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Community and Clinical Integration Program 
Summary of Response to Concerns 

The Community and Clinical Integration Program (CCIP) includes care delivery standards and technical assistance 
to a) improve care for individuals with complex health needs, b) introduce new care processes to reduce health 
equity gaps, and c) improve access to and integration of behavioral health services. In each of these areas, 
available data suggests that there are sizable opportunities to improve care, especially by helping care teams to 
identify cultural, language, and social factors that are barriers to care and address these barriers through 
community linkages and new team members such as Community Health Workers (see Attachment A). The table 
below responds to some of the questions that we have received about the core standards that target these 
areas for improvement. 

Who developed 
the CCIP 
standards? 

The SIM Program Management Office (PMO) developed the CCIP standards with the 
Practice Transformation Task Force (“Task Force”). This 28-member Task Force is 
comprised of a wide range of consumers and advocates; physicians and APRNs; a provider 
of behavioral health services; experts in community services, practice management and 
care management; a Federally Qualified Health Center; the CT Medicaid Director, DMHAS, 
and health plans. Consumer representatives include individuals who have experience 
relying on the health system for their own significant medical needs or those of a family 
member. The Medical Assistance Program Oversight Council (MAPOC) appointed two of 
the Task Force members.  

What evidence 
are the 
standards 
based on? 

A thorough planning process was undertaken in the design of the CCIP standards including 
an extensive literature review, Center for Medicaid and Medicare Innovation (CMMI) 
technical assistance, and interviews with subject matter experts and leadership teams 
running programs across the country and in Connecticut. Interviews and research included 
DSS experts and programs, Camden Coalition, which developed the approach called “hot 
spotting,” and the Center for Healthcare Strategies (CHCS), one of the nation’s foremost 
experts on Medicaid care delivery and payment reforms. References are included in 
Attachments B and C.   

Who is required 
to meet the 
standards? 

For purposes of the first wave of MQISSP, DSS and the PMO have agreed to permit 
applicants to choose whether or not they will be bound by the CCIP standards. The DSS 
MQISSP RFP will offer two tracks, from which applicants must choose. The first track will 
require Participating Entities to participate in CCIP technical assistance, but will not require 
demonstrated achievement of the CCIP standards as a condition for continued 
participation in MQISSP. The other will enable Participating Entities to indicate that they 
agree to be bound by CCIP standards and will give them the option to apply for proposed 
transformation awards. For the second wave MQISSP procurement, achievement of the 
CCIP standards, as revised, will be a condition for all MQISSP Participating Entities, 
including those entities that were exempt during the first wave. Practice Transformation 
Network initiative participants are exempt from this requirement.  

Why is 
Medicaid the 
only payer 
requiring CCIP? 

SIM states across the country use Medicaid to drive improvement in areas that are 
important for vulnerable populations. These areas include things like linking to community 
services to address social risks (e.g., housing), cultural and language appropriateness, and 
closing health equity gaps. In addition, Medicaid is the only payer that is receiving federal 
funding to support its participation in SIM reforms.  
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Do the 
standards only 
apply to 
Medicaid 
beneficiaries? 

No, the standards will apply to the Advanced Networks and their primary care practices 
and will improve services for all of the patients that they serve regardless of payer. This is 
similar to the DSS requirement that Advanced Networks achieve NCQA PCMH recognition. 
To achieve NCQA recognition, practices must improve services for all patients. 

Why are the 
standards 
detailed in 
some areas and 
not in others? 

The Task Force included detail in areas that are relatively new (e.g., integrating Community 
Health Workers and person-centered assessment) and less detail in areas where we are 
encouraging innovation or where guidelines may already exist (e.g., team-based care). The 
standards provide plenty of room for innovation, e.g., we help Advanced Networks identify 
health equity gaps and their root causes, but leave to the provider how best to close those 
gaps.  

Won’t CCIP 
standards 
disrupt local 
coordination 
programs like 
PCMH? 

