancer, (22) or heart disease (23)
1.4 as likely to have diabetes (24)
The higher the ACE score, the greater the risk for ACE-Associated Health Conditions.
Mental and Behavioral Health: The higher the ACE score, the greater the likelihood an individual may experience mental health disorders such as depression, post-traumatic stress disorder, anxiety, and sleep disorders, and to engage in risky behaviors such as early and high-risk sexual behaviors and substance use. (25) (26) High doses of childhood adversity are associated with increased risk of engaging in high-risk behaviors that can lead to negative health outcomes.
However, even in the absence of health-damaging behavior, strong associations between cumulative childhood adversity and increased risk of serious health conditions persist. Evidence suggests that the toxic stress response likely plays a role in mediating both behavior-related and non-behavior-related pathways.




What Drives Health

Behavior 
40%

Genetics 
30%

Social 
15%

Environment 
5%

Healthcare 
10%

Schroeder, NA. New England Journal of Medicine. 2007
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Drivers are  factors that: Influence, Cause, Predict




(And) What We Spend

Direct Medical Care
90%

Other 
10%

Schroeder, NA. New England Journal of Medicine. 2007
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Got it. So, our efforts (clinical, 
mostly acute) and spending 
(health care) don’t match causes 
of poor health. 
But what does NC DHHS think 
about all of this?



This is a 
mismatch. 
We want to 
buy health.

Not healthcare.
- Erika Ferguson, Director, Healthy Opportunities, NCDHHS

5/22/2019 “New Opportunities through State Initiatives: Bringing it Home”
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5/22/19
Erika Ferguson, Director, Healthy Opportunities, NCDHHS
Rebecca Planchard, Senior Early Childhood Policy Advisor, NCDHHS




Take Home Messages
• Our members (Tailored Plan) experience more illness, early death and 

years of life lost than most
• And there are differences/disparities within our TP member population 

• Preventing disease—and addressing opportunities for health 
(SDOH)—may do MORE than clinical treatment services to improve 
health outcomes and manage costs

• The state wants to purchase health (outcomes) not purchase health 
(care)

• WNC’s success in Tailored Plan is contingent on improved health 
outcomes and managed costs



NC Medicaid Transformation
Quality Strategy (Aims, Goals, Objectives)
Tailored Plan Success Indicators and  Outcome Measures
Quadruple Aim



Top Health Priorities (TP/1115)
• Opioid misuse
• Tobacco cessation
• Diabetes
• Hypertension (high BP)
• Pregnancy intendedness
• Birth outcomes
• Early childhood 
• Etc.
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Person Being Helped Pill Bottle By Stock Vector (Royalty Free) 1555895852 (shutterstock.com)
Blood Pressure Concept Blood Pressure Meter Stock Vector (Royalty Free) 659070700 (shutterstock.com)
Diabetes Test Icon Stock Vector (Royalty Free) 598490843 (shutterstock.com)
No Smoking Vector Illustration Stock Vector (Royalty Free) 444669181 (shutterstock.com)
Pregnancy Icon Set Collection On Theme Stock Vector (Royalty Free) 734916655 (shutterstock.com)
Silhouette Baby Nipple Teddy Bear Nipple Stock Vector (Royalty Free) 581621545 (shutterstock.com)
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The Quadruple Aim



Adult (n=4)
Screening & Prevention

Adult (n=7)
Depression/Mental Illness

Opioid Related 

Maternal/Birth 
Pre/Post Natal

Low Birth Weight
Pregnancy Risk Screen

Pediatric (n=8)
Well Visits, Screening 

Immunizations
BH Medication Related

Adult (n=3)
Chronic Disease (Physical)

Other
Member/Provider Satisfaction

SDOH Screening
All Cause Readmits (Adult) 

Total Cost of Care

Core TP 
Quality 

Measures
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Adult Measures
SCREENING AND PREVENTIVE CARE
• Cervical cancer screening
• Chlamydia screening in women
• Flu vaccinations for adults
• Diabetes screening for people with schizophrenia or bipolar disorder who are 

using antipsychotic medications

CHRONIC CONDITION RELATED
• Controlling high blood pressure
• HbA1c poor control (>9.0%)
• Medical assistance with smoking and tobacco use cessation

Prevention!



Adult Measures (continued)
• Plan all cause readmissions

DEPRESSION AND MENTAL ILLNESS RELATED
• Antidepressant medication management
• Screening for depression and follow-up plan
• Follow-up after hospitalization for mental illness

OPIOID RELATED
• Concurrent use of prescription opioids and benzodiazepines
• Continuation of pharmacotherapy for opioid use disorder
• Use of opioids at high dosage in-persons without cancer
• Use of opioids from multiple providers in-persons without cancer 



Pediatric Measures
WELL CARE AND PREVENTIVE
• Child and adolescent well-care visit 
• Well-child visits in the first 30 months of life 

(likely to be combined/merged with well child measure above)
• Immunizations for adolescents
• Percentage of eligibles who received EPSDT screening
• Childhood immunization status (Combo 10)

MEDICATION RELATED
• Follow-up for children prescribed ADHD medication
• Use of multiple concurrent antipsychotics in children and adolescents (APC-CH) 
• Metabolic monitoring for children and adolescents on antipsychotics

Prevention!



