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America’s Voice for Community Health Care

The National Association of Community Health Centers (NACHC) was 
founded in 1971 to promote efficient, high quality, comprehensive 
health care that is accessible, culturally and linguistically competent, 
community directed, and patient centered for all.

THE NACHC
MISSION
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Value Transformation Framework

https://www.nachc.org/clinical-matters/value-transformation-framework/
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CHANGE AREAS

MODELS OF CARE
• Design care models that based on subgroups identified through risk stratification. 

Create unique models of care for each targeted subgroup of your patient 
population.

HIT
• Outline steps to use population health management tools and other HIT resources 

to push care team action and pull required data.

CARE TEAMS
• Define care standards and services within each targeted care model. 

Reorganize care team roles within each care model, giving more 
responsibility to supportive members of the care team.

LA
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M
O

N
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Elevate…Connecting to FY 2021 
American Rescue Plan Funding (H8F)
• Plan, prepare for, promote, distribute, administer, and track COVID–19 vaccines, and carry out 

other vaccine-related activities.
• Detect, diagnose, trace, and monitor COVID–19 infections and related activities necessary to 

mitigate the spread of COVID–19, including activities related to, and equipment or supplies 
purchased for, testing, contact tracing, surveillance, mitigation, and treatment of COVID-19.

• Purchase equipment and supplies to conduct mobile testing or vaccinations for COVID-19, purchase 
and maintain mobile vehicles and equipment to conduct such testing or vaccinations, and hire and 
train laboratory personnel and other staff to conduct such mobile testing or vaccinations, 
particularly in medically underserved areas.

• Establish, expand, and sustain the health care workforce to prevent, prepare for, and respond to 
COVID–19, and to carry out other health work force-related activities.

• Modify, enhance, and expand health care services and infrastructure.

• Conduct community outreach and education activities related to COVID–19.

https://bphc.hrsa.gov/program-opportunities/american-rescue-plan/allowable-uses-funding

https://bphc.hrsa.gov/program-opportunities/american-rescue-plan/allowable-uses-funding
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Elevate Change Areas and Curriculum (May-Dec 2021): 
Connecting to American Rescue Plan Fund (H8F) Priorities

• Pent Up Demand
• Patient Registries
• Virtual Care
• Care Transitions and 

Coordination
• Outreach
• Population Health and 

Social Determinants
• Patient Engagement
• Workforce Well-Being
• Continuity of Care
• Strategic Planning

• Physical Infrastructure 
Improvements

• Facilitating Access
• Virtual Care Access
• Team-Based Care
• Mobile Units/Vehicles

• Care Teams/Personnel
• Care Management
• Virtual Visits
• Behavioral Health
• Community Partnerships

Recovery & Stabilization
Infrastructure: 

Improve & Reimagine
Maintaining & 

Increasing Capacity

Infrastructure Care Delivery People
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Health Centers Need to Remain Alert 
to Rising Competitors

Health Care 2030: The Coming Transformation*

Community Health Centers Walmart+

# 1,400 5,342

People served ~30 million/year ~265 million/week
(worldwide; it is estimated nearly 200 

million/week in the US)

Locations 13,000 communities across the 
US/territories

There is a Walmart store within 10 miles 
of 90% of the US population+

*Health Care 2030: The Coming Transformation. A commentary on the transformation of health systems propelled by opportunities such as digital health, growing consumerism, 
and mounting financial constraints. Sponsored by the International Academy of Quality. Authors: Zimlichman, E., Nicklin, W., Aggarwal, R., Bates, D. Health Care 2030: The Coming 

Transformation. NEJM Catalyst. March 3, 2021. https://catalyst.nejm.org/doi/full/10.1056/CAT.20.0569#.YJqyA-IggBY.twitter

+Illustrates a retail provider and competitor that seeks to move into the health care arena in the coming years. Other examples 
include CVS, Walgreens, and more. https://corporate.walmart.com/our-story/locations/united-states?multi=false.

+Store Nᴼ8. The incubation arm of Walmart. Formed in 2017. https://www.storeno8.com/about-us/our-story. 

https://www.storeno8.com/about-us/our-story
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• RCHN Community Health Foundation Awards $5 Million To Establish 
the new Center for Community Health Innovation

• The Center for Community Health Innovation (CCHI) will work to:
• identify, support, and replicate groundbreaking approaches to practice 

innovation, workforce development, and collaborative arrangements in 
the delivery of community-based health care.

• evaluate existing best and promising practices and determine 
opportunities for value and scalability to further the health center 
mission.

• prepare Community Health Centers for sustainable operational and 
clinical success.

