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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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Packaging and implementing evidence-
based transformational strategies for 

safety-net providers
Bringing science, knowledge, and innovation to practice

Cassie Lindholm

Deputy Director, 
Quality Center

Addison Gwinner

Specialist,
Quality Center

Cheryl Modica

Director, 
Quality Center
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A national learning forum that supports health center systems change 
through application of the Value Transformation Framework
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ELEVATE: A Growing Community

All
States & Territories

668
Health Centers

77
PCAs/HCCNs/NTTAPs

6,000+
Peers

15 mil
Patients

37
CDC Grantees

15% 
growth 
in 2022
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Value Transformation Framework

nachc.org/clinical-matters/value-transformation-framework/

The Value Transformation Framework distills research and evidence-based practices into clear pathways for change, known as Change Areas

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


@NACHC

Our Goal

VALUE

Quintuple Aim Goals
Improved Performance through Systems Transformation
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THE 2022 JOURNEY
2022 Review

20+ 19 6 8

Voices from the field
Representing diverse Health 
Centers, PCAs, and HCCNs

Learning Events
11 Learning Forums
8 Connect Sessions

Action Guides
2022 Updates to:

Payment
Risk Stratification

Empanelment
Patient Engagement

Care Teams
Leadership

Reimbursement Tips
2022 Updates to:

Behavioral Health Integration
Chronic, Complex Chronic, & 
Principal Care Management

Medicare Telehealth
Mental Health Telecommunication

Transitional Care Management
Psychiatric Collaborative Care

Virtual Communications Services

Tools & Resources
Available on Docebo

Online Learning Platform

100+
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WOW!
• In 2022, the Quality Center awarded:

• 155 scholarships to the Institute for 
Healthcare Improvement’s (IHI) Open School 
(30+ QI related virtual courses)

• 9 scholarships to IHI’s Moving Quality 
Improvement from Theory to Action course

• 8 scholarships to IHI’s Creating Joy in Work 
course

• Stay tuned – more scholarship opportunities to 
come in 2023!
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Other Elevate Support

Free 6-month trial subscription to RegLantern’s
Continuous Compliance Tool (health centers)

4-month Mentoring Program (PCA/HCCN staff)



Microlearnings - New in 2022!

M O N T H ,  D A Y ,  Y E A R1 0  M I N U T E S

https://nachc.docebosaas.com/learn/catalog/view/28


THANK YOU!  2022 Featured Health Centers

In the top 20 health centers nationally when looking at composite performance across measures for prevention and/or control of six high-
cost, high burden conditions (2019 UDS): colorectal cancer, cervical cancer, HTN, diabetes, depression, & obesity



Population Example: 
Adults 50-75 Years of Age

Allows for more focused discussion of the VTF’s 15 
Change Areas

Focuses on a population likely to have multiple 
chronic conditions & benefit from care management 
services, an essential function of value-based care models

Provides a shared experience for peer-to-peer 
exchange & learning

Provides additional revenue opportunity & a proving 
ground for value-based care models (For health centers 
who further target the Medicare segment)

Centers our discussion around six high-cost, high-
burden measures of clinical prevention and care: 
colorectal & cervical cancer screening, diabetes, 
hypertension, obesity, & depression.



Begin 
with the end in mind

- Steven Covey

ELEVATE 2022 JOURNEY

Evidence-Based Care

Social Drivers of Health (SDOH)

Population Health

Policy

Payment

Health Information Technology

Improvement Strategy

Partnerships

Care Teams

Patients

Leadership

Care Management

Workforce

Cost

Patient-Centered Medical Home
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LEADERSHIP & COSTJanuary '22
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The Value Imperative January '22
Health center field examples by:

Keystone Rural Health Consortia

Fish River Rural Health

 What is the value proposition to health centers to participate in value-
based payment models?

 Are there certain health center value-based care or payment model 
design features that account for the uniqueness of health centers and 
the populations they serve?

 What are strategies for funding the transition from volume to value-
based payment models?

