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Executive Summary  
 

Health is affected by many factors beyond the medical care provided within the walls of a hospital or 

clinic. As such, the North Carolina Healthy Opportunities Pilots are testing evidence-based, non-medical 

interventions for their direct impact on North Carolina’s Medicaid beneficiaries’ health outcomes and 

healthcare costs. 

North Carolina’s Section 1115 Medicaid Demonstration Waiver entitled “North Carolina 

Medicaid Reform” was approved to cover the period November 1, 2019 through October 31, 2024. One 

aspect of that Demonstration Waiver is the State of North Carolina’s Enhanced Case Management and 

Other Services Pilot (ECM), which is more commonly referred to as the Healthy Opportunities Pilots 

(abbreviated as the ‘Pilots’ or ‘HOP’). Owing to the national context of the COVID-19 pandemic and local 

context such as the delay in transition to Medicaid managed care, the Pilots did not begin providing 

services until March 15, 2022. Thus the Pilots have been actively delivering services for only a relatively 

short time. 

 The purpose of this first Rapid Cycle Assessment is to provide information to guide continued 

service delivery and programmatic adjustments for the Pilots. This assessment includes data regarding 

preparations for service delivery and delivery of services from March 15, 2022 to November 30, 2022. All 

data used in this assessment were received by January 4, 2023. This report is specific to the Pilots and 

does not cover other elements of the 1115 Waiver. It is also not meant to be as comprehensive as 

subsequent interim or final evaluations. 

The Pilots aim to test evidence-based, non-medical interventions for their direct impact on 

North Carolina’s Medicaid beneficiaries’ health outcomes and healthcare costs, with the purpose of 

incorporating findings into the Medicaid program. As part of NCDHHS’ commitment to promote health 

equity by building a well-coordinated system that “buys health”, as well as healthcare, the Pilots require 

Prepaid Health Plans (PHPs) to cover federally approved, evidence-based interventions that address 

social needs in four domains: housing instability, transportation insecurity, food insecurity, and 

interpersonal violence/toxic stress for qualifying Medicaid beneficiaries. PHPs and their care managers 

are responsible for determining who is eligible to receive the services and which services they will 

receive. 

HOP services are delivered through innovative regional networks of community-based 

organizations and social services agencies (collectively called ‘human service organizations’ [HSOs]) to 

address needs across all domains. Each regional network is established, managed and overseen by 
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Network Leads (NLs) (previously referred to as Lead Pilot Entities or LPEs), organizations that serve as 

the essential connection between PHPs and HSOs, along with clinical care teams when appropriate. 

Network Leads are local organizations, embedded in the communities they serve. On May 27, 2021, 

following a competitive procurement process, NCDHHS announced the selection of three NLs to 

contract with the PHPs to develop, manage and oversee a network of HSOs providing pilot services to 

their eligible enrollees: Access East, Inc., Community Care of the Lower Cape Fear, and Impact 

Health/Dogwood Health Trust. Regions selected included rural communities, and communities where 

members experience health inequity. 

Pilot services began with a phased launch—first offering food services on March 15, 2022, 

followed by housing and transportation services on May 1, 2022, and toxic stress and cross-domain 

services on June 15, 2022. Interpersonal violence (IPV)-related services are scheduled to begin in April 

2023 and were not delivered during this assessment period. 

 This assessment primarily covers two principal topics related to the Pilots, corresponding to 

Evaluation Question 1 (“Effective Delivery of Pilot Services”) and Evaluation Question 3 (“Improved 

Social Risk Factors”) in the approved Evaluation Design. In brief, these topics address Pilot program 

operations, including development of the necessary infrastructure to deliver services in the Pilots and 

how receipt of those services may affect health-related social needs, such as food, housing, and 

transportation. In this reporting period, the assessment focused on Pilot operations, and did not make 

comparisons between those receiving Pilot services and other Medicaid beneficiaries.  

 Several methods were used for this Rapid Cycle Assessment. To better understand how NLs and 

HSOs were preparing to deliver Pilot services, we surveyed and conducted qualitative interviews with NL 

and HSO staff in the lead up to full implementation of the Pilots’ services. Further, we analyzed 

operational data regarding enrollments in the Pilots, assessment of health-related social needs, delivery 

of services, and amounts invoiced for services. In addition, we conducted individual-level interrupted 

time series regression analyses to investigate how the total number of health-related social needs and 

risk for specific health-related social needs changed over time in response to Pilots participation. Finally, 

we investigated whether specific services, such as delivered meals, had differential impact on risk for the 

needs they were meant to address. 

 The findings of the assessment are largely positive, but also suggest some clear areas of 

emphasis where current activities may need to be modified in order to better achieve the goals the state 

of North Carolina has set for the Pilots.  
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North Carolina’s goal of establishing effective multi-sector collaboration between the state, 

PHPs, healthcare systems, and HSOs has been achieved. Although there are always areas of operations 

that can be improved, this was a major undertaking completed in a relatively compressed timeframe 

after unavoidable disruption due to the COVID-19 pandemic. In preparation to deliver services, staff at 

NLs and HSOs interviewed expressed concern about the scale of the task and the differences between 

the structure of the Pilots and their usual methods of operation, including interfacing with the Medicaid 

regulatory environment. NLs and HSOs began by collaborating with a core group of other organizations 

they had previously worked with, but substantially grew their collaborations so that a wide array of Pilot 

services could be offered. 

From the perspective of NLs and HSOs, benefits of participating in HOP include building 

networks of collaboration, supporting growth of HSOs, and improving community health and wellness. 

Components of HOP that NLs and HSOs thought were key to success included support for capacity 

building, facilitating of communication between PHPs, NLs, and HSOs, and detailed planning for the 

complicated logistics of delivery Pilot services to a large number of participants.   

 Operational data reveals that despite challenges, Pilot services are being delivered successfully. 

As of November 30, 2022, 2,705 unique individuals have been enrolled, and 14,427 services have been 

delivered across many different intervention types by 84 HSOs. Initial assessments of social needs occur 

quickly (most commonly at the time of enrollment). Within the data used for this report, 63% of those 

who enrolled—1,713 out 2,705 Pilot participants—had received at least one invoiced service, with more 

participants in the pipeline to receive services as time progresses. Further, there can be a lag between 

service delivery and invoicing for services. Services delivered typically began quickly--over 75% of 

services had a start of service date within 2 weeks of enrollment in the Pilots. The rate of service receipt 

varied across need types. 68% of individuals reporting a food need received an invoiced food service 

during this period, while 40% of those reporting a housing need received an invoiced housing service, 

and 16% of those reporting a transportation need received an invoiced transportation service. This 

difference may reflect both the phased rollout of services, with food services preceding all other 

services, and the complexity of delivering services to address the varying needs. For example, housing 

shortages are common in many communities served by the Pilots, and the availability of transportation 

resources varies across communities as well. Very few cross-domain services were invoiced during this 

period, and no toxic stress services were invoiced during this evaluation period. Further, no IPV-related 
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services were invoiced, as these services are not yet offered. Food services constituted the majority 

(90%) of services delivered.  

 Invoices for services were paid in a timely fashion. 56.2% of invoices were paid within 30 days, 

90.3% within 60 days, and 97.9% within 90 days. This is important as a major goal of the Pilots was to 

ensure that HSOs, many of which historically depend on grant funding received prior to delivery of 

services, could operate successfully with a financing model that includes payments made after services 

were delivered. 

 Overall, the evidence regarding the effectiveness of Pilot services at addressing social needs was 

mixed. As anticipated, we observed an initial increase in recorded needs as needs are identified by 

detailed assessments around the time of enrolling in the Pilots, followed by a decrease in needs as Pilot 

services address them. However, the magnitude of the decrease in needs was small and may not be 

clinically meaningful. For example, we estimated that soon after enrollment in the Pilots, individuals 

reported an average of 1.73 needs, which declined to 1.68 needs at 90 days after enrollment. While 

statistically significant, whether a decrease of this magnitude is likely to improve health, healthcare 

utilization, or healthcare cost is unclear. Although prior studies have shown that improvements in social 

needs can be seen within 90 days, this is still a very brief time period for assessment, and greater 

changes may become evident over longer periods of observation. At present, there have not been 

enough individuals with longer Pilot participation to examine needs at 180 or 365 days. Such analyses 

will be reported in subsequent assessments. 

 When examining specific needs, we estimated that the probability of an individual reporting a 

food need at 90 days after Pilot enrollment (0.85) was almost identical to the probability around the 

time of enrollment (0.86). Similarly, the probability of reporting a housing need was 0.55 around the 

time of enrollment and still 0.55 at 90 days after Pilot enrollment, and the probability of reporting a 

transportation need was 0.31 around the time of enrollment and 0.29 at 90 days after Pilot enrollment. 

IPV-related and toxic stress needs were not reported very frequently during this evaluation period, so 

we cannot draw conclusions about changes in those need types (and again, IPV-related services were 

not yet available in this time period. Two key limitations in interpreting these findings, however, are the 

relatively short enrollment time for most Pilot participants, and the possibility of bias owing to 

differential reassessment such that those whose needs went unmet were reassessed more frequently 

than those whose needs were met and required less contact with Pilot staff. 
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 We observed interesting findings regarding specific services. A key rationale for conducting and 

evaluating the Pilots is that there are often different services that might plausibly address a need, 

without sufficient comparative effectiveness evidence to choose one over another. For example, both a 

food subsidy (such as a fruit and vegetable prescription) and delivery of healthy meals might address 

food needs, but which is more effective is not clear. We did find suggestions of variations across 

intervention types. Healthy meal delivery was associated with lower probability of reporting a food need 

at 90 days of enrollment in the Pilots than other food services offered within the Pilots like fruit and 

vegetable prescriptions and food boxes, and these differences were large enough that they may be 

clinically meaningful. For example, the probability of reporting a food need at 90 days was 0.08 lower 

(95% Confidence Interval [CI]: 0.12 lower to 0.02 lower, p = .001) with delivered meals compared with 

fruit and vegetable prescriptions. Similarly, with regard to housing services, tenancy support and 

sustaining services (which provide one-to-one case management and/or educational services to prepare 

an enrollee for stable, long-term housing) were associated with lower probability of reporting a housing 

need after 90 days of Pilot enrollment than other types of housing services. 

 These findings thus support the rationale of using the Pilots to develop evidence on the 

comparative effectiveness of social needs interventions, so that the State of North Carolina can make an 

evidence-informed decision as to what services to offer for all Medicaid beneficiaries in subsequent 

years. However, these findings should also be interpreted cautiously at this time, as receipt of services 

was not randomly assigned, and thus the association observed may be confounded. Subsequent stages 

of the evaluation will be better able to address this potential threat to the validity of the findings.  

 There are several key findings of this first Rapid Cycle Assessment. First, the major achievement 

is the establishment of the infrastructure necessary for the Pilots to function. This included necessary 

information technology platforms, the legal and regulatory agreements necessary for the state of North 

Carolina, prepaid health plans, network leads, human services organizations, and healthcare 

organizations to collaborate, integrating HSOs into the healthcare ecosystem, and the interpersonal 

work of making these relationships productive. The successful accomplishment of this undertaking has 

allowed for large-scale delivery of Pilot services across three regions of the state.  

 Next, the ability to address some questions of interest in this assessment was hindered by the 

number of individuals enrolled in the Pilots. The Pilots were designed to ramp up during this assessment 

period, and so the enrollment numbers may reflect that. Another explanatory factor could be that 

methods of social need assessment and enrollment require iteration. In any event, working to increase 
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enrollment in the Pilots is a major goal going forward. Next, delivery of services to those who enrolled in 

the Pilots has had both bright spots and limitations. Around two-thirds of those who enrolled in the 

Pilots have received invoiced services to date. This includes almost half of those reporting a housing 

need receiving housing services, which is a notoriously difficult need to address. It is likely that this 

percentage will rise as services that have already been delivered are invoiced, and those in the pipeline 

to receive services receive them. At the same time, working to ensure as high a percentage of 

individuals who enroll in the Pilots as possible receive services is another major goal. Strategies to boost 

this number could include making modifications to the selection of services available and/or the process 

for Pilot participants to receive services. 

 Next, reports of social needs followed an expected pattern. Needs were highest around the time 

of Pilot enrollment and decreased over time. However, the magnitude of the decrease observed has 

been small so far. This deserves attention, as decreasing needs is a key channel through which the Pilots 

can achieve the overall goal of improving health, healthcare utilization, and healthcare cost. 

Nevertheless, it is important to recognize that this may be due to the relatively short period of time 

most individuals have been in the Pilots. Finally, we observed potential variation in the effectiveness of 

different interventions, which is consistent with a key justification for the overall approach taken by the 

Pilots of generating comparative effectiveness data for evaluation. 

 The results of this assessment have led to the following 4 recommendations: 

 

1. Continue to Accelerate Enrollment in the Healthy Opportunities Pilots. This assessment period 

coincided with a planned ramp-up of Pilot services, which meant lower enrollment earlier in the 

period, and growing enrollment later in the assessment period. In subsequent assessment 

periods, greater enrollment in the Pilots is likely to be beneficial both for Medicaid beneficiaries 

and for the purposes of evaluation. If Medicaid beneficiaries who could benefit from Pilot 

services are not enrolled, it could leave them in need. Greater enrollment would also help 

increase the power of evaluation activities, and permit evaluation of a broader set of questions. 

This is particularly important for detecting differences in response to services across groups, and 

for more in-depth analysis of groups that are of interest to the state of North Carolina, but are 

less common among Pilot participants, such as pregnant individuals. Without adequate numbers 

of individuals from categories of interest, there will be substantial uncertainty in any conclusions 

drawn from evaluation activities. 
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2. Ensure High Rates of Service Delivery. We found that around one third of individuals who 

enrolled in the Pilots did not have an invoice for Pilot services at time of the evaluation. This 

does not necessarily mean these individuals will not receive any Pilot services—this observation 

could reflect a lag in data from delivery of services to invoicing for them, or simply reflect the 

time needed for services to be arranged after enrollment in the Pilots. However, ensuring that 

as many individuals who enroll in the Pilots as possible do receive services is an important goal 

for the Pilots. Continuing to monitor service delivery will be important in subsequent periods.  

3. Collect Repeated Needs Assessments. As of this report, the short duration of participation for 

many individuals in the Pilots means that sufficient time for repeated needs assessments to 

occur may not yet have elapsed. However, ensuring these assessments do occur in subsequent 

periods is an important goal. A key feature of the Pilots is the use of needs assessments to help 

determine whether Pilot services are having their intended effect. If the services are not 

reducing needs, it is less likely that they will improve health, healthcare utilization, or healthcare 

spending. Finding that needs persist despite receiving services means that alternative services 

could be offered. On the other hand, if needs are being met, this would suggest that services are 

working and should be continued, if the Pilot participant so desires. In addition, repeated 

assessments can serve to evaluate whether Pilot services are having their intended effect and 

suggest whether course corrections in service delivery are needed, which may increase the 

likelihood of achieving hoped-for effects in the summative phase of the evaluation. Thus, 

repeated assessment of needs periodically throughout Pilot participation is an important part of 

the program—both for participants and for NLs and HSOs who want to ensure the services being 

delivered are working as intended. As time goes on, it will be important to ensure processes for 

routine collection of health-related social needs information are implemented with fidelity. 

4. We Do Not Recommend Changes to Services at This Time. In this initial Rapid Cycle Assessment, 

we noted interesting signals that some services may be more effective at reducing needs than 

others. However, these should be interpreted as preliminary findings at this time. The 

associations observed may be confounded, and the sample sizes are small. Thus, we believe the 

best course of action is to continue delivering services to more Pilot participants, in order to 

collect more data. When more data are in hand, informed decisions about which services to 

continue, modify, or discontinue can be made. Although we do not recommend changes to 

specific services offered by the Pilots at this time, we do recommend that the State of North 
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Carolina continue with the efforts it is making for operational improvements to the Pilots. Such 

planned improvements include those related to capacity building funding, streamlining the 

process of Pilot enrollment, and making the NCCARE360 data platform more user friendly. These 

improvements that the State of North Carolina plans to make are in accord with feedback 

provided by NLs and HSOs in surveys and qualitative interviews. 
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General Background Information  
 

Health is affected by many factors beyond the medical care provided within the walls of a hospital or 

clinic. While access to high-quality medical care is critical, social and environmental factors and the 

behaviors that emerge as a result are also important determinants of health.1,2 A substantial body of 

research has established that having an unmet resource need—including experiencing housing 

instability3, food insecurity4, unmet transportation needs5, and interpersonal violence or toxic stress6,7—

can significantly and negatively impact health and well-being, as well as increase healthcare utilization 

and costs.1,8–11 Addressing those needs can potentially improve health and healthcare utilization, which 

in turn can lower healthcare costs. For example, research indicates that providing housing assistance to 

adults who have physical and/or behavioral co-morbidities and are experiencing homelessness 

decreases unnecessary use of hospital care and associated healthcare costs.12–14 Similarly, reducing the 

presence of asthma triggers (such as moldy carpets and broken air conditioners) in a child’s home can 

reduce hospital visits and related costs15,16, and nutritional assistance interventions have been 

associated with lower healthcare costs for food insecure individuals.17,18 Notably, however, much of the 

research conducted to date has evaluated discrete interventions for specific, high-need populations, 

leaving unanswered critical questions regarding whether— and how—to scale and sustainably fund the 

integration of non-medical services into the healthcare system on a population-wide basis.  

As such, the North Carolina Healthy Opportunities Pilots are testing evidence-based non-medical 

interventions for their direct impact on North Carolina Medicaid beneficiaries’ health outcomes and 

healthcare costs. 

North Carolina’s Section 1115 Medicaid Demonstration Waiver entitled “North Carolina 

Medicaid Reform” was approved to cover the period November 1, 2019 through October 31, 2024. The 

University of North Carolina at Chapel Hill Cecil G. Sheps Center for Health Services Research (the Sheps 

Center) was selected by NCDHHS (The North Carolina Department of Health and Human Services), 

Division of Health Benefits (External Evaluation Services Contract #30-2021-017-DHB) to evaluate one 

aspect of that Demonstration Waiver, the State of North Carolina’s Enhanced Case Management and 

Other Services Pilot (ECM), now more commonly referred to as the Healthy Opportunities Pilots (‘HOP’ 

or the ‘Pilots’). The ECM evaluation design approved by the Centers for Medicare & Medicaid Services 

(CMS) on August 15, 2019, is included as an Attachment. This report analyzes data about Pilot activities 

beginning prior to the commencement of service delivery on March 15, 2022, and continuing to include 
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all data received by January 4, 2023. This report is specific to the Pilots and does not cover other 

elements of the 1115 waiver. 

Planned implementation of the Pilots was affected by both the COVID-19 pandemic nationally, 

and the delay of implementing Medicaid managed care in the state of North Carolina. This has meant 

that Pilot services have only been delivered for a relatively brief period of time to date.   

 

HOP Program Overview: Buying Health with Regional Collaboration 

 

North Carolina designed the Pilots to test evidence-based, non-medical interventions for their 

direct impact on North Carolina Medicaid beneficiaries’ health outcomes and healthcare costs, with the 

purpose of incorporating findings into the Medicaid program. NC Medicaid’s vision is to “to improve 

health through an equitable, innovative, whole-person centered and well-coordinated system of care 

that addresses the medical and non-medical drivers of health.” To help fulfill this vision, the Pilots 

require Prepaid Health Plans (PHPs) to cover evidence-based interventions that address four domains: 

housing instability, transportation insecurity, food insecurity, and interpersonal violence/toxic stress for 

a subset of Medicaid beneficiaries. PHPs and their care managers are responsible for determining who is 

eligible to receive the services and which services they will receive. 

HOP services are delivered through innovative regional networks of community-based 

organizations and social services agencies (collectively called ‘human service organizations’ [HSOs]) to 

address needs across all domains. Each regional network is established, managed, and overseen by 

Network Leads (NLs) (previously referred to as Lead Pilot Entities or LPEs), organizations that serve as 

the essential connection between PHPs and HSOs, along with clinical care teams when appropriate. 

Network Leads are local organizations, embedded in the communities they serve. On May 27, 2021, 

following a competitive procurement process, NCDHHS announced the selection of three NLs to 

contract with the PHPs to develop, manage and oversee a network of HSOs providing pilot services to 

their eligible enrollees (see Figure 1). 
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Figure 1: Pilot Regions (source NCDHHS) 
Coordination among these entities, and infrastructure necessary to support it, are intended to 

help address beneficiaries’ non-medical 

needs in a way that conventional healthcare 

has not been able to do. Relationships 

between entities are depicted in Figure 2. 

 

 

 

 

 

 
Figure 2: Schematic of Pilot Organization 

(Source: NCDHHS) 
 

 

The primary responsibilities of the entities involved in delivering Pilot services across PHPs, Care 

Managers, NLs, and HSOs are depicted in Figure 3. Care Managers can be embedded within PHPs, or 
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within local Tier 3 Advanced Medical Homes (AMH) (which provide primary care) or their affiliated 

Clinically Integrated Networks (CIN). 

 

 

Figure 3: Roles of Entities in the Pilots (Source: NCDHHS) 
 

HOP Implementation Timeline & Services Domains 

 

On March 15, 2022, delivery of food service launched in all three Pilot regions, followed by housing and 

transportation on May 1, 2022. Cross-domain and toxic stress services became available on June 15, 

2022. Delivery of IPV-related services is planned to begin in April 2023. These services were not available 

during this assessment period. Examples of Pilot services are presented in Figure 4. The Healthy 
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Opportunities Pilots Fee Schedule, which provides a more complete description of the services, is 

provided as an attachment. 

 

Figure 4: Example Pilot Services (Source: NCDHHS) 
 

Populations Served: Health Needs & Social Risk Factors  

 

The Pilots provide services for certain high-risk, high-need individuals who live in a Pilot region and meet 

criteria for physical/behavioral health and social risk factors. The physical/behavioral health criteria as 

approved in the Evaluation Design are presented in Table 1, and the health-related social needs that 

serve as social risk factors as approved in the 1115 Waiver revision are presented in Table 2. We note 

that although changes to the physical/behavioral health factors were approved as part of an 1115 

Waiver revision, these were not implemented during the assessment period, and so Table 1 reflects the 

relevant criteria for this assessment period. 
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Table 1: Physical/Behavioral Health Needs -Based Criteria   
Eligibility Category Age Needs-Based Criteria (at least one, per eligibility category) 

 
 
 

Adults 

≥21 • 2 or more chronic conditions. Chronic conditions that qualify an 
individual for pilot enrollment include: BMI over 25, blindness, 
chronic cardiovascular disease, chronic pulmonary disease, 
congenital anomalies, chronic disease of the alimentary system, 
substance use disorder, chronic endocrine and cognitive 
conditions, chronic musculoskeletal conditions, chronic 
neurological disease and chronic renal failure, in accordance 
with Social Security Act section 1945(h)(2). 

• Repeated incidents of emergency department use (defined as 
more than four visits per year) or hospital admissions (≥1 in 
past year). 

 
 
 
 

Pregnant Individuals 

Any • Multifetal gestation 
• Chronic condition likely to complicate pregnancy, 

including hypertension and mental illness 
• Current or recent (month prior to learning of pregnancy) use of 

drugs or heavy alcohol 
• Adolescent ≤ 15 years of age 
• Advanced maternal age, ≥ 40 years of age 
• Less than one year since last delivery 
• History of poor birth outcome including: preterm birth, low 

birthweight, fetal death, neonatal death 
 
 
 
 
 
 
 
 
 

Children 

0-3 • Neonatal intensive care unit graduate 
• Neonatal Abstinence Syndrome 
• Prematurity, defined by births that occur at or before 36 

completed weeks gestation 
• Low birth weight, defined as weighing less than 2500 

grams or 5 pounds 8 ounces upon birth 
• Positive maternal depression screen at an infant well-visit 

0-21 • One or more significant uncontrolled chronic conditions or 
one or more controlled chronic conditions that have a high risk 
of becoming uncontrolled due to unmet social need, 
including: asthma, diabetes, underweight or 
overweight/obesity as defined by having a BMI of 
<5th or >85th %ile for age and gender, developmental delay, 
cognitive impairment, substance use disorder, 
behavioral/mental health diagnosis (including a diagnosis under 
DC: 0-5), attention- deficit/hyperactivity disorder, and learning 
disorders 

• Experiencing three or more categories of adverse childhood 
experiences (e.g. Psychological, Physical, or Sexual Abuse, 
or Household dysfunction related to substance abuse, 
mental illness, parental violence, criminal behavioral in 
household) 
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Table 1: Physical/Behavioral Health Needs -Based Criteria   
Eligibility Category Age Needs-Based Criteria (at least one, per eligibility category) 

• Enrolled in North Carolina’s foster care or kinship placement 
system 

 

Table 2: Social Risk Factors 
Risk Factor Definition 
Homelessness or housing 
insecurity 

Homelessness, as defined in 42 C.F.R. § 254b(h)(5)(A), or housing 
insecurity, as defined based on the principles in the questions used to 
establish housing insecurity in the Accountable Health Communities 
Health Related Screening Tool or the North Carolina Social Determinants 
of Health (SDOH) screening tool. 

Food Insecurity As defined by the US Department of Agriculture commissioned report on 
Food Insecurity in America: 

• Low Food Security: reports of reduced quality, variety, or desirability of 
diet. Little or no indication of reduced food intake. 

• Very low food security: Reports of multiple indications of disrupted 
eating patterns and reduced food intake 

• Or food insecure as defined based on the principles in the questions 
used to establish food insecurity in the North Carolina Social 
Determinants of Health (SDOH) screening tool. 

Transportation Insecurity Defined based on the principles in the questions used to establish 
transportation insecurities in the Accountable Health Communities Health 
Related Screening Tool or the North Carolina SDOH screening tool. 

At risk of, witnessing, or 
experiencing 
interpersonal violence 

Defined based on the principles in the questions used to establish 
interpersonal violence in the Accountable Health Communities Health 
Related Screening Tool or the North Carolina SDOH screening tool. 

 

Member Participation: Screening & Care Management   
 

During this assessment period, outreach to Medicaid Managed Care members living in Pilot regions was 

led by PHPs and their care management teams, with support from NLs and HSOs. PHP HOP Care 

Managers use the standardized Pilot Eligibility and Service Assessment (PESA) tool in NCCARE360, NC’s 

statewide resource and referral platform, to guide and document initial Pilot eligibility determination, 
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service mix review every three months, and continuing eligibility determination every six months. DHHS 

leadership consistently articulated a “no wrong door” approach (see Figure 5) to support members to 

get screened and connected to services using various referral pathways.

 

Figure 5: Entry into the Pilots (Source: NCDHHS) 
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Goals of Rapid Cycle Assessment 
 

This report describes the first Rapid Cycle Assessment (RCA), conducted as part of the overall evaluation 

of the Pilots. As described in the approved evaluation design: 

“The goal of the rapid cycle assessment19,20 phase of the evaluation is to determine, as quickly as 

possible, if the Pilots are operating as intended and whether Pilot services are having their intended 

effects on targeted populations. By using an iterative process, North Carolina will be able to collect data 

to test the services, examine the results, and modify services or adopt a different service as appropriate. 

The goal of the RCA is to provide results to North Carolina so that appropriate steps can be taken to 

modify Pilot services, as needed, in order to maximize their effectiveness and discontinue services that 

are less effective to ensure dollars are spent on services with a demonstrated impact. During this phase, 

the major comparisons will be within intervention recipients, before and after they receive intervention, 

using interrupted time series designs.” 

  

 As described in the Evaluation Design, the RCAs have different areas of emphasis depending on 

their timing relative to the delivery of Pilot services. In this first report, the emphasis is on factors 

Figure 6: Driver Diagram 
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related to initial delivery of Pilot services, enrolling Pilot participants, and resolution of social needs. This 

is in keeping with the theory of change depicted in the Driver Diagram (Figure 6), which sees 

identification of individuals with social risk factors, and enrollment and retention of those individuals in 

services to reduce those risks, as key parts of the process that is expected, ultimately, to lead to 

improved health, healthcare utilization, and cost of care.  

 For this reason, this RCA report focuses on analyses related to Evaluation Questions 1, 2, and 3 

(described in more detail in the next section), which deal with topics of screening for social risks, 

enrolling participants, delivering Pilot services, and reducing social risks. Subsequent evaluation 

activities will shift emphasis to analyses of Evaluation Questions 4, 5, and 6, which deal with topics of 

clinical outcomes, healthcare utilization, and healthcare cost. Ultimately, the summative evaluation 

report will synthesize findings across all evaluation questions. 
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Evaluation Questions and Hypotheses 

  
The state of North Carolina’s overall goal is to improve North Carolina’s Medicaid beneficiaries’ health, 

healthcare utilization, and healthcare spending by building a well-coordinated system that “buys health” 

as well as healthcare. Evaluating how well the Pilots achieve that goal involves evaluating specific 

questions related to program performance. As discussed above in reference to the Driver Diagram that 

depicts the underlying logic of the Pilots, one key component of successfully achieving the goals of the 

Pilots involves identifying beneficiaries with social needs that affect health, enrolling them in the Pilots, 

and delivering services to them that address those needs. Achieving those goals promotes the objectives 

of Titles XIX and XXI by helping to improve health for Medicaid beneficiaries. This RCA Report describes 

analyses that break these pieces into the following Evaluation Questions and Hypotheses: 

 

• Evaluation Question 1 (“Effective Delivery of Pilot Services”) analyses relate to activities 

undertaken by NLs and HSOs to establish the necessary infrastructure, workforce, and data 

systems needed to effectively contract with and build the capacity of a network of HSOs, and to 

deliver Pilot services once established. Overall, Evaluation Question 1 analyses help test the 

hypothesis that NLs will enable effective delivery of Pilot services 

• Evaluation Question 2 (“Increased Rates of Social Risk Factor Screening and Connection to 

Appropriate Services”) analyses relate to how the coordinated activities of PHPs, NLs, and HSOs 

facilitate screening for social risk factors/needs in Pilot regions, and connect a higher proportion 

of those with social risk factors/needs to services to address those needs in Pilot regions, 

compared with non-Pilot regions that do not have these coordinated activities. Overall, 

Evaluation Question 2 analyses help test the hypothesis that the Pilots will increase rates of 

Medicaid beneficiaries screened for social risk factors and connected to services that address 

these risk factors. 

• Evaluation Question 3 (“Improved Social Risk Factors”) analyses relate to improving the social 

risk factors that Pilot members experience, across all eligibility categories: adults, pregnant 

individuals, children ages 0 to 21, and the subset of children age 0 to 3. Evaluation Question 3 

analyses help test the hypothesis that the Pilots will measurably improve the qualifying social 

risk factors in participants. 
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There are three other Evaluation Questions that are part of the overall evaluation of the Pilots, but were 

planned to be undertaken after this initial rapid cycle assessment. These Evaluation Questions relate to 

changes in clinical outcomes (Evaluation Question 4), changes in healthcare utilization (Evaluation 

Question 5), and changes in healthcare cost (Evaluation Question 6). Evaluation activities to address 

these questions will occur in subsequent periods. 
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Methodology  
 

Evaluation Design 
 In this reporting period, Evaluation Question 1 (“Effective Delivery of Pilot Services”) activities 

used three evaluation designs: primary data collection using quantitative surveying of NL and HSO staff 

members, primary data collection using qualitative interviewing of NL and HSO staff members, and 

secondary analyses of Pilot operations data from the NCCARE360 platform and NC Medicaid 

administrative files.  

 For quantitative surveying, names and email addresses of NL and HSO staff were provided to the 

UNC Sheps Center for Health Services Research (The Sheps Center) evaluation team for the purpose of 

recruitment. A link to an anonymous REDCap survey was emailed to each participant. Participants 

provided informed consent prior to completing the survey. All surveys were completed between April 

and July 2022. Surveys included both close-ended questions and open-ended questions to understand 

readiness to implement pilot services and network connections. 

 For qualitative interviewing, names and email addresses of NL and HSO staff members were 

provided to the evaluation team for the purpose of recruitment. After providing informed consent, a 

Zoom video interview was scheduled. Open-ended, in-depth questions were posed during the 

interviews. All interviews were conducted around the time service delivery began, between April and 

July 2022, and ranged from 20-70 minutes.  

 Evaluation Question 1 (“Effective Delivery of Pilot Services”) is descriptive and explanatory in 

nature, and so it does not involve comparisons or inferential statistics. 

 In this reporting period, we planned to use a cross-sectional comparative design for Evaluation 

Question 2 (“Increased Rates of Social Risk Factor Screening and Connection to Appropriate Services”) 

analyses, comparing Medicaid beneficiaries in regions that did versus did not have operating HOP 

programs. We were not able to complete these analyses owing to lack of data. This is explained in more 

detail in the Methodological Limitations section below. 

 In this reporting period, Evaluation Question 3 (“Improved Social Risk Factors”) activities used 

two designs: A within-participant comparison evaluating the prevalence and number of health-related 

social needs as a function of time and Pilot participation, and a between-participant comparison, 
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evaluating the prevalence of health-related social needs as a function of time and receipt of specific 

Pilot services.  

Target and Comparison Populations 
 For Evaluation Question 1 (“Effective Delivery of Pilot Services”) analyses in this reporting 

period, which related to establishment of the infrastructure necessary to deliver Pilot services and 

services delivered, the target population for the quantitative surveying and qualitative interviews were 

NL and HSO staff members. The target population for the secondary data analyses of Pilot operations 

data was Pilot participants.  

 For Evaluation Question 2 analyses in this reporting period, which related to comparisons of 

screening for social risks and delivering services to those with social risks in the Pilot and non-Pilot 

regions, the target population was Medicaid beneficiaries in the Pilot regions, and the comparison 

population was intended to be Medicaid beneficiaries in non-Pilot regions.  

 For Evaluation Question 3 (“Improved Social Risk Factors”) analyses in this reporting period, 

which related to changes in social risks, the target population was Pilot participants. Comparisons were 

made both within-participant (i.e., comparing how health-related social needs changed over time) and 

between participants who received different Pilot services (e.g., examining whether Pilot participants 

who received one type of service related to a food need had outcomes that differed from Pilot 

participants who received a different type of service for a food need).  

 

Evaluation Period 
 The data used for this report were received on Jan 4, 2023. The last date of Pilot enrollment in 

the data received was November 30, 2022. Therefore, the evaluation period for this report, across 

Evaluation Questions 1, 2, and 3, covers March 15, 2022 through November 30, 2022.  

 

Evaluation Measures 
 Measures used for this evaluation period are presented in the below table, Table 3. The Sheps 

Center was the steward for all measures. 
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Table 3: Measures Used in Rapid Cycle Assessment Report 

Measure Name  Measure Description 

Positive Screens for Unmet Social Needs  The percentage of beneficiaries who reported 
unmet social needs within NCCARE360 data within 
measurement period, reported by non-mutually 
exclusive categories of:  
• Food Insecurity  
• Housing Instability or Homelessness  
• Transportation Barrier  
• Experience Interpersonal Violence or Toxic Stress-
related concern 

Positive Screens for Unmet Social Needs 
Connected to Services 

The percentage of beneficiaries who reported 
unmet social needs within NCCARE360 data within 
measurement period, who received at least 1 
invoiced service to address their needs 

Number of Participants Served The total number of participants who received at 
least 1 invoiced Pilot service in the reporting period 

Payment Completion Percentage of completed payments made to HSOs 

Payment Lag Time Time from receipt of service to payment 
completion 

Pilot Participants Number of Medicaid members who enrolled in the 
Pilots 

Dollars paid Dollar amount paid 

Mean Payment Lag  Mean calendar days from HSO creating invoice to 
NL to PHP effectuating payment to HSO 

Total amount invoiced Total dollar amount invoiced 

HSO Referrals Number of referrals sent to human service 
organizations (HSO) 

Services Invoiced Number of services invoiced for during the 
assessment period 

Mean business days from Pilot eligibility 
assessment to service delivery  

Mean number of days between Pilot eligibility 
assessment and delivery of first invoiced Pilot 
service for those who enrolled in the Pilots 

 



Rapid Cycle Assessment - Healthy Opportunities Pilots March 24th, 2023 

29 
 

Data Sources 
 In this reporting period, Evaluation Question 1 (“Effective Delivery of Pilot Services”) activities 

used three data sources: primary data collection using quantitative surveying of NL and HSO staff 

members, conducted by the Sheps Center, primary data collection using qualitative interviewing of NL 

and HSO staff members, conducted by the Sheps Center, and secondary analyses of Pilot operations 

data from the NCCARE360 platform and NC Medicaid administrative files. Data cleaning and validation 

for quantitative surveys and qualitative interviews was conducted by the Sheps Center. Data cleaning 

and validation for NCCARE360 and NC Medicaid data was conducted by Unite Us, NCDHHS, and the 

Sheps Center. Unite Us is a software company that helped develop the NCCARE360 information 

technology platform in collaboration with United Way/211, Expound, and the Foundation for Health 

Leadership and Innovation, used for Pilot enrollment, tracking, referrals, and invoicing. 

 In this reporting period, Evaluation Question 3 (“Improved Social Risk Factors”) activities used 

data from the NCCARE360 platform and NC Medicaid administrative files. Data cleaning and validation 

for NCCARE360 and NC Medicaid data was conducted by Unite Us, NCDHHS, and the Sheps Center. 

 

Analytic Methods 
 In this reporting period, the analytic methods for Evaluation Question 1 (“Effective Delivery of 

Pilot Services”) activities varied by data type. For analyses of quantitative surveys, we conducted 

descriptive statistics and plotting of findings. 

 For analyses of qualitative interviews, all interviews were audio-recorded with participant 

permission and transcribed verbatim. Identifiable information was removed from the transcripts prior to 

analysis. Audio files and transcriptions were stored on the secure password protected server available 

only to evaluation team members. Transcripts were reviewed with the audio files for accuracy and 

completeness. Once completed, all transcripts were imported in ATLAS.ti 9., a qualitative software 

program, to facilitate analysis. A directed form of content analysis was used to analyze data. Prior to 

analysis, a codebook was created collaboratively with the project team based on (1) the CFIR 

(Consolidated Framework for Implementation Research) conceptual framework21, (2) the evaluation 

questions, and (3) specific topics related to the interview guide. During the coding process, inductively 

derived codes were developed as needed to fully capture all relevant information. The transcripts were 
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coded by two independent coders who met to compare and reconcile any coding discrepancies. Once 

coding was complete, data were put into a matrix and themes were identified. 

 For analyses of NCCARE360 and NC Medicaid data, we conducted descriptive statistics of 

program administration data. 

 In this reporting period, the analytic methods for Evaluation Question 3 (“Improved Social Risk 

Factors”) consisted of descriptive statistics and individual-level interrupted time series regression 

analyses. Interrupted time series regression analyses generally took two forms, depending on whether 

they were evaluating reductions in social risks associated with Pilot participation overall (i.e., evaluating 

the impact of Pilot participation on social risks), or with receipt of specific Pilot services (i.e., evaluating 

the comparative effectiveness of different interventions on social risks). For individual-level interrupted 

time series regressions evaluating social risks associated with Pilot participation overall, regression 

models generally took the form: 

𝒀𝒀𝒊𝒊𝒊𝒊 = 𝜷𝜷𝟎𝟎 + 𝜷𝜷𝟏𝟏𝑷𝑷𝑷𝑷𝑷𝑷𝑷𝑷𝒊𝒊𝑷𝑷𝒊𝒊𝑷𝑷𝑷𝑷𝑷𝑷𝒊𝒊𝑷𝑷𝑷𝑷𝒊𝒊𝒊𝒊 + 𝜷𝜷𝟐𝟐𝑻𝑻𝒊𝒊𝑻𝑻𝑻𝑻𝒊𝒊𝒊𝒊 + 𝜷𝜷𝟑𝟑𝑷𝑷𝑷𝑷𝑷𝑷𝑷𝑷𝒊𝒊𝑷𝑷𝒊𝒊𝑷𝑷𝑷𝑷𝑷𝑷𝒊𝒊𝑷𝑷𝑷𝑷𝒊𝒊𝒊𝒊 ∗ 𝑻𝑻𝒊𝒊𝑻𝑻𝑻𝑻𝒊𝒊𝒊𝒊  + 𝜺𝜺 

Where i indexes a unique individual observed on a particular day j. Y represents the outcome, 

participation is an indicator of whether a participant was participating in the Pilots on the date of 

observation, time indicates the number of days relative to the participant’s initial enrollment in the 

pilots, with an error term. The coefficient on participation provides an estimate of the change in level of 

the outcome associated with Pilot participation, while the coefficient on the participation*time product 

term provides an estimate of the trend of change in the outcome associated with Pilot participation. 

Standard errors were clustered at the level of the individual, which is the level of treatment for these 

analyses.22 After fitting models, we used predictive margins to target an average treatment effect on the 

treated (ATT) estimand, comparing needs around the start of HOP enrollment to needs at 90 days. 

 For individual-level interrupted time series regressions evaluating social risks associated with 

receipt of specific Pilot services, regression models generally took the form:  

𝒀𝒀𝒊𝒊𝒊𝒊 = 𝜷𝜷𝟎𝟎 + 𝜷𝜷𝟏𝟏𝑰𝑰𝑷𝑷𝑷𝑷𝑻𝑻𝑷𝑷𝑰𝑰𝑻𝑻𝑷𝑷𝑷𝑷𝒊𝒊𝑷𝑷𝑷𝑷𝒊𝒊𝒊𝒊 + 𝜷𝜷𝟐𝟐𝑻𝑻𝒊𝒊𝑻𝑻𝑻𝑻𝒊𝒊𝒊𝒊 + 𝜷𝜷𝟑𝟑𝑰𝑰𝑷𝑷𝑷𝑷𝑻𝑻𝑷𝑷𝑰𝑰𝑻𝑻𝑷𝑷𝑷𝑷𝒊𝒊𝑷𝑷𝑷𝑷𝒊𝒊𝒊𝒊 ∗ 𝑻𝑻𝒊𝒊𝑻𝑻𝑻𝑻𝒊𝒊𝒊𝒊  + 𝜺𝜺 

Where i indexes a unique individual observed on a particular day j. Y represents the outcome, time 

indicates the number of days relative to the participant’s initial enrollment in the Pilot, intervention 

indicates the specific pilot service the participant was receiving, with an error term. The coefficient on 

intervention provides an estimate of the change in level of the outcome associated with receipt of a 
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specific service, compared with those receiving other services, while the coefficient on the 

intervention*time product term provides an estimate of the difference in trend of change in the 

outcome associated with receiving a specific, compared with those receiving other services. The services 

of interest and their comparisons vary for different social risks. For example, for food risks, we 

compared the relative impact of receiving a food voucher versus a food box. This structure of an 

interrupted time series analysis, comparing different types of interventions, is mathematically identical 

to a difference-in-differences analysis. We again clustered standard errors at the level of the individual. 

Further, we again used predictive margins after fitting the models to target an ATT estimand, comparing 

needs across intervention types at 90 days of HOP participation. Improvements in social needs after 90 

days has been found in prior randomized trials.23 We consider this to be the minimum time point at 

which an improvement may be expected. 

 We used linear regression to estimate interrupted times series model for outcomes of total 

needs and specific needs. We chose to use linear regression models even for dichotomous specific need 

outcomes to aid interpretability of model coefficients, especially as the coefficients on product terms in 

non-linear models do not have a clear interpretation.24,25 The trade-off for this, however, is the 

possibility of ‘out-of-bounds’ estimates (i.e., estimates < 0 or > 1 for outcomes that cannot fall out of this 

range), especially when uncertainty is high. We did not view this as problematic as these cases occur 

when estimates are highly uncertain anyway, and so we do not believe this affects interpretation of the 

results.  
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Methodological Limitations  

 
 We divide this section into limitations related to the methods used overall, and limitations 

related to the specific data available (or not available) for this assessment period. 

