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Agenda: PCMH as the Foundation for Value-Based Care

 Patient-Centered Medical Home WHY, WHAT, HOW?

« Transform the delivery of primary care into a comprehensive, patient-centered
system focused on high quality, accessible, and coordinated care

- Leverage PCMH recognition as a foundation to value-based care transformation
« The Value-Transformation Framework, Elevate, and PCMH
« Finding Alignment: NCQA PCMH, NACHC VTF, Health Center Program Requirements

« Voices from the health center field

- Q&A



Patient-Centered Medical Home

WHY? WHAT? HOW?




WHY a patient-Centered Medical !
Home (PCMH)? ]

Quintuple Aim Goals

v" Improved health outcomes by improving care access and

continuity and improved provision of prevention services. IMPROVED
HEALTH
OUTCOMES

v" Increased patient satisfaction and patient experience.

IMPROVED [
PATIENT

v' Reduced costs through improved coordination of care el |

decreased hospitalizations and emergency department use.

Evidence of NCQA PCMH Effectiveness
American Academy of Pediatrics (AAP) Evidence Supporting the Medical Home


https://www.ncqa.org/programs/health-care-providers-practices/patient-centered-medical-home-pcmh/benefits-support/pcmh-evidence/
https://www.aap.org/en/practice-management/medical-home/medical-home-overview/why-is-medical-home-important/

WHAT is the evolution of PCMH?

Patient Centered Medical Home (PCMH) Journey
2010 2023 Leverage PCMH as

a foundation to

value-based care

Medical Home Patient-Centered Medical Home Patient Protection and HRSA Accreditation and transformation
American Academy of ~ American Academy of Pediatrics Affordable Care A PCMH Recognition Program
Pediatrics (AAP) (AAP), American Academy of Family  Signed into law, emphasizing the ~HRSA supports health centers
introduced medical  Physicians (AAFP), American College  implementation and promotion N obtaining Ambulatory health
home concept. of Physicians (ACP), and American of the medical home. care accredltatlop 'and/or
PCMH recognition.

Osteopathic Association developed
a joint statement of seven principles
of a PCMH.
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Early ‘Medical Home’

Patient Centered Medical Home (PCMH) Journey

According to the AAP, a medical home should be:

v Accessible

Medical Home v" Family-centered
American Academy of Pediatrics
(AAP) introduced the concept of a v' Continuous
‘medical home’ as an approach to
comprehensive, high-quality care. v comprehensive

v' Coordinated
v Compassionate
v" Culturally effective

AAP Medical Home Definition


https://www.aap.org/en/practice-management/medical-home/medical-home-overview/what-is-medical-home/

Shift to ‘Patient-Centered’

Patient Centered Medical Home (PCMH) Journey

Joint Principles of the Patient-Centered Medical Home:

v Personal physician

v Physician directed medical practice
Patient-Centered Medical Home

American Academy of Pediatrics v Whole person orientation
(AAP), American Academy of
Family Physicians (AAFP), American v Care is coordinated and/or integrated

College of Physicians (ACP), and
American Osteopathic Association
developed a joint statement of
seven principles of a PCMH.

v' Quality and safety
v' Enhanced access
v' Payment appropriately recognizes the added value of the PCMH

oint Principles of the Patient-Centered Medical Home
‘.. NATIONAL ASSOCIATION OF
“ﬁ Community Health Centers


https://www.acponline.org/sites/default/files/documents/running_practice/delivery_and_payment_models/pcmh/demonstrations/jointprinc_05_17.pdf

Advancing PCMH

Patient Centered Medical Home (PCMH) Journey

The ACA promoted
‘medical home’
implementation.

Patient-Centered Medical Home
The Health Resources and Services
Administration (HRSA) Accreditation
and Patient-Centered Medical Home

Recognition Initiative supports
health centers in obtaining
ambulatory health care
accreditation and/or PCMH
recognition through a contract with
three organizations.

0.®,
'IlP NATIONAL ASSOCIATION OF
| Communi ty Health Centers

Accreditation Association

NCQA Com-lr-:ii sjiooi::t(_” Q) for Ambulatory Health Care
(AAAHC)
PCMH Recognition Certification Accredited
Scope Site-level Organization-level Organization-level
Duration Annual 3-year cycle 3-year cycle
On-site survey No; online Yes Yes

HRSA PCMH Comparison Chart


https://bphc.hrsa.gov/technical-assistance/clinical-quality-improvement/patient-centered-medical-home-resources-comparison-chart

PCMH...the Next Frontier

Patient Centered Medical Home (PCMH) Journey

Value-Based Care

IMPROVED
HEALTH
OUTCOMES

Leverage PCMH as a foundation to

value-based care transformation. IMPROVED / / 7 \  IMPROVED
PATIENT L [EQUITY| L STAFF
EXPERIENCES | / | EXPERIENCES

REDUCED
COSTS



HOW to Leverage PCMH as a Foundation

to Value-Based Care Transformation?




PCMH: A Foundation for Value-Based Care

INF UCTURE CARE DELIVERY PEOPLE

I“PROVEP’E’»T S"RATEC Y

HEALTH INFORMATION

TECHNOLOGY

ve he

POLICY

PAYMENT

COST

POPULATION HEALTH

MANAGEMENT

Use data on patient populations to
target interventions that advance
the Quintuple Aim.,

PATIENT-CENTERED
MEDICAL HOME

Employ a model of care that
transforms the delivery of primary
care into a comprehensive,
patient-centered system focused
on high quality, accessible, and
coordinated care.