The value imperative for health centers:

https://nachc.docebosaas.com/learn/course/internal/view/elearning/103/the-value-imperative-january
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LEADERSHIP & COST

Support factors that contribute 
to successful teams of high achievers:

• psychological safety
• dependability
• structure and clarity
• meaning of work
• impact of work

Business Case for Transformation
Create a compelling, brief statement 
about the imperative for transformation 
to create understanding and buy-in 
among staff and the Board (see sample 
in Leadership Action Guide)

Action Guide Evidence-Based Actions
Leadership Action Guide

January Learning Forum Recording

Build a Psychologically Safe Workplace
Amy Edmondson | TEDxHGSE

Cultivating Great Teams: What Health 
Care Can Learn from Google

Wisdom, J. (February 21, 2017)

Reimbursement Tip Sheets

Resources
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https://nachc.docebosaas.com/pages/70/people-action-guides
https://nachc.docebosaas.com/pages/70/people-action-guides
https://nachc.docebosaas.com/learn/course/internal/view/elearning/103/the-value-imperative-january
https://www.youtube.com/watch?v=LhoLuui9gX8
http://catalyst.nejm.org/psychological-safety-great-teams/
https://nachc.docebosaas.com/pages/53/infrastructure-action-guides
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Population HealthJanuary '22
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Empanelment January '22

Microlearning: What, Why, How?

STEP 1 Document your patient-provider assignment policies and procedures

STEP 2 Check effectiveness of patient-provider assignment process

STEP 3 Determine each PCP’s 'right' panel size

STEP 4 Adjust 'actual' panel size toward 'right' panel size

STEP 5 Use the 4-cut methodology to suggest PCP assignments

STEP 6 Review Panels by PCP, Seek PCP and Care Team Input

STEP 7 Use risk stratification to segment and manage patient panel

STEP 8 Optimize care team roles for effective panel management

STEP 9 Use empanelment data to improve patient access

STEP 10 Incorporate payer attribution data

Health center field example by:

Northend Waterfront Health

https://nachc.docebosaas.com/learn/course/internal/view/elearning/105/empanelment-january
https://nachc.docebosaas.com/learn/course/internal/view/elearning/105/empanelment-january
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Empanelment
Action Guide

Empanelment Action Guide

January Session Recording

Panel Size Worksheet

Resources
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https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
https://nachc.docebosaas.com/learn/course/105/Empanelment%2520%28January%29
https://www.safetynetmedicalhome.org/change-concepts/empanelment
https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
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Risk Stratification February '22

Microlearning: What, Why, How?

STEP 1 COMPILE: a list of health center patients 

STEP 2 SORT: identify stratification criteria; weight

STEP 3 STRATIFY: patients to segment into target groups

STEP 4 DESIGN: care models and target interventions for each risk group

Health center field example by:

Zufall Community Health Centers

https://nachc.docebosaas.com/learn/course/internal/view/elearning/106/risk-stratification-february
https://nachc.docebosaas.com/learn/course/internal/view/elearning/106/risk-stratification-february
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Risk Stratification
Action Guide Resources
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Risk Stratification Action Guide

Getting Started with Risk Stratification 
Video

Models of Care Action Guide

https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
https://youtu.be/Dzazf6y6EN0
https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
https://nachc.docebosaas.com/pages/69/care-delivery-action-guides


Kristie Bennardi
Chief Executive Officer 

& Chief Financial Officer

Health Center Perspective

Keystone Rural Health Consortia

Emporium, PA

Rural

Founded 1976

7,838 
Patients
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Care Teams & WorkforceMarch '22
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Microlearning: What, Why, How?

STEP 1 Compile a List of Patients Eligible for an AWV

STEP 2 Outreach to Schedule AWV

STEP 3 Manage Care Team Roles & Schedule AWV

STEP 4 Conduct AWV

STEP 5 Document, Code, and Bill for AWV

Annual Wellness Visits March '22
Health center field examples by:

Keystone Rural Health Consortia

Evara Health

Billing and coding guidance by:

Messina Consulting

Achieve Revenue Management

https://nachc.docebosaas.com/learn/course/internal/view/elearning/144/annual-wellness-visits-march
https://nachc.docebosaas.com/learn/course/internal/view/elearning/144/annual-wellness-visits-march
https://nachc.docebosaas.com/learn/course/145/play/661/recordingelevate-2022-connectannual-wellness-visit
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Care Teams April '22

Microlearning: What, Why, How?

