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l\ll North Carolinians should have the
opportunity for health

The opportunity for health begins in
our families and communities

The opportunity for health begins
where we live, learn, work, pray, and

play



Health then gives the opportunity for
learning, work, well being, and
contributing back to a community

Health 1s an economic driver




The Opportunity for Heal!H

* Access to high-quality integrated care is critical to a person’s
health, but....

* Up to 80% of a person’s health is determined through social
and environmental factors and the behaviors that are
influenced by them

* The opportunity for health (and health care cost savings and
economic growth) lies in how we define, deliver; partner, and
invest in health innovatively and across sectors

HHHHHH



Holistic Approach to Health

Societal Level Community Individual &

H O ri zo ntal Vi ew & Policy Level Family Level

Ecologic Perspective

* Multi-Sector approach

Addressing underlying
drivers of health

Political structures & Social, economic, & Services for
institutional practices physical conditions that individuals and
that assure fairness & allow people to reach families to treat
opportunity for all their full potential problems

@0 Early brain development

B e e Vertical View
* eLife span perspective
. «2-generational approaches
e CN . Prevention/early intervention

Emérging cost/risk
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B
Broader Lens of Health

o A & &

Hunger  Housing  Transportation Interpersonal
Stability Violence

Employment Early Brain
Development

HHHHHH



B
Hunger

e NC -5th highest for overall food insecurity rate in the United States (1 in 5)
- 2" highest among children under 5 years old (1 in 4).

* Decreased overall health and increased hospitalizations
* Iron deficient, lower bone density, obesity

* Developmental delays, cognitive impairment, impaired school function, reduced academic
achievement, dysregulated behavior, emotional distress, suicidal ideation.

e Effects persist beyond early life into adulthood — increased adult diabetes, hyperlipidemia,
cardiovascular disease, depression, anxiety.

NCDHHS 7



Healthcare Costs Associated w/ Food Insecurity

Annualized Estimated Expenditures
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NHIS/MEPS data adjusted for: age, age squared, gender, race/ethnicity, education, income,
rural residence, and insurance. Berkowitz, Basu, and Seligman. Health Services Research:
2017.




SNAP Participation Associated w/ Lower Heath Ca_

Analysis Type

Age + Gender Only

Fully Adjusted

Sensitivity: Near/Far

Sensitivity: AIPW

-8000

Estimated Connecting Seniors with SNAP:
Savings 2ed h dd f .
associated w/ l l e Reducest gg S Of nursing
SNAP: — home admission by 23%
$1400per o . %edqce; the odds of hospital
person per year | admission by 14%
« Estimated healthcare savings of
— B | $2,120 per senior SNAP
enrollee per year
o « $6,300 over 3-year
] recertification period
Estimated Difference in Annual Expenditures, §

Berkowitz, Seligman, Rigdon, Meigs, and Basu. JAMA Internal Medicine 2017.
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Housing Instability

Burden in NC

* More than 1.2 million North Carolinians cannot find affordable housing

 1in 28 of NC children under age 6 is homeless

» Housing instability liked to other health factors (e.g. family violence, hunger, transportation
instability)

Health Outcomes & Cost

» Poor physical health, emotional, behavioral, learning outcomes

« Children who experience homelessness more likely to have been hospitalized, costing
$238m annually

* Housing interventions increase health outcomes & decrease emergency department visits,
hospitalizations, and costs with good ROI




Housing is health care: Housing high cost,_

» NeWv York Medicaid 40% | in inpatient days, 26% | in ED visits and a 15% I in overall cost.

 Massachusetts’ Pay for Success Housing Initiative l average of $14,365 per tenant during the
first 6 months.

* Housing First Seattle Median monthly costsl from $4066 per person to $1492 and $958 after 6
and 12 mos.

* Bud Clark Commons Housing Initiative in Portland Oregon In first year, 55%1in average costs per
month ($2,006 to $899) and significant improvement in health.

 Pathways to a Healthy Bernalillo County, New Mexico Program - Completion of the housing
pathway is estimated to have lhealthcare cost savings by between $555,500 and $925,833.

