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Welcome and Member 
Roll Call

Luis Garcia Abundis
Data and Evaluation Program Manager
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Meeting 
Agenda

1. Welcome
2. Health Portfolio Updates

 Debra Farrington, Deputy Secretary

3. Medicaid Updates
 LaQuana Palmer, Deputy Director 

Communications and Engagements

4. Office of Minority Health Updates
 Portia Pope, Director
 Carolina Siliceo-Perez, Acting Director 

Latinx/Hispanic Policy and Strategy
 Tatiana Moore, Minority Diabetes Prevention 

Program Manager 

5. Questions / Closing Remarks 
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1. Enable MHAC members to better 
understand how NCDHHS and OMHHD 
function to eliminate health disparities 
and serve the people of NC.

2. Leverage the expertise of MHAC members 
to inform and support NCDHHS priorities 
related to addressing health disparities 
and provide a call to action for member 
involvement, feedback, and input. 

Meeting 
Objectives



Use the chat to ask questions. A meeting facilitator will read your question aloud to 
the group if there is time after each presentation section. Or, if there is not time, there 
is a dedicated discussion time reserved at the end.  

Use the chat to provide insight or ideas during the presentation. All feedback and 
comments are welcome as the speakers present. 

There is a dedicated floor discussion time later in this meeting.

If you come off mute to speak, please state your name and affiliation for the group 
before sharing. 

Communication Considerations 
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NCDHHS and Health 
Portfolio Updates

Debra Farrington, MSW, LCSW 
NCDHHS Deputy Secretary for Health
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Communications & 
Engagement Updates

LaQuana Palmer, MPA
Division of Health Benefits (NC Medicaid) 
Deputy Director, Communications and Engagement
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NC Medicaid State Budget Reductions

LaQuana Palmer, MPA

Deputy Director, Communications and Engagement

Division of Health Benefits (NC Medicaid)

September 16, 2025
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Briefing Agenda

• Overview of State Funding NC Medicaid

• Guiding Principles for Reductions

• Upcoming NC Medicaid Reductions

• Q&A
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What Was Needed to Fully Fund NC Medicaid

Updated forecasts show that the need for the SFY 2025-26 Medicaid 
rebase is now $819 million, an increase from the $700 million request 
that was developed based on data from January. 

NCDHHS and OSBM prepared for three different scenarios, with scenario 2 
being enacted in SL 2025-89 (H125):

• Scenario 1: An appropriated rebase of $640 million, as proposed in the 
Senate’s “mini budget” in late June, resulting in a budget gap of $179 
million

• Scenario 2: An appropriated rebase of $500 million, as 
originally proposed by both the House and Senate, 
resulting in a budget gap of $319 million

• Scenario 3: No appropriated rebase in SFY 2025-26, resulting in a 
budget gap of $819 million
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Current Funding for NC Medicaid

Requested 
Funding

Funding in 
SL 2025-89 (H125) Shortfall

Medicaid Rebase $819 million
$600 million

$500 million for Rebase
$82 million for Oversight 
$18 million for missing 

LME/MCO transfer

$319 million
(=819-500)

Medicaid 
Managed Care 
Oversight Fund

$115 million $33 million
(=115-82)

Technology for 
NC Medicaid $13 million $0 $13 million
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Funding Challenges for NC Medicaid

There are several factors that make Medicaid budget reductions necessary 
this year absent a fully funded rebase:

• No additional federal receipts: Past budget gaps were covered by 
additional federal pandemic funds. These funds have ended.

• Restricted funds from other sources: Other funds are legally restricted 
per federal and state rules and can’t be used to support Medicaid.

• No buffer in the Medicaid budget: Medicaid ended FY 2024–25 on 
budget, spending $34 billion and reverting only $9,000. Any carryforward 
funds will be used for costs incurred but not paid in the prior fiscal year.
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Medicaid Rebase Shortfall

SFY
Difference between 

Requested funding and 
Enacted Budgets

Primary offsets & Mitigating Factors

2019-20 $(48,441,296) Depressed Fee For Service spend + Federal COVID 
Families First Coronavirus Response Act (FFCRA) Funding

2020-21 $(234,117,130) Federal COVID FFCRA funding

2021-22 $(35,000,000) Federal COVID FFCRA funding

2022-23 $(184,231,095) Federal COVID FFCRA funding

2023-24 $(212,727,253) Tailored Plan delay + $95m in Federal Home and 
Community Based Services (HCBS) additional receipts