STEP 1 Define Care Standards

STEP 2 Distribute Tasks to Meet Standards and Document Workflow

STEP 3 Update Job Descriptions

STEP 4 Train Staff

STEP 5 Monitor Task Performance in Dashboards

STEP 6 Hardwire Accountability into Personnel Systems and 
Performance Reviews

STEP 7 Educate Patients on Redesigned Care Team

Health center field examples by:

Esperanza Health Centers

https://nachc.docebosaas.com/learn/course/internal/view/elearning/147/care-teams-april
https://nachc.docebosaas.com/learn/course/internal/view/elearning/147/care-teams-april
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Care Teams
Action Guide Resources
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‘Share the Care’ Model
Ghorob, A. Bodenheimer, 
T. (2012). Sharing the Care to Improve 
Access to Primary Care. New England 
Journal of Medicine. 366, 1955-1957.

Team Based Worksheet
http://www.safetynetmedicalhome.org/sit
es/default/files/Team-Planning.xls

Workflow Mapping Tips
https://www.ahrq.gov/ncepcr/tools/pf-
handbook/mod5.html

https://nachc.docebosaas.com/pages/70/people-action-guides
http://www.safetynetmedicalhome.org/sites/default/files/Team-Planning.xls
https://www.ahrq.gov/ncepcr/tools/pf-handbook/mod5.html
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Care ManagementMay '22
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Transitional Care Management
May '22

Microlearning: What, Why, How?
STEP 1 Identify/Hire Care Coordination/Care Management Staff

STEP 2 Identify Patients For Care Coordination/Care Management

STEP 3 Define Care Manager-Care Team Interface

STEP 4 Define Services Provided as Part of Care Management

STEP 5 Enroll Patients in Care Management

STEP 6 Create Individualized Care Plans

STEP 7 Enhance and Expand Partnerships

STEP 8 Document and Bill for Care Management

STEP 9 Graduate (Transition) Patients from Care Management

STEP 10 Measure Outcomes

Health center field example by:

Keystone Rural Health Consortia

Billing and coding guidance by:

Messina Consulting

https://nachc.docebosaas.com/learn/course/internal/view/elearning/149/care-management-may
https://nachc.docebosaas.com/learn/course/internal/view/elearning/149/care-management-may
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Chronic Care Management
June '22

Microlearning: What, Why, How?

STEP 1 Identify or Hire a Care Manager

STEP 2 Identify High-Risk Patients

STEP 3 Define Care Manager – Care Team Interface

STEP 4 Define the Services Provided as Part of Care Management

STEP 5 Enroll Patients in Care Management

STEP 6 Create Individualized Care Plans

STEP 7 Enhance and Expand Partnerships

STEP 8 Document and Bill for Chronic Care Management

STEP 9 Graduate Patients from Care Management

STEP 10 Measure Outcomes

Health center field example by:

https://nachc.docebosaas.com/learn/course/internal/view/elearning/152/care-management-part-2-june
https://nachc.docebosaas.com/learn/course/internal/view/elearning/152/care-management-part-2-june
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DSMES June '22

Diabetes Self-Management and Education Support

DSMES expertise by:

Association of Diabetes Care & Education Specialists

https://nachc.docebosaas.com/learn/course/internal/view/elearning/153/how-and-why-to-provide-diabetes-self-management-and-education-support-dsmes
https://nachc.docebosaas.com/learn/course/internal/view/elearning/153/how-and-why-to-provide-diabetes-self-management-and-education-support-dsmes
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Care Management

Ca

Action Guide Resources
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• Scheduling Virtual Care Management 
Services

• Scheduling Virtual Communication 
Services

• Website/Email Message
• Sample Care Manager Job Description
• Care Management Protocol for High-Risk 

Patients
• Checklist of FQHC Requirements to Bill 

CMS for Care Management
• Checklist, Integrated Care Management
• Sample Referral Form
• Sample Informed Consent
• Sample Closeout Form
• Tracking Form
• Patient Waiver of Fees Application
• Keystone Care Manager job description
• Keystone Nurse Care Manager TCM script