 Regarding methodological limitations overall, for Evaluation Question 1 (“Effective Delivery of 

Pilot Services”) activities, methodological limitations of the quantitative surveys include non-response, 

which may mean that the respondents were not a representative sample of all NL and HSO staff 

members. However, we believe response was sufficient to provide a meaningful snapshot of NL and HSO 

organizations as they prepared to deliver services.  

 For Evaluation Question 2 (“Increased Rates of Social Risk Factor Screening and Connection to 

Appropriate Services”) activities, the main methodological limitations relate to the possibility that 

screening data were not recorded, which could bias comparisons.  

 For Evaluation Question 3 (“Improved Social Risk Factors”) activities, the main methodological 

limitation is that some analyses use within-participant comparisons, without an external comparison 

group. This means that regression to the mean is an important threat to validity for these analyses. As 

justified in the Evaluation Design, this was a known limitation, one that was viewed as acceptable during 

this formative phase of the evaluation in order to facilitate delivery of Pilot services and provide 

feedback to NL and HSO organizations in order to make course corrections. The results of these analyses 

are not definitive, but instead meant to inform Pilot operations. The later summative evaluation phase 

will use comparisons that will not be subject to this limitation. Overall, at this point in the evaluation, we 

believe that the analyses are sufficiently informative to be useful guides as to program operations, while 

recognizing that they are not definitive determinations of the effectiveness of the Pilots. A second 

limitation is that if there is differential loss to follow-up (i.e., whether an individual completes a 

repeated assessment is correlated with whether their needs are or are not improving), that can bias 

results. The solution to this is to encourage that follow-up data collection is as complete as possible for 

all participants.  

 A third limitation for Evaluation Question 3 (“Improved Social Risk Factors”) activities is that 

when comparing the relative impact of different services (e.g., food boxes versus food vouchers), 

assignment to the specific service was non-random. Therefore, there may be aspects of the individual’s 
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circumstances that confound receipt of the services. Regression adjustment can help mitigate this if the 

factors that produce the confounding were measured, but unmeasured confounding cannot be 

excluded. Later periods in the evaluation use different study designs to help overcome this issue, so 

present results should be interpreted as preliminary. 

 There were three sets of analyses we were unable to complete during this RCA period owing to 

lack of data availability. We will complete these analyses and report their results in subsequent 

evaluation periods as the necessary data become available. Lack of necessary data most importantly 

affected Evaluation Question 2 (“Increased Rates of Social Risk Factor Screening and Connection to 

Appropriate Services”) analyses. Lack of data affected Evaluation Question 1 (“Effective Delivery of Pilot 

Services”) analyses in a more limited way. The analyses we were unable to complete were: 

• Evaluation Question 2 (“Increased Rates of Social Risk Factor Screening and Connection to 

Appropriate Services”) analyses that entailed comparing Medicaid beneficiaries in the Pilot 

regions and the non-Pilot regions on screening for social risks and connection to services to 

address those risks. We were unable to complete these analyses because we have only received 

data on social risk screening results for participants in the Pilots, and we have not received data 

on screening for non-Pilot participants. We anticipate receiving the necessary data in 

subsequent periods, and we believe we will be able to complete these analyses as planned 

before the end of the evaluation. Since this RCA report focuses on the performance of the Pilots 

in order to make adjustments, we do not believe that lack of these data presents a meaningful 

limitation to the reported results. 

• Evaluation Question 1 (“Effective Delivery of Pilot Services”) analyses related to number of 

beneficiaries screened. As with analyses related to Evaluation Question 2 (“Increased Rates of 

Social Risk Factor Screening and Connection to Appropriate Services”), because we only received 

data on screening results for Pilot participants, we were not able to assess the number of 

individuals who had health-related social needs assessments and screened negative, within Pilot 

regions. Thus, we could not determine the rate of positive screening or the number of 

individuals who received health-related social needs screening.  

• Evaluation Question 1 (“Effective Delivery of Pilot Services”) analyses related to participant 

reason for ending Pilot enrollment. In the evaluation design, we planned to analyze the number 

of participants who completed Pilot participation, withdrew from participation, or were lost to 
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follow-up. We do not receive individual-level data that provide reasons that participants end 

Pilot participation. We do receive information at the referral-level regarding why a specific 

referral was closed, but this is different from why an individual may end participation in the 

Pilots overall. We will work to identify the necessary data sources for these analyses and include 

them in subsequent evaluation reports. 

Results 
 

Evaluation Question 1 

Quantitative Surveying 
 The quantitative survey administered to NL and HSO staff collected data on demographics, 

assessed organizational readiness to begin delivering Pilot services using the ORIC (Organizational 

Readiness for Implementing Change) survey26, and assessed network connections between 

organizations. Overall, there were 19 complete responses out of 37 invited to participate (response rate: 

51%). All three Pilot regions were represented. The mean age of the respondents was 38.3 years (SD: 

8.2), 74% identified as women, 47% identified as non-Hispanic/Latino White, and 42% identified as non-

Hispanic/Latino Black. 12 respondents worked for HSOs, and respondents from both NLs and HSOs 

worked in leadership, management, administration, and sectoral support. 

 Responses to the organizational readiness survey both overall and stratified by Pilot region, are 

presented in Table 4. The organizational readiness survey has 7 total items, which are scored on a Likert 

scale with 1 = strongly disagree and 5 = strongly agree. Higher scores indicate greater readiness to 

change. Responses are summarized as an overall score (all 7 items), a commitment to change sub-score 

(2 items), and a change efficacy sub-score (5 items). Overall, scores reflected a moderate level of 

readiness to implement Pilot programs, as assessed by NLs and HSOs. 

Table 4: Organizational Readiness for Implementing Change Survey Results 
 Overall Access East Cape Fear Impact Health 
 Mean SD Mean SD Mean SD Mean SD 
Total Score (Range: 7-35) 25.68 2.81 26.86 1.86 25.75 2.06 24.63 3.58 
Commitment to change sub-score 
(Range: 2-10) 7.84 0.50 8.00 0.00 8.00 0.00 7.63 0.74 
Change efficacy sub-score (Range: 
5-25) 17.84 2.59 18.86 1.86 17.75 2.06 17.00 3.25 
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Greater scores indicate increasing readiness, commitment, and/or efficacy for change 
 

Analyses of network connectivity suggest that NLs and HSOs in this sample report strong 

connections to both NL and HSO organizational partners. NL and HSO respondents report past 

collaborations with those they are collaborating with in the Pilots, strong personal connections, and a 

high frequency of communication. There are, however, important variations by network and geography, 

with certain areas having more organizational connectivity than others. For example, organizations in 

the Access East network reported a higher number of organizational partners than those in Impact 

Health or Cape Fear. Similarly, certain counties are better connected organizationally than others; Pitt 

County, for example, had stronger reported organizational connections than Pasquotank County, both in 

the Access East network.  

 

Survey Items Capturing Organizational Connectivity 
 

The survey asked respondents to report on the relationships between their organization and 

other organizations they were working with as part of the Pilots. The survey asked respondents to name 

organizations that their organization works with. For each named organizational partner, respondents 

were asked about the nature of the relationship between their organization and the partner over the 

last 3-6 months. This came in the form of two questions, capturing connection and collaboration.  

 

For connection, respondents were asked to rate their level of connection to an organizational partner on 

a scale of 0-3: 

0=No Connection: I don't know this organization   
   
1=Light Connection: I had heard of this organization but did not have a personal or professional 
relationship with them.  
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2=Good Connection: I have a personal or professional relationship with this organization, but 
only occasionally communicate with them.  
 
3=Strong connection. I have a personal or professional relationship with this organization, and I 
regularly communicate with them.  
 

 
For collaboration, respondents were asked to rate their level of collaboration with an organizational 
partner on a scale of 0-2: 

 
0=Not at all. I have not collaborated with this organization.  
 
1=Yes, with their organization in the past. I have collaborated with this organization in the past, 
but not currently. 
 
2=Yes, currently. I am currently collaborating with this organization (on initiatives and projects 
other than the Healthy Opportunities Pilot work) 

 

Distribution of Number of Partners 

Figure 7 presents the distribution of 

number of partners named (without 

differentiating between organizational type or 

health network). Many organizations name 

only a single partner as part of the survey. The 

survey allowed respondents to name up to 10 

organizations, although no organization went 

above 4 named partners. It is worth noting 

that the number of named partners is likely an 

undercount, as several respondents suggested 

in their open-ended comments that they had upwards of 20 or 30 partners, despite only naming 1 

organization in the survey. This mismatch is likely due to respondent fatigue and/or recall bias. 

 

Figure 7: Number of Organizational Partners Named 
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Figure 8 presents the number of organizational partners stratified by Network Lead.  

 

Figure 8: Number of Organizational Partners Named by Network Lead 
 

 
We assess the nature of the reported relationships in Figure 9, which presents the mean for 

connection and collaboration for the whole sample. Organizations reported strong connections to their 

organizational partners. Over half of the organizations reported the maximum value of 3 (strong 

connection) for every organizational partner that they name. The overall mean level of connection is 

2.56 while the median is 3. The results for collaboration are similar. The overall mean is 1.79 (out of 2 

max), while the median value is 2, corresponding to a current collaboration that exists outside of the 

Pilots.  
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Figure 9: Overall Means for Number of Partners, Connection and Collaboration 
 

Results are similar when stratified by Network Lead (Figure 10).  

 

 

Figure 10: Overall Means for Key Variables by Network Lead 
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The maps below show the state of North Carolina divided along county lines. The colored 

regions are counties that are represented in the survey data, with at least one organization located in 

that county. The colors run from light to dark, with darker colors representing higher values for the 

variable of interest. We include three maps, one for mean number of partners, one for mean connection 

and one for mean collaboration. These maps depict the density of connections between NL and HSO 

organizations at the county-level. We color the county by the mean value over all organizations in that 

county. The gray colored counties are counties that are not represented in the sample.  

Figure 11 presents the results for number of partners. There are three broad regions in the map 

that are colored, corresponding directly to the three health networks in the study. Impact Health 

includes western North Carolina counties (Buncombe and Jackson); Cape Fear includes southern North 

Carolina counties (Brunswick, Columbus, New Hanover); and Access East corresponds to the eastern 

North Carolina counties (Beaufort, Pasquotank, Pitt). 

 

 

Figure 11: Geographic Variation in Number of Partners 
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The results are generally similar when looking at mean connection in Figure 12  

 

 

Figure 12: Geographic Variation in Mean Connection 
 

In Figure 13, we present the final map, focusing on mean collaboration. Here, there are 

generally few differences across counties, with nearly all counties having high levels of collaboration; 

with mean values ranging from 1.4 at the low end to 2.0 at the high end (the max value).  
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Figure 13: Geographic Variation in Mean Collaboration 
 

The final analyses in this section examine the relationships between two of the main variables, 

mean connection and mean collaboration. Overall, there is a general positive relationship between 

mean connection and mean collaboration (.34 over the whole sample). Organizations that are currently 

working together (collaboration) tend to have stronger rating of the relationship (connection). 
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Qualitative Interviewing 
 

There were 36 interviews with 37 individuals (one interview had two individuals participating in the call), 

across three Regions (Figure 14). Among those who participated, 83% were women, 16% were men. Half 

(51%) identified as White, 38% Black, and 3% Hispanic or Latino. 

 

  

 

Region # Participants Interviewed (N=37) 
Access East 14 
Community Care of Lower Cape Fear 11 
Impact Health 12 

 
Breakdown of HSO’s interviewed within Network Lead (Phase 1) 

 

Figure 14: Participants Interviewed By Region 
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Qualitative Findings 
 

FINDINGS: STAFFING ADEQUACY 
The adequacy of staffing structures varied across regions with a strong focus on keeping proportionality 
to future capacity needs. Network Leads and HSOs noted having to keep a proportionality between staff 
and future program growth.  

 
“Startups have rough bumps, so the cool thing is that we just decided not to look at it and panic [at] any 
of the rough pages, but just band together and lean through it and then come out on the other side. And 

it's been wonderful to see that happen.”  
 

HSOs reported a range of 1-4 full time staff members running the entirety of the pilot services for their 
organization while Access East and Community Care of the Lower Cape Fear (CCLCF) shared they had at 
least 17 staff members dedicated to HOP. Impact Health reported they had eight staff members. Two 
Network Lead regions (CCLCF and Access East) were already existing organizations within their 
communities, and there was a common theme of individual’s roles in these organizations transitioning 
over to HOP entirely or being able to fill these designated roles with individuals already working within 
the network. In contrast, the third Network Lead region, Impact Health, was an entirely new 
organization created for HOP with legal assistance from Dogwood Health Trust. In addition to being a 
new organization that started later than the other two Network Lead organizations, Impact Health also 
experienced a dramatic change in leadership personnel, losing three members of leadership 
unexpectedly and abruptly in the first few months of HOP. 
 
Participants felt they were initially understaffed but getting to a point of adequacy. Across various 
agencies, additional staffing roles needed to be filled included case workers, registered dietitians, 
delivery drivers, and administrative assistants. Those who were able to increase their capacity 
mentioned expanding their teams with additional staff. Examples of expanded positions included: 
 

• Case Managers, Care Services Coordinators, Care Council Leads 
• Data Scientists 
• Engagement Coordinators, Community Engagement Manager 
• Finance Team  
• Project Managers, Compliance Managers 
• Executive Directors 
• Environmental Health Technician 

 
 

FINDINGS: HOP SERVICES AND RESOURCES 
Food, housing, and transportation were the main HOP services and resources offered by organizations. 
During the time of the interviews, IPV-related services were not yet offered. Interviewees reported that 
there were some services they wished to offer but would not be covered by Pilot funding. They also 
expressed concerns about capacity and making IPV-related services work within the framework of the 
Pilots, which requires coordination across organizations that could make maintaining confidentiality 
difficult. 
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“I think, right now, the gaps and things that we have seen, we're working diligently to fix those or to fill 

in those gaps. So, plans are pretty much in place for that.”  

Key gaps Interviewees noted included: 
 

• Funding gaps impacting capacity and reach  
• Medicaid coverage gaps impacting who may be covered by HOP 
• Gaps in transportation services related both to the number of providers and the longer 

distances to travel to receive services in rural areas 
• Rurality often meant large regions to cover with less density of HSOs. HSOs service limits (for 

example, serving individuals residing within 10 miles of an HSO) that may work in urban areas 
may be overly restrictive in rural areas. 

 
From the perspective of NLs, growing a large network of HSOs was appealing as it meant they could 
offer a greater array of the services. In terms of missing services, or those that should be added, 
interviewees offered the following suggestions: 
 

• Education workforce 
• Therapy 
• Mental health 
• Paying for medications 

 
FINDINGS: HOP PROVISION OF SERVICES 

Interviewees were generally positive about how HOP provision of services fit into other services that the 
HSO offered, but expressed concerns about issues of reimbursement, capacity funds, and sustainability. 
 

“What I am concerned about that is right now, obviously, we're able to hire those staff on the initial 
start-up funds, so the capacity building funds. I'm very concerned that the payment and reimbursement 
structure will not really lend itself to stall the sustainability for the program. And a couple of things that 

we have seen so far is when we started out, we were under the impression that the capacity-building 
funds we could use those to kind of help us get going, right? And it was not clear that we couldn't use 

them for some of those initial costs for the actual payments.”  
 
When asked about how provision of services through HOP fit into other services offered and populations 
served by organizations, interviewees were generally positive. They mentioned multiple ways this fit 
with other services offered. For example: 
 

• Provides additional funding for services and staff   
• Integrates into existing programs   
• Partners with other agencies doing same work   
• Receive additional assistance from other staff (i.e., legal, compliance, communication)   
• Makes the work a priority, gives a sense of urgency  
• Makes reimbursement streams become policy  
• Fits into same budget as community health workers  
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Interviewees noted that Pilot funding and revenue streams were impacted by several factors including 
restrictions on use, changing funding sources, referrals, the availability of grant funds and private 
donations. In some situations, it was also impacted by other individuals’ willingness to accept HOP 
funds. Financial stability concerns centered around issues of reimbursement, the end of capacity funds, 
and sustainability. 
 

FINDINGS: HOP GOALS 
Interviewees set short- and long-term goals for their organizations with an emphasis on internal 
operations and infrastructure as well as expanding services, reach, and achieving sustainability. 
 
“The long-term goal goes back to sustainability that while this is set up to be a pilot, my goal is to make 
sure that when the pilot's over, that if it's decided that this thing is working, and we want it to go, that it 
keeps running, right? It doesn't flame out after the two- to five-year pilot and that it's built for success, 

long term, because it, really, can become a model for other people to build off.” 
 
Interviewees identified both short- and long-term goals for HOP. Many of the short-term goals were 
focused on internal operations and infrastructure. Additionally, interviewees also mentioned 
establishing short-term external goals that centered around increasing awareness and expansion. 
 

• Recruit additional HSOs 
• Support and set up networks to be successful 
• Connect HSOs to community resources 
• Meet all reporting requirements and pilot timelines 
• Stress the importance and necessity of HSOs getting on board correctly 
• Learn the process and become acclimated with the pilot programs and services 
• Get data and be able to share and use it 
• Increase awareness of HOP among organizations and potential enrollees  
• Get clients and referrals 
• Build a diverse network 
• Expand geographically 

 
Long-term goals for HOP placed emphasis on setting networks to be in a stronger position to succeed. 
Interviewees talked about setting goals to address social determinants of health, expanding services and 
sustainability. Long term goals included: 
 

• Extend pilot duration  
• Meet compliance, create a compliance program structure 
• Purchase needed equipment  
• Set networks to be in a stronger position post-pilot 
• Increase awareness and bring additional support and resources for region 
• Continue addressing social determinants of health (SDOH) 
• Expand services and reach 
• Sustainability 

 
FINDINGS: HOP BENEFITS AND SUCCESSFUL PLANS 
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The benefits of HOP include building networks, supporting HSO/CBOs’ growth, and supporting 
community health and wellness. Key components necessary in a successful plan to provide services need 
to incorporate capacity building, improved communication, and the creation of more intensive logistic 
plans. 
 

“The main benefits, I would have to say-- as far as with our HSOs and how they serve the community, I 
would say just the work itself, how our HSOs being connected with us are better able to serve the 

community… So just seeing the resources and the benefits from them being in our program and how it 
helps their program, to me, it's just awesome.” 

 
The main benefits interviewees associated with HOP included building networks, supporting HSO/CBOs’ 
growth as well as supporting community health and wellness. To provide services, interviewees 
indicated access to tools, training, and communication as beneficial in their preparations. They also 
noted communication and regular meetings, funding support, capacity building, HSOs feeling supported 
by NLs, and trust to be important. 
 
To help organizations feel ready to successfully participate in HOP, interviewees shared that having the 
ability for trial and error to see what works for individual organizations was beneficial. Additionally, 
having individuals within the organizations that are experts and have experience working with the 
communities the Pilots will serve is essential to delivering Pilot services successfully. Other key 
components interviewees viewed as necessary in a plan to provide services included: 
 

• Capacity building   
• Improved communication   
• More intensive logistics plans   
• Improved referral process and NCCARE360 platform   
• More staff and volunteers   
• More advertising of HOP to the community by the State   
• Education for both HSO and PHP staff, as well as education to help the community understand 

the HOP program 
 
There were mixed feelings and experiences around quality of communication across and between the 
Pilot Networks and the State; however, organizations generally agreed that the ability to grow with and 
alongside HOP has been a huge benefit. Being able to create and expand their networks has allowed 
individual organizations to find and fill their own diverse gaps in service. 
 

FINDINGS: HOP CHALLENGES 
In their preparations for HOP, interviewees experienced challenges and difficulties related to the 
physical, work, and information technology infrastructures. They also reported challenges working with 
different partners and systems, Medicaid and reimbursement requirements, and timelines. 

 
“The biggest challenge so far has probably been NCCARE360 and helping our HSOs learn how to navigate 

that system. It's definitely been a challenge. There's been a lot of referrals that have been closed for-- 
accidentally, or they may have sent an invoice about something, or they may not know where to click to 

send the invoices.” 
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In terms of preparations to provide services, interviewees expressed concerns about the set up and 
startup of services. Many worried about getting a system in place and having it ready to be used. They 
also expressed concerns about how long it would take to start the pilot services. Specific challenges 
related to the pilot preparations included physical, work, and information technology infrastructures as 
well as partnerships and funding. For example: 
 

• Geographical barrier of not being in same location or region for services 
• Onboarding process for staff and payers  
• Unclear organization of tasks and responsibilities and staff roles  
• Burdensome amount of reporting and documentation required 
• Technology glitches, lack of consistent templates 
• Issues with partners, external networks, and organizations; HSOs stop being adaptable 
• Limited access to knowledge, information, guidance, or trainings 
• Limited communication, delayed response from DHHS 
• Limited promotion and awareness of HOP 
• Accelerated time frame to launch, needing time to grow 
• Limited availability of external funds, limitations on use of capacity funds 
 

In terms of providing services, interviewees were most concerned about the referral process to 
NCCARE360, the billing and reimbursement for smaller agencies, getting access to data to see what 
needs to be done, and financial sustainability. The main challenges noted by interviewees to providing 
pilot services included: 
 

• Difficulty working with NCTracks 
• Data confidentiality, how to be discrete with information 
• Complicated referral and reimbursement systems 
• Confusion as to what documentation is required/expected for services: 
• NCCARE360 needing to be more user friendly 
• Difficulty working with PHP systems  
• Working with different HSOs and their limitations 
• Medicaid requirements and reimbursement issues 
• Hard to plan for how much demand for services there will be 
• Getting referrals to come in 
• Limited HOP timeline may make it difficult to demonstrate a benefit of services offered 
• Concerns about sustainable funding after the Pilot period 

 
FINDINGS: MEDICAID AND REGULATIONS 

Interviewees had mixed experiences with the Medicaid regulatory environments. Some felt the 
regulatory impact helped organizations with support and new skills. Others feel the regulatory 
environment created and added barriers for organizations, particularly with sustainability for smaller 
organizations. 
 

“The main thing that just came to my mind is the level of restrictions that this kind of funding tends to 
bring. So just kind of thinking about the sustainability of it and HSOs actually wanting to participate for a 
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long time. Given the source of the funding, we'll see if things can get a little cleaner and more 
streamlined.” 

 
Prior to the Pilots, most HSOs  had not previously received Medicaid funding, and so Medicaid funding 
represents a new funding source with different regulations/requirements than what they are used to. 
Interviewees had mixed experiences in preparation for HOP. Many noted that learning new skills and 
receiving support from the regulatory environment were two main positive impacts they experienced. In 
contrast, interviewees identified challenges associated with both Medicaid and other regulations, such 
as DOJ regulations for IPV services.  
 
 

FINDINGS: PARTNERSHIPS 
Having collaborative partnerships and key players at the table is a critical support strategy and 
partnership decision making and success is based on the ability to have flourishing communication, 
growing networks, and collaborative efforts that are mutually beneficial. 
 
“I think anytime you work and what you're trying to do across the group, it makes it easier. And the more 
people you can bring in, the more ideas you get, the more resources you have, the different abilities and 
talents that you have. So the collaboration, in my opinion, has been fantastic on this thing. … The more 
you can level the work across different people, you get different ideas, different ways of doing things, 

you get ideas and collaboration. That's huge, in my opinion.”  
 
Interviewees shared that partnerships enabled them to find ways to work together to achieve Pilot 
goals. When choosing partners, they talked about the importance of compatibility and bringing on long 
term partners. The partnerships included individuals from health care systems, universities, community 
organizations, and state departments with each providing key assets to the pilot collaboration. These 
assets included: 
 

• Training support   
• Connection to larger network   
• Longstanding community trust   
• Experience-based feedback and support   
• Marketing/Advertisement assistance and general recruitment   
• Data analysis or data support  
• Meeting with DHHS   

 
In addition, interviewees discussed what to look for and consider in new partnerships. They wanted to 
broaden their partnerships to include representatives from food, transportation, behavioral health 
agencies, business development, and government/policy makers. 
 
 

FINDINGS: COMMUNICATION 
Interviewees incorporated different types of communication strategies to promote programs and 
services, both internally within organizations and externally with their partnerships. But they also see 
opportunities to enhance their current efforts. 
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“We need to have more conversations with the partners in order to make sure we're all on the same 

page. That communication right now is struggling, and so, I mean, I think they're doing a decent job. But 
I'm really big on partnerships and communication. I know that that's going to be crucial for some of our 

local efforts, identifying who some of these partners are and this, that, and the other.” 
 
Interviewees recognized that multiple strategies were necessary to promote HOP services. Many shared 
that their internal communication strategies focused on NLs and the HSOs. They described using 
methods including direct, verbal communication, as well as meetings, and electronic formats. 
Interviewees also mentioned their external communication strategies and promotional efforts, 
specifically indicating the use of multiple strategies to reach their target audiences. This included: 
 

• Community outreach and engagement 
• Having a presence at community sponsored events 
• Media campaigns and collaboratives 
• Printed materials and paraphernalia 
• Websites 

 
To further enhance HOP, interviewees talked about additional strategies that could be included in their 
communication efforts. Some strategies discussed included: 
 

• Participate in community outreach, conversations, and connections 
• Plan meetings to get all players at a meeting 
• Include more branding and logos on items 
• Increase awareness and education at local agencies 
• Increase social media 
• Create cards and flyers with QR codes 
• Create websites 
• Design HSO portal 

 
In a few instances, interviewees indicated that they had not yet communicated or promoted their 
programs and services. It was also brought up that at the point they were at in preparing to deliver pilot 
services, it would be advantageous to prioritize the details of program operations over marketing the 
services. 
 

FINDINGS:  INTERNAL EVALUATION PLANS 
As part of their internal evaluation plans, interviewees have multiple formal and informal strategies to 
track components within their organizations as well as external components that examine populations 
served, services provided, and levels of satisfaction. 
 

“I know that part of what we're going to be doing is having to do some interviews. So, I haven't quite 
figured out how that's going to work. We need to figure these pieces out. So do we need to interview 

families that get the services? And if so, how does that work? Because, again, making sure of privacy and 
things like that. So, it's one thing for us to interview the agencies that are providing the services. I mean, 

it's a little different when you're trying to interview individuals.”  
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Internal evaluation plans included tracking components within HOP like reports, trainings billing, data 
with multiple strategies and methods: 
 

• Reports by Salesforce, NCCARE360, Quality Improvement coordinators, compliance managers 
• Trainings by UNCW canvas system 
• Billing, reimbursement requests, and invoices by using Quickbooks, templates, financial metrics, 

Google, electronic medical records, and payments dashboard 
• Data by data managers, data scientists, software programs 
• Gap analysis by UNCW subcontractor, data scientists 
• Equity coverage by data scientists 

 
Additionally, interviewees talked about tracking different external components of the pilot to keep track 
of progress. This included: 
 

• Referrals by surveys, monthly reports. DHHS, NCCARE360 tableau 
• HSO Network adequacy by staff evaluations, client surveys, network adequacy reports, data 

scientists, NCCARE360 
• Participant served and how; tracking meal interest and service needs by using surveys, Excel, 

practicum student 
• Services provided (food boxes, care plans) by using Microsoft Excel, TA person, and NCCARE360  
• Services satisfaction by family interviews 
• Overall success using Salesforce and Asana 
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Interviewee Recommendations and Lessons Learned in Preparing to Deliver Pilot Services 
 
From the interviews, participants shared their suggestions and recommendations for what is essential to 

enable effective delivery of pilot services in their region. This also included advice offered for other 

organizations that seek to do this type of work. Their recommendations are summarized in Table 5. 

Components are described in more detail below, with a selection of illustrative quotes.  

 

Table 5: Interviewee Recommendations For Effective Delivery Of Pilot Services 
Components Theme 
A. Financing Funding Sources 
B. Access to Knowledge and 

Information  
Advertisement and Media Assistance 

C. Information Technology 
Infrastructure 

Technology Platforms 
Tracking System 
Reporting Templates 
Data and Analytics 
Rejection Notifications 

D. Work Infrastructure Minimal HSO Burden  
HSO System Support & Sustainability 
Advance Requests for Reports 

E. Communication Simplified Communication and Referral Process 
 
 
A. Financing. Funding from external entities (grants, reimbursement) is available to implement and/or 
deliver the intervention. 

• Funding sources, grants or capacity-building funds are necessary to provide new services  
“But if you're trying to provide services where the service providers don't exist, then you're going 
to have to put a fair-- you're going to have to give them a fair amount in grants or capacity-
building funds to get them to a point where they can even provide those services.” 

 
B. Access to Knowledge and Information. Guidance and/or training is accessible to implement and 
deliver innovative services. 

• Advertisement and education are necessary to provide new services 
“This pilot will be a good pilot to advertise in the schools because the social workers or guidance 
counselors that are in the schools, they might can identify children that them and their family are 
eligible for this program. Yeah, they may be getting food assistance from another program, but 
they're in need of housing assistance, or their house needs to be remodeled or something. So 
that's why I say do it because you want to reach as many and help many people as you can. 
Because if you don't, their outcome is never going to change. It's just going to be a vicious cycle.” 

 
• Assistance with media strategies and user-friendly templates to increase service awareness 

“I mean, it would be amazing if we were equipped with a template. … So, we don't know when 
we're supposed to put the State's logo on things and when we're not. So, all of our things are 
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mainly Impact Health branding. So, it's, is that okay or do we need branding from the State? But 
then something that easily explains would help is easily explains the channels that they need to 
go through to find out if they're eligible. And then for the west, what we're struggling with is 
how helpful is it for the actual clients to know the agencies that are involved. Because [it’s] not 
like they're calling up the agency because the agency can't start the referrals. So it's one of those 
[things] where I guess even if there was just bigger media that people are like, okay, I call the 
network leads to find out more that's happening. I just feel like because it's got delayed so much 
and it hasn't been huge amount of referrals so far because there aren't that many care 
managers that can refer that it hasn't hit the media yet. And so any kind of media would kind of 
help but then a template that's okay for us to share when our HSOs want to communicate about 
it. So, if they want to give a presentation, if there's a flyer, if they want to put it in their 
newsletter.”  

 
C. Information Technology Infrastructure. Technological systems for tele-communication, electronic 
documentation, and data storage, management, reporting, and analysis supports implementation 
and/or delivery of the innovation. 

• Create technology platforms that will work with the program 
“Thinking about the technology in the platform and really trying to make sure that you have 
technology that will work for your program and not the other way around, where you're trying to 
constantly bend your program for the technology. The technology should be bending for your 
program.” 

 
• Provide continuous access and assistance with tracking information 

“There's a way that instead of us keeping track of all that, is there some type of program where 
we can just plug in numbers in NCCARE360 to keep track?  We can just plug in a number to a 
person and it automatically tracks. Small things like that would be great because even though 
it's small, it can be aggravating sometime.”  

 
• Make things more user-friendly and provide templates and forms to help with organization 

and reporting 
“I wish they had a little more of a template for the forms and stuff you have to complete, things 
that have to be developed. There was just a little bit of template or something to go back from 
making these plans for organizing these plans, but I've talked with them and they work me 
through the process, which is good, but I think it would be good because of if everybody was kind 
of using the same template, it would just make things a little more easier and then have better 
guidelines for it.”  
 
“So as a person doing the reporting, [laughter] I'm trying to pull the reporting together? I like 
templates and getting that-- or the ability to say, "Hey--" so we're using Salesforce as the 
collector of all of our information and everything. It makes me very happy working in Salesforce. 
So I've been helping with creating and everything else and we're actually to the point where 
we're running our first reports to be able to turn in. And so my hope is that the State is going to 
be okay with me saying, "Hey, this massive report that we have I recreated it in Salesforce. It's 
got all the same columns. Can I just send you that? Please don't make me copy and paste it into 
a new [one].” 
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“Gosh. So in NCCARE360. There is a lot of things that are coming, like phase two, and it's going 
to be easier and I wish we could fast forward to that to see what it looks like because I feel like 
we're like, okay, right now you have to copy and paste this big long authorization number. If you 
copy and paste that incorrectly, then your invoice will get rejected. So it's just like things that we 
think software should be able to automate. It would be awesome if that does come to fruition. 
And so I think that's-- how much is NCCARE360 going to change so that is more user-friendly and 
doesn't have all this room for human error.”  
 

• Provide network specific data and analytics 
“I don't know if we've really set a baseline on how do we assess [how the program is doing]? 
How do we assess what it's doing? I'm sure DHHS probably has some kind of ideas about it as 
well. But from a network lead perspective, I'd love to go get my hands on that data to 
understand what is it doing. But we don't have all the information that's going to be needed for 
that. How do we take the patients that we've serviced and then compare the medical spend from 
pre-op to post-op? How much do we change it? How much do we modify it? … What I'm thinking 
would be helpful between the network lead and DHHS, let's go look at the insurance companies, 
obviously as well. Let's go look at the spend. Where was it? Where is it now? Where do we 
impact the most? We might find that-- I think there's 49 services overall. We may find that 25 
really impact stuff, 24 don't. But without doing the actual data mining and doing that analytics, 
how do you really know?”  

 
• Incorporate a generic rejection push notifications 

“It would be cool if there was a rejection. I mean, even if it just came via email, "Hey," and it was 
a generic push that this was rejected and this is why, that explanation, that would be more 
helpful than anything because then we can rectify it faster. But as it stands right now, we're just 
kind of a sit-and-wait, and we don't really know which way to go with it. I mean, we're on 
NCCARE360 or Unite Us. It goes by both. So I don't really know which one to call it anymore.”  

 
D. Work Infrastructure. Organization of tasks and responsibilities within and between individuals and 
teams, supports implementation and/or delivery of the intervention. 

• Minimize burden to HSO 
“I think so from the network lead perspective, something that we have set up right now, which 
are the weekly calls and [NAME] responsiveness. That is so helpful with understanding the 
network lead role and then being able to understand related to HSOs. From the HSO side, I think 
it's figuring out how it fits into their workflow and making it so that it doesn't seem like this huge 
burden for them to then get reimbursed. That figuring out that delicate balance of how much 
time does it take the worker? How much time does it take the client? What's actually necessary 
to ensure a good service is delivered? So just figuring out how to not make it burdensome to the 
HSO and get a good experience for everyone involved.”  

 
• Provide HSOs with system support and think through sustainability 

“I mean, I'll just go back to referrals since, I mean, I think we have the full confidence of our 
HSOs, 50 currently, to be able to do this work and to do it well and to improve health and lower 
healthcare costs. But I think, again, without kind of the system's support and thinking through 
sustainability and what comes after this, I do see that as our kind of continued role.” 
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• Request reports due earlier on 
“So going back to my fun part of wanting reports and things like that, I think the need to have 
those earlier on. We've been building Salesforce, so the ability-- thankfully, I had some of the 
reports, and I could just hand them to Salesforce and say, "This is the information we need to be 
able to pull from here." And it went great and integrated again. I think it's easier to do that at 
the beginning rather than later on. Thankfully, we're still at that beginning piece. But if suddenly 
somebody decides to do a whole new type of report, we've now got almost, like I said, a month 
worth of-- well, actually, from January 1 on in Salesforce. To make that report work, I'd have to 
go back and fix all of that. So those types of things can cause things to get backlogged and you 
end up doing crazy data stuff. You spend a whole lot of time doing that instead of really doing 
what the work needs to be. I'm a huge proponent of how much of this can we get ahead of so 
that it's already there that all we have to do is just run things. And I think the same for the HSOs. 
I know a lot of them have had-- yeah, I remember the conversation of, "What is a big food box, 
and what's a small food box? What exactly does this mean, and is it different depending on how 
does it work?" And I think where we need to have that conversation would be if it's-- it was 
almost like we needed to have a list of, "These are things you guys need to just figure out on your 
own and let us know what you're doing, and these are the things that absolutely have to be told 
to you by the State." And because if we had known or we knew that, "Yes, these things, you guys 
have to figure out and create how you want it to work in your community," the nice thing is 
we've got this great group of HSOs that are more than willing to sit down at the table and have 
those conversations because they are the experts in the field.”  

 
E. Communication. Formal and information sharing practices support implementation and/or delivery of 
the intervention. 

• Get the information out and make it simpler to get referrals 
“The key component would be communication. Honestly, cutting back, not making the process 
for getting referrals to be so lengthy. And I know you have to go through the prepaid health, the 
insurance, and get all their authorization. I understand that. I think that's the biggest thing. 
Being able to first make sure you get the information out there to all, everybody, let them know 
about the opportunities that we have here. And it will have to be just like decrease it or make it a 
little more simpler to get referrals.”  
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Interviewee Advice for Other Organizations 
Given the need for new HSOs to join the Pilots, current organizations had advice for new organizations. 

This advice is summarized in Table 6. Components are described in more detail below, with a selection 

of illustrative quotes.  

Table 6: Interviewee Advice for Other Organizations 
Components Theme 
A. Mindset and Attitude Be open with communication across all collaborators 

Be willing to ask questions, learn, and share knowledge 
Be willing to jump in when there are no exact answers 
Be patient and expect changes 
Be creative 
Be adaptable 
Support the organizations you are working with 
Be prepared for the amount of time required to do this 
work 

B. Planning and Preparation Apply for additional funding 
Start with a readiness assessment and focus on the process 
Build a team with community knowledge and experience 
Build a team with a variety of content expertise 
Study successful organizations 
Follow guidelines and best practices 
Provide training opportunities for your team 
Documentation 
Have good financial policies in place 
Remember your why 

 

A. Mindset and Attitude 

 
• Be open with communication across all collaborators 

“It has to be open. It has to be communication. Communication with the community, 
communication with the clients, communication within the agency, in order-- without network 
lead, what's working, what's not working. Communication is going to be the key to seeing that 
this be effective or seeing how effective this can be.” 

 
“Our communication. I mean, the communication for the set up of the program and that 
sustainability funding, and then the communication with potential clients and how they can get 
in the system.” 
 
“Pulling it out but also engaging them. So we're not creating that guidance, just sitting in a 
corner by ourselves. We're doing that based on the convenings we've had with them and lots and 
lots of feedback. So that's where that conversation piece comes in. So lots of organization and 
really, kind of, managing all of the information that's coming into you. And then lots of 
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conversation and making sure you're walking that tightrope between receiving information and 
sharing it but also not bombarding them. Because they still have to do their regular job.”  
 
“Everybody working together. That coordination and communication. It really needs to be there. 
There also has to be a trust between the agencies and the network leads. They have to trust that 
we're going to be approving their invoices and that we're not going to do something with things-
- that we're going to work with them.” 
 

• Be willing to ask questions, learn, and share knowledge 
“I do think it is key to learn from your peers, right? So if you're thinking about doing something 
like this, really sitting down with folks, like the three network leads who've done this before and 
really talking about what worked well, what didn't, how do we dive into something like this. And 
it's going to cover the gambit, right? You're going to be talking about things like what should 
your staffing model look like for what you're trying to achieve? Who are the partners in your 
network? How big of a geography area do you want to try to tackle, initially? Are you looking at 
a rural area like ours, 18 counties where you need 100 HSOs for? Or maybe you want to tackle 
something that's like three or four counties, and there's 30 human service organizations that can 
cover the different services that you're looking at. So I think really trying to think through what's 
needed for your particular geography and what are the services that you're trying to tackle. Four 
domains doesn't sound like a lot, but then there's a lot of services within the four domains. And 
so really kind of understanding if you were going to be tackling something like this, what does 
your population look like? What are the needs of that particular population? Who are the service 
providers currently providing those things? And then where are the gaps?” 
 
“Don't be afraid to ask people who have done this before in some extent. This pilot is new in the 
nation, so it's not exactly going to have a blueprint for it. But don't be afraid to ask around, and 
seeing what's best practice for certain things that's going to be new to you. If you want to get 
best practice, you can't be afraid to just communicate with your colleagues, with whoever and 
say, "Hey, what is the best way to do this in the community? How do you feel we can reach 
certain people in the community." Just open dialect within the community, I think would be it.”  

 
“Use your voice. I mean, don't just accept the fact that you're being told. Ask questions. There's 
no need to be rude about it, but ask questions and point out when things just aren't making 
sense. So they are too often, we just kind of go with the status quo. We're not asking why, and I 
think we need to ask why more frequently and kind of give the alternate perspective for why we 
need to go in a different direction and why we need to look at this. Because, again, we want this 
to succeed. We want this to move forward.”  
 
“So we end up having conversations with the other network leads on a regular basis. I'm like, 
"Hey, how did this--" I'm so excited. Impact Health now has a compliance person because in the 
beginning, it was only me out of all the agencies. And so unfortunately, we're all so crazy. It's 
hard to find that time to have a sit-down and have a conversation. But the fact somebody else 
out there--  --is doing a lot of the same things because-- and I think one of the things that when 
we first met, they were like, "We don't want to take anything from you guys." And we're like, 
"No, here, take it. Run with it. Use this." Because I think for a lot of it was like, "Well, is this going 
to be proprietary?" And I think from what I've been hearing, it's not. That's not what we want to 
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do. What we want to do is share that information so that everybody has the best. And you know 
what? We may not have had the best. It may be one of the other agencies or one that would 
please him. We need to know, and we'll change accordingly. I'm okay with that.”  

 
• Be willing to jump in when there are no exact answers 

“it's just being ready to jump in and try. And not always have the exact answer.  
Just get ready to dive in. [laughter] … I mean, I think, transparency, being ready to support. It's 
never been done before, so we're going to hit roadblocks, but some sort of resiliency to get 
through that.”  
 

• Be patient and expect changes 
“Patience. Definitely patience and grace. Give yourself grace because it's a pilot. It's going to 
change. It's unknown territory. And sometimes the unknown is scary especially when you don't 
have all the information up front. So give yourself grace for that. It's easy to beat yourself up so 
give yourself grace. And then enjoy it and be creative. Because it is a pilot, so you're creating it as 
you're going. So that's the other piece.”  
 
“Just to be patient that it is a lot of work that goes into it but if you be patient and you get it all 
done and you just stay goal-focused then you will reach your goal and your organization will be 
able to offer everything that you envision for it to offer.”  
 
“I would say just always expect that there's going to be some sort of change. Everything as of 
right now is not all set in stone because again, it is a pilot.”  

 
• Be creative 

“Enjoy it and be creative. Because it is a pilot, so you're creating it as you're going. So that's the 
other piece.”  
 
“Creative as possible. That's all I can say.”  

 
• Be adaptable 

“You have to be super adaptable. And I used to always joke like, wow, today feels like my first 
day. Just because we would uncover something that nobody knew about and that would change 
everything we had known. So thankfully, knock on wood, that hasn't happened since food 
launched. But my first month it was like, what? Every day there was just something that we 
would uncover. So I think it's the ability to adapt, the ability to figure out this complex 
information and then be able to relay it to various adult learners that will grasp it. And then also 
it takes a lot of time to build those trusting relationships and to keep those trusting relationships. 
So it is not for the faint of heart.”  