The CCIP standards build on local coordination efforts by focusing on enhancing current 
capabilities to achieve certain outcomes. For example, if practices in an Advanced Network 
assess patients without consider personal values, preferences and goals, we will work with 
them to include these important components of a truly person-centered assessment. In 
this way, the standards are flexibly applied and tailored to build on each Advanced 
Network’s existing capabilities. We recognize that there may be unforeseen ways that the 
PCMH and CCIP standards could potentially be in conflict. For this reason, we would 
consider including language in the CCIP report that allows the provider to request an 
exemption from or adjustment to a CCIP requirement that conflicts with, or would 
otherwise disrupt, their activities in relations to a PCMH standard. We have proposed 
other accommodations with respect to the ICM program and community initiatives, as 
outlined in Appendix D. 

Won’t CCIP be 
costly for 
providers? 

SIM is paying for the technical assistance and peer learning support, which will help reduce 
the cost to all participating Advanced Networks. We are also looking at providing limited 
grant support to help offset the costs in the first year, for those Advanced Networks that 
elect to be bound by the CCIP standards. In addition, Advanced Networks that participate 
in CCIP will have the opportunity to recoup their investments in all of their shared savings 
program arrangements, whether Medicare, Medicaid or commercial. Finally, we have the 
ability to make special accommodations on a case-by-case basis, such as extending the 
transformation process over a longer period of time, or exempting the organization from 
having to make major infrastructure investments, such as in health information 
technology.  The issue of costs is dealt with more thoroughly in Appendix E.  

Why are the 
standards 
voluntary?   

Won’t the 
providers do it 
anyway? 

DSS has agreed to embed requirements related to CCIP standards within the MQISSP RFP, 
as described earlier, in order to ensure that providers invest in developing these 
capabilities. As was acknowledged by some Care Management Committee members, 
standards such as NCQA PCMH must be required in order to ensure that they are adopted. 
Although the NCQA standards have been in existence since 2008 and are generally well-
regarded, less than 1/3 of Connecticut’s primary care physicians are recognized medical 
homes. Nonetheless, DSS and the PMO are proposing an accommodation for first wave 
participants as described above.  

Who will 
enforce the 
standards? 

For those Advanced Networks that have elected in the first wave, and in the second wave 
are required to achieve or maintain compliance with CCIP standards, the PMO will monitor 
compliance with the standards and designate Advanced Networks in good standing, in 
much the same way that NCQA determines whether providers continue to qualify for 
PCMH recognition.  
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Attachment A: Selected References Regarding Opportunities for Healthcare Improvement 

  http://www.commonwealthfund.org/publications/fund-reports/2014/apr/2014-state-scorecard  

  http://www.ct.gov/dph/lib/dph/state_health_planning/sha-
ship/hct2020/hct2020_state_hlth_assmt_032514.pdf 

  http://cdnfiles.americashealthrankings.org/SiteFiles/Reports/2015AHR_Annual-v1.pdf  

  http://www.healthreform.ct.gov/ohri/lib/ohri/sim/steering_committee/2015-04-
09/report_physician_survey_feb_2015.pdf  

  http://www.ct.gov/oha/lib/oha/report_of_findings_and_recs_on_oha_hearing_1-2-13.pdf 

  

http://www.commonwealthfund.org/publications/fund-reports/2014/apr/2014-state-scorecard
http://www.ct.gov/dph/lib/dph/state_health_planning/sha-ship/hct2020/hct2020_state_hlth_assmt_032514.pdf
http://www.ct.gov/dph/lib/dph/state_health_planning/sha-ship/hct2020/hct2020_state_hlth_assmt_032514.pdf
http://cdnfiles.americashealthrankings.org/SiteFiles/Reports/2015AHR_Annual-v1.pdf
http://www.healthreform.ct.gov/ohri/lib/ohri/sim/steering_committee/2015-04-09/report_physician_survey_feb_2015.pdf
http://www.healthreform.ct.gov/ohri/lib/ohri/sim/steering_committee/2015-04-09/report_physician_survey_feb_2015.pdf
http://www.ct.gov/oha/lib/oha/report_of_findings_and_recs_on_oha_hearing_1-2-13.pdf
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Attachment B: General References from Appendix E of the CCIP Report 

Agency for Healthcare Research and Quality. (2012). Coordinating Care for Adults with Complex Care Needs in 
the Patient-Centered Medical Home: Challenges and Solutions. Princeton: AHRQ. 