https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
http://www.nachc.org/wp-content/uploads/2020/04/Script_Notifying-Scheduling-Virtual-Communication-Services.docx
http://www.nachc.org/wp-content/uploads/2020/04/Script_Scheduling-Virtual-Care-Management-Services.docx
http://www.nachc.org/wp-content/uploads/2020/04/Script_Website-Email-Messaging.docx
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/CM-Protocol-for-High-Risk-Pts-Project-Sample.docx
https://www.nachc.org/wp-content/uploads/2022/12/Checklist-of-FQHC-Requirements-to-Bill-CMS-for-Care-Management-Oct-2022.pdf
http://www.nachc.org/wp-content/uploads/2020/03/Checklist-Integrated-Care-Management-07.19.17.docx
http://www.nachc.org/wp-content/uploads/2020/03/Sample_Care-Mgmt-Referral-Form-NACHC-03.01.19.docx
http://www.nachc.org/wp-content/uploads/2020/03/Sample_Care-Mgmt_Informed-Consent-NACHC-03.25.20.docx
http://www.nachc.org/wp-content/uploads/2020/03/Sample_Care-Mgmt-Closeout-Form-NACHC-05.15.18.docx
http://www.nachc.org/wp-content/uploads/2020/03/SAMPLE_Care-Plan-Tracking-Tool-NACHC-05.15.18.xlsx
http://www.nachc.org/wp-content/uploads/2020/04/Patient-Tool_Waiver-of-Fees-Application.docx
https://www.nachc.org/wp-content/uploads/2022/05/Keystone-Care-Manager-job-description.docx
https://www.nachc.org/wp-content/uploads/2022/05/KRHC-TCM-Scripting.docx
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Payment & PolicyJuly '22
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Care Management Coding and Billing
July '22 Billing and coding guidance by:

Messina Consulting

NACHC Health Center Finance Training Team

Important CMS Guidance Update!
An initiating visit is required prior to the start of care 
management services during which the practitioner 
must discuss care management services with the 
patient. 

Qualifying initiating visits:
 Initial Preventive Physical Examination (IPPE)
 Annual Wellness Visit (AWV)
 Evaluation and Management service (E/M)
 The face-to-face visit included in Transitional 

Care Management (TCM)

https://nachc.docebosaas.com/learn/course/internal/view/elearning/155/july-ask-the-expert-fqhc-care-management-billing-and-coding
https://nachc.docebosaas.com/learn/course/internal/view/elearning/155/july-ask-the-expert-fqhc-care-management-billing-and-coding
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Payment
Action Guide Resources
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Reimbursement Tip Sheets (11 in total)

https://nachc.docebosaas.com/pages/53/infrastructure-action-guides
https://nachc.docebosaas.com/pages/53/infrastructure-action-guides
https://nachc.docebosaas.com/pages/53/infrastructure-action-guides
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Evidence Based Care
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September'22
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EVIDENCE-BASED CARE
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Action Guide x
https://www.uspreventiveservicestaskforce.or
g/uspstf/

Medicare Services Checklist

Evidence-Based Care Action Guide

Cancer Screening Action Guide

Diabetes Control Action Guide

Hypertension Screening & Control Guide

Care Delivery Infographics

cancer.org/get-screened

2022 Messaging Guidebook For Black & African 
American People: Messages To Motivate For 
Colorectal Cancer Screening

UPDATED: Steps Guide for Increasing 
Colorectal Cancer Screening Rates

https://learning.nccrt.org/colonoscopy-
calculator-form/

Resources
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https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
https://www.uspreventiveservicestaskforce.org/uspstf/%C2%A0
https://www.medicare.gov/sites/default/files/2021-08/11420-Preventive-Services-Checklist.pdf
https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
https://www.cancer.org/healthy/find-cancer-early/get-screened.html
https://nccrt.org/resource/2022-messaging-guidebook-black-african-american-people/#:%7E:text=The%202022%20Messaging%20Guidebook%20for,motivate%20people%20to%20get%20screened.
https://nccrt.org/download/101781/
https://learning.nccrt.org/colonoscopy-calculator-form/
https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
https://nachc.docebosaas.com/pages/69/care-delivery-action-guides
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Cancer Screening September '22

Microlearning: What, Why, How?
STEP 1 ENGAGE leadership

STEP 2 APPLY population health management strategies

STEP 3 DESIGN models of care

STEP 4 CREATE/UPDATE clinical policies and standing orders

STEP 5 DEPLOY care teams in new ways

STEP 6 OPTIMIZE health information systems

STEP 7 ENGAGE patients and support self-management

STEP 8 DEVELOP/ENHANCE community partnerships

STEP 9 TAILOR treatment for social context

STEP 10 MAXIMIZE reimbursement

Health center field examples by:

Mountain People's Health Councils, Inc.