NACHC Announces the launch of the
Center for Community Health Innovation



@NACHCwww.nachc.org | 10

Virtual Care as a Disruptor

• Theory of disruptive innovation: business scholar Clayton Christensen (1990s)
• Disruption requires 3 enablers:

Simplifying Technology
Telehealth

Disruptive Value Network
Teladoc Health, Cricket, PillPak, 

VillageMD

Business Model
Innovation

Christensen. CM. A Disruptive Solution for Health Care. Harv Bus Rev March 2, 2011. 
https://hbr.org/2011/03/a-disruptive-solution-for-heal.html
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How Will Your Health Center Shape 
Virtual Care Alongside In-Person Care?

Virtual care opportunities:
• Improved patient monitoring and data/feedback loops to inform care
• Use of artificial intelligence (AI) and AI-enabled algorithm to drive care delivery
• Personalized feedback and care informed by the data
• Automated and personalized patient messaging
• Robust care team communication

NEW CARE TEAM DESIGN
• New workforce opportunities: mid-levels providers, community health workers, 

health coaches, navigators
• New workflows and role distribution
• New communication channels

NEW CARE TEAM DESIGN
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Pre-Requisites to Effective Care Teams

• Empanelment

• Psychological Safety

Missed this content?

View February - April Learning 
Forums on the Elevate 
Learning Forum.

1 2 3Leadership Support Risk Stratification Models of Care

https://nachc.docebosaas.com/learn/signin
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CARE TEAMS

Utilize groups of staff with different skills to work together to delivery 
and improve care, offering a wider range of services more efficiently 
than a provider alone.

Care Teams Action Guide: http://www.nachc.org/wp-
content/uploads/2019/11/NACHC-VTF-Care-Teams-
AG_November-2019.pdf

http://www.nachc.org/wp-content/uploads/2019/11/NACHC-VTF-Care-Teams-AG_November-2019.pdf
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Care Teams Action Guide

STEPS #1-3

STEP 1 Define Care Standards: Identify a minimum 
set of patient services (standards), by age and/or 
risk group. 

STEP 2 Distribute Tasks to Meet Standards and 
Document Workflow: Reconsider who within the 
care team completes tasks for each standard. ‘Share 
the care’: assign an appropriate staff position to 
each task defined. Map workflow.

STEP 3 Update Job Descriptions: Summarize tasks 
for each role within the health center. Include this 
information in updated job descriptions 
(formalization). 

http://www.nachc.org/wp-content/uploads/2019/11/NACHC-VTF-Care-Teams-AG_November-2019.pdf

http://www.nachc.org/wp-content/uploads/2019/11/NACHC-VTF-Care-Teams-AG_November-2019.pdf
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Models of Care
Highly complex.  Require intensive, pro-active care 
management.

High-risk.  Engage in care management to provide one-
on-one support for medical, social and care coordination 
needs.

Rising-risk.  Manage within PCMH model; support in 
managing risk factors (e.g., obesity, smoking, blood 
pressure, cholesterol).

Low-risk.  Manage using more remote, group, and 
technological solutions; focus on keeping patients healthy 
and engaged.https://www.nachc.org/wp-content/uploads/2019/11/NACHC-VTF-

Pop-Health_Models-of-Care-AG_November-2019.pdf

Care Management Action Guide

https://www.nachc.org/wp-content/uploads/2019/11/NACHC-VTF-Pop-Health_Models-of-Care-AG_November-2019.pdf
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Define Care Standards



As a woman age 50-75 years of age, your doctor wants you to receive the following screenings based upon the 
*BEST MEDICAL information. Be sure to ask your doctor, nurse practitioner or physician assistant at today’s visit to 
check if you need the tests which can save your life ☺. 

IMPORTANT

ROUTINE CARE:
• Blood Pressure
• Depression screening
• Weight screening and counseling for better weight 

control
• Screening for use of aspirin or a cholesterol lowering 

medication to prevent heart disease 

BLOOD TESTS:
• HbA1c for diabetes
• Hepatitis C screening
• HIV
• Diseases transmitted through sexual activity

LIFESTYLE:
• Tobacco use
• Alcohol use
• Relationship violence

*BEST MEDICAL INFORMATION/RESEARCH: US Preventive Services Task Force (USPSTF):
• Aspirin Use in some adults 50-59 years can lower your risk for heart attack, stroke and colorectal cancer. Drugs that lower cholesterol may be used in some adults 40-75 years of age with risk factors to prevent cardiovascular disease. 

Check with your doctor before taking aspirin or any medication
• Cervica l Cancer screening recommended through age 65 years.
• Blood glucose monitoring recommended in overweight adults 40-70 years of age.
• Hepatitis C one-time monitoring or additional screening as needed.

• HIV Screening through 65 years of age. WOMAN 50-75_ Mar. 8, 2018

Date: _____________________________Patient:_______________________

CANCER SCREENINGS:
• Breast cancer (mammogram every 2 years)
• Cervical cancer (Pap test every 3 years ages 21-65 or 

every 5 years for women age 30-65 who get a Pap and 
HCV test.