2024-25 $(81,001,256) Federal e14 waiver effect + delayed launch of Children & 
Families Specialty Plan (CFSP)

2025-26 $(319,000,000) None projected
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Considerations for Making Reductions

• Minimize impact to services for vulnerable populations like 
children and people with disabilities

• Minimize impact to critical behavioral health services so the state 
can continue making progress in addressing the current behavioral 
health crisis

• Minimize impact to providers who have not had rate increases for 
over a decade

• Minimize impact to home and community-based services since the 
alternative is higher cost care in institutional settings

• Make reductions that are more easily reversible (for example: rate 
cuts versus eliminating whole services) in case additional funding 
becomes available or utilization trends show a more favorable long-
term forecast
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NC Medicaid Reductions Effective October 1

In a managed care environment, there are two main ways to 
address a shortfall from an insufficient rebase:

1. Reduce provider reimbursement rates 

2. Reduce optional services 

NCDHHS is required by federal regulations to provide actuarially-sound 
capitation rates for managed care organizations.

Actuarially sound rates reflect expected costs based on prior utilization, 
health care inflation, projected trends, administrative expenses, and state 
taxes like NC’s 1.9% premium tax. 
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NC Medicaid Reductions Effective October 1

Provider Rate Reductions

3% reduction for all providers and 8% or 10% reductions for select services 

$240,099,039 

Inpatient – Physical Health (note: 55% of non-federal share funded by provider tax) 
Outpatient Hospital – Physical Health Facility (note: 55% of nf share funded by provider tax) 
Outpatient Hospital – Physical Health Professional 
Emergency Room – Physical Health (note: 55% of nf share funded by provider tax) 
Emergency Room – Behavioral Health 
Physician – Specialty 
Nursing Home (note: 13% of per diems funded by provider tax) 
Research-based Behavioral Health Treatment/Applied Behavioral Analysis (RB-BHT/ABA)
Psychiatric Residential Treatment Facility (PRTF) 

10% Service Reductions
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NC Medicaid Reductions Effective October 1

Provider Rate Reductions

3% reduction for all providers and 8% or 10% reductions for select services 

$240,099,039 

Physician - Primary Care 
Family Planning Services (note: 90% FMAP) 
Other Professional – Physical Health
Personal Care Services (PCS)
Hospice 
Inpatient – Behavioral Health
Outpatient – Behavioral Health 
Community Support 
Behavioral Health Long-term Residential 

Intermediate Care Facility/Individuals with Developmental Disability (note: approx. 10% of 
per diems funded by provider tax) 
Long-Term Residential Day Supports (LTRDS)
Other Services – Behavioral Health

8% Service  Reductions
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NC Medicaid Reductions Effective October 1

Provider Rate Reductions

3% reduction for all providers and 8% or 10% reductions for select services

Reductions in provider reimbursement rates will:

• Increase financial pressure on health care providers

• Potentially lead providers to stop serving Medicaid 
beneficiaries due to unsustainable payment rates

• Decrease access to care for Medicaid recipients — with 
rural communities likely to be disproportionately affected

$240,099,039 
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NC Medicaid Reductions Effective October 1

Pre-paid Health Plans Rate Reductions

• 1.5% capitation rate reduction for Standard Plans

• A capitation rate is a fixed amount of money paid per patient per month to a 
health care provider in advance, regardless of how many services the 
patient uses. 1.5% is the maximum flexibility allowed by CMS

Service eliminations

• GLP-1 drugs for weight loss – Added in 2024 to improve health outcomes 
and reduce future costs. Still required to cover GLP-1s for other clinical 
needs like diabetes and heart disease. Will continue to cover other rebate 
eligible drugs for the indication of weight loss

• Integrated Care for Kids Pilot – NC InCK (Standard Plan & Tailored Plans) – 
Coordinated approach that combines physical health, mental health, and 
social services to address the whole child’s needs in a collaborative way. 
This will end Medicaid’s financial commitments to InCK early.

$44,000,000

$36,500,000
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Compounding Pressures Threaten Program Stability

• State underfunding of administrative costs (SL 2025-89) will result 
in reductions in temporary staff and contractors who support core 
operations, termination of critical contracts, halting of projects, and 
reduced compliance and quality oversight.