 
• Support the organizations you are working with 

 “I would want one thing. The sponsoring entities need to make sure they've done a lot of 
thinking about some things. I feel like, yes, this was a plan in the making for 15 years or so, but 
then when you finally launched, there seemed to be a lot of stuff that was undone. So how can 
you support particularly the HSOs, the CBOs? Because again, if indeed you haven't thought about 
all of that-- like I say to people all the time, if we're too hard on HSOs and HSOs decide they don't 
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want to be here and they leave, without the HSOs, there's just not a pilot. So we have to really 
want this balance of what it looks like to do the pilot, make sure we're compliant with what the 
State wants to need but also supporting HSOs so they can provide the information that we need. 
Otherwise, if they start saying pressing the stop button, then you've got a whole slew of issues 
about trying to get the reimbursement if they were awarded faster building funding, what does 
that look like if they haven't fully participated in the pilot, I'm going to ask them to reimburse 
that back to the State. So it just opens up a whole bunch of cans of worms.”  

 
• Be prepared for the amount of time required to do this work 

“It's a lot of work. So going into it, I knew what to expect. But all of the paperwork and all the 
process and doing the initial applications on all of the Medicaid sites and getting through that 
process and the turnaround time and it's a lot. 20 hours isn't going to cover it. 30 hours is not 
going to cover it. It is a lot of work and a lot of learning. Just some terms and things and how it's 
going to go and then how you're going to lay out your boxes, how are they going to look, how 
are you going to offer these services, how's that going to look? And, yeah, it's a lot more work to 
initially set up than I think any of us thought. Because I sat in a lot of meetings where people 
where their minds were blown and they were frustrated and they were tired and they were 
dealing with the same things that we were.”  

 

B. Planning and Preparation 

• Apply for additional funding 
“Apply for Capacity Building funds. You're going to need staff. Hopefully, like I said, they're going 
to expand this to all Medicaid.”  

 
• Start with a readiness assessment and focus on the process 

“I really think, and I know I keep going back to the readiness assessment because that's where I 
live. … So the middle of the readiness assessment is really pulling apart the process step by step. 
So we do our best to make sure that HSO has really thought through every aspect of the service 
they're providing, so. And realize that if a process doesn't happen the way they thought it would, 
to come back to us and we can help them, especially if something feels sticky or not quite right. 
So I think that process, them talking through it with us and, because sometimes you see a light 
bulb go off when they're walking through something you're like, "Is that going to work? … So 
doing that and actually getting them to walk through what it's going to look like before it 
actually happens, I think is a huge thing to help them to make sure the services are going to be 
provided the way we think they will.” 
 
“Create a structure and set up that complements the services within the community. 
If I'm talking about an HSO, I would probably say one of the keys to, I think, our current HSO's 
success is that they were already providing the service. They didn't sign up for anything really 
new to them, so they were already offering it in some capacity. So that's been a huge benefit to 
them so far because if we're talking about providing meals, they already understood food 
violence, they already understood the nutrition aspect and maybe bringing in a nutritionist if 
we're talking about medically tailored meals. So they already had that background knowledge 
and things weren't kind of sprung on them by surprise with the requirements. If it's a network 
lead, I would say the structure and the staff setup would be key to trying to start this work. Like I 
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said earlier, I think that's been a benefit to Access East, the way we're set up, because we're able 
to divide out the work and it's not all on one or two people to complete the work. So I think that 
would be key as another network lead was trying to do this type of work.”  
 
“So much of it has to do with planning. Intentionality, planning, matching organizations that 
have the internal capacity, or the potential in the near future to develop that capacity, to provide 
specific services to people that people need. It's a data-driven matching, but it's also not deaf. It 
can't be deaf to what's actually going on in the community and what people actually do and 
need.”  

 
• Build a team with community knowledge and experience 

“When you hire your team that's front-facing with the HSO, make sure they have community 
experience. All of my team members do, and it's been wonderful because I haven't had to tell 
them how to communicate with them. It's been great.”  
 
“Really making sure that HSOs know how to go into NCCARE360 and see the other services that 
members are receiving. So then they can be like, "Oh, you're also getting something from the 
HSO down the road. Let me call and coordinate with them and make sure that we're doing this 
really well for you."  

 
• Build a team with a variety of content expertise 

“I think we just have more content experts. ... So I don't think that they don't have the expertise. I 
just think that we have it a little more spaced out. So if someone has an immediate question, 
we're accessible and really able to dig in. So I do quality improvement, and so I'm digging into 
readiness, and so I'm managing that. We're going to get everyone ready. We're going to make 
sure nobody falls through the cracks. We're going to make sure everyone feels ready.”  

 
• Study successful organizations 

“Well, I would say that one thing that they could do is look at other groups that are similar-- like 
for instance, if it's a food pantry, look at someone who does food pantry and hot meals because 
that way they can see how that group was able to expand to do hot meals. If they do 
transportation, see if they only have a van, and look for a bigger organization that has a van and 
buses. That way they can see how they grew to be able to encompass a bigger capacity. So 
basically, just studying bigger and more successful groups.”  

 
• Follow guidelines and best practices 

“I would say just to make sure that they follow all the State guidelines and try to follow as many 
best practices as possible. It's okay to recreate some things, but I would try to say to kind of stick 
with the best practices that have already been established that says this works rather than trying 
to recreate the wheel.”  
 
“Utilize your HSOs that have been in the business of-- we have one HSO that's larger, that's been 
in business for a while and really has a lot of best practices already and understands things and-- 
use them. Not use them, but help your other HSOs to talk with them to see what their best 
practices are. So I think best practices from HSOs should be shared. And we're doing that in our 
quarterly meetings, too.” 
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“But don't be afraid to ask around, and seeing what's best practice for certain things that's going 
to be new to you. If you want to get best practice, you can't be afraid to just communicate with 
your colleagues, with whoever and say, "Hey, what is the best way to do this in the community? 
How do you feel we can reach certain people in the community." Just open dialect within the 
community, I think would be it.”  
 
“Well, one thing that I think that Impact Health has done a beautiful job at is working with the 
other network leads. So I would say that knowledge sharing, like being at that level is very 
important because there's no need to create [a barrier]. There are resources that are shareable 
that aren't confidential that you can really learn and understand what the best practices are.”  

 
• Provide training opportunities for your team 

“The only thing I feel like is essential is that we are trained well enough to deal with the 
community we are serving which I feel like we are getting the training we need so that's the 
biggest .. We are currently in community health workers training and that's two days a week. It's 
been going on since the beginning of April and it won't be over until July. After that, we'll take 
our parenting curriculum training. We are looking to nurturing parenting. That's a three-day 
training and I have my bachelor's in family development. One of our case managers she has a 
master's. So that training also goes into being a case manager.” 
 
“Like I said, the biggest piece was the care manager training, and there, I can see some progress 
in that area.” 
 
“I think one of the things that we could do to feel ready for the pilot is also maybe some more 
trainings. And we're actually going to be providing this for our care managers, not our internal 
CCLCF care managers. But all the care managers in our counties, they're going to be creating the 
referrals because this is a new space for them. It's a pilot so it's a new space for everybody. But 
used to and I know this because we provide the service used to if I had a food issue, I would 
connect to that HSO that I know and they would manage the food issue. They had an intake 
process and they were like, "All right, let's figure it out. Let's get you what you need." Now that 
care manager has to evaluate of these 29 services, what does that fit your needs? And even 
though they have the piece that it's really more of an authorization tool, it's not an assessment. 
So helping them feel secure and understanding what services will need to be referred. So we're 
doing that. Actually, our combination of myself and our program managers and our care council 
leads, we're going to be bringing our local guidance because the State has their guidance which 
was intentionally vague. Yes, we drilled down a little bit. And so we're going to take that drill 
down and introduce to the care managers and say, "Hey, this is what a box in our six counties is 
going to be based off of. These are the HSOs that we have in the counties you serve that are 
doing this service and this is kind of just like an introduction just to give them a little more 
background.” 

 
• Documentation 

“Just document everything.” 
 

• Have good financial policies in place 
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“Have some really good financial policies in place and try to be as low barrier as possible. With 
Medicaid, I understand, people are going to have to have their ID and such, but if they're going 
to do it beyond just HOP, they're going to do social insurance of health work. Understand that 
people who are homeless, people who are recently incarcerated, people who are not citizens, 
people with cognitive disabilities are not going to have all of the items that you would need, for 
example, to start a new job. So we actually use the standard. There's a standard at the 
Department of labor-- and this is how I convinced my board to not have to show ID. There's a 
standard with the Department of labor that if you are a non-citizen with-- I think it's with a 
disability or under a certain age, a very young age. Like I don't know, 21 or something.”  

 
• Remember your why 

“Always remember why you started. Always remember that it was once you. Always know that it 
can be you again or a family member or somebody you truly love. Never lose that spark as to 
why you're doing this. You're saving lives. If we're saving lives let's save lives. That's what we're 
doing. I say it to people a lot of time, "Your job is to save lives let's [do it?]."  
 
“And focus on the clients. That is what I would do.” 
 
“Any future HSOs, I would also let them know, hey, this isn't just giving out food boxes or just 
transporting people or just paying a bill or anything like that. This is actually servicing human 
beings, people who are in dire need of things. Because sometimes, we can get wrapped up in our 
work and we forget about humanity [inaudible]. And I think it can be overwhelming, especially 
the food part. And sometimes, you just like, you know what? I don't care what they're giving up. 
Don't think like that, you know what I mean? Because at the end of day, how about if it was you 
[inaudible] those boxes?  How about if it was you receiving the transportation or needing your 
car repaired or your lights to be turned on or whatever. Like my mom and my grandmother will 
always say, treat others like you who want to be treated. … Yeah, the golden rule, so. And being 
in this tight position, again, it can be extremely overwhelming, when you having multiple of 
people coming, doing the same thing. And things can be repetitive, especially with the food part 
when you staying all those camps. … But at the end of the day, just got to keep going. Put a smile 
on your face, keep going and know that you're helping others. … It's not just a job, you know 
what I mean? Then I think that's what a lot of people right. It's not just a job. I consider the work 
that we do, we're angels on earth, helping others.” 
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Results of Secondary Analyses of NCCARE360 and NC Medicaid Data 
 

For this evaluation period, as described in the methodological limitations section, we did not have data 

on individuals who screened negative for all needs and who were not enrolled in the Pilots, so we were 

unable to report findings regarding the number and characteristics of individuals screened. These 

analyses will be conducted and reported in subsequent reporting periods. In compliance with CMS 

guidelinesa cells have been suppressed when counts were fewer than 10 or calculated values were 

determined using fewer than 10 values. Data used in this assessment covered the period March 15, 

2022 to November 30, 2022. All data used for this assessment were received by January 4, 2023. Some 

statistics relating to Pilot activities may be affected by data lag—particularly for activities that occurred 

in October or November 2022.  

 

Enrollment Measures 
 
A total of 2,705 participants enrolled in the Pilots during any point in the Pilot between March 15, 2022 

and November 30, 2022. Of these, 2,374 were currently enrolled at the end of the reporting period. 

 

Enrollment by region is presented as Table 7. Region was calculated using information provided from 

NCCARE360. When available, region was assessed using the county indicated in NCCARE360 data at 

enrollment. If county was not provided, region was derived from zip code (n = 435). Of the participants 

below with missing region (n = 102), 92 were due to no zip code being provided, and the remaining 10 

zip codes could not be matched to an NC zip code.  

Table 7: Enrollment by Region 
Region Number Percentage 
Access East 819 30.28% 
CCLCF 1,041 38.48% 
Impact Health 743 27.47% 
Missing 102 3.77% 
Total 2,705 100.00% 

 

Enrollment by Prepaid Health Plan (PHP) is presented as Table 8. Enrollment into a PHP was determined 

using the PHP indicated in the NCCARE 360 people file at their earliest date of enrollment. 

 
a https://www.hhs.gov/guidance/document/cms-cell-suppression-policy 
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Table 8: Enrollment by PHP 
PHP Number Percentage 
AmeriHealth Caritas North Carolina 500 18.48% 
Blue Cross and Blue Shield of North Carolina 617 22.81% 
Carolina Complete Health* 119 4.40% 
UnitedHealthcare of North Carolina 557 20.59% 
WellCare of North Carolina 912 33.72% 
Total 2,705 100.00% 
*Carolina Complete Health is a regional health plan, and only covers Medicaid beneficiaries in one Pilot region 

 

Enrollment by eligibility category is presented as Table 9. We found assessments that indicated 

disparate eligibility categories when completing multiple screening forms, even on the same day of 

completion. Due to this, eligibility category was determined by age at time of enrollment for age-based 

categories. As there was no other data source, assessments were used to identify if an individual was 

within the pregnant individuals category. If a Pilot participant indicated they were pregnant on their 

screening form at any point in their enrollment, they were also placed in the pregnant individuals 

eligibility category. Individuals that did not fall into the pregnant individuals category and had no date of 

birth provided had eligibility category missing. 

Table 9: Enrollment by Eligibility Category 
Eligibility Category * Number Percentage 
0-3 189 6.99% 
0-20 937 34.64% 
21+ 1,694 62.62% 
Pregnant individual 39 1.44% 
Missing 73 2.70% 
*Participant can be in more than one category 

 

Tables 10-14, below, present more detailed information on enrollment, and Figures 15 and 16 show 

enrollment both by month and cumulatively. Statistics for months later in 2022 may be affected by data 

lag. 

 

Table 10: Enrollment by Eligibility Category and Region 
Eligibility Category * Access East CCLCF Impact Health Missing 
 N (column %) N (column %) N (column %) N (column %) 
Children 0-3 < 30  (< 3.75) 89 (7.72) 68 (8.27) **(**) 
Children 0-20 235 (27.61) 401 (34.78) 294 (35.77) **(**) 
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Adults 21+ 584 (68.63) 640 (55.51) 448 (54.50) 22 (20.75) 
Pregnant individuals **(**) 23 (1.99) 12 (1.46) **(**) 
Missing 0 (0.0) 0 (0.0) 0 (0.0) 73 (68.87) 
*Participant can be in more than one category 
** Suppressed due to small cell count 

  

 

 

Table 11: Enrollment by Eligibility Category and PHP 
Eligibility 
Category * 

AmeriHealth 
Caritas North 

Carolina 

Blue Cross and 
Blue Shield of 
North Carolina 

Carolina 
Complete 

Health 

United 
Healthcare of 

North Carolina 

WellCare of 
North 

Carolina 
 N (column %) N (column %) N (column %) N (column %) N (column %) 
Children 0-3 34 (6.31) 41 (6.18) 11 (8.27) 50 (8.09) 53 (5.41) 
Children 0-20 167 (30.98) 241 (36.35) 35 (26.32) 160 (25.89) 334 (34.12) 
Adults 21+ 326 (60.48) 354 (53.39) 80 (60.15) 376 (60.84) 558 (57.00) 
Pregnant 
individuals **(**) **(**) **(**) **(**) **(**) 

Missing **(**) **(**) **(**) **(**) **(**) 
*Participant can be in more than one category  
** Suppressed due to small cell count  

 

 

Table 12: Enrollment by Month & Region 
Enrollment Month (2022) Access East CCLCF Impact Health Total 
March * 18 32 36 86 
April 32 38 34 104 
May 67 67 77 211 
June 117 96 71 284 
July 93 144 75 312 
August 130 185 115 430 
September 107 198 108 413 
October 140 150 126 416 
November 115 131 101 347 
Total 819 1,041 743 2,603 ** 
*49 participants were enrolled before start enrollment date was a mandatory field, these participants were adjusted for 
enrollment in March 
** 102 participants had region missing 
***statistics for months later in 2022 may be affected by data lag 
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Table 13: Enrollment of New Participants by Month & Eligibility Category  
Enrollment 
Month (2022) 
*** 

Children 0 - 3 Children 0 - 20 Adults 21 + Pregnant 
Individuals Missing 

March * ** 24 64 0 ** 
April ** 33 71 ** ** 
May ** 78 134 ** ** 
June 19 111 174 ** ** 
July 16 108 210 ** ** 
August 34 131 303 ** ** 
September 33 167 249 ** ** 
October 37 154 268 ** ** 
November 29 131 221 11 ** 
*49 participants were enrolled before start enrollment date was a mandatory field, these participants were adjusted for 
enrollment in March 
** Suppressed due to small cell count 
***participants can be enrolled in more than one category 
****statistics for months later in 2022 may be affected by data lag 

 

 

Table 14: Enrollment  of New Participants by Month & PHP 
Enrollment 
Month 
(2022) 

AmeriHealth 
Caritas North 

Carolina 

Blue Cross and 
Blue Shield of 
North Carolina 

Carolina 
Complete 

Health 

United 
Healthcare of 

North Carolina 

WellCare 
of North 
Carolina 

Total 

March * 23 ** ** 23 22 91 
April 21 ** ** 16 50 104 
May 29 42 ** ** 101 212 
June 45 76 ** ** 121 287 
July 46 87 13 35 142 323 
August 74 101 28 85 147 435 
September 97 84 20 116 101 418 
October 95 94 21 97 119 426 
November 70 104 21 105 109 409 
Total 500 617 119 557 912 2705 
*49 participants were enrolled before start enrollment date was a mandatory field, these participants were adjusted for 
enrollment in March 
** Suppressed due to small cell count 
***statistics for months later in 2022 may be affected by data lag 
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Figure 15: New Enrollees per Month 
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Figure 16: Cumulative Enrollees per Month 
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Demographic Comparisons of Pilot Participants and Medicaid Beneficiaries in Pilot Regions 
 

We examined how the demographics of Pilot participants compared with the demographics of the 

population they were drawn from—Medicaid beneficiaries in Pilot regions. For this comparison, we note 

that we would not expect Pilot participants to have similar demographics of Medicaid beneficiaries in 

Pilot regions, owing to eligibility criteria for Pilot participation. That is to say, applying eligibility criteria 

inherently includes some individuals and excludes others, meaning there is no reason to think Pilot 

participants would be demographically similar to all Medicaid beneficiaries in Pilot regions. Pilot 

participants are a specific subset of Medicaid beneficiaries selected based on their likelihood of 

benefitting from Pilot services. 

 We analyzed the NC Medicaid Member file to better understand demographics for both Pilot 

participants and Pilot counties. The total number of Medicaid beneficiaries in the Pilot counties was 

616,170. We were able to link 2,604 HOP participants to members within the Medicaid member file. 

Across all Pilot counties, 0.42% of Medicaid beneficiaries enrolled in the Pilots. 

 In order to maintain consistency of analysis across the total Medicaid population and HOP 

participants, this portion of analyses uses NC Medicaid Member File data, rather than NCCARE360 data.  

 Table 15 shows enrollment in the Pilots as a percentage of Medicaid beneficiaries in the Pilot 

regions. 

Table 15: Enrollment rate by region 

Region* 
HOP 

Enrollment 
Count 

Percentage 
of Total HOP 
Participants 

Number of 
Medicaid 

Beneficiaries 

Percentage 
of Total 

Medicaid 
Beneficiaries 

in Pilot 
Regions 

Proportion of Medicaid 
Beneficiaries Enrolled 

in HOP, of All Medicaid 
Beneficiaries 

Access East 819 31.45% 165,186 26.81% 0.50% 
CCLCF 1,040 39.94% 195,887 31.79% 0.53% 
Impact Health 757 29.07% 256,870 41.69% 0.29% 
*Participant can be in more than one region 

 

Table 16 shows enrollment in the Pilots as a percentage of Medicaid beneficiaries in each Pilot county. 
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Table 16: Enrollment in HOP by County 

Region* County* 
HOP 

Enrollment 
Count 

Percentage 
of Total 

HOP 
Participants 

Number of 
Medicaid 

Beneficiaries 

Percentage 
of Total 

Medicaid 
Beneficiaries 

in Pilot 
Regions 

Proportion 
of Medicaid 
Beneficiaries 
Enrolled in 
HOP, of All 
Medicaid 

Beneficiaries 
Access 
East Beaufort 101 3.88% 17,401 2.82% 0.58% 

Access 
East Bertie 52 2.00% 8,241 1.34% 0.63% 

Access 
East Chowan 22 0.84% 5,142 0.83% 0.43% 

Access 
East Edgecombe 116 4.45% 29,180 4.74% 0.40% 

Access 
East Halifax 56 2.15% 22,946 3.72% 0.24% 

Access 
East Hertford 54 2.07% 9,323 1.51% 0.58% 

Access 
East Martin 30 1.15% 9,206 1.49% 0.33% 

Access 
East Northampton 38 1.46% 7,686 1.25% 0.49% 

Access 
East Pitt 390 14.98% 63,328 10.28% 0.62% 

CCLCF Bladen 43 1.65% 14,660 2.38% 0.29% 
CCLCF Brunswick 116 4.45% 36,489 5.92% 0.32% 
CCLCF Columbus 162 6.22% 23,949 3.89% 0.68% 
CCLCF New Hanover 286 10.98% 53,421 8.67% 0.54% 
CCLCF Onslow 395 15.17% 55,134 8.95% 0.72% 
CCLCF Pender 104 3.99% 19,844 3.22% 0.52% 
Impact 
Health Avery ** ** 4,532 0.74% ** 

Impact 
Health Buncombe 252 9.68% 67,179 10.90% 0.38% 

Impact 
Health Burke 49 1.88% 31,583 5.13% 0.16% 

Impact 
Health Cherokee ** ** 10,031 1.63% ** 

Impact 
Health Clay ** ** 3,573 0.58% ** 

Impact 
Health Graham ** ** 3,417 0.55% ** 
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Table 16: Enrollment in HOP by County 

Region* County* 
HOP 

Enrollment 
Count 

Percentage 
of Total 

HOP 
Participants 

Number of 
Medicaid 

Beneficiaries 

Percentage 
of Total 

Medicaid 
Beneficiaries 

in Pilot 
Regions 

Proportion 
of Medicaid 
Beneficiaries 
Enrolled in 
HOP, of All 
Medicaid 

Beneficiaries 
Impact 
Health Haywood 81 3.11% 19,111 3.10% 0.42% 

Impact 
Health Henderson 100 3.84% 27,802 4.51% 0.36% 

Impact 
Health Jackson 41 1.57% 12,294 2.00% 0.33% 

Impact 
Health Macon 29 1.11% 11,219 1.82% 0.26% 

Impact 
Health Madison 29 1.11% 7,219 1.17% 0.40% 

Impact 
Health McDowell 51 1.96% 16,346 2.65% 0.31% 

Impact 
Health Mitchell ** ** 4,936 0.80% ** 

Impact 
Health Polk ** ** 5,248 0.85% ** 

Impact 
Health Rutherford 46 1.77% 24,381 3.96% 0.19% 

Impact 
Health Swain ** ** 7,201 1.17% ** 

Impact 
Health Transylvania 48 1.84% 8,414 1.37% 0.57% 

Impact 
Health Yancey 14 0.54% 6,014 0.98% 0.23% 

*Participant can be in more than one region/county 
** Suppressed due to small cell count 

 

 

Statistics relating to the age (in years), gender, and race and ethnicity of Pilot participants and Medicaid 
beneficiaries in Pilot regions are shown in Tables 17-20, below. 

Table 17: Age, in years, by region 

Sample Region ** N Min* Median* Max* IQR (Q1, Q3)* Mean Std 
Dev 

Access East 819 0 38 66 (17, 51) 36 19 
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Table 17: Age, in years, by region 

Sample Region ** N Min* Median* Max* IQR (Q1, Q3)* Mean Std 
Dev 

Enrolled in 
HOP 

Impact 
Health 757 0 35 67 (11, 54) 32 21 

CCLCF 1040 0 33 65 (12, 51) 32 21 
Total HOP 2,604 0 35 81 (12, 52) 33 20 

All Medicaid 
Beneficiaries 
in Pilot 
Region 

Access East 165,186 0 22 99 (11, 45) 30 23 
Impact 
Health 195,887 0 22 96 (10, 42) 28 22 

CCLCF 256,870 0 22 98 (10, 45) 29 23 
All Pilot 
Regions 616,170 0 22 99 (10, 44) 29 23 

*Values have been aggregated to reflect the average of 11 values around this measure to comply with cell suppression 
** Participant can be in more than one region 

 

Table 18: Gender by HOP Participants and All Medicaid Beneficiaries in Pilot Regions 

 Enrolled in HOP All Medicaid Beneficiaries in Pilot 
Regions 

Gender Count Percentage Count Percentage 
Female 1,686 64.75% 350,330 56.86% 
Male 918 35.25% 265,840 43.14% 

 

A Pilot participant can report more than one race category. In order to most accurately capture this, the 

following race categories were designated: Individuals who only selected American Indian are 

represented in “American Indian Only”. Individuals who selected American Indian and any other race are 

represented in “American Indian Multi”. As such, a participant can be represented in multiple categories 

if they selected more than one race. Ethnicity categorization is reported separately. 

Table 19: Racial Categorization among HOP Participants and All Medicaid Beneficiaries in Pilot Regions 

 Enrolled in HOP All Medicaid Beneficiaries in Pilot 
Regions 

Race* Count Percentage Count Percentage 
American Indian & Alaskan 
Native Only 17 0.65% 11,647 1.89% 

American Indian & Alaskan 
Native Multi-Racial 12 0.46% 4,713 0.76% 

Asian Americans & Native 
Hawaiians and Other Pacific 
Islanders Only 

19 0.73% 9,059 1.47% 
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Table 19: Racial Categorization among HOP Participants and All Medicaid Beneficiaries in Pilot Regions 

 Enrolled in HOP All Medicaid Beneficiaries in Pilot 
Regions 

Race* Count Percentage Count Percentage 
Asian Americans & Native 
Hawaiians and Other Pacific 
Islanders Multi-Racial 

** ** 3,489 0.57% 

Black Only 1,292 49.62% 192,996 31.32% 
Black Multi-Racial 92 3.53% 16,917 2.75% 
White Only 1,384 53.15% 423,406 68.72% 
White Multi-Racial 103 3.96% 21,434 3.48% 
Unreported ** ** 2804 0.46% 
*Participant can be in more than one racial group 
** Suppressed due to small cell count 

 

 

Table 20: Ethnicity Categorization among HOP Participants and All Medicaid Beneficiaries in Pilot Regions 

 Enrolled in HOP All Medicaid Beneficiaries in Pilot 
Regions 

Ethnicity Count Percentage Count Percentage 
Hispanic 161 6.18% 59,266 9.62% 
Not Hispanic 2,406 92.40% 547,266 88.82% 
Unknown 37 1.42% 9,638 1.56% 
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Social Needs Assessment and Needs Identified 
 

There were a total of 12,686 social needs assessments for 2,653 unique individuals recorded in the 

NCCARE360 data in this time period. Out of 2,705 individuals enrolled in the Pilots, this indicates that 

98.1% had at least one assessment recorded. Tables 21-24, below, present information on assessments 

made. 

 

Table 21: Assessments Provided by Region 

Enrollment Region Assessments 
Count 

Assessments 
Percentage 

Participant 
Count 

Participant 
Percentage 

Access East 3,859 30.42% 816 30.76% 
CCLCF 5,654 44.57% 1032 38.90% 
Impact Health 2,975 23.45% 736 27.74% 
Missing 198 1.56% 69 2.60% 
Total 12,686 100.00% 2,653 100.00% 

 

 

Table 22: Assessments Provided by Eligibility Categories 

Eligibility Category * Assessments 
Count 

Assessments 
Percentage 

Participant 
Count 

Participant 
Percentage 

Children 0-3 770 6.07% 184 6.94% 
Children 0-20 4,211 33.19% 928 34.98% 
Adults 21+ 8,374 66.01% 1,683 63.44% 
Pregnant individuals 185 1.46% 39 1.47% 
Missing 39 0.31% 17 0.64% 
*Participant can be in more than one category 
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Table 23: Assessments Provided by PHP 

PHP 
Assessments 

Count 
Assessments 
Percentage 

Participant 
Count 

Participant 
Percentage 

AmeriHealth Caritas North Carolina 2,157 17.00% 489 18.43% 
Blue Cross and Blue Shield of North 
Carolina 

2,817 22.21% 601 22.65% 

Carolina Complete Health 487 3.84% 115 4.33% 
UnitedHealthcare of North Carolina 1,972 15.54% 531 20.02% 
WellCare of North Carolina 5,195 40.95% 893 33.66% 
Missing 58 0.46% 24 0.90% 
Total 12,686 100.00% 2,653 100.00% 

 

 

Table 24: Assessments Per Month, by Assessments and by Unique Participant 

Enrollment Month (2022) Assessments 
Count 

Assessments 
Percentage 

Participant 
Count* 

Participant 
Percentage 

March 189 1.49% 45 1.70% 
April 389 3.07% 116 4.37% 
May 1,000 7.88% 249 9.39% 
June 1,518 11.97% 399 15.04% 
July 1,935 15.25% 485 18.28% 
August 3,052 24.06% 695 26.20% 
September 2,345 18.48% 702 26.46% 
October 1,112 8.77% 701 26.42% 
November 1,146 9.03% 719 27.10% 
*Participant can be represented in more than one month 
**statistics for months later in 2022 may be affected by data lag 

 

The mean number of needs indicated on an assessment was 1.56. Food needs were the most common 

needs indicated, followed by housing (Table 25). 

 

Table 25: Assessments and Participants with Identified Needs 

Identified Need 
Assessments 

Count* 
Assessments 
Percentage 

Participant 
Count* 

Participant 
Percentage 

Food 10,222 80.58% 2,129 80.25% 
Housing 6,278 49.49% 1,330 50.13% 
IPV-related / Toxic 
Stress 

113 0.89% 21 0.79% 
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Transportation 3,160 24.91% 647 24.39% 
*Participant could indicate more than one need per screening   

 

Pilot participants reported more than 1 need on slightly under half of assessments (43.7%)  (Table 26). 

Table 26: Needs per Assessment 
Needs Indicated on a Screening Count Percentage 
Zero needs 62 0.49% 
One need 7,079 55.80% 
Two needs 3,984 31.40% 
Three needs 1518 11.97% 
Four needs 43 0.34% 
Total 12,686 100.00% 

 

Pilot participants had needs assessments in a timely fashion, with almost all individuals (95%) assessed 

on the day of enrollment. Tables 27 and 28 provide further information on time to first assessment, in 

days. 

 

Table 27: Days from Enrollment to First Assessment by Region 

Region N Min* Mean* Max* IQR (Q1, Q3)* % Immediately 
Assessed 

Access East 816 0 1 52 (0, 0) 99% 
CCLCF 1032 0 3 126 (0, 0) 95% 
Impact Health 736 0 4 115 (0, 0) 95% 
Missing 69 0 8 53 (0, 0) 90% 
Overall 2629 0 3 169 (0, 0) 95% 

*Values have been aggregated to reflect the average of 11 values around this measure to comply with cell suppression 

Table 28: Days from Enrollment to First Assessment by PHP 

PHP N Min* Mean* Max* IQR  
(Q1, Q3)* 

% 
Immediately 

Assessed 
AmeriHealth Caritas North Carolina 489 0 2 85 (0, 0) 95% 
Blue Cross and Blue Shield of North 
Carolina 601 0 2 82 (0, 0) 99% 

Carolina Complete Health 115 0 6 62 (0, 0) 90% 
UnitedHealthcare of North Carolina 531 0 2 81 (0, 0) 99% 
WellCare of North Carolina 893 0 4 133 (0, 0) 95% 
Overall** 2629 0 3 169 (0, 0) 95% 
*Values have been aggregated to reflect the average of 11 values around this measure to comply with cell suppression 

 



Rapid Cycle Assessment - Healthy Opportunities Pilots March 24th, 2023 

76 
 

An analysis of needs identified per month and by assistance type is shown below (Table 29) across all 

assessments, with the trend depicted as Figure 17. 

 

Table 29: Needs Identified by Month 
Enrollment Month (2022) Food Housing IPV/Stress Transportation 
March  189 - - - 
April 389 ** - ** 
May 832 < 400 - < 275 
June 1,166 610 19 391 
July 1,527 855 38 390 
August 2,417 1,802 37 862 
September 1,884 1,398 ** 724 
October 882 593 ** 273 
November 936 633 ** 249 
Total 10,222 6,278 113 3,160 

** Suppressed due to small cell count 
***statistics for months later in 2022 may be affected by data lag 

 

Figure 17: Needs Identified by Month 
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Participants Served and Services Invoiced 
 

A total of 1,713 participants received services that were invoiced for through November 30, 2022. Out of 

2,705 individuals enrolled in the Pilots, this means that 63.3% received at least 1 invoiced service. It is 

important to note that more individuals likely received services that had not yet been invoiced, and that 

even more would eventually receive services that were being arranged at the time data for this 

assessment period was received. 

 There was variation in the percentage of individuals who received services across types of 

services (Table 30), with food services provided to over two thirds of those who reported a food need. 

Of note, there were no invoices for IPV-related and Toxic Stress services during this reporting period. 

IPV-related services were not available for delivery during this time period. Toxic Stress services were 

available for delivery, but no Toxic Stress services were invoiced. The following table shows the number 

of individuals who screened positive for different need types, and of those, the number who received a 

related service to their need.  

 

Table 30: Connection to Services by Service Type 

Service Type Total Participants 
Screened Positive 

Participants Reporting 
Need Who Received 

Assistance For That Need 

Screened Positive & 
Received Services 

Food 2,129 1,442 67.73% 
Housing 1,330 535 40.23% 
IPV-related / 
Toxic Stress* 21 0 0% 

Transportation 647 101 15.61% 
*No invoices for IPV-related or Toxic Stress services were received during this period. IPV-related services were not available 
for delivery during this time period. Toxic Stress services were available for delivery, but no Toxic Stress services were 
invoiced. 

 

Tables 31-34 below present information on Pilot participants who received services by region, eligibility 

category, PHP, and month. Figure 18 depicts the trend in connections to services. 

Table 31: Connection to Services by Region 
Enrollment Region Participant Count Participant Percentage 
Access East 493 28.78% 
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CCLCF 729 42.56% 
Impact Health 477 27.85% 
Missing 14 0.82% 
Total 1,713 100.00% 

 
 

Table 32: Connection to Services by Eligibility Category 
Eligibility Category * Participant Count Participant Percentage 
Children 0-3 112 6.54% 
Children 0-20 604 35.26% 
Adults 21+ 1,104 64.45% 
Pregnant individuals ** ** 
Missing ** ** 
*Participant can be in more than one category 
** Suppressed due to small cell count 

 
 

Table 33: Connection to Services by PHP 

PHP Participant Count Percentage of HOP 
Participants 

AmeriHealth Caritas North Carolina 320 18.68% 
Blue Cross and Blue Shield of North Carolina 399 23.29% 
Carolina Complete Health 78 4.55% 
UnitedHealthcare of North Carolina 330 19.26% 
WellCare of North Carolina 597 34.85% 
Total 1,724 100.00% 
* Participant may have switched PHP during year 

 
 

Table 34: Connection to Services by Month and Service Type 
Benefit Month (2022)* Total Food Housing Transportation 
March  22 22 0 0 
April 110 109 0 ** 
May 242 228 ** ** 
June 439 402 65 ** 
July 677 608 132 19 
August 966 822 284 27 
September 1,108 969 257 35 
October 964 877 117 37 
November 572 540 38 ** 
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*Participant can be served in more than one month and receive more than one service in a month 
** Suppressed due to small cell count 
***2 Individuals received cross-domain services 
****No IPV-related/Stress services were invoiced through November 2022 
*****statistics for months later in 2022 may be affected by data lag 

 

 

Figure 18: Connections to Services by Month 
 

 

 
We calculated the cumulative number of services provided by HSOs with at least 1 paid invoice (Table 
35).  

Table 35: Services delivered by HSOs 

Measure Number 
of HSOs Min Median Max IQR (Q1, 

Q3) Mean Std Dev 

Services Provided by 
HSO 83 1 31 2441 (13, 173) 174 358 
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Half of services had date of when the service began that was within a week after eligibility was 

established, and over 75% began within two weeks (Table 36). 

 

Table 36: Time from Eligibility to Service Dates, in Days 

Measure N Min* Median* Max* IQR (Q1,Q3)* Mean Std 
Dev 

Eligibility to Service 
Date 1,713 0 7 172 (4,13) 13 22 

*Value has been aggregated to reflect the average of 11 values around this measure to comply with cell suppression 

There were a total of 14,427 services provided with a total amount invoiced of $2,324,567.33.  

 Services were determined to have been delivered by identifying invoices with a status of: 

accepted by payer, paid, submitted by network lead, submitted contracted service note, submitted to 

network lead, transmitted to payer, or under dispute. Invoices with invoice status of rejected by 

administrator, rejected by NL, or rejected by payer were not included in analysis. These records would 

have resulted in erroneous counting of services and costs had they been included. 

 Across 14,427 services, the mean invoiced amount was $161.13 per service. The mean invoiced 

amount per food service was $131.82. The mean invoiced amount per transportation service was 

$156.98. The mean invoiced amount per housing service is suppressed to prevent identification of small 

cell counts for other services. Across 2,705 enrolled Pilot participants, the mean invoiced amount was 

$859.36 per enrolled participant. Across 1,713 individuals who received Pilot services, the mean 

invoiced amount was $1,357.02 per individual who received HOP services. Of note, because more 

detailed cost reporting is conducted quarterly as part of ongoing Pilot monitoring, separate from the 

RCA, we do not focus on analyses of Pilot spending in this report. 

 Tables 37-42 below provide more detail on number of services and spending on services by type 

of service, region, eligibility category, PHP, month, and month by type of service. Food services 

represent the bulk of services delivered and the majority of the invoiced amount, although housing 

services have higher invoiced amounts per service. 

 

Table 37: Services Provided by Service Type 

Service Type Service 
Count 

Service 
Percentage 

Invoiced  
Amount Total 

Invoiced Amount 
Percentage 

Cross-Domain ** ** ** ** 
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Food 13,110 90.87% $1,728,218.92 74.35% 
Housing < 1,025 < 7.25% $510,643.68 21.97% 
IPV-related / Toxic Stress* 0 0.00% $0 0.00% 
Transportation 306 2.12% $48,034.37 2.07% 
Total 14,427 100.00% $2,324,567.33 100.00% 
*No invoices for IPV-related or Toxic Stress services were received during this period. IPV-related services were not available 
for delivery during this time period. Toxic Stress services were available for delivery, but no Toxic Stress services were 
invoiced. 
** Suppressed due to small cell count. Housing statistics are partially suppressed  to prevent identification of cell counts for 
suppressed cells 

 

Table 38: Services Provided by Region 

Enrollment Region Service 
Count 

Percentage 
of Total 
Services 

Invoiced  
Amount Total 

Percentage of Total 
Invoices 

Access East 3,718 25.77% $571,938.53 24.60% 
CCLCF 6,816 47.24% $1,091,222.96 46.94% 
Impact Health 3,821 26.49% $645,515.36 27.77% 
Missing 72 0.50% $15,890.48 0.68% 
Total 14,427 100.00% $2,324,567.33 100.00% 

 
 

Table 39: Services Provided by Eligibility Category 

Eligibility Category * Service 
Count 

Percentage 
of Total 
Services 

Invoiced  
Amount Total 

Percentage of 
Total Invoices 

Children 0-3 825 5.72% $125,172.54 5.38% 
Children 0-20 4,898 33.95% $786,840.67 33.85% 
Adults 21+ 9,514 65.95% $1,534,324.86 66.00% 
Pregnant individuals < 175 < 1.25% $30,938.76 1.33% 
Missing ** ** ** ** 
*Participant can be in more than one category 
** Suppressed due to small cell count 

 
 

Table 40: Services Provided by PHP 

PHP Service 
Count 

Percentage 
of Total 
Services 

Invoiced  
Amount Total 

Percentage of 
Total Invoices 

AmeriHealth Caritas North Carolina 2,408 16.69% $370,498.65 15.94% 
Blue Cross and Blue Shield of North 
Carolina 3,451 23.92% $630,220.41 27.11% 
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Carolina Complete Health 652 4.52% $98,937.04 4.26% 
UnitedHealthcare of North Carolina 2,327 16.13% $401,729.67 17.28% 
WellCare of North Carolina 5,589 38.74% $823,181.56 35.41% 
Total 14,427 100.00% $2,324,567.33 100.00% 

 

Month of service was determined by the service start date on the invoice. Lag in receiving invoices may 

explain lower invoiced amounts closer to the data cut-off date (e.g., in November 2022). 

Table 41: Services Provided by Month 

Service Month (2022) Service 
Count 

Percentage of 
Total Services 

Invoiced Amount 
Total 

Percentage of 
Total Invoices 

March  29 0.20% $5,558.29 0.24% 
April 207 1.43% $30,899.86 1.33% 
May 701 4.86% $136,395.33 5.87% 
June 1,256 8.71% $208,419.84 8.97% 
July 1,919 13.30% $301,331.62 12.96% 
August 2,941 20.39% $481,858.12 20.73% 
September 3,724 25.81% $565,309.60 24.32% 
October 2,694 18.67% $439,152.34 18.89% 
November 956 6.63% $155,642.33 6.70% 
Total 14,427 100.00% $2,324,567.33 100.00% 
*statistics for months later in 2022 may be affected by data lag 

 

 

Table 42: Services Provided by Month and Service Type  
Service Month (2022) Food Housing Transportation 
March 29 0 0 
April 206 0 ** 
May 675 22 ** 
June 1,166 72 18 
July 1,739 153 27 
August 2,586 303 52 
September 3,319 282 123 
October 2,494 136 64 
November 896 42 18 
Total 13,110 1,010 306 

** Suppressed due to small cell count 
**statistics for months later in 2022 may be affected by data lag 
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Payments 
 

The following analyses present information about payments made for services. 

 We used invoiced amount within NCCARE360 Invoice data for cost calculations. We investigated 

using paid amount for cost calculations. However, there were instances where paid amount was greater 

than invoiced amount and/or unreasonably large in comparison to the fee schedule for a given service. 

Thus we believe there were errors in data entry in the paid amount field that made it less accurate to 

use. The table below (Table 43) shows these differences.  

 

Table 43: Differences in Data Source Invoice Amounts 

Source N Sum Mean Stan. Dev. Min Max 
NCCARE360 
Total Invoiced 
Amount 

11,068 $1,754,102.67 $ 158.48 $ 243.60 $      7.23 $10,300.00 

NCCARE360 
Total Paid 
Amount 

11,068 $1,950,139.39 $ 176.20 $ 323.29 $      1.00 $10,300.00 

 

Most invoices were paid, and invoices paid were typically paid within 30 days, and almost all within 60 

days (Tables 44-45). 

Table 44: Invoices Submitted and Paid by PHP 

PHP Invoice 
Paid Count 

Invoice 
Submitted Count 

Percentage 
Paid 

AmeriHealth Caritas North Carolina 1,942 2,408 80.65% 
Blue Cross and Blue Shield of North Carolina 2,977 3,451 86.26% 
Carolina Complete Health 548 652 84.05% 
UnitedHealthcare of North Carolina 1,321 2,327 56.77% 
WellCare of North Carolina 4,280 5,589 76.58% 
Total 11,068 14,427 76.72% 
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Table 45: Time from Invoice Submission to Payment, in Days 

PHP N Min* Median* Max* IQR (Q1, Q3)* Mean Stan. 
Dev. 

AmeriHealth 
Caritas North 
Carolina 

1,942 10 21 116 (17, 37) 29 19 

Blue Cross and Blue 
Shield of North 
Carolina 

2,977 5 19 134 (13, 35) 26 19 

Carolina Complete 
Health 548 13 27 85 (21, 35) 31 15 

UnitedHealthcare 
of North Carolina 1,321 12 37 133 (26, 51) 41 22 

WellCare of North 
Carolina 4,280 8 32 138 (24, 45) 37 19 

Total 11,068 4 28 155 (19, 42) 33 20 
*Values have been aggregated to reflect the average of 11 values around this measure to comply with cell suppression 
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Retention and End of Enrollment 
 

The majority of individuals who enrolled in the Pilots did not have a valid end date for their Pilot 

enrollment and were thus presumed to be currently enrolled. 331 individuals (12.2%) had an end date 

for the Pilots and were thus presumed to no longer be receiving Pilot services. Tables 45-47, below, 

present details of those whose Pilot enrollment had ended by the date of the report. 