Maternal and Other Measures
MATERNAL
• Percentage of low birthweight births (live births weighing less than 2500 grams)
• Prenatal and postpartum care
• Rate of screening for pregnancy risk

PATIENT AND PROVIDER SATISFACTION
• CAHPs Survey (administered by NC DHHS vendor) 

• Composite with multiple items, including member and provider experience

SOCIAL DETERMINANTS OF HEALTH
• Rate of screening for unmet resource needs
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* = refers to contract year for SP and TP respectively, recognizing different launch dates. Each year will run from July 1 to June 30



Take Home Messages

• TP quality based on formal, nationally endorsed outcome measures

• Focus on health outcomes (endpoints) not health services (process)

• Combination of prevention—and mitigation—of chronic disease

• Not just behavioral health—heavily “physical” health
• Dorothy, we’re not in Kansas anymore



Whole Health is….
Beyond/Before Illness - When
Beyond Clinical Treatment for Diagnosed Illness – What/How

Presenter
Presentation Notes
Beyond the Body
Integrated Care: Body and Mind, Physical and MH/SU/IDD 

Beyond Illness and Disease
Wellness, Health Promotion, and Prevention (Primary, Secondary)
Intervening Upstream, Root Causes
E.g., Adverse Childhood Events (ACEs)

Beyond Clinical Care and Treatment
Barriers and Needs, 
Unmet Health Related Resource Needs (Social Determinants of Health)
Facilitating Factors and Strengths
Natural Supports, Community Resiliency, Social Support, Life Engagement and Purpose



Talking Points – not just clinical care but…
SDOH screening mandated
3 regional pilots including 1 in WNC
PHPs required to design and carry out various prevention & population health programs
PHPs required to collaborate and coordinate with other programs and initiatives including state-led programs such as…..
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PRIMARY PREVENTION 
Repair the bridge

SECONDARY PREVENTION
Build a raft, 

prevent drowning

TERTIARY PREVENTION
Catch drowning people

before the waterfall



STAGE OF 
PREVENTION PRIMARY SECONDARY TERTIARY

“River Story” Fix Bridge Upstream, 
Prevent People Falling In

Pull People Out of River and 
Onto the Raft

Pull People Out Before They 
Go Over the Waterfall

Stage of 
Disease None (yet) Imminent Established

Primary 
Objective Disease Avoidance Early Detection Minimize Damage

Slow Progression

Intervention 
Tools

Routine Screening
Wellness Resources/Edu.

Health Policy

More Assessment
Coaching

Health Education
Reduce Risk Factors

Diagnosis
Treatment Plan

Medication
Care Management
Specialist Referrals

Examples of 
Vaya/PHP Roles

Rallies, Health Fairs
Educational Resources

Prevention Policies

Encourage Providers to Screen
Care Mgmt/Call Center –
Screening, Referrals, etc.

Authorize Care/UM
Ensure Fidelity to Model
Support Integrated Care

Complex Care Mgmt
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SOURCE: Adapted from Institute of Medicine (1994, Fig. 2.1, p. 23).

ALSO - 
Department of Health | Working with all communities

Source: Community LiFE Consultation Draft (2005), p. 16
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https://www.healthbegins.org/uploads/2/2/0/4/22040328/navigating_the_journey_upstream_a_case_study_synthesis_and_analysis_2.pdf




Let’s Start with a Case Study

• Mr. M – 51, father of two, Type II diabetes Last HbA1c = 8.2.  BMI: 29
• Medications: 

– Metformin 1000mg po bid 
– Glipizide 10mg po bid

– No known problems with medication adherence. 

• At the end of last month, he was extremely dizzy, nearly fainted and was 
hospitalized

• Diagnosis: Hypoglycemia 

© 2015 Rishi Manchanda/ HealthBegins
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Rishi Machanda, MD, MPH “Moving Upstream to Achieve the Quadruple Aim”
Founder, Health Begins, https://www.healthbegins.org/
Author, “The Upstream Doctors”
http://caph.org/wp-content/uploads/2016/12/rishi-manchanda-caphsni-conference.pdf




So, what could have led to 
Mr. M’s hospitalization?

© 2015 Rishi Manchanda/ HealthBegins
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What Could Have Led to Mr. M’s 
Hospitalization?

