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ABSTRACT
OBJECTIVES: Team-based primary care programs have the potential to address 

healthcare disparities. We evaluated the impact of a multidisciplinary team-based 

enhanced primary care program on vaccination and cancer screening rates at a 

community health center serving a low-income Hispanic community.

STUDY DESIGN: Quasi-experimental.

METHODS: In this controlled before-and-after study, data were extracted from 

the electronic health record for the following groups of patients aged 18 to 64 

years: (1) those enrolled in the program between August 2011 and January 2012 and  

(2) randomly selected controls cared for during this time. Outcomes included 

eligible patients’ receipt of (1) influenza and/or pneumococcal vaccines and  

(2) breast, cervical, and/or colon cancer screens over a 12month period following 

enrollment. We used an adjusted difference-in-differences (DID) analysis to esti-

mate the effect of the intervention.

RESULTS: A total of 134 intervention and 393 control patients were included in 

the analysis. Unadjusted influenza vaccination rates increased from 47.3% to 63.6% 

in the control group and from 48.5% to 63.4% in the intervention group in adjusted 

models, a nonsignificant DID of –1.4 percentage points (95% CI, –14.1 to 8.5; 

P = .66). Pneumococcal vaccination rates fell for the control (63.7% to 57.4%) and 

intervention (53.9% to 42.6%) groups, with a nonsignificant DID of –4.7 percentage 

points (95% CI, –16.5 to 7.0; P = .45). There was no difference in changes in cancer 

screening rates.

CONCLUSIONS: A newly implemented culturally and linguistically concordant 

enhanced primary care program had no measurable effect on preventive care 

outcomes for a lowincome, largely Hispanic population. These findings suggest 

a need for a deeper examination of both the implementation process of similar 

programs and their long-term effectiveness.
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Many team-based systems of care, such as case manage-
ment programs, peer health coaching, and patient- 
centered medical home certification, seek to enhance 

the delivery of primary care services.1-9 Healthcare organizations 
and insurance companies have both played a role in developing and 
funding these types of programs in an effort to improve primary 
care services and reduce costs.10 The term “enhanced primary care” 
refers to a team-based care model that aims to improve care processes 
and patient outcomes for both preventive care services and chronic 
disease management.11,12

Enhanced primary care programs are often directed at popula-
tions at highest risk for underutilization of preventive services, over-
utilization of acute care services, and health disparities. Disparities 
in preventive care services related to race/ethnicity, language, and 
socioeconomic status contribute to a disproportionate risk of 
disease among vulnerable populations in the United States.13-18 An 
enhanced primary care team may improve access to care through 
increased personalized care and may develop more trusting relation-
ships, potentially benefitting patients who experience disparities in 
care the most. In this study, we aimed to determine the impact of 
a newly implemented, insurance company–sponsored, team-based 
enhanced primary care program (Buena Salud) on vaccination and 
cancer screening rates in a low-income, largely Hispanic population 
with high rates of limited English proficiency. 

METHODS 
Design, Setting, and Participants 
Buena Salud is a bilingual enhanced primary care program for 
Medicaid managed care patients in western Massachusetts.  
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The program was financed by the Health New England insurance 
company and implemented by Brightwood Health Center (BHC). 
BHC is an urban community health center that serves a predom-
inantly Hispanic population (88%) who are insured primarily by 
either Medicaid (59%) or Medicare (28%). More than 50% of BHC 
patients prefer Spanish as their spoken language. Buena Salud was 
started in an effort to improve compliance with preventive care, 
provide support for chronic disease management, and optimize 
utilization of healthcare services. Most patients were referred to 
Buena Salud by their primary care provider, but patients also were 
enrolled through a periodic auto-enrollment process or self-referral. 
The Buena Salud team consisted of 2 registered nurse care managers, 
2 medical assistants trained as community health workers, and a 
case worker. The care team differed from many other managed care 
teams in that each team member was bilingual (Spanish/English) 
and was from the same racial/ethnic group as the majority of BHC 
patients. The Buena Salud team offered education and coaching for 
disease self-management, provided additional support for patients in 
the clinic and at home, used electronic health registries to identify 
patients in need of care and services such as vaccination and cancer 
screenings, and provided linkage to community-based support 
services. A more detailed description of the program is included in 
the eAppendix (available at ajmc.com). Each Buena Salud nurse 
was expected to actively manage up to 50 patients at any given time. 
Care intensity varied depending on individual patients’ needs.19