Park Duvalle Community Health Center

Additional expertise by:

Division of Cancer Prevention and Control, CDC

American Cancer Society

https://nachc.docebosaas.com/learn/course/internal/view/elearning/317/evidence-based-cancer-screening-september
https://nachc.docebosaas.com/learn/course/internal/view/elearning/317/evidence-based-cancer-screening-september


Kristie Bennardi
Chief Executive Officer 

& Chief Financial Officer

Health Center Perspective

Keystone Rural Health Consortia

Emporium, PA

Rural

Founded 1976

7,838 
Patients
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Improvement Strategy & PCMHOctober '22
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Improvement Strategy
Action Guide Resources
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HRSA Quality 
Improvement/Assurance

Board Oversight of Quality During 
COVID-19

CDC Develop SMART Objectives

PDSA

FMEA

RCA

https://bphc.hrsa.gov/compliance/compliance-manual/chapter10
https://opus-nc-public.digitellcdn.com/uploads/nachc/redactor/63b3630b89d49030d500f5e413e4881d152f7a06bb91b967a745444e5500694a.pdf
https://www.cdc.gov/publichealthgateway/phcommunities/resourcekit/evaluate/develop-smart-objectives.html
https://www.ahrq.gov/health-literacy/improve/precautions/tool2b.html
https://asq.org/quality-resources/fmea
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/guidanceforrca.pdf
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Improvement Strategy
October '22

Microlearning: What, Why, How?
STEP 1 ENSURE policies and procedures are in place

STEP 2 DETERMINE priorities

STEP 3 DESIGN models of care

STEP 4 SELECT measures

STEP 5 DETERMINE measures for active improvement

STEP 6 SET S.M.A.R.T. goals 

STEP 7 UTILIZE data dashboards

STEP 8 ASSIGN staff leads

STEP 9 INITIATE improvement activities

STEP 10 ENSURE timely progress
STEP 11 MEET GOALS and repeat steps

Health center field example by:

Charles B. Wang Community Health Center

Additional expertise by:

RegLantern

https://nachc.docebosaas.com/learn/course/internal/view/elearning/318/quality-improvement-strategy-october
https://nachc.docebosaas.com/learn/course/internal/view/elearning/318/quality-improvement-strategy-october
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SDOH, HIT, Patients & PartnershipsNovember '22
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Social Drivers of Health November '22

Microlearning: What, Why, How?

STEP 1 PRIORITIZE SDOH and engage leadership

STEP 2 UNDERSTAND risk factors in your community

STEP 3 IDENTIFY community resources

STEP 4 DESIGN a workflow

STEP 5 TRAIN health center staff

STEP 6 IMPLEMENT workflow, monitor results, improve process

STEP 7 COLLECT data; use data to drive change

STEP 8 LEVERAGE data to drive Value Based Care

Additional expertise by:

NACHC Social Drivers of Health Team

NACHC Informatics Team

https://nachc.docebosaas.com/learn/course/internal/view/elearning/319/social-drivers-of-health-november
https://nachc.docebosaas.com/learn/course/internal/view/elearning/319/social-drivers-of-health-november
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SDOH & Patients
Action Guide Resources
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Patient Engagement Action Guide

PRAPARE® Implementation and Action Toolkit

PRAPARE® Implementation and Action Toolkit 
(Spanish)

AAPCHO Enabling Services Implementation 
Guide

CDC SDOH Tools

HRSA Compliance Manual: Needs Assessment

County Health Rankings

findhelp.org

211.org

https://nachc.docebosaas.com/pages/70/people-action-guides
https://nachc.docebosaas.com/pages/70/people-action-guides
https://prapare.org/wp-content/uploads/2022/09/Full-Toolkit_June-2022_Final.pdf
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fprapare.org%2Fwp-content%2Fuploads%2F2022%2F10%2FPRAPARE-Toolkit-10.5.22-SPANISH.pdf&data=05%7C01%7CCLINDHOLM%40NACHC.COM%7C6bdcd699df9549f9f3c108dabd055856%7Cb4d5dc9c24e443e38c1801b2a98e5b22%7C0%7C0%7C638030127906159757%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=eAWoUwcSmjWQtKCffSx2sWbK2jEV4ih4bvWd1n4bbPQ%3D&reserved=0
https://aapcho.org/wp-content/uploads/dlm_uploads/2017/12/AAPCHO_ES_Implementation_Guide-2017.pdf
https://www.cdc.gov/socialdeterminants/tools/index.htm
https://bphc.hrsa.gov/compliance/compliance-manual/chapter3
http://www.countyhealthrankings.org/
https://www.findhelp.org/?ref=ab_redirect
https://www.211.org/


Kristie Bennardi
Chief Executive Officer 

& Chief Financial Officer

Health Center Perspective

Keystone Rural Health Consortia

Emporium, PA

Rural

Founded 1976

7,838 
Patients
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Microlearning

Elevate 2022 Offerings

~10-minute recorded webinars 
that break down complex value-

based care topics into 
manageable action steps.   