* The 10" Decile Project in Los Angeles —-ROI 2:1 in first year, 6:1 in subsequent years.
e Chez Soi/At Home Study-Canada - ROl 10:1
* SF Dept. of Public Health & Mercy Housing) -lannual cost $19,000 to $29,000 per person

 Randomized Trial of Supportive Housing in San Francisco - After 1 year, treatment group medical
costsl>50%, control group costs rose.
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Early Experiences Shape Brain Architecture

36 k

ges?:tieu: Newborn 3 months 6 months

Synapse formation Synapse pruning



Neural Connections for Different Functions Develop Sequentially

Language
Sensory Pathways \ Higher Cognitive Function
(Vision, Hearing)

FIRST YEAR

B-7-6-5-4-3-2-1123456789101112345678910111213141516171810

Birth (Months) (Years)

cf Source: C.A. Nelson (2000)




I Adverse Childhood Experiences/

Toxic Stress Alters Normal Cortisol Response

iStress

Cortisol

Time

e—e Normal Stress Response
*—= Prolonged Stress Response (Hyper)




Persistent Stress Changes Brain Architecture

v
Typical neuron— £

Normal many connections

Toxic
stress

Damaged neuron—
fewer connections

Prefrontal Cortex and
Hippocampus Center on the Developing Child, Harvard University



Healthy An Abused
Brain . _ Brain




ACES can have lasting effects on....

0

Health (obesity, diabetes,
depression, suicide attempts,
STDs, heart disease, cancer,
stroke, COPD, broken bones)

Behaviors (smoking, alcoholism,
drug use)

Life Potential (graduation rates,
academic achievement, lost

time from work)

Risk for Negative Health and

ACEs have been found to have a graded
dose-response relationship with 40+ outcomes to date.

Well-being Outcomes

0 1 2 3 4 >5
# of ACES

*This pattemn holds for the 404+ outcomes, but the exact risk values vary depending on the outcome.




What ¢2z7 Be Done About ACES?

These wide-ranging health and social consequences underscore the importance of preventing ACEs before they happen. Safe, stable, and
nurturing relationships and environments (SSNREs) can have a positive impact on a broad range of health problems and on the development
of skills that will help children reach their full potential. Strategies that address the needs of children and their families include:

Voluntary home visiting programs can help familles by
strengthening matemal parenting practices, the quality of

the child’s homie environment, and children’s development.

Example: Murse-Family Partnership

e.g. Triple P, Parents as Teachers, Nurse Family Partnership,
CC4C, Family Connects, Child First, Incredible Years, Parent

Child Psychotherapy, Trauma Focused Therapy, Circle of
Security

Home visiting to pregnant
wiomen and families with
newbDonms

Parenting training _ L Intimate partner violence social support
programs % N prevention for parents

Parent support programs for a Mental illness and

’ High quality g
f ; Sufficient Income support
teens and teen pregnancy substance abuse C child care

prevention programs == treatment

for lower income families

Centers for Disease Control and Prevention. Adverse childhood experiences

NCDHHS
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The Pair of ACEs

Adverse Childhood Experiences
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Discriminatiol ™ "# : ‘ Poor Housing
| N Quality &
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Ellis, W.,, Dietz, W. [2017) A New Framework for Addressing Adverse Childhood and Community Experiences: The Building Community
Resilience (BCR) Model. Academic Pediatrics. 17 (2017) pp. $86-593. DOl information: 10.1016/j.acap.2016.12.011
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NC DHHS Priorities — throug! t!at \ens

mm Opioid Crisis

mm Early Childhood

s Opportunities for Health

== Medicaid Transformation

NCDHHS 20



Opioid Crisis

North Carolina Opioid Action Plan
Prescription Drug Abuse Advisory Committee (PDAAC)

Public education

Adbvisory council

\
First Responders/

Communities
|

Law
Enforcement

Local
Response

Law
Enforcement
Assisted
Diversion

Build & sustain
local coalitions

Community

naloxone

Traffickin,
- distribution

investigation &
response

Safer syringe
initiative

LE naloxone
administration

Community

Post-reversal paramedicine

response

Drug
takeback,
disposal,
storage

Youth primary
prevention

Health Care

Health Systems

& Providers Payers

prescribing

Pain
management

CSRS

Care linkages

Diversion

prevention &
response

Naloxone co-
prescribing

Pharmacist
naloxone
dispensing

Medicaid &
commercial access
payer policies

Workers'
comp policies

\
Treatment and
Recovery Providers

Treatment Recovery
Access Support

|

Treatment

MAT access:
OBOT

Telemedicine:
SUD & MAT

Transportation

Special
population:
Pregnant women

Special population:
Justice-involved
persons

Community
based support

Employment

Recovery
courts

|
Data, Surveillance, &
Research Teams

Research/
Evaluation

Track metrics

Surveillance

Consortium

FOCUS AREAS

Create a coordinated infrastructure

Reduce oversupply of prescription
opioids

Reduce diversion of prescription drugs
and flow of illicit drugs

Increase community awareness and
prevention

Make naloxone widely available and link
overdose survivors to care

Expand access to treatment and
recovery oriented systems of care

Measure our impact and revise
strategies based on results




Pediatrics. 2003 Mar;111(3):564-72.