American Public Health Association. (2015, September 13). Community Health Workers. Retrieved from 
American Public Health Association: https://www.apha.org/apha-communities/member-
sections/community-health-workers 

Anderson AK, D. G. (2005). A randomized trial assessing the efficacy of peer counseling on exclusive 
breastfeeding in a predominately latina low-income community. Archives of Pediatric Adolescent Medicine, 
836-841. 

Boston, T. C. (2007, 10 16). Massachusetts Association of Community Health Workers. Retrieved from 
http://www.machw.org/documents/CHWInitiative10CHWCoreCompetencies10.17.07.pdf 

Brown D, M. T. (2014). Considerations for Integrating Behavioral Health Services within Medicaid Accountable 
Care Organizations. na: Center for Health Care Strategies, Inc. 

Center for Health Care Strategies, Inc. (2015, March na). Resource Center. Retrieved from Center for Health Care 
Strategies, Inc.: http://www.chcs.org/media/SU-Fact-Sheet_41715_Final.pdf 

Coalition, C. (2015, April 20). Camden Coalition Care Management Initiative. (Chartis, Interviewer) 

Community Health Network of Washington. (2013). Community Health Centers: Behavioral Health Integration. 
na: na. 

Connecticut Healthcare Innovation Plan. (2013, December 30). CT Healthcare Innovation Plan Summary. 
Retrieved from www.healthreform.ct.gov: 
http://www.healthreform.ct.gov/ohri/lib/ohri/sim/plan_documents/innovation_plan_executive_summary_
v82.pdf 

Connecticut Office of the Healthcare Advocate. (2013, January 2). OHA Publications. Retrieved from Office of the 
Healthcare Advocate: http://www.ct.gov/oha/lib/oha/report_of_findings_and_recs_on_oha_hearing_1-2-
13.pdf 

Council on Medical Assistance Program Oversight. (2015, September 13). Council on Medical Assistance Program 
Oversight. Retrieved from Council on Medical Assistance Program Oversight: https://www.cga.ct.gov/med/ 

Depriest A, H. L. (2015). Issue Brief: Community Care Teams: Patient Identification, Provider Communication, and 
Evaluation. na: SHADAC on behalf of CMMI. 

DiPietro, T. (2015, May 5). Middlesex Community Care Team. (T. C. PMO, Interviewer) 

Halfon N, L. P. (2014). Applying a 3.0 Transformation Framework to Guide Large-Scale Health System Reform. 
Health Affairs, 2003-2011. 

Hawthorne, M. (2015, April 20). Camden Coalition . (T. C. PMO, Interviewer) 

Health, H. (2014). Hennepin County Hennepin Health. Hennepin: Hennepin County. 

Honigfeld L, D. P. (2012). Care Coordination: Improving Children's Access to Health Services. n/a: Child Health and 
Development Institute of Connecticut. 

Integrated Behavioral Health Project. (2013). Mental Health, Primary Care, and Substance Abuse Interagency 
Collaboration Tool Kit. na: na. 

https://www.apha.org/apha-communities/member-sections/community-health-workers
https://www.apha.org/apha-communities/member-sections/community-health-workers
http://www.machw.org/documents/CHWInitiative10CHWCoreCompetencies10.17.07.pdf
http://www.chcs.org/media/SU-Fact-Sheet_41715_Final.pdf
http://www.healthreform.ct.gov/ohri/lib/ohri/sim/plan_documents/innovation_plan_executive_summary_v82.pdf
http://www.healthreform.ct.gov/ohri/lib/ohri/sim/plan_documents/innovation_plan_executive_summary_v82.pdf
http://www.ct.gov/oha/lib/oha/report_of_findings_and_recs_on_oha_hearing_1-2-13.pdf
http://www.ct.gov/oha/lib/oha/report_of_findings_and_recs_on_oha_hearing_1-2-13.pdf
https://www.cga.ct.gov/med/
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Kansas Medicaid. (2015, September 13). Health Home in KanCare. Retrieved from Medicaid for Kansas: 
http://www.kancare.ks.gov/health_home/providers_forms.htm 

Kim-Hwang JE, C. A. (2010). Evaluating Electronic Referrals for Specialty Care at a Public Hospital. Journal of 
General Internal Medicine , 1123-118. 