LAl
@)
\» /

©

 EVIDENCE-BASED CARE

/ Make patient care decisions

using cinical expertise and
best-practice research integrated
with patient values and self-care
maotivators.

, CARE COORDINATION AND
/ CARE MANAGEMENT

Facéitate the delivery and
coordination of care for high-risk
and other patient segments
through targeted services,
provided when and how
needed,

SOCIAL DRIVERS OF HEALTH
Address the soclal, economec, and
environmental circumstances that
influence patients’ health and the

care they receive.

, )&’\ )
N/

PATIENTS

intentionally and acuvely
incorporate the patient
perspective into governance, care
system design, and individual care.

> CARE TEAMS

/ Utilize groups of staff wath

different skills to work together
1o deliver and improve care,
offering a wider range of
services more efficiently than a
provider alone.

s GOVERNANCE AND LEADERSHIP
J Apply position, authority, and

knowledge of governing bodies
(boards) and leaders to support
and advance the center’s
transformation goais,

WORKFORCE

Leverage a trained and fully
engaged staff to successfully
address the health center's
mission and gosls, with optima
joy in work

PARTNERSHIPS
Collaborate and partner with
external stakeholders to pursue

the Quintuple Aim,

The Value Transformation Framework

15 Change Areas organized by 3 Domains:

Infrastructure: the components, including health
information systems, policies, and payment structures,
that build the foundation for reliable, high-quality health
care

Care Delivery: the processes and proven approaches
used to provide care and services to individuals and
target populations, such as evidence-based care and
social drivers of health

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



PCMH: Within the Transformation Journey

Leverage the Value Transformation Framework and Elevate:

STEP 3 - PLAN

Incorporate transformation efforts
Your transformatfon . into your Improvement Strategy .
journey begins here! ot .

STEP 4 - TRANSFORM
Apply the VTF and suite

STEP 2 - ASSESS . . of FREE transformation STEP 5 - REASSESS
) Measure trqnsformatlon ‘ tools and resources Measure transformation
Lo progress using the Value " progress over time using the
P Transformation Framework . VTF Assessment; monitor,
(VTF) Assessment . adjust, and improve

STEP 1 - ENGAGE

Register for Elevate and
participate in the FREE health

center learning community



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/

TEP 2: ASSESS

Value Transformation Framework Assessment

Change Area: Patient-Centered Medical Home

Employ a model of care that transforms the delivery of primary care into a comprehensive, patient-centered system focused on high quality, accessible, and

coordinated care.

1. Learning

2. Basic

3. Applied

4. Skilled

5. Expert

Applieation of PCMH

Model

Health center leaders are
aware of the Patient-
Centered Medical Home
(PCMH) model and the
significance of obtaining
PCMH recognition but have
not applied for it from any
of the HRSA-recognized
organizations®*.

Health center has assigned
staff to be accountable for
understanding the
characteristics of the PCMH
model (comprehensive,
patient-centered, high
quality, accessible, and
coordinated care) and
obtaining PCMH recognition
from a HRSA-recognized
organization®.

Health center has achieved
PCMH recognition® for at
least one site in the
organization.

Health center has achieved
PCMH recognition® for all
sites within the
organization.

Health center is actively
applying the PCMH care
model as a foundation for
system-wide
transformation efforts.
Health center has expanded
the PCMH care model to
include innovative
approaches to care,
including virtual care,
patient self-management,
integrated care delivery
models, and expanded care
teams.

*HRSA contracts with three national organizations to provide technical assistance and training for their PCMH recognition processes:
®  The Joint Commission for ambulatory health care accreditation and PCMH certification

®  The Accreditation Association for Ambulatory Health Care for ambulatory health care and medical home accreditation
*  The National Committee for Quality Assurance for PCMH recognition

reglantern.com/vtf



https://reglantern.com/vtf

Assess Readiness for Value-Based Care

(VTF‘, Expert

y Skilled

e IMPROVED

50 . HEALTH

E Applled OUTCOMES

i) Basic . IMPROVED / 7~ N\ | IMproVED
- PATIENT = - STAFF

g EXPERIENCES K j EXPERIENCES
S Learning ® NS~

()] | REDUCED

E . . COSTS

= —

Planning Implementing Optimizing

Value-Based Care Readiness



PCMH: A Foundation to Value-Based Care

Average VTF Assessment Scores, 2019 -2022 Average VTF Assessment Score, 2023

Workforce | 201
Cost I 2.77

Payment | 2.96
Payment I——— 2.90

HIT s 0 07 Leadership I 2 o5

Policy I 2 08 Cost | I — 3.08
CareTeams I .00 HIT e 3.09
Workforce I  3.01 Social Drivers I 3.09
Leadership I  3.08 Care Management I 310

Improvement Strategy I — 3.12 Care Teams I .11

Patients I  3.20 Policy I —— 314
PHM I 3.22 PHM . 316

Care Management I 3,22 Paticnts I 3,10

Social Drivers 3.32 Evidence-Based Care I 3.34

Evidence-Based Care 3,35 Improvement Strategy I 334

Partnerships I 3.50 )
Partnerships | 3.40
D
Average 3.15
Average 3.16

1578 Assessments conducted

445 Organizations

47 States & Territories represented

2-14% Average improvement over time period

268 Assessments conducted
139 Organizations
40 States & Territories represented



STEP 3: PLAN

(Y,
I|P MNATIONAL ASSOCIATION OF
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VALUE TRANSFORMATION FRAMEWORK
Action Guide

Plan for transformation by outlining goals and incorporating
transformation activities in your health center’s
Improvement Strategy.