Childhood abuse, neglect, and household dysfunction and the risk of illicit drug use: the adverse
childhood experiences study.

Dube SR, Felitti VJ, Dong M, Chapman DP, Giles WH, Anda RF.

30

ACEs and Illicit Drug Use ACEs and Injection Drug Use

25
20 3
15

10

Percent illicit drug use

Percent injection drug use

) .
0

none | 2 3 4+

none 1 2 3 4+ Number of Adverse Childhood

Number of Adverse



Estimates of the Population Attributable Risk*
of ACEs for Drug Use Problems

Drug Use Problem PAR

Drug misuse 56% Implications

Addiction 64% 108 .Ol.JI‘
Opioid

IV drug use 67% Epidemic

*The portion of a condition attributable to specific risk factors

Source: Dube S, Felitti V, Dong M, Chapman D, Giles W, Anda R. Childhood abuse, neglect, and household dysfunction and the risk of illicit drug use: the adverse childhood experiences study. Pediatrics. 2003
Mar;111(3):564-72.



Early Childhood Action Plan

Access to Healthy Food Stable, healthy housing

Job training and availability -(I;?r%mirtrigg;med Schools and

Family Forward Work places _ _
Parenting Programs with

: D : :
Closing the coverage gap g‘.? Housing 33{:“;':; transportation and child care
for parents L F— Relationships support
Frevesntiv_l:: Health
Income support for lower Fiees Family Stability
income families CHFL%I?-ILE oD DR Home visiting programs for young
. I;‘;T:?:: ACTI 0 N Social Emotional fam I I 1es
Pregnancy intendedness PLAN Well-Being and

Resilience

Behavioral Health and Intensive Family Support and

Access to

Grade-Level g : :
Substance Use Prevention and Reading e ] { Thderlgpy (e.g. S%obrlety Treatment
Treatment L Programs ﬁ‘fﬁ and Recovery Teams)
High Quality early child g__ Intimate Partner Violence

care and pre-school Prevention and Intervention

ST MR e W Y
o

Early Literacy Programs TR et

NCDHHS 24



Statewide Framework for Healthy Opportunities

NCCARE360 - Statewide

Standardized screening Resource and Referral Platform

Work force
: e.g. Community
Opportunity for Health Health Workers
“Hot Spot” map for
Social Determinants
Medicaid Managed Care —
Core program elements Aligning enrollment and connecting
Regional Pilots existing resources

https://www.ncdhhs.gov/about/department-initiatives/healthy-opportunities




North Carolina Social Determinants of Health by Regions

About  Region 1 Region2  Region 3

A story on health inf...

NC Social Determinants
of Health - Local Health
Departments Region 4

Viedian household income,
unemployment, and those who have
no health insurance.

Region5  Region6  Region7  Region8  Region9  Region 10

e ———

@ BACK |

—

+
()

3 - ol
Median Household Income ,f/"l@
Percent Below Poverty m
f..
Areas of Concentrated Poverty A
Clover

Percent Unemployed

Percent Uninsured
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What is NCCARE360? NCCARE360

NCCARE360 is the first statewide coordinated network that includes a robust data
repository of shared resources and connects healthcare and human services providers
together to collectively provide the opportunity for health to North Carolinians.

NCCARE360 Partners:

aaaaaaa

S\ ; > Foundation for Health g_'i 5‘ .,
Leadershlp & Innovation l‘ Expound
'- \® 1o ing people and ideas into action. o

United &

| NORTH CAROLINA |

United Way
of North Carolina

PROPRIETARY & CONFIDENTIAL 217

NCDHHS 27
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Three Parjcners NCCARE360
Three Deliverables

s Expound

-

LS onw®.

st ety e e
ol Lt

2717 i) UNITE US

Intake and Referral
Outcomes Platform
Local agency engagement
Outcomes Reporting

Web Search and Site

e
-
CRS

* System Integration
* Data Repository
e Accepts and shares resource’s

Text and Chat
* Dedicated navigators
e Data team verifying resourcegs

PROPRIETARY & CONFIDENTIAL 28
28
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What is a Coordinated Network? NCCare360

Connecting service providers on a
common technology platform to make
electronic referrals, communicate in real-
time, share client information, and track
outcomes together.