• Healthy Opportunities Pilots (HOP) remain unfunded. With the loss of 
both HOP and GLP-1 drugs for weight loss, NC Medicaid loses two critical 
tools to reduce long-term health care costs.

• Federal mandates (H.R.1) impose new Medicaid work requirements and 
more frequent eligibility checks – without sufficient funding to implement 
them.

• Re-procurement of Standard & Tailored Plans delayed 2 years due to 
administrative funding shortfalls and ongoing program uncertainty limiting 
ability to improve the member and provider experience in ways that lead to 
better clinical outcomes.
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Multiple Pressures Threaten to Erode NC’s Strong Medicaid Program

Cuts to provider taxes and 
State Directed Payments

Eliminating programs 
proven to reduce costs

Inadequate funding for 
operations and administration

Implementing new federal 
requirements

Medicaid expansion 
is at risk

Not fully funding the 
Medicaid Rebase



22

Next Steps

• Now – Begin preparing required paperwork for every provider rate 
change to CMS and begin amending/updating contracts 

• August 13 – Briefing with provider stakeholders

• August 26-28 – NC General Assembly Session

• Early September – Bulletin sent to providers of Oct. 1 rate changes

• Early September – Notice sent to beneficiaries regarding service 
reductions

• September 8-30 – Update claims and billings systems

• September 22-25 – NC General Assembly Session

• October 1 – Lower provider rates and service reductions go into effect
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NC Medicaid Provides Affordable Health Coverage to 3.1 Million People

NC Medicaid 
Snapshot

August 2025 
total enrollment:

3,121,580

which includes

August 
2025 Medicaid

expansion 
enrollment: 

678,335



Questions

Follow up questions:
Medicaid.NCEngagement@dhhs.nc.gov
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Office of Minority Health 
Updates

Portia D. Pope, Ph.D., MPA, PMP, LSSGB, NCCM, IMH-E  
Director, Office of Minority Health and Health Disparities



Strengthening Pathways to Access to Care

Overview

Sessions aim to provide health navigation information to equip community health workers, faith 
institutions, and community organizations with the tools and information needed to help 

individuals navigate the different pathways that currently exist to access health coverage and 
services. The goal of the sessions is to increase information regarding access to primary care, 

preventive screenings and health care management services.



Strengthening Pathways Access to Care Region 3

Partners for Region 3 Access to 
Care Training:

Partners are:
Care Share Health Alliance
North Carolina Community Health Center 

Association
Mecklenburg County Health Department
NC Navigator Consortium
LILA LGBTQI+ Initiative
Grupo Poder y Esperanza
Blue Cross Blue Shield of North Carolina





Access to Care Sessions – Feedback Over (2025)



 Chronic (long-term) disease often develop due to mix of health 
behaviors, genetics, and environment. These diseases are 
major causes of death in North Carolina

 Radon is the second leading cause of lung cancer in the United 
States (after smoking). 

 Long-term exposure to elevated radon levels increase the risk of 
lung cancer, even in non-smokers

NC Lung Cancer



Data Analysis of NC Lung Cancer

Graph 1

As shown in Graph 1:

 Lung Cancer incidence in North 
Carolina  highest among American 

Indians (70.9 per 100,000), followed 
by whites (62.2%) and African 

Americans (58.3%)
 Rates are substantially lower among 

Hispanic/Latinx (28.3%) and 
Asian/Pacific Islander populations 

(28.0%)

Highlighting both elevated risks in some 
communities of color and opportunities 

for targeted screening and outreach



Highest rates:
 American Indian Communities (70.9 per 100,000)

Comparable rates: 
 White (62.2%) and African American (58.3%) 

Lower rates: 
 Hispanic/Latinx (28.3%) and Asian/Pacific Islander (28.0%) 

Disparity concern:
 Elevated burden among American Indians signals the need for targeted 

prevention and screening
Opportunity: 

 Lower rates in Hispanic/Latinx and Asian/Pacific Islander groups should not 
mask barriers in access, early detection, and culturally responsive 
education 

Lung Cancer in NC: Disparities by Race/Ethnicity



NCDHHS OMHHD Staff and Experiential Learning and Opportunity Internship Program Interns, in 
collaboration with the NCDHHS Radon Program Radiation Protection Section (RPS) of 

the Division of Health Service Regulation developed a Radon Education Toolkit and Radon 
Education Coloring Book in an effort to increase public awareness and understanding of radon 

gas, its health risks, and the importance of testing and mitigation to protect human health.

