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Elevate 2023: A Guided Path for

Health Center Systems-Change

STEP 3 - PLAN
Incorporate transformation efforts
. into your Improvement Strategy . ®
Your transformation e .
journey begins here! o .
. STEP 4 - TRANSFORM
°. Apply the VTF and suite of
EATEP 2- ASSESfS . . FRSE transformation tools STEP 5 - REASSESS
N riailégi Ersizs ?g;n\‘?:ﬁ:_ ’ ANCresources Measure transformation
o’ ?raﬁsformatiogn Framework ¢ progress over time using the VTP
«** VTE) A ; . Assessment; monitor, adjust, and
(VTF) Assessmen . 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

STEP 1: ENGAGE

Elevate National Learning Community offerings
available at NO COST to support VBC transformation:

:g_. ’:::?\“ v' Monthly Learning Forums
= [, 7 \®
~f . - v' Supplemental Sessions
olil&w)) 1o "
m\ $ ,&i}"\ v' Evidence-Based Action Guides
/ \/ S
= v' Action Briefs

v' Reimbursement Tip Sheets

. ) . . v’ elearning Modules
Elevate provides guided application

of the Value Transformation
Framework v Professional Development Courses

v Tools & Resources

v Online Learning Platform



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

STEP 2: ASSESS

VTF Assessment allows health center staff to self-assess organizational progress
in activities important to value transformation.

v Self-assess progressin 15 Change Areas of the Value Transformation Framework
v' Progressis measuredalonga continuum from "1’ (learning) to ‘5’ (expert)

N
Q.'y v Designedto be completed by multiple staffacross the organization, with sharingand discussion of scores

reglantern.com/vtf

v' Takes~20-30 minutesto complete

v' Complete atthe beginning of a transformative initiativeand repeatover time to measure improvement

v" Resultscanbe electronically shared with PCA/HCCN


https://reglantern.com/vtf

STEP 3: PLAN

Plan for transformation by outlining goals and incorporating

transformation activities in your health center’s Improvement Strategy

Planning

Strategic planning

Set priorities, goals, and measures
Select staff/team

Identify champions

Define current/future state
|dentify training needs

Develop communication plan

VALUE TRANSFORMATION FRAMEWORK
Action Guide
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https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf

Health Center Value-Based Care Glidepath Aligned
with the Value Transformation Framework (VTF)
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Year In Review:

2023 Learning Forums & Related Resources




January: Leadership

What we learned: WHY is Leadership Critical

to Transformation?

v' Action steps leadership can take to

d rive tra nsformation towa rd Value- As healthcare moves from volume to value-based reimbursement, the IMPROVED
business model and care model must connect and support one another. HEALTH
based care OUTCOMES

Leaders can advance their organization’s efforts to deliver better care with

more efficiency, gaining a competitive advantage. el |
v' Governance's role in value-based EXPERIENCE \ / EXPERIENCE
care Leaders can take action to create the environment, skills, and structure \\_ \/ ___//

)

needed to support transformation. REDUCED
COST

V4 Understanding cost How alleader or gpve_rning body uses their po;ition anq knowledge to lead is
essential to reaching improvements in the Quintuple Aim.

January Learning Forum Recording


https://nachc.docebosaas.com/learn/course/447/role-of-leadership-in-value-based-care-january-2023?generated_by=15004&hash=bf409f3febea4d0523e8af185303aef9d0e2a8f9

Action Guide

) LEADERSHIP

LEADERSHIP

A : P i 2 The Value

is Leadership Critical to Transformation? e

As healthcare moves from volume to value-based reimbursement, Framework

the business model and care model must connect and support one addresses how a health e

another. How a leader or governing body uses their position and
knowledge to lead people, care delivery systems, and infrastructure is
essential to reaching improvements in the Quintuple Aim: improved
health outcomes, improved patient and staff experience, reduced
costs, and improved equity. Leaders who embrace this shift early can
advance their organization’s efforts to deliver better care with more =
effidency, gaining a competitive advantage. This Guide focuses on transformational goals.

actions that leaders can take to create the environment, skills, and This Action Guide defin o
structure needed to suppert transformation. en actions e a e r s I
an take to provide a

foundation for organizational

transformation

leader or g ¥
their position, responsibility
and knowledge to lead p

care delive

is Leadership's Role in Transformation?

(] (]
Drganizarionaltransfurmatinn. and the shift to value-based care, requires A‘ l I O n u I e
health center leaders to develop organizational will, identify strategies

and ideas to advance the organization, and take steps to execute
change.’ A key role in this process of Will-Ideas-Execution is providing the
structure that allows for success’. Transformation requires leadership
attention to the infrastructure, care delivery and people systems

within the health center. While leadership encompasses such roles as
administrators and the Board, this Action Guide is focused on steps that
can be taken by the Chief Executive Officer in support of transformation.
This begins with establishing a well communicated strategic vision for
the organization and then translating that vision into an operational
plan, with systems that can evolve as needed with bottom-up and top-
down improvements. This requires a relentless focus on achieving the
Quintuple Aim goals one step at a time. And while “leading” is critical

to whole system change, one of the most important elements in this
process of transformation is staff engagement and support®4,

Leaders can drive and inspire change by engoging the entire team ond voluing
ideas for improvement at afl levels®.



https://www.nachc.org/action-guide_leadership/
https://www.nachc.org/action-guide_leadership/

What we learned:

v How to empanel patients and utilize
empanelment data

v How to risk stratify patients

v" How to design care models based
on risk

v How to leverage population health
strategies to support value-based
care at the planning, implementing,
and optimizing levels

Empanelment ms———) Risk Stratification =) Models of Care

The process of matching every Segmenting patients into distinct groups  Designing care models based on risk allows
patient to a primary care of similar complexity and care needsto  patients to be paired with more appropriate
provider and care team. better target care and services. care team members and services.

Low Risk Focus is keeping patients engaged in the health care

system without use of unnecessary services.

Rising Risk Focus is on managing risk factors more than
disease conditions.
High Risk Requires structured care management and one-on-
one support.
@ Highly Complex Requires intensive, pro-active care management.

February Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/445/population-health-management-empanelment-risk-stratification-february-2023/lessons

Resources: Population Health Management

Action Guide
POPULATION HEALTH MA

RISK STRATIFICATION

VALUET ide . Risk Stratification?
A Ctlon Gul G MEALTH CENTE! Risk stratification enables providers to identify the right level d Des,gn Differ,
] on Risk it Modeis PO
care and improve overall health outcomes. Population LEVE' ? of Care Baseq HE: ULA',-,

Pcﬂulanur Magement ;
me alth S key to sycep,
Eroup Patients pase, ma E It rgg, Crf E5ful vajye baseq
" their p, 5 that g o0 Care. e Effective
i

Population health management requires practices to conside|

M“NAGEMENT

Value Trapgr,,

The
5varnz

PULAT‘ ) k i Sformation
T care plan. One common stratification method is to segment red to o, t pa de) il hOw nEa,
EMPANELMEN “risk" level: high., medium- (rising), and low- risk. At the pop: Broup, The uots by risk " ' stem, &

n allows care models to be personalized to
each subgroup. (See Models of Care Action

ne-size-fits-all" model, where the same level of resou o tcomes, ing ea o denr
juine g ved oue, &S, alfous ach groy ifyiny
anelmen dor w\,mvmshvp\hu\ saute to every patient, is clinically ineffective and prohibitively comes S BE3lth canpey o St heat €
Emp s mgpm.em ot ndarmeet ‘g‘ff, p,_wevn St itervane

i bulds re th ce
grmpanelroef en primaTy avery hedl
centet oL -:;;:.Snl\ummw “‘”g;liﬂ O e roam who sSH”

a primary c P ity &
with 300 ey for thelr €are- st offers s nmm\mm reserved for high-risk patients. Care models based on
respons orts cononutty O ST g . siency at each level can flexibly match need with more approp
e 000 e U e pirt
pred B T viation o i unp,wvd‘f":;‘“e.:\ ment stratification a5 a tool to drive population health, o
fie eatth o neiment e cons anu ; or g ity e A, i Otings
fram ica) problems: ﬂmadd Bhly compjery 1,18 ang P o
that results KO e madn@ e ssed harg, X patiey i
p At | QuICO! der s are
e identific ved chnica! luate oV k patie
%ur\*"‘h"'s' e < eath center 12202050 assvs\‘ e dine st LDarmnarer P e assigneq 5
‘at 5o allows models. enits with i o ege . i S5 the Conginyg., . TeNageEr w
@ provides is Risk-Stratification? Memﬁ,ﬁ“%mm 5 are man, o o
Mage:
The goal of risk stratification s to segment patients munagemg,r,,[nm’”“)m /i,fw thin the Patigp ¢,
needs. For example, out of every 1,000 patients in 4 bfmmmgh feh-nig 17t Meetls gng coloble srrate s pEred
e o and who could benefit from more intensive suppart. T . event them
Sener and LDIV\Y'J“Y‘:‘“QL\VLE management 3t i care systers health care spending in the United States®. Of the tenm ,:f’a - om
decsons PP oundationd b O ealth WO for nearly half of U.S. health expenditures®. Heal . pereg 2 fSolutgn o etegenth mo
mpaseimentis 240000 im0 'Eifdsﬂu e enince, reduces conditions is 17 times higher than for people with Y55, including safg s ™ S 2% 8o, ang
e ar, Other thy
chang® and rience, W o
coved patient 00 L Segmenting the population according to health ;
improved B e ech u
o, ant resources more efficiently and at a lower cost. ki
and low-risk individuals. Unique care models and
pepand ¢
\ment e]
is Empane g vy PR O
js EMP e wtman — %‘JE“‘,ngslhEpapuv
Eﬂ\panahv\av\l O s consideration. 1L
e
Jy preference
o eadponsibiefor

Empanelment Action Guide

Risk Stratification Action Guide

Models of Care Action Guide

Empanelment

Empanelment
Microlearning

This microlearning course will help you to use empanelment data to drive

health center decision-making.

VTF CHANGE
AREAS ACTION STEPS

@ vossepces

POPULATION HEALTH g%

You will learn what empanelment is, why why it is

Risk Stratification

Risk Stratification

M |cro|ea rni ng This microlearning course will help you to understand how to use risk
stratification to segment your target population while considering

the social drivers of health and other criteria.



https://www.nachc.org/action-guide_empanelment/
https://www.nachc.org/action-guide_risk-stratification/
https://www.nachc.org/action-guide_models-of-care/
https://nachc.docebosaas.com/learn/courses/414/empanelment/lessons/5496:106/empanelment
https://nachc.docebosaas.com/learn/courses/414/empanelment/lessons/5496:106/empanelment
https://nachc.docebosaas.com/learn/courses/415/risk-stratification/lessons
https://nachc.docebosaas.com/learn/courses/415/risk-stratification/lessons

March: Care Teams & Care Management

What we learned:

-- ————

WHAT role do care teams have in

v The role of care teams in population health management?
population health management

— Care Teams

Care Management
v' How to provide care management

Care teams and the tasks that team members are A component of care models for high risk and
services to meet Medicare CCM assigned are developed, based on the needs of the highly complex patients. Care team members
requirements patient population (care models) and the availability provide intensive, one-on-one services to

of personnel, services, and other resources. individuals with complex health and social needs.

v' How to measure care management |
panel data R “

v' How to leverage care teams and
care management to support value-

based care at the planning,
implementing, and optimizing levels

VBB

March Learning Forum Recording



https://nachc.docebosaas.com/learn/course/448/care-teams-care-management-march-2023?generated_by=15004&hash=d21329c40557bc690d0c05cb7312e50cd70a9da1

VALUE TRANSFORMATION FRAMEWORK
Action Guide

(}J CARE DELIVERY

@ CARE MANAGEMENT

G HEALTH CENTER

Use Care Management with High-Risk
Patients? how health

Value-based care requires health care organizations to better control er and
the clinical and financial risks associated with high-risk patients. A
systematic process for managing the care of high-risk patients, using
proven interventions in a supportive ane-on-one environment, has
been shown to improve health outcomes' 2. High-risk patients, by
definition, have multiple health needs often compounded by complex
social and other issues. These patients are at risk for poor health
outcomes, inadequate quality of care, and increased costs **%, The
Centers for Medicare and Medicaid Services (CMS) recognizes care
management as a critical tool to achieve the Quadruple Aim: improved
health outcomes, improved patient and staff experiences, lower costs,
and improved equity’.

This Action Guide provides the steps to start a health center
care management program for high-risk patients. The outlined
recommendations meet the requirements of Chronic Care
Management (CCM) services defined by CMS and, therefore, are
eligible for reimbursement

Does a High-Risk Care Management Model Look Like?

High-risk care management involves intensive, one-on-one services, provided by a
nurse or other health worker, to individuals with complex health and sodial needs.
The formal design of a health center care management program can ensure a
standardized approach to managing high-risk patients by a care manager. The model
discussed in this Action Guide is based en a nurse in the role of care manager. Other
staffing models can be employed with some modification. Key companents of care
management include: identifying and engaging high-risk individuals, providing a
comprehensive assessment, creating an individual care plan, engaging in patient
education, monitaring clinical conditions, and coordinating needed services™*'.

AWV Microlearning

Care Management Action Guide

This microlearning course will help you to understand how
transitional care management (TCM) supports the transition of

patients from an inpatient setting to their primary care providers

Annual Wellness Visits (AWYV)

This microlearning course will help you to gain knowledge about Annual
Well Visits (AWV), why these visits are important, and the action steps to

build AWV processes into your health center workflows.