Food 
Insecurity 

Poor Dietary or 
Exercise Habits

Medications
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Rishi Machanda, MD, MPH “Moving Upstream to Achieve the Quadruple Aim”
Founder, Health Begins, https://www.healthbegins.org/
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Image source: Dahlgren G, Whitehead M. 1991. Policies and Strategies to Promote Social Equity in Health. Stockholm, Sweden: Institute for Futures Studies. (permission needed)



Food Insecurity and Diabetes

• Food insecurity reflects the inability to access food because of 
inadequate finances or other resources 

• Hunger is related as an individual – level physical sensation

• One in seven Americans cannot reliably afford food

• The risk of diabetes is about 3X higher in very food-insecure 
households compared to food-secure households, after accounting 
for differences in socioeconomic status and obesity
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ADDITIONAL CITATIONS
Seligman HK, Laraia BA, Kushel MB. Food Insecurity and Clinical Measures of Chronic Disease. Abstract Presentation, SGIM, National Meeting, PA, 2008
Wang EA et al (2013). A Pilot Study Examining Food Insecurity and HIV Risk Behaviors Among Individuals Recently Released From Prison. AIDS Education and Prevention: Vol. 25, No. 2, pp. 112-123.
Weiser SD et al. (2007) Food Insufficiency Is Associated with High-Risk Sexual Behavior among Women in Botswana and Swaziland. PLoS Med 4(10): e260. doi:10.1371/journal.pmed.0040260



Food insecurity is a driver of 
preventable, high-cost healthcare 
utilization
Lower-income diabetic adults have a 27% higher rate of hospital 
admissions due to end-of-the month food insecurity, compared 
with higher-income diabetics (Health Affairs)

More than half of patients with high hospitalization rates (at 
least 3 inpatient visits in a 12-month period) were food insecure 
or marginally food secure. 75% were unable to shop for food on 
their own and 58% were unable to prepare their own food. (Philadelphia)
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TALKING POINTS
Food insecurity drives healthcare utilization Among diabetics, hospital admissions for hypoglycemia spike in the final week of each month among low-income Californians. 

The likely reason for the spike in hospital admissions is that people taking medication to control their blood sugar cut down on eating as their money runs low






Upstream is important and an 
ounce of prevention is worth a 
pound of cure—got it. 
But how does this relate to 
Tailored Plan? 
And what does NC DHHS think 
about all of this?



Preventing trauma/adverse childhood events

Intervening Upstream, 
Preventing Illness Downstream

Emerging risk and cost

Medically complex/high-cost adult

Early brain development
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https://www.ncleg.gov/DocumentSites/Committees/NCCFTF/Presentations/2017-2018/CFTF%203-7-18%20Tilson%20Buying%20Health_.pdf
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Regional Hot Spots: 
Combined Index of 12 SDOHs  
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Take Home Messages
• Heroes include planners and bridge builders – not just waterfall rescuers

• Meeting 1115 required targets for disease prevention requires wider array 
of upstream approaches

• US healthcare system has been slow to adopt upstream approaches 
(traditional care = “sick care” aka downstream, acute care)

• NC Medicaid Transformation is innovative – around prevention & SDOH pilots

• NC DHHS is all in – geo mapping & hot spotting, Healthy Opportunities 
Pilots, wide ranging “Prevention & Population Health” programs, etc.



Okay, so I’m hearing ideas about 
when to do things (e.g., before 
illness), how and what to do (e.g., 
address unmet resource needs 
not just clinical care).  
But what about the who?



Whole Population 
Approaches are ….
Beyond the Individual – Who
Beyond What Vaya/Providers Can Do, Alone – With Whom

Presenter
Presentation Notes
Beyond the Body
Integrated Care: Body and Mind, Physical and MH/SU/IDD 

Beyond Illness and Disease
Wellness, Health Promotion, and Prevention (Primary, Secondary)
Intervening Upstream, Root Causes
E.g., Adverse Childhood Events (ACEs)

Beyond Clinical Care and Treatment
Barriers and Needs, 
Unmet Health Related Resource Needs (Social Determinants of Health)
Facilitating Factors and Strengths
Natural Supports, Community Resiliency, Social Support, Life Engagement and Purpose

TALKING POINTS
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Population 
Health, 

Still Person 
Centered!

“Planning for 
groups, caring for 

individuals”

• Looking at groups – determining their 
needs, challenges, strengths…. all this 
still informs person centered, specific, 
tailored approaches.

• It just helps organizations and teams 
marshal resources, clarify priorities, 
build programs/resources, increase ROI, 
and streamline efforts. 

• One care team should not (!) have to 
become experts on everything. For 
example, you can’t put an expert 
diabetes educator on every care team. 
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Let’s Match Them Up!

• Accessibility and affordability of 
mammography facilities/services

• Friends and relatives affected by 
breast cancer

• Mammogram screening 
recommendations

• Knowledge of breast cancer risk 
factors

• Community programs to 
promote cancer screening for 
women over 50 from all 
backgrounds 
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In public health, population health, and medical circles, you often see interventions characterized in this way – where prevention occurs at multiple levels and it’s not just about total avoidance of diagnosis

Level of prevention (slideshare.net)
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Source/Citation - Reproduced under open access from the CDC.1130
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Talking Points