Lessler, D. (2014). Medicaid Emergency Room Best Practices Initiative. na: Washington State Healthcare 
Authority. 

McGinnis JM, W.-R. P. (2002). The case for more active policy attention to health promotion. Health Affairs, 78-
93. 

Medicaid. (2015, September 13). Health Homes. Retrieved from Medicaid.gov: 
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-Services-and-
Supports/Integrating-Care/Health-Homes/Health-Homes.html 

Perez-Escamilla R, D. G. (2014). Impact of Community Health Workers - Led Structured Program on Blood 
Glucose Control Among Latinos with Type 2 Diabetes: The DIALBEST Trial. Diabetes Care, n/a. 

Qualis Health. (2015). Oral Health: An Essential Component of Primary Care. na: na. 

Robert Wood Johnson. (2013, October na). The Center for Health Care Strategies, Inc. Resource Center. 
Retrieved from The Center for Health Care Strategies, Inc.: http://www.chcs.org/media/FINAL_Super-
Utilizer_Report.pdf 

Samuelson, J. (2015, July 17). VT Community Care Teams. (C. S. PMO, Interviewer) 

Smith M, B. D. (2013). Pharmacists Belong in Accountable Care Organizaitons And Integrated Care Teams. Health 
Affairs, 1963-1970. 

Spencer A, T.-H. C. (2015). Issue Brief: Community Care Teams. na: Center for Health Care Strategies, Inc. on 
behalf of CMMI. 

Takach M, B. J. (2013). Care Management for Medicaid Enrollees Through Community Health Teams. na: The 
CommonWealth Fund. 

The Center for Health Care Strategies, Inc. (2014, March na). The Center for Health Care Strategies, Inc. Resource 
Center. Retrieved from The Center for Health Care Strategies, Inc.: 
http://www.chcs.org/media/Seizing_the_Opportunity-_Early_Medicaid_Health_Home_Lessons.pdf 

The CommonWealth Fund. (2014). Quality Matters: Behavioral Health Integration: Approaches from the Field. 
na: na. 

The Institute for Clinical and Economic Review. (2013). A review of program evolution, evidence on effectiveness 
and value, and status of workforce development in New England. na: Institute for Clinical and Economic 
Review. 

UCONN Health; Center for Public Health and Health Policy. (2014, September na). UCONN Health Publications. 
Retrieved from UCONN Public Health: http://www.publichealth.uconn.edu/assets/econsults_ii_specialties.pdf  

http://www.kancare.ks.gov/health_home/providers_forms.htm
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-Services-and-Supports/Integrating-Care/Health-Homes/Health-Homes.html
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-Services-and-Supports/Integrating-Care/Health-Homes/Health-Homes.html
http://www.chcs.org/media/FINAL_Super-Utilizer_Report.pdf
http://www.chcs.org/media/FINAL_Super-Utilizer_Report.pdf
http://www.chcs.org/media/Seizing_the_Opportunity-_Early_Medicaid_Health_Home_Lessons.pdf
http://www.publichealth.uconn.edu/assets/econsults_ii_specialties.pdf
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Attachment C: References in Support of Community Health Workers 

American Public Health Association. APHA Governing Council Resolution 2001-15. Recognition and support for 
community health workers’ contributions to meeting our nations health care needs. Washington, DC: 
American Public Health Association; 2001. 

Anthony S, Gowler R, Hirsch G, Wilkinson G. Community health workers in Massachusetts: improving health care 
and public health. Boston (MA): Massachusetts Department of Public Health, 2009. Available at 
http://www.mass.gov/eohhs/docs/dph/com-health/com-health-workers/legislature-report.pdf. Accessed 
May, 2013. 

Babamoto K, Sey KA, Camilleri AJ, Karlan VJ, Catalasan J, Morisky DE. Improving diabetes care and health 
measures among Hispanics using community health workers: results from a randomized, controlled trial. 
Health Educ Behav. 2009;36:113–126. 

