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AGENDA
• Integrated Comprehensive Primary Care; 
Model Enhancement and Payment

•Statewide Community Health Team 
Expansion Model for individuals and families

•Leveraging Cedar for multi-payer approach to 
children and families

•Feedback and further BOC agenda 

•Table Top exercise



Objectives for today
Review CTC effort to further define and pay 

for an efficient and cost-effective model for 
integrated comprehensive primary care. 

Explain and obtain feedback on the evolution 
of CHTs to better serve substance-affected 
families.

Review data/results current CHT network.

Discuss how to leverage the Cedar program to 
increase connection to PCMH kids and 
support multi-payer CHT expansion.



Integrated Comprehensive 
Primary Care; Model 

Expansion and Payment



Patient-Centered Medical Home
A “process” to support primary care transformation 

with a focus on patient, family, population health 

Recognition – NCQA, various state programs
 Patient engagement through team-based primary care

 Population health that is comprehensive, coordinated, data-driven

 Increased access to care

 Clear accountability for patient “panel”

 Physician/practice culture change required

 Integrate “Quality Improvement” efforts into practice

Need ongoing support to develop and sustain 
infrastructure



Clinical Strategy: Transformed 
Advanced Primary Care
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What Heave We Learned? 
Principles of Successful ACOs
Brookings Nov 2014 (McClellan and Mostashari) Keys to 
success for “Physician led” ACOs
 Identifying and managing high-risk patients

Developing high-value referral networks

Using event notification

Engaging patients

 To support comprehensive primary care add; 
 “Integrated behavioral health” 

 collaboration with community based health initiatives thru 
community health teams (CHTs) predominantly with Community 
Health Workers (CHWs)



Clinical Strategy: Building the 
(Medical) Neighborhood
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Community Health Team Model:
an extension of primary care

Use care management processes to address 
◦ Physical health needs

◦ Behavioral health/SUD needs

◦ Health education needs

◦ Social determinants of health needs

Community Health Team 
Community-Based 
Licensed Health 
Professional 
(At least one) 

Community Health 
Worker (CHW)
(At least two)

Community-Based Specialty Consultants or Referrals 

(Pharmacy, Nutrition, Legal)

SBIRT 
Screener
(At least one)



Comprehensive Primary Care 
Sustainability
Determine required core clinical services and move toward 

primary care capitation in standardized, systematic, aligned 
statewide manner. Meyers et al estimate for mixed adult 
practice $45 PMPM.

Need to develop a PMPM framework for innovations of 
Integrated BH and access to “Community Health” 
resources. 

Payments could include support for statewide CHT network 
as well as risk-adjusted payments for additional practice 
based resources. Combined responsibilities between 
health plans and capitated practices. 

PMPM for these added resources ARE definable.



Workforce 
Configurations 
to Provide High-
Quality, 
Comprehensive 
Primary Care: a 
Mixed-Method 
Exploration of 
Staffing for Four 
Types of 
Primary Care 
Practices

https://www.ctc-ri.org/sites/default/files/uploads/JGIM Meyers 2018 Article Workforce Configurations.pdf


Statewide CHT Network: 
Enhanced Model
Enhance current statewide Community Health Team (CHT) network 
serving high-risk adults by bringing an “integrated family health” 
approach to best serving individuals and families who are “high” or 
“rising” health risk due to significant social and/or behavioral health 
needs. 

 Expand geographic reach and clients served through Aes.

 Support increased connection with PCMH kids and Cedar; add new level 
of coordination to ensure seamless hand-offs to best serving team for 
specialized support (Family Home Visiting, etc. as needed).

 Serve families affected by substance use (target those who do not meet 
requirements for services from Family Home Visiting or other existing 
programs).

 Tailor existing CHT services/configuration to meet needs of added target 
populations.



Expansion Model: 
Relationships and Resources
 Primary Care Practices and Accountable Entities/ Systems 

of Care

 PCMH-Kids 

 Women and Infant’s Family Care Unit

 OB-GYN Providers/Practices

 MAT Programs

 DCYF - FCCPs

 RIDOH Programs - Family Home Visiting programs & 
MOMS-PRN

 Medicaid



CTC Role
Ensure that the statewide CHT network complements system of 
care and health plan strategies and programs to mitigate SDOH
 Standardized data collection, including outcomes and program evaluation.

 Work regionally with community-based organizations/HEZ to improve 
integration efforts and “closing the loop” for referrals.

 Ongoing learning through best practice sharing and training with expanded 
stakeholders.

 Provide services that complement SOC efforts to manage complex patients. 
For example, those who would benefit from short-term in-home BH 
evaluation and services.

 Strengthening connection with MLPB for legal support and training.

 Expand ability to respond to referrals from non-PCP (OBGYN, ED/Hospitals) 
for “no wrong door” approach.

 Inform public policy, test and spread innovation.



Statewide CHT Network: 
Data and Results



CHTs address health and 
SDOH needs

Presently the model focuses on at-risk adults who 
meet the following criteria:

 18+ years of age 
 poorly controlled, high-risk, chronic conditions
 2+ special healthcare needs (8+ medications, functional 

impairments)
 substance use disorder and at least one other co-morbid 

physical or behavioral health condition 
 irregular access primary care (tx disengagement)
 2+ inpatient or ED visits w/in 6 months
 unmet behavioral health or psycho-social needs



CHT Referral Triage Tool
Mechanism by which PCPs identify high risk referrals to CHTs

Eligibility Determination for CHT

>15 = High-Risk (offer CHT to patient)
8-14= Rising Risk (patient may meet 

criteria for CHT)
<8 = Discuss referral with CHT before 

offering to patient 



CHT Evaluation completed by URI 
(Oct 1, 2018-June 30, 2019)

CHT intake data from 397 clients
 Follow-up/Discharge data collected from 388 clients

Data Collected:
Demographics

Health Risk

 Social Determinants of Health 

Behavioral Health Risks 

19-item patient outcome survey covering Health Literacy, 
Health Information & Knowledge, Confidence, Support, 
Adherence, Quality of Life, & Wellbeing.