Public health is not considered a very sexy field, when compared with medicine or research or social work
Because it’s a mostly invisible infrastructure and crosses all population and payers, public health budgets have been slashed repeatedly at federal, state, and local levels for years
Part of our national struggle in getting a handle on COVID-19 was related to the straw skeleton of instructure left
Good experience around cross sector collaboration, the “og” community health experts and collaboratives
Now, all of healthcare is returning back to community health realizing that acute care interventions (waterfall rescues) will exhaust both providers and budgets – there is benefit in going upstream, collaborating, and preventing disease before it starts
For those that don’t know much about public health, here is a very short but good summary clip
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A timeline of the prevalence of children’s blood lead levels (BLLs) > 10 μg/dL, as various lead prevention policies were passed. Reproduced with permission from journal Pediatrics, volume 38 (1), page e20161493; 

Source/citation
copyright © 2016, by the American Academy of Pediatrics.1155



Health
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Questions to Ponder

• How do we think bigger? 
• How can we better understand Community Health, Public Health 

and Population Health - and our partners in these fields?

• How do we “act” bigger? 
• How do we diversify and grow our interventions and actions?
• How do we widen and deepen our partnerships?

• We can’t do this alone!



This is a little overwhelming—
definitely more than we can do 
alone. 
Who do we partner with? 
How do we reach agreement on 
priorities? 
On how to tackle issues?
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Community Health Improvement Navigator - CDC
Our health and well-being are products of not only the health care we receive and the choices we make, but also the places where we live, learn, work, and play. Community health improvement (CHI) is a process to identify and address the health needs of communities. Because working together has a greater impact on health and economic vitality than working alone, CHI brings together health care, public health, and other stakeholders to consider high-priority actions to improve community health. 


Sources and Citations
Tools for Successful CHI Efforts - CHI Nav - CDC
Action Center | County Health Rankings & Roadmaps




Gaining Agreement on Priorities
Burden

• How much does this issue affect health in the community? 
Equity

• Will addressing this issue substantially benefit those most in need?
Impact

• Can working on this issue achieve both short-term and long-term change?
Feasibility

• Is it possible to address this issue given infrastructure, capacity, and political 
will? 

Collaboration
• Are there existing groups across sectors willing to work together on this issue?



Making the Case for Collaboration

• 50% Reduction in Opioid Overdoses (2004-2012)
• 78% Reduction in Drug Related Deaths (2003-2008)

• Boston Partners: Hospital, SU Coalition, Drug Court, LHDs, Social Marketing

• Interventions:
• Campaign - anti-prescription drug overdose social marketing campaign
• Treatment - make referrals to treatment facilities
• Jail Diversion - offer treatment as an alternative to incarceration 
• Education - provide substance abuse curricula for children
• Overdose Training - train local residents in the administration of Narcan 

(nasal naloxone) to reverse opioid overdoses

Presenter
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Talking Points

Massachusetts General Hospital Reduces Overdoses and Drug Related Deaths–Boston, Massachusetts�In the Charlestown neighborhood of Boston, MA, opioid overdoses were reduced by 50% (2004-2012) and drug-related deaths were reduced by 78% (2003-2008) thanks to a partnership between Massachusetts General Hospital, the Charlestown Substance Abuse coalition, the Charlestown Drug Court, the Boston Public Health Commission, and a social marketing firm. Together they: Social Marketing - run an anti-prescription drug overdose social marketing campaign, 
Treatment - make referrals to treatment facilities, 
Jail Diversion - offer treatment as an alternative to incarceration, 
Education - provide substance abuse curricula for children, and 
Overdose Training - train local residents in the administration of Narcan (nasal naloxone) to reverse opioid overdoses.

Source/Citation
Making the Case for Collaborative CHI - Chi Nav - CDC
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Okay, we’ve reviewed when, 
how/what, who (groups and 
individuals) and with whom 
(partners). 
Now, let’s get down to brass 
tacks! How about some concrete 
examples?



Outcome Achievement
(TP/1115 Success)
Key Driver Maps – a Roadmap to Match Outcomes with Interventions and Key Partners
Prevention and Population Health Programs (PPHPs) – Learn Them, Love Them, Use Them
Some Key Partners, Their Tools for Outcome Success, Their Needs/How We Can Help



Designing a 
Roadmap to  
Successfully 
Achieve
Each TP  
Outcome

• Work backward from the desired 
endpoints (start with your destination)

• Move from outcome (success indicator) 
to broad interventions and programs to 
concrete workflows (who does what, 
with whom, how, how much, by when)

• Clarify what (really) leads to what 
• “Key driver maps”
• High value, evidence-based approaches
• Best return on investment (ROI)
• Multi-faceted, multi-level, multi-partner, 

multi-setting
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Controlling 
High Blood 
Pressure
(Hypertension, 
aka HTN)

Definition
• The percentage of members 18–85 

years of age who had a diagnosis of 
hypertension (HTN) and whose BP 
was adequately controlled (<140/90 
mm Hg)

Measure Type 
• Outcome 

NQF Number and Measure Steward 
• National Quality Forum# 0018
• Measure Steward: NCQA 



Key Driver Map:
All the Partners



Metabolic/DM Screening for Members on Antipsychotic Medication

Providers & 
Practitioners

Care Management 
(Plan/PHP or AMH+/CMA)

PHPs (Vaya, etc.)

