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THE NACHC
MISSION

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.
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 Questions:
Throughout the
webinar, type your
questions in the chat

ELEVATE NATIONAL LEARNING FORUM

Se Who can see your messages? Recording On

e 0@ - feature. Be sure to
TyPs Hosts and panelists : Se|eCt "EveI’yOne"!
¥ Everyone | | There W||| be Q&A
. - " and discussion at the
end.

- Resources: If you
have a tool or
resource to share, let
us know in the chat!
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Agenda: Partnerships

A Message on Partnerships from NACHC's President & CEO
Dr. Kyu Rhee

Partnerships: WHY, WHAT, HOW?

A Conversation with the Field Around Partnerships
- La Maestra Community Health Centers (California)
- Valley Health Partners (Pennsylvania)

Payor Partnerships

+ Q&A



A Message on Partnerships from

NACHC's President & CEO

Prior to joining NACHC, Dr. Rhee most recently served as Senior Vice President and Aetna
Chief Medical Officer at CVS Health. Prior to that, he was Chief Health Officer at IBM for a
decade. Before IBM, Dr. Rhee was Chief Public Health Officer at the Health Resources and
Services Administration, the primary federal agency for improving access to health care
services for people who are uninsured, isolated, or medically vulnerable. Dr. Rhee also

previously served as director of the Office of Innovation and Program Coordination at the

National Institutes of Health, the primary federal agency for medical research. Prior to his
nfealiese public service, Dr. Rhee practiced as a primary care physician for the National Health Service

Dr. Kyu Rhee, MD, MPP Corps and served as Chief Medical Officer for Unity Healthcare and Baltimore Medical
President and CEO

National Association of Community
Health Centers

System, community health centers in the Washington, DC/Baltimore area.
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A Message on Partnerships from
NACHC's President & CEO
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A Message on Partnerships from T\
NACHC's President & CEO 9'9@

Partner of Choice with
All 7 Ps of the Health System...




A Message on Partnerships from

NACHC's President & CEO
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Partnerships

WHY? WHAT? HOW?




Partnerships




WHY partnerships?

Working together to more efficiently and effectively achieve

Quintuple Aim Goals:

IMPROVED
HEALTH
OUTCOMES

IMPROVED [/
PATIENT L
EXPERIENCES |

\  IMPROVED
STAFF
| EXPERIENCES

REDUCED
COSTS

12
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Partnerships

J .
INFRASTRUCTURE S @ CARE DELIVERY

IMPROVEMENT STRATEGY o Ey
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PAYMENT
$)

COST
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FOPULATION HEALTH
MAMAGEMENT

Use data on patient populations to
target interventons that advance
the wintupde Airm.

PATIENT-CENTERED
MEDICAL HOME

Ernp!{-';,u a mode| of cpre that
transforms the delvery of primary
care into 8 comprehensive,
patient-centered system focused
on high quality, accessible, and
coordinated care,

EVIDENCE-BASED CARE
Make patent care decisions
using clinical expertise and
best-practice research integrated
with patient values and self-care
Mo trabors.

 CARE COORDINATIOMN AND
! CARE MANAGEMENT

Facilitate the delvery and
coordination of care for high-risk
and aother patient segments
through targeted senices,
provided when and how
neaded,

SOCIAL DRIVERS OF HEALTH
Address the social, economec, and
environmental circumstances that
influsnce patients’ health and the

care they receive.

{@ PEOPLE

RN

.t PATIENTS

neentionally and actvely
incorporate the patient
perspective into governance, care
system design, and individual care.

 CARE TEAMS

Utilize groups of staff with
different skillk o work tagether
o deliver and improve care,
offering & wider range of
services more efficienty than a
provider alone.

 GOVERNANCE AND LEADERSHIP
! Apply positon, authority, and

kno wlcciﬁc of Boverning bodies
(boards) and leaders to support
and sdwvance the center’s
transformation goals.

WORKFORCE

Leverage a trained and fully

o E.‘I.gl‘{'.' staff to successiu I:,.’
address the health center's
miszion and goals, with optimal
joy in work.