Babamoto KS, Sey KA, Camilleri AJ, Karlan VJ, Catalasan J, Morisky DE. Improving diabetes care and health 
measures among Hispanics using community health workers: results from a randomized controlled trial. 
Health Educ Behav. 2009;36(1):113-126.  

Brown HS 3rd (a), Wilson KJ, Pagán JA, et al. Cost-effectiveness analysis of a community health worker 
intervention for low-income Hispanic adults with diabetes. Prev Chronic Dis. 2012;9:E140. 

Brownstein JN, Chowdhury FM, Norris SL, et al. Effectiveness of community health workers in the care of people 
with hypertension. Am J Prev Med. 2007;32:435–447. 

Cauffman JG, Wingert WA, Friedman DB, et al. Community health aides: how effective are they? Am J Public 
Health Nations Health. 1970;60(10):1904-1909. 

Center of Chronic Disease Prevention and Health Promotion. (2015, April). Addressing Chronic Disease through 
Community Health Workers. Available at http://www.cdc.gov/dhdsp/docs/chw_brief.pdf.   

Chapman DJ, Damio MS, Young S, Pérez-Escamilla R. Effectiveness of breastfeeding peer counseling in a low-
income, predominantly Latina population: a randomized controlled trial. Arch Pediatr Adolesc Med. 
2004;158:897-902 

Chapman D, Wetzel K, Anderson A, Damio G, Perez-Escamilla R. Breastfeeding peer counseling: from efficacy 
through scale-up. Journal Human Lactation. 2010;26:314-26. 

Center of Medicare & Medicaid Services (2015, July). Incorporating Community Health Workers into the US 
Health Care System (Resolution 805-I-14).  

Daponte B, Lagana G, McDevitt S, Wood P, An Examination of Connecticut’s Healthy Start Program, 2006-2007 
(un-published, conducted/report prepared for DSS). 

Department of Health and Human Services, ASPE. (2016, January). Community Health Workers: Roles and 
Opportunities in Health Care Delivery System Reform.  

Dols J. Return on investment from CHRISTUS Health CHW program.  PowerPoint presentation, Houston TX, 2010. 

Fedder DO, Chang RJ, Curry S, Nichols G. The effectiveness of a community health worker outreach program on 
healthcare utilization of west Baltimore City Medicaid patients with diabetes, with or without hypertension. 
Ethn Dis. 2003:13:22–27. 

Felix HC, Mays GP, Stewart MK, et al. The care span: Medicaid savings resulted when community health workers 
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http://www.cdc.gov/dhdsp/docs/chw_brief.pdf
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Attachment D: Coordination with the DSS Intensive Care Management (ICM) Program 

The SIM PMO proposes to make edits to the report to address these concerns, along the lines of what we 
describe in this response.  

As noted earlier, the CCIP standards build on local coordination and care delivery capabilities by focusing on 
enhancing these capabilities to achieve the outcomes set forth in the standards. For example, if practices in an 
Advanced Network assess patients without considering personal values, preferences and goals, we will work 
with them to include these important components of a truly person-centered assessment. Similarly, if the 
practices use care teams, but do not use community health workers, we will help the practices meet this 
element of the Comprehensive Care Team standard. In this way, the standards are flexibly applied and tailored 
to build on each Advanced Network’s existing capabilities. In addition, this approach ensures that CCIP will not 
introduce duplicative efforts or structures.  

DSS PCMH Program: In developing the standards, the Task Force was aware of the foundational capabilities 
reflected in the NCQA PCMH model, which are also central to the AMH program (which the Task Force also 
designed). The CCIP standards were intended to complement the PCMH program standards, and in some cases, 
to require activities that under PCMH are optional. For example, PCMH standard 3.B.5 “Maintains agreements 
with behavioral healthcare providers” is optional in the PCMH standards, but a requirement of this type is 
included in the CCIP Behavioral Health Integration standard (BH.2.e) if the Advanced Network does not have 
behavioral health providers as part of its network.  