We reviewed eligible patients’ electronic health records (EHRs), 
extracting data pertinent to the study aims. Eligibility for the inter-
vention arm of the study was defined as all BHC patients aged 18 to 
64 years who (1) were newly enrolled in the Buena Salud program 
between August 1, 2011, and January 31, 2012 (intervention 
period); (2) were eligible for at least 1 of the outcomes measured; and 
(3) remained a patient at BHC for 12 months following enrollment 
in Buena Salud. Eligibility criteria for controls included all BHC 
patients aged 18 to 64 years who (1) had been seen for a clinical 
encounter at BHC in the intervention period, (2) were not enrolled 
in Buena Salud, and (3) remained a patient at BHC for 12 months 
following enrollment in the study. From the list of eligible controls, 
we randomly selected 3 patients who had been seen in the clinic 
in the same month that an intervention patient had been enrolled 
per 1 intervention patient (3:1 matching) using a random number 
generator. We selected controls based on when they were seen in the 
clinic rather than matching on variables such as age, race/ethnicity, 
or gender because (1) the population attending the clinic is rela-
tively homogeneous for these measurable variables and (2) selecting 
patients seen in a similar time frame reduces the potential for differ-
ences in unmeasured confounders related to temporal changes in 
practice at the health center. Intervention patients and controls 
must have had at least 1 visit at BHC in the 12 months prior to 
the enrollment/index visit so that baseline data could be extracted. 

The methodology is similar to that used in a study of the impact of 
the Buena Salud program on outcomes for patients with diabetes.19 
This study was approved by the Baystate Institutional Review Board, 
which waived informed consent.

Time Period Studied and Outcome Variables 
The primary study outcome was the change in the percentage of 
eligible patients who received recommended vaccinations and cancer 
screenings prior to implementation of the Buena Salud program 
to 12  months post implementation. Eligibility for influenza and 
pneumococcal vaccinations and breast, cervical, and colon cancer 
screenings was based on national guidelines from the following orga-
nizations: (1) CDC for vaccines,20,21 (2) United States Preventive 
Services Task Force (USPSTF) guidelines for breast and colon cancer 
screening,22,23 and (3) American College of Obstetrics and Gynecology 
guidelines for cervical cancer screening.24 Patients were considered up 
to date on vaccination and/or cancer screenings at baseline as follows:  
(1) influenza vaccination in the 12 months prior to enrollment,  
(2) pneumococcal vaccine consistent with CDC guidelines 
depending on patient’s comorbidities and age, (3) mammogram 
to screen for breast cancer in the 2 years prior to enrollment for 
patients 50 years or older, (4) Pap smear to screen for cervical 
cancer in the 3  years prior to enrollment for patients 21 years or 
older, and (5) any of the colon cancer screening modalities consis-
tent with USPSTF guidelines for patients 50 years or older. We 
chose the time period following enrollment (12 months) so that we 
could include the maximum number of intervention patients in the 
study. In addition to vaccination and cancer screening data, we also 
extracted data on potential confounders (eg, comorbidities and the 
number of years a patient received care at BHC) from participants’  
EHRs (Table 1).

Data Extraction
We first oriented data extractors to the study’s data dictionary and 
extraction protocol, which included where to locate pertinent data in 
the EHR. After establishing baseline consistency using standardized 
extraction forms, 2 extractors independently reviewed 20 randomly 
selected health records to assess interextractor consistency at 6 and 
18 months into the course of data extraction to test whether consis-
tency was maintained.19 Study data were collected and managed 
using REDCap electronic data capture tools.25

Analysis
Participant characteristics are presented as means and SDs for 
continuous variables and frequencies and percentages for categor-
ical variables. To estimate differences between the groups studied for 
vaccinations, we used a difference-in-differences (DID) approach 
(the difference between the pre-post change in the intervention 
group compared with the control group). Outcomes were modeled 
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using generalized estimating equations with exchangeable correla-
tions and robust standard errors (clustering on patient). Outcomes 
were modeled using the logit link and binomial family. Models 
were estimated with main effects for the intervention group and 
time period, with an interaction term between these 2 representing 
the DID. Because participants in the intervention group were 
frequency matched to controls based on enrollment month, we 
used enrollment month as an indicator variable in the model. This 
term was not significant in the models, so it was therefore removed. 