PROPRIETARY & CONFIDENTIAL
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Network Model: No Wrong Door Approach NCCARE360

Understanding Referral Workflows

Employment
Provider

Client Housing

Coordinator Provider




From Hello to Outcome, You are Connected

Automated workflows between your external partners at scale

NCCARE360

Configurable Screening:

o AWE Clathing & Housng Goods . . . . . . . .
g Jane Smith Patient and/or provider facing algorithmic screenings to stratify risk and
AGE 35 | TEL 123-455-7870 | EMAIL jare.smithBemailcom | ADDRESS 95 Main Street, New York, Ak | WHD REFERRED THIE CLIENT TO yeT H H H H
HOUSEHOLD 4 | HOUSEHOLD INCDklESJZ_:Iﬂ'J | RACE White | ETHNICITY Ntu'l\ Hispaniciatire I - ":lent'f‘f Specrﬁc co-occurrl ng nEEdS
Recaords Soluct - Timeling WHEMN WAS THIS CLIENT REFERTED TO AAFTY
T — Electronic Referral Management:
W Cotrs  need ooy NCEMSMeda 0 g O awsaddedbyand ] Seamless referral workflow sends the right data to the right provider(s)
, _ B Emsleymant Cnn Closa 010 to address specific needs
il e Assiriance " NE Ferves Metrolina
& Enployment Lo oo WEMEOW o ratonComar  wemaesn W i CLENT INTERESTED N & CLOTHIRG
Resoletion: Resohed | -
e O1fbmrr|u' prIFr,ud F -
o o e e i u :t:::t:»::—rf: it CLENT SOLGHT CLOTHING SERWCES FROM AAY Assessmentjcare Plan Management:
Representative =0 T ORGAMZATION IN THE COMNUNITY? .
Bolepl  Cae 73500 Homegwerks * @ . Custom care plans for each service need that are attached to referrals so
B Meta Addod te Employn L. .
receiving providers get a head start
S bmeic Ml NGO Shgeshes L S [ e | EP g
Datae 1/18/2018
Duratianc 1k
Forms e - heesn. eelin] Bi-Directional Communication/Alerts:
o AR 1| i epleyesnentAetos Automated notifications keep all organizations up to date, while care
NC Serves Clathing Assedamest B3L2NT . .
g team members can securely communicate with each other
MEC Serves Erployment fisasment Mot Startac
B Employment Coae Creat
RE Sarves Facd desstesnt Mot Startac
Outcomes:
Intake 1 TIZLET . B .
R o You get to know exactly what services were delivered, and the entire
T Sarves Nllﬂg LiEEETant B3O
o gt At xmang || ey history for every intervention by your external partners
Reeson: Scheduling an




Medicaid Transformation

 Integrated Care at provider, care management, and payment level
—Standard Plan
—Tailored Plans for people with more complex behavioral health needs

* Address health-related social needs and reduce health inequities

e Care Management that builds upon existing local, community based
infrastructure

« Statewide Quality Strategy that includes population health metrics

* Alternative and Value-Based Payments



Medicaid Transformation

e Care Management
* Training on Trauma Informed Care, Resource Navigation
 Care Management Team (RN, SW, Housing Specialist, Legal Specialist)
e Standardized screening questions
* Navigation to resources - NCCARE360

* Quality Strategy - screening for and addressing social issues;

* Flexibility to allow for Health Plans to finance health-related services

» Health related services (e.g. food and community investments) can count in numerator of
Medical Loss Ratio (MLR)

* In lieu of services
e Alternative payment models

NCDHHS 33



Healthy Opportunities Regional Pilots

Sample Regional Pilot

North Carolina
Prepaid Prepaid Prepaid
Health Plan Health Plan Health Plan

Care Care
Managers Managers

» Authorization to spend up to $650 million in 2-4 regions

» Test and scale to a population level evidence-based
interventions designhed to improve health and reduce
costs more intensely addressing food insecurity, housing
quality and instability, transportation insecurity,
interpersonal violence and toxic stress

Care
Managers

* For eligible Medicaid beneficiaries (health and social risk)

* Key pilot entities include:

* North Carolina DHHS

Lead Pilot Entity S

Prepaid Health Plans (PHPs)

Care Managers (predominantly located at Tier 3
AMHs and LHDs)

Human Service Organizations (HSOs)

