Core Community-Based Services in Advanced Community Care Networks
Purpose
This document outlines the core community-based services delivered through advanced community care networks supported by community care hubs.
Description of Core Community-Based Services 
An advanced community care network refers to community-based organizations supported through shared infrastructure offered by one or more community care hubs. Through this infrastructure, advanced community care networks provide a broad set of community-based services that can be deployed consistently across geographies to achieve market scalability in partnership with health care organizations.
Whenever possible, the community-based services provided through an advanced community care network should align with billing opportunities through Medicare Part B or the medical side of the medical loss ratio (MLR). This alignment is essential for accessing health care dollars, attracting health care partners, and strengthening the ability to deliver services needed to achieve health improvements.  
[image: ]
Accordingly, Tables 1 and 2 below describe the community‑based services offered through an advanced community care network. The rightmost column highlights opportunities for billing and payment through Medicare Part B, Medicare Advantage plans (Special Supplemental Benefits for the Chronically Ill [SSBCI]) and Medicaid waiver programs. 
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Table 1 describes the required core community-based services delivered through an advanced community care network. Not every network will offer all the services today, but they should deliver many of them and be capable of delivering others as needed. The advanced community care network should aim to rapidly add new services as market demands arise, ensuring the full potential of services as contracting opportunities expand. Table 2 describes additional (beyond core) service offerings that may be included. 







Table 1. Required core community-based services.
	Service focus
	Service description
	Opportunities for billing/payment for parts of the service through health care 

	Community-Based Navigation – Engagement, Assessment, Person-Centered Counseling 
	Community-Based Navigation is short-term, practical support that engages people, helps them to understand what services they may qualify for, and assists them in accessing those services. Community-based workers engage individuals, assess their existing or anticipated needs, explain available options (such as medical care, community supports, or behavioral health services), and connect them to those services. This includes person-centered screening and assessment, benefits eligibility support, referrals, warm handoffs, problem-solving to address barriers, and follow-up to confirm successful connections to services. 
	Medicare Part B:
· Community Health Integration (CHI)
· Principal Illness Navigation (PIN)
· Health and Behavior Assessment/Intervention (HBAI)

	Community-Based Care Coordination / Care Management 
	Community-Based Care Coordination and Care Management are ongoing person-centered care supports to meet an individual's social, medical, and behavioral health needs over time while coordinating services across providers and systems. Community-based workers proactively engage individuals, assess needs, support person-centered goal setting and planning in alignment with their care plan, and coordinate with health care and other systems to ensure services are connected and working together for the individual.
	Medicare Part B:
· Advanced Primary Care Management (APCM) 
· Chronic Care Management (CCM) 
· Principal Care Management (PCM) 
· CHI/PIN
· Collaborative Care Management (CoCM)
· Behavioral Health Integration (BHI)
Medicare Advantage Plan SSBCI/Medicaid Waiver Services
· Health Coaching (MA plan care management or SSBCI)
· Caregiver Support Health Coaching (MA plan care management/ SSBCI)
· Nutrition Services

	Community-Based Care Transitions 
	Community-Based Care Transitions is evidence-informed, risk-focused, person-centered support that ensures safe handoffs between care and community settings (e.g., hospital to home, rehabilitation to community). Community-based workers structure follow-up after discharge to reinforce an individual’s care plan, support medication review and appointment adherence, identify and address risks, and escalate health concerns to their interdisciplinary care team.
	Medicare Part B:
· Medicare Transitional Care Management (TCM)  
· APCM
· CCM
· PCM
· CHI/PIN
· BHI


	Evidence-Based Health Promotion Programs
	Evidence-Based Health Promotion Programs are structured programs that are built around a standardized curriculum, delivered with fidelity, and proven through evaluation to improve health outcomes. These programs include but are not limited to chronic disease self-management, diabetes prevention/management, falls prevention, behavioral health, and physical activity.
	Medicare Part B:
· Diabetes Self-Management Training (DSMT) 
· Preventive Behavior Intensive Program for Prevention of Diabetes (MDPP)
Medicare Advantage Plan SSBCI/Medicaid Waiver Services
· Falls Prevention Program (SSBCI)
· Health coaching for chronic disease self-management (MA care management or SSBCI)
· MA plan behavioral health care management

	Nutrition Services
	Nutrition Services are designed to help people stay healthy and independent by providing food and nutrition-related support in their own communities and homes. These services aim to reduce nutrition-related barriers to improve overall health and quality of life.  Community-based workers use person-centered planning to identify nutrition needs and provide the right nutrition interventions and education to meet those needs. 
	Medicare Part B:
· Medical Nutrition Therapy (MNT) 
Medicare Advantage Plan SSBCI/Medicaid Waiver Services
· Nutrition-related benefits such as home-delivered meals, medically tailored meals



Table 2. Additional community-based services. 
	Service focus
	Description of service
	Opportunities for billing/payment parts of the service through health care

	Whole Person Health Programs and Services
	Whole Person Health Programs and Services include a broad range of programs and services to address whole person health needs upstream of traditional health care. These programs and services are evidence-informed, showing they are essential to health, stability, and the ability to engage in care. They are often more adaptable and can be delivered by a range of community‑based workers. Common examples (not exhaustive) include those focused on housing, transportation, dementia care supports, caregiver supports, physical activity, and more.
	Medicare Part B:
· HBAI
· Caregiver Training W/O Patient Present
· Medical Nutrition Therapy (MNT) 
· The CMS Innovation Center GUIDE model
Medicare Advantage Plan Supplemental Benefits/SSBCI/Medicaid Waiver Services
· Health promotion benefits, such as gym memberships, health coaches, weight management apps, etc.
· Whole-person health supports such transportation, housing, caregiver supports, etc.
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