Statistical significance was set at an α of .05. Multivariable models 
included potential confounders (eg, demographic data, comorbid-
ities, and number of years receiving care at BHC). Using Wald 
tests, models were reduced to include variables that were signifi-
cant at the .05 level. To control for possible residual confounding 

and for face validity, we retained age, mental health, and substance 
use in all models. The analysis was conducted using Stata version 
13.1 (StataCorp LP; College Station, Texas). 

RESULTS
A total of 527 patients were included in the study: 134 in the 
intervention group and 393 in the control group. The median 
age was 50 years (range, 20-65), 72.7% were female, and 
Spanish was the preferred language for 56.7% (Table 1). Most 

of those in the intervention group (esti-
mated 90%) were referred to the program by 
a healthcare provider, with fewer (estimated 
10%) enrolled via auto-enrollment or self- 
referral. Baseline differences between the 
groups included the following: The control 
group had a slightly higher median age 
compared with the intervention group 
(50 vs 49 years), were more likely to have HIV 
(10.2%  vs  1.5%), were more likely to have 
been prescribed buprenorphine or naloxone 
(6.6% vs 2.2%), were less likely to be home-
less (1.0% vs 2.2%), and were less likely to 
have been diagnosed with anxiety or depres-
sion (25.7.8% vs 29.9%) (Table 1). The inter-
vention group had a slightly higher number 
of visits with a primary care provider (0.7 vs 
1.5 visits; DID, 0.8; P = .03) in the 12 months 
following enrollment. All other variables were 
similar at baseline. Extractor agreement was 
estimated at 93%.

Vaccination Rates
Influenza. All patients were eligible for influ-
enza vaccination. Overall, influenza vaccina-
tion rates increased from 47.6% in the year 
prior to enrollment to 63.6% at the end of 
the study period. The increase was similar 
for controls (47.3% to 63.6%) and interven-
tion patients (48.5% to 63.4%). The adjusted 
difference in the change in percentage points 
(–2.8; 95% CI, –14.1 to 8.5; P = .66) between 
groups was not significant (Table 2).

Pneumococcal. Of the 527 patients included 
in the study, 432 were eligible for pneumococcal vaccination 
(317  control and 115 intervention). Overall, the percentage of 
eligible patients who were up to date on pneumococcal vaccina-
tion decreased from 61.6% prior to inception of the Buena Salud 
program to 53.5% 15 months following the start of the program. 

Table 1. Participant Characteristics

Total
(N = 527; 

100%)

Control
(n = 393; 

74.6%)

Buena Salud 
Participant 

(n = 134; 25.4%)

Male, n (%) 144 (27.3) 111 (28.2) 33 (24.6)

Preferred language, n (%)

English 224 (42.5) 170 (43.3) 54 (40.3)

Spanish 299 (56.7) 221 (56.2) 78 (58.2)

Other 4 (0.8) 2 (0.5) 2 (1.5)

Chronic health conditions, n (%)

HIV infection 42 (8.0) 40 (10.2) 2 (1.5)

Substance use 80 (15.2) 61 (15.5) 19 (14.2)

Buprenorphine use 29 (5.5) 26 (6.6) 3 (2.2)

Tobacco use 141 (26.8) 101 (25.7) 40 (29.9)

Anxiety or depression 277 (52.6) 187 (47.6) 90 (67.2)

Other mental health problems 104 (19.7) 77 (19.6) 27 (20.2)

Obesity 334 (63.4) 249 (63.4) 85 (63.4)

Homeless, n (%) 7 (1.3) 4 (1.0) 3 (2.2)

Deceased during study, n (%) 3 (0.6) 1 (0.3) 2 (1.5)

Age in years

Mean (SD) 45.6 (13.2) 45.9 (13.4) 44.7 (12.9)

Median (range) 50 (20-65) 50 (20-65) 49 (20-63)

Years receiving care at Brightwood

Mean (SD) 3.3 (1.2) 3.4 (1.2) 3.2 (1.2)

Median (range) 3.7 (0.1-4.8) 3.7 (0.1-4.8) 3.6 (0.3-4.8)

Charlson Comorbidity Index score

Mean (SD) 1.9 (1.9) 1.9 (2.0) 1.7 (1.5)

Median (range) 2 (0-15) 2 (0-15) 2 (0-15)
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Table 2. Changes in Vaccination and Cancer Screening Rates

Buena Salud Participant

Overall No 
(n = 393; 74.6%)

Yes 
(n = 134; 25.4%)