@ HEALTH CENTER

[l IRE

@ IMPROVEMENT STRATEGY

is improvement strategy essential to

health center performance?

An improvernent strategy ensures health centers have dearly defined
vizions, goals, and action steps that drive ransformation and improve
performance. It zuides hesith center performance by effectively and
routinely measuring and communicating information about the gqualiy,
value. and outcomes of the health care experience. In an era of value-based
care, this whole systerms approach supports heakh centsrs to:

IMPRB\I’EHEI\IVI' @
- v Use the VTF's organizing framework to support the

connection of PCMH activities to larger value
transformation efforts.

*  Function as "learning organizations” engaged in continuous quality
improvement and applying evidence based interventions and best
practices.

- Implement organization wide. system level changes that are impactful,
measurable and transformative.

- Drive improvements toward the Quintuple Aim goals - improved health
outzomes, improved patient experiences, improved staff experiences,
reduced costs, and equity

A health center's improvement strategy is mast effactive when aligned with the health center's overall strategic plan

This not only creates a solid foundation for heaith center improvement but integrates improvement and innovation

activities within health center advancements in the infrastructure. care defivery, and people systems.

v" Nest PCMH activities within larger VBC Strategy.

is a whole-systems improvement strategy?
An improvement strategy guides the advancement of healthcare quality. The Institute of Medicine's (I0M) 2001
landmark report, Crossing the Quality Chasms: A New Health System for the 21st Century, cutined six aims for
improwement in the health care system’. These indudes care that iz safe, effective, patient centered, imely, effident,
and equitable.




STEP 4: TRANSFORM

NEW Dedicated VBC Resources

o ﬁ Health Center Value-Based Care
elevate\‘ Busi 3
) usiness Analysis Tool

VALUE TRANSFORMATION FRAMEWORK

VALUE TRANSFORMATION FRAMEWORK
n Brief Action Brief

W
DEVELOPING YOUR HEALTH CENTER'S VALUE-BASID
This 100! In provided 10 assist community health Centers in evaluating thelr risk tolerance for vahue-based care models PAYMENT GOALS
a5 wall as of prope COSS A re0Wrns 0N for various
arrangements. To assess your s please review the foliowing divections before -
the sub

O Qumry Canter Augunt S92

@ ATTRIBUTION THRESHOLDS FOR VALUE-BASED CARE

Please note: The workbook Is meant o provide high-level fin. al peoj Umng national ages and
Other factors g YOur orp: 's abdlity 0 assume value-based arrangements "~ B WAL SALED CAR
(Lo, geography, average salaries, cost of living, patient demographics, etc.) would need to be svaluated separately, e g ws bt s st § &

Additionally, please note the glossary worksh helphat and source dats used for benchmarking
porpotes.

VALUE TRANSFORMATION FRAMEWORK

Action Brief

VALUL TRANSFORMATION FRAMIWORK

Directions-
Complete the following tabs

1. Risk Assessment: Answer each Quesdon in he "Tesgonse” column 10 the Dest of your knowledge When you have

[ e A score wil £l 3t T DOBOM Of the Page MACANg Mgh, Modum of Iow NSK eaeess Dased
On your responses. In thes secson, vadue based care contracts are defned as Shaved Savings agreements, care coordinaion
PayTRres 3 well a5 MMM Payment MOAes (DUNIed Payments, CapRMed MTANQIMIeNts. ok )

@ arrrisurion @ pavor pata

2. Projected Revecwses: poputate the Soliowing ndommanon Sor each of your cument and'or polental uure value-based care
Contoacts 10 ganmrale ot progecied sevenues. For defievtons of e revere Catugones. Pl teferance (he Gostary tab

€ of lives included n contract
Upside potential [optional)
Downside potential (optonal)
! (per per month)
Araisk [} A0t
2. Projected costs: Lot e 1o 1-:‘:“!”:"'.'"-'.'!'] Teral f'l'.‘;!'.‘l-: Tt Wt Cpbfating
8 of covered bves o LRt Cersl It
o of px partie| [Uisdc e Shired Sangs Progeam 1] 0 f 1] | 0
Anewal salarySbene! Licdcars ACO Reach 0 0 & L]
s o g Ut et Ve et Catte P o 0 0 [ $0 -~
SO e Carmirers wl Wake Dased Cae Programs. | Comimens d Conbacd B 1] 1] 30 0
::Aml‘-r-‘tu'fdlwﬁdm Care Programs _\.m‘lllr-n.dm.ﬂi! o 50 0 [ 0 Data Do Haslth Conters Racaive feam Pagers, snd What Does ¥ Look Like®
Carrrrerc il Vabe-Based Care Prograrms |(Commencal Costeact £3 ] 1] &0 &0
IneT et ens TITPTS® [ Tor— Batwartage P T — Aehoariage Cortract 01 a §0 fT5] [ 0
I'-":d-\.nlv-ﬂﬂ-n'ﬂ!ﬁ Plarnes .1-"r.'l-\.-rv-1w:-"n_r'.'frﬂn' = o 50 B 30
bbocic are Acteantagn Pam Modk are Acwantage Cordract 51 ] 50 0 | 0
| Tortad ] 8 [1] i (2]

Business Analysis Tool to assist health centers in Suite of Value-Based Payment Action Briefs
making financial projections regarding VBP engagement Developing VBP Goals, Attribution, Attribution Thresholds, Payor Data


https://www.nachc.org/action-brief-developing-value-based-payment-goals/
https://www.nachc.org/action-brief-attribution/
http://ttps/www.nachc.org/action-brief-attribution-thresholds/
https://www.nachc.org/action-brief-payor-data/

STEP 4: TRANSFORM

: Recorded webinars on health

center VBP opportunities!