• Colon cancer (FIT test annually or other screening/ 
diagnostic tests and frequencies depending on risk.

CANCER SCREENINGS:
• Breast cancer (mammogram every 1-2 years)
• Cervical cancer (Pap test every 3 years ages 21-64 or 

every 5 years for women age 30-64 who get a Pap and 
HPV test.

• Colon cancer (FIT test annually or other screening/ 
diagnostic tests and frequencies depending on risk.
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Distribute Tasks to Meet Standards 
and Document Workflow
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➢Paradigm shift

➢Concrete strategy for increasing capacity

➢Redefine ‘team’ (clinicians and non-clinicians providing care to a panel of patients)

➢ Reallocate tasks and responsibilities

➢ From lone provider-with-helpers model to reallocation of responsibility to a team

➢ Design care teams where all members contribute meaningfully and to full capacity

Ghorob, A. Bodenheimer, T. (2012). Sharing the Care to Improve Access
to Primary Care. New England Journal of Medicine. 366, 1955-1957.

‘SHARE THE CARE’ Model of Care Delivery
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Distribute Tasks to Meet Standards 
and Document Workflow

ACTION ITEMS: Assign appropriate staff 
positions to each task needed to complete 
defined set of standards. 

• Adapt the “Team-Based Planning 
Worksheet” developed by the Safety Net 
Medical Home. 

• Create workflow maps that define and 
standardize work processes. 

Accomplish individual tasks
Emphasize 

team responsibility

http://www.safetynetmedicalhome.org/sites/default/files/Team-Planning.xls


Generations Family Health Center
Creating Integrated Care Teams

May 11, 2021



Clearly define roles and responsibilities for 
each leg of the patient experience



Health Ed Dept was 
it’s own silo

2017
Care Coordination Team 
developed  as part of 
the Medicaid Quality 
Improvement Shared 
Savings Program. 
(PCMH+)

• Departments and 
disciplines acted in Silos.

• Duplication of work 
existed.

• Gaps in care went 
unnoticed.



2017
Care Coordination 
Team Developed  
2018                         
Care Coordinators 
Integrated to 
Clinical Care Teams

2018  
Community 

Health 
Workers 

Integrated to 
Clinical Care 

Teams

2018 Health Ed Eliminated Systems 
of Care Dept Formed

• Integrating enabling services as part of the care teams addresses Social Determinants of 
Health (SDOH), closes gaps in care and improves clinical outcomes.



• Creating forms in EHR makes data 

collection easy and consistent. 

• Click boxes connected to Medcin ID’s 

provide systems data reportable through 
our Practice Analytics program.





• Click boxes and drop-down 
menus connected to Medcin ID’s 
provide systems data reportable 
through our Practice Analytics 
program.



• Information saved to Documents can 
be printed with resources and contact 
information and given to patient.

• Documents are saved chronologically 
so providers and staff are able to see 
what is being done for the patient and 
develop a whole person plan of care.



UDS – 7A Reports patients who received prenatal care and who gave birth during reporting

Period. Live Births Categorized by Birth weight.

GFHC does not provide prenatal care. As a result, Maternal Child Data Collection 
for UDS reporting was pulled by manual audit with low results.

0 20 40 60 80 100 120

Baby's birth weight > 5 lbs 8 oz (2500 grams)

birth weight 3 lbs 5 oz to 5lbs 8 oz (1500 - 2499 grams)

Baby's birth weight <3 lbs 5 oz (1500 grams)

expected delivery date

First Received Care Trimester 1

First Received Care Trimester 2

First Received Care Trimester 3

Pregnant Patients with reported data

UDS Data for Pregnant Patients and Deliveries
PRE Care Coordination PDSA



Care Coordinators

• Contacted patients identified as pregnant and conducted telephonic survey. 
• Added prenatal data collection tab to Care Coordinator form in EHR. 
• Assessed SDOH and assisted with community resources as needed. 
• Tracked deliveries and recorded birth weights.
• Assisted in scheduling 6-week post-partum visit. 
• Continued Care Coordination until needs were met and made referrals as appropriate 

for infant needs and services.

Results of PDSA were evaluated.



With appropriate data collection tools, reports 

can be easily run to support the system change.