Other Partners

Members & Families

Key Partners (Examples) Key Functions (Examples)

Assess, Treat, Refer to Specialists,
Coordinate with Care Team & CM

Assess, Screen, Develop Care Plan,
Identify Care Gaps, Referrals (SDOH, etc.), 
Transitions, Etc.

Educate & Incentivize (Providers, AMH+/CMA)
Maintain Network
Provide Data & Information
Quality Oversight
Overall Coordination of Care
Medicaid Health Home Functions

CBOs - Accept Referrals & Address SDOHs, 
LHDs, Health Education & Promotion, Schools, 
Faith Based, Parks & Rec, Govt., etc.  

Self-Management, Advocacy, Shared Decision 
Making, Engagement in Care

SMART Aim
Meet benchmark 
goal percentage 
of adults with 
high blood 
pressure, whose 
BP was 
adequately 
controlled (in a 
healthy range).

Goals
CDC: 80% by 2025
NC DHHS (TBD)

Performance
61% (2019), 
Medicaid HMOs 

Global Aims Related to Hypertension (High Blood Pressure)
• Primary Prevention: Prevent Onset of Hypertension
• Secondary Prevention: Early Identification of Hypertension
• Tertiary Prevention: Manage/Mitigate Impacts of Hypertension
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Key Driver Map:
Vaya/PHP Functions



Metabolic/DM Screening for Members on Antipsychotic Medication

Provider Network, NPI

Care Management

Data & Reports

Quality & 
Measurement

Other Depts

Key Vaya Depts Key Functions (Examples)

Specify in Contracts & Provider Manual, 
Provider Education, Help Disseminate 
Performance Data including Care Gaps (e.g., 
missed screening/BP check)

Assess & Screen, Review Medications, 
Develop Care Plan, Track Care Gaps, 
Transitions, Referrals, Care Team 
Collaboration & Coordination

Ensure reports developed, accessible, 
disseminated – within & without Vaya 
(Provider Portal)

Monitor/Flag Low Performance, Run QIA if 
Needed, Submit to NC DHHS

Partner Engagement, Social Marketing, 
Rallies & Wellness Campaigns, Policy, UMGlobal Aims Related to Hypertension (High Blood Pressure)

• Primary Prevention: Prevent Onset of Hypertension
• Secondary Prevention: Early Identification of Hypertension
• Tertiary Prevention: Manage/Mitigate Impacts of Hypertension

SMART Aim
Meet benchmark 
goal percentage 
of adults with 
high blood 
pressure, whose 
BP was 
adequately 
controlled (in a 
healthy range).

Goals
CDC: 80% by 2025
NC DHHS (TBD)

Performance
61% (2019), 
Medicaid HMOs 

Member Services

Call Center & Crisis Line, Nurse Line, 
Referrals, Member Enrollment Packet 
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Key Driver Map:
Care Management 
Functions



Metabolic/DM Screening for Members on Antipsychotic Medication

Identification of Members
Screening, Assessment

Care Plan & Goals

Monitoring Care, Care 
Gaps (PCP visits? BP tests?)

Referrals & Transitions

Monitoring & Reports

Overall Care Mgmt Functions HTN Related Tasks - Examples

Identify members through claims data, 
pharmacy/Rx data, comprehensive 
assessment

Custom HTN goals related to self-
management skills, health education (RN), 
nutrition, exercise, salt intake, medical visits

Communication with Member/Care Team

Cardiology? HTN/CVD inpatient/rehab?

-CM Workflows Followed?
-Clinical Care Received?
-Health Status - most recent BP?

SMART Aim
Meet benchmark 
goal percentage 
of adults with 
high blood 
pressure, whose 
BP was 
adequately 
controlled (in a 
healthy range).

Goals
CDC: 80% by 2025
NC DHHS (TBD)

Performance
61% (2019), 
Medicaid HMOs 

Medication – Reconciliation, 
Monitoring, Adherence Identify HTN Rx, Track, PBM & Prescribers

Presenter
Presentation Notes





Hypertension
Outcome
Achievement:
Big Dreams
and Expectations 

Through these collective interventions, 
we hope to:
• Prevent/arrest cardiovascular damage
• Reduce the incidence of 

• Stroke
• Ischemic heart disease
• Heart failure
• End stage renal disease 

• Increase the numbers of members with 
blood pressure checks and medication 
adherence



Prevention and 
Population Health 
Programs (PPHPs)
These Match the Priority Conditions/Health Domains for TP/1115
Required Part of Each Region’s/PHP’s Strategy for Tailored Plan
PPHPs – Learn Them, Love Them, Use Them
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Each 
Program Has 
Three (3) 
Levels of 
Interventions
System/Community 
Clinical/Care Team 
Individual/Member

Programs
• Diabetes Prevention
• Diabetes Management 
• Asthma
• Obesity 
• Hypertension (High Blood Pressure)
• Tobacco Cessation
• Pregnancy Intendedness
• Infant Mortality/Low Birth Weight
• Early Childhood Health & Development 
• Hepatitis C Virus (HCV)
• Etc.



