
ADULT PRIMARY CARE MODERNIZATION CARE DELIVERY CAPABILITIES
Practices participating in PCM will develop care delivery capabilities that aim to make care more 
accessible, convenient and responsive to diverse patients’ needs while improving health equity.

TEAM-BASED CARE

SPECIALIZED 
PRACTICES

ALTERNATIVE 
WAYS TO ENGAGE 

PATIENTS & 
FAMILIES

Older Adults 
with Complex 

Needs

Pain Management 
and Medication 

Assisted 
Treatment

*Shared Medical 
Appointments

Remote 
Patient 

Monitoring

Video Visits, 
Phone, Text 
and Email 

*Community 
Purchasing 

Partnerships

PATIENT & 
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Integration

Diverse Care 
Teams

Behavioral 
Health Integration

eConsults and 
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Required capabilities

*Elective capabilities

ADULT MEDICAL HOME
COORDINATION

Adults with 
Disabilities

POPULATION 
HEALTH 
PROMOTION & 
MANAGEMENT

INFORMS

Identify sub-
populations with 
modifiable risk and 
clinical targets; 
predictive analytics

Assign patients, 
patient registries, 
action plans

Performance 
tracking, data 
sharing, patient 
engagement

Set health 
promotion goals 
and associated 
measures

HEALTH
NEIGHBORHOOD

Medical/Behavioral
Cardiologists, psychiatrist, 
endocrinologists, etc.

Community Care 
Extenders
Home care providers, 
community care teams, 
free standing behavioral 
health providers

Ancillary Providers
Physical/occupational 
therapists, complementary 
and alternative medicine, 
community pharmacists

Community Resources
Food, housing, transporta-
tion support, financial & 
legal assistance, etc.

2

LGreen
Draft



PEDIATRICS PRIMARY CARE MODERNIZATION CARE DELIVERY CAPABILITIES
Pediatric practices participating in PCM will develop care delivery capabilities that aim to make care more 
accessible, continuous, comprehensive, family-centered, coordinated, compassionate, and culturally effective.**

TEAM-BASED 
CARE

*Community 
Purchasing 

Partnerships

Diverse Care 
Teams

Behavioral 
Health Integration

eConsults and 
Co-management

Required capabilities

*Elective capabilities

Community 
Integration to 
Address Social 
Determinants

**Based on the American Academy of 
Pediatrics definition of a medical home.

Oral Health 
Integration

PATIENT & 
FAMILY, PCP
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PEDIATRIC MEDICAL HOME
COORDINATIONINFORMS

POPULATION 
HEALTH 
PROMOTION & 
MANAGEMENT

Identify sub-
populations with 
modifiable risk and 
clinical targets; 
predictive analytics

Assign patients, 
patient registries, 
action plans

Performance 
tracking, data 
sharing, patient 
engagement

Set health 
promotion goals 
and associated 
measures

Children with 
Disabilities

Universal 
Home Visits for 

Newborns

SPECIALIZED 
PRACTICES

ALTERNATIVE WAYS 
TO ENGAGE PATIENTS 

& FAMILIES

*Shared Medical 
Appointments

Video Visits, 
Phone, Text 
and Email 

HEALTH
NEIGHBORHOOD

Medical/Behavioral
Endocrinologist, psychologist, etc., 
urgent care, community pharma-
cist, Access Mental Health CT

Childcare & Education
Early Start, Head Start, early 
childhood education, schools, child 
care centers and consultants

Family Services & Supports
Circle of Support–Parents, Minding 
the Baby, ChildFirst, Moms Project, 
Nurturing Families Network, PATH 
Parent-to-Parent  

Community Resources
Care coordination centers, United 
211. Food, housing, transportation, 
financial support. WIC, Nutrition 
Programs

Developmental assessment 
services and supports
Early intervention services, 
Help Me Grow
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