PARTMERSHIPS

# Collaborate and partner with

external stakeholders to pursue
the Quintupls Aim.

The Value Transformation Framework

15 Change Areas organized by 3 Domains:

Infrastructure

Care Delivery

People: the stakeholders who receive, provide, and lead
care at the health center, as well as partners that support
the goals of high-value care

« Stakeholders include patients, care
teams, governance and leadership,
workforce, and external
PARTNERSHIPS
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HOW to build successful partnerships

STEP 1 Understand your patients and community
STEP 2 Define your care model to drive partnership decisions
STEP 3 Identify gaps that partners can fill

STEP 4 Build and align partnerships
STEP 5 Connect back to the ‘PEOPLE’



Understand Your Patients and Community

Consider both empaneled and attributed patients
Know your local community

Understand social drivers of health

Use data to drive partnership decisions!




Define Your Care Model

Defining your care model(s) is essential to building

parinerships to support and enhance model(s).




Identify Gaps Partners Can Fill

Consider Gaps Partners Can Fill
 Patient Care and Services
e Social Drivers of Health

e Infrastructure

« Capital
* Culture
* Data

« Other




Build and Align Partnerships

The Science and Art of Partnerships
 Culture and mission alignment

Shared values

Quality program and measures alignment

Capital considerations

Roles and responsibilities

Sharing of technology and data




N\
Connect back to the ‘PEOPLFE’ QTD

Q Patients
0 Care Teams

0 Governance and Leadership

Workforce




LA MAESTRA
COMMUNITY HEALTH CENTERS

City Heights - El Cajon - National City - Lemon Grove

Zara Marselian, PhD, FACHE
President and CEO
La Maestra Community Health Centers

Zara is an award-winning author, a well-regarded speaker, and an international consultant. For more than 36 years, she has
developed programs and services that meet the community's needs. Zara developed a holistic, solutions-based model to
address overall health and well-being for all patients, regardless of their ability to pay. The model known as the La Maestra
Circle of Care® provides primary and specialty health care and social services to address the social determinates of health.

Cynthia Kaser
Chief Community Development, SDOH Justice Involved Champion
LaMaestra Community Health Centers

Cynthia Kaser has been with La Maestra for over a decade in various capacities and currently serves as the organization’s Chief
of Community Development Programs- Social Determinants of Health Officer. Ms. Kaser oversees, the Community Health Access
Department, Homeless Outreach, Re-Entry “warm transition” Custody to Community Program, and the Mobile Medical Units.




La Maestra

« 21 Sitesin 4 San Diego communities: City Heights, El Cajon, National City, Lemon
Grove.

« One of the most culturally diverse health centers in California - sites are in refugee
resettlement areas and along US-Mexican border.

« Serves over 40,000 patients.

« 75% of patients prefer communication in languages other than English. Staff come
from the cultures served, ensuring cultural and linguistic competency.

« More than 55+ languages and dialects spoken by 850+ employees.

« Medically Trained Cultural Liaisons provide translation and culture, serve as navigators
throughout continuum of care, case manage. Serve as conduits of two-way
communication, educate, role models.



Our Patients and Community

Vulnerable Populations

Low Income

L

Children

Immigrants & Refugees

Homeless

Re-entry
Correctional Facilities

Domestic Violence/
Human Trafficked Victims

Adverse Social Determinants

Health Disparities

Lack of Health Care Services

Lack of Safe & Affordable
Housing

Insufficient Economic
Development

Food Deserts/Lack of
Nutritious Food

Elderly
Insufficient Youth Trauma/Loss From War
Veterans

Development Programs
Chronically I11 _ Victim of Sexual Abuse

; . Insufficient Culturally

Substance Use Disorder i
Vieti Competent Child Care Victim of Violent Crime
1CTLMS Programs

Prior Adverse Life Experiences

Childhood Trauma

Domestic Violence

Gang Life

Homelessness

Human Trafficked Victim

Mental Issues

No Legal Status

Substance Use Disorder




Circle of Care Model

A solutions-based model to guide
each individual and family to
self-sufficiency by ensuring their
overall health and well-being
needs are fully met through
compassionate care.




