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TASKS 

 Review and analysis of Federal and national expert group 

recommendations to advance health equity 

 Assess SIM’s impact on reducing disparities 

 Develop recommendations for health equity inclusions 

 Help to review/edit/draft sections of the proposal 
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FEDERAL HEALTH INITIATIVES 



HHS Action Plan to Reduce Racial and Ethnic 

Health Disparities 

 Increase the availability, quality 

and use of data to improve the 

health of minority populations 

 Measure and provide incentives 

for better healthcare quality for 

minority populations 

 Incorporate ―Key Disparity 

Measures‖ 
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Federal  HHS Initiatives 

 Let’s Move: goal of solving the challenge of childhood obesity within 
a generation 

 HHS Strategic Plan to End the Tobacco Epidemic: includes the goal 
of supporting evidence-based tobacco control policies at the state 
and local levels 

 The National HIV/AIDS Strategy: goal of ensuring access to high-
quality, life extending care, free from stigma and discrimination 

 HHS Seasonal Influenza Task Force: goal of maximizing 
vaccinations in targeted racial and ethnic minority groups 

 Million Hearts Initiative: goal of preventing 1 million heart attacks 
and strokes by 2017 by tackling ABCS (aspirin, blood pressure, 
cholesterol, smoking) 

 National Alzheimer’s Plan: goal of increasing awareness/education, 
care and research 
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The Innovation Center (CMMI) Initiatives 



CMMI Initiatives 

Health Care Innovation Award Round II 

 Focused on Medicaid and CHIP populations 

 Models specifically encouraged include those targeting persons 

living with HIV/AIDS; addressing geographic, clinical or 

socioeconomic disparities; and bridging clinical and community 

prevention 

 Additional focus on prevention and control of cardiovascular 

disease, COPD/asthma, diabetes and hypertension 
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HHS Promotores de Salud Initiative  

 The goals of the HHS Promotores de Salud/Community Health 

Workers Initiative: 

 Recognize the important contributions of promotoras in reaching 

vulnerable, low income, and underserved members of 

Latino/Hispanic populations, and  

 Promote the increased engagement of promotores to support 

health education and prevention efforts and access to health 

insurance programs.  

 Currently supported by a few Innovation Center grants 
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National CLAS Standards 



Culturally and Linguistically Appropriate Services 

 

 Principal Standard: Provide effective, equitable, understandable 

and respectful quality care and services that are responsive to 

diverse cultural health beliefs and practices, preferred languages, 

health literacy and other communication needs. 

 Remaining standards categorized as follows: 

– Governance, Leadership and Workforce 

– Communication and Language Assistance 

– Engagement, Continuous Improvement and Accountability 
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NATIONAL HEALTH INITIATIVES 



Community Catalyst 

General Recommendations: 

 States should collect 

racial/ethnic data collection 

using new OMB standards and 

guidance released by HHS 

 

 States should require plans or 

provider groups to collect data 

from all the dual eligible 

beneficiaries they serve and 

then analyze, understand and 

address disparities 

Recommendations for 

Exchanges 

 Diverse consumer input 

 Language access 

 Robust outreach programs 

 Simplified enrollment 

 Robust networks of safety-

net providers 

 Develop quality strategies to 

reduce disparities, including 

focus on plan participants 
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NQF Endorsed Disparity Measures 
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L1A: Screening for preferred 

spoken language for health care 

Department of Health Policy, The George Washington University  Aug 09, 2012  Endorsed 

L2: Patients receiving language 

services supported by qualified 

language servcies providers 

Department of Health Policy, The George Washington University  Aug 09, 2012  Endorsed 

Language services measure 

derived from language services 

domain of the C-CAT 

American Medical Association  Aug 09, 2012  Endorsed 

Leadership commitment 

measure derived from the 

leadership commitment domain 

of the C-CAT 

American Medical Association  Aug 09, 2012  Endorsed 

Workforce development measure  

derived from workforce development  

domain of the C-CAT 

American Medical Association                      Aug 09, 2012  
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FEDERAL FUNDING TO CONNECTICUT 



Community Transformation Grant 

Capacity-Building States and Communities Award 

 FY 2011 and FY 2012 funding 

 Grant supports  

– tobacco free living; 

– active living and healthy eating;  

– clinical and community preventive services to prevent 

and control high blood pressure and high cholesterol;  

– social and emotional wellness; and  

– healthy and safe physical environments. 
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RECOMMENDATIONS 



SIM SUGGESTIONS 

 Collect racial and ethnic health/health care data. 

 Conduct quality measurement and reporting stratified by race, 

ethnicity and primary language. 

 Expand language access, including in health exchange. 

– Encourage CLAS implementation. 

 Target at least one population based on health priority that is 

more prevalent in minority populations and bridges clinical- 

and community-based prevention. 

– Cardiovascular, obesity, HIV/AIDS, asthma, diabetes, tobacco 

 Support workforce diversity, including CHW initiatives 
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MODIFIED WORDING 

Connecticut’s Advanced Medical Home Model 

Performance 

transparency 
Consumer 

empowerment 

Health 

information 

technology 

Value-based 

payment 

 

 

Population health management 

Team-based coordinated care 

Evidence-informed clinical decision making 

Workforce 

development 

ENABLING INITIATIVES 

Core Elements 

Whole-person centered care 

Enhanced access 

OUR ASPIRATIONS 

 

 Better health for all and 

elimination of disparities 

 

 Improved quality and 

consumer experience 

 

 Reduced costs and 

improved affordability 
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Whole-person-

centered care 1 

Advanced Medical Home – Core Elements 

Prioritized interventions  

▪ Assess whole person and family to identify strengths and 

capacities, risk factors1, behavioral health, oral health and 

other co-occurring conditions, and ability to self-manage care 

▪ Use assessment to develop and implement person-centered 

care plan and shared decision making tools 

▪ Collect and maintain accurate and reliable demographic data, 

including race, ethnicity, and primary language, to monitor 

health equity and outcomes and to inform service delivery 

 

1 Including history of trauma, housing instability, access to preventive oral health services    



Enhanced access to 
care (structural and  
cultural) 

2 

Prioritized interventions   

Advanced Medical Home – Core Elements 

▪ Improve access to primary care through  

▪ a) extended hours (evenings/weekends)  

▪ b) convenient, timely appointment availability including same 
day (advanced) access 

▪ c) non-visit-based options for consumers including telephone, 
email, text, and video communication 

▪ Enhance specialty care access through non-visit-based 
consultations: e.g., e-Consult  

▪ Raise consumer awareness regarding most appropriate options for 
accessing care to meet routine and urgent health needs 

▪ Ensure practitioner cultural responsiveness, including collecting 
and disclosing provider demographic information, such as 
race/ethnicity and languages spoken fluently 
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SIM AREAS OF HEALTH EQUITY FOCUS 
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CT SIM 
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PRIMARY CARE PRACTICE TRANSFORMATION 
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COMMUNITY HEALTH IMPROVEMENT 
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CONSUMER EMPOWERMENT 

27 



HEALTH WORKFORCE DEVELOPMENT 
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PERFORMANCE TRANSPARENCY 
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SUMMARY 

 Enhanced access to care 

 Culturally and linguistically 

appropriate services 

 Racial/ethnic data collection 

and analysis 

 Community Health Workers 

 Health Enhancement 

Communities 

 Diseases with high prevalence 

in disparity communities 
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LOOKING AHEAD 



TOP FIVE 

 Enrollment– phase 1 

 Enrollment—phase 2 

 From Coverage to Care 

 Workforce, especially for Medicaid 

 Quality measures 

 

**Prevention 
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