Medicare Shared Savings Medicare Shared Savings™ ~ 4~ ~
Program Program-AIP ACO REACH Making Care Primary
Degcrip[ion; The program 14 run by Accountable Care The ACO Investment Program (AIP) program Realzing Equity, Access The Making Care Pramary (MCP) Mode! 15 3
Organizations (ACOs), which are groups | provides savings to MSSP ACOs In rural or Community Health) A multi-state primary care initlative
of doctors, hownals. and other health underserved areas in an upfront Model focuses on promoting designed to enhance access and quality of
care pvwldeu ACOS mesting s infrastructure payment, and eight heaith equity and addressing care while addressing key community
3 standards and quarterly risk-factor based per beneficiary | healthcare disparities for priorities. The MCP Model introduces an

payments. ALOs meeting
standards and achieving
less than targ

ecific quality undenrmd commul\iuu Innovative payment structure to
y < 3 nnanclalry supporl (ne role of pvlmary

- Advancing Health Center Value-

provider "-J«. gani
partic Ang In rigk.b

Pros: . . Hel .
- , | s Based Care
value-based care expe along
> expe .
Cons: . . . gram and no longer .
ating shared saving . . :
. od 1o eventuaily take on . .
. ; - MSSP AIP 2-Part Webinar Series
care dedvery modeis for greatest
impact
LAN APM Category 3A - 38 Category 3A Category 4 Category 2A - 4A

Category:



https://nachc.docebosaas.com/learn/courses/420/value-based-care-july-2023
https://nachc.docebosaas.com/learn/courses/420/value-based-care-july-2023
https://nachc.docebosaas.com/learn/courses/409/medicare-shared-savings-program-mssp-advance-investment-payment-aip

STEP 4: TRANSFORM

NEWLY Released

VALUE TRANSFORMATION FRAMEY\
Action Guide

v' Action Brief: How to Use the VTF and Elevate Prenmce

v' Action Brief: Assess Transformation Progress (1) IMPROVEMENT STRAT

v Improvement Strategy Action Guide
health center performance?

TR b e Health Center Ql/QA Plan
visions, goals, and action steps that drive transformation and
Q | / O A P an | emp ate il e hor s ki il Tk
routinely measuring and communicating information about t T I t
< < t empiate

value, and outcomes of the health care experience. In an era
care, this whole-systems approach supports health centers tof

+ Function as “learning organizations” engaged in continuou
improvement and applying evidence-based interventions 3

. . . pracrices.
v' Medicare Reimbursement Tip Sheets (13 new/updated R -
measurable and transformative. Instructions for Use: This Qi/QA Plan Template is designed to support health centers in mesting
! + Drive mprovements toward the Quintuple Aim goals - img] HRSA Health Center Program Requirements. Health centers may customize this Plan by editing all

outcomes, improved patient experiences, improved staff e} red text to meet individual health center needs. For the greatest impact, implement this Planasa

exhicet] cosxy, S equiy. component of your health center Improvement Strategy.
Ahealth center’s improvement strategy is moss effective whes
This not only creates a soid foundation for health center imp

activities within health center advancements in the infrastruct) This instructional cover page may be removed b‘[ the health center.

is a whole-systems improvement st
An improvement strategy guides the advancement of healthg|

Access even more NACHC tools & resources to support health center VBC ik ot g she Qunby e At e i

improvement in the health care system’. These includes care

transformation at: https://nach m/learn/signin e i Q rec



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
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/about-nachc/our-work/quality-center/value-transformation-framework-vtf/

Finding Alighment
v NACHC VTF

v NCQA PCMH
v" HRSA Health Center Program Requirements

Community Health Centersg



Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

Team-Based Care and Practice Organization (TC)

NCQA PCMH Core Criteria+

NACHC VTF Change Area

HRSA Health Center
Program Requirement

NACHC Elevate Resources

TC 01 PCMH Transformation Leads: Designates a
clinician lead of the medical home and a staff person
to manage the transformation and ongoing patient-
centered care.

TC 02 Structure and Staff Responsibilities: Defines
the practice's organizational structure and staff
responsibilities/skills to support key practice functions.

TC 06 Individual Patient Care
Meetings/Communication: Has regular patient care-
team meetings or a structured communication process
focused on individual patient care.

TC 07 Staff Involvement in Quality Improvement:
Involves care team staff in the practice’s performance
evaluation and quality improvement activities.

TC 09 Medical Home Information: Has a process for
informing patients/families/caregivers about the role
of the medical home and provides
patients/families/caregivers materials that contain the
information.

Governance & Leadership

PCMH
(VTF Assessment |level: Basic)

Improvement Strategy
(VTF Assessment level: Basic)

Care Teams
(VTF Assessment level: Basic)

Improvement Strategy
(VTF Assessment level: Basic -
Applied)

Patients
(VTF Assessment level: Basic)

Site Visit Protocol*

Quality Improvement/Assurance
Element B: Designee to Oversee
QI/QA Program

Site Visit Protocol*

Quality Improvement/Assurance
Element C: QI/QA Procedures or
Processes

N/A

Site Visit Protocol*

Quality Improvement/Assurance
Element C: QI/QA Procedures or
Processes

N/A

+"NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html

*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol

Leadership Action Guide
Improvement Strategy Action Guide
QI/QA Plan Template

Improvement Strategy Action Guide
QI/QA Plan Template

Care Teams Action Guide

VALUE tRap,
o ISFORMATI0,
Action Gujge N FRAMEWORy

\ @
P HEALTH cenren

l\ll )
= lMPROVEMENT STRATEGV

Improvement Strategy Action Guide
QI/QA Plan Template

Patient Engagement Action Guide


https://www.nachc.org/action-guide_leadership/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/action-guide_care-teams/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/action-guide_patient-engagement/
https://store.ncqa.org/pcmh-standards-and-guidelines.html