Partnerships Build Social Capital

Improved

Social .
Circle of Care . Connectedness Partnerships

Bonding Linking

“Getting by” “Getting ahead”



Partnerships Create Collaborative

Networks

 La Maestra’'s Network of Collaborative Partners since 1986

« Partners span across all service sectors of La Maestra’s Circle of Care
delivery model to increase access
 Aligned with Patient/Client Needs

- Established partners create pathways to additional well-being
resources

« Memorandums of Understanding (MOUSs) are Essential to prevent
further obstacles from social prescribing

« Enhanced grant opportunities



La Maestra Specialty Clinics

* Diabetes Clinic Liver Clinic Partnerships:
* Hypertension e Specialists
* HIV Clinic * Imaging
* Liver Clinic * Liver Coalition,
 Asthma Remediation Clinic * Hep B Foundation
e Senior Centers of Excellence * Universities
* In Home Visit Program e C(linical Trials
* Cognitive Wellness Assessment  Pharmacy
Clinic

.ilvr‘ AAAAAAAAAAAAAAAAAAAAA @NACHC owo
I Community Health Centersg



Housing Insecure & Justice Support Services

The Justice Involved Support Services: Partnerships with assisting Justice Involved individuals:

Collaborate with judicial partners to develop an
affective pathway into the community through La
Maestra’s integrated model, advocacy and case
management with the patient centered, trauma
informed approach.

Local Law Enforcement Agencies per jurisdictions
e Judicial Partners, Public Defender and District Attorney
 Managed Healthcare Plans
* Faith Based Organizations
e Local and State Institutions
* Hospitals, Urgent Care, Detox & Treatment centers
* Transitional Housing Programs
* Shelters for Women and Children
e Shelters for Men
e Shelters for Veterans
e Affordable Housing Programs
* Workforce Development Programs
e Adult Educational Programs
* Re-Entry Programs
* Medication Assisted Treatment (outpatient)
e SUDS Counseling
« AA, NA
* Support Groups
MR e enacic QDO@

La Maestra Community Health Centers 2023




Mobile Clinic Partners

La Maestra’s Mobile Medical and Dental Clinics
i d partnership extends immediate access to services,
and resources to individuals in;

» City/County Homeless shelters
* Faith based Transitional Housing Centers
* Affordable Housing Programs
* Unified School Districts with Immigrant and
Refugee Students

The FIRST Mobile Mammography Coach serving San Diego * Head Starts and Early Child Development Programs
Countywide with a 35D Tomosynthesis breast screenings and * Community College’s, Adult Vocational Programs
health education in California partnership with; * Justice Involved Institutions
* City/County Community Events
« Sister FQHC’s * Employment Right’s Group events
* Community Events * Public Parks and Recreation Centers
* Faith based Organizations
* YMCA

* Local Business Partners
Women’s Detention/Re-entry Facilities
* Local Grocery Stores and Farmer Markets
AT encic QOO@

La Maestra Community Health Centers 2023



Our Dental Clinics

9 Dental Sites Partnerships with:

Mobile Dental Clinics * Residency Programs

* Head Starts

* Unified School Districts

* Community Events

* Transitional Housing

e Affordable Housing
Programs

e Faith Based Transitional
Programs

e Shelters for Women and
Children

* Shelters for Men

* Re-Entry Institutions

AP ronss ssocunon o anacHc QO OO
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http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwib7dfUg93ZAhVps1QKHXvqDcwQjRwIBg&url=http://www.livewellsd.org/content/livewell/home/all-articles/news/february-2015/east-african-cultural-center-love-your-heart.html&psig=AOvVaw2QTwshfqWfecWDh2EvMj2m&ust=1520608854594944

Senior In-Home Healthcare Program

Partnership with;
Over 800 patients 65 years an over engaged in the R
program, case managed, and immediate

intervention provided to patients during in-home
intake assessment.