Despite our efforts to ensure compatibility, we recognize that there may be unforeseen ways that the PCMH and 
CCIP standards could potentially be in conflict. For this reason, we would consider including language in the CCIP 
report that allows the provider to request an exemption from or adjustment to a CCIP requirement that conflicts 
with, or would otherwise disrupt, their activities in relations to a PCMH standard. 

DSS Intensive Care Management (ICM) Program: 

The CCIP Comprehensive Care Management standard aims to improve Advanced Networks’ care management 
services. Our work will focus on improving performance by working with Advanced Networks to make the 
assessment process more person-centered such as by asking about value, preferences and goals and behavioral 
health conditions and social factors that might affect care outcomes. We also focus on ensuring the inclusion of 
key members of the comprehensive care team when appropriate such as community health workers and 
behavioral health professionals. This work also includes ensuring that the medical home care plan can be 
extended to describe the activities of new team members, such as linking to community services. We anticipate 
that providers will be able to serve more effectively individuals with complex health needs as a result of these 
enhancements. In essence, providers will be better able to manage the care of individuals who fall in the 
medium risk area of the figure below, and in some cases, even some of the higher risk individuals.  
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Many payers have programs that are also focused on individuals in the medium to high risk areas. For example, 
DSS has a successful Intensive Care Management (ICM) Program administered by the Community Health 
Network of Connecticut (CHNCT). The goal of this program is to support the development of health goals and 
improved outcomes for Medicaid beneficiaries who are identified as high need based on the results of CHNCT’s 
predictive modeling tool, CareAnalyzer, outside referrals, and self-referrals. The program includes nurse care 
managers in geographic teams as well as peer supports to help individual’s achieve their goals. In addition, ICM 
is not unique to the medical ASO—it is also performed by the behavioral health ASO, Beacon Health Options, 
and involves community care teams and peer supports. The Connecticut Dental Health Partnership (dental ASO) 
has a related program that employs community engagement specialists and focuses on federal grant-funded 
integration of dental care within pre-natal and pediatric visits. 

As Advanced Networks grow their care management capabilities, the following situations might occur: 

a) Advanced Network identifies individuals for comprehensive care management who might otherwise 
have been identified and served by the CHNCT ICM Program, 

b) Advanced Network identifies individuals for comprehensive care management who are already being 
served by the CHNCT ICM Program (or the opposite), 

c) Advanced Network and CHNCT both identify the same high need individual at the same time. 

In the first example, the team that first identifies the patient needs to consider who is best situated to address 
the individual’s complex health needs. This determination depends on the capabilities of the medical home’s 
comprehensive care team and the nature of the individual’s health needs.  Let’s consider the following case 
example: 

B.A. is a recently un-employed 58-year-old man with a 5-year history of type 2 diabetes. He is divorced with 
a daughter and several grandchildren. He was identified as a candidate for care management using health 
risk stratification software, which based his risk on suboptimal diabetes control and a number of co-
morbidities including obesity (BMI 32.4 kg/m2), hyperlipidemia, peripheral neuropathy (distal and 
symmetrical by exam), hypertension (by previous chart data and exam), and elevated urine micro-albumin 
level. A person-centered assessment identified strengths associated with his strong investment in being a 
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part of the lives of his grandchildren and a few friends that he sees occasionally for bowling. He had 
identified limitations in health literacy and attempts to lose weight and increase his exercise for the past 6 
months without success. There were opportunities for improvement in the areas of self-care management 
and lifestyle, exercise, and understanding of diabetes. Financial difficulties placed him at risk of losing his 
housing and contributed to his inconsistent eating patterns as well as episodic depression.  

The Advanced Network employs a nurse care manager with training in motivational interviewing. The team has 
access to community health worker with skills in chronic illness self-management training and the relationships 
with community supports such as housing. A licensed clinical social worker is also part of the team and available 
to see the patient at the primary care clinic or at her private office. It appears based on this presentation, that 
this patient’s complex health needs can be effectively managed with an enhanced medical home team, which 
we refer to as a comprehensive care team when expanded to include the social worker, community health 
worker, a nutritionist and the patient’s daughter. The medical home care plan has additional modules to 
establish goals and activities to support coordination of care, lifestyle changes, and behavioral health.  