SCowmauw>rO0OZ2

HSO HSO HSO Lead Pilot Entities

e Human Service Organizations (HSOs)

e NCCARE360 part of the infrastructure

NCDHHS 34 34



Overview of Eligibility For Pilot Services

To be eligible for pilot services, Medicaid managed care enrollees must have:

v At least one v At least one

Needs-Based Criteria: Social Risk Factor:
Physical/behavioral health * Homeless and/or housing
condition criteria vary by insecure

population: + e Food insecure

e Adults (e.g., 2 or more chronic « Transportation insecure
conditions)

* Atrisk of, withessing or
experiencing interpersonal
violence

* Pregnant Women (e.g., multifetal
gestation)

e Children, ages 0-3 (e.g., Neonatal
intensive care unit graduate)

e Children 0-21 (e.g., Experiencing
three or more categories of
adverse childhood experiences)

NCDHHS *See appendix for full list of eligibility criteria. B 35



Overview of Approved Pilot Services

North Carolina’s 1115 waiver specifies services that can be covered by the Pilot.
Pilots will not be required to offer all approved services.

Housing

Tenancy support and
sustaining services
Housing quality and
safety improvements
One-time securing
house payments (e.g.,
first month’s rent and
security deposit)
Short-term post
hospitalization housing

Food

Linkages to community-

based food services
(e.g., SNAP/WIC
application support,
food bank referrals)
Nutrition and cooking
coaching/counseling
Healthy food boxes
Medically tailored meal
delivery

Transportation

Linkages to existing
public transit
Payment for transit to
support access to pilot
services, including:
e Public transit
e Taxis, in areas
with limited
public transit
infrastructure

Interpersonal
Violence

Linkages to legal
services for IPV
related issues
Evidence-based
parenting support
programs
Evidence-based home
visiting services

*See appendix for full list of approved pilot services.

36
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Defining and Pricing Pilot Services

 Fee schedule

— Advisory Committee (National and NC Representation)
— RFI to inform fee schedule

* Types of service reimbursements:

Payment Type Likely Services for Payment Type

Fee-for-service

Cost-based reimbursement

Bundled Payment

A rate set prior to service delivery for a
discrete service. May include a base
rate and adjustments for region,
acuity, etc.

A payment for actual bulled cost of
services. May include guardrails such
as maximums per beneficiary per type
of service.

A rate set prior to service delivery for

an estimated bundle of services that

may be delivered in a variety of ways
depending on beneficiary needs.

Services whose cost may be
reasonably calculated in advanced
(e.g. medically tailored meals;
consultation with specialized social
worked)

Services whose prices are set by a
contractor (e.g. 15t month’s rent and
security deposit; extermination of
mold remediation services)

- Services provided as part of a
longitudinal relationship
- Services that meaningfully
address a need when provided in
complimentary package

NCDHHS
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Financing - Path to Value

* Advancing value-based payment

Incentive payments  Incentive payments  Withhold payments = Withhold payments Shared savings
for successful for delivering pilot to ensure enrollees linked to health payments*
implementation services unmet resource outcomes

needs are met

*Costs savings based on subset of pilot enrollees whose services are likely to result in
decreased medical expenses in the short-term. Assures pilot entities are not penalized for
approving effective, evidence-based upstream interventions that result in a financial return on
investment over the longer-term




Evaluation - Rapid cycle/Summative

* Sheps Center/Seth Berkowitz

* Rapid cycle assessments

—Evaluation throughout pilots to learn in real time and make
adjustments

—Evolving metrics - Operational readiness, service delivery,
resource heeds met, self-reported quality of life, health outcomes,
utilization, cost

 Summative evaluation
—Health, utilization, and cost savings overall and by sub-groups
—Determine cost-neutrality and cost-effectiveness of interventions
by sub-group
—Implementation science

—Learn how to scale interventions that worked into Medicaid
statewide



Process/Time Line

eEarly 2019: Request for Information (RFI)

Mid 2019: Request for Proposals (RFP)
—RFP will determine LPEs/ Pilot Regions

eLate 2019: Award LPEs/ Pilot Regions
«2020: Full year of capacity building for LPEs and regions

eJanuary 1, 2021.: Begin Service Delivery

*October 31, 2024: End Pilots (at end of 1115 waiver)




Questions?
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Screening Questions

Health Screening

We believe everyone should have the opportunity for health. Some things like not having enough food

or reliable transportation or a safe place to live can make it hard to be healthy. Please answer the

following questions to help us better understand you and your current situation. We may not be able to

Yes

MNo

Food

1. Within the past 12 months, did you worry that your food would run out
before you got money to buy more?

2. Within the past 12 months, did the food you bought just not last and
you didn't have money to get more?

Housing/ Utilities

3. Within the past 12 months, have you ever stayed: outside, in a car, in a
tent, in an overnight shelter, or temporarily in someone else’s home
(i.e. couch-surfing)?