Hypertension/HTN Program 
(Intervention Examples)

System/Community

Innovative Pilots
Rx Data Analysis
Disparities Analysis
Health Fairs

Clinical/Care Team

Train Providers
Workflow Coaching
Provider/Pharm

Individual/Member

Identify Members
Health Education
Self Mgmt Coaching
Track Care Gaps

Presenter
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Member Level 
 
Mine claims data including all diagnosis for codes for elevated blood pressure without hypertension, controlled and uncontrolled hypertension.
Hold community events offering blood pressure monitoring and health education. 	
Integrate health education tailored to the member and to disease prevention 
Encourage self-measured blood pressure monitoring and a 90-day supply of antihypertensive and quarterly PCP check-ins
Provider Level
Train providers to use Hypertension Control Change package from the CDC, including key foundations, equipping care teams, population health management, and individual supports 
Support health care practices to put systems in place to care for patients with HTN
Encourage collaboration b/w prescriber and dispensing pharmacy – including EHR linkages – to provide member education on importance of adhering to prescribed therapy, diet, and exercise
System Level
Propose a pilot for remote monitoring to enable blood pressure reporting to PCPs 
Leverage retrospective drug utilization review program to comply with antihypertensives and appropriate prescribing patterns for diagnosis and gaps in medication adherence or therapy  
Define considerations in hypertensive management in diabetics, minorities, and individuals with chronic kidney conditions




Opioid Prevention & Misuse
(Intervention Examples) 

System/Community

Campaigns, Rallies
WNC Alliance
Provider Training
Policy Changes
Jail Diversion
Monitor Rx Data/PBM

Clinical/Care Team

Streamline Auths
Pilot Programs
Alternative Pain Mgmt
Incentivize Outcomes
Promote Screening
Deliver Treatment

Individual/Member

Treatment Referrals
Care Management
Care Transitions
Self-Management
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Interventions
Description of Interventions
Member Level 
MAT for opioid use disorder (OUD)
Perinatal substance use treatment building on the SAMHSA pilot in Wilkes County 
Referrals to community resources including school collaborations
Harm reduction education and prevention services 
Adult and child substance use treatment continuum
Provider Level
Eliminated prior authorization requirements for SUD services  
Develop innovative point-of-care service delivery like PORT programs and paramedicine
Use of physician-patient contracts concerning opioid treatment
Encourage screening tools for non-medical use of prescription drugs in routine visits
Promote pain management alternatives to opioid therapy such as acupuncture as piloted in Mitchell and Yancey counties in partnership with Partners Aligned Through Health
Ensure Care Managers and providers are aware of Section 1001 of the SUPPORT for Patients and Communities Act, which requires state Medicaid programs to suspend, as opposed to terminate, an eligible juvenile’s medical assistance eligibility when a juvenile (under age 21 or former foster care child) is incarcerated. A state may suspend coverage while the juvenile is an inmate but must restore coverage upon release without requiring a new application.
Continue increased access to methadone and buprenorphine through Vaya’s network and work to expand network roster via recent HHS decision to exempt physicians from certain certification requirements needed to prescribe buprenorphine for OUD treatment
System Level
Collaborate with the Western North Carolina Alliance to align efforts across system partners and address specific goals using a unified agenda and shared measures of success
Ensure widespread access to MAT by equipping PCPs with tools and supports 
Partner with Mountain Area Health Education Center to provide the required training for medical doctors, physician assistants, and nurse practitioners
Promote harm reduction through purchase and distribution of NARCAN® and partnering with harm reduction organizations to provide education and direct services to those in need
Develop lock in programs and promote the availability of naloxone
Require photo identification to pick up an opioid prescription at the pharmacy
Monitor prescriptions through clinical pharmacy review and PBM monitoring programs
Promote education and screening for opioid use disorder in all health care settings
Promote diversion programs like Law Enforcement Assisted Diversion that successfully reduce the number of people arrested for low level, non-violent crimes related to substance use 
Encourage OUD assessment and treatment training, especially in our primary care network
Partner with unused opioid disposal sites, e.g. Haywood County Sheriff's office
Support and participate on a variety of community and public health campaigns to augment our own prevention activities, e.g. Rural Communities Opioid Response Program Collaborative 



Special Programs and Efforts
• “Big” prevention and population health programs for Tailored Plan

• Opioid misuse and prevention 
• Tobacco cessation 

• Members with LTSS
• Quality of life, diversion, de-institutionalization, supported living, etc. 