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

Knowing and Managing Your Patients (KM)

HRSA Health Center
Program Requirement

NCQA PCMH Core Criteria+ NACHC VTF Change Area

NACHC Elevate
Resources

KM 01 Problem Lists: Documents an up-to-date problem list FeplEem i EEdn o P e N/A

for each patient with current and active diagnoses. Evidence-Based Care
KM 02 Comprehensive Health Assessment: Comprehensive
health assessmentincludes:

» Medical history of patient and family

+ Mental health/substance use history of patient and family
» Family/social/cultural characteristics

« Communication needs SDOH UDS* Table 3B, 4, 6A
» Behaviors affecting health

+ Social functioning

+ Social determinants of health

» Developmental screening using a standardized tool
» Advance care planning

Population Health Management
(VTF Assessment level: Learning)

(VTF Assessment |level: Learning)

KM 03 Depression Screening: Conducts depression

screenings for adults and adolescents using a standardized
tool.

Evidence-Based Care

*
(VTF Assessment level: Basic) UDS* Table 68

KM 09 Diversity: Assesses the diversity of its population Population Health Management

’ Race_ . (VTF Assessment level: Learning)
» Ethnicity UDS* Table 3B
+ Genderidentity SDOH

« Sexual orientation

- One other aspect of diversity (VTF Assessment level: Learning)

+'NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncga.org/pcmh-standards-and-guidelines.htm
*https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf

NACHC SDOH Action Guide

NACHC Reimbursement Tips -
Advance Care Planning

VALug TRAN;
. ISFORMATY
ACEion Guige O AMEWoRK

7 5,

NTER \

Gl
€ SOCIAL DRyERg OF HEALTH

sociay py
A ()

NACHC SDOH Action Guide


https://www.nachc.org/action-guide_sdoh/
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_ACP.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_ACP.pdf
https://www.nachc.org/action-guide_sdoh/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

Knowing and Managing Your Patients (KM)

NCQA PCMH Core Criteria+ NACHC VTF Change Area = Fenter NACHC Elevate Resources
Program Requirement

KM 10 Language: Assesses the language needs of its Patients -
. . . UDS* Table 3B

population. (VTF Assessment level: Learning)
KM 12 Proactive Outreach: Proactively and routinely
identifies populations of patients and reminds them or their
families/caregivers about needed services: Evidence-Based Care NACHC Cancer Screening Action Guide
» Preventive care services AT Assessmanit el Besie) UDS* Table 68, 7 NACHC Diabetes Action Guide
* Immunizations ’ NACHC Hypertension Action Guide
+ Chronicor acute care services
+ Patients not recently seen by the practice
KM 14 Medlcatlon Reconciliation: Reviews anq reconciles Care Coordination/ Management .
medications for more than 80% of patients received from care . . N/A yation FRAMEWS

" (VTF Assessment level: Basic) e TRANSFOR _
transitions.
KM 15 Medication Lists: Maintains an up-to-date list of Evidence-Based Care N/A

medications for more than 80% of patients.

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf



https://www.nachc.org/action-guide_cancer-screening/
https://www.nachc.org/action-guide_diabetes/
https://www.nachc.org/action-guide_hypertension/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

Knowing and Managing Your Patients (KM)

HRSA Health Center

NCQA PCMH Core Criteria+ NACHC VTF Change Area . NACHC Elevate Resources
Program Requirement

KM 20 Clinical Decision Support: Implements clinical decision

support following evidence-based guidelines for care of: Population Health

+ A mental health condition Management

* A substance use disorder (VTF Assessment level: Learning) NACHC Cancer Screening Action Guide
» A chronic medical condition N/A NACHC Diabetes Action Guide

» An acute condition Evidence-Based Care NACHC Hypertension Action Guide

» A condition related to unhealthy behaviors (VTF Assessment level: Basic)

*  Well-child or adult care
+ Overuse/appropriateness issues

Care Coordination/
Management
(VTF Assessment level: Applied)

Site Visit Protocol*

Required and Additional

Health Center Services Element ~ NACHC SDOH Action Guide | 1t romurion sayygp,
\

KM 21 Community Resource Needs: Uses information on the
population served by the practice to prioritize needed
community resources.

d
C: Providing Culturally e

SDOH Appropriate Care

(VTF Assessment level: Basic)

NTER \

Gl
€ SOCIAL DRyERg OF HEALTH

sociay py
A ()

+"NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol



https://www.nachc.org/action-guide_cancer-screening/
https://www.nachc.org/action-guide_diabetes/
https://www.nachc.org/action-guide_hypertension/
https://www.nachc.org/action-guide_sdoh/
https://store.ncqa.org/pcmh-standards-and-guidelines.html

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

Patient-Centered Access and Continuity (AC)

NCQA PCMH Core Criteria+

NACHC VTF Change Area

HRSA Health Center
Program Requirement

NACHC Elevate Resources

AC 01 Access Needs and Preferences: Assesses the access
needs and preferences of the patient population.

AC 02 Same-Day Appointments: Provides same-day
appointments for routine and urgent care to meet identified
patient needs.

AC 03 Appointments Outside Business Hours: Provides
routine and urgent appointments outside regular business
hours to meet identified patient needs.