Table 46: Enrollment Ended by Region 
Enrollment Region Number Percentage 
Access East < 50 < 15.25% 
CCLCF 114 34.44% 
Impact Health 162 48.94% 
Missing ** ** 
Total 331 100.00% 

** Suppressed due to small cell count 

 

Table 47: Enrollment Ended by Eligibility Categories 
Eligibility Category * Number Percentage 
Children 0-3 37 39.88% 
Children 0-20 132 34.64% 
Adults 21+ 197 59.52% 
Pregnant individuals ** ** 
Missing ** ** 
*Participant can be in more than one category 
** Suppressed due to small cell count 

 

Table 48: Enrollment Ended by PHP 
PHP Number 

With 
Enrollment 

Ended 

Total Number of 
Pilot Participants 

Percentage with 
Enrollment Ended 

AmeriHealth Caritas North Carolina 64 500 12.80% 
Blue Cross and Blue Shield of North 
Carolina 87 617 14.10% 
Carolina Complete Health 11 119 9.24% 
UnitedHealthcare of North Carolina 86 557 15.44% 
WellCare of North Carolina 83 912 9.10% 
Total 331 2,705 12.24% 
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Evaluation Question 2 

Owing to lack of data, we were not able to complete analyses for Evaluation Question 2 (“Increased 

Rates of Social Risk Factor Screening and Connection to Appropriate Services”) during this reporting 

period, as described above in the methodological limitations section. These analyses will be conducted 

and reported in subsequent reporting periods. 
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Evaluation Question 3 

The goal of Evaluation Question 3 (“Improved Social Risk Factors”) analyses was to determine whether 

the overall burden of needs decreased with Pilot participation, among all participants and across 

different eligibility categories, along with determining whether the risk for specific needs decreased with 

Pilot enrollment. Finally, we sought to determine whether certain Pilot services were associated with 

greater reductions in needs than other services. 

 Evaluation Question 3 (“Improved Social Risk Factors”) analyses primarily used an individual-

level interrupted time series approach that estimated a change in level (immediate change in needs 

after Pilot enrollment) associated with Pilot enrollment and a trend (changes in needs over time as Pilot 

services were received). We anticipated that the change in level would be positive (i.e., implying that 

enrolling in the Pilot would increase the number of measured needs as needs were uncovered during 

the enrollment process), and that the trend would be negative (i.e., that total needs would decrease 

over time as services were received, and the risk of any specific need would decrease over time). To help 

present results clearly, we compare needs at enrollment (day 0, or ‘baseline’) to estimated needs after 

90 days of enrollment. Although all data received, including observations made beyond 90 days, were 

included in the analyses, presenting estimated needs at longer durations of time after enrollment was 

not feasible owing to there being few assessments beyond 90 days at this time. In subsequent reports, 

we plan to examine needs at 180 and 365 days of Pilot enrollment as well. 

 It is important to recognize that the time frame for change in needs covered in this RCA is 

relatively brief—likely the minimum needed to observe changes. Examining longer time periods of Pilot 

participation in subsequent evaluation periods will be important before drawing firm conclusions about 

the effectiveness of Pilot services. 

  

 

Eligibility Categories for Evaluation Question 3 Analyses 
 

There were 12,686 needs assessments. 66.2% of all assessments were in non-pregnant adults. There 

were 185 assessments in pregnant individuals, 4,208 assessments in children age 0 to 20, and 769 

assessments in the subset of children age 0 to 3. Of 3,265 assessments made after Pilot enrollment, 

most (71.7%) were in non-pregnant adults. There were 45 assessments made after Pilot enrollment in 

pregnant individuals, 889 in children age 0 to 20, and 153 in the subset of children age 0 to 3. Of 1,316 
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assessments made after 90 days or more of Pilot enrollment, most (67.9%) were in non-pregnant adults. 

15 were for pregnant individuals, 393 were for children age 0 to 20, and 69 were for the subset of 

children age 0 to 3. 

 Overall, this means that results are most reliable for the non-pregnant adult and children age 0 

to 20 eligibility categories. 

 

Total Needs 
 

As expected, we observed an immediate increase in recorded needs associated with Pilot enrollment. 

Also as expected, we observed a negative trend, suggesting a decrease in needs over time. However, 

decline in needs was small in magnitude (Table 48). When examining different categories of eligibility, 

patterns were similar, with substantial uncertainty for the category of pregnant individuals.  

 

Table 49: Changes in Total Needs 
Eligibility Category Change In 

Level 
(SE) 

Trend 
(SE) 

Needs at 
Enrollment (95% CI) 

Needs at 90 
Days 

(95% CI) 

Difference 
(95% CI) 

Overall 0.25 (0.03) -0.04 
(.009) 

1.73 (1.67 to 1.81) 1.69 (1.63 
to 1.75) 

-0.05 (-0.07 to -
0.02) 

Non-Pregnant 
Adults 

0.27 (0.04) -0.04 
(0.01) 

1.76 (1.68 to 1.84) 1.72 (1.65 
to 1.79) 

-0.04 (-0.07 to -
0.01) 

Pregnant 
Individuals 

0.10 (0.49) -0.15 
(0.07) 

1.64 (0.53 to 2.75) 1.65 (1.01 
to 2.30) 

0.01 (-1.30 to 
1.32) 

Children 0 to 20 
years of age 

0.17 (0.05) -0.06 
(0.01) 

1.67 (1.56 to 1.78) 1.63 (1.54 
to 1.72) 

-0.04 (-0.08 to 
0.01) 

Children 0 to 3 
years of age 

0.34 (0.13) -0.02 
(0.03) 

1.94 (1.68 to 2.20) 1.81 (1.59 
to 2.04) 

-0.13 (-0.20 to -
0.05) 

Change in level indicates the change in number of needs immediately associated with Pilot 
enrollment. A positive number indicates more needs being identified. Trend indicates the change in 
needs per day associated with Pilot enrollment. A negative number indicates declining needs. 

 

Figures 19 and 20 depict the estimated change in total needs over time, both overall and by eligibility 

category. 
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Figure 19: Change in Total Needs over Time for all Pilot Participants 
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Figure 20: Change in Total Needs over Time by Pilot Eligibility Category 
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Food Needs 
 

We examined how the probability of reporting a food need changed over time with Pilot participation. 

We found that there was an increased probability immediately associated with Pilot enrollment, and we 

found a small, statistically insignificant decrease in food needs over time (Table 49). When examining 

categories of eligibility, there was little improvement for adults, and suggestions of improvement for 

children. Results for pregnant individuals were very uncertain, owing to small sample size. 

Table 50: Probability of Reporting a Food Need 
Eligibility 
Category 

Change In 
Level 
(SE) 

Trend 
(SE) 

Probability At 
Enrollment (95% 

CI) 

Probability at 
90 Days 
(95% CI) 

Difference 
(95% CI) 

Overall 0.07 (0.02) -0.003 
(0.005) 

0.86 (0.82 to 0.90) 0.85 (0.82 to 
0.87) 

-0.01 (-0.03 to 
0.01) 

Non-Pregnant 
Adults 

0.05 (0.02) -0.002 
(0.006) 

0.84 (0.79 to 0.88) 0.84 (0.81 to 
0.87) 

0.002 (-0.02 to 
0.03) 

Pregnant 
Individuals 

-0.43 
(0.23) 

0.02 
(0.06) 

0.25 (-0.22 to 0.73) 0.84 (0.48 to 
1.20) 

0.58 (-0.02 to 
1.18) 

Children 0 to 20 
years of age 

0.10 (0.03) -0.002 
(0.007) 

0.91 (0.84 to 0.96) 0.87 (0.83 to 
0.92) 

-0.04 (-0.08 to 
0.01) 

Children 0 to 3 
years of age 

0.23 (0.06) 0.01 
(0.02) 

0.97 (0.85 to 1.07) 0.83 (0.75 to 
0.92) 

-0.13 (-0.19 to 
-0.07) 

Change in level indicates the change in the probability of reporting a food need immediately 
associated with Pilot enrollment. A positive number indicates greater probability. Trend indicates the 
change in probability of reporting a food need per day associated with Pilot enrollment. A negative 
number indicates declining probability. 
‘Out-of-bounds’ estimates (estimates of probability < 0 or > 1) are due to use of linear regression 
models for analysis. 

 

We also examined whether any particular food service was associated with lower probability of 

reporting a food need at 90 days, relative to other interventions. These comparisons were among all 

Pilot participants. Sample size did not permit comparisons by eligibility category. Though there were 

many possible food services, we focused on comparing the four most common food services 

(comparisons with other food services could not be made owing to sample size). These services were 

(roughly in order of increasing unit cost): a healthy food subsidy/voucher/’fruit and vegetable 

prescription’, a food box (small or large) picked up by the participant, a food box (small or large) 

delivered to the participant’s home, and healthy delivered meals. 
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 Overall, we found that the probability of reporting a food need at 90 days was lower with 

healthy meals compared with other services. The probability was 0.08 lower (95% Confidence Interval 

[CI]: 0.12 lower to 0.02 lower, p = .001) with delivered meals compared with a food subsidy, 0.06 lower 

(95%CI: 0.11 lower to 0.01 lower, p = 0.01) with delivered meals compared with a food box for pick up, 

and 0.04 lower (95%CI: 0.08 lower to no difference, p = 0.05) with delivered meals compared with a 

delivered food box. 

 A delivered food box was associated with 0.04 lower probability (95%CI: 0.06 lower to 0.02 

lower, p = .001), compared with a food subsidy. There was no difference between the probability of 

reporting a food need associated with a food box for pick up compared with a food box for delivery, or a 

food box for pick up compared with a food subsidy. 

 While interesting, these results should be interpreted with caution given that participants were 

not randomly assigned to food services, and so the differential probability observed could result from 

confounding. Later phases of the evaluation are designed to address this potential threat to validity. 
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Housing Needs 
 

We examined how the probability of reporting a housing need changed over time with Pilot 

participation. We found that there was an increased probability immediately associated with Pilot 

enrollment. This probability decreased over time, but the magnitude of the change was small (Table 50). 

When examining categories of eligibility, we did not observe statistically significant improvement for any 

category, and estimates of improvement were close to 0 for most categories. The models did estimate a 

change that was large in magnitude for pregnant individuals, but this was not statistically significant, 

with high uncertainty.  

   

Table 51: Probability of Reporting a Housing Need 
Eligibility 
Category 

Change In 
Level 
(SE) 

Trend 
(SE) 

Probability At 
Enrollment (95% 

CI) 

Probability at 
90 Days 
(95% CI) 

Difference 
(95% CI) 

Overall 0.09 (0.02) -0.02 
(0.005) 

0.55 (0.51 to 0.60) 0.55 (0.51 to 
0.58) 

-0.004 (-0.03 
to 0.02) 

Non-Pregnant 
Adults 

0.10 (0.03) -0.01 
(0.007) 

0.57 (0.52 to 0.63) 0.56 (0.52 to 
0.61) 

-0.01 (-0.05 to 
0.03) 

Pregnant 
Individuals 

0.48 (0.21) -0.04 
(0.04) 

1.04 (0.68 to 1.42) 0.57 (0.19 to 
0.94) 

-0.48 (-1.06 to 
0.10) 

Children 0 to 20 
years of age 

0.03 (0.04) -0.03 
(0.009) 

0.49 (0.41 to 0.57) 0.51 (0.45 to 
0.57) 

0.02 (-0.03 to 
0.06) 

Children 0 to 3 
years of age 

0.01 (0.09) -0.03 
(0.02) 

0.58 (0.40 to 0.77) 0.56 (0.41 to 
0.71) 

-0.02 (-0.15 to 
0.10) 

Change in level indicates the change in the probability of reporting a housing need immediately 
associated with Pilot enrollment. A positive number indicates greater probability. Trend indicates the 
change in probability of reporting a housing need per day associated with Pilot enrollment. A negative 
number indicates declining probability. 
‘Out-of-bounds’ estimates (estimates of probability < 0 or > 1) are due to use of linear regression 
models for analysis. 

 

 We also examined whether any particular housing service was associated with lower probability 

of reporting a housing need at 90 days, relative to other interventions. These comparisons were among 

all Pilot participants. Sample size did not permit comparisons by eligibility category. We focused on 

comparing the three most commonly used housing services (comparisons with other services could not 

be made owing to sample size). These interventions were receipt of tenancy support and sustaining 
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services (which provides one-to-one case management and/or educational services to prepare an 

enrollee for stable, long-term housing), receipt of a home visit, and rental assistance. 

 Overall, we found that the probability of reporting a housing need at 90 days was lower with 

tenancy support and sustaining services compared with other housing services. The probability was 0.05 

lower (95%CI: 0.10 lower to 0.01 lower, p = 0.02) with tenancy support and sustaining services 

compared with a home inspection, and 0.08 lower (95%CI: 0.12 lower to 0.03 lower, p <.001) with 

tenancy support and sustaining services compared with rental assistance. 

 We did not observe a difference between home visit and first month rental assistance in their 

association with probability of reporting a housing need.  

 As with food services, these results should be interpreted with caution given that participants 

were not randomly assigned to housing interventions, and so the differential probability observed could 

result from confounding. Later phases of the evaluation are designed to address this potential threat to 

validity. 
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Transportation Needs 
 

We examined how the probability of reporting a transportation need changed over time with Pilot 

participation. We found that there was an increased probability immediately associated with Pilot 

enrollment. There was a decreased probability over time, however the magnitude was small (Table 51). 

When examining categories of eligibility, benefit was most clear for non-pregnant adults. Substantial 

uncertainty limits conclusions about effectiveness for other eligibility categories. 

   

Table 52: Probability of Reporting a Transportation Need 
Eligibility 
Category 

Change In 
Level 
(SE) 

Trend 
(SE) 

Probability At 
Enrollment (95% 

CI) 

Probability at 
90 Days 
(95% CI) 

Difference 
(95% CI) 

Overall 0.09 (0.02) -0.02 
(0.005) 

0.31 (0.27 to 0.36) 0.29 (0.25 to 
0.32) 

-0.03 (-0.05 to 
-0.01) 

Non-Pregnant 
Adults 

0.11 (0.03 
to 0.13) 

-0.02 
(0.007) 

0.34 (0.29 to 0.39) 0.31 (0.27 to 
0.35) 

-0.03 (-0.05 to 
-0.01) 

Pregnant 
Individuals 

0.05 (0.25) -0.12 
(0.03) 

0.34 (-0.22 to 0.90) 0.25 (0.01 to 
0.49) 

-0.09 (-0.68 to 
0.50) 

Children 0 to 20 
years of age 

0.02 (0.03) -0.002 
(0.008) 

0.25 (0.18 to 0.31) 0.23 (0.18 to 
0.28) 

-0.01 (-0.05 to 
0.02) 

Children 0 to 3 
years of age 

0.04 (0.10) 0.004 
(0.01) 

0.33 (0.14 to 0.52) 0.37 (0.22 to 
0.52) 

0.03 (-0.09 to 
0.16) 

Change in level indicates the change in the probability of reporting a transportation need immediately 
associated with Pilot enrollment. A positive number indicates greater probability. Trend indicates the 
change in probability of reporting a transportation need per day associated with Pilot enrollment. A 
negative number indicates declining probability. 
‘Out-of-bounds’ estimates (estimates of probability < 0 or > 1) are due to use of linear regression 
models for analysis. 

 

We also examined whether any particular transportation service was associated with lower 

probability of reporting a transportation need at 90 days, relative to other transportation services. These 

comparisons were among all Pilot participants. Sample size did not permit comparisons by eligibility 

category. We focused on comparing the two most common commonly used transportation services 

(comparisons with other services could not be made owing to sample size). These services were receipt 

of a subsidy for public transportation, and receipt of a subsidy for private transportation. 
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 Overall, we found that the probability of reporting a transportation need at 90 days was lower 

with a subsidy for private transportation compared with a subsidy for public transportation (0.11 lower, 

95%CI 0.22 lower to 0.00, p = 0.06), but this difference was not statistically significant.  

 As with other interventions, these results should be interpreted with caution given that 

participants were not randomly assigned to transportation interventions, and so the differential 

probability observed could result from confounding. Later phases of the evaluation are designed to 

address this potential threat to validity. 
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Toxic Stress and IPV Needs 
 

We examined how the probability of reporting a toxic stress and/or IPV-related need changed over time 

with pilot participation. The prevalence of reporting a toxic stress and/or IPV-related need was very low, 

and it is important to remember that no IPV-related or toxic stress specific services were invoiced during 

this assessment period. Further, as noted above, IPV-related services were not open to referral during 

this period. We did not find a statistically significant increased probability immediately associated with 

Pilot enrollment or a statistically significant decreased probability over time (Table 52). When examining 

categories of eligibility, patterns were similar. However, the low number of reported needs means these 

results should be interpreted cautiously. 

   

Table 53: Probability of Reporting a Toxic Stress and/or IPV Need 
Eligibility 
Category 

Change In 
Level 
(SE) 

Trend 
(SE) 

Probability At 
Enrollment (95% 

CI) 

Probability at 
90 Days 
(95% CI) 

Difference 
(95% CI) 

Overall 0.005 
(0.005) 

-0.0006 
(0.001) 

0.01 (0.002 to 
0.02) 

0.01 (0.002 to 
0.02) 

-0.003 (-0.005 
to -0.001) 

Non-Pregnant 
Adults 

0.0008 
(0.003) 

0.0002 
(0.001) 

0.01 (0.00 to 0.02) 0.01 (0.000 to 
0.01) 

-0.003 (-0.005 
to 0.0001) 

Pregnant 
Individuals 

-- -- -- -- -- 

Children 0 to 20 
years of age 

0.02 (0.01 
to 0.25) 

-0.002 
(0.002) 

0.02 (0.00 to 0.05) 0.02 (0.00 to 
0.04) 

-0.004 (-0.001 
to 0.001) 

Children 0 to 3 
years of age 

0.06 (to 
0.06) 

-0.01 
(0.008) 

0.06 (-0.05 to 0.18) 0.05 (-0.05 to 
0.15) 

-0.01 (-0.03 to 
0.01) 

The model for pregnant individuals did not converge owning to small sample size. 
Change in level indicates the change in the probability of reporting a toxic stress and/or IPV need 
immediately associated with Pilot enrollment. A positive number indicates greater probability. Trend 
indicates the change in probability of reporting a toxic stress and/or IPV need per day associated with 
Pilot enrollment. A negative number indicates declining probability. 
‘Out-of-bounds’ estimates (estimates of probability < 0 or > 1) are due to use of linear regression 
models for analysis. 

 

No Toxic Stress or IPV-related services were invoiced during the study period, so we could not 
conduct analyses comparing intervention types.   
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Conclusions  
 

With regard to Evaluation Question 1 (“Effective Delivery of Pilot Services”) analyses, the state 

of North Carolina’s goal of establishing a multi-sector collaboration between the state, PHPs, healthcare 

systems, and HSOs has been achieved. Although there are always areas of operations that can be 

improved, this was a major undertaking completed in a relatively compressed timeframe after 

unavoidable disruption due to the COVID-19 pandemic. In preparation to deliver services, staff at the 

organizations expressed concern about the scale of the task and the differences between the structure 

of the Pilots and their usual methods of operation, including interfacing with the Medicaid regulatory 

environment. Collaboration often began among organizations that had worked together previously, 

then grew substantially in order to offer a wide array of services for the Pilots.  

 Operational data reveal that despite challenges, Pilot infrastructure has successfully enabled 

delivery of services in the Pilots. As of November 30, 2022 a total of 2,705 unique individuals have been 

enrolled, and 14,427 services have been delivered across many different intervention types by 84 HSOs. 

Initial assessments of social needs occur quickly (most commonly right at the time of enrollment). As 

needs are uncovered, services to address them are delivered quickly. At the time of this report, 63% of 

those who enroll—1,713 out 2,705 Pilot participants—had received at least one invoiced service, with 

more participants in the pipeline to receive services as time progresses. Further, there can be a lag 

between service delivery and invoicing for services. The rate of service receipt varies across need types. 

68% of individuals reporting a food need received an invoiced food service during this period, while 40% 

of those reporting a housing need received an invoiced housing service, and 16% of those reporting a 

transportation need received an invoiced transportation service. This difference may reflect both the 

phased rollout of services, with food services preceding all other services, and the complexity of 

delivering services to address the varying needs. For example, housing shortages are common in many 

communities served by the Pilots, and the availability of transportation resources varies across 

communities as well. Very few cross-domain services were invoiced during this period, and no toxic 

stress services were invoiced during this evaluation period. Further, no IPV-related services were 

invoiced, as these services are not yet offered. 

 Food services constituted the majority (90%) of services delivered, and over 75% of services had 

a service start date within 2 weeks of enrollment in the Pilots. Invoices for services were paid in a timely 

fashion. 56.2% of invoices were paid within 30 days, 90.3% within 60 days, and 97.9% within 90 days. 
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This is important as a major goal of the Pilots was to ensure that HSOs, many of which historically 

depend on grant funding received prior to delivery of services, could operate successfully with a 

financing model that includes payments made after services were delivered. 

 Owing to lack of data, we were unable to assess how activities to address health-related social 

needs in the areas served by the Pilots differed from those not served by the Pilots. Although we expect 

more substantial efforts were made in Pilot areas, we could not evaluate that directly at this time. Such 

questions will be addressed in subsequent evaluations.  

 Evaluation Question 3 (“Improved Social Risk Factors”) analyses analyze whether Pilot services 

seem to be addressing the health-related social needs that Pilot participants report. Following the Driver 

Diagram (Figure 6) that depicts the underlying logic of the Pilots, addressing those needs is a key 

pathway whereby Pilot services can lead to changes in health, healthcare utilization, and healthcare 

cost. Thus, optimizing services delivered to address those needs is important to the overall success of 

the Pilots, and a key rationale for conducting a RCA. 

 Overall, the evidence regarding the effectiveness of Pilot services at addressing social needs was 

mixed. As anticipated, we observed an initial increase in recorded needs as needs are identified by 

detailed assessments around the time of enrolling in the Pilots, followed by a decrease in needs as Pilot 

services address them. However, the magnitude of the decrease in needs was small. For example, we 

estimated that soon after enrollment in the Pilots, individuals reported an average of 1.73 needs, which 

declined to 1.68 needs at 90 days after enrollment. While statistically significant, whether a decrease of 

this magnitude is likely to improve health, healthcare utilization, or healthcare cost is unclear. However, 

90 days is likely the minimum amount of time needed for a change to be observed23, and there have not 

been enough individuals with longer Pilot participation to examine needs at 180 or 365 days. Such 

analyses will be reported in subsequent assessments. 

 When examining specific needs, we estimated that the probability of an individual reporting a 

food need at 90 days after Pilot enrollment (0.85) was almost identical to the probability of reporting a 

food need around the time of enrollment (0.86). Similarly, the probability of reporting a housing need 

was 0.55 around the time of enrollment and still 0.55 at 90 days after Pilot enrollment, and the 

probability of reporting a transportation need was 0.31 around the time of enrollment and 0.29 at 90 

days after Pilot enrollment. IPV-related and toxic stress needs were not reported very frequently during 

this evaluation period, and so we cannot draw conclusions about changes in those need types (and 

again, IPV-related services were not yet available in this time period).  
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 In interpreting these findings, it is important to be mindful of two key limitations. First, owing to 

the timing of service delivery, there were relatively few individuals who were enrolled in the Pilots for 

longer periods of time. 90 days is a very brief period in which to observe an effect of the Pilots on social 

needs. Making comparisons at 180 and 365 days, which will be feasible in subsequent reporting periods, 

may reveal different patterns. Second, the study design in this phase of the analysis relies on repeated 

observations of participants in the Pilots. Because there was substantial variability in who received 

follow-up assessments of social needs, this could introduce selection bias that affects the results. 

Approaches to address this concern are discussed in the Lessons Learned section below. 

 We observed interesting findings with regards to specific services. A premise of the Pilots is that 

comparative effectiveness information needs to be generated, because there are often different 

services that might plausibly address a need, without sufficient evidence to choose one over another. 

For example, both a food subsidy and delivery of healthy meals might address food needs, but which is 

more effective is not clear. We did find suggestions of variations across intervention types that support 

this premise. Healthy meals delivery was associated with lower probability of reporting a food need at 

90 days of Pilot enrollment than other food services offered within the Pilots like food subsidies (e.g., 

fruit and vegetable prescriptions) and food boxes, and these differences were large enough that they 

may be clinically meaningful. Similarly, with regard to housing services, tenancy support and sustaining 

services were associated with lower probability of reporting a housing need after 90 days of Pilot 

enrollment than other types of housing services. 

 Overall, these findings support a key rationale of conducting and evaluating the Pilots, which is 

to develop evidence on the comparative effectiveness of social needs interventions, so that the state of 

North Carolina can make an evidence-informed decision as to what services to offer for all Medicaid 

beneficiaries in subsequent years. However, these findings should also be interpreted cautiously, as 

receipt of services was not randomly assigned. Aspects of a participant’s clinical or social situation could 

have influenced both what type of service they received for their need and the likelihood that such a 

need would resolve. This could confound the associations observed between type of service received 

and reduction in the probability of experiencing a particular social need. As per the approved Evaluation 

Design, subsequent reporting periods will include additional approaches to evaluation that can help 

overcome these limitations. 
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Plans in Subsequent Evaluation Periods 
 

The below sections describe plans to help answer evaluation questions in subsequent evaluation 
periods. 

 

Evaluation Question 1 
We will continue to monitor enrollment, delivery of Pilot services, and spending on Pilot services. We 

will conduct network analyses examining the interrelationship between PHPs, NLs, and HSOs. We will 

conduct qualitative interviews with PHPs, NLs, and HSOs. 

 

Evaluation Question 2 
We will examine rates of screening for health-related social needs and rates of enrollment in the Pilots 

(among those who screen positive), of Medicaid beneficiaries in Pilot regions. We will compare rates of 

screening for health-related social needs and services to address them between Medicaid beneficiaries 

in Pilot and non-Pilot regions. 

 

Evaluation Question 3 
We will conduct analyses examining the effect of Pilot participation on changes in health-related social 

needs over longer timeframes. We will also conduct analyses comparing the effectiveness of different 

types of interventions (e.g., food subsidies versus meal delivery) for improving health-related social 

needs.  

 

Evaluation Question 4 
We will conduct analyses examining the effect of Pilot participation on changes in clinical outcomes (as 

detailed in the evaluation design). We will also conduct analyses comparing the effectiveness of 

different types of interventions (e.g., food subsidies versus meal delivery) for improving clinical 

outcomes.  

 

Evaluation Question 5 
We will conduct analyses examining the effect of Pilot participation on changes in healthcare utilization 

(as detailed in the evaluation design). We will also conduct analyses comparing the effectiveness of 
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different types of interventions (e.g., food subsidies versus meal delivery) for improving healthcare 

utilization.  

 

Evaluation Question 6 
We will conduct analyses examining the effect of Pilot participation on changes in healthcare cost (as 

detailed in the evaluation design). We will also conduct analyses comparing the effectiveness of 

different types of interventions (e.g., food subsidies versus meal delivery) for improving healthcare cost.  
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Interpretations, Policy Implications, and Interactions with Other State 
Initiatives  
 

Interpretations 
We offer the following interpretations to integrate the findings of this first RCA.  

 First, the major achievement is the establishment of the infrastructure necessary for the Pilots 

to function. This included the necessary information technology platforms, the legal and regulatory 

agreements necessary for the state of North Carolina, PHPs, NL, HSOs, healthcare organizations to 

collaborate, integrating HSOs into the healthcare ecosystem, and the interpersonal work of making 

these relationships productive. It was a massive undertaking, and has been accomplished successfully, 

allowing for large-scale delivery of services across three regions of the state.  

 Second, the ability to address some questions of interest in this assessment was hindered by the 

number of individuals enrolled in the Pilots. The Pilots were designed to ramp up during this assessment 

period, and so the enrollment numbers may reflect that. Another explanatory factor could be that 

methods of social need assessment and enrollment require iteration. In any event, working to increase 

enrollment in the Pilots is a major goal going forward.  

 Third, we were unable to compare to results in Pilot regions to other regions in the state, or to 

evaluate the reach of Pilot services within their region. These will be important topics of analysis in 

future periods. 

 Fourth, delivery of services to those who enrolled in the Pilots has had both bright spots and 

limitations. Around two-thirds of those who enrolled in the Pilots have received invoiced services to 

date. This includes almost half of those reporting a housing need receiving housing services, which is a 

difficult need to address. It is likely that this percentage will rise as services that have already been 

delivered are invoiced, and as those in the pipeline to receive services receive them. At the same time, 

working to ensure as high a percentage of individuals who enroll in the Pilots as possible receive services 

is another major goal. Strategies to boost this number could include making modifications to the 

selection of services available and/or the processes for Pilot participants to receive services. 

 Fifth, the evolution of social needs reported followed an expected pattern. Needs were highest 

around the time of Pilot enrollment, and decreased over time. At this time, the magnitude of the 

decrease observed has been small, however, particularly given the overall goal of improving health, 

healthcare utilization, and healthcare cost. Two important factors for interpreting these findings, 
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however, are the relatively short amount of time individuals have been receiving services, and the 

relatively few (and unevenly distributed) follow-up assessments after receiving Pilot services. This makes 

it difficult to distinguish whether the impact of the services on needs is small, or whether there is 

selection bias such that those who continue to have needs are re-assessed, and those whose needs 

were successfully resolved do not receive further assessments. Distinguishing these possibilities will be a 

focus of subsequent analyses.  

 Sixth, we observed interesting potential variation in the effectiveness of different interventions. 

For example, healthy meal delivery was associated with lower probability of reporting a food need, 

among those who received a food service, compared with a food subsidy. This provides a justification for 

later parts of the Pilots, which emphasize a comparative effectiveness evaluation between services that 

can address social needs. However, at this time, results should be interpreted cautiously as there could 

be confounding factors related to why individuals received one type of intervention over another. 

 

Policy Implications 
 

We believe the key policy implication of the Pilots so far is that the intended structure of Pilot service 

delivery is feasible, capable of reaching those in need and delivering services to them, and may be 

offering benefits (albeit small on average) with regard to reducing health-related social needs. Overall, 

this supports continuing the Pilots with modifications, as suggested below, in order to better pursue the 

state of North Carolina’s goals to improve health for those experiencing health-related social needs.  

 

Interactions with Other State Initiatives 
 

In this first RCA, the focus has been on the performance of the Pilots, and thus we have not assessed 

how the Pilots integrate with other state initiatives. Such an assessment will be a part of subsequent 

evaluation activities.  
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Lessons Learned and Recommendations   
Lessons learned from this Rapid Cycle Assessment suggest several recommendations for alterations of 

Health Opportunities Pilots activities going forward. These are: 

 

1. Continue to Accelerate Enrollment in the Healthy Opportunities Pilots. This assessment period 

coincided with a planned ramp-up of Pilot services, which meant lower enrollment earlier in the 

period, and growing enrollment later in the assessment period. In subsequent assessment 

periods, greater enrollment in the Pilots is likely to be beneficial both for Medicaid beneficiaries 

and for the purposes of evaluation. If Medicaid beneficiaries who could benefit from Pilot 

services are not enrolled, it could leave them in need. Greater enrollment would also help 

increase the power of evaluation activities, and permit evaluation of a broader set of questions. 

This is particularly important for detecting differences in response to services across groups, and 

for more in-depth analysis of groups that are of interest to the state of North Carolina, but are 

less common among Pilot participants, such as pregnant individuals. Without adequate numbers 

of individuals from categories of interest, there will be substantial uncertainty in any conclusions 

drawn from evaluation activities. 

2. Ensure High Rates of Service Delivery. We found that around one third of individuals who 

enrolled in the Pilots did not have an invoice for Pilot services at time of the evaluation. This 

does not necessarily mean these individuals will not receive any Pilot services—this observation 

could reflect a lag in data from delivery of services to invoicing for them, or simply reflect the 

time needed for services to be arranged after enrollment in the Pilots. However, ensuring that 

as many individuals who enroll in the Pilots as possible do receive services is an important goal 

for the Pilots. Continuing to monitor service delivery will be important in subsequent periods.  

3. Collect Repeated Needs Assessments. As of this report, the short duration of participation for 

many individuals in the Pilots means that sufficient time for repeated needs assessments to 

occur may not yet have elapsed. However, ensuring these assessments do occur in subsequent 

periods is an important goal. A key feature of the Pilots is the use of needs assessments to help 

determine whether Pilot services are having their intended effect. If the services are not 

reducing needs, it is less likely that they will improve health, healthcare utilization, or healthcare 

spending. Finding that needs persist despite receiving services means that alternative services 

could be offered. On the other hand, if needs are being met, this would suggest that services are 
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working and should be continued, if the Pilot participant so desires. In addition, repeated 

assessments can serve to evaluate whether Pilot services are having their intended effect and 

suggest whether course corrections in service delivery are needed, which may increase the 

likelihood of achieving hoped-for effects in the summative phase of the evaluation. Thus, 

repeated assessment of needs periodically throughout Pilot participation is an important part of 

the program—both for participants and for NLs and HSOs who want to ensure the services being 

delivered are working as intended. As time goes on, it will be important to ensure processes for 

routine collection of health-related social needs information are implemented with fidelity. 

4. We Do Not Recommend Changes to Services at This Time. In this initial Rapid Cycle Assessment, 

we noted interesting signals that some services may be more effective at reducing needs than 

others. However, these should be interpreted as preliminary findings at this time. The 

associations observed may be confounded, and the sample sizes are small. Thus, we believe the 

best course of action is to continue delivering services to more Pilot participants, in order to 

collect more data. When more data are in hand, informed decisions about which services to 

continue, modify, or discontinue can be made. Although we do not recommend changes to 

specific services offered by the Pilots at this time, we do recommend that the state of North 

Carolina continue with the efforts it is making for operational improvements to the Pilots. Such 

planned improvements include those related to capacity building funding, streamlining the 

process of Pilot enrollment, and making the NCCARE360 data platform more user friendly. These 

improvements that the state of North Carolina plans to make are in accord with feedback 

provided by NLs and HSOs in surveys and qualitative interviews. 
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Attachments   
CMS Approved Evaluation Design 
 

Please see separate PDF of the CMS approved Evaluation Design 
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Healthy Opportunities Pilots Fee Schedule 
 

Please see separate PDF of the Healthy Opportunities Pilots Fee Schedule 
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Interview Guide 
 

Healthy Opportunities Pilots Evaluation 
 

Introduction 
Greeting: Hello, my name is _________ and I work with the evaluation team at University of North 
Carolina at Chapel Hill. The NC Department of Health and Human Services has asked us to evaluate 
North Carolina Medicaid’s Healthy Opportunities Pilots. I really appreciate you taking the time to 
participate in this interview.  
 
Purpose: I am part of a research team working on the evaluation to learn more about how organizations 
are preparing to provide services in the pilot regions. From these interviews, we would like to better 
understand what you are doing and how you plan to carry out these services. 
 
Confidentiality and Introduction: To start, I’d like to stress that we will keep everything said here today 
confidential. Also, nothing you say will be connected with your name. I hope that you will feel free to 
speak openly. I will ask you some specific questions, but the most important part of the discussion will 
be the information that you will share with us. Please know that there is no right or wrong answer to 
these questions. Our main goal is to learn from you and have you feel comfortable sharing your 
thoughts and experiences about this pilot work. Our discussion today will last about 30 minutes.  
 
(If applicable) As a thank you for your time and participation, we will send you (incentive information 
here) 
 
Before we begin, I would like to State that the conversation is being recorded to help us remember what 
is said during this interview. You may ask me to turn off the recorder at any time or simply say you do 
not want to answer a question.  
 
Do you have any questions before we begin?  May I start the recorders?   

 
START RECORDERS 

 
Section 1. Background and Context 

To start off, I would like to learn a little bit about you. Please tell me: 
 

• What is your role and how long you have been in this position? 
 

• What is your favorite thing about the work you do? 
 

Section 2. Organizational Capacity and Readiness 
One of the things I would like to learn more about is your organization. Let’s start off with staffing. 
 
Staffing 

1. How adequate is the current staffing structure for what you are being asked to do for this pilot 
implementation?  
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2. What changes, if any, happened in the staffing or organizational result? (Positions added, 

expanded, consolidated?) 
 

Services and Resources 
3. In terms of service and resources, tell me some of the key services and resources offered by 

your organization? 
 

a. What services or resources, if any, were newly added as a result of the Healthy 
Opportunities Pilots? 
 

b. What services or resources, if any, were modified or changed?  
 

c. What gaps in services or resources would you like to see addressed and added to the 
Healthy Opportunities Pilots?  

Financial Stability 

4. In terms of funding and revenue streams, how does provision of services through the Healthy 
Opportunities Pilots fit into other services offered and populations served by your organization? 

 
Readiness 

5. What most excites you about this Healthy Opportunities Pilot? 
 
a. What are the main benefits you see with this pilot? 

 
6. What most worries you about this Healthy Opportunities Pilot? 

 
a. What are the main challenges you see with this pilot? 

 
7. What would help you feel ready to successfully participate in the Healthy Opportunities Pilots? 

 
8. The Healthy Opportunities Pilots will provide an opportunity for cross-sectoral collaboration 

(e.g., Medicaid, housing policy, food policy etc) to address needs of the individuals served. If at 
all, how has the need to involved different sectors and associated regulatory environments 
affected your preparations?  
 

Section 3. Preparation for the Pilot 
9. What are your short term and long-term goals for your organization with regard to the Healthy 

Opportunities Pilots? 
 

10. If you were to picture a successful plan to provide services in your region, what are the key 
components involved in that plan? 
 
a. What has been most beneficial in your preparations to provide these services? 
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b. What has been most challenging in your preparations to provide these services?  
 

c. As the Healthy Opportunities Pilots are a Medicaid program, has that affected your 
preparations, and if so, how? 

 
Section 4. Networks and Partnerships 

11. Think back to when you first began planning for these programs and services. Who are the main 
partnerships that will collaborate to promote and provide support for this initiative?  This can 
include any individuals, community partners or agencies involved in this pilot. 
 
a. How did you choose who would be in this partnership? 

 
b. What are the key assets they bring to this collaboration? 

 
12. Thinking about your current partners, who is missing?  What other individuals, organizations, or 

agencies should be engaged in this work? 
 

Section 5. Communication 
13. What types of communication strategies are you using to promote your programs and services? 

 
a. Internally within your organization? 

 
b. Externally with your partnerships? 
 

14. To further enhance your work, what additional communication strategies should be considered 
or included? 

 
Section 6. Internal Evaluations 

15. Once services begin, what plans, if any, do you (or your organization) have to internally keep 
track of progress? 
 

a. What will be assessed? (How and when) 
 

Section 7. Closing 
16. We have talked about many different aspects of your programs and services. Based on our 

discussion today, what is one thing you feel is essential to enable effective delivery of pilot 
services in your region? 
 

17. What advice would you offer other organizations that seek to do this type of work? 
 

Is there anything else you feel we did not cover that I need to know? 
 
Thank you! 

TURN OFF RECORDERS  
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Qualitative Analysis Codebook 
 

Healthy Opportunities Pilots Evaluation Codebook 
 

Code Name Description Notes 
Section 1. Participant Background 

Participant codes refer to information about participant, their role or position and what excites them about the pilot. 
 

Participant Role 

Comments about participant’s role and how long they have been in this 
position. Also include any comments about favorite thing(s) about 
work. 
 

To supplement 
demographic info 
as needed 

Participant 
Excitement  
 

Comments about what most excites participant about this Healthy 
Opportunities Pilot.  
 

 

Section 2. Organizational Capacity and Readiness 
Organizational codes refer to information about the organization’s capacity and readiness as it relates to Healthy 
Opportunities Pilots. It includes comments about key components of staffing, services and resources, finances, and 
the impact of regulatory environment. 
 

Organ Staffing 

Comments about how adequate the current staffing structure is for 
pilot implementation and any changes (positions added, expanded, 
consolidated) that may have happened.  
 

 

Oran Services & 
Resources 
 

Comments about key service and resources offered by organization, 
including any newly added, modified or changed because of the 
Healthy Opportunities Pilots. Also include any comments about gaps in 
services or resources participant would like to see addressed and 
added.  
 

Subcodes: 
• Service 

Changes 
• Service Gaps 
 

Organ Financial 
Stability 
 

Comments about funding and revenue streams, or how provision of 
services through the Healthy Opportunities Pilots fit into other services 
offered and populations served by organizations 
 

 

Organ Regulatory 
Impact 

Comments about how the need to involve different sectors and 
associated regulatory environments affected organization’s 
preparations 
 

 

Section 3. Preparation for the Pilot 
Prep codes refer to the goals, components of success, benefits and challenges, and the impact of Medicaid on 
preparations. 
 

Prep Goals 
Comments about short term and long-term goals for organizations with 
regard to the Healthy Opportunities Pilots 
 

 

Prep Benefits & 
Success 

Comments about what has been most beneficial in the preparations to 
provide these services. Also include comments about what may be 
viewed as the main benefits this pilot. 
 
(Edits 07.06.22) Combine code with PREP SUCCESS: 

Subcodes: 
• Benefit Prep 
• Benefit Pilot 
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Code Name Description Notes 
Comments about the key components involved in a successful plan to 
provide these services. Also include comments about what would help 
organizations feel ready to successfully participate in the Healthy 
Opportunities Pilots 
 

Prep Challenges 

Comments about what has been most challenging in the preparations 
to provide these services. Also include comments about what most 
worries participants about this Healthy Opportunities Pilot or the main 
challenges seen with this pilot. 
 

Subcodes: 
• Challenge Prep 
• Challenge Pilot 
 

Prep Medicaid 
Comments about any affect the Medicaid program has on 
organization’s preparations 
 

 

Section 4. Networks and Partnerships 
Partnership code refers to the partners and collaborators who play a role in the Healthy Opportunity Pilot, reasons for 
their selection and involvement and their contributions. It also includes individuals, community partners or agencies 
that are missing and should be involved in this work. 
 

Partnerships 

Comments about who are the main partnerships and collaborations 
involved in this initiative, including individuals, community partners or 
agencies involved in this pilot. Also include comments about how 
partners were selected and key assets they bring to this collaboration. 
Use this code for any comments about missing individuals, 
organizations, or agencies that should be engaged in this work. 
 

Subcodes: 
• Partners Assets 
• Partners 

Missing 
 

Section 5. Communication 
Communication code refers to types of strategies being used to promote programs and services within and outside of 
organizations. 
 

Communication  

Comments about types of communication strategies being using to 
promote programs and services, both internally within organizations 
and externally with your partnerships. Also include comments any 
additional communication strategies that should be considered or 
included to enhance this work. 
 

Subcodes: 
• Comm Internal  
• Comm External   
• Comm Add 

Section 6. Internal Evaluations 
Internal Eval codes refer to any plans or things that will be assessed internally to track progress once service begins. 
 

