
Community Health 
Teams Expansion

1

PCMH Kids Stakeholder Meeting 
October 3, 2019



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)



Statewide Community Health 
Team 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
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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
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Community Health Team 
Enhancements

Addition of Peer 
Recovery Specialist 

to support the 
network’s focus on 

OUD and BH

Access to Family 
Care Liaison at 

RIPIN

Enhanced regional 
connections with 

other service 
agencies

Piloting ways of coordinating 
care among multiple agencies, 

esp. those addressing OUD, 
including Family Care Unit at 

W&I Hospital

GOAL: Develop and implement a patient-centered, comprehensive, aligned, value based, sustainably funded 
program to support a multi-payer, statewide CHT network. Through an “integrated family health” approach, 

work with existing resources, individuals (adults/children) and families who are “high” or “rising” health risk due 
to significant social and/or behavioral health needs. Use braided funding from HSTP, SOR, SBIRT and CTC multi-

payer contributions to expand the geographic reach of the existing CHT’s to cover a larger geographic area, 
strengthen connections with Medicaid Accountable Entities, add recovery coaches to the team to better serve 
the needs of individuals and families, and; develop stronger relationships with pre-natal providers, hospitals, 

home visiting services and pediatric referral systems. Utilize CTC-RI as a central, coordinating body in this work. 

Expansion of 
CHTs to serve 

Greater 
Providence and 

Kent County 



Current CHTs
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Team serving Washington County; serving 
multiple practices in the region; expanding to 
Kent County 10/1/19

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 
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Current CHT 
locations



New Role: RIPIN Family Care 
Liaison
One year, SOR-funded position focused on increasing access to care, 
capacity building and strengthening coordination among partners. 

Main roles: 

1. Partner with CHTs to support families, especially those impacted by 
OUD.

2. Serve as a resource to subset of PCMH kids practices

3. Participate as part of a multi-disciplinary team pilot approach to 
family care 

4. Collect data qualitative and quantitative to inform future planning
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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 
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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 
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Eligibility for Cedar Support
Who is Eligible for Intensive Care Coordination? 

Families of children birth to age 21 with two or more chronic 
conditions or have one 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
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RIPIN Cedar Referral Process
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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



Cedar Triage Tool
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Questions?
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