AC 04 Timely Clinical Advice by Telephone: Provides timely
clinical advice by telephone.

AC 05 Clinical Advice Documentation: Documents clinical
advice in patient records and confirms clinical advice and care
provided after hours does not conflict with the patient's
medical record.

AC 10 Personal Clinician Selection: Helps
patients/families/caregivers select or change a personal
clinician.

AC 11 Patient Visits With Clinician/Team: Sets goals and
monitors the percentage of patient visits with the selected
clinician or team.

Care Coordination/
Management
(VTF Assessment level: Basic)

Care Coordination/
Management
(VTF Assessment level: Basic)

Care Coordination/
Management
(VTF Assessment level: Basic)

Care Coordination/
Management

Care Coordination/
Management

Population Health
Management
(VTF Assessment level: Basic)

Population Health
Management
(VTF Assessment level: Applied)

Site Visit Protocol*

Accessible Locations and Hours of
Operation Element B: Accessible
Hours of Operation

N/A

Site Visit Protocol*

Quality

Improvement/Assurance Element C:
QI/QA Procedures or Processes

+'NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncga.org/pcmh-standards-and-guidelines.html

*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol

NACHC Empanelment Action Guide
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https://www.nachc.org/action-guide_empanelment/
https://store.ncqa.org/pcmh-standards-and-guidelines.html

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

Care Management and Support (CM)

HRSA Health Center

. NACHC Elevate Resources
Program Requirement

NCQA PCMH Core Criteria+ NACHC VTF Change Area

CM 01 Identifying Patients for Care Management:
Considers the following when establishing a systematic

process and criteria for identifying patients who may benefit Care Coordination/ NACHC Care Management Action Guide
from care management: Management

» Behavioral health conditions N/A NACHC Risk Stratification Action Guide

+ High cost/high utilization Population Health

» Poorly controlled or complex conditions Management NACHC Reimbursement Tips - Chronic Care
» Social determinants of health (VTF Assessment level: Expert) Management

» Referrals by outside organizations (e.g., insurers, health
system, ACO), practice staff, patient/family/caregiver

CM 02 Monitoring Patients for Care Management: Monitors Care Coordination/

the percentage of the tota! paj:ient population identified Management N/A ; i Z:;',’.;;"g"t';:;’:"mn-rumww |
through its process and criteria. e, I\ o

@ CARE MANAGEMENT
Care Coordination/
N / A Use Care Manage, . CARE (o
Management - R e (B

CM 04 Person-Centered Care Plans: Establishes a person-
centered care plan for at least 75% of patients identified for
care management.

CM 05 Written Care Plans: Provides a written care plan to the
patient/family/caregiver for at least 75% of patients identified
for care management.

Care Coordination/

Management N/A

+'NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncga.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol



https://www.nachc.org/action-guide_care-management/
https://www.nachc.org/action-guide_risk-stratification/
https://www.nachc.org/reimbursement-tips_ccm-cccm-pcm/
https://www.nachc.org/reimbursement-tips_ccm-cccm-pcm/
https://store.ncqa.org/pcmh-standards-and-guidelines.html

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

Care Coordination and Care Transitions (CC)

NACHC VTF HRSA Health Center

NCQA PCMH Core Criteria+ NACHC Elevate Resources

Change Area Program Requirement

CC 01 Lab and Imaging Test Management: The practice

systematically manages lab and imaging tests by:

» Tracking lab tests until results are available, flagging and
following up on overdue results

+ Tracking imaging tests until results are available, flagging

and following up on overdue results Site Visit Protocol*

Care Coordination/

» Flagging abnormal lab results, bringing them to the Quality NACHC Models of Care Action Guide
. L Management
attention of the clinician Improvement/Assurance Element
» Flagging abnormal imaging results, bringing them to the C: QI/QA Procedures or Processes
attention of the clinician
» Notifying patients/families/caregivers of normal lab and
imaging test results
+ Notifying patients/families/caregivers of abnormal lab and
imaging test results.
CC 04 Referral Management: The practice systematically
manages referrals by hction Guide: Leveraging Health center g
R - o 0] o q Management Processes for (;Zop ?7(’!/(’3/;7 E/[;?;‘/a{
G|V|n_g the.co.nsultant o speEElELinG dimeEl gueston, the Care Coordination/ Site Visit Protocol* NACHC Models of Care Action Guide| e
required timing and the type of referral . fake  systems appro,
+ Giving the consultant or specialist pertinent demographic Management Clulisy
= ) . (VTF Assessmentlevel:  Improvement/Assurance Element ~ NACHC 340B Referral Management
and clinical data, including test results and the current care Basic - Applied) C: QI/QA Procedures or Processes  Action Guide

plan
+ Tracking referrals until the consultant or specialist's report
is available, flagging and following up on overdue reports

are ways to levera,
3408 referral captgrep o Management processes for

+"NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol



https://www.nachc.org/action-guide_models-of-care/
https://www.nachc.org/action-guide_models-of-care/
https://www.nachc.org/action-guide_340b-referral-mgmt/
https://www.nachc.org/action-guide_340b-referral-mgmt/
https://store.ncqa.org/pcmh-standards-and-guidelines.html

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

Care Coordination and Care Transitions (CC)
NACHC Elevate Resources

HRSA Health Center

NACHC VTF Change Area .
Program Requirement

NCQA PCMH Core Criteria+
NACHC Care Management Action Guide

Care Coordination/
NACHC Reimbursement Tips - Transitional

CC 14 Identifying Unplanned Hospital and ED Visits:
Systematically identifies patients with unplanned hospital Management
admissions and emergency department visits. (VTF Assessment level: Basic)