• Addressing unmet social/resource needs
• Screening and identification
• Referral (NCCARE 360, uniteus platform)
• Healthy Opportunities pilots

• Reducing disparities
• Identification of disparities

• For each health outcome/measure
• Setting improvement targets and goals
• Engaging partners



Collaboration, Alignment, Synergies

• Women, Infants, and Children (WIC) program

• Newborn Screening programs

• Vaccines for Children (VFC) program

• NC Immunization Registry (NCIR)

• NC Women’s Health Report Card



Key Partners
Their Tools
Their Needs
Key Driver Maps, Process Workflows, and “Change Packages”



Key Partners (a few examples)
• PCP = Primary Care Provider

• Physicians and advanced practitioners

• AMH = Advanced Medical Home 
• Designation through NC DHHS

• PCMH = Patient Centered Medical Home
• Recognition through NCQA

• LHD = Local Health Department
• CBO = Community Based Organization
• AHEC = Area Health Education Center

• MAHEC = Mountain Area Health Education Center
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PCP = Primary Care Provider
Physicians – generally board certified in a primary care specialty such as Pediatrics, Internal Medicine (Adult), Family Medicine (all ages, cradle to grave), ObGyn (for women), also “GP” (general practice/general practitioner)
Advanced Practitioners such as Physician Assistant, Nurse Practitioner, etc. 
AMH = Advanced Medical Home (multiple “levels” in Medicaid)
Practices/offices where PCPs provide care. Some could be colocated on a hospital/health system campus but are considered outpatient/ambulatory
PCMH = Patient Centered Medical Home
Popular recognition program for primary care practices, through NCQA
Can receive distinction in integrated behavioral health care, as a bonus




Let’s Be Good Neighbors
PCPs/AMHs 

• They know the big outcome measures VERY well – in most cases, much better than 
PHPs or MH/SU/IDD providers

• Through EHR adoption (years ago!) and various public (Medicare, ACO) and private 
payer (e.g., BCBS) initiatives, they are used to monitoring outcomes, pay for value, 
mapping workflows, process improvement

• AHECs play a big role in teaching, training, and quality improvement with AMHs across 
NC

Local Health Departments
• The essence of community-based population health
• Most know how to work on a shoestring - and partner with everybody and their 

brother
• We (still) don’t know, what we don’t know 

• E.g., the culture, social norms, stressors, limitations, lingo for primary care practices
• Therefore, it’s probably helpful to take an attitude of attentive, respectful learner –

ready to listen and hear feedback on what these providers and partners are seeking 
from PHPs like Vaya – or other providers, as part of the integrated care team



Outcome Performance Improvement
• Many excellent, existing resources for most common conditions

• No need to reinvent the wheel!
• Many CINs have quality improvement departments or teams, very familiar

Resources used by AMHs, CINs, quality collaboratives, etc.
• Roadmaps and key driver maps, workflow diagrams
• Intervention guides and program plans
• “Change Packages”

• How/what to change for improvement and outcome achievement
• At multiple levels including individual member (patient) and whole groups (e.g., 

everyone with diabetes), foundational work, work before/during/after the visit)
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Also – DHHS Meaningful Use
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Million 
Hearts®

• Initiative co-led by U.S. Department of 
Health and Human Services, Centers for 
Disease Control and Prevention and 
Centers for Medicare & Medicaid 
Services

• Goal of preventing one million heart 
attacks and strokes by 2022 

Presenter
Presentation Notes
Centers for Disease Control and Prevention. Hypertension Control Change Package (2nd ed.). Atlanta, GA: Centers for Disease Control and Prevention, U.S. Department of Health and Human Services; 2020.
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Key Foundations Equipping Care Teams Population Health 
Management Individual Patient Supports 

Make HTN Control a 
Practice Priority 

Train and Evaluate Direct Care 
Staff on Accurate BP 
Measurement and Documenting

Identify Patients with 
Potentially Undiagnosed HTN 

Prepare Patients Before the Office Visit 
via Pre-Visit Patient Outreach 

Implement a Policy or 
Process to Address BP 
for Every Patient with 
HTN at Every Visit 

Equip Direct Care Staff to 
Facilitate Patient Self-
Management 

Identify Patients with 
Potentially Undiagnosed CKD 
(chronic kidney disease)

Optimize Patient Intake to Support HTN 
Management (e.g., check-in, waiting, 
rooming) 

Establish a Self-Measured BP 
(SMBP) Monitoring Program 

Use a Registry to Track and 
Manage Patients with HTN 

Optimize the Patient–Clinician Encounter 
(e.g., documentation, orders, 
education/engagement) 

Prepare the Care Team 
Beforehand for Effective HTN 
Management During Office Visits 
(e.g., via team huddles, using 
EHR data) 

Use Clinician-Managed 
Protocols for Medication 
Adjustments and Lifestyle 
Recommendations 

Support Patients in HTN Self-
Management During Their Routine Daily 
Activities (i.e., outside of the clinical 
encounter)  

Use Practice Data to Drive 
Improvement

Optimize the Encounter Closing (i.e., 
checkout) 
Follow Up to Monitor and Reinforce HTN 
Management Plans (i.e., after visits) 
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Hypertension Control Change Package | Million Hearts® (hhs.gov)