Managed Healthcare Plans
* Landlords
* San Diego Housing Commission

* Affordable Housing Group
Chronic diabetic Patient, nonfunctioning - Weatherization Programs

refrigerator, advocated with healthcare plan and . .

. . e Utility Discounted Programs
utility company. Success, replaced refrigerator and . Rental Assist p
obtained lower energy rate, and home assessed for entat Assistance Frograms
energy savings appliances and window insulation * Meals on-Wheels
program. Patient compliant with diabetic care plan! * La Maestra’s Super Pantry

* La Maestra’s Pharmacy home-delivery program/ 340B Program
MR e enacic QOO
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Community Health Access Department

Our CHAD department provides the
following:

Medi-Cal & Cal-fresh applications
Financial Education

Covered California

Nutrition classes

SDG&E CARE discount

Senior Bingo

Garden Day

Monthly Health Fair

0,9,
‘IIF AAAAAAAAAAAAAAAAAAAAA
I Community Health Centersg ®

La Maestra Community Health Centers 2023

Through Partnership with:

* Head Starts

* Local Libraries

* Neighborhood Grocery Stores
 Community Health Events

* Unified School Districts

e Transitional Housing
 Community Colleges

* Youth and At-Risk Centers

e Judicial Partners @nacHc @O OO




School-Based Health Centers

La Maestra SBHCs Services: LLa Maestra SBHCs Partners

* Routine physicals, well-child exams, and e School Districts
sports exams * Universities
e Vaccination administration * Counseling / suicide prevention
* Integrated Behavioral Health * Hot Meals
e Family Planning * Social Services
e OB/GYN e Justice Evolved \ Youth Partners
* Case Management/Service Referral  SUDS
* Food Pantry
* Sick Visits

* Telemedicine

 Medi-Cal enrollment

e SDOH

igibilit
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Lessons Learned

« Create a process to vet partners

« Solidify the nature of partnerships; utilize MOUs
« Look for partners with demonstrated experience
« Use social prescribing

« Understand challenges from patient/client perspectives



VALLEY HEALTH PARTNERS

Julia Jurkiewicz MSN, RN, NE-BC, AMB-BC has worked in a variety of nursing leadership
positions over the last 15 years, her most recent role being Administrator of Population
Health at Valley Health Partners Community Health Center (VHP), a FQHC-look alike in
Allentown, PA. She has been recognized in numerous awards within VHP for her

leadership and clinical expertise, most notably receiving the 2021 Guildan Award for

Clinical Innovation for the improvements in optimizing her Enabling Services team and
addressing social drivers of health. Julia holds a great passion for caring for her

Julia Jurkiewicz MSN, RN, NE-BC, AMB-BC community, prioritizing continuous quality improvement and advancing health equity.
Administrator of Population Health

Valley Health Partners

®,
MRT oo www.nachc.org @NACHC @ P OE | 36



« Allentown, PA

« 33,000 empaneled patients; 120,000 annual visits

« 350 employees

« Accessible via public transportation

« Adults, Peds, OBGYN, Dental, Vision, Chiropractic Medicine, Street Medicine, School Based Health

8 clinics previously under Lehigh Valley Health Network for 30+ years; transitioned to Valley Health Partners (VHP)
« Officially designated as FQHC Look-Alike in September 2021



Partnerships in our Mission

and Core Values

VALLEY HEALTH PARTNERS

Our Core Values

VALLEY HEALTH PARTNERS

Our Mission

I Partnering with the people of our communitvlto achieve health and

Respect: We respect and value
the rich diversity in our
community and strive to
promote equity, inclusivity and

acceptance across all walks of
life

Compassion: Our patients are
our primary focus. We will
passionately support their
medical and social needs with
kindness and empathy in
pursuit of better health and
well-being.