Internal Eval 

Comments about what plans or things that will be assessed (how and 
when) internally to track progress once service begins. Also include any 
comments about the ABSENCE of internal plans for tracking progress 
 

 

Additional Codes 

Recommendations 

Comments about what participants feel is essential to enable effective 
delivery of pilot services in their region. Also include any advice would 
for other organizations that seek to do this type of work 
 

 

Quotables 
Comments about any particular aspects of the HOP that are particularly 
important and well articulated that should be noted for inclusion in 
final reports, presentations. 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 


Centers for Medicare & Medicaid Services 


7500 Security Boulevard, Mail Stop S2-25-26 


Baltimore, Maryland 21244-1850 


 


State Demonstrations Group 


August 15, 2019 


Dave Richard 


Deputy Secretary for Medical Assistance 
North Carolina Department of Health and Human Services 


2001 Mail Service Center 


Raleigh, NC 27699-2001 


Dear Mr. Richard: 


On July 25, 2019, the state of North Carolina submitted to the Centers for Medicare & Medicaid 


Services (CMS) a final evaluation design for the Enhanced Case Management and Other 


Services Pilot (ECM), a component of the state’s section 1115(a) demonstration entitled “North 


Carolina Medicaid Reform” (Project No. 11-W-00313/4) approved on October 24, 2018. The 


evaluation design was submitted in fulfillment of the requirement for an ECM Pilot Program 


evaluation design as described in the special term and condition (STC) 21(P)(vii) of section VII. 


 


I am pleased to inform you that CMS has approved North Carolina’s evaluation design for the 


ECM Pilot Program. The design is consistent with the requirements outlined in the applicable 


demonstration STC’s. We appreciate the state’s commitment to a rigorous evaluation approach 


of their initiative. 


 


CMS has added the approved ECM Pilot Program evaluation design to the demonstration STCs 


as part of Attachment H. A copy of the STCs that includes the new attachment is enclosed with 


this letter. Per 42 CFR 431.424(c), the approved evaluation design may now be posted to the 


state’s Medicaid website within thirty days of CMS approval. CMS will also post the approved 


evaluation design as a standalone document separate from the STCs on Medicaid.gov. 


 


We look forward to our continued partnership with you and your team on the North Carolina 


section 1115 demonstration. If you have any questions, please contact your project officer, 


Sandra Phelps, at Sandra.Phelps@cms.hhs.gov. 


 


Sincerely, 


 


/s/ 


 


Angela D. Garner 


Director 


Division of System Reform Demonstrations 



mailto:Sandra.Phelps@cms.hhs.gov





   


 


   


 


Page 2 – Mr. Dave Richard 


 
 


Enclosure 


 


cc: Bill Brooks, Director of Field Operations South 


Shantrina Roberts, Deputy Director of Field Operations South 
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This program is operated under an 1115 Demonstration that was approved by the Centers for 


Medicare & Medicaid Services on October 24, 2018. 
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General Background Information 


 
Health is affected by many factors beyond the medical care provided within the walls of a 


hospital or clinic. While access to high-quality medical care is critical, research shows that 


up to 80 percent of a person’s health is determined by social and environmental factors and 


the behaviors that emerge as a result.1,2 A substantial body of research has established that 


having an unmet resource need—including experiencing housing instability3, food 


insecurity4, unmet transportation needs5, and interpersonal violence or toxic stress6,7—can 


significantly and negatively impact health and well-being, as well as increase healthcare 


utilization and costs.1,8–11 On the other hand, addressing those needs can potentially 


improve health and healthcare utilization, which in turn can lower healthcare costs. For 


example, research indicates that providing housing assistance to adults who have physical 


and/or behavioral co-morbidities and are experiencing homelessness decreases 


unnecessary use of hospital care and associated healthcare costs.12–14 Similarly, reducing 


the presence of asthma triggers (such as moldy carpets and broken air conditioners) in a 


child’s home can reduce hospital visits and related costs15,16, and nutritional assistance 


interventions have been associated with lower healthcare costs for food insecure 


individuals.17,18 Notably, however, much of the research conducted to date has evaluated 


discrete interventions for specific, high-need populations, leaving unanswered critical 


questions regarding whether— and how—to scale and sustainably fund the integration of 


non-medical services into the healthcare system on a population-wide basis. 


As such, North Carolina has designed the Enhanced Case Management and Other 


Services Pilots (the ‘Pilots’) to test evidence-based non-medical interventions for their 
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direct impact on North Carolina’s Medicaid beneficiaries’ health outcomes and healthcare 


costs, and then incorporate findings into the Medicaid program through various potential 


means, including changes to State Plan benefits, payment models including value-based 


payments, risk adjustment based on social needs, or other methods. 


The Pilots were approved as one component of the North Carolina Medicaid Reform 


Demonstration and will cover the period November 1, 2019 through October 31, 2024. This 


evaluation design is specific to the Enhanced Case Management and Other Services Pilots 


and does not cover other elements of the 1115 demonstration, which will be the subject of 


a separate evaluation design. 


The Pilots will be described in more detail below, but in brief they require Prepaid 


Health Plans (PHPs) to cover evidence-based interventions that address housing instability, 


transportation insecurity, food insecurity, and interpersonal violence/toxic stress for a 


subset of Medicaid beneficiaries. PHPs and their care managers will be responsible for 


determining who is eligible to receive the services and which services they will receive. A 


network of community-based organizations and social services agencies (collectively called 


‘human service organizations’ [HSOs]) will deliver pilot services and will be established, 


managed and overseen by Lead Pilot Entities (LPEs), organizations that will serve as the 


essential connection between PHPs and HSOs, along with the beneficiaries clinical care 


team when appropriate. The coordination among these entities, and infrastructure 


necessary to support it, will help to address beneficiaries’ non-medical needs in a way that 


conventional healthcare has not been able to do. 
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Evaluation of the pilots will utilize rapid cycle assessment, “a process by which 


practical problems are identified and addressed using analysis methods that are 


incremental and contextually informed”19 — in order to efficiently ascertain which 


interventions are most promising, and which are not— which will be synthesized into an 


interim evaluation. This will then lead into a rigorous summative evaluation that will test 


the effectiveness of these programs using the strongest study design available, a 


randomized evaluation. This will provide not only evidence regarding effectiveness but will 


also provide a pathway to take what has been learned and operationalize it for state-wide 


implementation. This pathway will provide guidance using both health economic 


methodology in order to develop strategies to embed findings into the Medicaid benefit 


package and delivery and payment system, and implementation science methodology to 


codify best practices that will enable implementation and dissemination of effective 


interventions to scale statewide. 


The Pilots have not yet been implemented and this evaluation design will apply to 


the initial implementation of the Enhanced Case Management and Other Services Pilots. 


The Enhanced Case Management and Other Services Pilots will focus on certain 


high-risk, high-need individuals who meet both physical/behavioral health needs (Table 


1) and risk factor (Table 2) criteria. 


Table 1: Physical/Behavioral Health Needs-Based Criteria 
Eligibility Category Age Needs-Based Criteria (at least one, per eligibility category) 


 
 
 


Adults 


≥21 • 2 or more chronic conditions. Chronic conditions that qualify an 
individual for pilot enrollment include: BMI over 25, blindness, chronic 
cardiovascular disease, chronic pulmonary disease, congenital 
anomalies, chronic disease of the alimentary system, substance use 
disorder, chronic endocrine and cognitive conditions, chronic 
musculoskeletal conditions, chronic neurological disease and chronic 
renal failure, in accordance with Social Security Act section 1945(h)(2). 
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  • Repeated incidents of emergency department use (defined as more 
than four visits per year) or hospital admissions (≥1 in past year). 


 
 
 


 
Pregnant Women 


Any • Multifetal gestation 
• Chronic condition likely to complicate pregnancy, including 


hypertension and mental illness 
• Current or recent (month prior to learning of pregnancy) use of drugs 


or heavy alcohol 
• Adolescent ≤ 15 years of age 
• Advanced maternal age, ≥ 40 years of age 
• Less than one year since last delivery 
• History of poor birth outcome including: preterm birth, low birth 


weight, fetal death, neonatal death 


 
 
 
 
 
 
 
 
 


Children 


0-3 • Neonatal intensive care unit graduate 
• Neonatal Abstinence Syndrome 
• Prematurity, defined by births that occur at or before 36 completed 


weeks gestation 
• Low birth weight, defined as weighing less than 2500 grams or 5 


pounds 8 ounces upon birth 
• Positive maternal depression screen at an infant well-visit 


0-21 • One or more significant uncontrolled chronic conditions or one or 
more controlled chronic conditions that have a high risk of becoming 
uncontrolled due to unmet social need, including: asthma, diabetes, 
underweight or overweight/obesity as defined by having a BMI of 
<5th or >85th %ile for age and gender, developmental delay, cognitive 
impairment, substance use disorder, behavioral/mental health 
diagnosis (including a diagnosis under DC: 0-5), attention- 
deficit/hyperactivity disorder, and learning disorders 


• Experiencing three or more categories of adverse childhood 
experiences (e.g. Psychological, Physical, or Sexual Abuse, or 
Household dysfunction related to substance abuse, mental illness, 
parental violence, criminal behavioral in household) 


• Enrolled in North Carolina’s foster care or kinship placement system 


 
 


 
Table 2: Social Risk Factors 
Risk Factor Definition 


Homelessness and Housing 
Insecurity 


Homelessness, as defined in 42 C.F.R. § 254b(h)(5)(A), and housing insecurity, as 
defined based on questions used to establish housing insecurity in the 
Accountable Health Communities Health Related Screening Tool. 


Food Insecurity As defined by the US Department of Agriculture commissioned report on Food 
Insecurity in America: 
• Low Food Security: reports of reduced quality, variety, or desirability of diet. 
Little or no indication of reduced food intake. 
• Very low food security: Reports of multiple indications of disrupted eating 
patterns and reduced food intake 


Transportation Insecurity Defined based on questions used to establish transportation insecurities in the 
Accountable Health Communities Health Related Screening Tool. 


At risk of, witnessing, or 
experiencing interpersonal 
violence 


Defined based on questions used to establish interpersonal violence in the 
Accountable Health Communities Health Related Screening Tool. 
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Hypotheses and Evaluation Questions 


 
The overarching goal of the Enhanced Case Management and Other Services Pilots is to 


improve health, healthcare utilization, and/or healthcare costs. They do this by making 


available services that are in addition to the physical, behavioral and non-medical services 


and care management that will be available to all North Carolina Medicaid Beneficiaries 


enrolled in Managed Care via the overall 1115 demonstration. North Carolina recognizes 


the impact of social risk factors, particularly those related to food, housing, transportation, 


and interpersonal violence, on health outcomes, and is interested in rigorously evaluating 


innovative strategies to help address these issues. As such, the goal of the pilots is directly 


in keeping with the overall goals of the Medicaid program, particular to provide medical 


assistance to vulnerable populations. 


To meet these goals, North Carolina has a created a program whereby a Lead Pilot 


Entity (LPE) will serve a critical role in bridging the gap between health and human service 


organizations, contracting with the prepaid health plans (PHP) to develop, manage and 


oversee a network of HSOs providing pilot services to their eligible enrollees. It is critical 


that a Lead Pilot Entity be rooted in its community, understand its community dynamics, 


and be able to pull together a range of organizations with disparate expertise and 


experience to build partnerships and create a smooth experience for Pilot participants. By 


harnessing local strengths and knowledge, LPEs are well positioned to ensure effective, 


efficient service provision to eligible beneficiaries. 


The evaluation of the Enhanced Case Management and Other Services Pilots will 


assess both the LPE’s role in the Pilots and the effectiveness of the services provided. 
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Ultimately, North Carolina plans to incorporate what is learned from the pilot evaluation 


into a state-wide scale up of effective programs in order to improve health for Medicaid 


beneficiaries across the state of North Carolina. 


This section of the evaluation design details the hypotheses that will be tested and 


the evaluation questions that will be answered to help support North Carolina’s aims. 


Further, the evaluation design table (Table 3) provides an overview of the measures used, 


methods, and timeframe of the hypothesis testing, with more detail provided in the 


Methodology section that immediately follows. For the first two evaluation questions, an 


overall (non-population specific) assessment will be made. For the remaining questions, 


the evaluation will consider effects in eligibility categories (adults, pregnant women, 


children 0-3 [with additional needs-based criteria], and children/adolescents 0-21 [with 


additional needs-based criteria]).a As we discuss further in the Methodology section, for 


Hypothesis 6, which involves cost of care, we will focus our examination on the adult 


population. A brief description of analytic methods used is presented in the Table 3 


footnote, with extensive detail in the Methodology section. 


Following this, a driver diagram (Figure 1) depicts the rationale for the evaluation 


plan. In this view, the necessary secondary drivers are effective identification of eligible 


beneficiaries, enrollment and retention of beneficiaries in a Pilot that can make use of a 


robust network of resources to meet individuals’ need(s), tailoring of services to 


individual’s need(s), and fostering close collaboration between the individual, their health 


 


 


aAs short-hand, we refer to these eligibility categories by age or pregnancy status, but we note that there are 
additional criteria that further define these categories, and thus the categories are not fully defined by 
age/pregnancy status. 
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plan, the lead pilot entity, and service providers. This allows for reduction of social risk and 


improved clinical care, which in turn will promote the aim of the pilot, improvements in 


health, healthcare utilization, and healthcare cost. In determining whether the Enhanced 


Case Management and Other Services Pilots have met their aims, we believe it is important 


to take a nuanced approach that combines different outcome domains, including 


quantitative data on health outcomes and quality metrics, qualitative data on patient- 


reported outcomes, utilization data, and cost of care data. Interpreting findings from one 


domain in isolation is less important than understanding the cross-domain impact of the 


Pilots. For example, a component of the Pilots that produces smaller improvements in 


quality metrics while substantially increasing the patient experience of care and at low cost 


may be more in keeping with the overarching goals of the pilots than a component that 


produces slightly larger improvements in quality metrics but has no effect on patient- 


reported outcomes and is more expensive. The driver diagram offers a high-level, 


qualitative depiction. For specific, measurable goals related to the key outcome domains, 


further discussion is offered in the Evaluation Measures section, below. 


 
 


Hypotheses and Evaluation Questions 


Hypothesis 1: LPEs will enable effective delivery of Pilot services. 


Evaluation Question 1a: How do LPEs establish the necessary infrastructure, 


workforce, and data systems needed to effectively contract with and build the 
capacity of a network of HSOs? 


Evaluation Question 1b: How do LPEs oversee and maintain the ability of a 
network of HSOs to deliver pilot services, once established? 


Hypothesis 2: The Enhanced Case Management and Other Services Pilot program will 
increase rates of Medicaid enrollees screened for social risk factors and connected to 
services that address these risk factors. 
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Evaluation Question 2a: Do the PHPs and care management entities participating 


in the Enhanced Case Management and Other Services Pilot in some regions of 


the state screen a higher proportion of Medicaid beneficiaries for their social 


risk factors, compared with PHPs and care management entities in areas of 


North Carolina not participating in the Enhanced Case Management and Other 


Services Pilot programs? 


Evaluation Question 2b: Do PHPs and care management entities participating in 


the Enhanced Case Management and Other Services Pilots programs connect a 


higher proportion of Medicaid beneficiaries identified to have social risk factors 


to services that address these risk factors, compared with PHPs and care 


management entities not participating in an Enhanced Case Management and 


Other Services Pilots program? 


Hypothesis 3: The Enhanced Case Management and Other Services Pilot program will 
measurably improve the qualifying social risk factors in participants. 


Evaluation Question 3a: Do Pilot services improve social risk factors in 


qualifying adults (age ≥ 22 years)? 


Evaluation Question 3b: Do Pilot services improve social risk factors in 
qualifying pregnant women? 


Evaluation Question 3c: Do Pilot services improve social risk factors in qualifying 
young children (age 0-3 years)? 


Evaluation Question 3d: Do Pilot services improve social risk factors in 
qualifying children/adolescents (age 0-21 years)? 


Hypothesis 4: The Enhanced Case Management and Other Services Pilot program will 
measurably improve health outcomes in participants. 


Evaluation Question 4a: Do Pilot services improve health outcomes, including 


patient-reported outcomes (PRO), experience of care, and quality of care 
metrics, in adults (age ≥ 22 years) with qualifying health and social risk factors? 


Evaluation Question 4b: Do Pilot services improve health outcomes, including 
patient-reported outcomes (PRO), experience of care, and quality of care 


metrics, in pregnant women with qualifying health and social risk factors? 


Evaluation Question 4c: Do Pilot services improve health outcomes, including 


PRO for parents and as reported by proxy, and quality of care metrics, in young 
children (age 0-3 years) with qualifying health and social risk factors? 


Evaluation Question 4d: Do Pilot services improve health outcomes, including 


patient-reported outcomes (PRO), experience of care, and quality of care metrics 
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in children/adolescents (age 0-21 years) with qualifying health and social risk 


factors? 


Hypothesis 5: The Enhanced Case Management and Other Services Pilot program will 
measurably improve healthcare utilization in participants. 


Evaluation Question 5a: Do Pilot services improve healthcare utilization, 


including increasing primary care and preventive services/wellness utilization, 


and decreasing hospitalization and emergency department visits, in adults (age 
> 22 years) with qualifying health and social risk factors? 


Evaluation Question 5b: Do Pilot services improve healthcare utilization, 
including increasing prenatal and postnatal care, in pregnant women with 


qualifying health and social risk factors? 


Evaluation Question 5c: Do Pilot services improve healthcare utilization, 


including increasing primary care and preventive services/wellness utilization, 


and decreasing emergency department visits and hospitalizations, in young 


children (age 0-3 years) with qualifying health and social risk factors? 


Evaluation Question 5d: Do Pilot services improve healthcare utilization, 


including increasing primary care and preventive services/wellness utilization, 


and decreasing emergency department visits and hospitalizations, in 


children/adolescents (age 0-21 years) with qualifying health and social risk 


factors? 


Hypothesis 6: Enhanced Case Management and Other Services Pilot services will 
measurably improve healthcare costs. 


Evaluation Question 6a: Do Pilot services improve total per beneficiary Medicaid 
expenditure in adults (age > 22 years) with qualifying health and social risk 
factors? 
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Table 3: Evaluation design for Hypotheses and 1-6 


Goal(s) 
Addressed 


 
Hypothesis 


Evaluation 
Question, 


Abbreviated 


Pilot 
Pop. 


Health- 
Based Risk 


Factor 


Process 
Measure(s) 


Outcome Measure(s) 
Sample or. 


subgroups to be 
compared 


 
Analytic Methods 


Data 
Source 


Approximate Time 
Period of 


Assessment 


Health 
Outcomes, 
Utilization, 
Cost 


H1 - LPEs will 
enable 
effective 
delivery of 
Pilot services 


1a – LPE 
infrastructur 
e, 
workforce, 
and data 
systems 


All All n/a Start date of service 
provision 


All pilot 
programs 


Descriptive 
statistics 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report 


Begin: Nov 2019 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
Outcomes, 
Utilization, 
Cost 


H1 - LPEs will 
enable 
effective 
delivery of 
Pilot services 


1a – LPE 
infrastructur 
e, 
workforce, 
and data 
systems 


All All n/a Case Studies of LPEs All pilot 
programs 


Qualitative/Imple 
mentation 
analysis 


Primary 
Data 
Collectio 
n 


Begin: Nov 2019 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
Outcomes, 
Utilization, 
Cost 


H1 - LPEs will 
enable 
effective 
delivery of 
Pilot services 


1b –LPE 
service 
delivery 


All All n/a Case Studies of LPEs All pilot 
programs 


Qualitative/Imple 
mentation 
analysis 


Primary 
Data 
Collectio 
n 


Begin: Nov 2019 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


           


Health 
Outcomes, 
Utilization, 
Cost 


H2 - The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
program will 
increase rates 
of Medicaid 
enrollees 
screened for 
social risk 
factors and 
connected to 
services that 
address these 
risk factors 


2a – Social 
risk 


All All n/a Rate of Screening for 
Unmet Social Needs 


All pilot 
participants 
compared with 
non-pilot areas 


Chi-squared tests Care 
Needs 
Screening 
Report 


Begin: Nov 2020 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
Outcomes, 
Utilization, 
Cost 


H2 - The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 


2b – 
Connection 
to services 


All All n/a Positive Screens for 
Unmet Social Needs; 
Proportion Connected 
to Services; Number of 
Beneficiaries Served; 
Number Lost to Follow- 


All pilot 
participants 
compared with 
non-pilot areas 


Chi-squared tests Care 
Needs 
Screening 
Report, 
Enhanced 
Care 


Begin: Nov 2020 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 
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Goal(s) 
Addressed 


 


Hypothesis 
Evaluation 
Question, 


Abbreviated 


Pilot 
Pop. 


Health- 
Based Risk 


Factor 


Process 
Measure(s) 


Outcome Measure(s) 
Sample or. 


subgroups to be 
compared 


 


Analytic Methods 
Data 


Source 


Approximate Time 
Period of 


Assessment 


 program will 
increase rates 
of Medicaid 
enrollees 
screened for 
social risk 
factors and 
connected to 
services that 
address these 
risk factors 


    Up; Number 
Withdrawn; Number 
Completed 


  Manage 
ment 
Pilot 
Report 


 


           


Health 
Outcomes, 
Utilization, 
Cost 


H3 – The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
program will 
measurably 
improve the 
qualifying 
social risk 
factors in 
participants 


3a – Do Pilot 
services 
improve 
social risk 
factors in 
qualifying 
adults? 


Adults All Pilot 
Participant 
s 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Improved social risk 
factors 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Care 
Needs 
Screening 
Report, 
Enhanced 
Care 
Manage 
ment 
Pilot 
Report 


Begin: Feb 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
Outcomes, 
Utilization, 
Cost 


H3 – The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
program will 
measurably 
improve the 
qualifying 
social risk 
factors in 
participants 


3a – Do Pilot 
services 
improve 
social risk 
factors in 
qualifying 
adults (over 
22)? 


Adults High 
healthcare 
utilization 
(≥2 
inpatient 
admissions 
or ≥4 
emergency 
departmen 
t visits in 
12 months 
prior to 
pilot 
enrollment 
) 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Improved social risk 
factors 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Care 
Needs 
Screening 
Report, 
Enhanced 
Care 
Manage 
ment 
Pilot 
Report 


Begin: Feb 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
Outcomes, 


H3 – The 
Enhanced 
Case 


3a – Do Pilot 
services 
improve 


Adults Hypertensi 
on 


Number of 
pilot 
participants; 


Improved social risk 
factors 


All pilot 
participants 
compared with 


Interrupted time 
series, regression 
with generalized 


Care 
Needs 
Screening 


Begin: Feb 2021 
End of Pilot 
Services: Oct 2024 
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Goal(s) 
Addressed 


 


Hypothesis 
Evaluation 
Question, 


Abbreviated 


Pilot 
Pop. 


Health- 
Based Risk 


Factor 


Process 
Measure(s) 


Outcome Measure(s) 
Sample or. 


subgroups to be 
compared 


 


Analytic Methods 
Data 


Source 


Approximate Time 
Period of 


Assessment 


Utilization, 
Cost 


Management 
and Other 
Services Pilot 
program will 
measurably 
improve the 
qualifying 
social risk 
factors in 
participants 


social risk 
factors in 
qualifying 
adults (over 
22)? 


  Pilot 
services 
utilization 
and 
retention 
rates 


 pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Report, 
Enhanced 
Care 
Manage 
ment 
Pilot 
Report 


Final Assessment: 
April 2026 


Health 
Outcomes, 
Utilization, 
Cost 


H3 – The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
program will 
measurably 
improve the 
qualifying 
social risk 
factors in 
participants 


3a – Do Pilot 
services 
improve 
social risk 
factors in 
qualifying 
adults (over 
22)? 


Adults Diabetes 
Mellitus 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Improved social risk 
factors 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Care 
Needs 
Screening 
Report, 
Enhanced 
Care 
Manage 
ment 
Pilot 
Report 


Begin: Feb 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
Outcomes, 
Utilization, 
Cost 


H3 – The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
program will 
measurably 
improve the 
qualifying 
social risk 
factors in 
participants 


3b – Do Pilot 
services 
improve 
social risk 
factors in 
qualifying 
pregnant 
women? 


Pregnant 
Women 


History of 
poor birth 
outcome 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Improved social risk 
factors 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Care 
Needs 
Screening 
Report, 
Enhanced 
Care 
Manage 
ment 
Pilot 
Report 


Begin: Feb 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
Outcomes, 
Utilization, 
Cost 


H3 – The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
program will 


3b – Do Pilot 
services 
improve 
social risk 
factors in 
qualifying 


Pregnant 
Women 


Gives birth 
while 
enrolled 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 


Improved social risk 
factors 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 


Care 
Needs 
Screening 
Report, 
Enhanced 
Care 
Manage 


Begin: Feb 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 
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Goal(s) 
Addressed 


 


Hypothesis 
Evaluation 
Question, 


Abbreviated 


Pilot 
Pop. 


Health- 
Based Risk 


Factor 


Process 
Measure(s) 


Outcome Measure(s) 
Sample or. 


subgroups to be 
compared 


 


Analytic Methods 
Data 


Source 


Approximate Time 
Period of 


Assessment 


 measurably 
improve the 
qualifying 
social risk 
factors in 
participants 


pregnant 
women? 


  retention 
rates 


 with non-pilot 
areas 


difference 
analysis 


ment 
Pilot 
Report 


 


Health 
Outcomes, 
Utilization, 
Cost 


H3 – The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
program will 
measurably 
improve the 
qualifying 
social risk 
factors in 
participants 


3c – Do Pilot 
services 
improve 
social risk 
factors in 
qualifying 
young 
children 
(age 0-3 
years)? 


Children 
aged 
0-3 


NICU grad Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Improved social risk 
factors 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Care 
Needs 
Screening 
Report, 
Enhanced 
Care 
Manage 
ment 
Pilot 
Report 


Begin: Feb 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
Outcomes, 
Utilization, 
Cost 


H3 – The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
program will 
measurably 
improve the 
qualifying 
social risk 
factors in 
participants 


3c – Do Pilot 
services 
improve 
social risk 
factors in 
qualifying 
young 
children 
(age 0-3 
years)? 


Children 
aged 
0-3 


Positive 
maternal 
depression 
screen 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Improved social risk 
factors 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Care 
Needs 
Screening 
Report, 
Enhanced 
Care 
Manage 
ment 
Pilot 
Report 


Begin: Feb 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
Outcomes, 
Utilization, 
Cost 


H3 – The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
program will 
measurably 
improve the 
qualifying 


H3d – Do 
Pilot 
services 
improve 
social risk 
factors in 
qualifying 
children/ado 
lescents 


Children 
/adolesce 
nts aged 
0-21 


Experiencin 
g 3 or more 
ACEs 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Improved social risk 
factors 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Care 
Needs 
Screening 
Report, 
Enhanced 
Care 
Manage 
ment 
Pilot 
Report 


Begin: Feb 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 







Attachment H: Enhanced Case Management and Other Services Pilot Program 
Evaluation Design 


Table 3: Evaluation design for Hypotheses and 1-6 


Page 16 of 73 


 


 


Goal(s) 
Addressed 


 


Hypothesis 
Evaluation 
Question, 


Abbreviated 


Pilot 
Pop. 


Health- 
Based Risk 


Factor 


Process 
Measure(s) 


Outcome Measure(s) 
Sample or. 


subgroups to be 
compared 


 


Analytic Methods 
Data 


Source 


Approximate Time 
Period of 


Assessment 


 social risk 
factors in 
participants 


(age 0-21 
years)? 


        


Health 
Outcomes, 
Utilization, 
Cost 


H3 – The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
program will 
measurably 
improve the 
qualifying 
social risk 
factors in 
participants 


H3d – Do 
Pilot 
services 
improve 
social risk 
factors in 
qualifying 
children/ado 
lescents 
(age 0-21 
years)? 


Children/ 
adolescen 
ts aged 


0-21 


Asthma Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Improved social risk 
factors 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Care 
Needs 
Screening 
Report, 
Enhanced 
Care 
Manage 
ment 
Pilot 
Report 


Begin: Feb 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


           


Health 
Outcomes 


H4 – The 
Enhanced 
Case 
Management 
and Other 
Service Pilot 
program will 
measurably 
improve 
health 
outcomes in 
participants 


4a – Do Pilot 
services 
improve 
health 
outcomes in 
qualifying 
adults? 


Adults All Pilot 
Participant 
s 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


PRO; Experience of care All pilot 
participants 
compared with 
pre-intervention 
measurements; 
Purposeful 
sample for 
qualitative 
assessment 


Interrupted time 
series, 
difference-in- 
difference 
analysis, 
regression with 
generalized 
estimating 
equations (GEE); 
qualitative 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Primary 
Data 
Collectio 
n 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
outcomes 


H4 – The 
Enhanced 
Case 
Management 
and Other 
Service Pilot 
program will 
measurably 
improve 
health 
outcomes in 
participants 


4a – Do Pilot 
services 
improve 
health 
outcomes in 
qualifying 
adults? 


Adults High 
healthcare 
utilization 
(≥2 
inpatient 
admissions 
or ≥4 
emergency 
departmen 
t visits in 
12 months 
prior to 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


PRO; Experience of care All pilot 
participants 
compared with 
pre-intervention 
measurements; 
Purposeful 
sample for 
qualitative 
assessment 


Interrupted time 
series, 
difference-in- 
difference 
analysis, 
regression with 
generalized 
estimating 
equations (GEE); 
qualitative 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Primary 
Data 
Collectio 
n 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 
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Goal(s) 
Addressed 


 


Hypothesis 
Evaluation 
Question, 


Abbreviated 


Pilot 
Pop. 


Health- 
Based Risk 


Factor 


Process 
Measure(s) 


Outcome Measure(s) 
Sample or. 


subgroups to be 
compared 


 


Analytic Methods 
Data 


Source 


Approximate Time 
Period of 


Assessment 


    pilot 
enrollment 
) 


      


Health 
Outcomes 


H4 – The 
Enhanced 
Case 
Management 
and Other 
Service Pilot 
program will 
measurably 
improve 
health 
outcomes in 
participants 


4a – Do Pilot 
services 
improve 
health 
outcomes in 
qualifying 
adults? 


Adults Hypertensi 
on 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


PRO; Experience of 
care; BP < 140/90 
(summative) 


All pilot 
participants 
compared with 
pre-intervention 
measurements; 
Purposeful 
sample for 
qualitative 
assessment 


Interrupted time 
series, 
difference-in- 
difference 
analysis, 
regression with 
generalized 
estimating 
equations (GEE); 
qualitative 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Primary 
Data 
Collectio 
n, Claims 
and 
Encounte 
r Data 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
outcomes 


H4 – The 
Enhanced 
Case 
Management 
and Other 
Service Pilot 
program will 
measurably 
improve 
health 
outcomes in 
participants 


4a Do Pilot 
services 
improve 
health 
outcomes in 
qualifying 
adults? 


Adults Diabetes 
Mellitus 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


PRO; Experience of 
care; BP < 140/90 
(summative), HbA1c < 
9.0% (summative) 


All pilot 
participants 
compared with 
pre-intervention 
measurements; 
Purposeful 
sample for 
qualitative 
assessment 


Interrupted time 
series, 
difference-in- 
difference 
analysis, 
regression with 
generalized 
estimating 
equations (GEE); 
qualitative 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Primary 
Data 
Collectio 
n, Claims 
and 
Encounte 
r Data 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
outcomes 


H4 – The 
Enhanced 
Case 
Management 
and Other 
Service Pilot 
program will 
measurably 
improve 
health 
outcomes in 
participants 


4b – Do Pilot 
services 
improve 
health 
outcomes in 
qualifying 
pregnant 
women? 


Pregnant 
Women 


History of 
poor birth 
outcome 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


PRO; Experience of 
care; Reduction in live 
births weighing less 
than 2,500 grams 
(summative) 


All pilot 
participants 
compared with 
pre-intervention 
measurements; 
Purposeful 
sample for 
qualitative 
assessment 


Interrupted time 
series, 
difference-in- 
difference 
analysis, 
regression with 
generalized 
estimating 
equations (GEE); 
qualitative 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Primary 
Data 
Collectio 
n, Claims 
and 
Encounte 
r Data 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 
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Goal(s) 
Addressed 


 


Hypothesis 
Evaluation 
Question, 


Abbreviated 


Pilot 
Pop. 


Health- 
Based Risk 


Factor 


Process 
Measure(s) 


Outcome Measure(s) 
Sample or. 


subgroups to be 
compared 


 


Analytic Methods 
Data 


Source 


Approximate Time 
Period of 


Assessment 


Health 
outcomes 


H4 – The 
Enhanced 
Case 
Management 
and Other 
Service Pilot 
program will 
measurably 
improve 
health 
outcomes in 
participants 


4b – Do Pilot 
services 
improve 
health 
outcomes, 
including 
patient- 
reported 
outcomes 
(PRO), 
experience 
of care, and 
quality of 
care metrics, 
in pregnant 
women with 
qualifying 
health and 
social risks 
factors? 


Pregnant 
Women 


Gives birth 
while 
enrolled 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


PRO; Experience of care All pilot 
participants 
compared with 
pre-intervention 
measurements; 
Purposeful 
sample for 
qualitative 
assessment 


Interrupted time 
series, 
difference-in- 
difference 
analysis, 
regression with 
generalized 
estimating 
equations (GEE); 
qualitative 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Primary 
Data 
Collectio 
n 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
outcomes 


H4 – The 
Enhanced 
Case 
Management 
and Other 
Service Pilot 
program will 
measurably 
improve 
health 
outcomes in 
participants 


4c – Do Pilot 
services 
improve 
health 
outcomes in 
quality of 
care metrics, 
in qualifying 
children 
(age 0-3 
years)? 


Children 
aged 
0-3 


NICU grad Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


PRO for parent; Child 
Health Measures (Life 
Skills Progression) 


All pilot 
participants 
compared with 
pre-intervention 
measurements; 
Purposeful 
sample for 
qualitative 
assessment for 
parent/guardian 


Interrupted time 
series, 
difference-in- 
difference 
analysis, 
regression with 
generalized 
estimating 
equations (GEE); 
qualitative 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Primary 
Data 
Collectio 
n, Claims 
and 
Encounte 
r Data, 
NC 
Division 
of Public 
Health 
Data 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
outcomes 


H4 – The 
Enhanced 
Case 
Management 
and Other 


4c – Do Pilot 
services 
improve 
health 
outcomes in 


Children 
aged 
0-3 


Positive 
maternal 
depression 
screen 


Number of 
pilot 
participants; 
Pilot 
services 


PRO for parent; Child 
Health Measures (Life 
Skills Progression) 


All pilot 
participants 
compared with 
pre-intervention 
measurements; 


Interrupted time 
series, 
difference-in- 
difference 
analysis, 


Enhanced 
Care 
Manage 
ment 
Pilot 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 







Attachment H: Enhanced Case Management and Other Services Pilot Program 
Evaluation Design 


Table 3: Evaluation design for Hypotheses and 1-6 


Page 19 of 73 


 


 


Goal(s) 
Addressed 


 


Hypothesis 
Evaluation 
Question, 


Abbreviated 


Pilot 
Pop. 


Health- 
Based Risk 


Factor 


Process 
Measure(s) 


Outcome Measure(s) 
Sample or. 


subgroups to be 
compared 


 


Analytic Methods 
Data 


Source 


Approximate Time 
Period of 


Assessment 


 Service Pilot 
program will 
measurably 
improve 
health 
outcomes in 
participants 


qualifying 
young 
children 
(age 0-3 
years)? 


  utilization 
and 
retention 
rates 


 Purposeful 
sample for 
qualitative 
assessment for 
parent/guardian 


regression with 
generalized 
estimating 
equations (GEE); 
qualitative 
analysis 


Report, 
Primary 
Data 
Collectio 
n, Claims 
and 
Encounte 
r Data, 
NC 
Division 
of Public 
Health 
Data 


 


Health 
outcomes 


H4 – The 
Enhanced 
Case 
Management 
and Other 
Service Pilot 
program will 
measurably 
improve 
health 
outcomes in 
participants 


H4d – Do 
Pilot 
services 
improve 
health 
outcomes in 
qualifying 
children/ado 
lescents 
(age 0-21 
years)? 


Children 
/adolesce 
nts aged 
0-21 


Experiencin 
g 3 or more 
ACEs 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


PRO for parent and 
child; Child Health 
Measures (Life Skills 
Progression) (Age 0-5 
only) 


All pilot 
participants 
compared with 
pre-intervention 
measurements; 
Purposeful 
sample for 
qualitative 
assessment for 
parent/guardian 


Interrupted time 
series, 
difference-in- 
difference 
analysis, 
regression with 
generalized 
estimating 
equations (GEE); 
qualitative 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Primary 
Data 
Collectio 
n, Claims 
and 
Encounte 
r Data, 
NC 
Division 
of Public 
Health 
Data 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Health 
outcomes 


H4 – The 
Enhanced 
Case 
Management 
and Other 
Service Pilot 
program will 
measurably 
improve 
health 
outcomes in 
participants 


H4d – Do 
Pilot 
services 
improve 
health 
outcomes in 
qualifying 
children/ado 
lescents 
(age 0-21 
years? 


Children/ 
adolescen 
ts aged 


0-21 


Asthma Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


PRO for parent and 
child 


All pilot 
participants 
compared with 
pre-intervention 
measurements; 
Purposeful 
sample for 
qualitative 
assessment for 
parent/guardian 


Interrupted time 
series, 
difference-in- 
difference 
analysis, 
regression with 
generalized 
estimating 
equations (GEE); 
qualitative 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Primary 
Data 
Collectio 
n, Claims 
and 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 







Attachment H: Enhanced Case Management and Other Services Pilot Program 
Evaluation Design 


Table 3: Evaluation design for Hypotheses and 1-6 


Page 20 of 73 


 


 


Goal(s) 
Addressed 


 


Hypothesis 
Evaluation 
Question, 


Abbreviated 


Pilot 
Pop. 


Health- 
Based Risk 


Factor 


Process 
Measure(s) 


Outcome Measure(s) 
Sample or. 


subgroups to be 
compared 


 


Analytic Methods 
Data 


Source 


Approximate Time 
Period of 


Assessment 


         Encounte 
r Data 


 


           


Utilization H5 - The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
will 
measurably 
improve 
healthcare 
utilization in 
participants 


5a – Do Pilot 
services 
improve 
health 
outcomes in 
qualifying 
adults? 


Adults All Pilot 
Participant 
s 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Ambulatory Care 
Utilization; Impatient 
Utilization, Emergency 
Department Utilization 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Claims 
and 
Encounte 
r Data 


Begin: Nov 2022 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Utilization H5 - The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
will 
measurably 
improve 
healthcare 
utilization in 
participants 


5a – Do Pilot 
services 
improve 
health 
outcomes in 
qualifying 
adults? 


Adults High 
healthcare 
utilization 
(≥2 
inpatient 
admissions 
or ≥4 
emergency 
departmen 
t visits in 
12 months 
prior to 
pilot 
enrollment 
) 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Ambulatory Care 
Utilization; Impatient 
Utilization, Emergency 
Department Utilization 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Claims 
and 
Encounte 
r Data 


Begin: Nov 2022 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Utilization H5 - The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
will 
measurably 
improve 
healthcare 


5b – Do Pilot 
services 
improve 
healthcare 
utilization, 
outcomes 
for 
qualifying 
pregnant 
women? 


Pregnant 
Women 


Gives birth 
while 
enrolled 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Attended prenatal visit 
(rapid cycle/interim) 
Percentage of deliveries 
with postpartum visit at 
appropriate time 
(summative) 
Attended >81% of 
expected prenatal visits 
(summative) 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Claims 
and 
Encounte 
r Data 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 
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Goal(s) 
Addressed 


 


Hypothesis 
Evaluation 
Question, 


Abbreviated 


Pilot 
Pop. 


Health- 
Based Risk 


Factor 


Process 
Measure(s) 


Outcome Measure(s) 
Sample or. 


subgroups to be 
compared 


 


Analytic Methods 
Data 


Source 


Approximate Time 
Period of 


Assessment 


 utilization in 
participants 


         


Utilization H5 - The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
will 
measurably 
improve 
healthcare 
utilization in 
participants 


H5c – Do 
Pilot 
services 
improve 
healthcare 
utilization in 
qualifying 
young 
children 
(age 0-3 
years)? 


Children 
aged 
0-3 


NICU grad Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Recommended well- 
child visits completed 
within first 15 months 
of life (Both Rapid Cycle 
Assessment/Interim 
Evaluation and 
Summative Evaluation) 
Number of 
hospitalizations 
(summative) 
Number of emergency 
department visits 
(summative) 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Claims 
and 
Encounte 
r Data 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Utilization H5 - The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
will 
measurably 
improve 
healthcare 
utilization in 
participants 


H5c – Do 
Pilot 
services 
improve 
healthcare 
utilization in 
qualifying 
young 
children 
(age 0-3 
years)? 


Children 
aged 
0-3 


Positive 
maternal 
depression 
screen 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Recommended well- 
child visits completed 
within first 15 months 
of life (Both Rapid Cycle 
Assessment/Interim 
Evaluation and 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Claims 
and 
Encounte 
r Data 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Utilization H5 - The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
will 
measurably 
improve 
healthcare 
utilization in 
participants 


H5d - Do 
Pilot 
services 
improve 
healthcare 
utilization in 
qualifying 
children 
/adolescents 
(age 0-21 
years)? 


Children 
/adolesce 
nts aged 
0-21 


Experiencin 
g 3 or more 
ACEs 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Recommended well- 
child visits completed 
within first 15 months 
of life 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Claims 
and 
Encounte 
r Data 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 
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Goal(s) 
Addressed 


 


Hypothesis 
Evaluation 
Question, 


Abbreviated 


Pilot 
Pop. 


Health- 
Based Risk 


Factor 


Process 
Measure(s) 


Outcome Measure(s) 
Sample or. 


subgroups to be 
compared 


 


Analytic Methods 
Data 


Source 


Approximate Time 
Period of 


Assessment 


Utilization H5 - The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
will 
measurably 
improve 
healthcare 
utilization in 
participants 


H5d – Do 
Pilot 
services 
improve 
healthcare 
utilization in 
qualifying 
children 
/adolescents 
(age 0-21 
years)? 


Children/ 
adolescen 
ts aged 
0-21 


Asthma Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Recommended well- 
child visits completed 
within first 15 months 
of life (Both Rapid Cycle 
Assessment/Interim 
Evaluation and 
Summative Evaluation) 
Number of 
hospitalizations 
(summative) 
Number of emergency 
department visits 
(summative) 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Interrupted time 
series, regression 
with generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Claims 
and 
Encounte 
r Data 


Begin: Nov 2021 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


           


Costs H6 – The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
services will 
measurable 
improve 
healthcare 
costs 


6a – Do Pilot 
services 
improve 
health 
outcomes in 
qualifying 
adults? 


Adults All Pilot 
Participant 
s 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Total Medicaid spend 
per beneficiary; PHP 
spending, 
Inpatient/outpatient/e 
mergency/ pharmacy 
spend (i.e., excluding 
post-acute, DME, and 
hospice claims less 
likely to be influenced 
by pilot services) 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Regression with 
generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Claims 
and 
Encounte 
r Data 


Begin: Nov 2022 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


Costs H6 – The 
Enhanced 
Case 
Management 
and Other 
Services Pilot 
services will 
measurable 
improve 
healthcare 
costs 


6a – Do Pilot 
services 
improve 
total per 
beneficiary 
Medicaid 
expenditure 
in qualifying 
adults? 