Radon Health Project

Radon Education Toolkit
• Radon is the second leading cause of lung cancer in 

the United States
• A comprehensive guide to radon risks and prevention
• Designed to inform and empower North Carolina 

resident, institutions, and professionals with 
information about radon

• Provides many resources from informational videos to 
infographics to make learning about radon easy for 
everyone

**Coming Soon

https://info.ncdhhs.gov/dhsr/


HMP Connections Meeting

 Next Session is scheduled for October 7, 2025 - 12 PM to 1 PM
 Guest Organization: North Carolina Down Syndrome Alliance

Title: “Celebrating Abilities: Advancing Inclusion for People with Down Syndrome”
 Featured Speaker:

Christy Cooper, Co-Director
North Carolina Down Syndrome Alliance
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Minority Diabetes Prevention 
Program (MDPP) Updates

Tatiana Moore, MPH, RDN, LDN, IBCLC
NC Minority Diabetes Prevention Program (MDPP) Program Manager 



County Representation and Impact Since 2017



NC MDPP FY 25 Goals

Key Performance Indicator (KPI) Goal Status as of 06/30/25 Achievement

Prediabetes Screening 1365 people screened 3512 people screened 257%

MDPP Enrollment 410 people enrolled 566 people enrolled 138%

12-month Lifestyle Class Series 32 classes conducted 49 classes conducted 153%

Living Well Events 8 events held 8 events held 100%

New NC MDPP Partnerships
• Cone Health - Diabetes Council
• UNCG - Dr. Debra Neblett
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• New NC MDPP Program Health Initiative 
Campaign
−  Available in English and Spanish
− Provides culturally tailored, accessible 

resources to prevent type 2 diabetes in 
historically marginalized communities

• NC MDPP Program Overview 
− Raises awareness that 1 in 3 adults has 

prediabetes
− Highlights impact (38,000 screened, 

5,700 enrolled)
− Explains the program clearly with who it 

serves, how it works, and the free support 
offered in both English and Spanish.

New NC MDDP Supplemental Resources



New NC MDDP Supplemental Resources

• “Step Up to 150”
− Encourage adults to reach the CDC’s 

recommendation of 150 minutes of 
moderate-intensity exercise per week

− Aims to lower risk of not only type 2 
diabetes  but of heart disease, stroke, 
and other chronic conditions.

− A 4-week progressive plan that 
gradually builds physical activity habits.

− Also available for Spanish speaking 
audiences



New NC MDDP Supplemental Resources

• Power Plate: Eat Smart 

− Teaches communities how to 
build balanced meals 

− Practical, easy-to- follow food 
planning strategies.

− Educates about having a 
balanced plate fuels the body, 
which steadies blood sugar, 
and supports long-term health.
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Any Questions, 
Comments, or Feedback?

Open Discussion



NCDHHS, Division | Presentation Title | Presentation Date

Contact Us:
• Office of Minority Health:

• OMHHD@dhhs.nc.gov
• Dr. Portia Pope, Deputy Director, OMHHD:

• Portia.D.Pope@dhhs.nc.gov

Resources:
• Office of Minority Health and Health 

Disparities Website
• Health Portfolio Website
• Community & Partner Engagement (CPE) 

Website
• CPE Resources Page

• MHAC Website

Closing Remarks

Link to survey 

NC Minority Health Advisory 
Council Post-Session Survey

(September 2025)

mailto:OMHHD@dhhs.nc.gov
mailto:OMHHD@dhhs.nc.gov
mailto:OMHHD@dhhs.nc.gov
mailto:OMHHD@dhhs.nc.gov
mailto:OMHHD@dhhs.nc.gov
mailto:Portia.D.Pope@dhhs.nc.gov
https://www.ncdhhs.gov/divisions/office-health-equity
https://www.ncdhhs.gov/divisions/office-health-equity
https://www.ncdhhs.gov/divisions/office-health-equity
https://www.ncdhhs.gov/about/priority-goals/health-equity-portfolio
https://www.ncdhhs.gov/about/priority-goals/health-equity-portfolio
https://www.ncdhhs.gov/about/department-initiatives/community-and-partner-engagement
https://www.ncdhhs.gov/about/department-initiatives/community-and-partner-engagement
https://www.ncdhhs.gov/about/department-initiatives/community-and-partner-engagement
https://www.ncdhhs.gov/about/department-initiatives/community-and-partner-engagement/resources-and-tools
https://www.ncdhhs.gov/about/department-initiatives/community-and-partner-engagement/resources-and-tools
https://www.ncdhhs.gov/divisions/office-health-equity/nc-minority-health-advisory-council
https://www.ncdhhs.gov/divisions/office-health-equity/nc-minority-health-advisory-council
https://forms.office.com/g/mHeLkgMBMD?origin=lprLink
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Thank you!