Y%

197

Excellence: With a strong
commitment to clinical care,
education and innovation, we
aspire to deliver care of
exemplary quality, value, and
experience.

af e

We forge

trusted relationships and deliver
culturally competent care
through an unwavering
commitment to listening,
understanding and empowering
the voice of our patients.

wellness through the delivery of extraordinary care that is

compassionate, accessible, and affordable in a family-centered and
culturally sensitive environment.

and Sery,
& ees
& %,
2 %
-g Health Center Program i
g — F
HEALTH CENTER ADDRESSING
QUALITY LEADER SOCIAL RISK ADVANCING HIT

2023
Awardee &

FACTORS FOR QUALITY




Understand Our Patients

Define Our Model

SDOH Screening

2021 - Screening via EPIC SDOH Screening Questionnaire
2022 - Scaled across health center, implemented ‘Find Help’
2023 - Screening NPs, Preventive (18+), & AMW visits

Domains:
Physical Activity, Financial Resource Strain, Housing Stability, Transportation, Food
Insecurity, Stress, Social Connections, Intimate Partner Violence, Alcohol Use
Top Domains:
Physical Inactivity
Financial Resource Strain
Stress - Anxious
Food Insecurity

Highest Need/Top Referral Disciplines:
Behavioral Health Specialists
Social Work



Understand Our Patients

Define Our Model

Enabling Services

Services and programs to meet patients where they are and reduce barriers to care

Address complex medical/SDOH needs

Integration of services to maximize care coordination
Care Managers
Social Workers, Community Health Workers, Outreach Liaisons
Behavioral Health Specialists
Case Managers
Clinical Pharmacists
Financial Counselors
Dieticians
Trained Medical Interpreters
Transition of Care Team

ADCES Accreditation - CDEs, Pre-DM/DM Classes (Eng/Sp)

Transportation Support (Uber Health)
Medical Legal Partnership

Community Partnerships (over 100+) - 27 Formal Collaboration/MOUs



Identify Gaps Partners Can Fill

Community Based Programs Subcommittee

* Internal subcommittee stood up in 2020, meets monthly

« Key Stakeholders - 15 colleagues and clinicians

« Project plan to address top SDOH domains

« Provide input where gaps exist

« Strategize opportunities to partner with community-based organizations (CBOs)

« Create shared agenda, brought in CBO “Champion” (trust & relationship building = key!)

)

VALLEY HEALTH PARTNERS

5 @ & @

Social Determinants of Health (SDOH)
Community Based Programs Subcommittee Updates




Identify Gaps Partners Can Fill

Look Good Feel Amazing!
Benefits of Physical Activity

Meeting SDOH Needs v -'ﬁ Ada
- Transportation: Uber Health; Highmark Wholecare Pilot for SDOH Kl [iedil = .m,“
needs m—— |ty -

« Financial Resource Strain: Resource Guide, Financial Budgeting
classes

« Food Insecurity: Food Bank resource by county, links for grocery
stores accepting SNAP, Cooking with VHP video series, addressing
emergent need

« Physical Activity: Look Good Feel Amazing Campaign; ‘Walk with a
Doc’ Program; Chiropractor for Exercise and Bone Health

 Stress: ‘Mindfulness' video series by Director of Behavioral Health

WALLEY HEALTH PARTNERS

Step Step Step
2 4 5



« “Partnering with the people of our community”

* 110+ Community Partners, 27 MOUSs

» Social Services agencies, schools, healthcare, SUD/mental health, veteran-focused organizations, and more
« 2 CHWs embedded in partner organizations to address SDOH needs, link patients to care

- Established quarterly meetings with CBOS, shared agenda

« Celebrated 15t Annual VHP Health Fair in 2023!




Partnerships Supporting Integrated,

Whole-Person Approach
Academia
Technology
AHRSA
Control
Health Center Program
HTN control L
. ADCES %:
Heart Research Cancer | t AR
Association. Screening nnova OrS M
Association of Diabetes Care & Education Specialists
Obesity
PCAs & American
Healthy () ancer
HCCNs b Cancer
ALZHEIMER’S % ASSOCIATION® ...and more

Professional Organizations



American : .
& Cancer American Cancer Society (ACS) and

7 Society’ Health Centers Partnerships

« Since 2013, ACS has health system team members in select
communities focused on developing partnerships with health
centers on improvements to cancer related UDS measures.