CHT Client Demographics
Age M = 54 years (sd = 17)

Non-English Speaking 21% 

White, Non-Hispanic 60%

Hispanic/Latino 26%

Black/African American, 

Non-Hispanic
8%

Other 6%



All SDOH Categories Showed 
Significant Changes From Intake to Follow-Up (n=108-162)

% reporting 
issue at 
intake

% no longer 
reporting issue at 

follow-up
Housing 41.4% 56.7%

Finance/ Utilities 39.0% 66.7%

Food Insecurity 32.9% 63.5%

Transportation 31.0% 44.9%

Caregiver Support 22.2% 50.0%

Interpersonal Violence 19.3% 71.4%



Pre-Post Changes in Health Risk:  
36% decrease



Pre-Post Changes in Behavioral Health: 
Over 30% decrease

34% decrease in PHQ9 score, intake to discharge, *p<.0001 

37% decrease in GAD7 score, intake to discharge, *p<.0001 
GAD7 PHQ9
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Quality of Life: Number of Unhealthy 
Days Changes from Intake to Follow-Up
(p < .05)
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Current CHTs
Team serving Washington County; serving 
multiple practices in the region; expanding to 
Kent County 10/1/19

1 1 team serving Pawtucket/Central Falls; serving 
BVCHC and other practices in the region

Using funding for 1 team to support 2 teams - W. 
Warwick and Woonsocket; primarily serving their 
own patients

Expanded to two teams to serve Greater 
Providence region; serving multiple practices

1 team serving primarily internal clients in 
Newport and a small number in East Providence 



Current CHT 
locations



Current: CHT Relationships and 
Reach
 30 practices across the state have referring 

relationships with Community Health 
Teams

 326 providers across all partnering 
practices have referring relationships with 
Community Health Teams 

 Approximately 1500 adult patients are 
served by CTC-RI Community Health Teams  
each quarter



Leveraging Cedar
Cedar Family Centers provide intensive care coordination 
for families with children, ages birth – 21, who have special 
healthcare needs. 

Locating clinical services (medical and behavioral) 

Referrals to community and social supports 

Health education and prevention 

Screenings for physical and mental health 

Assistance with changes between levels of service 

Supporting families 



Eligibility for Cedar Support
Who is Eligible for Intensive Care 
Coordination? 

Families of children birth - 21 with 2 or more 
chronic conditions or have 1 chronic 
condition and are at risk of developing a 
second 

Children having a severe mental illness or 
severe emotional disturbance 

Children must be Medicaid-eligible



Cedar Triage Tool



RIPIN Cedar Referral Process
Referral Received:

FAX, phone, email, 
in-person

• Receipt of referral 
acknowledged to 
referral source

Outreach to family for 
eligibility triage, 

intake, initial 
assessment, 

assignment to Cedar 
Care Coordinator

• For families not eligible for 
Cedar, possible referrals are 
made to other RIPIN and/or 
community programs

In-person visit with 
family to complete 

assessment and 
create Family Care 

Plan

• Referral Source informed of 
status of family Cedar 
involvement; PCP informed of 
child’s involvement with Cedar 
and provided a copy of the 
Family Care Plan

Within 10 
business days 
from referral

Within 45 days 
from referral



RIPIN Cedar Family Center

Quick Facts (2018)

Average Open Panel: 150-250

Care Plans Completed: 232

Direct Client Interactions: 7,432

Documented Collateral Tasks: 4,949

In-Person Interactions: 550

Formal Education Meetings: 96

• Referrals to home-based 
therapeutic services

• Connections to Developmental 
Screening

• Support for transition from EI
• Special Education information and 

support
• Access to health insurance, SSI, 

Child Care
• Connections to specialty 

providers, DME
• Social determinants of health
• Transition to adult services

Care Coordination Services provided by a team of Community 
Health Workers who are culturally and linguistically 
representative of the families served



Access to Cedar Support
Currently Cedar Family Centers receive referrals from many 
sources
Primary Care Physicians

Specialty Providers

Schools

Community Agencies

Families

Nurse Case Managers

Basically, anyone involved in child’s life may make a 
referral for Cedar Support.

When in doubt….REFER!



Expanding CTC - RIPIN Partnership

Family Care Liaison (1 year pilot)                                         
Able to work with all families regardless of Medicaid 

eligibility

Reinforce PCP role as Medical Home

Work with NCMs to reduce duplication of services/supports

Expand capacity of CHTs to work with families experiencing SUD

Serve as an adjunct to the CHT to provide information, resources and connections related to 
the child(ren) to both families and professionals

Provide opportunity for warm transfer to Cedar Family Center support as individuals are 
discharged from CHT 



Feedback and further topics

Next Friday meetings : 
December 13, 2019, 

March 13, 2020, 

June 12, 2020

PLEASE complete evaluation with proposed topics



Transition to Tabletop 
Exercise