If B.A.’s challenges were limited to the above, we might expect a positive outcome. The medical home’s 
coordination enables face-to-face visits when needed, supplemented by home-visits by the community health 
worker focused on chronic illness self-management, including diet and exercise. If the patient had other co-
occurring conditions, such as poorly controlled bi-polar disorder or abuse of chronic pain medications, or a 
change in condition, such as a stroke or serious cardiac problems, the complexity might require a referral to the 
CHNCT’s ICM program, potentially with Beacon Health Options providing adjunct support. In this case, lead care 
coordination responsibilities might begin with or transition to the ICM care management lead, who would 
handle care management during the acute phase of the individual’s instability or longer, if ICM level support is 
needed ongoing. The ICM would develop a care plan that wraps around the care plan of the medical home and 
includes coordination with hospital, nursing facility or local mental health authority, as needed to optimize 
recovery.  The medical home supports such as the nutritionist and community health worker could continue to 
be available, however, the care management would be provided by the ICM program. 

We believe that it is important that Advanced Networks participating in CCIP develop coordination protocols 
with CHNCT and Beacon Health Options that set mutually agreeable processes for handling the above situations. 
The protocols could specify, for example, how individual choice should factor into decisions about who leads the 
care management process and for which individuals one or another program might be better suited.   

We recognize that DSS envisions the CHNCT ICM program may be gradually reduced over time as Advanced 
Networks and FQHCs become better able to manage individual care management needs more effectively, 
including for individuals who may be high risk. However, as that process evolves, it is important that Advanced 
Networks, FQHCs and CHNCT can coordinate their respective efforts to ensure that the evolution occurs in a 
manner that is in the best interest of Medicaid beneficiaries. We look forward to learning from these important 
early efforts and adjusting the program to reflect what we learn.  

Coordination with Other Cross-Sector Initiatives  

The above example of coordinating with the DSS ICM program applies to other coordination programs that 
might already exist outside of the Advanced Network or FQHC. We would propose to follow a similar process in 
examining coordination issues that might arise with these other programs as they are identified.  
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For example, we have begun discussions with Connecticut Children’s Medical Center (CCMH) regarding the 
Hartford Care Coordination Collaborative. It appears that the care coordination arrangements associated with 
HCCC and used by pediatric practices is effective for many children. We are prepared to continue our work with 
CCMC to develop any necessary coordination protocols between pediatric practices and HCCC or similar 
collaboratives in other regions of the state, and potentially to use our CCIP technical assistance process to 
expand awareness of and linkage with the HCCC and other collaboratives. Moreover, CCMC and the Child Health 
and Development Institute (CHDI) have offered to lend us their expertise in developing a systems approach to 
multi-stakeholder collaboration of the sort envisioned in the CCIP Community Health Collaboratives. We are 
eager to learn from their experience.  

We have also had discussions with leadership at the Clifford Beers Child Guidance Clinic about their impressive 
work with Wraparound New Haven. This program is targeted to children with co-occurring medical and 
behavioral health needs and it provides a range of supports to the child and family, including assistance with 
social factors that might affect health care outcomes and recovery.  CCIP requires that Advanced Networks and 
their practices develop the capability to do care coordination and to work as a medical home team.  However, 
the standards do not require that the practice do so for all of their patients who need care coordination.  It is 
entirely appropriate for practices to use available community resources that can meet the needs of children and 
families, and rely on their own resources when the needs are moderate or when community capacity is limited.  

Most importantly, we believe that the CCIP process will identify more children who would benefit from available 
community supports such as HCCC or Wraparound New Haven, improve awareness of such supports, and foster 
the practices ability to effectively refer and link to these supports.  