« In 2023, 88 CHCs partnered with ACS in structured HPV
vaccination and cancer screening Ql improvement projects.

« Collaboration on public policy, access to care, social
determinants of health resources, and referrals for cancer
diagnostics and follow-up.

« NACHC participates as a member of the ACS Breast Cancer
Roundtable Steering Committee and is a member of the
Colorectal, Cervical, and Navigation Roundtables.



ayor Partnerships
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Assess Current State

VALUE TRANSFORMATION FRAMEWORK
Action Brief

9 Pati e nt PO p U | ati O n An a |yS i S DEVELOPING YOUR HEALTH CENTER'S VALUE-BASED

PAYMENT GOALS

Preparing for value-based payment i an essential step in a health center's efforts Lo enhance the quali
care, improve patient outcomes and equity, contain costs, and adapt o evolving healthcare trends. Defining
a value-based care strategy at your health center invalves a thoughtful and strategic approach to align your
arganization’s goals and resources with the principles of value-based care. Setting a clear 12-18 manth planis

; C M critical in taday's changing payment enviranment. This Action Briefwill suppart your health center in developing a
O n ra C a n ayl I l e n n a yS I S claar set of value-based care goals.

STEP 1 UNDERSTAND VALUE-BASED CARE
Before selting vakie-based care goals, itis impartant ta understand value-based care and related terms.

‘While there are multiple definitions and terms for value-based care, NACHC's suile of resources uses
the following definitions:

+ Value-based care is the model of care used to deliver services for payments that reward quality,

|dentify Priorities and Set Clear Objectives ettt e s e

the volume of services delivered.

- Accountable care is a group of providers or arganizalions that assume resporsibility for the
quality, cost, and oulcomes of a defined patient group.

Through financial incentives and other methods, value-based care programs aim Lo hald providers
asccountable for improving patient culcomes while giving them greater flexibility to deliver the right care

Establish Key Performance Metrics and Goals

the value-based payment journey. This vocabulary, the

Framewark, was created by the Health Care Payment Learning and Action Network (HCP-LAN)
to categorize payment models from payors to provider organizations along a transfarmation
continuum.

Cansider using the Value Transformation Framewark as your organizing framewark for health
center transformation, with NACHC's suite of free value-based care resources available through the

M national health center learning community called Elevale. These resources will help you
eve Op 'a egy an ction ans L bout hevrious VBE model kg accueale car rganizatons (ACOs bl
payments, or pay-far-performance models.

- Familiarize yourself with the key compenents of value-based care, including quality measuires, cost
reduction, care inatian, patient engag: and i

B 8

By understanding value-based care and payment, you can analyze your current contracts and set
goals for your health center.

C) @ o

Continuous Monitoring and Improvement

Action Brief: Developing VBP Goals


https://www.nachc.org/wp-content/uploads/2023/08/Action-Brief-Developing-Value-Based-Payment-Goals.pdf?ver=1697112795

enacic QO O®



Leading the Transition to Value-Based Care

Value Transformation Framework

HEALTH

S CENTER | fg,l‘-'_.
b .
\,}T {\F ,I,r"i'\_ _,“
]ﬂf[ \:ﬁ , l.: ":__ -L_;lk
— ¥ — =
- e '1\_____.!' P
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v Supports systems change
v Organizes and distills evidence-based interventions
v Incorporates evidence, knowledge, tools and resources

v Links health center performance to the Quintuple Aim

eIe@ National Learning Forum
k/ >700 CHCs | 75 PCAs/HCCNs | >15 Million Patients

v" Monthly Webinars

v' Supplemental Sessions

v' Evidence-Based Action Guides

v Action Briefs

v' eLearning Modules

v' Tools & Resources

v" Professional Development Courses

v' - Online Learning Platform

v'  Elevate registration



https://nachc.docebosaas.com/learn/signin
https://nachc.co1.qualtrics.com/jfe/form/SV_1YXytwd8eNWbPIq