FQHC-specific guidance on billing and 
coding requirements for Medicare care 

management and other services

Step-by-step instructions for 
breaking complex value-based 
care topics into manageable 

action steps.  

 Empanelment
 Risk Stratification
 Models of Care
 Cancer Screening
 Diabetes
 Hypertension
 Care Management
 Patients
 Care Teams
 Leadership

 Empanelment
 Risk Stratification
 Models of Care
 Cancer Screening
 Annual Wellness Visits
 Transitional Care Management
 Care Management Billing and Coding
 Care Teams
 Improvement Strategy
 Social Drivers of Health

 Behavioral Health Integration
 Chronic Care Management
 Annual Wellness Visits
 Medicare Telehealth Services
 Psychiatric Collaborative Care Model
 RPM & Self-Measured Blood Pressure
 Tobacco Cessation Counseling
 Transitional Care Management
 Virtual Communication Services
 Mental Health Telecommunication Services
 Sliding Coinsurance for Care Management Services
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Value Transformation Framework
Self-Assessment

Built around the
Value Transformation 

Framework

3 domains

15 change areas
https://reglantern.com/vtf

https://reglantern.com/vtf
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Value Transformation Framework 
Assessment Tool

Allows health centers, PCAs, and 

HCCNs to measure readiness for 

value-based care and monitor 

progress as they improve across 

Change Areas.

reglantern.com/vtf

https://reglantern.com/vtf
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VTF Assessment Tool: 
Expanded Functionality

In 2022, enhancements were made to 
the reporting features of the tool that 
allow PCAs and HCCNs to:

• view health center members’ 
assessment results, with permission

• send notifications for assessment 
reminders

• view dashboard reports comparing 
member health center performance 
across change areas and timeframes



Elevate Online Platform

https://nachc.docebosaas.com/
https://nachc.docebosaas.com/
https://nachc.docebosaas.com/


Begin 
with the end in mind

- Steven Covey

Coming Soon 
ELEVATE 2023 Elevate University 

A curriculum co-designed with PCAs & HCCNs 
from across the country to support the 

advancement of health center value-based 
care models.
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Strategic Opportunities:
• Virtual Visits as a Core Delivery Modality

• Patient as the Primary Place of Care

• Systems Approach to Workforce Resiliency

• Expand Services to Support Whole-Person Care

• Distributed and Collaborative Model of Care

• Workflows that Maximize Revenue Opportunities

• Support for Broadband/Fiber Optic Networks as a Utility

• Use of Data and AI to Inform Care Decisions

Reimagine in 2023 and Beyond

REIMAGINING CARE 2023
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Online Platform
Library of Microlearnings

Self-paced learning modules
Repository of tools & resources

Elevate National Learning Forum 
Ways to Engage in 2023

Elevate
Learning Forum

Elevate
Connect

Online
Platform

Learning Forum
Evidence-based action steps 

for 15 VTF Change Areas

Elevate Connect
Variable format:

Topic or role-specific
Stand-alone or learning series

Share & exchange tools
Peer discussion

We want your feedback! Supplemental Sessions Self-paced

VTF Assessment

Online Tool
15 Questions

Assess progress in each 
VTF Change Area

Self-paced
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CALL FOR APPLICATIONS

2023-25 QI Advisory Board Members:

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

Jan 2023 - Dec 2025

Deadline: January 9, 2023

Apply at this link!

https://nachc.co1.qualtrics.com/jfe/form/SV_6EUGSMkBKsXozpI


FOR MORE INFORMATION CONTACT:
qualitycenter@nachc.org

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

January 10, 2023
1:00 – 1:45 pm ET

SHARE YOUR 
FEEDBACK

Don’t forget! Let 
us know what 
you thought 

about today’s 
session.

Next Monthly Forum Call:

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