Adults High 
healthcare 
utilization 
(≥2 
inpatient 
admissions 
or ≥4 
emergency 
departmen 
t visits in 
12 months 
prior to 
pilot 
enrollment 
) 


Number of 
pilot 
participants; 
Pilot 
services 
utilization 
and 
retention 
rates 


Total Medicaid spend 
per beneficiary; 
Inpatient/outpatient/e 
mergency/ pharmacy 
spend (i.e., excluding 
post-acute, DME, and 
hospice claims less 
likely to be influenced 
by pilot services) 


All pilot 
participants 
compared with 
pre-intervention 
measurements, 
and compared 
with non-pilot 
areas 


Regression with 
generalized 
estimating 
equations (GEE), 
difference-in- 
difference 
analysis 


Enhanced 
Care 
Manage 
ment 
Pilot 
Report, 
Claims 
and 
Encounte 
r Data 


Begin: Nov 2022 
End of Pilot 
Services: Oct 2024 
Final Assessment: 
April 2026 


All participants will have at least one health-related social need (food insecurity, housing instability, transportation barrier, or experience interpersonal violence); Parentheses () indicates phase of 
evaluation: R = Rapid Cycle Assessment, S = Summative Evaluation; B = Both Rapid Cycle Assessment and Summative Evaluation. PRO = patient reported outcomes. The planned instruments used 
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Goal(s) 
Addressed 


 


Hypothesis 
Evaluation 
Question, 


Abbreviated 


Pilot 
Pop. 


Health- 
Based Risk 


Factor 


Process 
Measure(s) 


Outcome Measure(s) 
Sample or. 


subgroups to be 
compared 


 


Analytic Methods 
Data 


Source 


Approximate Time 
Period of 


Assessment 


to measure these are the PROMIS-10 Global Health measure and the CDC’s Measuring Healthy Days Health-Related Quality of Life measure. However, we will pilot test these measures during the 
rapid cycle assessment phase and modify instrument selection if needed. PRO will be assessed in adults in all circumstances. PROs will additionally be assessed in children aged ≥ 13 years. 


Data sources used for all hypotheses: care management records, claims, primary data collection, interviews and focus group discussions transcripts 
Analytic methods used for all hypotheses: Descriptive Statistics (B); Interrupted time series (R); Qualitative/ Thematic Analysis (B); Difference-in-Difference propensity score analysis (S); 
Randomized Evaluation (S) 
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Figure 1: Driver Diagram 
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Methodology 


 
In order to answer the evaluation questions as robustly as possible, we will utilize a 


rigorous evaluation methodology. This methodology draws on guidance from CMS and 


PCORI regarding evaluation for complex interventions.20–22 The evaluation will utilize two 


key phases to answer different evaluation questions—an initial rapid cycle assessment 


phase and a summative evaluation phase. Details of these evaluation phases are described 


below. 
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Evaluation Design 


Overview 


Because of the multiple evaluation questions and different phases of 


implementation for the pilots, the evaluation design is multi-faceted, using different 


approaches for different questions and at different times in the evaluation. All of the below 


described designs come together to form the overall evaluation design. 


The evaluation will be organized into two key phases—a rapid cycle assessment 


phase that culminates in an interim evaluation and a summative evaluation phase. While 


both phases will be examining similar outcomes, their approach, and goals, are different. 


The overarching goal of the rapid cycle assessment21,22 phase of the evaluation is to 


determine, as quickly as possible, if the pilots are operating as intended and whether pilot 


services are having their intended effects on targeted populations. By using an iterative 


process, North Carolina will be able to collect data to test the services, examine the results, 


and modify services or adopt a different service as appropriate. The goal of the rapid cycle 


assessment is to provide results to North Carolina so that appropriate steps can be taken to 


modify pilot services, as needed, in order to maximize their effectiveness and discontinue 


services that are less effective to ensure dollars are spent on services with a demonstrated 


impact. During this phase, the major comparisons will be within intervention recipients, 


before and after they receive intervention, using interrupted time series designs. It is 


expected that components of the pilots will be modified dynamically during this phase as 


the Pilots seek, iteratively, to find the most effective versions of their interventions. In 


addition to the quantitative rapid cycle assessments, qualitative assessments will also be 
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made, to obtain perspectives from both Pilot participants and the organizations delivering 


Pilot services, as described in more detail below. The rapid cycle assessments will 


culminate in an interim evaluation which will summarize all changes made during this 


period and the final iteration of the intervention programs that will be tested during the 


summative evaluation phase. 


Once the services have been optimized, we will transition to the summative 


evaluation phase to rigorously ascertain the effectiveness of the pilot services. The 


overarching goal of the summative evaluation is to test, as rigorously as possible, the ‘final’ 


version of the Pilots that were developed during the rapid cycle phase. The summative 


evaluation will rely on an adaptively randomized comparison to permit clear causal 


inference about not only the overall effect of the pilots but about which components are 


most effective and achieve their effects in the most resource efficient way. The goal of the 


summative evaluation is to produce knowledge that can guide the state in scaling up 


successful components of the Pilot into state-wide programs. In addition to the within 


participant comparison enabled by the adaptive randomized design, we will also use 


difference-in-difference analysis to compare the pilot regions to other regions of North 


Carolina. As in the rapid cycle assessment, this quantitative evaluation will be combined 


with qualitative evaluation, to obtain perspectives from both Pilot participants and the 


organizations delivering Pilot services, as described in more detail below. 


The below sections detail how elements of the evaluation questions and hypotheses 


will be addressed and tested during the two phases. Each hypothesis will be tested during 


both evaluation phases. To recap, Hypotheses 1 and 2 deal with the LPE’s role in 
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developing a network of HSOs to provide services to address social risk factors and PHPs’ 


and care management entities’ roles in screening and connecting enrollees to services, and 


Hypotheses 3-6 deal with outcomes related to improving social risk factors, improving 


health, and affecting healthcare utilization and cost. 


 
 


Rapid Cycle Assessment and Interim Evaluation 


 
Hypotheses 1 and 2 


 


For Hypotheses 1 and 2, the overarching goal is to determine the effectiveness of the 


organizational strategy for the Enhanced Case Management and Other Services Pilots — 


namely fostering collaboration between a Lead Pilot Entity (LPE) that helps organize 


services in a local area, a prepaid health plan (PHP) and care management entity that 


identify eligible beneficiaries and provide care management services, and a network of 


human service organizations delivering the services. In the rapid cycle assessment phase of 


the evaluation, a key focus will be on ensuring the PHPs, care management entities and 


LPEs are able to build the necessary networks and infrastructure to support the pilots, and 


use that infrastructure to identify and bring into care those in need of pilot services. Under 


the overall 1115 demonstration in North Carolina, all PHPs and care management entities, 


whether or not they are in pilot regions, will be conducting a social risk factor screening, 


and helping to connect those with positive screens to resources that help address identified 


needs. Therefore, we will be able to determine whether the model used in the Pilots leads 


to differences compared with the approach being used in other areas of the state. 


Specifically, we will test whether this integration between PHPs, care management entities, 
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LPEs, and HSOs allows for better rates of screening rates for those with social risk factors 


and connecting those with positive screens to social services to address those needs than in 


other parts of the state. To further understand these issues, we will also seek to understand 


the workforce and time management of the pilot operations, including the LPE, the care 


management, and the HSOs involved. Further, to capture perspectives from participants, 


we will use qualitative research and implementation science methods, to asses five key 


features of participation23: 1) adoption and the decision to participate, 2) acceptability of 


the services, 3) compatibility and how the services help to address the individual’s needs, 


4) complexity and ease or difficulty actually accessing the services, and 5) whether the 


services would be used again in the future. 


 
 


Hypotheses 3-6 


 


To facilitate the goal of quickly determining which pilot components are working 


and which are not, the rapid cycle assessment will use a multi-faceted evaluation strategy 


based on the principles of rapid cycle evaluation advocated for by the Center for Medicare 


and Medicaid Innovation (CMMI).21,22 Given the level of complexity of the pilots, simple 


quality improvement approaches that focus solely on process change, such as plan-do- 


study-act (PDSA) cycles, are unlikely to provide the reliable data needed in this situation. 


Instead, given the level of complexity of the pilots, we will use mixed method approaches 


that combine both quantitative and qualitative assessment of programmatic effects. For 


quantitative assessment, we will use a quasi-experimental individual-level interrupted 


time series approach. In this approach, the initial and on-going assessments of Pilot 
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participants will serve as the source of data, and each change in intervention received will 


indicate an interruption point in the analysis, allowing us to quickly determine what 


changes in health outcomes and healthcare utilization follow receipt of a pilot intervention. 


In addition, to focus on the participant’s experience of care, we will use qualitative analyses 


to ensure that the pilot programs are patient-centered and effectively addressing the issues 


that participants view as key to their health. The results of these analyses will be fed back 


to North Carolina rapidly, enabling the state to act on these findings as described in the 


introduction to the rapid cycle assessment. Details of interrupted time series and 


qualitative methods used for the rapid cycle assessment are described in the Analytic 


Methods section below. 


 
 


Summative Evaluation 


 
Hypotheses 1 and 2 


 


During the summative evaluation, we will continue to track performance measures 


regarding the identification, enrollment, and retention in services of the Pilots. We will add, 


however, qualitative evaluation of the LPE model, which will facilitate state-wide 


implementation of successful approaches. Specifically, we will use an implementation 


science-based case study approach in order to identify LPEs’ best practices and 


barriers/strategies to resolve these barriers in achieving their goals. Key areas to be 


examined include start-up and establishing the LPE role, the role of technical assistance in 


establishing the LPE, developing a sufficient network of service providers, expanding the 


capacity of HSOs to provide necessary services, and integration between clinical providers, 
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HSOs, and PHPs, what are the essential functions of LPE, and what are the minimum 


resources necessary to support these functions. 


 
 


Hypotheses 3-6 


 


The overarching goal of the summative evaluation phase is to rigorously determine 


what pilot programs are effective, and to provide guidance on the path to statewide 


implementation of effective services. To this end, the evaluation can be thought of as 


encompassing an ‘effectiveness’ component and a ‘guidance’ component. These 


components will however occur simultaneously, and in some instances will draw from the 


same data sources. Unlike the rapid cycle assessment, which is designed to be a practical 


tool for driving “course corrections,” the summative evaluation will allow the State to focus 


more granularly on evaluating and understanding the pilot services identified as “high 


effectiveness” through the rapid cycle assessment process to ensure they are scalable 


across diverse pilots and regions and therefore appropriate to incorporate into Medicaid 


managed care statewide. North Carolina will consider incorporating findings from the 


summative evaluation into the Medicaid program through various means, including 


changes to State Plan benefits, payment models, risk adjustment based on social needs, 


value-based payments or other methods. 


A key challenge to be overcome in the Pilots is that, in order to be scalable, North 


Carolina needs to know not only does a particular intervention work ‘overall’, but which 


interventions work best in specific circumstances, and, if more than one might work, which 


offers the most value. Therefore, testing only a single type of intervention in a narrowly 
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defined sample would not be consistent with the goals of the Pilots. Instead, the evaluation 


design explicitly targets learning what interventions are effective and for whom, while 


always aiming to utilize resources most efficiently. 


To these ends, the Pilot interventions will be “tiered” on increasing intensity levels, 


starting with ‘light-touch’ low intensity (and lower cost) interventions, coupled with 


ongoing assessments that escalate the intensity of the intervention based on a care 


manager’s assessment of whether an individual’s health and social risk factors have 


improved. For the evaluation, we will use a ‘SMART’ (sequential multiple-assignment 


randomized trial) design, starting in Demonstration Year 3, which uses randomization as 


individuals move through higher tiers to enable rigorous comparison of the components of 


the Pilots. Through this method, North Carolina has the opportunity to learn which 


population groups require higher intensity, higher-cost interventions (and which do not). 


This will allow the State to deploy these interventions most cost-effectively. Further, this 


method avoids confounding by the level or severity of an individual’s need. For example, 


we ensure that when evaluating higher tier interventions, we are comparing individuals 


who similarly did not respond to lower tier interventions, thus ensuring our comparison 


group is actually comparable. 


As Figure 2 (below) depicts, for the SMART design all eligible beneficiaries who 


enroll in the Pilots will receive an intervention that is more intensive than that available 


outside of the Pilots, providing a benefit to all who participate. Individuals will begin at the 


lowest intensity intervention that can be reasonably expected to meet their needs. Most 


frequently, we anticipate this will be Tier 1 intervention in the domain(s) for which they 
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screened positive for social risk factors. However, owing to resource constraints, the pilots 


will not be able provide a higher level of service (Tier 2 or Tier 3) to all individuals. To 


work within the pilot’s budget and allow evaluation, the Pilot will utilize randomization at 


each tier advancement. Randomization will only be employed during the summative 


evaluation phase of evaluation, and only for the cases where there is uncertainty as to what 


intervention will best meet the individual’s needs. 


For example, of all people who screen positive for food insecurity, and otherwise 


meet Pilot eligibility criteria, all will qualify for at least Tier 1 services, or the lowest tier of 


services that can reasonably be expected to meet their needs. For many of these 


individuals, the initial intervention will meet their need. However, at the time of 


reassessment, some will not yet have their need met and will become eligible for re- 


randomization. Of this group, a random subset will be approved to move to Tier 2, while 


the other subset will continue with the Tier 1 intervention for a longer duration of time, as 


they may not yet have had sufficient exposure to the intervention to see its effect. The same 


process will be followed for people to move up to Tier 3. The use of randomization ensures 


that those who do and do not receive Tier 2 and Tier 3 services will be comparable, and 


that evaluation findings will not be confounded by severity of need. Because individuals 


may have more than one social risk factor, changes in eligibility (for example, eligibility to 


receive Tier 2 services) will occur for all services. However, this change in eligibility is only 


one component of the determination as to whether one actually receives a service. In order 


to receive a service, an individual must, in addition, meet health and social risk factor 


criteria in order to receive the service. For example, imagine two individuals, both of whom 


have qualifying health risk factors. One individual reports food insecurity, and one 
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individual reports both food insecurity and transportation barriers. If both choose to enroll 


in the pilots, they will both receive Tier 1 services (assuming Tier 1 services can reasonably 


be expected to meet their needs). If Tier 1 services do not reduce their risk factors, they 


may be randomized to receive Tier 2 services. If this occurs, the individual with food 


insecurity and transportation barriers would receive Tier 2 services for food insecurity and 


transportation. The individual with food insecurity alone would receive Tier 2 services for 


food insecurity only. Though the second individual was randomized to be eligible for Tier 2 


services, they would not receive Tier 2 transportation services, as they do not have a 


qualifying social risk factor (transportation barriers) for these services. Even once eligible, 


an individual will only receive increasingly intense services based their care manager’s 


assessment than an increase in intensity of services is needed. On average, randomization 


guarantees that the distribution of social risk factors will be equal across groups (meaning 


that both those who are and are not randomized to Tier 2 interventions will have a similar 


number and similar types of social risk factors), allowing valid comparisons to be made 


between the groups. 


It is important to note that, at all times, the randomized evaluation will adhere to the 


ethical principle of equipoise regarding the effect of the interventions. This means that it 


must be plausible that the intervention in which the individual is participating may help 


them. For this reason, types of interventions that are definitively known to be more 


effective in particular circumstances (for example, because of scientific evidence that 


becomes available during the evaluation period), or types of interventions that are not 


likely to be effective (for example, because they did not show evidence of benefit during the 


rapid cycle assessment phase) will not be included in the randomized evaluation. Further, 
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it is important to note that the assessment of change related to intervention participation 


will occur at a time period such that it is still plausible to expect the intervention may offer 


benefit to the individual if they participate in it for a longer period of time. The evaluation 


design is not proposing to continue to provide services that do not work for a particular 


individual. Rather, it seeks to understand if a change in intervention type is more effective 


than an extended duration of the initial intervention. This type of information, determining 


when to switch an individual to a different intervention versus when to continue with an 


intervention, is crucial for determining how to scale the Enhanced Case Management and 


Other Services Pilots, particularly with regard to setting eligibility criteria and knowing 


how long to provide services for. It is also important to note that the Figure 2 depicts a 


model of the SMART design with linear progression through the tiers. However, real-world 


operational decisions necessary to care for the individual will always take priority, and so 


this model may not reflect day-to-day operations in all cases. Instead, it serves as guiding 


principles that will enable maximal learning from the Pilots. 


Because of the extreme complexity of the social risk factors, and in particular 


because it is not possible to know a priori whether an individual will respond to a 


particular intervention, the SMART design is the only feasible evaluation design that can 


guarantee unconfounded comparisons to be made between those who do and do not 


receive the pilot services. 


Figure 2: SMART Design 
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Target and Comparison Samples 


For Hypothesis 1, the target sample is the LPEs. No comparison sample is needed for this 


question. For Hypothesis 2, the primary comparison will be between individuals in the 


Pilots compared with Medicaid beneficiaries who would likely be eligible for the Pilots 


(based on their response to statewide social need screening and assessment of clinical 


characteristics using their Medicaid claims data) but do not live in areas where an 


Enhanced Case Management and Other Service Pilot program is operating. For Hypotheses 


3-6, the target and comparison sample will differ based on the phase of the evaluation. For 


the rapid cycle assessment, as described in more detail below, the primary comparison will 


be within Pilot participants using an interrupted time series approach. For the summative 


evaluation, the primary comparisons will be, among those in the Pilots who did not 


respond to Tier 1 services at the time of interim assessment, between those who did and 


did not get Tier 2 services, and, among those in the pilots who received but did not respond 


to Tier 2 services, between those who did and did not receive Tier 3 services. 


In addition to these comparisons, North Carolina has an interest in understanding if 


individuals in the pilots, overall, saw improved outcomes compared with other individuals 


in the Medicaid managed care program (but not in the pilots). Because it would be 


unethical not to provide any services to individuals in the pilots (i.e., not receive at least 


Tier 1 services), it is not possible to use a randomized design to answer this question. 


Instead, we will use a difference-in-difference design, drawing a comparison from other 


individuals in North Carolina who would have likely qualified for Tier 1 services but were 


not living in pilot regions and were thus ineligible. We describe, in the Analytic Methods 


section below, efforts made to ensure the individuals in this comparison group are indeed 
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comparable. Analyses will be conducted at the beneficiary level. For hypothesis testing, we 


do not plan any stratification into subgroups. However, as exploratory analyses to help 


guide North Carolina decision making regarding state-wide scale-up, we will investigate 


heterogeneous treatment effects (differences in outcomes across groups) based on factors 


that could be used as eligibility criteria, particularly comorbidities, patterns of pre- 


intervention healthcare utilization, age, and social risk factors. 


For most analyses, the data used, as detailed in the Data Sources section below, will 


come from information collected as part of Pilot services operations or from healthcare 


claims. Thus, data will be available for all participants and sampling will not be needed. 


However, there will be some areas where additional information that is not collected as 


part of Pilot operations may be needed. This may include patient-reported outcomes, such 


as the PROMIS-10 Global Health Assessment and health-related quality of life. For these 


instances, our goal is to conduct primary data collection with all participants, and we have 


included dedicated staff in our analysis plan to collect this information. However, since we 


cannot know a priori how many individuals will choose to enroll in pilot services, there 


may be some larger segments of the eligible population where it is logistically infeasible to 


collect primary data from all Pilot participants. In these cases, we will use a random 


sampling strategy (stratified by age, gender, and race/ethnicity) to select individuals for 


primary data collection. If this situation occurs, we will use power calculations as guidance 


to ensure a sufficient number of individuals are contacted. 


For qualitative analyses, we will use a purposeful sampling strategy, as described in 


more detail in the Analytic Methods section. 
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For the evaluation, the inclusion and exclusion criteria will be identical to those that 


qualify individuals for pilots services (Tables 1 and 2). Below is Table 4, which presents 


the specific measures used for quantitative hypothesis testing, and is followed by Table 5, 


which presents power calculations for the hypothesis testing. In each case, sufficient power 


is well within the capacity of the Pilots, and thus we believe there will be adequate sample 


size for hypothesis testing. 
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Evaluation Period 


 
An overall timeline for the five demonstration years (DY) of the Enhanced Case 


Management and Other Services Pilots is included as attachment 3. If these periods change 


during implementation the evaluation period dates will be adjusted accordingly. To 


summarize this timeline, assessment of specific evaluation questions will begin when 


sufficient data to analyze them first accrues. Evaluation Question 1 will begin to be 


assessed beginning when the pilot sites are selected as the sites prepare to deliver pilot 


services (currently scheduled for Nov 1, 2019). We will continue to assess the hypotheses 


related to Evaluation Question 1 throughout pilot service delivery (ending October 2024), 


with final assessments being conducted after service delivery ends, in preparation for the 


submission of the final report in April 2026. Evaluation Question 2 will first be assessed in 


the quarter after the start of pilot service delivery (pilot services scheduled to start in 


approximately November 2020, first assessment in approximately February 2021), and 


assessment will continue throughout the service delivery period (ending in October 2024), 


with final assessments in preparation for the submission of the final report in April 2026. 


To give time for the interventions to affect the social risks of participants, Evaluation 


Question 3 will first be assessed in the second quarter after the start of pilot service 


delivery (pilot services scheduled to start in approximately November 2020, first 


assessment in approximately May 2021), and assessment will continue throughout the 


service delivery period (ending in October 2024), with final assessments in preparation for 


the submission of the final report in April 2026. Because we anticipate it will take longer to 


accumulate sufficient observations to see changes in the outcomes for Evaluation Questions 


4 and 5, these will have a longer lag time of 1 year before initial assessment (pilot services 
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scheduled to start in approximately November 2020, first assessment in approximately 


November 2021), and assessment will continue throughout the service delivery period 


(ending in October 2024), with final assessments in preparation for the submission of the 


final report in April 2026. We suspect it may take longer for sufficient events to accumulate 


to analyze two specific utilization outcomes, emergency department visits and inpatient 


admissions, because these are an order of magnitude less common than outpatient 


utilization. Therefore these will be primary assessed as part of the summative evaluation 


(beginning November 2022) and assessment will continue throughout the service delivery 


period (ending in October 2024), with final assessments in preparation for the submission 


of the final report in April 2026. Evaluation Question 6 will be assessed as part of the 


summative evaluation (beginning November 2022) and assessment will continue 


throughout the service delivery period (ending in October 2024), with final assessments in 


preparation for the submission of the final report in April 2026. Randomization will occur 


during this time. As detailed in the Analytic Methods section below, for some analyses pre- 


intervention data will be used to facilitate comparisons. Following the end of service 


delivery in November 2024, the summative evaluation will continue to conduct 


implementation science assessments with the service providers, analyze summative data, 


and evaluate for lagged effect. The final summative evaluation report will be submitted to 


CMS by April 30, 2026. 
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Evaluation Measures 


 
Evaluation measures are selected from nationally recognized metrics and designed to 


harmonize with the quality metrics North Carolina is using for managed care plan 


accountability. The below Table 4 details implementation and process, and outcome 


measures, for the rapid cycle assessment. Implementation and process measures are meant 


to help determine the reach of the interventions (i.e., whether they are engaging the 


appropriate individuals, that Pilots are enrolling beneficiaries and that beneficiaries are 


accessing Pilot services), whether the interventions are having the intended effect of 


addressing social risk factors, and whether the financing mechanisms are functioning 


appropriately. Outcome measures are intended to assess the effectiveness of the programs 


in addressing social risk factors, improving health outcomes, healthcare utilization, and 


healthcare costs. These measures will be supplemented by qualitative evaluation. In 


particular, Hypothesis 1 and the experience of care component of Hypothesis 4 will rely 


heavily on qualitative evaluation. We think it is critical to view healthcare utilization as 


having both desirable and undesirable components. Increasing use of recommended 


healthcare such as preventive care, prenatal care, and wellness visits is a desirable 


outcome. It is also important to note that emergency department visits and inpatient 


hospitalization represent the appropriate level of care in many circumstances, and seeing 


an absolute change in their use, without considering the reasons for this, cannot be 


determined to be desirable or undesirable on its own. Rather, as our driver diagram 


emphasizes, desirable reductions in utilization of emergency department or inpatient 


hospitalizations are brought about by addressing both the health and social risk factors for 


their use. Therefore, our analyses of changes in utilization will be done in the context of 
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simultaneously analyzing changes in social risk and health outcomes. For subgroups of 


Pilot participants where particular types of utilization are too rare to determine if the Pilots 


had an effect, it will be important to rely on changes to well-established risk factors for 


these types of utilization to understand whether the interventions are likely to affect 


utilization if they are scaled-up. It is also important to note that utilization patterns likely 


differ substantially between pediatric and adult populations. In general, pediatric 


utilization is more focused on preventive care and wellness visits, and children have lower 


rates of emergency department and inpatient utilization. Further, because of the 


pathophysiology of many disease processes, which accumulates over long periods of time, 


the social risk factors children are exposed to may not manifest as poor health and adverse 


healthcare utilization until they are adults. Therefore, we expect that the major changes in 


adverse utilization, and its attendant costs that could be attributed to the Pilots, will occur 


in adults. Thus, we are focusing our evaluation of changes in these outcomes on the adult 


population. For cost evaluation, are interested in understanding changes in costs both from 


the perspective of the state and from the perspective of the prepaid health plans, and will 


analyze outcomes from both perspectives. For children/adolescents, we expect to see 


improvements in their social risk factors, health outcomes, and increased primary care and 


wellness visit utilization. 


Table 5 includes power calculations that specify effect sizes for quantitative 


outcomes. Because there is currently no systematic collection of social risk factor data, 


which is necessary to define the population that the Pilots serve, we are not able to use 


other states or the pre-1115 demonstration experience of North Carolina Medicaid 


beneficiaries as a priori benchmarks for these outcomes. Instead, the benchmarks for the 
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analyses will become available once systematic social risk factor data collection occurs. 


Since this will occur prior to the start of pilot services, this will allow us to determine the 


level of these outcomes before any changes related to the pilots. As described in the study 


design, these outcomes will be compared across the state of NC (when comparing Pilot 


participants overall to those in the rest of the state) and within the Pilots (when comparing 


those who received different pilot services but otherwise had similar clinical and social risk 


factors). Because interventions contained within the pilots have not previously been done 


at this scale, there is substantial uncertainty regarding what effect sizes are possible. The 


power calculations table specifies effect sizes that, based on examination of prior studies 


(when available) or expert consultation, we believe to be plausible. For example, we believe 


a 5% increase in the proportion of adults with hypertension (and other qualifying clinical 


and social risk factors) achieving blood pressure control is plausible on the basis of a prior 


study of health-related social needs screening and referral.24 As another example, the 


Pregnancy Medical Home project25, conducted among North Carolina Medicaid 


beneficiaries, saw approximately 3% fewer low-birth weight births than would be expected 


in the absence of the intervention, and so we have targeted a 3% absolute difference as 


plausible. The footnotes for Table 5 give further information about the sources of the data 


used to generate these estimates. We have designed the evaluation to have sufficient 


sample to detect effect sizes that we believe are likely to result from the intervention. As 


noted above, however, we think it is important to draw a distinction between effect sizes 


that are plausible and effect sizes that are meaningful. Given the multifaceted nature of the 


evaluation, we think it is important to interpret quantitative effect sizes in the context of 


other factors (including qualitative findings and the cost of the intervention), in order to 
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more fully describe the value of the services. For example, a quantitatively large effect size 


for a program that does not improve the experience of care and is costly may not be 


preferable to a smaller effect size that is qualitatively more acceptable and less costly. 


Further, expenditures related to the pilots need to be explicitly considered in the context of 


the changes in outcomes that these expenditures produce, in order to understand the value 


of the Pilots. Given the uncertainty of empirical work, it is possible that the actual effects 


sizes we observe may differ from those used in the Table 5 calculations. 
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Table 4: Demographics and Quantitative Process and Outcome Measures for Enhanced Case Management and Other Services Pilots Evaluation 


Evaluation 


Question 


/Hypothesis 


Measure Name Measure Description Measure 


Steward 


Primary 


(P) / 


Secondary 


(S) data 


collection 


Data Source Frequency 


H4a Comprehensive 


Diabetes Care: 


HbA1c poor 


control (>9.0%). 


NQF #: 0059* 


The percentage of patients 18-75 years of age with diabetes (type 1 


and type 2) whose most recent HbA1c level during the 


measurement year was greater than 9.0% (poor control) or was 


missing a result, or if an HbA1c test was not done during the 


measurement year. 


NCQA - 


HEDIS 


S Claims and 


Encounter 


Data, 


Division of 
Health 


Benefits 


Quarterly 


H4a Controlling High The percentage of beneficiaries 18–85 years of age who had a NCQA - S Claims and Quarterly 
 Blood Pressure diagnosis of hypertension (HTN) and whose BP was adequately HEDIS  Encounter  


 NQF #:0018* controlled during the measurement year based on the following   Data,  


  criteria:   Division of  


  • Beneficiaries 18–59 years of age whose BP was > 140/90 mm Hg   Health  


  • Beneficiaries 60–85 years of age with a diagnosis of diabetes   Benefits  


  whose BP was > 140/90 mm Hg     


  • Beneficiaries 60–85 years of age without a diagnosis of diabetes     


  whose BP was > 150/90 mm Hg     


  Note: Use the Hybrid Method for this measure. A single rate is     


  reported and is the sum of all three groups.     


H5d Medication The percentage of members 5-21 years of age during the NCQA - S Claims and Quarterly 
 Management for measurement year who were identified as having persistent asthma HEDIS  Encounter  


 People With and were dispensed appropriate medications that they remained on   Data,  


 Asthma during the treatment period. Reported as 2 rates: •Age 5 -11: 75% of   Division of  


 (Medication treatment period; • Age 12-18: 75% of treatment period   Health  


 Compliance 75%    Benefits  


 Rate only)      


 NQF# 1799      


H4a; H4b; 


H4c; H4d 


Global Health 


Assessment 


PROMIS Health Questionnaire (self-report version for adults and 


children ≥13 years, version for parent/guardian proxy reporting for 
younger children) 


NIH / 


Health 


Measures 


P Evaluation 


Team 


Annually 


H4a; H4b; 
H4c; H4d 


Health Related 
Quality of Life 


Assessed using the “Measuring Healthy Days” tool. Reported in 
categories of • Total; • Physical; • Mental 


CDC P Evaluation 
Team 


Annually 
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Evaluation Measure Name Measure Description Measure Primary Data Source Frequency 


Question   Steward (P) /   


/Hypothesis    Secondary   


    (S) data   


    collection   


H4c, H4d Life Skills Outcome measurement instrument used by programs serving NC S NC Division Annually 
 Progression children that have been exposed to adverse life events or toxic Division  of Public  


  stress. We will emphasize the Relationship with Children domain. of Public  Health  


   Health,    


   Children    


   and    


   Youth    


H5b Prenatal and The percentage of deliveries of live births on or between November NCQA - S Claims and Quarterly 
 Postpartum Care 6 of the year prior to the measurement year and November 5 of the HEDIS  Encounter  


 (Both Rates) measurement year. For these women, the measure assesses the   Data,  


 NQF #: 1517 following facets of prenatal and postpartum care.   Division of  


  • Timeliness of Prenatal Care. The percentage of deliveries that   Health  


  received a prenatal care visit as a beneficiary of the organization in   Benefits  


  the first trimester, on the enrollment start date or within 42 days of     


  enrollment in the organization.     


  • Postpartum Care. The percentage of deliveries that had a     


  postpartum visit on or between 21 and 56 days after delivery.     


H5d Adolescent Percentage of adolescents ages 12 to 21 who had at least one NCQA - S Claims and Quarterly 
 Well-Care Visit comprehensive well-care visit with a primary care practitioner HEDIS  Encounter  


 NQF #: (PCP) or an obstetric/gynecologic (OB/GYN) practitioner during   Data,  


  the measurement year.   Division of  


     Health  


     Benefits  


H5c; H5d Visits in the First The percentage of children 15 months old who had the NCQA - S Claims and Quarterly 
 15 Months of recommended number of well-child visits with a PCP during their HEDIS  Encounter  


 Life first 15 months of life.   Data,  


 NQF #: 1392    Division of  


     Health  


     Benefits  


H5d Well-Child The percentage of children 3-6 years of age who had one or more NCQA - S Claims and Quarterly 
 Visits in the well-child visits with a PCP during the measurement year. HEDIS  Encounter  


 Third, Fourth,    Data,  


 Fifth, and Sixth    Division of  


 Years of Life      
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Evaluation 


Question 
/Hypothesis 


Measure Name Measure Description Measure 


Steward 


Primary 


(P) / 


Secondary 


(S) data 


collection 


Data Source Frequency 


 NQF #: 1516    Health 
Benefits 


 


H5c; H5d Children and Percentage of children and adolescents ages 12 months to 19 years NCQA - S Claims and Quarterly 
 Adolescents' who had a visit with a primary care practitioner (PCP). Four HEDIS  Encounter  


 Access to separate percentages are reported:   Data,  


 Primary Care • Children ages 12 to 24 months and 25 months to 6 years who had a   Division of  


 Practitioners visit with a PCP during the measurement year   Health  


  • Children ages 7 to 11 years and adolescents 12 to 19 years who had   Benefits  


  a visit with a PCP during the measurement year or the year prior to     


  the measurement year     


H4c Live Births The percentage of births with birthweight <2,500 grams CDC S Birth Annually 
 Weighing Less    Certificates,  


 than 2,500    Department  


 Grams    of Public  


 NQF #: 1382    Health  


H1a; H2a Rate of The percentage of beneficiaries screened for unmet social needs NC S Care Needs Quarterly 
 Screening for from the health risk screening within measurement period DHHS  Screening  


 Unmet Social    Report,  


 Needs**    Division of  


     Health  


     Benefits  


H1a; H2a Positive Screens The percentage of beneficiaries who screened positive for unmet NC S Care Needs Quarterly 
 for Unmet Social social needs from the health risk screening within measurement DHHS  Screening  


 Needs** period, reported by non-mutually exclusive categories of • Food   Report,  


  Insecurity •Housing Instability or Homelessness •Transportation   Division of  


  Barrier •Experience Interpersonal Violence   Health  


     Benefits  


H1a; H2a; Positive Screens The percentage of beneficiaries who screened positive for unmet NC S Care Needs Quarterly 


H3a; H3b; for Unmet Social social needs from the health risk screening within measurement DHHS  Screening  


H3c; H3d Needs period, who were then connected to at least 1 service to address   Report,  


 Connected to their need   Division of  


 Services**    Health  


     Benefits  
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Evaluation Measure Name Measure Description Measure Primary Data Source Frequency 


Question   Steward (P) /   


/Hypothesis    Secondary   


    (S) data   


    collection   


H1a; H2a; Number of The total number of beneficiaries served by pilot programs in the NC S Enhanced Quarterly 


H3a; H3b; Beneficiaries reporting period DHHS  Care  


H3c; H3d Served**    Management  


     Pilot Report,  


     Division of  


     Health  


     Benefits  


H1a; H2a; Number lost to The number of beneficiaries served by pilot programs at one point NC S Enhanced Quarterly 


H3a; H3b; follow-up** in the reporting period who were lost to follow-up DHHS  Care  


H3c; H3d     Management  


     Pilot Report,  


     Division of  


     Health  


     Benefits  


H1a; H2a; Number The number of beneficiaries served by pilot programs at one point NC S Enhanced Quarterly 


H3a; H3b; withdrawn** in the reporting period who withdrew from participation DHHS  Care  


H3c; H3d     Management  


     Pilot Report,  


     Division of  


     Health  


     Benefits  


H1a; H2a; Number The number of beneficiaries served by pilot programs at one point NC S Enhanced Quarterly 


H3a; H3b; completed** in the reporting period who completed participation DHHS  Care  


H3c; H3d     Management  


     Pilot Report,  


     Division of  


     Health  


     Benefits  


H1a Payment Percentage of completed payments made to service providers NC S Enhanced Quarterly 
 Completion**  DHHS  Care  


     Management  


     Pilot Report,  


     Division of  
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Evaluation Measure Name Measure Description Measure Primary Data Source Frequency 


Question   Steward (P) /   


/Hypothesis    Secondary   


    (S) data   


    collection   


     Health 
Benefits 


 


H1a Payment Lag Time from receipt of service to payment completion NC S Enhanced Quarterly 
 Time**  DHHS  Care  


     Management  


     Pilot Report,  


     Division of  


     Health  


     Benefits  


H6a Total Cost of Total Medicaid spend per beneficiary per month NC S Claims and Quarterly 
 Care**  DHHS  Encounter  


     Data,  


     Division of  


     Health  


     Benefits  


H5a; H5b; Ambulatory Care This measure summarizes utilization of ambulatory care in the NCQA - S Claims and Quarterly 


H5c; H5d (AMB) following categories: outpatient visits, ED visits. Results reported as HEDIS  Encounter  


  visits per 1,000 beneficiary months. Will also be reported by   Data,  


  clinical category (e.g. in those with asthma, diabetes mellitus, etc.)   Division of  


     Health  


     Benefits  


H5a; H5b; Inpatient This measure summarizes utilization of acute inpatient care and NCQA - S Claims and Quarterly 


H5c; H5d Utilization- services in the following categories: total inpatient, maternity, HEDIS  Encounter  


 General surgery, medicine.   Data,  


 Hospital/Acute    Division of  


 Care (IPU)    Health  


 NQF #: 1598    Benefits  


Demographic Variables 


Variable Source 


Age Member Eligibility File, Division of Health Benefits 


Gender Member Eligibility File, Division of Health Benefits 


Race/Ethnicity Member Eligibility File, Division of Health Benefits 


Primary data collection indicates data that will be collected by the evaluation team specifically for the evaluation. Secondary data collection indicates data that 


will be collected as Medicaid claims or in the process of program operation by the PHPs and/or LPEs. 
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Evaluation Measure Name Measure Description Measure Primary Data Source Frequency 


Question   Steward (P) /   


/Hypothesis    Secondary   


    (S) data   


    collection   


* NC plans to collect these measures, but their ultimate inclusion in the evaluation will be pending data availability 


**Administrative and financial measures designed by the NC Department of Health and Human Services. Technical specifications currently under development. 
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Measure Name Mean/Median and Effect Size Used for Power Calculation Test Used for Power 


Calculation 


N (total) 


for 80% 


Power 


Evaluation 


Question 


Comprehensive Diabetes 


Care: HbA1c poor 


control (>9.0%). 
NQF #: 0059* 


47%, 5% absolute difference Chi-Squared 545 H4a 


Controlling High Blood 


Pressure 
NQF #:0018* 


43%, 5% absolute difference Chi-Squared 784 H4a 


Medication Management 


for People with Asthma 


(Medication Compliance 


75% Rate only) 
NQF# 1799 


27%, 10% absolute difference Chi-Squared 196 H5d 


PROMIS Global Health 
Assessment 


T-score 45; 5-point difference (HealthMeasures) 2-sample t-test 350 H4a; H4b; 
H4c; H4d 


Health Related Quality of 
Life 


22 days, 1-day increase (CDC) 2-sample t-test 504 H4a; H4b; 
H4c; H4d 


Life Skills Progression 4, 1-point increase 2-sample t-test 200 H4c; H4d 


Postpartum Care 
NQF #: 1517 


60%, 5% absolute difference Chi-Squared 242 H5b 


Adolescent Well-Care 


Visit 
NQF #: 


45%, 5% absolute difference Chi-Squared 649 H5d 


Visits in the First 15 


Months of Life 


NQF #: 1392 


59%, 5% absolute difference Chi-Squared 593 H5c; H5d 


Well-Child Visits in the 


Third, Fourth, Fifth, and 


Sixth Years of Life 
NQF #: 1516 


67%, 5% absolute difference Chi-Squared 712 H5d 


Children and 


Adolescents' Access to 


Primary Care 


Practitioners 


85%, 5% absolute difference Chi-Squared 307 H5c; H5d 


Live Births Weighing 


Less than 2,500 Grams 
NQF #: 1382 


9%, 3% absolute difference Chi-Squared 545 H4c 
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Measure Name Mean/Median and Effect Size Used for Power Calculation Test Used for Power 


Calculation 


N (total) 


for 80% 


Power 


Evaluation 


Question 


Adverse Utilization ED Visits: Mean .31 per year, .05 absolute difference (MEPS) 


Inpatient Hospitalizations: Mean .12 per year, .05 absolute difference 


(MEPS) 


T-test ED Visits: 


3716 


Inpatient: 


3204 


H5a; H5b; 


H5c; H5d 


Total Expenditures on 
Care 


$446 per member per month, $30 per member per month difference 
(KFF)a 


T-test 19624 H6a 


All tests assume two-sided significance levels of 0.05 


Calculations performed with R package ‘pwr’ R version 3.4.226 


Source of data in parentheses if author calculations or otherwise from Adult or Child Medicaid Quality Measures: 


https://www.medicaid.gov/medicaid/quality-of-care/downloads/performance-measurement/2018-child-chart-pack.pdf 


https://www.medicaid.gov/medicaid/quality-of-care/downloads/performance-measurement/2018-adult-chart-pack.pdf 
a this assumes a standard deviation of $750/month. Data from KFF = https://www.kff.org/medicaid/state-indicator/medicaid-spending-per- 


enrollee/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D 



https://www.medicaid.gov/medicaid/quality-of-care/downloads/performance-measurement/2018-child-chart-pack.pdf

https://www.medicaid.gov/medicaid/quality-of-care/downloads/performance-measurement/2018-adult-chart-pack.pdf

http://www.kff.org/medicaid/state-indicator/medicaid-spending-per-
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Data Sources 


 
The evaluation of the Enhanced Case Management and Other Services Pilots will utilize a 


range of data sources, emphasizing existing and timely data. The proposed approach is 


designed to maximize use of existing data sources, limiting creation of new data to 


circumstances in which no other “real time” or “near real time” information can be 


gathered. The following key data sources will be required: Medicaid claims and encounter 


data including actual payment amounts and procedure codes, individual identifiers of 


periods of pilot enrollment and PHP affiliation, health outcomes from birth certificates 


linked to Medicaid enrollees (mother and child), assessment item results from all 


assessments given to Medicaid enrollees, including primary data collection for the 


purposes of evaluation, and services delivered to all pilot participants, which will be 


provide to North Carolina Medicaid via a dedicated Enhanced Care Management Pilot 


Report from the PHPs and LPEs. These and additional specific sources of data are detailed 


in the measures tables (Table 4). The primary method of linking data across data sources 


will be the Medicaid ID, which is unique to each participant. Data will be cleaned by 


experienced data analysts within the evaluation team. Data will also be validated as part of 


the cleaning process. Data submissions with substantial missing or out of expected range 


values will be validated with the submitting organization, and corrective action plans will 


be made in the case of repeated issues with data provision. While most data will be 


collected in the course of pilot operations, there will be primary data collection needed for 


some outcomes. The two types of primary data needed are quantitative data, to be obtained 


from surveys, and qualitative data. For the quantitative data, we plan to use primary data 


collection to capture patient reported outcomes and information on the experience of care. 
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For each sub-population being analyzed, we will undertake stratified random sampling and 


use response weights in our analysis to ensure representativeness of the survey sample. 