NC Minority Health Advisory Council Quarterly Meeting

September 16, 2025



Appendix
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Funding History for NC Medicaid
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Fee-for-Service vs Managed Care

• Fee-for-Service and Managed Care are two primary delivery and payment models.
• Under fee-for-service, the state pays health care providers directly for each service 

rendered
• Managed Care involves the state paying Managed Care Organizations (MCOs) a 

fixed monthly rate per enrollee to manage and coordinate care and assume the 
claims risk for the rating period.

• Under fee-for-service, NC Medicaid had the ability to freeze/increase/decrease rates at 
any point in time. Fee-for-service required a State Plan Amendment to implement any 
rate increases/decreases, and there were no annual, required inflationary increases built 
into the State Plan except for hospitals and nursing facilities indexing.

• In fact, some providers in the NC Medicaid program have had rates frozen since the 
recession in 2012.

• At the same time, services paid based on cost, such as pharmacy and outpatient 
services, are more subject to inflationary increases, rather than a set fee schedule.

• Additionally, in instances where utilization is diminished, the State directly benefits 
from this in the form of reduced claims costs.
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Fee-for-Service vs Managed Care

• Under managed care, per federal law, the health plans must be paid actuarially sound rates. To 
comply with this, there are necessary increases built into managed care rates to include health 
care inflation and certain utilization trends based on prior year’s actual utilization.

• Because there are required increases built into managed care rates to maintain actuarial 
soundness, and because we have expanded managed care coverage of our population 
(SP, TP, CFSP, etc.), the overall expenditures for the program are expected to increase as 
inflation and utilization increase.

• Note that as part of managed care development, each year our actuaries also consider 
expected downward impacts to utilization to appropriately consider how managed care 
companies may be able to direct services to more efficient levels of care (e.g., emergency 
room and inpatient avoidance).

• Managed care companies do have incentives to further curb utilization beyond actuarial 
expectations, but any of this incremental utilization savings accrue to them in the first year 
and not the state. There is the potential for capitation rates for future years to decrease 
based on this diminished utilization, but it would need to be greater than overall inflation 
and utilization increases in other services to yield noticeable savings to the state.

• North Carolina’s Managed Care Companies are also required to pay the state’s insurance 
premium tax of 1.9%. This tax is built into the capitation rates which is then paid out of the 
Medicaid budget. The revenue, however, benefits the state general fund, unlike hospital 
and other provider taxes which are used to offset Medicaid program costs.

• Projections of the impact of managed care in North Carolina Medicaid were shared in 2019 and 
can be found at https://medicaid.ncdhhs.gov/ncga-report-7year-forecast-final-
20190409/download. 

https://medicaid.ncdhhs.gov/ncga-report-7year-forecast-final-20190409/download
https://medicaid.ncdhhs.gov/ncga-report-7year-forecast-final-20190409/download
https://medicaid.ncdhhs.gov/ncga-report-7year-forecast-final-20190409/download
https://medicaid.ncdhhs.gov/ncga-report-7year-forecast-final-20190409/download
https://medicaid.ncdhhs.gov/ncga-report-7year-forecast-final-20190409/download
https://medicaid.ncdhhs.gov/ncga-report-7year-forecast-final-20190409/download
https://medicaid.ncdhhs.gov/ncga-report-7year-forecast-final-20190409/download
https://medicaid.ncdhhs.gov/ncga-report-7year-forecast-final-20190409/download
https://medicaid.ncdhhs.gov/ncga-report-7year-forecast-final-20190409/download
https://medicaid.ncdhhs.gov/ncga-report-7year-forecast-final-20190409/download
https://medicaid.ncdhhs.gov/ncga-report-7year-forecast-final-20190409/download
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