VTF CHANGE AREAS ACTION STEPS

o COMPILE a list of patients eligible for an AWV
POPULATION HEALTH

MANAGEMENT

e OUTREACH to schedule AWV

e team roles

You will learn what Medicare Annual Wellness Visits

£ CARE MANAGEMENT

CARE COORDINATION 9 MANAGE «
-



https://www.nachc.org/action-guide_care-management/
https://nachc.docebosaas.com/learn/courses/416/transitional-care/lessons
https://nachc.docebosaas.com/learn/courses/413/annual-wellness-visits-awv/lessons/5495:105/annual-wellness-visits-awv

+ Chronic Care Management (CCM)
* Complex Chronic Care Management (CCCM)
« Principal Care Management (PCM)

Reimbursement Tips:

Payment Reimbursement Tips: FQHC Requirements for
Medicare Chronic Care Management Services:

<@ Patient Eligibility & Consent

CCM. Patients who have multiple (two or more) chronic
continuous or episodic conditions expected to last at

least 12 months or until the patient dies, or that place the
patient at significant risk of death, acute exacerbation/
decompensation, or functional decline.

CCCM. Patient must be at moderate or high complexity
medical decision making (MDM) and require a longer
threshold of time than for CCM patients (see Coding &
Billing below).

© 2021 Nations! Association of Communty Health Centers. Al rghts reserved. | QualiyCenter@racheorg | May 2023

PCM. Patients who have a single, complex chronic
condition that is expected to last at least 3 months and
places the patient at significant risk of hospitalization,
acute exacerbation/ decompensation, functional decline,
or death. PCM services focus on the medical and/or
psychosocial needs of patients for a single disease.

Chronic Care Management Services

This table represents the key elements for each service
according to coding guidelines. Please refer to the AMA
CPT manual for a comprehensive list of requirements.

Initiating Visit required prior 1o Start x x
2 or more chronic conditions lastingat | X x|
feast 12 months or untl patient death.

T T T
1 complex chronic disease lasting at x
feast 3 months. |
Patient at risk of death, acute x x x

exacerbation/decompensation, o
functional dedline.

Patient at significan risk of IEC
hospialization. |
Comprehensive Care plan developed, x x x
implemented, revised or monitored.
Address, as needed, all medical
conditions, psychosocial needs, ADL.

Moderate or high complexity MOM x x

Frequent adjustments to medication [
regime andjor care management

‘Ongoing communication and care x
{coordination with other care providers.

CCM Reimbursement Tips

Reimbursement Tips:

[, Program Requirements
Transitional Care Management (TCM) refers to the
coordination of a Medicare patient’s transition to
a community setting after discharge from an acute
care setting. As part of TCM, a practitioner provides
or oversees the management and/or coordination
of a patient's medical, psychological, and daily living
needs following discharge from one of the following:

Inpatient Acute Care Hospital

Inpatient Psychiatric Hospital

Long-Term Care Hospital

Skilled Nursing Facility

Inpatient Rehabilitation Facility

Hospital outpatient observation or partial

hospitalization

Partial hospitalization at a Community Mental

Health Center

© Patient Eligibility & Consent

Eligible patients are these transitioning from an inpatient
hospital setting (Le, acute, psychiatric, long-term care,
v

FQHC Requirements for Medicare Transitional Care Management (TCM)

Interactive Contact

Within two (2) business days of discharge date, the
physician, qualified health professional (QHP), or clinical
staff have direct and interactive communication with the
patient (ie, phone, in person, electronic). Contact must be
‘more than simply scheduling a follow-up appointment and
it would typically address the typels) of services the patient
had during admission, what the discharge diagnasis was,
and what follow-up services they may need.

if two or more reasonable but unsuccessful attempts

are made to reach the patient within two days after
discharge, and all other TCM criteria are met, the service
may be reported (billed). Document all contact attempts.
Continue attempts to communicate until successful

Face-to-Face Visit

Within either seven (7) or fourteen (14) days following
discharge, a face-to-face visit is required. A patient whose
condition warrants mediical decision making (MDM) of
high complexity during the service period (53496) must
b ithin seven of dischar ihy
condition warrants moderately complex decision making
(99495) must be seen within fourteen days. Medication
recondliation must occur no later than the date of the
face-to-face visit. Refer to the 2023 MDM table for more

skilled nursing, o
community setting (ie., home, rest home, assisted iving,
including temporary or short-term settings such as hotel,
hostel, or homeless shelter). A practitioner must abtain
consent before furnishing or billing for TCM. Consent

about medical decision making scoring.
During the COVID-19 Public Health Emergency (PHE), CMS
allows TCM to be provided as an audio-visual telehealth
senvice 10 a new or established patient. As it s on the C1AS
st of telehealth services, itwould be billed for using G2025

may be verbal or written but must be doc thy
medical record.

Timeframe & Services

TCM senvices may be offered within the 30-day period
starting on the date when the beneficiary is discharged
from inpatient care, continuing for the next 29 days. The
three TCM components indude:

* Interactive Contact

- Face-to-Face Visit

- Non-Face-to-Face Services

TCM Reimbursement Tips

for the duration of the PHE when provided as an audic-
visual teleheaith service. Health centers must capture the
actual CPT service code (&g, 99495) for tracking purposes.
The PHE teleheath flexibilies for TOM will continue through
December 31, 2024 after the PHE expires on May 11, 2023

Non-Face-to-Face Services

Throughout the 30-day post-discharge time period, non-
face-to-face services refer o the provider's activity to
assess and inform the patient, other providers, caregivers
and involved community services about the patients
health, care coordination needs, and education needs.
Non-face-to-face services must be provided unless
determined not medically indicated or needed.

Reimbursement Tips:
FQHC Requirements for M

Phy

B Program Requirements

nmup'%g;qﬁ,m
Weliness Visits are not to be furnished to
Weliness Visit

A\ e Excepion. Vith the wabver ofgecgrophic and

criginating sites during the COVID-19 PHE. patients may
receive AWY telehealth services in their homes. Patients
may seff-report vital signs (i.e, weight and blood
pressure) to the provider during a visit i they hove
ccess to the necessary medical equipment. For
patients unable to seif-report, it is occeptable o
docurnent that body mass index and biood pressure
were not able to be obtained. All other wist
requirements must stil be met. The PHE telehealth
flexibities for AW will continue through December 31,
2024 ofter the PHE expires on May 11, 2023.

&g Patient Eligibility & Consent

Individuzls who are enrolled in Medicare Part 8 are
eligible to receive Medicare Weliness Visits. Medicare
Advantage Organizations are required Lo cover these
services and follow the associated CMS coverage
requirements and guidelines. Patient consent for a
Medicare Wellness Visit must be documented in the
medical record.

