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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.