% n % n % n P

Flu vaccine (eligible) 527 393 134

Compliant at baseline (1 year prior) 47.6 251 47.3 186 48.5 65

Compliant during study window (15 months) 63.6 335 63.6 250 63.4 85

Unadjusted difference, PPs (95% CI) 16.3 (10.5-22.1) 14.9 (4.9-25.0)

Unadjusted DID, PPs (95% CI) –1.4 (–13.0 to 10.2) .82

Adjusted difference, PPs (95% CI) 525 16.5 (10.6-22.4) 13.7 (4.0-23.3) 133 .66

Adjusted DID, PPs (95% CI) –2.8 (–14.1 to 8.5)

Pneumococcal vaccine (eligible) 432 317 115

Compliant at baseline (1 year prior) 61.1 264 63.7 202 53.9 62

Compliant during study window (15 months) 53.5 231 57.4 182 42.6 49

Unadjusted difference, PPs (95% CI) –6.3 (–12.1 to 0.5) –11.3 (–21.5 to 1.1)

Unadjusted DID, PPs (95% CI) –5.0 (–16.7 to 6.7) .44

Adjusted difference, PPs (95% CI) 432 –6.4 (–12.3 to 0.5) –11.1 (–21.3 to –1.0) .45

Adjusted DID, PPs (95% CI) –4.7 (–16.5 to 7.0)

Breast cancer screening (eligible) 178 131 47

Compliant at baseline (1 year prior) 82.6 147 86.3 113 72.3 34

Compliant during study window (15 months) 82.0 146 85.5 112 72.3 34

Unadjusted difference, PPs (95% CI) –0.8 (–5.7 to 4.2) 0 (–8.4 to 8.4)

Unadjusted DID, PPs (95% CI) –0.8 (–9.0 to 10.5) .83

Adjusted difference, PPs (95% CI) 178 –0.7 (–5.3 to 3.9) 0 (–8.8 to 8.8) .83

Adjusted DID, PPs (95% CI) –0.7 (–9.2 to 10.6)

Cervical cancer screening (eligible) 153 113 40

Compliant at baseline (1 year prior) 72.6 111 72.6 82 72.5 29

Compliant during study window (15 months) 79.6 121 81.4 91 75.0 30

Unadjusted difference, PPs (95% CI) 8.8 (2.0-15.6) 2.5 (–12.2 to 17.2)

Unadjusted DID, PPs (95% CI) –6.3 (–22.5 to 9.9) .39

Adjusted difference, PPs (95% CI) 153 8.8 (2.0-15.6) 2.5 (–12.2 to 17.2) .40

Adjusted DID, PPs (95% CI) –6.3 (–22.5 to 9.9)

Colon cancer screening (eligible) 273 202 71

Compliant at baseline (1 year prior) 50.9 139 54.0 109 42.3 30

Compliant during study window (15 months) 52.8 144 56.4 114 42.3 30

Unadjusted difference, PPs (95% CI) 2.5 (–2.9 to 7.9) 0 (–11 to 11)

Unadjusted DID, PPs (95% CI) –2.5 (–14.8 to 9.8) .70

Adjusted difference, PPs (95% CI) 273 2.5 (–2.9 to 7.9) 0 (–11 to 11) .70

Adjusted DID, PPs (95% CI) –2.5 (–14.8 to 9.8)

DID indicates difference-in-differences; PP, percentage point.
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The unadjusted vaccination rate for controls went from 63.7% to 
53.4% and from 53.9% to 42.6% for the intervention group. The 
adjusted difference in change between the groups was not signif-
icant, at –4.7 percentage points (95% CI, –16.5 to 7.0; P = .45) 
(Table 2).

Cancer Screening Rates
Breast cancer screening. Of the 527 patients included in the study, 
178 were eligible to be screened for breast cancer (131 control and 
47 intervention). Of these, 147 (82.6%) were up to date on breast 
cancer screening at the time of enrollment (baseline) and 82.0% 
were up to date at the end of the study period. The control group’s 
unadjusted screening rates went from 86.3% to 85.5% and the 
intervention group’s rate did not change from 72.3%, resulting in 
an adjusted difference of –0.7 percentage points (95% CI, –9.2 to 
10.6; P = .83) (Table 2).