Table 1: Patient Eligibllity for Medicare Wellness Visits

Whatis @ Wekometo  Prevertievet Preventue wut
; 1o revew and

update the

PPPS and HRA

dicare Wellnes
cal Exam (IPPE) & Annual Wellness Visit

Vi itial Preventive

When doss

thepatiere  months of

viitoccur?  frstPart8
enralimert date

porformed*
Whatisthe  One Metime One Hfetime
ft Uselt  beneft subsecuent

froquency of
the wise?

AN per year

What Nocommurance  Nocomwrance Mo comsarance

While IPPE and AWV encounters cover some elements
of a physical exam they are not a routine physical exam,
which is defined by Medicare as “exams performed
without relationship (o treatment or diagnosis for

a specific liness, symptom, complaint, of injury.” If
additional preventive tests or services are provided
during an IPPE or AWV, a patient may be required to
pay coinsurance or a Part B deductible. A ful ist of
other Medicare Part B covered preventive services may
be found on the CMS Med| velines ite
under the section entitled |PPE

i Timeframe & Services

Medicare Weliness Visits include the IPPE and AWV.

A beneficiary's enroliment date with Medicare Part &
Is assoclated with the Medicare Weliness Vist services
that are furnished. A patient must first be enrolied
with Medicare Part B before a visit can be furnished.

AWV Reimbursement Tips



https://www.nachc.org/reimbursement-tips_ccm-cccm-pcm/
https://www.nachc.org/reimbursement-tips_tcm/
https://www.nachc.org/reimbursement-tips_ippe-awv/

What we learned:

v' How to optimize care teams

v A case study from Community
Health Center Association of
Connecticut on A Systematic
Approach to Optimizing Care Team
Roles & Responsibilities

@ Care Teams

Workforce Care Models (iD Improvement Strategy
Leverage a trained and fully Design care models based on Define vision, goals, and
engaged staff to successfully patient risk level to enable action steps that drive
address the health center's patients to be paired with transformation and

mission and goals, with more appropriate care team improved performance.
optimal joy in work. members and services.

April Learning Forum Recording

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

Care teams and the tasks that
team members are assigned
are developed, based on the
needs of the patient population
(care models) and the
availability of personnel,
services, and other resources.


https://nachc.docebosaas.com/learn/course/446/optimizing-care-teams-april-2023?generated_by=15004&hash=402352d6e347619a3abe24de0e76a6411d94ff1e

Resources: Care Teams

VALUE TRANSFORMATION FRAMEWORK
Action Guide
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@) CARE TEAMS

Focus on Care Teams?

Much has been written about the success of the “care team model”in
delivering high-quality, low-cost, impactful health care. Developing an
effective team-based model of care is at the heart of health center efforts
to deliver on the Quintuple Aim: improved health outcomes, improved
staff and provider experiences, lower costs, and improved equity.

Transitioning to value-based care requires a significant shift in the way
care delivery, infrastructure, and people are engaged and deployed

in the health care system. In the volume-based system, a primary
care physician would need to spend an estimated 21.7 hours per day
to provide all recommended acute, chronic, and preventive caretoa
panel of 2500 patients’. It is, therefore, not surprising that physicians
face burnout and adults in the U.S. receive only 55% of recommended services’.
The velume-driven model of care coupled with the complexity of preventive,
acute, and chronic care needs in the context of a primary care visit, limits the
quality of service delivered*. A reinvention of the care team model—with more
responsibility given to supportive members of the care team—has proven to
optimize the experience and outcomes of primary care for patients, providers,
and staff*. In addition to improving service for chronic disease and preventive
care, re-organizing care team roles can help address the widely-documented
problem of primary care physician shortagess”.

Ultimately, patient care is a team sport. All members of the health center team are.
accountable for the delivery of high quality care to patients. Patient engagement,
also crucial to care, is addressed in the Patien

While many health centers report using a team-based approach to care, these
systems may not be functioning optimally to achieve desired outcomes. This

center care teams.

PEOPLE

CARE TEAMS

Action Guide offers steps to more effectively distribute, or share, responsibility and accountability across health

Care Teams Action Guide

Expanded Care Teams

Care Teams
Microlearning

This microlearning course will help you to gain an understanding about

the meaning of expanded care teams, why expanded care teams are

important, and how to build expanded care team processe

VTF CHANGE AREA Al
© e
You will learn what Expanded Care Teams are, workfiow
CARE TEAMS
© vronre oo aex

why they are important, and 7 action steps that

© s

\_~

Care Team Planning Worksheet - Patient Appointments

linstructions: This tool is used for designing care teams in theis future state.

tep 4. Determine which technology or systems can be utilized to complete this task.
[step 5. Determine whether the task can be done by staff members working remotely.

Patient is scheduled for in-person appointment

Responsibility/Task

Reming patient of upcoming tment; confiem

When

tep 1. Review the ‘Responsibity/Task’ column to ensure it includes a complete list of activities that need to take place for an in-person visit; add/delete/modify this list, as appropriate for your health center. Not all responsibil
tep 2. Determine the job role best’ able 10 complete each task (hint: it may not be the role currently performing the task). Use the drop-down options 10 select
tep 3. Determine when in the patient visit this task is most often completed. If a task occurs at multiple points during a visit, document details in notes.

the "best’ role to complete the task. If “other”, document the st

Technology/systems utilized Can be done by staff re

Flag overdue o missing preventive chiomac Care services

anFree

Spen reterrais

i records from ther ToCiities spetlalin, £D borpital ot |
?/Care Taam

Aasrionar

Asenicnais

Care Team Planning

Compiate COVID sereaning questions with patiant

(Chach in po

fy and update inturance/iiding TAlOrmaTon

Ty a8 update demographic —Asrmation (sddrets, phor

Chackin

update PCP assignmant

y VSts [mads, Giagnosss, allargyl provede 1o p

nd Gocument patient cemmurn stite

Worksheet

Soomirg intiate dx 03 sllergy lsts

G provie misting brevertive Chonic Care tervices, update B4 ot resded
o~ g

e

In-Person Appointments



https://www.nachc.org/action-guide_care-teams/
https://nachc.docebosaas.com/learn/courses/417/expanded-care-teams?hash=9b55117e1b10b98b52e737182eb3bd3c5d090a9f&generated_by=15004
https://nachc.docebosaas.com/learn/courses/417/expanded-care-teams?hash=9b55117e1b10b98b52e737182eb3bd3c5d090a9f&generated_by=15004
https://nachc.docebosaas.com/learn/course/147/play/1136/care-team-planning-worksheet-patient-appointments
https://nachc.docebosaas.com/learn/course/147/play/1136/care-team-planning-worksheet-patient-appointments

What we learned:

v' How to implement an improvement
strategy

v" What HRSA requires in health
center QI/QA plans

v' How the VTF and Elevate support
health center improvement
strategies

+  Check performance

against external standards

W o secren s

Improvement
Strategy

«  Strategic planning

«  Set priorities, goals, and

+  Establish structures &

measures

processes

+  Operationalize the
strategy

+  Testideas

+  Scale improvements

+  Measure, monitor, & maintain

— improvement

+  Adjust, as needed, to improve
performance

May Learning Forum Recording


https://nachc.docebosaas.com/learn/courses/395/health-center-improvement-strategy-may-2023/lessons

Action Guide

IMPROVEMENT STRATEGY

is improvement strategy essential to
health center performance?