FC 15 Shgrlng Cllnlcgl Ipformatflon: Shares clinical Care Coordination/ o Care Management

information with admitting hospitals and emergency M Site Visit Protocol*

anagement I .
departments. Continuity of Care and Hospital
. . . Admitting
CC 16 Post-Hospital/ED Visit Follow-Up: Contacts
patients/families/caregivers for follow-up care, if needed, Care Coordination/
Management

e
i th dischiag,
o ey gy 1B i,

Bt ursicoessiyl e
04 dlays,

within an appropriate period following a hospital admission or
(VTF Assessment level: Basic)
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+"NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html

*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol


https://www.nachc.org/action-guide_care-management/
https://www.nachc.org/reimbursement-tips_tcm/
https://www.nachc.org/reimbursement-tips_tcm/
https://store.ncqa.org/pcmh-standards-and-guidelines.html

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

Performance Measurement and Quality Improvement (Ql)

NCQA PCMH Core Criteria+ NACHC VTF Change Area

HRSA Health Center
Program Requirement

NACHC Elevate Resources

QI 01 Clinical Quality Measures: Monitors at least five

clinical quality measures across the four categories: Improvement Strategy

e Immunization measures (VTF Assessment level: Basic)
» Other preventive care measures

» Chronic or acute care clinical measures Evidence-Based Care

« Behavioral health measures

QI 02 Resource Stewardship Measures: Monitors at least

two measures of resource stewardship: Improvement Strategy

» Measures related to care coordination (VTF Assessment level: Basic)
+ Measures affecting health care costs

Site Visit Protocol*

Quality Improvement/Assurance
Element C: QI/QA Procedures or
Processes

UDS** Table 6B, 7

Site Visit Protocol*

Quality Improvement/Assurance
Element C: QI/QA Procedures or
Processes

+'NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html

*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol
**https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf

Improvement Strategy Action Guide
QI/QA Plan Template

NACHC Cancer Screening Action Guide
NACHC Diabetes Action Guide

NACHC Hypertension Action Guide

Improvement Strategy Action Guide
QI/QA Plan Template

VALUE TRap,
; 'SFORMATI0,
Action Gujge N FRAMEWORK


https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/action-guide_cancer-screening/
https://www.nachc.org/action-guide_diabetes/
https://www.nachc.org/action-guide_hypertension/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

Performance Measurement and Quality Improvement (Ql)

HRSA Health Center

NCQA PCMH Core Criteria+ NACHC VTF Change Area . NACHC Elevate Resources
Program Requirement
Improvement Strategy
o . i *
QI 03 Appointment Availability Assessment: Assesses P ResEEsmETEIE R BRI, (SQIEZIXIS;;P';?J'\:/Z(;:Lnt/Assurance Improvement Strategy Action Guide
performance on availability of major appointment types to At y .p QI/QA Plan Template
meet patient needs and preferences for access CEITE (a e Y ElmEE 2 QU FTEEEe LITEs e NACHC Empanelment Action Guide
’ Management Processes
(VTF Assessment level: Basic)
QI 04 Patient Experience Feedback: Monitors patient
experience through:
* Quantitative data. Conducts a survey to evaluate
patient/family/ caregiver experiences across at least three Imbrovement Strate Improvement Strategy Action Guide
dimensions, such as: p gy Site Visit Protocol* QI/QA Plan Template

(VTF Assessment level: Basic) Quality Improvement/Assurance

Element C: QI/QA Procedures or

* Access

e Communication Patients

VALUE TRaNsg,

+ Coordination . Processes UE TRANSFoRMArig
(VTF Assessment level: Basic) Action Guige " "MEwon
* Whole-person care, self-management support and e ——r
UCTURE

comprehensiveness
« Qualitative data. Obtains feedback from
patients/families/caregivers through qualitative means

A~
(ul)
= IMPROVENEN STRATEGY

+'NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol



https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/action-guide_empanelment/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://store.ncqa.org/pcmh-standards-and-guidelines.html

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

Performance Measurement and Quality Improvement (Ql)

NCQA PCMH Core Criteria+

NACHC VTF Change Area

HRSA Health Center
Program Requirement

NACHC Elevate Resources

QI 08 Goals and Actions to Improve Clinical Quality
Measures: Sets goals and acts to improve upon at least three
measures across at least three of the four categories:

* Immunization measures

» Other preventive care measures

» Chronic or acute care clinical measures

» Behavioral health measures

QI 09 Goals and Actions to Improve Resource Stewardship
Measures: Sets goals and acts to improve performance on at
least one measure of resource stewardship:

+ Measures related to care coordination

+ Measures affecting health care costs

Improvement Strategy
(VTF Assessment level: Basic)

Evidence-Based Care

Improvement Strategy
(VTF Assessment level: Basic)

Site Visit Protocol*

Quality Improvement/Assurance
Element C: QI/QA Procedures or
Processes

UDS** Table 6B, 7

Site Visit Protocol*

Quality Improvement/Assurance
Element C: QI/QA Procedures or
Processes

+'NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html

*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol

**https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf

Improvement Strategy Action Guide
QI/QA Plan Template

NACHC Cancer Screening Action Guide
NACHC Diabetes Action Guide

NACHC Hypertension Action Guide

Improvement Strategy Action Guide
QI/QA Plan Template

VALUE TRap,
; 'SFORMATI0,
Action Gujge N FRAMEWORK


https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/action-guide_cancer-screening/
https://www.nachc.org/action-guide_diabetes/
https://www.nachc.org/action-guide_hypertension/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

Performance Measurement and Quality Improvement (Ql)

NCQA PCMH Core Criteria+

NACHC VTF Change Area

HRSA Health Center

NACHC Elevate Resources

QI 10 Goals and Actions to Improve Appointment
Availability: Sets goals and acts to improve on
availability of major appointment types to meet
patient needs and preferences.