Leading the Transition to Value-Based Care

Leverage the Value Transformation Framework and Elevate:

STEP 3 - PLAN
Incorporate transformation efforts

Your transform atfon into your Improvement Strategy .

journey begins here! K

@ STEP 4 - TRANSFORM
°. Apply the VTF and suite
STEP 2- ASSESS . of FREE transformation STEP 5 - REASSESS
. Mriasrlégi H;EST;?\?;EZ " tools and resources Measure transformation
e*” ?rar%sformatic?n Framework progress over time using the
eleﬁeif - (VTF) Assessment . VgF Asses;ment, monitor,
\_} STEP 1 - ENGAGE adjust, and improve

Register for Elevate and
participate in the FREE health
center learning community

Action Brief: How to Use the VTF and Elevate
Action Brief: Assess Transformation Progress



https://bit.ly/2023Elevate
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://nachc.docebosaas.com/learn/signin
https://nachc.docebosaas.com/learn/signin
https://reglantern.com/vtf
https://reglantern.com/vtf
https://www.nachc.org/about-nachc/our-work/quality-center/value-transformation-framework-vtf/
https://www.nachc.org/about-nachc/our-work/quality-center/elevate/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Brief_How-to-Use-VTF.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Action-Brief_VTF-Assessment.pdf




Call for Applications!

2023-2024 QI Advisory Board Members:

Applications are now being accepted for members to serve
on NACHC’s Ql Advisory Board for the term of

Jan 1, 2024 - Dec 31, 2025

Deadline: December 1, 2023

Apply here!



https://nachc.co1.qualtrics.com/jfe/form/SV_blP9nWu70BeMCTI

Elevate Pulse

Be on the lookout for the Elevate Pulse
from the NACHC Quality Center:

v Slides & recordings
v  Tools & resources
v Upcoming opportunities

Sent the 2"? Friday of each month!

ej)) Pulse W

October Forum: Patient-Centered Medical Home (PCMH)
Slides and Recording

Apply for the Quality Improvement Advisory Board!

Join a group of health center, PCA, and HCCN representatives to guide the direction
and priorities of the Quality Center's quality improvement and transformation
activities! Members serve as the front-line voice for quality issues impacting health
centers and act as a resource to NACHC staff during the development and



12/14/2023 | 1:00 - 2:00 pm ET

The Effects of Cuff Size on
Blood Pressure Readings

The session will focus on the importance of appropriate
blood pressure device cuff size in yielding accurate

e blood pressure measurements, illuminate the variation
Access Aateliind = : - in manufacturer cuff size descriptions vs. actual cuff

and previous iy e circumference range, and offer examples of what care teams
session recordings! gyl can do to match the optimal cuff size to their patients.

~._
REGISTER TODAY!

Hle%r:t s TR o sssocmon or

Community Health Centersg
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FOR MORE INFORMATION CONTACT

qualitycenter@nachc.org
Next Monthly Forum Call:

Director, Quality Center
National Association of Community Health Centers D’]eE:)%m ge(g(; [Z)'ﬁ%%%;

cmodica@nachc.org
301.310.2250

Cheryl Modica



mailto:qualitycenter@nachc.org
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Leading the Transition to Value-Based Care

2023 Supplemental Sessions

National
@ Diabetes
Outreach and Ereventmn
Enrollment BrOgrarfn -
Learning Hasuc;1 or
Collaborative ngters
elelate)
Y
January February March April May

@

Role of Leadership Population Health
in Value-Based Management

@ Optimizing Care
Teams
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The Journey Continues...



Together, our
voices elevate’ all.

The Quality Center Team
Cheryl Modica, Cassie Lindholm, Holly Nicholson, LeeAnn White, Tristan Wind, Rachel Barnes
qualitycenter@nachc.org
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