An improvement strategy ensures health centers have clearly defined
wisions, goals, and action steps that drive transformation and improve
performance. It guides health center performance by effectively and
routinely measuring and communicating information about the quality,
wvalue, and outcomes of the health care experience. In an era of value-based
care, this whole-systems approach supports health centers to:

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
outcomes, improved patient experiences, improved staff experiences,
reduced costs, and equity.

A health center’s improvemnent strategy is most effective when aligned with

the health center's overall strategic plan. This not only creates a solid foundation for health center improvement but
integrates improvement and innavation activities within health center advancements in the infrastructure, care delivery,

and people systems.

is a whole-systems improvement strategy?

An improvement strategy guides the advancemnent of healthcare quality. The Institute of Medicine's (IOM) 2001
landmark report, Crossing the Quality Chasm: A New Health System for the 21st Century, outlined six aims for
improvernent in the health care system’. These indudes care that is: safe, effective, patient-centered, timely, efficient,

and equitable.

Organizations and health care systems worldwide have adopted these aims to define quality of care””. Crossing the
Quality Chasm made an urgent call for fundamental changes in the health care system to close the quality gap
and advocated for a systems appraach to implementing change! - much like NACHC's approach to health center

systems change using the Value Transformation Framework.

IMPROVEMENT
STRATEGY

The Value
Transformation

ramework addresses how an
improvement strategy allows.
health centers to effectively and
routinely measure and communicate
information about the quality, value,
and outcomes of the health care
experience and use this infarmation
to drive improved performance.
It encompasses the systematic,
continuous process of quality
planning, improvement, control,
and assurance. This Action Guide
defines a concrete set of action steps
health centers can take to develop an
effective improvement strategy.

Improvement Strategy Action Guide

Health Center QI/QA Plan
Template

Instructions for Use: This QI/QA Plan Template is designed to support health centers in meeting
HRSA Hesalith Center Program Requirements. Health centers may customize this Plan by editing all
red text to meet individual health center needs. For the greatest impact, implement this Plan as a
component of your health center Improvement Strategy.

This instructional cover page may be removed by the health center.

Created by the NACHC Quality Center in partnership with RegLantern. July 2023,

QI/QA Plan Template



https://www.nachc.org/action-guide_improvement-strategy/
https://www.nachc.org/qiqa-plan/

June: Evidence-Based Care

What we learned:

v How to apply evidence-based care
strategies to cancer screening

v How to apply CDC’s Cancer
Screening Change Package

v' Community Health of South Florida,
Inc. health center case study

WHY a systems approach to

cancer screening?

» Cancer burden is profound

» Screening and early detection saves lives

» Health centers play an important role in cancer screening and early detection

National screening rates have flatlined

Colorectal Cancer Screening
HRSA UDS

45.56% 40.09% 41.93%

2019 2020 2021

June Learning Forum Recording

Cervical Cancer Screening Breast Cancer Screening
HRSA UDS HRSA UDS
26.53% 51.00% 52.95% 45.34% 46.29%
2019 2020 2021 2020 2021
https://data.hrsa.gov/tools/data-reporting/program-data/nationa’



http://cdc.gov/cancer/dcpc/resources/change-packages/
http://cdc.gov/cancer/dcpc/resources/change-packages/
https://nachc.docebosaas.com/learn/courses/412/applying-the-value-transformation-framework-to-evidence-based-care-cancer-screening-june-2023/lessons
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https://www.nachc.org/action-guide_cancer-screening/
https://www.nachc.org/action-guide_cancer-screening/
https://www.nachc.org/action-guide_diabetes/
https://www.nachc.org/action-guide_diabetes/
https://www.nachc.org/action-guide_hypertension/
https://www.nachc.org/action-guide_hypertension/
https://www.nachc.org/wp-content/uploads/2023/08/Action-Guide-HIV-PrEP-and-nPEP.pdf
https://www.nachc.org/wp-content/uploads/2023/08/Action-Guide-HIV-PrEP-and-nPEP.pdf

Resources: Evidence-Based Care

3-Part Brain Health Webinar Series

'e.®
'"ro‘ NATIONAL ASSOCIATION OF
I Community Health Centersg

1. Early Detection of Dementia & Reducing Risk Factors

BRAIN HEALTH INTEGRATION : S _ . .
INTO HEALTH CENTER SERVICES N | 2. Care Management for Patients with and at-risk for
y , Dementia & Leveraging Reimbursement
" Webinar 1: Early Detection of Dementia & .’ ; /l:\ .\“\., Oppo rtunities

M\ | Reducing Risk Factors
I}

// Wednesday, May 3rd 1-2pm ET

3. Health Center Partnerships & Community Linkages to
Care for Patients with and at-risk for Dementia



https://www.nachc.org/topic/brain-health/

Resources: Evidence-Based Care

Increase the impact of diabetes prevention and
management at health centers.

Healthy Together is a lifestyle change programthat
blends:

v' Virtual care

v' Self-caretools

v’ Lifestyle coachingfollowingthe CDC's
National Diabetes Prevention Program
curriculum

Recorded Webinar: National Diabetes
Prevention Program - Basics for Health Centers

Coming Soon: National Diabetes Prevention
Program (National DPP) Curriculum Module
Recording Library

{ a Healthy

Project Summary

Healthy

8- //A LA
A
./

Transform Diabetes
Prevention and Care

A step-by-step guide to implement the Centers for Disease
Control and Prevention’s National Diabetes Prevention
Program curriculum using patient self-care tools in a
virtual setting and applying a whole-person focus

D
ﬁr MATIONAL ATROCIATION OF
' Communmy Hoaly Caniety


https://www.nachc.org/resource/healthy-together-project-summary/
https://www.nachc.org/resource/healthy-together-project-summary/
https://www.nachc.org/resource/healthy-together-action-guide/
https://www.nachc.org/resource/healthy-together-action-guide/
https://nachc.docebosaas.com/learn/courses/390/national-diabetes-prevention-program-basics-for-health-centers/lessons/5221/recordingnational-dpp-basics-for-health-centers
https://nachc.docebosaas.com/learn/courses/390/national-diabetes-prevention-program-basics-for-health-centers/lessons/5221/recordingnational-dpp-basics-for-health-centers

