
   

Program Element # 28:  Chronic Care Model (CCM) Implementation Grants for Asthma, 
Diabetes, Tobacco, Heart Disease & Stroke 

 
 
1. Description.  Funds provided under this Financial Assistance Agreement for this Program 

Element shall only be used, in accordance with and subject to the requirements and limitations 
set forth below, to implement clinical and community-based activities in support of the Chronic 
Care Model (CCM) at the county or regional level that geographically contains a medical 
catchment area. 
 
The Chronic Care Model, as defined by the Institute for Improving Chronic Illness Care in July 
2003, identifies the essential components and linkages of health care systems and communities 
that encourage high-quality chronic disease care.  CCM activities funded by this Agreement 
support the components and their linkages by engaging entities within the components in 
quality improvement activities and strategies.  These activities and strategies are intended to 
create opportunities for patients to improve their health status and disease self-management 
skills, improve knowledge of and access to community  resources for patients and health care 
providers, and increase cost savings to patients and health systems. 

 
a. LPHA or designee shall implement CCM activities in each of the following areas: 

 
i. Clinical Component.  Convene and facilitate one or more partnerships with clinical 

entities to implement the clinical components of the CCM for asthma, diabetes, high 
blood pressure, and high blood lipids, and link the clinical component with community 
resources for self-management.  Clinical entities are those who have received training in 
the CCM, have already established a clinic population registry for one or more of the 
following conditions: diabetes, asthma, blood pressure, and/or blood lipids, agree to 
expand the registry to all four conditions, and can report clinic population outcomes 
from registry data.  Clinical entities may include private clinics, independent practice 
associations (IPA), hospitals, health systems, and/or Federally Qualified Health Centers 
(FQHC). The clinical component must reach at least 100 patients with one or more of 
the chronic conditions described above. 

 
ii. Community Resources.  Convene and facilitate one or more partnerships with 

community and health organizations to develop sustainable systems to deliver and 
promote evidence-based community resources/programs that support the self-
management needs of people with asthma, diabetes, high blood pressure, and high 
blood lipids and link these resources with the participating clinical entities.  One or 
more community organizations should have staff/volunteers already trained in an 
evidence-based self-management program, such as Stanford’s Chronic Disease Self-
Management Program, and be offering programs. 

 
iii. Linkage and Referral System.  Develop systems of linkage and referral between the 

clinical component and community-based self-management resources so that the patient 
population being served has the support of the full CCM.  Funds are to be used to build 
strong, sustainable referral systems between medical delivery systems and community 
support systems to empower people to manage their chronic conditions.  This project 
assumes that both the medical delivery system and the community have already 
developed some level of capacity in their respective components of the CCM. 



   

iv. Evaluation Plan.  Coordinate with Department on development of an evaluation plan 
and collection of uniform data elements, including population outcome data from 
clinical registries.  

 
b. Matching Funds.  LPHA or designee shall provide and document non-federal matching 

funds at a ratio of 40/60, with LPHA providing 40% of a program’s total funding.   
 

i. Activities supported by matching funds must be those that support the development of 
community self-management resources, expansion of clinical capacity, and/or linkages 
and referrals between clinical and community activities under the CCM.   

 
ii. Matching funds may be cash or in-kind.  They may include funding for staff time, staff 

training and related expenses, expansion of disease registry capacity, partnership 
meeting expenses, and/or conducting chronic disease self-management programs.    

 
iii. Funds for provision of medical care, disease-specific education, or ongoing operation of 

a disease registry are not eligible as matching funds. 
 

iv. Sustainability.  Funded projects must demonstrate in the second year of grant funding 
the systems and funding that will be in place to continue delivery of the clinical and 
community components of the CCM and the linkages/referral between them in future 
years. 
 

2. Procedural and Operational Requirements.  
 

a. LPHA or designee shall implement its CCM activities in accordance with its approved 
work plan, attached as Attachment 1 to this Program Element Description and incorporated 
herein by this reference.  Modifications to this plan may only be made with Department 
approval. 

 
b. LPHA or designee shall staff its project at a level to assure completion of work plan 

activities.  The Administrator and/or Medical Director of the LPHA or designee must be 
involved in making initial contacts and establishing the initial scope of the project with 
clinical and community partners. 

 
c. LPHA or designee must use the funds provided for this Program Element in accordance 

with its approved budget, attached as Attachment 2 to this Program Element description and 
incorporated herein by this reference.  Modifications to this budget may only be made with 
Department approval.  Funds awarded for this Program Element may not be used to pay for 
direct medical services, including but not limited to payment for the following: 

 
i. Durable medical equipment and supplies. 

 
ii. Medications. 

 
iii. Staff, supplies or equipment used to screen people at high risk or to confirm a diagnosis. 

 



   

iv. Clinical education provided by a qualified health care professional to people with 
asthma, diabetes, high blood pressure, or high blood lipids, (either one-on-one or in a 
group setting), such as at the time of diagnosis or a change in medications. 

 
d. LPHA or designee, clinical entities, and community partner organizations must attend CCM 

grantee meetings, as reasonably required by Department. 
 

e. In the event of any conflict or inconsistency between the provisions of the work plan 
(Attachment 1) or budget (Attachment 2) and the provisions of this Contract or the 
provisions of this Program Element Description not set forth in those Attachments, the 
provisions of this Contract or the provisions of this Program Element Description not 
included in an attachment, as applicable, shall control. 

 
3. Reporting Requirements.  LPHA or designee shall submit semi-annual progress reports to the 

Department.  The reports shall be due the last working day of January (for July-December) and 
July (for January-June) of each year.  The reports must include, at a minimum, progress during 
the reporting period towards completing activities described in its work plan, and measurement 
of progress towards completion of work plan outcomes.  Outcome data will also be submitted 
for the population of patients covered in the project per section 1.a.iv. above.  For any activities 
not completed as scheduled, the report must include a reasonable justification for why the 
activity was not completed and how LPHA or designee plans to complete the activity. 
 

4. Performance Measures.  LPHAs or designees who complete fewer than 75% of the planned 
activities in its CCM work plan for two consecutive reporting periods will not be eligible to 
receive funding under this Program Element in the next state fiscal year. 
 



   

Attachment 1 
Approved CCM Work Plan 



   

Attachment 2 
Approved CCM Budget 

 


