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What is Community Care of 

Wake & Johnston Counties 

(CCWJC)?

CCWJC is the Community Care network for Wake and 

Johnston Counties serving Carolina Access (CA) 

Medicaid patients

CCWJC is the 4th largest Community Care network in 

North Carolina

CCWJC serves approximately 80,000 recipients 

including more than 11,000 aged, blind, and disabled 

(ABD) people
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Community Care of Wake & 

Johnston Counties

We are part of Community Care of North Carolina (CCNC), a 
statewide Medicaid Management effort designed to focus on 
improving quality of care rather than cutting eligibility or 
reimbursement.

We do this by:

 Establishing and supporting a Medical Home for each CA Medicaid patient 
to manage patient care (PCPs)

 Increasing Medicaid revenue by adding PMPM management revenue as 
fee-for-service reimbursement

 Improving care quality and reducing cost through the adoption of evidence-
based practice guidelines

 Providing care management services to improve patient health outcomes

 Focusing attention on hospital transitions and the ABD Medicaid population
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A medical home …..

 Assures primary care:  preventive, acute and chronic care

 Exists as part of community-based, interdisciplinary, team-
based approach to care

 Uses a family-centered partnership

 Exists as care that is: accessible, family/patient-centered, 
coordinated, compassionate, continuous and culturally 
effective

 Uses a single point of entry to a system of care that 
facilitates access to medical and non-medical services

 Conducts quality improvement 

Adapted from Source:  AAP, National Center for Medical Home Initiatives 
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Community Care of Wake & 

Johnston Counties

A non-profit partnership between

 Primary Care Providers

 Hospitals

 County Health Departments

 County Departments of Social Services

 Mental Health Agencies

 Wake AHEC – Improving Performance In Practice 
(IPIP) / Regional Extension Center (REC)

 County School System

 Other Community Programs
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Community Care of Wake & 

Johnston Counties

We are charged by DMA with:

 Improving health care outcomes

 Reducing care costs

We do this by:

 Implementing and promoting best practice guidelines

 Implementing disease management (Asthma, 

Congestive Heart Failure, COPD, Diabetes)

 Managing high risk patients

 Managing high cost services

 Building accountability



Place logo

here
CCNC Priorities

 Focus on patients with multiple chronic diseases

 Reduce 30-day hospital readmissions for all patients

 Reduce cost of care for the Aged, Blind, & Disabled 

(ABD) population

 Reduce prescription drug costs

 Increase knowledge and practice of evidence-based 

chronic disease management

 Increase in Well Child Visit rates
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How We Help Primary Care 

Practices & Providers

Care Management

 Care Managers are assigned to practices to 

reinforce providers’ plan of care

Quality Improvement

 We promote best practice guidelines and 

evidence-based management of chronic diseases 

through tools, education to providers and staff, and 

CME credit event

Increased Reimbursement

 Management Fees paid to practice
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How We Help Primary Care 

Practices & Providers

Care Management

 Reinforcement of provider plan of care

 Patient Education and Tools

 Practice Visits

 Home Visits

 Referrals from Primary Care Provider

 Review of patient records

 Transitional Care

 Medication Reconciliation
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CCWJC’s ABD Focus

 Focus to concentrate on ABDs

 Targeting care management and practice 

interventions to the 30% of patients who cost 70% of 

Medicaid bills

 “Thick Charts” who are in and out of the hospital and 

ED, have multiple co-morbidities
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Transitional Care

 Care Manager in the hospital

 Home visit within three business days of hospital 

discharge

 Medication Reconciliation faxed to provider for 

majority of patients

 Work with patients in & out of the hospital and ED to 

reconnect them to their Medical Home

 Connect to DME, Home Health, Behavioral Health 

and other community services
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How We Help Primary Care 

Practices & Providers

Quality Improvement

 Annual CCNC Chart Review

 Quarterly Utilization Reports

 Care Manager Chart Review

 Medicaid Claims Data

 Presentations on QI focus efforts

 Evening meetings with CME credit



Quality Improvement





Place logo

here
Provider Reimbursement

 Providers in Network

 $2.50 PMPM for all CA Medicaid

 Vs. $1 for CA or $0 straight Medicaid for non-

Network

 $5.00 PMPM for ABD—NEW REIMBURSEMENT

 For XXXX Practice

 XXX CA patients x $2.50 X 12=    $ XXXXX

 XXX ABD patients x $5.00 x12=   $   XXXX

(Based on CA  XXXX 2011 enrollment)              $ XXXXX
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Working Together To

 Refer Those Who Need Help

 Break the cycle of inpatient and ED visits for the 

same issues

 Collaborate on connecting these patients to health 

care and community services
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Contacts

 Tara Robinson, RN, CCM

Provider Services Manager

 Ph:  919-477-1439

 Fax:  919-477-1459

 E-mail:  trobinson@wakedocs.org

 Anne Morton

Provider Services Team Specialist

 Ph:  919-528-5665

 Fax:  919-528-3396

 E-mail:  amorton@wakedocs.org