July: Value-Base

What we learned:

v What value-based care is

v' What some of the available value-
based care payment programsare

v How to get started with value-based
care

v' How the VTF and Elevate support
value-based care transformation

Medicare Shared Savings

Program

Program-AlP

Medicare Shared Savings™ = 4 -

ACO REACH

Making Care Primary

Description: The program is run by Accountable Care | The ACO Investment Program (AIP) program Realizing Equity, Access, and The Making Care Primary (MCP) Model is a
Organizations (ACOs), which are groups | provides savings to MSSP ACOs in rural or Community Health) ACO REACH multi-state primary care initiative
of doctors, hospitals, and other health underserved areas in an upfront Model, focuses on promoting designed to enhance access and quality of
care providers. ACOs meeting specific infrastructure payment, and eight health equity and addressing care while addressing key community
quality standards and achieving savings by | quarterly risk-factor based per beneficiary | healthcare disparities for priorities. The MCP Model introduces an
spending less than targets evenly split the | payments. ACOs meeting specific quality underserved communities, innovative payment structure to
amount of savings with Medicare. standards and achieving savings by spending | continuing the momentum of financially support the role of primary
less than targets evenly split the amount of provider-led organizations care while improving patient outcomes and
savings with Medicare. participating in risk-based models. ensuring equitable healthcare delivery.
Pros: = Most established Medicare VBC = Provides upfront investment with no + Heightened focus on health equity | - FQHC inclusive
program downside financial risk to ACOs who « Various payment arrangementsto | = Three progressive tracks each focusing
= Centers for Medicare & Medicaid participate. support value-based care on different aspects of care
Services (CMS) is using the program as = Entry point for health centers seeking to « Option for primary care further transformation and payment
a “chassis” to develop and test new broaden value-based care experience with along in VBC maturity to expand arrangements
ACO models infrastructure support. experience . Payment supports pathway to value-
= Options to remain in one-sided risk = Funds can be used to impact HRSN based care adoption
arrangements longer
Cons: = Managing total cost of care including = Only available for new or low-revenue « Pilot program and no longer = Single entry point
specialty and inpatient costs is key to ACOs. receiving new entrants « Limited to only 8 states: Colorado,
generating shared savings = Five-year agreement period is required + For primary care practices Massachusetts, Minnesota, New Mexico,
= Expected to eventually take on experienced in value-based care New Jersey, New York, North Carolina, and
downside risk delivery Washington
= Requires retooling of workflow and = Unclear how will impact state PPS policy
care delivery models for greatest
impact
LAN APM Category 3A - 3B Category 3A Category 4 Category 2A - 44
Category:

July Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/420/value-based-care-july-2023/lessons/5393/july-learning-forum-value-based-care

Resources: Value-Based Care

Cammranly Hanth Cavarsy

VALUE TRANSFORMATION FRAMEWORK

VALUE TRANSFORMATION FRAMEWORK

ML

DEVELOPING YOUR HEALTH CENTER'S VALUE-BASED

PAYMENT GOALS @ ATTRIBUTION THRESHOLDS FOR VALUE-BASED CARE

Suite of Value-Based Payment

W Tems we ool
“den gt o]

VALUE TRANSFORMATION FRAMEWORK

VALUE TRANSFORMATION FRAMEWORK
on Brief PR
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Action Briefs
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FE— @ ATTRIBUTION @ PAYOR DATA

i Attribution?

s Payor Dats importamt?

O N Developing VBP Goals

Attribution

L L S
charrs chen froce & denedt .

oy e SRR 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/

Health Center Value-Based Care
Business Analysis Tool

i

ity health ¢ in evaluating value-based payment options. It provides a
0 projected costs, and returns on investment for various alternative
ization’s financial position, ph eview the following directions before

¥

9

Please note: The workbook is meant to provide high-level financial projections using national averages and
benchmarking information. Other factors Influencing your organization’s ability to value based arrangements
(Le. geography, average salaries, cost of living, patient demographics, etc.) would need to be evaluated separately.

Additionally, please note the glossary worksheet contains helpful definitions and source data used for benchmarking
purposes.

Directions:

Compilete the following tabs

1. Projected Revenues: populate the following informasion for each of your current andfor potential future value-based care

contracts to generate total projected revenues. For definitions of the revenue categories, please reference the Glossary tab
# of lives includaed in contract

ik tial L,

3 L L o
n 2 3-8 Lot n

Contractual revenue (501 member per month)
At.risk revenue (annual total)

2. Projected costs: populate the following information 10 view the total projected costs for your value-based care contracts

# of covered lives across all contracts

# of providers participating in VBC contracts

Annual salary +benefits for any current or future FTEs lists (cptional. if salary is not known, then MGMA
be

# of Lives =

AEvenue Cost

a 50 30

Medizans A00 Raszh 0 E 50

|Medicaid Vae Based Cars Pians o | %0 50

Commercial Value-Based Care Frogmams|Commarncal Contract 21 a f-2] 50
Commeral Value Based Care Pm-g-:mllv.‘.:orrlmlm:l Coniract 52 | a | 30 | 30 |
Commercal Value-Bassd Cane Progaams | Commancial Contract 23 | a 80 S0 l

Wiedicare Advantage Flarns Madicare Advaniage Contract 81 2 | 30 | 30
T |Medicars Advartage Plams Iadicare Advanisge Curllul:ME. a 50 50 1
| Medizane Acdamnaige Flars Madicarn Advanisge Contract £3 | a | 0 | 20 1

Todal o 30 30

Todal Projected Totsl Projected Total Net Dperating

Income

gglgegEeEEs

CARE DELIVERY

Health Center Value-Based Care Glidepath Aligned
with the Value Transformation Framework (VTF)

This tool is designed to provide a glidepath or readmap for a health center’s transition to value-based care. It outlines key actions for consideration during
three critical phases of transition: planning, implementing, and optimizing. While it recognizes there is no ‘right’ way or singular path, it offers guidance on

crucial steps for consideration at key phases in the journey.

Use this guide as a checklist or reference tool to support organizational conversations and planning for value-based care and achievement of the Quintuple

Aim goals: improved health outcomes, improved patient experiences, improved staff experience, reduced costs, and equity.

Feedback and comments are welcome at gualitycenter@nachc.org and will help us improve the tool.