TALKING POINTS

Key Foundations 
 Make HTN Control a Practice Priority  - E.g., Expand the HTN care team with community pharmacists and/or community health workers 
 
 Population Health Management
Use Practice Data to Drive Improvement E.g., Regularly provide a dashboard with BP goals, metrics, and performance 

Individual Patient Supports
Support Patients in HTN Self-Management During Their Routine Daily Activities (i.e., outside of the clinical encounter)   - E.g., Provide patient supports for medication adherence, SMBP monitoring, increasing physical activity, dietary changes, managing CKD 
Optimize the Encounter Closing (i.e., checkout)  E.g., Provide patients with a written self-management plan, visit summary, and follow-up guidance at the end of each 




Key Foundations Equipping Care Teams Population Health 
Management Individual Patient Supports 

Make HTN Control a 
Practice Priority 

Train and Evaluate Direct Care 
Staff on Accurate BP 
Measurement and Documenting

Identify Patients with 
Potentially Undiagnosed HTN 

Prepare Patients Before the Office Visit 
via Pre-Visit Patient Outreach 

Implement a Policy or 
Process to Address BP 
for Every Patient with 
HTN at Every Visit 

Equip Direct Care Staff to 
Facilitate Patient Self-
Management 

Identify Patients with 
Potentially Undiagnosed CKD 
(chronic kidney disease)

Optimize Patient Intake to Support HTN 
Management (e.g., check-in, waiting, 
rooming) 

Establish a Self-Measured BP 
(SMBP) Monitoring Program 

Use a Registry to Track and 
Manage Patients with HTN 

Optimize the Patient–Clinician Encounter 
(e.g., documentation, orders, 
education/engagement) 

Prepare the Care Team 
Beforehand for Effective HTN 
Management During Office Visits 
(e.g., via team huddles, using 
EHR data) 

Use Clinician-Managed 
Protocols for Medication 
Adjustments and Lifestyle 
Recommendations 

Support Patients in HTN Self-
Management During Their Routine Daily 
Activities (i.e., outside of the clinical 
encounter)  

Use Practice Data to Drive 
Improvement

Optimize the Encounter Closing (i.e., 
checkout) 
Follow Up to Monitor and Reinforce HTN 
Management Plans (i.e., after visits) 

Add to Care 
Team: 

Pharmacist or 
Rx Consultation, 
Care Manager, 
Peer or CHW

Access to Claims & 
Encounter Data, 
Pharm Data to 

Identify Patients

Care Mngr
Help Support 
Patient with 

HTN Self 
Mgmt

Provide Data –
Outcome 

Performance, 
Care Gaps
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TALKING POINTS

Key Foundations 
 Make HTN Control a Practice Priority  - E.g., Expand the HTN care team with community pharmacists and/or community health workers 
 
 Population Health Management
Use Practice Data to Drive Improvement E.g., Regularly provide a dashboard with BP goals, metrics, and performance 

Individual Patient Supports
Support Patients in HTN Self-Management During Their Routine Daily Activities (i.e., outside of the clinical encounter)   - E.g., Provide patient supports for medication adherence, SMBP monitoring, increasing physical activity, dietary changes, managing CKD 
Optimize the Encounter Closing (i.e., checkout)  E.g., Provide patients with a written self-management plan, visit summary, and follow-up guidance at the end of each 




When:
Pre-Disease

What, 
how: 
Non-

Clinical

Who: Community, 
Everyone 

With 
whom: 
CBOs, 
LHDs, 
etc.

Whole 
Health for 

Whole 
Populations

Outcome 
Achievement Tools: 

Key Driver Maps, 
Change Packages
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These are the things that MCOs and providers and organizations sometimes do – but that we need to lean into
Our focus for today!
Of course, traditional clinical care need to be a core part of any/all efforts



Whole Health is:
• Beyond the Body

• Integrated Care: Body and Mind, Physical and MH/SU/IDD 

• Beyond/Before Illness and Disease - When
• Wellness, Health Promotion
• Prevention (Primary, Secondary, Tertiary)
• Intervening Upstream, Root Causes (e.g., Adverse Childhood Events, ACEs)

• Beyond Clinical Care and Treatment – What and How
• Barriers and Needs

• Unmet Health Related Resource Needs (Social Determinants of Health), CBO Partners, Etc.
• Facilitating Factors and Strengths

• Natural & Peer Supports, Community Resiliency, Life Engagement and Purpose



Whole Population Approaches are: 

• Beyond the Individual – Who
• Individual, family, neighborhood, community, city, state, nation, world
• All of us/everyone - all residents/all people, potentially payer blind/agnostic
• Public Health, Community Health, Collective Health

• Beyond What Vaya/Providers Can Do Alone – With Whom
• Based on deep, wide, and diverse partnerships
• More than MCOs/PHPs or associated networks of providers and practitioners
• Non-clinical partners such as community based organizations (CBOs)
• Different methods of communication, collaboration, coordination
• New or changed relationships, interdependence and trust

• Some needed partners may not be “within our network” (no formal leverage or contract)



Questions? 
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