4. Areyou worried about losing your housing?

5. Within the past 12 months, have you been unable to get utilities (heat,
electricity) when it was really needed?

Transportation

6. Within the past 12 months, has a lack of transportation kept you from
medical appeintments or from doing things needed for daily living?

Interpersonal Safety

7. Do you feel physically and emotionally unsafe where you currently live?

8. Within the past 12 months, have you been hit, slapped, kicked or
otherwise physically hurt by anyone?

5. Within the past 12 months, have you been humiliated or emotionally
abused by anyone?

Optional: Immediate Need

10. Are any of your needs urgent? For example, you don't have food for
tonight, you don’t have a place to sleep tonight, you are afraid you will
get hurt if you go home today.

11. Would you like help with any of the needs that you have identified?

NCDHHS
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Roles of Pilot Entities

NCDHHS

North Carolina’s 1115 waiver provides important flexibility to implement the groundbreaking Healthy
Opportunities Pilot program in two to four areas of the state over a five-year period.*

PHPs’ & Care Managers’ Roles & Responsibilities* *

e PHPs:
* Must participate in pilot operating within their region
e Must work with the LPE and its network of HSOs to
implement the program.

* Must manage a capped amount of funding for pilot
services

* Must make final determinations of pilot eligibility and
service authorization.

e Will have discretion to authorize or deny services for
eligible individuals, within guardrails defined by State.

* PHPs will leverage care managers predominantly at Tier 3
AMHs and LHDs to:

* Help identify need for pilot services and assess
eligibility based on State-developed eligibility criteria

* Manage pilot services authorization with PHP

* Work with LPE to refer beneficiaries to and coordinate
with HSOs

* Assess and reassess heed for pilot services on an
ongoing basis

LPEs’ & HSOs’ Roles & Responsibilities* *

* North Carolina will procure through a competitive bid Lead
Pilot Entities (LPEs), that will:

* Develop, manage, provide technical assistance, and
facilitate payment to and oversee the network of
community-based organization and social service
agencies

* Convene pilot and community entities to support
communication, relationship-building and sharing best
practices

* Human services organizations that contract with the LPE:

e Will deliver cost-effective, evidence-based

interventions addressing food insecurity, housing

quality and instability, transportation insecurity.
interpersonal violence and toxic stress.

* Must be determined qualified to participate in the pilot
by the LPE

* Will submit invoices for services and will be paid by
the LPE.

e NCCARE360 - The NC Resource Platform is expected to be
an important piece of the infrastructure

*For more information on the Healthy Opportunities Pilots, please see the Pilot Fact Sheet

**All entities must participate in data collection and reporting activities to support evaluation and oversight efforts.

43
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https://files.nc.gov/ncdhhs/SDOH-HealthyOpptys-FactSheet-FINAL-20181114.pdf

	Slide Number 1
	Slide Number 2
	Slide Number 3
	The Opportunity for Health
	Holistic Approach to Health
	Broader Lens of Health
	Hunger
	Healthcare Costs Associated w/ Food Insecurity
	SNAP Participation Associated w/ Lower Heath Care Costs
	Housing Instability 
	Housing is health care: Housing high cost/high risk people 
	Early Experiences Shape Brain Architecture
	Slide Number 13
	Adverse Childhood Experiences/�Toxic Stress Alters Normal Cortisol Response
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Slide Number 18
	Slide Number 19
	NC DHHS Priorities – through that lens
	FOCUS AREAS
	ACEs and Illicit Drug Use
	Estimates of the Population Attributable Risk* �of ACEs for Drug Use Problems�
	Early Childhood Action Plan�
	Slide Number 25
	Slide Number 26
	What is NCCARE360?
	Three Partners �Three Deliverables
	Slide Number 29
	Slide Number 30
	Slide Number 31
	Medicaid Transformation
	Medicaid Transformation 
	Healthy Opportunities Regional Pilots 
	Overview of Eligibility For Pilot Services
	Overview of Approved Pilot Services
	Defining and Pricing Pilot Services 
	Financing – Path to Value
	Evaluation - Rapid cycle/Summative�
	Process/Time Line
	Slide Number 41
	Screening Questions 
	Roles of Pilot Entities 