VTF Change VTF Assessment Tool

Task Plannin; Implementin; Optimizin;
Area Question Set = - 2| =
Population Data sources Analyze existing value-based care maodels for model effectiveness, risk level, and eligibility
Health
Management | Risk Stratification; Dewvelop a strategy for risk stratification and supporting stratified care management and
Empanelment eoordination

Use risk stratification to identify and manage high-risk individuals

Support multiple levels of analysis {population, provider, patient)
Patient- Application of PCMH Evaluate current methods ta track patient engagement and identify key areas for improvement
Centered maodel

Medical Home Train staff in patient experience/engagement

Evidence- Evidence-Based Using best-practice research, develop a specific strategy to suppart highly complex patients
Based Care Guidelines
Care Gaps Develop defined care pathways specific to patient’s diagnosis and risk level; strategies to address

gaps in care

Integrated Services Integrate behavioral health into primary care

Care Care Coordination & Assess care coordination/care management eapabilities
Coordination/ | Referrals
Management Assess the care continuum network in your community, including clinical outcomes and efficiency

of specialists and health systems; develop a process for referrals and coordination of care

Transitions of Care Develop care transition protocols to reduce avoidable emergency room visits and haspital

admissions

Care Management Based on assessment findings, develop or expand care management capabilities

Explore value-add and/or revenue generating opportunities through care coordination/care
fhanagement services

Social Drivers | SDOH Assessment
of Health

Identify social drivers that impact individuals in your community

Select sacial drivers of health screening tool, if not already done

SDOH Interventions;
Healthy Equity

Develop a process to leverage resources across the health care and social service spectrum to
meet patient population needs and enhance equity.

Business Analysis Tool to assist health centers in

making financial projections regarding VBP engagement

VBC Gl'depath for health centers to begin Value-Based Care



https://www.nachc.org/wp-content/uploads/2023/10/NACHC-VBC-Projection-Model-Tool.xlsx
https://www.nachc.org/wp-content/uploads/2023/10/VBC-Glidepath-to-VTF.pdf
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What we learned:

v' How health centers can incorporate
the patient perspective into

 Individual care
« Care system design

« Governance

v Case studies from
« Grace Health
« Eastern Shore Rural Health
 AllianceChicago

WY

Patient Satisfaction Patient Experience

The extent to which a From the patient’s perspective, whether
patient’s expectations about a something that should happen in a healthcare

health care encounter were met.! | | encounter happened or how often it happened.’ |
_/

A N

Patient Engagement

The desire and capability to actively choose to participate in care in a way uniquely
appropriate to the individual, in cooperation with a healthcare provider, for the
purposes of maximizing outcomes or improving experiences of care.?

September Learning Forum Recording

ﬁ.\.
\



https://nachc.docebosaas.com/learn/courses/434/patient-engagement-september-2023/lessons/5542/recording-patient-engagement

Resources: Patient Engagement

VALUE TRANSFORMATION FRAMEWORK
Action Guide

@7 HEALTH CENTER

(@) PATIENTS
PATIENT ENGAGEMENT

PATIENT

Engage Patients In Care? _EINGA?EMHT’ g Pa ti n t-

There is mounting evidence that patient invohwement with shared
decision-making and self-care improves health care quality and
DUICEOMES 3T 8 |ower cosriid ngaging patients in their awn care
and treatment decisions is encouraged by leading health care authorities
such as the Agency for Healthcare Research and Gruality (SHRG® and

the Institute of Medicine JOM] . Patient-centered medical home (PCMH)
recognition and accreditation organizations—including the Nationa
Committee for Quality Assurance,” the Joint Cemmissian,  and the
Accreditation Association for Ambulatery Health Care''—all address
patient engagerment in their core principles.

Expectations around patient engagement are embedded in national health care legislation as part of the
Affordable Care Act (Section 3506)". It is a required component of the Medicare Shared Savings Program, and it
is under consideration for Centers for Medicare and Medicaid (CMS) coverage.

Building & truly patient-centric health system requires actively engaging patients. It is a system where patients
make informved decisions based on, nat only provider and care team expertise, but also their awn skills, capabilities,
walues, and goals. A robust patient engagement process is central to.a health system that delivers on the Quintuple
Airn: improved health cutcomes, improved patient and provider experiences, lower costs, and equity.

This Action Guide addresses the development of patient-centric care systems through two key concepts: shared
decision-making and self-care.

- Shared decislon-making (SDM) is when health care providers and patients (including
their family members and caregivers) work together to make a decision that is best for
the patient. This decision-making process considers evidence-based information about
gailable options, the provider's knowledge and experience, and the patient’s values and
preferences'®,

Self-care support is the assistance provided to patients, especially those with dhronic
canditions, that enables them to manage their health an a day-to-day basis'.



https://www.nachc.org/action-guide_patient-engagement/
https://www.nachc.org/action-guide_patient-engagement/

October: PCMH as the Foundation to VBC

What we learned.: inding Alignment: NACHC VTF, NCQA PCMH, HRSA Health

Center Program Requirements

v How to Ieverage PCMH as the Team-Based Care and Practice Organization (TC)

foundation to value-based care NCQA PCMH Core Criteria+ NACHC VTF Change Area sl e 2T NACHC Elevate Resources
Program Requirement

tra n SfO r m a tl O n TC 01 PCMH Transformation Leads: Designates a Governance & Leadership Site Visit Protocol*

clinician lead of the medical home and a staff persen Quality Improvement/Assurance I-“1 cn\cﬁfg?rrat:g‘af BT
to manage the transformation and ongoing patient- PCMH Element B: Designee to Oversee - . EnG
centered care. (VTF Assessment level: Basic) QI/QA Program -

N ) Site Visit Protocol*
TC 02 Structure and Staff Responsibilities: Defines
the practice’s organizational structure and staff THETEUEEE Sy Qg (e TR ST

/ AI ig n m e nt betwee n N CQA P C M H, responsibilities/skills to support key practice functions. (TF AEEEEE e e E R EET:SZLS IR HreEEalEs A
TC 06 Individual Patient C
H RSA H ea |th Ce nte r P rog ra m Meetir::gsla"rcln:'\amuii::ear::iona:rl—elas regular patient care- Care Teams
. team meetings or a structured communication process  (VTF Assessment level: Basic)
ReqU|rementS, and NACHC V I F focused on individual patient care.

NAA Care Teams Action Guide

Site Visit Protocol*

e e e (e e Qualy IMprovemenuASsrance  mprovement Sategy Acton Gulde
evaluation and quality im roveﬁ)'nemt act\€|t|es Applied ' ) B E QR TS R
a yimp : RS Processes
. . TC 09 Medical Home Information: Has a process for
\/ VO I CeS fro m th e fl e I d * h OW h ea Ith informing patients/families/caregivers about the role Patients
° of the medical home and provides VTE Assessment level: Basic N/A Patient Engagement Action Guide
t | g P C M H patients/families/caregivers materials that contain the ( . )
centers are leveraging information.
+ N A PCM tandards and GuIdE|II'|ES :\nnal_ Co

ittee for Quality Assurance. 2023 https://store ncgs org/pemb-standards-and-guidelines himl
acol

ance/sitt

October Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/440/pcmh-as-the-foundation-of-vbc-october-2023/lessons/5774/elevate-learning-forum-october-2023

Resources: PCMH

Finding Alignment - NCQA PCMH,
HRSA Requirements, and the VTF

It may feel daunting to keep up with the many requirements of all the Fi n d i ng AI ign m ent: N CQA PCM H ’ H RSA
programs in which health centers participate! Thankfully, there is often Req u i rem ents z a n d th e VTF M icro Iea rn i ng

alignment or areas of similarity across these programs.