0 20 40 60 80 100 120

Baby's birth weight > 5 lbs 8 oz (2500 grams)

birth weight 3 lbs 5 oz to 5lbs 8 oz (1500 - 2499 grams)

Baby's birth weight <3 lbs 5 oz (1500 grams)

expected delivery date

First Received Care Trimester 1

First Received Care Trimester 2

First Received Care Trimester 3

Pregnant Patients with reported data

UDS Data for Pregnant Patients and Deliveries 
Post PDSA



Results supported the process, policy written for 
Maternal Child Care Coordination

jgaudet@genhealth.org

mailto:jgaudet@genhealth.org


Pre Survey Results

1/1/202 - 8/31/2020

jgaudet@genhealth.org genhealth.org

Selected Item

Patient 
Person 

Nbr Selected Item

Patient 
Person 

Nbr

Calculation
Count 

Distinct Calculation
Count 

Distinct

Global Query 133 Global Query 133

Baby's Birth Weight > 5lbs 8 oz (2500 grams) 19 Baby's Birth Weight > 5lbs 8 oz (2500 grams) 40

Baby's Birth Weight  3lbs 5 oz to 5lbs 8oz (1500-
2499 grams) 1 18%

Baby's Birth Weight  3lbs 5 oz to 5lbs 8oz (1500-2499 
grams) 4 76%

Baby's Birth Weight < 3lbs 5 oz (1500 grams) 0 Baby's Birth Weight < 3lbs 5 oz (1500 grams) 2

Expected Delivery Date 33 31% Expected Delivery Date 95 90%

First Received Care Trimester 1 3 First Received Care Trimester 1 93

First Received Care Trimester 2 0 2% First Received Care Trimester 2 4 94%

First Received Care Trimester 3 0 First Received Care Trimester 3 2

Post PDSA Results

Year End 12/31/2020

mailto:jgaudet@genhealth.org
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Example:

Stanford Coordinated Care

MA Care Coordinators have their own panel of patients:

✓ Work under protocols to refill meds

✓ Perform routine health maintenance and chronic disease monitoring 
tests (e.g., CRCS, blood glucose, BP)

✓ In-basked management (calls & emails)

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/
systems/primary-care/workforce-financing/case_example_1.pdf
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Other Examples

Medical Assistants
• Care Coordinators, Health Coach, Navigator, Scribe, Phlebotomist

Community Health Workers
• Care Coordinators, Health Coach, Navigators

Nurses
• Co-visits with provider

The Primary Care Team: Learning from Effective Ambulatory Practices (LEAP Project). 
http://www.improvingchroniccare.org/index.php?p=Team-based_Care&s=1265. 

The Primary Care Team Guide. http://www.improvingprimarycare.org/. 

http://www.improvingchroniccare.org/index.php?p=Team-based_Care&s=1265
http://www.improvingprimarycare.org/
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Example of Cost Savings with Expanded 
Team Roles: Team Documentation

Source:  AMA.  Practice Transformation Series:  implementing team-
based care.  2021. https://www.stepsforward.org/modules/team-
documentation

https://www.stepsforward.org/modules/team-documentation
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Update Job Descriptions

http://www.nachc.org/wp-
content/uploads/2020/03/Sample-Care-Mgr-
Job-Description-NACHC-03.01.19.docx

http://www.nachc.org/wp-content/uploads/2020/03/Sample-Care-Mgr-Job-Description-NACHC-03.01.19.docx
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Formalization

The extent to which work roles are structured

• Job descriptions

• Training

• Formal procedures

Accountability

The obligation or willingness of individuals and teams to accept responsibility

• Performance reviews

Formalization Accountability

Update Job Descriptions
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Include “patient engagement” as 
part of job descriptions

Formalization &
Patient Engagement
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CHANGE AREA: CARE TEAMS
A
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UPCOMING EVENTS

01. IHI Open School Scholarships Starts

11. May Elevate Core Webinar

12. Business Continuity, Part 2 of 3 (Deeper Dive)

19. Care Management, Part 1 of 2 (Deeper Dive)

26. Business Continuity, Part 3 of 3 (Deeper Dive)

03. Care Management, Part 2 of 2 (Deeper Dive)

08. June Elevate Core Webinar

15. Evidence-Based Care (Hypertension) (Deeper Dive)

23. Evidence-Based Care (Cancer) (Deeper Dive)

30. Evidence-Based Care (Diabetes) (Deeper Dive)
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Dive Deeper

Scan QR code to register

May 19th & June 3rd

Join us for a special series around Care Management! Learn 
how you can apply NACHC’s Value Transformation 
Framework to develop a comprehensive care management 
program for high-risk patients that meets the requirements 
for reimbursement from the Centers for Medicare and 
Medicaid Services (CMS).
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Discussion 
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Provide Us Feedback
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FOR MORE INFORMATION CONTACT:

qualitycenter@nachc.org

Cheryl Modica
Director, Quality Center
National Association of Community 
Health Centers
cmodica@nachc.org
301.310.2250

Next Monthly Forum Call: 

June 8th, 2021
1 -2 pm ET

FEEDBACK

Don’t forget! Let us 
know what you 
thought about 
today’s session. 

mailto:qualitycenter@nachc.org
mailto:cmodica@nachc.org
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The Quality Center Team
Cheryl Modica, Luke Ertle, Camila Silva & Lizzie Utset

qualitycenter@nachc.org
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mailto:qualitycenter@nachc.org

