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1. Background, the problem we are
solving for

1. What is a Community Care Team 
(CCT) and how does it function?

3.   Outcomes 



Health Care in the U.S. Compared to 
Other High-Income Countries



Schroeder, S.A., “We can do better – Improving 
the Health of the American People, NEJM. 2007.

Drivers of Health Status



Scope of the Problem

Fragmented system

Limited Definition of Health 

Inadequate Resources for 
Social and Behavioral 

Determinants of Health 

• Poor coordination of services
• Disconnect between the 

Hospital and Community

• Social Determinants impact 
the health and well being of 
patients and how frequently 
they come to the hospital 

• Overuse of acute services
• Underuse of preventive 

services

= Poor Outcomes, Wasted Resources, 
Unsustainable Finances

+

+



Group of invested stakeholders who collaborate to provide patient-centered care navigation for 
vulnerable populations

Goal of improving outcomes by connecting to wrap-around services through multi-agency 
partnership  

Share the belief that community collaboration is fundamental to improving health outcomes for 
vulnerable populations

What is a Community Care Team?



Review of Baseline Data
Norwalk Hospital - 2013
One year, top 40 ED visitors
1376 visits
Average annual = 34 visits  

Danbury Hospital - 2014

Six or more visits in 6 months
262 patients with total of 2945 visits
Average annual = 22 visits  

Vassar Brothers Medical Center

15 or more ED visits in one year
FY19 – 74 individuals with 1988 visits

• Average annual = 27 visits  
FY20 – 62 individuals with 1851 visits

• Average annual = 30 visits  



CCT Populations 

Legacy population characteristics

• 36% female; 64% Male

• 50% White; 30% Black; 20% Hispanic or Other

• 20% Homeless; (85% have history of unstable housing or homelessness)

• 60% have substance misuse; 37% alcohol misuse

• 55% have a mental health diagnosis

• 65% have at least one chronic disease

• >25% have no PCP; 73% have no behavioral health provider

• 95% are Medicaid, Medicare or self-pay



How does the CCT Operate?

1. Identify target population
• Homeless or Emergency Department Frequent Utilization

2. Obtain consent for release of information

3. Research the individual’s history and identify needs:
• Mental health, medical, substance, housing, legal, insurance

4. Present to the team and develop individualized Care Plan: 
• Need for treatment, housing, insurance, social support, linkage to medical/mental health 

treatment

5. Implement plan: Community outreach or in ED

6. Revise and update plan depending on need



Individualized Care Plan

History:
• Reason for presentations

• Medical, psychiatric, substance use, social determinants

Needs assessment:
• Acute treatment, housing, insurance, linkage to primary care or specialty 

services, wrap-around social services

Specific recommendations:
• Medications to use or to avoid

• Contacts to notify

• Navigate to referral: primary care, addiction treatment, housing, psychiatric, 

social services



Community Partners: Norwalk/Danbury



Program Outcomes

Site Total Individuals 
Served

Total Individuals 
Housed

Connected to 
Medical Home
CY 21

Connected to 
Mental Health 
provider CY 21

Connected to 
Substance Use 
Provider CY  21

Decrease in 
inappropriate ED 
utilization FY 22

Norwalk 484 161 68 30 23 22%

Danbury 373 123 31 10 69 28%

Vassar Brothers 
Medical Center

69 11 54 46 28 Baseline being 
established year 1



Challenges & Successes
Challenges Successes

• Standardization vs. flexibility

• Documentation accessibility

• Fee for services vs. population 
health models

• Resources, particularly for 
addiction treatment

• Data management

• Philanthropic support

• Uninsured patients

• Interagency communication
• Infrastructure for further growth
• Creation of the hospital frequent visitor 

program 

• Reduction in internal silos
• Hospital interdisciplinary collaboration
• High risk care planning

• Collaboration with community 
partners

• Increase in staffing, hiring 
• Community health workers
• Reductions in Emergency Dept. 

Utilization
• Internship/Residency 

Partnerships
• Standardization of CCT Teams at 

Nuvance Health Network



Questions



Next steps 

• Continue implementation and determine the sustainability of 
the MAP program.

• Identify and describe various ways of continuing 
collaboration with community-based organizations on the 
MAP program.





EQIC Transitional Care 
Community Resource List 

Tools and resources 



Tools and resources 

EQIC website
• MAP Program Syllabus
• MAP Program Framework
• Patient and Care Partner Interview Tool
• Circle Back Interview Tool
• High-risk Factors For Readmission

Patient Tracking Tool
• AHRQ Data Analysis Tool

https://qualityimprovementcollaborative.org/focus_areas/readmissions/tools_resources/
https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/2022-06-13_map_program_syllabus.pdf
https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/2022-06-13_map_program_framework.pdf
https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/2022-06-13_patient_and_care_partner_interview_tool.docx
https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/2022-06-13_circle_back_interview_tool.docx
https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/mitigating_risk_factors_for_readmission.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/medicaidreadmitguide/mcaidread_tool1_data_analysis_final.xlsx


Complete the survey



Thank you.

Brenda Chapman
bchapman@hanys.org

Maria Sacco
msacco@hanys.org
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