Based on pilot enrollment numbers, we will survey sufficient participants to ensure a 


margin of error of +/-3 % or less. Surveys will be conducted over the telephone by trained 


interviewers. Participants will be informed of the surveying at pilot enrollment, and 


because of ongoing contact between pilot participants and case managers, who can 


introduce the importance of the surveys to the participants, we anticipate sufficient 


enrollment in survey data collection. During the rapid cycle assessment, these data will be 


captured at pilot enrollment, at 3 months of enrollment, and at 6 months of enrollment. For 


the interim evaluation, all data collected up to that point will be used. During the 


summative evaluation, these data will be captured at pilot enrollment, at 3 months of 


enrollment, at 6 months of enrollment, and at 12 months of enrollment. If an individual 


discontinues pilot participation, either at their preference or because they are no longer a 


Medicaid beneficiary, we will attempt to conduct an exit interview around the time of 


discontinuation, and this will replace any remaining scheduled data collection. We 


currently plan to collect information using the PROMIS set of health indicators, which have 


versions that are validated for adults, children age 13 and older, and for parents or 


guardians to report regarding younger children who cannot be asked themselves. We will 


also use the CDC’s “Measuring Healthy Days” health-related quality of life measure. 


However, because of the novelty of these programs, we plan to pilot-test these instruments 


for feasibility and to assure they are capturing relevant dimensions of participant 


experience. If changes are made on the basis of this piloting, we will submit these changes, 
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including new survey instruments, for CMS approval prior to implementation. Plans for 


qualitative data collection are detailed within the Analytic Methods section. 
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Analytic Methods 


 
Given the complexity of the pilots, a mixed method approach will be used to evaluate all 


aspects of the Enhanced Case Management and Other Services Pilots. Below we detail 


methods used in different aspects of the evaluation, linked to specific evaluation questions 


and hypotheses. 


Hypotheses 1 and 2 


 


To test Hypothesis 1, we will examine the dates of service delivery and the capacity for 


service delivery the LPE builds in its HSO network. For Hypothesis 2 we will be comparing 


results from the pilot programs to results of the screening initiative undertaken by PHPs in 


other parts of the state. We will make both unadjusted comparisons (for example, using 


chi-squared tests) and adjusted comparisons using regression analysis. The adjusted 


comparisons will help isolate the effect of the pilots by accounting for demographic, 


clinical, and healthcare utilization differences in different areas of the state. For the 


regression models, we will test the distributional assumptions of the model in the data 


prior to conducting hypothesis testing analyses and select distributions for which the 


observed data meet the requisite assumptions. 


 
 


Hypotheses 3-6: Interrupted Time Series Analysis 


 


To quickly analyze whether pilot interventions are demonstrating expected effects, we will 


use an interrupted time series approach27 for quantitative analysis in the rapid cycle 


assessment and interim evaluation. In this approach, comparisons are made before and 
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after the establishment of, or a change to, an intervention. During the rapid cycle 


assessment phase of the evaluation, program changes are expected to occur quickly, 


rendering it impractical to create an external comparison group. The quasi-experimental 


interrupted time series design is ideally suited to these situations as each change in the 


intervention can be modelled as new interruption point, allowing us to use the entirety of 


the accumulated data in analysis, which enhances the power to detect change. For some 


outcomes, there may only be one assessment prior to the intervention (for example, when 


analyzing social risk factors), but for others, there may be multiple events (for example, an 


emergency department visit 4 months, 2 months, and 1 month prior to the intervention, 


and 6 months after). The interrupted time series approach provides the flexibility to 


analyze both scenarios. For analyses, events will be converted into ‘event-time’ format 


denoting the number, including 0, of outcome events and in a given time period in relation 


to the intervention start date (either before or after). Further, individual-level regression 


models will be used to adjust for fixed-effects factors (for example: age, gender, 


race/ethnicity, health and social risk factors) in order to increase power and account for 


potential confounding factors. We will examine the data to determine whether the 


assumptions needed for interrupted time series analyses are met (for example, 


autocorrelation or seasonality issues) and make adjustments for these if needed. For the 


regression models, we will test the distributional assumptions of the model in the data 


prior to conducting hypothesis testing analyses and select distributions for which the 


observed data meet the requisite assumptions. 
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Hypotheses 3-5: Qualitative Analysis 


 


Qualitative analyses will rely on primary data. A table summarizing the data collection for 


this is presented as Table 6, below. Participants will be selected using purposeful 


sampling. This means that the sampling strategy will explicitly select individuals based on 


characteristics of a population and the evaluation questions to yield information rich cases 


with the diversity of viewpoints. Categories and dimensions may include, but are not 


limited to, age, gender, race/ethnicity, education, employment, comorbidity, social risk 


factors, and areas of residence. The goal with this approach is to collect data that covers the 


breadth of experiences and expertise pilot participants possess. Data will be collected using 


a combination of qualitative research methods, as different methods are best suited in 


different circumstances. For example, when discussing possibly stigmatizing topics, 


individual interviews may promote more open dialogue than focus group discussions. 


When social context, group norms or values is important, (for example, regarding an 


eligibility determination process), focus group discussions with a larger number of 


participants may offer areas of synergy and differences on ideas and perspectives. The goal 


with the qualitative data collection will be to achieve thematic saturation regarding the 


given topics, and thus sample size will be adjusted in order to achieve this. For analysis, 


transcripts of interviews and focus groups will be transcribed verbatim and imported into 


ATLAS.ti 7.5.18, a qualitative software program to facilitate analysis. Codebooks will be 


created to analyze data with codes drawn from both the interview and discussion guides 


and from participants’ words. We will use an iterative approach to identify and group 


emergent themes. Any disagreements will be resolved by discussion and consensus. 
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Table 6: Qualitative Data Collection Planning 


Stakeholders Hypothesis Evaluation Questions Data 
Collection 
Method 


Sample Timeline 


Qualifying adults 
(age ≥ 22 years) 


3, 4 Do Pilot services improve social 
risk factors in qualifying adults 
(age ≥ 22 years)? 


 
Do Pilot services improve health 
outcomes, including patient- 
reported outcomes (PRO), 
experience of care, and quality 
of care metrics, in adults (age ≥ 
22 years) with qualifying health 
and social risk factors? 


Focus 
group 
discussions 


Two focus 
groups 
annually with 
up to 14 
qualifying 
adults (age ≥ 
22 years) 
representing 
each Service 
Tier 


Years 2- 
5 


    Each focus 
group with 
approximately 
7 participants 
per group 


 


Qualifying pregnant 
women 


3, 4 Do Pilot services improve social 
risk factors in qualifying 
pregnant women? 


 
Do Pilot services improve health 
outcomes, including patient- 
reported outcomes (PRO), 
experience of care, and quality 
of care metrics, in pregnant 
women with qualifying health 
and social risk factors? 


Focus 
group 
discussions 


Two focus 
groups 
annually with 
up to 14 
qualifying 
pregnant 
women 
representing 
each Service 
Tier 


Years 2- 
5 


    Each focus 
group with 
approximately 
7 participants 
per group 


 


Qualifying parents of 
young children (age 
0-3 years) 


3, 4 Do Pilot services improve health 
outcomes, including patient- 
reported outcomes (PRO), 
experience of care, and quality 
of care metrics, in pregnant 
women with qualifying health 
and social risk factors? 


 
Do Pilot services improve health 
outcomes, including PRO for 
parents and as reported by 
proxy, and quality of care 
metrics, in young children (age 
0-3 years) with qualifying health 
and social risk factors? 


Individual 
interviews 


Up to five 
interviews 
annually with 
qualifying 
parents of 
young 
children (age 
0-3 years) 
representing 
each Service 
Tier 


Years 2- 
5 
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Table 6: Qualitative Data Collection Planning 


Stakeholders Hypothesis Evaluation Questions Data 
Collection 
Method 


Sample Timeline 


Qualifying parents of 3, 4 Do Pilot services improve social Individual Up to five Years 2- 
children/adolescents  risk factors in qualifying young interviews interviews 5 
(age 0-21 years)?  children (age 0-3 years)?  annually  


  Do Pilot services improve health  with  


  outcomes, including patient-  qualifying  


  reported outcomes (PRO),  parents of  


  experience of care, and quality  children/  


  of care metrics in  adolescents  


  children/adolescents (age 0-21  (age 0-21  


  years) with qualifying health  years)  


  and social risk factors?  representing  


    each Service  


    Tier  


Key service 
providers in 
organizations 
delivering services 


5 Do Pilot services improve social 
risk factors in qualifying 
children/adolescents (age 0-21 
years)? 


Individual 
Interviews 


Up to ten 
interviews 
annually 


Years 2- 
5 


   
Do Pilot services improve 
healthcare utilization, including 
increasing prenatal and 
postnatal care, in pregnant 
women with qualifying health 
and social risk factors? 


 2-3 interviews 
with key 
individuals in 
3-4 different 
organizations 
delivering 
services 


 


   
Do Pilot services improve 
healthcare utilization, including 
increasing primary care and 
preventive services/wellness 
utilization, and decreasing 
emergency department visits 
and hospitalizations, in young 
children (age 0-3 years) with 
qualifying health and social risk 
factors? 


Focus 
group 
discussions 


Three focus 
groups 
annually with 
key 
organizations 
delivering 
services for 
“high 
effective” 
pilots 


Years 5- 
7 


   


Do Pilot services improve 
healthcare utilization, including 
increasing primary care and 
preventive services/wellness 
utilization, and decreasing 
emergency department visits 
and hospitalizations, in 
children/adolescents (age 0-21 
years) with qualifying health 
and social risk factors? 


 Each focus 
group with 
approximately 
7 participants 
per group (3 X 
7=21 
participants) 
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Hypotheses 3-6: SMART Design 


 


To determine whether Tier 2 and Tier 3 pilot services had their intended effect, a key 


method of analysis will be drawing comparisons between individuals who were and were 


not randomized to receive the services. Owing to the randomized nature of the design, 


unadjusted analyses will give unbiased estimates of intervention effects. However, to 


increase power and precision, we will conduct adjusted analyses using regression models. 


The control group in the SMART evaluation (individuals who were eligible for but did not 


receive services from a given Tier) will allow us to isolate the effect of the intervention 


programs. Analyses will be conducted using the intention-to-treat principle. To investigate 


whether differential loss to follow-up (censoring) could have affected the results, we will 


conduct sensitivity analysis that account for censoring using the inverse probability of 


censoring weighting approach. For the regression models, we will test the distributional 


assumptions of the model in the data prior to conducting hypothesis testing analyses and 


select distributions for which the observed data meet the requisite assumptions. Where 


applicable, regression models will account for repeated measurements within individuals. 


These methods will be applied to all outcomes associated with the randomized evaluation 


listed in Table 4. 


 
 


Hypotheses 3-6: Difference-in-Difference Comparison 


 


In order to compare Tier 1 services to receipt of ‘standard’ demonstration services, we will 


use a difference-in-difference evaluation, as all pilot participants will receive Tier 1 
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services and thus there is no ‘internal’ comparison group. Instead, to isolate the effect of the 


intervention, we will use individuals in other parts of the states, where pilots are not active, 


to serve as the comparison group. This will enable us to determine the incremental effect, if 


any, of the pilots over and above the other initiatives happening state-wide. We will select 


individuals who would have been eligible for the pilots, on the basis of health and social 


risk factors, had they lived in an area with pilot programs. From this set of individuals, we 


will use a high-dimensional propensity score approach28–30, where the propensity score to 


be estimated is the probability of participating in the pilot programs conditional on data 


captured in claims and the social risk assessment all plans will administer to their 


beneficiaries. We will then additionally adjust for pre-intervention measurements of the 


outcome (for example, emergency department visits in the year prior to the intervention 


when analyzing the outcome of emergency department visits), and also area-level 


indicators of healthcare use (for example, emergency department visits per 1000 Medicaid 


beneficiaries in the region) and socioeconomic characteristics (from U.S. Census data 


sources such as the American Community Survey). We will further consider demographic 


and clinical differences in those who and do not participate in the pilots (differential 


selection) and issues of length of participation and loss of beneficiary status (churn). We 


will also conduct analyses of the level and trends in outcomes prior to the implementation 


of the Pilots, and, if differences are observed in outcomes trends, we will additionally using 


weighting techniques in order to create a comparison group that is as similar as possible to 


the pilot intervention group outcomes, in the absence of the pilots. We will analyze the 


same outcomes as in the SMART evaluation above (listed in Table 4). The high-dimensional 


propensity score28 adjusted difference-in-difference analysis will use regression models for 
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hypothesis testing. For the regression models, we will test the distributional assumptions 


of the model in the data prior to conducting hypothesis testing analyses and select 


distributions for which the observed data meet the requisite assumptions. Where 


applicable, regression models will account for repeated measurements within individuals 


using generalized estimating equations. Data will reflect monthly, quarterly, or annual 


outcomes, as appropriate. Each outcome will be regressed in a separate model as a function 


of a series of binary indicators of actual pilot services received during the period, 


controlling for demographic factors and risk-adjustment factors such as chronic condition 


indicators. If individuals are in the pilot for a shorter time period than the period that the 


outcomes are observed (e.g., participants are in the pilot for several months, but some 


outcomes are only observed annually), appropriate adjustments will be made. Results from 


the GEE models will be converted to average marginal effects, which will reflect the impact 


the use of each service type has on the outcome in natural units. For example, we may find 


that the average marginal effect of tenancy support services is a $25 reduction in Medicaid- 


funded health services use, controlling for risk factors and other baseline covariates. 


In addition to the main analyses described above, we will conduct a number of 


sensitivity analyses. First, it is likely that the effects of the pilots may occur with a lag. 


Therefore, we will also examine the effect of lagged participation on all outcomes as 


appropriate. This analysis will determine whether the pilot models create short versus 


long-run effects on spending and health outcomes. Second, it is likely that there are 


heterogeneous effects of the pilots across different groups of PHP enrollees, such as by 


number of need-based factors such as chronic conditions. We will run a limited number of 
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subgroup analyses as sample size permits in order to determine the effectiveness of the 


pilot services in specific subgroups. 
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Evaluation Challenges, Methodological Limitations, and Plans to Address Them 


 
Despite the overall rigor of the evaluation design, there are important challenges and 


limitations to consider. Participants can opt-in or out of pilot participation, and some 


participants may lose Medicaid eligibility during the evaluation period. These issues are 


addressed by using randomization, the intention-to-treat principle for analyses, and 


inverse probability of censoring weighting in analyses comparing pilot participants. For 


analyses comparing pilot participants to non-pilot participants, these issues are addressed 


by using difference-in-difference analyses, explicitly considering length of participation, 


and analyzing characteristics of those who do and do not enroll. In the rapid cycle 


assessment, it is not possible to use an external comparison group given the pace with 


which the interventions evolve. In order to help mitigate this, an interrupted time series 


design is used. Additionally, the rapid cycle assessments need to balance the speed with 


which assessments occur and the statistical power of the analysis. Since the goal is quickly 


provide needed information, the rapid cycle assessment may lack power to detect smaller 


or longer-term intervention effects that would only become apparent with larger samples 


followed for long periods of time. However, given North Carolina’s pressing need to 


prioritize the most effective interventions, we believe these limitations are offset by the 


benefits of the rapid cycle assessments—specifically the ability to quickly ‘course correct’ 


during the early phase of the evaluation. We also note that the summative evaluation has 


complementary strengths, allowing for longer term follow-up and detection of more subtle 


effects. The main limitation of the summative evaluation is the complexity of the evaluation 


design. Adding randomization inherently increases the amount of infrastructure and 


coordination needed to implement the evaluation. However, we believe the benefits of a 
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randomized design of the type we propose, which ensures all participants receive services 


likely to be effective for their social risk factors and physical/behavioral health conditions 


while still enabling us to make comparisons across types of interventions in order to 


determine their comparative effectiveness, vastly outweigh this limitation. Additionally, 


having sufficient participants for statistical power is always a concern. Because the 


evaluation design focuses the initial stage of the evaluation on ways to identify and retain 


pilot participants, this will maximize participation and thus statistical power. 
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Attachments 


 
1. Independent Evaluator 


 
As stated in the Special Terms and Conditions, the state is required to select an 


independent evaluator for the Enhanced Case Management and Other Services Pilots. Key 


requirements for the evaluator are that the evaluator be free of any conflict of interest with 


the pilots, have experience with large scale evaluations, have experience working with the 


necessary data sources and types to evaluate the pilots, and have expertise with the 


evaluation methodologies that will be needed to evaluate the pilots. Further, the evaluator 


must be able to conduct a fair and impartial evaluation and prepare an objective evaluation 


report. Considering these factors, the state selected the Cecil G. Sheps Center for Health 


Services Research at the University of North Carolina at Chapel Hill (‘the Sheps Center’) to 


conduct the evaluation. The Sheps Center has a long history over several decades working 


with North Carolina Medicaid data (claims, provider, and de-identified beneficiary) and 


other state data sources including from Divisions of Public Health/State Health Statistics 


and Mental Health, Substance Use Disorder, and Intellectual/Developmental 


Disabilities. Under a Master Data Use Agreement, the Sheps Center will have access to 


necessary data and stringent conflict of interest policies are in place to ensure the absence 


of conflict of interest in the evaluation. 
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2. Evaluation Budget 
 
 
 
 


Please see separate attachment 
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3. Timeline 
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Healthy Opportunities Pilots: Key Timelines 
  Milestones   Ongoing Pilot Services Occuring      


Activity 
2019 2020 


 


2021 
 


2022 
 


2023 
 


2024 
 


2025 
 


2026 
Jan- Mar Apr-Jun Jul-Sept Oct-Dec Jan- Mar Apr-Jun Jul-Sept Oct-Dec 


Waiver Effective Period 


1115 waiver effective dates    11/1        10/31   


Pilot Procurement, Launch and Service Delivery 


Release RFP               


Entities submits RFP responses               


State awards LPE contracts               


Pilot service delivery               


Evaluation Design and Reports Submission 


Submit evaluation design to CMS for review and approval 2/21              


Submit annual rapid cycle assessment to CMS         1st Quarter 1st Quarter 1st Quarter    


Submit Interim Evalutation           4th Quarter    


Conduct summative evaluation and prepare report               


Submit summative evaluation to CMS              4/30 
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Updated Healthy Opportunities Pilots Fee Schedule [Guidance Version] 


March 31, 2022 


 


The Healthy Opportunities Pilots Fee Schedule originally posted in December, 2019 has been updated to 


reflect the most recent data on wages, inflation, employee related expenses and updates to rates for 


similar services offered by other Department programs. The Fee Schedule may continue to be updated 


in the future based on DHHS experience implementing the Pilots and any feedback from CMS. 


 


**This version is not part of the model contracts. This version is meant to provide additional guidance by 


reincorporating information about frequency, duration, setting, and minimum eligibility criteria for each 


service, where applicable, from the prior version of the fee schedule. This guidance should be considered 


alongside additional training that will be provided by the Department. ** 


 


Healthy Opportunities Pilots Fee Schedule 


Service Name 
Unit Of 


Service/Payment 
Rate or Cap 


Housing 


Housing Navigation, 


Support and Sustaining 


Services 


PMPM $400.26  


Inspection for Housing 


Safety and Quality  


Cost-Based 


Reimbursement Up 


to A Cap  


Up to $250 per inspection 


Housing Move-In Support Cost-Based 


Reimbursement Up 


to A Cap  


• 1 BR: Up to $900 per month 


• 2 BR: Up to $1,050 per month 


• 3 BR: Up to $1,150 per month 


• 4 BR: Up to $1,200 per month 


• 5+ BR: Up to $1,250 per month 


Essential Utility Set-Up  Cost-Based 


Reimbursement Up 


to A Cap 


• Up to $500 for utility deposits 


• Up to $500 for reinstatement utility payment 


• Up to $500 for utility arrears 


Home Remediation 


Services 


Cost-Based 


Reimbursement Up 


to A Cap 


Up to $5,000 per year1 


 
1 The HSO that coordinates the contractors to deliver the Home Remediation Service will receive $125 per Home 


Remediation Service project that costs no more than $1,250 and will receive $250 per Home Remediation Service 
project that costs between $1,250 and $5,000.  
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Healthy Opportunities Pilots Fee Schedule 


Service Name 
Unit Of 


Service/Payment 
Rate or Cap 


Home Accessibility and 


Safety Modifications 


Cost-Based 


Reimbursement Up 


to A Cap 


Up to $10,000 per lifetime of waiver 


demonstration2 


Healthy Home Goods Cost-Based 


Reimbursement Up 


to A Cap 


Up to $2,500 per year 


One-Time Payment for 


Security Deposit and First 


Month’s Rent 


Cost-Based 


Reimbursement Up 


to A Cap 


• First month’s rent: Up to 110% FMR3 (based on 
home size) 


• Security deposit: Up to 110% FMR (based on 
home size) x2  


Short-Term Post 


Hospitalization Housing 


Cost-Based 


Reimbursement Up 


to A Cap  


• First month’s rent: Up to 110% FMR (based on 
home size) 


• Security deposit: Up to 110% FMR (based on 
home size) x2  


Interpersonal Violence / Toxic Stress 


IPV Case Management 


Services 


PMPM $221.96  


Violence Intervention 


Services 


PMPM $168.94  


Evidence-Based 


Parenting Curriculum 


One class  $22.60  


Home Visiting Services One home visit  $67.89  


Dyadic Therapy  Per occurrence $68.25 


Food 


Food and Nutrition 


Access Case 


Management Services 


15 minute interaction  $13.27 


Evidence-Based Group 


Nutrition Class 


One class $22.80  


Diabetes Prevention 


Program  


• Four classes  


(first phase) 


• Phase 1: $275.83 


• Completion of 4 classes: $27.38 


• Completion of 4 additional classes (8 
total): $54.77 


 
2 The HSO that coordinates the contractors to deliver the Home Accessibility and Safety Modification will receive 


$250 per Home Accessibility Modification project that costs no more than $2,500 and will receive $500 per Home 
Accessibility and Safety Modification project that costs between $2,500 and $10,000.  


3 Fair Market Rent (FMR) standards as established by the U.S. Department of Housing and Urban Development, 
available here: https://www.huduser.gov/portal/datasets/fmr.html#2022 



https://www.huduser.gov/portal/datasets/fmr.html#2022





 


 


3 
 
 


 


Healthy Opportunities Pilots Fee Schedule 


Service Name 
Unit Of 


Service/Payment 
Rate or Cap 


• Three classes 


(second phase)4  


• Completion of 4 additional classes (12 
total): $68.46 


• Completion of 4 additional classes (16 
total): $125.22 


• Phase 2: $103.44 


• Completion of 3 classes: $31.02 


• Completion of 3 additional classes (6 
total): $72.42 


Fruit and Vegetable 


Prescription 


Cost-Based 


Reimbursement Up 


to A Cap  


Up to $210 per month5 


Healthy Food Box (For 


Pick-Up) 


One food box  • Small box: $89.29 


• Large box: $142.86 


Healthy Food Box 


(Delivered) 


One food box  • Small box: $96.79 


• Large box: $150.36 


Healthy Meal (For Pick-


Up)  


One meal  $7.00  


Healthy Meal (Home 


Delivered) 


One meal  $7.60  


Medically Tailored Home 


Delivered Meal 


One meal  $7.80  


Transportation 


Reimbursement for 


Health-Related Public 


Transportation 


Cost-Based 


Reimbursement Up 


to A Cap  


Up to $102 per month 


Reimbursement for 


Health-Related Private 


Transportation 


Cost-Based 


Reimbursement Up 


to A Cap  


Up to $267 per month6 


 
4 The Centers for Disease Control and Prevention recognized Diabetes Prevention Program is offered in two phases, 


including a minimum of 16 classes in Phase 1 and 6 classes in Phase 2. The DPP program is payed for in allocations 
so HSOs that participate in the Pilot are able to receive pro-rated payments as enrollees complete four classes.  


5 The HSO that coordinates the Fruit and Vegetable Prescription service will receive $5.25 per person served in a 
given month. 


6 Repairs to a Pilot Enrollee’s car may be deemed an allowable, cost-effective alternative to private transportation 
by the Enrollee’s Prepaid Health Plan. Reimbursement for this service may not exceed six months of capped private 
transportation services.  
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Healthy Opportunities Pilots Fee Schedule 


Service Name 
Unit Of 


Service/Payment 
Rate or Cap 


Transportation PMPM 


Add-On for Case 


Management Services 


PMPM $71.30  


Cross-Domain 


Holistic High Intensity 


Enhanced Case 


Management 


PMPM $501.41  


Medical Respite Per diem  $206.98  


Linkages to Health-


Related Legal Supports 


15 minute interaction  $25.30  


Pilot Service Descriptions 


 


Housing Services 


Housing Navigation, Support and Sustaining Services 


Category Information 


Service Name Housing Navigation, Support and Sustaining Services 


Service 


Description 


Provision of one-to-one case management and/or educational services to prepare an 


enrollee for stable, long-term housing (e.g., identifying housing preferences and 


developing a housing support plan), and to support an enrollee in maintaining stable, 


long-term housing (e.g., development of independent living skills, ongoing 


monitoring and updating of housing support plan). Activities may include: 


Housing Navigation and Support  


• Assisting the enrollee to identify housing preferences and needs. 


• Connecting the enrollee to social services to help with finding housing 


necessary to support meeting medical care needs. 


• Assisting the enrollee to select adequate housing and complete a housing 


application, including by:  


o Obtaining necessary personal documentation required for housing 


applications or programs; 


o Supporting with background checks and other required paperwork 


associated with a housing application 


• Assisting the enrollee to develop a housing support and crisis plan to support 


living independently in their own home. 


• Assisting the enrollee to develop a housing stability plan and support the 


follow through and achievement of the goals defined in the plan.  


• Assisting to complete reasonable accommodation requests. 
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• Identifying vendor(s) for and coordinating housing inspection, housing move-


in, remediation and accessibility services.  


• Assisting with budgeting and providing financial counseling for housing/living 


expenses (including coordination of payment for first month’s rent and 


short-term post hospitalization rental payments). 


• Providing financial literacy education and on budget basics and locating 


community based consumer credit counseling bureaus 


• Coordinating other Pilot housing-related services, including:  


o Coordinating transportation for enrollees to housing-related services 


necessary to obtain housing (e.g. apartment/home visits). 


o Coordinating the enrollee’s move into stable housing including by 


assisting with the following:  


▪ Logistics of the move (e.g., arranging for moving company or 


truck rental); 


▪ Utility set-up and reinstatement; 


▪ Obtaining furniture/commodities to support stable housing 


o Referral to legal support to address needs related to finding and 


maintaining stable housing.   


Tenancy Sustaining Services  


• Assisting the enrollee in revising housing support/crisis plan. 


• Assisting the enrollee to develop a housing stability plan and support the 


follow through and achievement of the goals defined in the plan,  including 


assistance applying to related programs to ensure safe and stable housing 


(e.g., Social Security Income and weatherization programs), or assuring 


assistance is received from the enrollee’s Medicaid care manager.  


• Assisting the enrollee with completing additional or new reasonable 


accommodation requests. 


• Supporting the enrollee in the development of independent living skills. 


• Connecting the enrollee to education/training on tenants’ and landlords’ 


role, rights and responsibilities. 


• Assisting the enrollee in reducing risk of eviction with conflict resolution 


skills. 


• Coordinating other Pilot housing-related services, including: 


o Assisting the enrollee to complete annual or interim housing re-


certifications. 


o Coordinating transportation for enrollees to housing-related services 


necessary to sustain housing. 


o Referral to legal support to address needs related to finding and 


maintaining stable housing.  
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Activities listed above may occur without the Pilot enrollee present. For homeless 


enrollees, all services must align with a Housing First approach to increase access to 


housing, maximize housing stability and prevent returns to homelessness.   


 


The HSO has the option to partner with other organizations to ensure it is able to 


provide all activities described as part of this service. If desired by the HSO, the Lead 


Pilot Entity can facilitate partnerships of this kind.  


Frequency  


(if applicable) 


As needed  


Duration  


(if applicable) 


On average, individuals require 6-18 months of case management services to 


become stably housed but individual needs will vary and may continue beyond the 


18 month timeframe. Service duration would persist until services are no longer 


needed, as determined in an individual’s person-centered care plan, contingent on 


determination of continued Pilot eligibility. 


Setting  • The majority of sessions with enrollees should be in-person, in a setting desired 


by the individual. In-person meetings will, on average occur for the first 3 months 


of service.  


• Case managers may only utilize telephonic contacts if appropriate. 


• Some sessions may be “off-site,” (e.g., at potential housing locations).   


Minimum 


Eligibility Criteria 


• Enrollee is assessed to be currently experiencing homelessness, are at risk of 


homelessness and those whose quality/safety of housing are adversely affecting 


their health. Services are authorized in accordance with PHP authorization 


policies, such as but not limited to service being indicated in the enrollee's 


person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other Pilot 


services.  


• Enrollees may not simultaneously receive the Housing Navigation, Support and 


Sustaining Services and the IPV Case Management Services. Individuals with co-


occurring housing and IPV-related needs should receive the Holistic High 


Intensity Case Management service.   


• This service is not covered as a Pilot service if the receiving individual would be 


eligible for substantially the same service as a Medicaid covered service. 


• Enrollee is not currently receiving duplicative support through other federal, 


state, or locally-funded programs. 


 


Inspection for Housing Safety and Quality  


Category Information 


Service 


Name 


Inspection for Housing Safety and Quality 
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Service 


Description 


A housing safety and quality inspection by a certified professional includes assessment 


of potential home-based health and safety risks to ensure living environment is not 


adversely affecting occupants' health and safety. Inspections may assess the 


habitability and/or environmental safety of an enrollee’s current or future dwelling. 


Inspections may include:   


• Inspection of building interior and living spaces for the following: 


o Adequate space for individual/family moving in; 


o Suitable indoor air quality and ventilation; 


o Adequate and safe water supply; 


o Sanitary facilities, including kitchen, bathroom and living spaces 


o Adequate electricity and thermal environment (e.g. window condition) 


and absence of electrical hazards; 


o Potential lead exposure;  


o Conditions that may affect health (e.g. presence of chemical irritants, 


dust, mold, pests);  


o Conditions that may affect safety. 


• Inspection of building exterior and neighborhood for the following: 


o Suitable neighborhood safety and building security;  


o Condition of building foundation and exterior, including building 


accessibility; and, 


o Condition of equipment for heating, cooling/ventilation and plumbing.  


 


Inspector must communicate inspection findings to the care or case manager working 


with the enrollee to ensure referrals to appropriate organizations for additional home 


remediation and/or modifications, if necessary.  


   


This service can cover Housing Quality Standards (HQS) inspections upon move-in to a 


new residence, or other inspections to identify sub-standard housing that impacts an 


enrollee’s health and safety. 


 


This service covers failed inspections and re-inspections.  


 


Each housing inspection does not need to include all activities listed in this service 


description. Service providers should only execute the necessary components of a 


housing safety and quality inspection as required based on an enrollee’s 


circumstances. Costs for services provided must be commensurate with a vendor’s 


scope of activities. 


Frequency  


(if applicable) 


• Enrollees may receive ad hoc assessments to identify housing quality, accessibility 


and safety issues at time of indication as needed when that current housing may 


be adversely affecting health or safety. 
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• Housing Quality Standards (HQS) inspections must occur at enrollee move-in to 


new place of residence if enrollee will receive “One-Time Payment for Security 


Deposit” and First Month’s Rent or “Short Term Post Hospitalization Housing” 


services.  


Duration  


(if applicable) 


Approximately one hour.  


Setting  Housing inspection should occur in the enrollee’s current place of residence or 


potential residence.  


Minimum 


Eligibility 


Criteria 


• Inspections may be conducted for individuals who are moving into new housing 


units (e.g., HQS Inspection) or for individuals who are currently in housing that 


may be adversely affecting their health or safety. 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan.  


• This service is not covered as a Pilot service if the receiving individual would be 


eligible for substantially the same service as a Medicaid covered service. 


• Enrollee is not currently receiving duplicative support through other federal, state, 


or locally-funded programs.  


 


 


Housing Move-In Support 


Category  Information 


Service Name Housing Move-In Support  


Service 


Description 


Housing move-in support services are non-recurring set-up expenses. Allowable 


expenses include but are not limited to the following:  


• Moving expenses required to occupy and utilize the housing (e.g., moving 


service to transport an individual’s belongings from current location to new 


housing/apartment unit, delivery of furniture, etc.) 


• Discrete goods to support an enrollee’s transition to stable housing as part of 


this service. These may include, for example:  


o Essential furnishings (e.g., mattresses and beds, dressers, dining table 


and chairs); 


o Bedding (e.g., sheets, pillowcases and pillows); 


o Basic kitchen utensils and dishes; 


o Bathroom supplies (e.g., shower curtains and towels); 


o Cribs; 


o Cleaning supplies. 


 


This service shall not cover used mattresses, cloth, upholstered furniture, or other used 


goods that may pose a health risk to enrollees. 
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Frequency 


(if applicable) 


Enrollees that meet minimum service eligibility criteria may receive housing move-in 


support services when they move into a housing/apartment unit for the first time or 


move from their current place of residence to a new place of residence. This service 


may be utilized more than once per year, so long as overall spending remains below the 


annual cap. 


Duration 


(if applicable) 


N/A 


Setting  Variable. Many housing move-in support services will occur in the enrollee’s current 


place of residence or potential residence. Some discrete goods may be given to an 


enrollee in a location outside the home, including an HSO site or clinical setting.   


Minimum 


Eligibility 


Criteria 


• Enrollee must be receiving Housing Navigation, Support and Sustaining Services or 


Holistic High Intensity Enhanced Case Management. 


o Enrollees receiving services substantially similar to Housing Navigation, 


Supports and Sustaining Services through a different funding source (e.g. 


Medicaid State Plan, a 1915(c) waiver service, or Housing and Urban 


Development grant) may still receive this Pilot service if deemed eligible. 


The provider delivering the substantially similar service must coordinate 


with the enrollee’s Medicaid care manager (if applicable) to determine the 


necessity of the Pilot service and ensure appropriate documentation in the 


enrollee’s care plan.   


• Housing move-in support services are available for individuals who are moving into 


housing from homelessness7 or shelter, or for individuals who are moving from 


their current housing to a new place of residence due to one or more of the reasons 


listed under “Minimum Eligibility Criteria.”  


• Enrollee is moving into housing/apartment unit due to one or more of the following 


reasons:  


o Transitioning from homelessness or shelter to stable housing; 


o Addressing the sequelae of an abusive relationship  


o Evicted or at risk of eviction from current housing; 


o Current housing is deemed unhealthy, unsafe or uninhabitable by a 


certified inspector; 


o Displaced from prior residence due to occurrence of a natural disaster. 


• This Pilot service is furnished only to the extent that the enrollee is unable to meet 


such expense or when the services cannot be reasonably obtained from other 


sources. 


 
7 The Healthy Opportunities Pilots define homelessness by the U.S. Department of Health and 


Human Services (HHS) definition from Section 330 of the Public Health Service Act (42 U.S.C., 
254b) and HRSA/Bureau of Primary Health Care Program Assistance Letter 88-12, Health Care 
for the Homeless Principles of Practice, available at: https://www.nhchc.org/faq/official-
definition-homelessness/. 
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• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan.  


• This service is not covered as a Pilot service if the receiving individual would be 


eligible for substantially the same service as a Medicaid covered service. 


• Enrollee is not currently receiving duplicative support through other federal, state, 


or locally-funded programs. 
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Essential Utility Set-Up  


Category Information 


Service Name Essential Utility Set-Up  


Service 


Description 


The Essential Utility Set Up service is a non-recurring payment to: 


• Provide non-refundable, utility set-up costs for utilities essential for habitable 


housing. 


• Resolve arrears related to unpaid utility bills and cover non-refundable utility 


set-up costs to restart the service if it has been discontinued in a Pilot 


enrollee’s home, putting the individual at risk of homelessness or otherwise 


adversely impacting their health (e.g., in cases when medication must be 


stored in a refrigerator).  


This service may be used in association with essential home utilities that have been 


discontinued (e.g., initial payments to activate heating, electricity, water, and gas).  


Frequency 


(if applicable) 


Enrollees may receive this service at any point at which they meet service minimum 


eligibility criteria and have not reached the cap.  


Duration 


(if applicable) 


N/A 


Setting  • An enrollee’s home  


• Utility vendor’s office 


Minimum 


Eligibility 


Criteria 


• Enrollee must require service either when moving into a new residence or because 


essential home utilities have been discontinued or were never activated at move-in 


and will adversely impact occupants’ health if not restored.  


• Enrollee demonstrates a reasonable plan, created in coordination with care 


manager or case manager, to cover future, ongoing payments for utilities.  


• This Pilot service is furnished only to the extent that the enrollee is unable to meet 


such expense or when the services cannot be obtained from other sources. 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan.  


• This service is not covered as a Pilot service if the receiving individual would be 


eligible for substantially the same service as a Medicaid covered service. 


• Enrollee is not currently receiving duplicative support through other federal, state, 


or locally-funded programs. 


 


Home Remediation Services  


Category  Information 


Service Name Home Remediation Services 


Service 


Description 


Evidence-based home remediation services are coordinated and furnished to eliminate 


known home-based health and safety risks to ensure living environment is not 


adversely affecting occupants' health and safety. Home remediation services may 
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include for example pest eradication, carpet or mold removal, installation of washable 


curtains or synthetic blinds to prevent allergens, or lead abatement.   


Frequency 


(if applicable) 


Enrollees may receive home remediation services at any point at which they meet 


minimum service eligibility criteria and have not reached the cap.  


Duration 


(if applicable) 


N/A 


Setting  Home remediation services occur in the enrollee’s current place of residence or 


potential residence.  


Minimum 


Eligibility 


Criteria 


• Enrollee must be moving into a new housing unit or must reside in a housing unit 


that is adversely affecting his/her health or safety.  


o The housing unit may be owned by the enrollee (so long as it is their 


primary place of residence) or rented.   


• Landlord has agreed to and provided signed consent for approved home 


remediation services prior to service delivery (if applicable). 


• Landlord has agreed to and provided signed consent to keep rent at current rate for 


a period of twenty-four months after receiving Pilot Home remediation services 


prior to service delivery (if applicable).  


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other federal, state, 


or locally-funded programs. 


 


Home Accessibility and Safety Modifications 


Category  Information 


Service Name Home Accessibility and Safety Modifications 


Service 


Description 


Evidence-based home accessibility and safety modifications are coordinated and 


furnished to eliminate known home-based health and safety risks to ensure living 


environment is not adversely affecting occupants' health and safety. Home accessibility 


modifications are adjustments to homes that need to be made in order to allow for 


enrollee mobility, enable independent and safe living and accommodate medical 


equipment and supplies. Home modifications should improve the accessibility and 


safety of housing (e.g., installation of entrance ramps, hand-held shower controls, non-


slip surfaces, grab bars in bathtubs, installation of locks and/or other security measures,  


and reparation of cracks in floor).  


Frequency 


(if applicable) 


Enrollees may receive home accessibility modifications at any point at which they meet 


minimum eligibility criteria and have not reached the cap.   


Duration 


(if applicable) 


N/A 
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Setting   Home accessibility and safety services will occur in the enrollee’s current place of 


residence or potential residence.  


Minimum 


Eligibility 


Criteria 


• Enrollee must be moving into a new housing unit or must reside in a housing unit 


that is adversely affecting his/her health or safety.  


o The housing unit may be owned by the enrollee (so long as it is their 


primary place of residence) or rented.   


• Landlord has agreed to and provided signed consent for approved home 


accessibility or safety modifications prior to service delivery (if applicable). 


• Landlord has agreed to and provided signed consent to keep rent at current rate for 


a period of twenty-four months after approved home accessibility or safety 


modification prior to service delivery (if applicable).  


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other federal, state, 


or locally-funded programs. 


 


Healthy Home Goods  


Category  Information 


Service Name Healthy Home Goods  


Service 


Description 


Healthy-related home goods are furnished to eliminate known home-based health and 


safety risks to ensure living environment is not adversely affecting occupants' health 


and safety. Home-related goods that may be covered include, for example, discrete 


items related to reducing environmental triggers in the home (e.g., a “Breathe Easy at 


Home Kit” with EPA-vacuum, air filter, green cleaning supplies, hypoallergenic mattress 


or pillow covers and non-toxic pest control supplies). Healthy Home Goods do not alter 


the physical structure of an enrollee’s housing unit.  


Frequency 


(if applicable) 


Enrollees may receive healthy home goods when there are health or safety issues 


adversely affecting their health or safety.  


Duration 


(if applicable) 


N/A 


Setting  Variable. Many times, goods will be given to an enrollee inside the home. Some goods 


(e.g., air filters) may be given to an enrollee in a location outside the home, including an 


HSO site or a clinical setting.   


Minimum 


Eligibility 


Criteria 


• Enrollee must be moving into a new housing unit or must reside in a housing unit 


that is adversely affecting his/her health or safety.   


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other federal, state, 


or locally-funded programs. 
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One-Time Payment for Security Deposit and First Month’s Rent  


Category  Information 


Service Name One-Time Payment for Security Deposit and First Month’s Rent 


Service 


Description 


Provision of a one-time payment for an enrollee’s security deposit and first month’s 


rent to secure affordable and safe housing that meet’s the enrollee’s needs. All units 


that enrollees move into through this Pilot service must:  


• Pass a Housing Quality Standards (HQS) inspection  


• Meet fair market rent and reasonableness check 


• Meet a debarment check  


 


For homeless enrollees, all services provided must align with a Housing First approach 


to increase access to housing, maximize housing stability and prevent returns to 


homelessness. 


Frequency 


(if applicable) 


Once per enrollee over the lifetime of the demonstration 


Duration 


(if applicable) 


N/A 


Setting  N/A 


Minimum 


Eligibility 


Criteria 


• Enrollee must be receiving Housing Navigation, Support and Sustaining Services or 


Holistic High Intensity Enhanced Case Management. 


o Enrollees receiving services substantially similar to Housing Navigation, 


Supports and Sustaining Services through a different funding source (e.g. 


Medicaid State Plan, a 1915(c) waiver service, or Housing and Urban 


Development grant) may still receive this Pilot service if deemed eligible. 


The provider delivering the substantially similar service must coordinate 


with the enrollee’s Medicaid care manager (if applicable) to determine the 


necessity of the Pilot service and ensure appropriate documentation in the 


enrollee’s care plan. 


• Enrollee must receive assistance with developing a reasonable plan to address 


future ability to pay rent through a housing stability plan.  


• Housing unit must pass a Housing Quality Standards (HQS) inspection prior to 


move-in or, in certain circumstances, a habitability inspection performed by the 


case manager or other staff. If a habitability inspection is performed, an HQS 


inspection must be scheduled immediately following move-in.  


• Landlord must be willing to enter into a lease agreement that maintains a 


satisfactory dwelling for the enrollee throughout the duration of the lease, unless 


there are appropriate and fair grounds for eviction. 


• This pilot service is provided only to the extent that the enrollee is unable to meet 


such expense or when the services cannot be obtained from other sources.  
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• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan.  


• Enrollee is not currently receiving duplicative support through other federal, state, 


or locally-funded programs. 


 


Short-Term Post Hospitalization Housing 


Category Information 


Service Name Short-Term Post Hospitalization Housing 


Service 


Description 


Post-hospitalization housing for short-term period, not to exceed six [6] months, due to 


individual’s imminent homelessness at discharge from inpatient hospitalization. 


Housing should provide enrollees with a safe space to recuperate and perform activities 


of daily living while receiving ongoing medical care as needed and will be limited to 


housing in a private or shared housing unit. Short-Term Post Hospitalization Housing 


setting should promote independent living and transition to a permanent housing 


solution. Services may not be provided in a congregate setting, as defined by the 


Department. 


 


Allowable units for short-term post-hospitalization housing must provide the following 


for enrollees:  


• Access to a clean, healthy environment that allows enrollees to perform 


activities of daily living;  


• Access to a private or semi-private, independent room with a personal bed for 


the entire day; 


• Ability to receive onsite or easily accessible medical and case management 


services, as needed.  