QI 11 Goals and Actions to Improve Patient
Experience: Sets goals and acts to improve
performance on at least one patient experience
measure.

QI 15 Reporting Performance Within the Practice:

Shares clinician-level or practice-level performance
results with clinicians and staff for measures it
reports.

Improvement Strategy
(VTF Assessment |level: Basic)

Care Coordination/ Management
(VTF Assessment level: Basic)

Improvement Strategy
(VTF Assessment level: Basic)

Patients
(VTF Assessment level: Basic)

Improvement Strategy
(VTF Assessment |level: Basic)

Program Requirement

Site Visit Protocol*

Quality Improvement/Assurance
Element C: QI/QA Procedures or
Processes

Site Visit Protocol*

Quality Improvement/Assurance
Element C: QI/QA Procedures or
Processes

Site Visit Protocol*

Quality Improvement/Assurance
Element C: QI/QA Procedures or
Processes

+'NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html

*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol

Improvement Strategy Action Guide
QI/QA Plan Template
NACHC Empanelment Action Guide

Improvement Strategy Action Guide
QI/QA Plan Template

Improvement Strategy Action Guide
QI/QA Plan Template
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https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/action-guide_empanelment/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://store.ncqa.org/pcmh-standards-and-guidelines.html

Voices from the field

We invite you to raise your hand to share  /
how you are using PCMH as a foundation l
for value-based care transformation.
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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 herel

www.nachc.org @NACHC 0®° | 38


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

InnovationEX

HOSTED BY NACHC

InnovationEx 2023: Operationalizing and Sustaining Innovation for the Future

Join us Monday, October 23, 2023 for NACHC's inaugural Innovation Experience event!
v Assist health centers in taking innovation to the next level - operationalize and sustain for the future
v Build/expand the community of health center innovators
v Spread sustainable innovations throughout the health center ecosystem

v' Convene a forum for health center innovators to network and share best and promising practices, and
strategies

Hosted by NACHC's Center for Community Health Innovation.
This is a limited-space, in-person only, pre-conference event to FOM/IT, register here today!

‘i].r‘ NATIONAL. sssssssssss @NACHC o@g
I Communit y Health Centers ®


https://www.nachc.org/events/innovationex-2023-operationalizing-and-sustaining-innovation-for-the-future-innovationex-2023/

ELEVATE PULSE

Be on the lookout for the Elevate Pulse
from the Quality Center.

eIe@ Elevate Pulse "\/\"

April 23, 2021

* Slides and recordings

« NEW Action Guide. Transform Virtual Care guide and resources @

[ J TO O | S http://bitly/LeadingChangeGuide
. . . « Learning Forum slides and recording are now available. April 20th Models of Care:
* Upcoming Opportunities

Virtual Care & Patient Self-Care Tools

First time users to the Elevate platform register here

Sent the Z”d F”day Of 5/11: Care Teams b g
5/19: Care Management Part 1
each month!

Register Here

9 10 11 12 13 14 15

flay 2021
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Leading the Transition to Value-Based Care

® Launch of Health Center Staff

Medicare
Shared Savings

Program Professional Development Courses

° Advance
2023 Supplemental Sessions
Payment
« CHWs
» Care Managers
@ * CHW Supervisors
National - » Care Management Supervisors
Diabetes Brain Hgalth * QI Staff
Outreach and : !ntegratlon Diabetes Care Professionals
Prevention into Health )
Enrollment Elevated BMI Care Professionals
Learnin Program - Center Nurses
Collabo%ative Basics for Services
Health Centers
Y
January February March April May June July September October
) : o Optimizing Care () Improvement Evidence-Based Advancing Patient Engagement PCMH as a
Role of Leadership Population Health Optimizing Care o '\ilj Strate Care: Cancer Health Center o) . Individual care Foundation to
in Value-Based Management Teams Teams, wit - gy !
. —_  Attention to: Screening Value-Based « Care system VBC
Transformation, + Empanelment rg I‘\ : ] Care desien
with Attention to: » Risk Stratification Extended Care Team: m) . Improvement Ql Case Stgdy. 8
=/ P
+  Models of Care i i ~ Hypertension * Governance
@ «  Cost Enabling Services Strategy
+ PCMH Role of Leadership in @ Providing Care « Care Models
. Population Health Management 1
+  Partnersh g .
srtnerships Staregy Woridorce The Journey Continues...

Measuring Care
Management Panel
Data

2023 Core Elevate Learning Forums



FOR MORE INFORMATION CONTACT:

qualitycenter@nachc.org
Next Monthly Forum Call:
Cheryl Modica

Director, Quality Center November 14 2023
National Association of Community !
1:00 -2:00 pm ET

Health Centers

cmodica@nachc.org
301.310.2250



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

Leading the Transition to Value-Based Care

Value Transformation Framework

¥ e "‘\‘ "'..;
b~ HEALTH /;\. 2
= CENTER '\‘\//‘ 3
v N %
\* (J g
¥ » "’.\1,‘ ;;::'

S
m N \ 3 '_/ ’L’f

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

Action Briefs
v' eLearning Modules
v' Tools & Resources

v" Professional Development Courses

v' Online Learning Platform



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

Community Health Centers ®

Together, our
voices elevate’ all.

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



mailto:qualitycenter@nachc.org
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