Cervical cancer screening. Of the 527 patients included in the 
study, 153 were eligible for cervical cancer screening (113 control 
and 40 intervention). Of these, 72.6% were up to date on screening 
at the time of enrollment and 79.6% were up to date at the end 
of the study period. Control patients’ unadjusted screening rates 
increased from 72.6% to 81.4% and intervention arm rates went 
from 72.5% to 75.0%, giving a nonsignificant adjusted difference 
in rate changes between groups of –6.3 percentage points (95% 
CI, –22.5 to 9.9; P = .40) (Table 2).

Colon cancer screening. Of the 527 patients included in the 
study, 273 were eligible for colon cancer screening (202 control 
and 71 intervention). Overall, 50.9% of patients in the study were 
up to date on colon cancer screening at baseline and 52.8% were 
up to date at the end of the study period. Unadjusted screening 
rates increased from 54.0% to 56.4% in the control group and did 
not change from 42.3% in the intervention group, for a DID of 
–2.5 percentage points (95% CI, –14.8 to 9.8; P = .70) (Table 2).

DISCUSSION
In this controlled before-and-after study, we found that patients 
enrolled in an ethnically and culturally concordant team-based 
enhanced primary care program implemented in a community 
health center serving a population of lower-income, largely Hispanic 
patients did not experience significantly different changes in rates of 
vaccination or cancer screenings compared with patients not enrolled 
in the program. The study demonstrates some of the complexities 
of programs designed to enhance care delivery processes in under-
served communities and raises questions about the most appropriate 
outcomes to measure in the early stages of interventions that are 
intended to improve patient outcomes and decrease costs in a racially 
and ethnically diverse population.

Racial and ethnic disparities in vaccination rates and cancer 
screenings persist in the US healthcare system.13,14,16,17,26,27 
Explanations for these disparities are likely multifactorial, including 
system-, provider-, and patient-level factors. Prior interventions to 
reduce disparities in cancer screening have taken both population-  
and clinic-based approaches. Interventions that have demonstrated 
effectiveness include a cluster-randomized trial of 150,417 patients 
in the United Kingdom. This study found a reduction in the socio-
economic status gradient in screening with an enhanced reminder 
letter.28 A systematic review of patient navigators also showed 
improved screening rates for breast, cervical, and colon cancer 
for patients with limited English proficiency,29 and tracking and 
outreach at the clinic level have been effective for increasing influ-
enza vaccination in an inner-city population.30 Enhanced primary 
care teams, particularly teams staffed by a racially/ethnically 
concordant staff, have the potential to reduce disparities in preven-
tive care services through outreach and by addressing issues related 
to limited English proficiency, mistrust in the healthcare system, 
and implicit bias, similar to patient navigator interventions. Our 
study’s results do not demonstrate differences between intervention 
and control groups for the outcomes measured in the current study. 
Rather than conclude that the program is ineffective, we reflected 
on whether the outcomes that were measured, which are common 
measures of enhanced primary care programs’ effectiveness, were 
the best measures of intervention effectiveness in the context of 
a new program implemented in a natural setting. The following 
provides some insights into these reflections.

Interventions to improve both vaccination and cancer screening 
rates have shown success in experimental settings, but the enhanced 
primary care model we studied was implemented outside of a clin-
ical trial and there may be a learning curve for the enhanced care 
team.31 We followed patients for a relatively brief period (15 months) 
after enrollment in the program, and it may take more time for 
team members to develop trusting relationships with care recipi-
ents, thus limiting the early effects on these “hard” outcomes. We 
learned through interviews with the Buena Salud team that there 
was no systematic process for documenting the team’s interactions 
with patients during the time period studied. This meant that we 
could not accurately measure the intervention “dose” individuals 
received, meaning some patients enrolled may have had no “touch” 
by the team. In a small study such as this, variation in expertise 
among the Buena Salud team members also could have influenced 
the outcomes observed.19

Strengths and Limitations
This study’s strengths included the following: comparison with 
a control group, use of a DID analysis that adjusted for secular 
trends in care and outcomes, and risk adjustment using a broad 
array of clinical and demographic data. The latter allowed us 
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to address the nonrandom assignment of patients to interven-
tion and control groups. This study should also be considered 
in light of its limitations. First, this was an observational study 
and not a randomized clinical trial. The Buena Salud program 
sought to provide support for the sickest patients, as evidenced 
by the measured baseline differences found between Buena 
Salud patients and controls; there may have been other unmea-
sured important differences not accounted for in our risk adjust-
ment. Second, this study evaluated patients from 1 health center. 
Although this allowed us to focus on the population of interest, 
the intervention might have different effects in other populations 
or in other health centers with a similar population. Third, we 
were unable to assess whether patients were offered vaccination or 
cancer screenings but declined. Fourth, screening guidelines vary 
somewhat, and it is possible that application of guidelines other 
than those used in this study could result in different estimates 
of uptake. Finally, enrollment in the Buena Salud program was 
associated with a slightly greater number of office visits with a 
primary care provider; these additional visits may have presented 
an additional burden for the intervention group.