 


Coordination of this service should begin prior to hospital discharge by a medical 


professional or care team member. The referral to Short-Term Post Hospitalization 


Housing should come from a member of the individual’s care team.   


 


For homeless enrollees, all  services provided must align with a Housing First approach 


to increase access to housing, maximize housing stability and prevent returns to 


homelessness. 


Frequency 


(if applicable) 


N/A 


Duration 


(if applicable) 


Up to six months, contingent on determination of continued Pilot eligibility 
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Setting  Coordination should begin prior to hospital discharge. Services may not be provided in a 


congregate setting.  


Minimum 


Eligibility 


Criteria 


• Enrollee must receive Housing Navigation, Support and Sustaining Services or 


Holistic High Intensity Enhanced Case Management in tandem with this service. 


o Enrollees receiving services substantially similar to Housing Navigation, 


Supports and Sustaining Services through a different funding source (e.g. 


Medicaid State Plan, a 1915(c) waiver service, or Housing and Urban 


Development grant) may still receive this Pilot service if deemed eligible. 


The provider delivering the substantially similar service must coordinate 


with the enrollee’s Medicaid care manager (if applicable) to determine the 


necessity of the Pilot service and ensure appropriate documentation in the 


enrollee’s care plan. 


• Enrollee is imminently homeless post-inpatient hospitalization. 


• Enrollee must receive assistance with developing a reasonable plan to address 


future ability to pay rent through a housing stability plan.  


• Housing unit must pass a Housing Quality Standards (HQS) inspection prior to 


move-in or, in certain circumstances, a habitability inspection performed by the 


case manager or other staff. If a habitability inspection is performed, an HQS 


inspection must be scheduled immediately following move-in.  


• Landlord must be willing to enter into a lease agreement that maintains a 


satisfactory dwelling for the enrollee throughout the duration of the lease, unless 


there are appropriate and fair grounds for eviction. 


• This Pilot service is provided only to the extent that the enrollee is unable to meet 


such expense or when the services cannot be obtained from other sources. 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan.  


• Enrollee is not currently receiving duplicative support through other Pilot services.  


• Enrollee is not currently receiving duplicative support through other federal, state, 


or locally-funded programs. 


 


Interpersonal Violence / Toxic Stress Services 


IPV Case Management Services 


Category Information 


Service Name IPV Case Management Services 


Service 


Description 


This service covers a set of activities that aim to support an individual in addressing 


sequelae of an abusive relationship. These activities may include:  


• Ongoing safety planning/management 


• Assistance with transition-related needs, including activities such as obtaining a new 


phone number, updating mailing addresses, school arrangements to minimize 


disruption of school schedule 
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• Linkages to child care and after-school programs and community engagement 


activities 


• Linkages to community-based social service and mental health agencies with IPV 


experience, including trauma-informed mental health services for family members 


affected by domestic violence, including witnessing domestic violence  


• Referral to legal support to address needs such as obtaining orders of protection, 


negotiating child custody agreements, or removing legal barriers to obtaining new 


housing (excluding legal representation) 


• Referral to and provision of domestic violence shelter or emergency shelter, if safe 


and appropriate permanent housing is not immediately available, or, in lieu of 


shelter, activities to ensure safety in own home  


• Coordination with a housing service provider if additional expertise is required 


• Coordination of transportation for the enrollee that is necessary to meet the goals of 


the IPV Case Management service 


• Informal or peer counseling and advocacy related to enrollees’ needs and concerns. 


These may include accompanying the recipient to appointments, providing support 


during periods of anxiety or emotional distress, or encouraging constructive 


parenting activities and self-care. 


 


Activities listed above may occur without the Pilot enrollee present. The HSO has the 


option to partner with other organizations to ensure it is able to provide all activities 


described as part of this service. If desired by the HSO, the Lead Pilot Entity can facilitate 


partnerships of this kind.  


Frequency 


(if applicable) 


As needed 


Duration 


(if applicable) 


Service duration would persist until services are no longer needed as determined in an 


individual’s person-centered care plan, contingent on determination of continued Pilot 


eligibility. 


Setting  Various settings are appropriate, including at a shelter, home of the enrollee or home of 


friend or relative, supportive housing, clinical or hospital setting, enrollee’s residence, 


HSO site, or other community setting deemed safe and sufficiently private but accessible 


to the enrollee.  


Minimum 


Eligibility 


Criteria 


• Enrollee requires ongoing engagement.8   


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee's person-centered care plan. 


 
8 This service is not intended for single or highly intermittent cases often handled through crisis 


hotlines. The pre-authorized three month interval is designed to address the unpredictable 
needs and engagement level for those with a sustained relationship with a human services 
organization.  
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• Enrollee is not currently receiving duplicative support through other Pilot services.  


• Enrollees may not simultaneously receive the Housing Navigation, Support and 


Sustaining Services and the IPV Case Management Services. Individuals with co-


occurring housing and IPV-related needs should receive the Holistic High Intensity 


Case Management service.   


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


 


 


 


 


Violence Intervention Services 


Category Information 


Service Name Violence Intervention Services 


Service 


Description 


This service covers the delivery of services to support individuals who are at risk for being 


involved in community violence (i.e., violence that does not occur in a family context). 


Individuals may be identified based on being the victim of a previous act of crime, 


membership in a group of peers who are at risk, or based on other criteria. Once 


identified, Peer Support Specialists and case managers provide: 


• Individualized psychosocial education related to de-escalation skills and 


alternative approaches to conflict resolution 


• Linkages to housing, food, education, employment opportunities, and after-


school programs and community engagement activities.  


 


Peer Support Specialists are expected to conduct regular outreach to their mentees, to 


maintain situational awareness of their mentees’ milieu, and to travel to conflict scenes 


where their mentees may be involved in order to provide in-person de-escalation 


support. Activities listed above may occur without the Pilot enrollee present. 


 


The service should be informed by an evidence-based program such as (but not limited 


to) Cure Violence. 


Frequency 


(if applicable) 


As needed 


Duration 


(if applicable) 


Service duration would persist until services are no longer needed as determined in an 


individual’s person-centered care plan, contingent on determination of continued Pilot 


eligibility. 







 


 


19 
 
 


 


Setting  Various settings are appropriate, including at an individual’s home, school, HSO site, or 


other community setting deemed safe and sufficiently private but accessible to the 


enrollee.  


Minimum 


Eligibility 


Criteria 


• Individual must have experienced violent injury or be determined as at risk for 


experiencing significant violence by a case manager or by violence intervention 


prevention program staff members (with case manager concurrence) 


• Individual must be community-dwelling (i.e., not incarcerated). 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee's person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


 


Evidence-Based Parenting Curriculum  


• Note: North Carolina has priced one approved curriculum, and will finalize a full list of allowable 


curricula and associated prices after selection of Pilot regions.  


Category Information 


Service Name Evidence-Based Parenting Classes 


Service 


Description 


Evidence-based parenting curricula are meant to provide: 


• Group and one-on-one instruction from a trained facilitator 


• Written and audiovisual materials to support learning 


• Additional services to promote attendance and focus during classes 


 


Evidence-based parenting classes are offered to families that may be at risk of disruption 


due to parental stress or difficulty coping with parenting challenges, or child behavioral 


or health issues. These services are also appropriate for newly reunited families following 


foster care/out of home placement or parental incarceration. This service description 


outlines one approved curriculum: Incredible Years (Parent) – Preschool/School. 


 


This service should be delivered in a trauma-informed, developmentally appropriate, and 


culturally relevant manner. 


Frequency 


(if applicable) 


N/A 


Duration 


(if applicable) 


18-20 sessions, typically lasting 2-2.5 hours each. 


Setting  Services may be provided in a classroom setting or may involve limited visits to 


recipients’ homes. 


Minimum 


Eligibility 


Criteria 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee's person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 
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Home Visiting Services  


• Note: North Carolina has priced one approved curriculum, and will finalize a full list of allowable 


curricula and associated prices after selection of Pilot regions.   


Category Information 


Service Name Home Visiting Services 


Service 


Description 


Home Visiting services are meant to provide: 


• One-one observation, instruction and support from a trained case manager who 


may be a licensed clinician 


• Written and/or audiovisual materials to support learning 


 


Evidence-based home visiting services are offered to families that may be at risk of 


disruption due to parental stress or difficulty coping with parenting challenges, or child 


behavioral or health issues. These services are also appropriate for newly reunited 


families following foster care/out of home placement or parental incarceration. This 


service description outlines one approved curriculum: Parents As Teachers. 


 


This service should be delivered in a trauma-informed, developmentally appropriate, and 


culturally relevant manner. 


Frequency 


(if applicable) 


N/A 


Duration 


(if applicable) 


• Families with one or no high-needs characteristics should get at least 12 home visits 


annually 


• Families with two or more high-needs characteristics should receive at least 24 home 


visits annually 


• Home visits last approximately 60 minutes 


• Home visits provided beyond 6 months are is contingent on determination of 


continued Pilot eligibility 


Setting  Various settings are appropriate, including at an individual’s home, school, HSO site, or 


other community setting deemed safe and sufficiently private but accessible to the 


enrollee.  


Minimum 


Eligibility 


Criteria 


• Services are authorized in accordance with PHP authorization policies, such as but not 


limited to service being indicated in the enrollee's person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


 


Dyadic Therapy Services 


Category Information 


Service Name Dyadic Therapy Services 
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Service 


Description 


This service covers the delivery of dyadic therapy to benefit a child/adolescent at risk for 


or with an attachment disorder, a behavioral or conduct disorder, a mood disorder,  an 


obsessive-compulsive disorder, post-traumatic stress disorder, or as a diagnostic tool to 


assess for the presence of these disorders. This service only covers therapy provided to 


the parent or caregiver of a Pilot enrolled child to address the parent’s or caregiver’s 


behavioral health challenges that are negatively contributing to the child’s well-being. 


This is not a group-based therapy. Sessions are limited to the parent(s) or caregiver(s) of 


the child/adolescent. Treatments are based on evidence-based therapeutic principles 


(for example, trauma-focused cognitive-behavioral therapy). When appropriate, the Pilot 


enrolled child should but is not required to receive Medicaid-covered behavioral health 


or dyadic therapy services as a complement to this Pilot service.  


 


This service aims to support families in addressing the sequelae of adverse childhood 


experiences and  toxic stress that may contribute to adverse health outcomes.      


Frequency 


(if applicable) 


As needed 


Duration 


(if applicable) 


As needed, contingent on determination of continued Pilot eligibility 


Setting  Services may be delivered in a range of locations, including but not limited to at a 


provider’s location or in the recipient’s  home.  


Minimum 


Eligibility 


Criteria 


• The covered individual is 21 years old or younger  


• The parent or caregiver recipient of this service cannot be eligible to receive this 


service as a Medicaid covered service.  


• The covered individual is at risk for or has a disorder listed above that can be 


addressed through dyadic therapy directed at the covered individual’s parent or 


caregiver, delivered together or separately, that is not otherwise covered under 


Medicaid. 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee's person-centered care plan.  


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded program. 


 


Food Services 


Food and Nutrition Access Case Management Services  


Category Information 


Service Name Food and Nutrition Access Case Management Services  


Service 


Description 


Provision of one-on-one case management and/or educational services to assist an 


enrollee in addressing food insecurity. Activities may include:  


• Assisting an individual in accessing school meals or summer lunch programs, 


including but not limited to: 
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o Helping to identify programs for which the individual is eligible 


o Helping to fill out and track applications 


o Working with child’s school guidance counselor or other staff to arrange 


services  


• Assisting an individual in accessing other community-based food and nutrition 


resources, such as food pantries, farmers market voucher programs, cooking 


classes, Child and Adult Care Food programs, or other, including but not limited 


to: 


o Helping to identify resources that are accessible and appropriate for the 


individual 


o Accompanying individual to community sites to ensure resources are 


accessed  


• Advising enrollee on transportation-related barriers to accessing community 


food resources 


 


It is the Department’s expectation that Medicaid care managers will assist all eligible 


individuals to enroll in SNAP and WIC and secure their enrollment through existing SNAP 


and WIC assistance resources. Food and Nutrition Access Case Managers will address 


more complex and specialized needs. However, if under exceptional circumstances a 


Food and Nutrition Access Case Manager identifies an individual for whom all other 


forms of assistance have been ineffective, they are permitted to assist the individual with 


completing enrollment, including activities such as addressing documentation challenges 


or contacting staff at a local SNAP or WIC agency to resolve issues, or otherwise. 


Frequency 


(if applicable) 


Ad hoc sessions as needed. It is estimated that on average individuals will not receive 


more than two to three sessions with a case manager.  


Duration 


(if applicable) 


N/A 


Setting  • May be offered:  


o At a community setting (e.g. community center, health care clinic, Federally 


Qualified Health Center (FQHC), food pantry, food bank) 


o At an enrollee’s home (for home-bound individuals) 


o Via telephone or other modes of direct communication  


Minimum 


Eligibility 


Criteria 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee's person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other Pilot services.  


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


 


Evidence-Based Group Nutrition Class 
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Category Information 


Service Name Evidence-Based Group Nutrition Class 


Service 


Description 


This service covers the provision of an evidence-based or evidence-informed nutrition 


related course to a group of individuals. The purpose of the course is to provide hands-


on, interactive lessons to enrollees, on topics including but not limited to:  


• Increasing fruit and vegetable consumption  


• Preparing healthy, balanced meals 


• Growing food in a garden 


• Stretching food dollars and maximizing food resources 


Facilitators may choose from evidence-based curricula, such as:  


• Cooking Matters (for Kids, Teens, Adults)9  


• A Taste of African Heritage (for Kids, Adults) 10 


For curricula not outlined above, an organization must follow an evidence-based 


curricula that is approved by DHHS, in consultation with the Lead Pilot Entity and PHPs.   


Frequency 


(if applicable) 


Typically weekly 


Duration 


(if applicable) 


Typically six weeks  


Setting  Classes may be offered in a variety of community settings, including but not limited to 


health clinics, schools, YMCAs, Head Start centers, community gardens, or community 


kitchens.  


Minimum 


Eligibility 


Criteria 


• Enrollee has a diet or nutrition-related chronic illness, including but not limited to 


underweight, overweight/obesity, nutritional deficiencies, prediabetes/diabetes, 


hypertension, cardiovascular disease, gestational diabetes or history of gestational 


diabetes, history of low birth weight, or high risk pregnancy. 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee's person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


  


 
9 More information on Cooking Matters available at: http://cookingmatters.org/node/2215  
10 More information on A Taste Of African Heritage available at: 


https://oldwayspt.org/programs/african-heritage-health/atoah-community-cooking-classes  



http://cookingmatters.org/node/2215

https://oldwayspt.org/programs/african-heritage-health/atoah-community-cooking-classes
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Diabetes Prevention Program 


Category Information 


Service Name Diabetes Prevention Program   


Service 


Description 


Provision of the CDC-recognized “Diabetes Prevention Program” (DPP), which is a healthy 


living course delivered to a group of individuals by a trained lifestyle coach designed to 


prevent or delay type 2 diabetes. The program focuses on healthy eating and physical 


activity for those with prediabetes.  


 


The program must comply with CDC Diabetes Prevention Program Standards and 


Operating Procedures.11  


Frequency 


(if applicable) 


Minimum of 16 sessions in Phase I; Minimum of 6 sessions in Phase II, according to CDC 


Standards and Operating Procedures.   


Duration 


(if applicable) 


Typically one year, contingent on determination of continued Pilot eligibility 


Setting  Intervention is offered at a community setting, clinical setting, or online, as part of the 


approved DPP curriculum.  


Minimum 


Eligibility 


Criteria 


• Enrollee must:  


o Be 18 years of age or older, 


o Have a BMI ≥ 25 (≥23 if Asian),  


o Not be pregnant at the time of enrollment 


o Not have a previous diagnosis of type 1 or type 2 diabetes prior to 


enrollment, 


o Have one of the following: 


▪ A blood test result in the prediabetes range within the past year, or 


▪ A previous clinical diagnosis of gestational diabetes, or,  


▪ A screening result of high risk for type 2 diabetes through the 


“Prediabetes Risk Test”12 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee's person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


 


Fruit and Vegetable Prescription  


Category Information 


Service Name Fruit and Vegetable Prescription  


 
11 CDC Diabetes Prevention Program Standards and Operating Procedures, available at: 


https://www.cdc.gov/diabetes/prevention/pdf/dprp-standards.pdf  
12 Available at: https://www.cdc.gov/prediabetes/takethetest/  



https://www.cdc.gov/prediabetes/takethetest/
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Service 


Description 


Food voucher to be used by an enrollee with a diet or nutrition-related chronic illness to 


purchase fruits and vegetables from a participating food retailer. Participating food 


retailers must sell an adequate supply of WIC-eligible fruits and vegetables (i.e., fresh, 


frozen, canned without any added fats, salt, or sugar). Food retailers may include but 


are not limited to: 


• Grocery stores  


• Farmers markets  


• Mobile markets  


• Community-supported agriculture (CSA) programs 


• Corner stores  


A voucher transaction may be facilitated manually or electronically, depending on the 


most appropriate method for a given food retail setting. The cost associated with 


coordinating the provision of services are included.  


Frequency 


(if applicable) 


One voucher per enrollee. Each voucher will have a duration as defined by the HSO 


providing it. For example, some HSOs may offer a monthly voucher while others may 


offer a weekly voucher.  


Duration 


(if applicable) 


6 months (on average), contingent on determination of continued Pilot eligibility  


Setting  Enrollees spend vouchers at food retailers. Human service organizations administer and 


coordinate the service in a variety of settings: engaging with enrollees in the community 


(e.g. health care and community-based settings) to explain the service, administering 


food retailer reimbursements and other administrative functions from their office, and 


potentially meeting with food retailers in the field.  


Minimum 


Eligibility 


Criteria 


• Enrollee has a diet or nutrition-related chronic illness, including but not limited to 


underweight, overweight/obesity, nutritional deficiencies, prediabetes/diabetes, 


hypertension, cardiovascular disease, gestational diabetes or history of gestational 


diabetes, history of low birth weight, or high risk pregnancy. 


• If potentially eligible for SNAP and/or WIC, the enrollee must either:  


o Be enrolled in SNAP and/or WIC, or  
o Have submitted a SNAP and/or WIC application within the last 2 months, or  


o Have been determined ineligible for SNAP and/or WIC within the past 12 


months  


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other federal, state, 


or locally-funded programs. 


 


Healthy Food Box (For Pick-Up) 


Category Information 


Service Name Healthy Food Box (For Pick-Up)  
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Service 


Description 


A healthy food box for pick-up consists of an assortment of nutritious foods provided to 


an enrollee in a community setting, aimed at promoting improved nutrition for the 


service recipient. It is designed to supplement the daily food needs for food-insecure 


individuals with diet or nutrition-related chronic illness.  This service does not constitute 


a full nutritional regimen (three meals per day per person).  


 


Healthy food boxes should be furnished using a client choice model when possible and 


should be provided alongside nutrition education materials related to topics including 


but not limited to healthy eating and cooking instructions.  


Frequency 


(if applicable) 


Typically weekly  


Duration 


(if applicable) 


On average, this service is delivered for 3 months.  


Service would continue until services are no longer needed as indicated in an individual’s 


person-centered care plan.  


Setting  • Food is sourced and warehoused by a central food bank, and then delivered to 


community settings by the food bank.  


• Food is offered for pick-up by the enrollee in a community setting, for example at a 


food pantry, community center, or a health clinic.  


Minimum 


Eligibility 


Criteria 


• Enrollee has a diet or nutrition-related chronic illness, including but not limited to 


underweight, overweight/obesity, nutritional deficiencies, prediabetes/diabetes, 


hypertension, cardiovascular disease, gestational diabetes or history of gestational 


diabetes, history of low birth weight, or high risk pregnancy. 


• If potentially eligible for SNAP and/or WIC, the enrollee must either:  


o Be enrolled in SNAP and/or WIC, or  
o Have submitted a SNAP and/or WIC application within the last 2 months, or  


o Have been determined ineligible for SNAP and/or WIC within the past 12 


months  


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


 


Healthy Food Box (Delivered)  


Category Information 


Service Name Healthy Food Box (Home Delivered)   


Service 


Description 


A healthy food box for delivery consists of an assortment of nutritious foods that is 


delivered to an enrollee’s home, aimed at promoting improved nutrition for the service 


recipient. It is designed to supplement the daily food needs for food-insecure individuals 
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with diet or nutrition-related chronic illness. This service does not constitute a full 


nutritional regimen (three meals per day per person).  


 


Healthy food boxes should be provided alongside nutrition education materials related 


to topics including but not limited to healthy eating and cooking instructions.  


Frequency 


(if applicable) 


Typically weekly   


Duration 


(if applicable) 


On average, this service is delivered for 3 months.  


Service would continue until services are no longer needed as indicated in an individual’s 


person-centered care plan.  


Setting  • Food is sourced and warehoused by a central food bank.  


• Food boxes are delivered to enrollee’s home.  


Minimum 


Eligibility 


Criteria 


• Enrollee does not have capacity to shop for self or get to food distribution site or 


have adequate social support to meet these needs.  


• Enrollee has a diet or nutrition-related chronic illness, including but not limited to 


underweight, overweight/obesity, nutritional deficiencies, prediabetes/diabetes, 


hypertension, cardiovascular disease, gestational diabetes or history of gestational 


diabetes, history of low birth weight, or high risk pregnancy. 


• If potentially eligible for SNAP and/or WIC, the enrollee must either:  


o Be enrolled in SNAP and/or WIC, or  
o Have submitted a SNAP and/or WIC application within the last 2 months, or  


o Have been determined ineligible for SNAP and/or WIC within the past 12 


months  


•  


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan. 


 


Healthy Meal (For Pick-Up)  


Category Information 


Service Name Healthy Meal (For Pick-Up) 


Service 


Description 


A healthy meal for pick-up consists of a frozen or shelf stable meal that is provided to an 


enrollee in a community setting, aimed at promoting improved nutrition for the service 


recipient. This service includes preparation and dissemination of the meal.  


 


Meals must provide at least one-third of the recommended Dietary Reference Intakes 


established by the Food and Nutrition Board of the Institute of Medicine of the National 
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Academy of Sciences,13 and adhere to the current Dietary Guidelines for Americans, 


issued by the Secretaries of the U.S. Department of Health and Human Services and the 


U.S. Department of Agriculture.14 Meals may be tailored to meet cultural preferences 


and specific medical needs. This service does not constitute a full nutritional regimen 


(three meals per day per person).  


Frequency 


(if applicable) 


Frequency of meal services will differ based on the severity of the individual’s needs.  


Duration 


(if applicable) 


Service would continue until services are no longer needed as indicated in an individual’s 


person-centered care plan, contingent on determination of continued Pilot eligibility. 


Setting  • Meals are offered for pick-up in a community setting, for example at a food pantry, 


community center, or a health clinic.  


Minimum 


Eligibility 


Criteria 


• Enrollee does not have capacity to shop and cook for self or have adequate social 


support to meet these needs.  


• Enrollee has a diet or nutrition-related chronic illness, including but not limited to 


underweight, overweight/obesity, nutritional deficiencies, prediabetes/diabetes, 


hypertension, cardiovascular disease, gestational diabetes or history of gestational 


diabetes, history of low birth weight, or high risk pregnancy. 


• If potentially eligible for SNAP and/or WIC, the enrollee must either:  


o Be enrolled in SNAP and/or WIC, or  


o Have submitted a SNAP and/or WIC application within the last 2 months, or  
o Have been determined ineligible for SNAP and/or WIC within the past 12 


months  


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs.  


 


 


Healthy Meal (Home Delivered)  


Category Information 


Service Name Healthy Meal (Home Delivered)   


 
13 Dietary Reference Intakes available at: https://www.nal.usda.gov/fnic/dietary-reference-


intakes. 
14 Most recent version of the Dietary Guidelines for Americans is available at: 


https://health.gov/dietaryguidelines/2015/guidelines/.  
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Service 


Description 


A healthy, home-delivered meal consists of a hot, cold, or frozen meal that is delivered to 


an enrollee’s home, aimed at promoting improved nutrition for the service recipient. This 


service includes preparation and delivery of the meal.  


 


Meals must provide at least one-third of the recommended Dietary Reference Intakes 


established by the Food and Nutrition Board of the Institute of Medicine of the National 


Academy of Sciences,15 and adhere to the current Dietary Guidelines for Americans, 


issued by the Secretaries of the U.S. Department of Health and Human Services and the 


U.S. Department of Agriculture.16 Meals may be tailored to meet cultural preferences 


and specific medical needs. This service does not constitute a full nutritional regimen 


(three meals per day per person).  


Frequency 


(if applicable) 


Meal delivery services for enrollees requiring this service will differ based on the severity 


of the individual’s needs. On average, individuals receive 2 meals per day (or 14 meals 


per week).  


Duration 


(if applicable) 


Service would continue until services are no longer needed as indicated in an individual’s 


person-centered care plan, contingent on determination of continued Pilot eligibility.  


Setting  Meals are delivered to enrollee’s home.  


Minimum 


Eligibility 


Criteria 


• Enrollee does not have capacity to shop and cook for self or have adequate social 


support to meet these needs.  


• Enrollee has a diet or nutrition-related chronic illness, including but not limited to 


underweight, overweight/obesity, nutritional deficiencies, prediabetes/diabetes, 


hypertension, cardiovascular disease, gestational diabetes or history of gestational 


diabetes, history of low birth weight, or high risk pregnancy. 


• If potentially eligible for SNAP and/or WIC, the enrollee must either:  


o Be enrolled in SNAP and/or WIC, or  


o Have submitted a SNAP and/or WIC application within the last 2 months, or  
o Have been determined ineligible for SNAP and/or WIC within the past 12 


months   


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan. 


• This service is not covered as a Pilot service if the receiving individual would be 


eligible for substantially the same service as a Medicaid covered service. 


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


 


Medically Tailored Home Delivered Meal  


 
15 Dietary Reference Intakes available at: https://www.nal.usda.gov/fnic/dietary-reference-


intakes. 
16 Most recent version of the Dietary Guidelines for Americans is available at: 


https://health.gov/dietaryguidelines/2015/guidelines/.  
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Category Information 


Service Name Medically Tailored Home Delivered Meal  


Service 


Description 


Home delivered meal which is medically tailored for a specific disease or condition. This 


service includes an initial evaluation with a Registered Dietitian Nutritionist (RD/RDN) or 


Licensed Dietitian Nutritionist (LDN) to assess and develop a medically-appropriate 


nutrition care plan, the preparation and delivery of the prescribed nutrition care 


regimen, and regular reassessment at least once every 3 months.  


 


Meals must be in accordance with nutritional guidelines established by the National 


Food Is Medicine Coalition (FIMC) or other appropriate guidelines.17 Meals may be 


tailored to meet cultural preferences. For health conditions not outlined in the Food Is 


Medicine Coalition standards above, an organization must follow a widely recognized 


nutrition guideline approved by the LPE. This service does not constitute a full nutritional 


regimen (three meals per day per person).  


Frequency 


(if applicable) 


Meal delivery services for enrollees requiring this service will differ based on the severity 


of the individual’s needs. On average, individuals receive 2 meals per day (or 14 meals 


per week).  


Duration 


(if applicable) 


Service would continue until services are no longer needed as indicated in an individual’s 


person-centered care plan, contingent on determination of continued Pilot eligibility.  


Setting  • Nutrition assessment is conducted in person, in a clinic environment, the enrollee’s 


home, or telephonically as appropriate.  


• Meals are delivered to enrollee’s home.  


Minimum 


Eligibility 


Criteria 


• Enrollee does not have capacity to shop and cook for self or have adequate social 


support to meet these needs.  


• Eligible disease states include but are not limited to obesity, failure to thrive, 


slowed/faltering growth pattern, gestational diabetes, pre-eclampsia, HIV/AIDS, 


kidney disease, diabetes/pre-diabetes, and heart failure.   


• If potentially eligible for SNAP and/or WIC, the enrollee must either:  


o Be enrolled in SNAP and/or WIC, or  
o Have submitted a SNAP and/or WIC application within the last 2 months, or  


o Have been determined ineligible for SNAP and/or WIC within the past 12 


months   


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan.  


• Enrollee is not currently receiving duplicative support through other Pilot services.  


• This service is not covered as a Pilot service if the receiving individual would be 


eligible for substantially the same service as a Medicaid covered service. 


 
17 FIMC standards available at: 


https://static1.squarespace.com/static/580a7cb9e3df2806e84bb687/t/5ca66566e5e5f01ac
91a9ab4/1554408806530/FIMC+Nutriton+Standards-Final.pdf.  
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• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


 


Transportation Services 


Reimbursement for Health-Related Public Transportation 


Category  Information 


Service Name Reimbursement for Health-Related Public Transportation 


Service 


Description 


Provision of health-related transportation for qualifying Pilot enrollees through 


vouchers for public transportation. 


 


This service may be furnished to transport Pilot enrollees to non-medical services that 


promote community engagement, health and well-being. The service may include 


transportation to locations indicated in an enrollee’s care plan that may include, for 


example:  


• Grocery stores/farmer’s markets; 


• Job interview(s) and/or place of work; 


• Places for recreation related to health and wellness (e.g., public parks and/or 


gyms); 


• Group parenting classes/childcare locations; 


• Health and wellness-related educational events; 


• Places of worship, services and other meetings for community support; 


• Locations where other approved Pilot services are delivered.  


 


Pilot transportation services will not replace non-emergency medical transportation as 


required in Medicaid.   


Frequency 


(if applicable) 


As needed  


Duration 


(if applicable) 


N/A 


Setting  N/A 


Minimum 


Eligibility 


Criteria 


• Family, neighbors and friends are unable to assist with transportation 


• Public transportation is available in the enrollee’s community.   


• Service is only available for enrollees who do not have access to their own or a 


family vehicle.  


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan.  


• Enrollee is not currently receiving duplicative support through other Pilot services.  


• Enrollee is not currently receiving duplicative support through other federal, state, 


or locally-funded programs. 
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Reimbursement for Health-Related Private Transportation 


Category  Information 


Service Name Reimbursement for Health-Related Private Transportation  


Service 


Description 


Provision of private health-related transportation for qualifying Pilot enrollees through 


one or more of the following services:  


• Community transportation options (e.g., local organization that organizes and 


provides transportation on a volunteer or paid basis) 


• Direct transportation by a professional, private or semi-private transportation 


vendor (e.g., shuttle bus company or privately operated wheelchair-accessible 


transport)18 


• Account credits for taxis or ridesharing mobile applications for transportation 


 


Private transportation services may be utilized in areas where public transportation is 


not an available and/or not an efficient option (e.g., in rural areas).  


 


The following services may be deemed allowable, cost-effective alternatives to private 


transportation by a Pilot enrollee’s Prepaid Health Plan (PHP):19  


• Repairs to an enrollee’s vehicle 


• Reimbursement for gas mileage, in accordance with North Carolina’s Non-


Emergency Medical Transportation clinical policy20 


 


This service may be furnished to transport Pilot enrollees to non-medical services that 


promote community engagement, health and well-being. The service may include 


transportation to locations indicated in an enrollee’s care plan that may include, for 


example:  


• Grocery stores/farmer’s markets; 


• Job interview(s) and/or place of work; 


• Places for recreation related to health and wellness (e.g. public parks and/or 


gyms); 


• Group parenting classes/childcare locations; 


 
18 An organization providing non-emergency medical transportation in North Carolina is permitted 


to provide this Pilot service. However, the organization will only receive reimbursement when 
an individual is transported in accordance with the Pilot service requirements, including that 
the service is furnished to transport Pilot enrollees to non-medical services that promote 
community engagement, health and well-being. 


19 Repairs to a enrollee’s vehicle and reimbursement for gas mileage may be particularly likely to 
be cost-effective alternatives in rural areas of North Carolina but may also applicable in other 
areas of the State with limited public transportation.  


20 Reimbursement for gas mileage must be in accordance with North Carolina’s Non-Emergency 
Medical Transportation (NEMT) Policy, available at: https://www.medicaid.gov/State-
resource-center/Medicaid-State-Plan-Amendments/Downloads/NC/NC-18-011.pdf.  
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• Health and wellness-related educational events; 


• Places of worship, services and other meetings for community support; 


• Locations where other approved Pilot services are delivered.  


 


Pilot transportation services will not replace non-emergency medical transportation as 


required in Medicaid.   


Frequency 


(if applicable) 


As needed  


Duration 


(if applicable) 


N/A 


Setting  N/A 


Minimum 


Eligibility 


Criteria 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan.  


• Enrollee is not currently receiving duplicative support through other Pilot services.  


• Enrollee is not currently receiving duplicative support through other federal, state, 


or locally-funded programs. 


 


Transportation PMPM Add-On for Case Management Services  


Category Information 


Service Name Transportation PMPM Add-On for Case Management Services 







 


 


34 
 
 


 


Service 


Description 


Reimbursement for coordination and provision of transportation for Pilot enrollees 


provided by an organization delivering one or more of the following case management 


services:  


• Housing Navigation, Support and Sustaining Services  


• IPV Case Management   


• Holistic High Intensity Enhanced Case Management 


 


This service is for transportation needed to meet the goals of each of the case 


management services listed above. Transportation must be to and from appointments 


related to identified case management goals. For example, an organization providing 


Housing Navigation, Support and Sustaining Services may transport an individual to 


potential housing sites. An organization providing IPV case management may transport 


an individual to peer support groups and sessions.   


Transportation will be managed or directly provided by a case manager or other HSO 


staff member. Allowable forms of transportation include, for example:  


• Use of HSO-owned vehicle or contracted transportation vendor; 


• Use of personal car by HSO case manager or other staff member; 


• Vouchers for public transportation;  


• Account credits for taxis/ridesharing mobile applications for transportation (in 


areas without access to public transportation. 


 


Organizations that provide case management may elect to either receive this PMPM add-


on to cover their costs of providing and managing enrollees’ transportation, or may use 


the “Reimbursement for Health-Related Transportation” services—public or private—to 


receive reimbursement for costs related to enrollees’ transportation (e.g., paying for an 


enrollee’s bus voucher). Organizations will have the opportunity to opt in or out of the 


PMPM add-on annually. Organizations that have opted in for the PMPM add-on may not 


separately bill for “Reimbursement for Health-Related Transportation” services. 


 


Cross-Domain Services 


Holistic High Intensity Enhanced Case Management 


Category  Information 


Service Name Holistic High Intensity Enhanced Case Management 


Service 


Description 


Provision of one-to-one case management and/or educational services to address co-


occurring needs related to housing insecurity and interpersonal violence/toxic stress, and 


as needed transportation and food insecurities. Activities may include those outlined in 


the following three service definitions:  


• Housing Navigation, Support and Sustaining Services 


• Food and Nutrition Access Case Management Services  


• IPV Case Management Services  
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Note that case management related to transportation needs are included in the services 


referenced above.  


 


Activities listed above may occur without the Pilot enrollee present. 


The HSO has the option to partner with other organizations to ensure it is able to provide 


all activities described as part of this service. If desired by the HSO, the Lead Pilot Entity 


can facilitate partnerships of this kind.  


Frequency 


(if applicable) 


As needed 


Duration 


(if applicable) 


Service duration would persist until services are no longer needed as determined in an 


individual’s person-centered care plan, contingent on determination of continued Pilot 


eligibility. 


Setting  • Most sessions with enrollees should be in-person, in a setting desired by the 


individual.  In-person meetings will, on average  occur for the first 3 months of 


service.   


• Case managers may only utilize telephonic contacts if deemed appropriate. 


• Some sessions may be “off-site,” (e.g., at potential housing locations).   


Minimum 


Eligibility 


Criteria 


• Enrollee must concurrently require both Housing Navigation, Support and Sustaining 


Services and IPV Case Management services.   


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan.  


• Enrollee is not currently receiving duplicative support through other Pilot services.  


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


 


Medical Respite 


Category Information 


Service Name Medical Respite Care  


Service 


Description 


A short-term, specialized program focused on individuals who are homeless or 


imminently homeless, have recently been discharged from a hospital setting and require 


continuous access to medical care. Medical respite services include comprehensive 


residential care that provides the enrollee the opportunity to rest in a stable setting 


while enabling access to hospital, medical, and social services that assist in completing 


their recuperation. Medical respite provides a stable setting and certain services for 


individuals who are too ill or frail to recover from a physical illness/injury while living in a 


place not suitable for human habitation, but are not ill enough to be in a hospital. 


Medical respite services should include, at a minimum:  


 


Short-Term Post-Hospitalization Housing:  
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Post-hospitalization housing for short-term period, not to exceed six [6] months, due to 


individual’s imminent homelessness at discharge. Housing should provide enrollees with 


a safe space to recuperate and perform activities of daily living while receiving ongoing 


medical care as needed and will be limited to  housing in a private or shared housing 


unit. Short-Term Post Hospitalization Housing setting should promote independent living 


and transition to a permanent housing solution.  Services may not be provided in a 


congregate setting, as defined by the Department. 


 


Allowable units for short-term post-hospitalization housing must provide the following 


for enrollees:  


• Access to a clean, healthy environment that allows enrollees to  perform 


activities of daily living;  


• Access to a private or semi-private, independent room with a personal bed for 


the entire day; 


• Ability to receive onsite or easily accessible medical and case management 


services, as needed.  


 


Coordination of this service should begin prior to hospital discharge by a medical 


professional or team member. The referral to medical respite should come from a 


member of the individual’s care team.  


 


For homeless enrollees, all services provided must align with a Housing First approach to 


increase access to housing, maximize housing stability and prevent returns to 


homelessness. 


 


Medically Tailored Meal (delivered to residential setting) 


Home delivered meal which is medically tailored for a specific disease or condition. This 


service includes an initial evaluation with a Registered Dietitian Nutritionist (RD/RDN) or 


Licensed Dietitian Nutritionist (LDN) to assess and develop a medically-appropriate 


nutrition care plan, as well as the preparation and delivery of the prescribed nutrition 


care regimen.   


 


Meals must be in accordance with nutritional guidelines established by the National 


Food Is Medicine Coalition (FIMC) or other appropriate guidelines.21 Meals may be 


tailored to meet cultural preferences. For health conditions not outlined in the Food Is 


Medicine Coalition standards above, an organization must follow a widely recognized 


 
21 FIMC Standards available at: 


https://static1.squarespace.com/static/580a7cb9e3df2806e84bb687/t/5ca66566e5e5f01ac
91a9ab4/1554408806530/FIMC+Nutriton+Standards-Final.pdf.  



https://static1.squarespace.com/static/580a7cb9e3df2806e84bb687/t/5ca66566e5e5f01ac91a9ab4/1554408806530/FIMC+Nutriton+Standards-Final.pdf

https://static1.squarespace.com/static/580a7cb9e3df2806e84bb687/t/5ca66566e5e5f01ac91a9ab4/1554408806530/FIMC+Nutriton+Standards-Final.pdf
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nutrition guideline approved by the LPE. This service does not constitute a full nutritional 


regimen (three meals per day per person).  


 


Transportation Services 


Provision of private/semi-private transportation services, reimbursement for public 


transportation and reimbursement for private transportation (e.g., taxis and ridesharing 


apps—only in areas where public transportation is unavailable) for the enrollee receiving 


medical respite care to social services that promote community engagement, health and 


well-being.  Refer to service definitions for Reimbursement for Health-Related Public 


Transportation and Reimbursement for Health-Related Private Transportation for further 


service description detail.  


 


Medical respite program staff are required to check-in regularly with the individual’s 


Medicaid care manager to coordinate physical, behavioral and social needs.  


Frequency 


(if applicable) 


N/A 


Duration 


(if applicable) 


Up to six months, contingent on determination of continued Pilot eligibility. 


Setting  • The majority of the services will occur in the allowable short-term post-


hospitalization housing settings described in the service description.  


• Some services will occur outside of the residential setting (e.g., transportation to 


wellness-related activities/events, site visits to potential housing options).  


Minimum 


Eligibility 


Criteria 


• Individuals who are homeless or imminently homeless, have recently been 


discharged from a hospital setting and require continuous access to medical care. 


• Enrollee should remain in Medical Respite only as long as it is indicated as necessary 


by a healthcare professional.  


• Enrollee requires access to comprehensive medical care post-hospitalization 


• Enrollee requires intensive, in-person case management to recuperate and heal post-


hospitalization. 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee’s person-centered care plan. 


• Enrollee is not currently receiving duplicative support through other Pilot services.  


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


 


Linkages to Health-Related Legal Supports 


Category Information 


Service Name Linkages to Health-Related Legal Supports 


Service 


Description 


This service will assist enrollees with a specific matter with legal implications that 


influences their ability to secure and/or maintain healthy and safe housing and mitigate 
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or eliminate exposure to interpersonal violence or toxic stress. This service may cover, 


for example: 


• Assessing an enrollee to identify legal issues that, if addressed, could help to secure 


or maintain healthy and safe housing and mitigate or eliminate exposure to 


interpersonal violence or toxic stress, including by reviewing information such as 


specific facts, documents (e.g., leases, notices, and letters), laws, and programmatic 


rules relevant to an enrollee’s current or potential legal problem;  


• Helping enrollees understand their legal rights related to maintaining healthy and 


safe housing and mitigating or eliminating exposure to interpersonal violence or 


toxic stress (e.g., explaining rights related to landlord/tenant disputes, explaining the 


purpose of an order of protection and the process for obtaining one); 


• Identifying potential legal options, resources, tools and strategies that may help an 


enrollee to secure or maintain healthy and safe housing and mitigate or eliminate 


exposure to interpersonal violence or toxic stress (e.g., providing self-advocacy 


instructions, removing a former partner’s debts from credit rating);  


• Providing advice to enrollees about relevant laws and course(s) of action and, as 


appropriate, helping an enrollee prepare “pro se” (without counsel) documents. 


 


This service is meant to address the needs of an individual who requires legal expertise, 


as opposed to the more general support that can be offered by a care manager, case 


manager or peer advocate. The care manager or case manager coordinating this service 


must clearly identify the scope of the authorized health-related legal support within the 


enrollee’s care plan.   


 


This service is limited to providing advice and counsel to enrollees and does not include 


“legal representation,” such as making contact with or negotiating with an enrollee’s 


potential adverse party (e.g., landlord, abuser, creditor, or employer) or representing an 


enrollee in litigation, administrative proceedings, or alternative dispute proceedings. 


  


After issues are identified and potential strategies reviewed with an enrollee, the service 


provider is expected to connect the enrollee to an organization or individual that can 


provide legal representation and/or additional legal support with non-Pilot resources.   


Frequency 


(if applicable) 


As needed when minimum eligibility criteria are met 


Duration 


(if applicable) 


Services are provided in short sessions that generally total no more than 10 hours.  
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Setting  Various settings are appropriate.  Services described above may be provided via 


telephone or other modes of direct communication (with or without the Pilot enrollee 


present) or in person, as appropriate, including, for example, the home of the enrollee, 


another HSO site, or other places convenient to the enrollee. 


Minimum 


Eligibility 


Criteria 


• Service does not cover legal representation. 


• Services are authorized in accordance with PHP authorization policies, such as but 


not limited to service being indicated in the enrollee's person-centered care plan. 


• The enrollee’s Medicaid care manager or HSO case manager is responsible for clearly 


defining the scope of the authorized health-related legal support services. 


• Enrollee is not currently receiving duplicative support through other Pilot services.  


• Enrollee is not currently receiving duplicative support through other federal, state, or 


locally-funded programs. 


 


•  


 