Finally, DCF has contracted with Beacon Health Options to serve as the Care Management Entity for children 
with serious behavioral health needs. The program includes a team of Intensive Care Coordinators and Family 
Peer Specialists to provide services in accordance with the Wraparound Milwaukee model. Most of the Intensive 
Care Coordinators are co-located at DCF offices and only accept referrals from DCF staff.  A couple of Intensive 
Care Coordinators identify children in emergency departments. None of the Intensive Care Coordinators accept 
outside referrals. This Intensive Care Coordination program is geared to the special populations that represent 
the tip of the above Population Health Pyramid.  The Task Force has not proposed in CCIP that Advanced 
Networks take on the highly specialized care management needs of these and other special populations.  The 
same is true of waiver programs administered by the Departments of Developmental Services, Social Services, 
and Mental Health and Addiction Services, which also focus on populations with highly specialized care 
coordination needs and which typically are not based on the medical home team. 

We believe that all of the above underscores the importance of ensuring that practices have tools that provide 
up-to-date information about available community resources, the need for which will be identified in the 
person-centered assessments.  For this reason, we will propose that access to such a directory, preferably 
integrated into the clinical workflow, is included in the standards.   
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Attachment E: The Cost of Meeting CCIP Standards 

We recognize that there are additional costs associated with meeting the CCIP standards. For a number of 
reasons, we believe that it is reasonable to expect Advanced Networks to make these investments and we also 
believe that there are ways some of these costs can be offset as follows:  

• We are relying to some extent on the willingness of organizations to incur some costs in their efforts to 
meet the standards with the expectation that there will be a return on investment in the form of shared 
savings. This is the same thinking that Medicare used for the Pioneer ACO and Medicare SSP initiatives. 
Many of the organizations that participated in these programs, especially the Pioneer ACO program, 
achieved significant shared savings that helped offset their investments in organizational improvement. 
Notably, organizations that participate in CCIP will have the opportunity to recoup their investments in 
all of their shared savings program arrangements, whether Medicare, Medicaid or commercial.  

• Part of the cost of transformation is offset by providing free technical assistance. CCIP participating 
entities will have access to SIM funded technical assistance resources and learning collaborative 
support. The subject matter expertise, guided transformation planning and assistance, and structured 
peer-to-peer learning will be at no cost to the Advanced Networks.  

• In addition, we will be seeking authority from CMMI to provide transformation awards, likely no more 
than $500k (and potentially dependent on size of the Advanced Network and population served), which 
should mitigate some of the expenses they incur. 

We also recognize that the CCIP standards are new and that there is value in a staged approach to 
implementation—one that allows time to make program adjustments before all MQISSP Participating Entities 
are required to meet the standards. DSS and the PMO have developed a two track approach that allows 
applicants in the first wave to choose whether or not they will be bound by the CCIP standards. Our proposed 
approach to CCIP also provides some flexibility that can lessen the cost of transformation including the 
following: 

• We propose to introduce community health workers and the heath equity pilot in a limited subset of 
practices so that the return on investment (quality and cost) can be demonstrated before adopting 
these interventions more widely.   

• Our CCIP report currently allows some accommodation on the timeframe, which would allow costs to be 
spread out over time. Specifically, on pages 23 and 24 we say, “Additionally, the transformation vendor 
will assess the feasibility of the Advanced Network fulfilling the core intervention standards over the 15-
month support period based on the current state of the organization’s capabilities. If it is determined by 
the vendor that it will not be possible to fulfill all core standards over the 15 months, the vendor and the 
network will prioritize which standards will be implemented first, based on the needs of the network’s 
population. The provider will be required to submit a plan for meeting the remaining standards on a 
timetable negotiated with the SIM PMO. We anticipate that the start of the 15-month period will be 
January 1, 2017 for the first wave, even though the technical assistance contracts are expected to be 
executed in October or November of 2016. 

• We would consider adding language that modifies the standards if the costs associated with meeting 
them present an insurmountable barrier.  An example would be a provider that has no analytic software 
that enables them to tap their EHR for health risk stratification. In this case, we might adapt the 
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Comprehensive Care Management standard re: health risk stratification to make best efforts with claims 
based data, perhaps with non-automated information gathered with respect to social determinant risks. 

Finally, we recognize that there may be some organizations for which the CCIP standards will be too much of a 
stretch. If we believe these capabilities are important to addressing the needs of patients with complex health 
needs, cultural/language barriers, social-determinant risks, and behavioral health conditions, it is reasonable to 
select for those organizations that are prepared to meet them.    
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