CONCLUSIONS 
A team-based enhanced primary care program delivered by a 
multidisciplinary bilingual team that was linguistically and 
culturally concordant with the majority of the underserved 
patients enrolled in the program did not have statistically signif-
icant effects on vaccination and cancer screening rates in its 
first 15  months of existence. Care should be taken in drawing 
conclusions from the outcomes assessed in the first year of a new 
program because there is likely a learning curve to engaging and 
partnering with patients in this context. Additional outcomes, 
such as measures of patient experience, trust, and satisfaction 
with care, may yield more meaningful insight into a program’s 
effectiveness. Studies that examine the implementation and longi-
tudinal effectiveness of these programs will contribute additional 
important information to our understanding of the potential 
benefits of enhanced primary care team interventions for at-risk  
patient populations.
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eAPPENDIX: THE BUENA SALUD INTERVENTION 

Who was enrolled in the Buena Salud program?
Medicaid Managed Care patients insured by Health New England 
Insurance Company were eligible to be enrolled in Buena Salud. 
Targeted enrollment in the first year of the program focused on 
the highest risk patients.

Buena Salud Team Member Roles
The Buena Salud enhanced primary care team consisted of 
2 Nurse Care Managers who were registered nurses, 2 medical 
assistants trained as Community Health Workers, and a 
Case Worker. The essential tasks for each role were as follows, 
with some f lexibility depending on patient needs and team  
member availability.

The Nurse Care Managers were the primary contacts for the most 
clinically complex patients. They were each expected to actively 
manage a panel of fifty patients. Their primary role was to conduct 
the following supportive interventions:

• Initial home visit (if allowed by the patient) to establish 
relationship/build trust that

• As part of the initial assessment, as well as ongoing care, 
they conducted the following:

• Home environmental assessment (physical space and family 
and agency supports)

• Medication reconciliation
• Medication teaching
• Identification and reduction of barriers to care
• Establishment of patient directed goals
• Follow-up care included a weekly home visit (for medi-

cation prefills) or telephone support until the patient was 
independently managing care

The Nurse Care Managers could be contacted directly by 
providers for assistance with their more clinically complex patients 
or by the other clinical care team members, serving as a resource 
for information or skilled nursing assistance.

The Community Health Workers (CHW) provided the 
following services: 

• Reviewed registries contained in the electronic health record 
and insurer data quarterly, focusing on helping patients stay 
up-to-date in the following key areas:

• Diabetes health care maintenance: ordered labs by protocol 
and scheduled visits as needed

• Adults: Visit with the primary care physician at least once 
every 12 months 

• Children <24 months of age visit with primary care provider 
within the past 4 months 

• Mammography within guideline recommendations
• Reviewed inpatient and emergency department usage daily
• Arranged follow-up with the primary care attending or 

urgent provider as needed
• Consulted with the primary care provider or Nurse Care 

Manager for actively care managed patients following discharge
• Provided chronic disease and healthy lifestyle education as 

requested by the primary care provider or the Nurse Care Manager

The Case Worker coordinated behavioral health/mental health 
care, assessed social service needs, and maintained enrollment in 
the program.

• Behavioral Health Liaison: followed up on referrals to 
behavioral health weekly until the patient was connected to 
a behavioral health resource

• Member List: Reviewed monthly to assess who might 
need new patient appointments and to identify established 
patients who would benefit from education about the 
services available through the program and the insurer

• Redetermination List: Reviewed monthly to maintain 
program enrollment

Care Intensity 
The most clinically complex patients received the most intensive 
care, which generally included at least weekly phone contact, 
monthly home visits, and often additional contact in between. 
Patients who experienced periods of acute need that required 
aggressive intervention or stabilization had multiple contacts with 
the Buena Salud team members during the acute period, but then 
less intensive contact or no contact once the acute issue resolved. 
The least complex patients received routine medical care with 
little additional interface with the Buena Salud team. Patients’ care 
needs were dynamic, with intensity shifting over time.
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