This course highlights alignments across NACHC's Value
Transformation Framework (VTF), National Committee for
Quality Assurance's (NCQA) Patient Centered Medical
Home (PCMH) program, and the Health Resources and
Services Administration (HRSA) health center program

requirements.



https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnachc.docebosaas.com%2Flearn%2Fcourse%2F454%2Ffinding-alignment-ncqa-patient-centered-medical-home-hrsa-health-center-program-requirements-and-nachc-value-transformation-framework%3Fgenerated_by%3D15004%26hash%3De42365ec68944c2058a65a13705cb31f33f9cc81&data=05%7C01%7CCLindholm%40nachc.com%7C73b3e36bb8514b39e25408dbf0dbeaa2%7Cb4d5dc9c24e443e38c1801b2a98e5b22%7C0%7C0%7C638368599668627912%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=qZ5raJhwK6hIH1cb%2Bv8qGvSmTM5BtVrjCHm%2FMFXHj%2Bs%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnachc.docebosaas.com%2Flearn%2Fcourse%2F454%2Ffinding-alignment-ncqa-patient-centered-medical-home-hrsa-health-center-program-requirements-and-nachc-value-transformation-framework%3Fgenerated_by%3D15004%26hash%3De42365ec68944c2058a65a13705cb31f33f9cc81&data=05%7C01%7CCLindholm%40nachc.com%7C73b3e36bb8514b39e25408dbf0dbeaa2%7Cb4d5dc9c24e443e38c1801b2a98e5b22%7C0%7C0%7C638368599668627912%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=qZ5raJhwK6hIH1cb%2Bv8qGvSmTM5BtVrjCHm%2FMFXHj%2Bs%3D&reserved=0

November: Partnerships

What we learned:

v" A message on Partnerships from
NACHC's President & CEO, Dr. Kyu
Rhee

v How to build successful
partnerships

v’ Health center case studies from

« LaMaestra Community Health
Centers

» Valley Health Partners

A Message on Partnerships from

NACHC

\

's President & CEO

S AN =1 & A

Providers Payers Purchasers Policymakers Producers Pioneers

J

Y

090

fafal

Patients

November Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/452/partnerships-november-2023/lessons/5968/elevate-learning-forum-november-2023

Elevate 2023

= Launch of Health Center Staff
g Professional Development Courses

Advance

]
2023 Supplemental Sessions investment
pp Payment
« CHWs
« Care Managers
. *  CHWSupervisors
@ g?;g)e?i Brain Health » Care Management Supervisors
; : . | Staff
Integrat Ql .
Outreach and E;g\;grtr;()—n igtggHrZ;ﬁE + Diabetes Care Professmnqls
Enroll_ment Basics for Center » Elevated BMI Care Professionals
Eg?l?tl)g%ative Health Services Nurses
Centers
January February March April May June July September October November
L Evidence- Advancing Patient PCMHasa .
Role of Leadershi PopulationHealth imizi Optimizing Care @ Improvement . @ ! Partnerships
@ in Value-Based P Ma%agement @ (T)eF;trlnn;IZIngcare @ Teams, with Strategy E:ze;glrcare. ?eerilttehr Englangdeimgﬂgl th\l;Egatlon
Transformation, - Empanelment Attention to: | Case Study: Screening Value- care
with Attention to: * Risk Stratification Extended Care Team: + Improvement Sypgrsteensliloz. Based Care «  Care system
@ . Cost * Modelsof Care Enabling Services Strategy gesign
« Governance
PCMH @ RoIeofLeadershipin@ Providing Care » Care Models
. Part hi PopulationHealth Management .
artnerships Strategy -0 Workforce

Measuring Care
Management Panel
Data

2023 Core Elevate Learning Forums
The Journey Continues in 2024!






\_/

Professional Development

Enhancing skills to support health center transformation




Professional Development

8 Professional Development Offerings
to Health Center Staff!

vV V. V VYV VY VY V V

Care Managers (essentials)

Care Managers (intermediate)

Care Management Supervisors
Community Health Workers (CHWSs)
CHW Supervisors

Diabetes Care Professionals
Elevated BMI Care Professionals

Quality Improvement (Ql) Staff

640+ applicants
249 participants

Trainings
Sept - Dec 2023



The Journey Continues in 2024




Your 2024 transformation

Journey begins here!

)

STEP 1 - ENGAGE

Invite others to Register for
Elevate

STEP 3 - PLAN
Select target areas/measures for
your Improvement Strategy .

. STEP 4 - TRANSFORM
°. Engage in Elevate to
STEP 2 - ASSESS . access transformation
Complete VTE Assessment o tools and resources STEP 5 - REASSESS
at the beginning of 2024 Reassess using the VTF
(assess/reassess) “ Assessment



https://bit.ly/2023Elevate
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

We've Heard From You!

v Reconsider the name ‘Elevate’ as it is sometimes confused with other programs with same name
v' Connect more closely with other NACHC work

v' Showcase field examples of what's working and ‘best’ practices

v Provide additional opportunities for peer exchange

v' Link the transformation journey to health center’s ongoing QI efforts and health center and

PCA/HCCN workplans



Monthly Forums: New Format

v" Short evidence-based content (<10 mins) that focuses on Change Area/s for the month

With additional, robust asynchronous learning opportunities outside of monthly forums

v" Health Center Field Example (<10 mins)
v" PCA/HCCN Sharing (<10 mins)

v" Breakout Rooms (by health center roles)

Leadership, clinician, care management, operations, finance, etc.

v Field input into learning community content and curriculum

DojiDo




Other New Features

v' Supplementary Trainings: Care Management, Quality Improvement, etc.
v Innovation Opportunities
v" Professional Development

v New Learning Formats (short videos, eLearning, podcasts, etc.)

ON
@&



Elevate Presenters & Faculty

v" Health Center 2022 HRSA Gold Quality Badge Awardees

| ' :
v" PCA/HCCN partners '\‘ ?/

R
v Interested health centers O O OQ ,g,“‘
v" NACHC subject matter experts , \‘

[/
v' Consultants, as needed/appropriate



Your Input on a 2024 Name is Needed!!

We need your vote! Do you think we should...

v" Keep the name ‘Elevate’
v" Change to a new name

v If you selected to 'change to a new name’, do any of these options resonate?
« Transformation Collaborative
« Transformation Learning Hub
« TransforNATION
« Valued Care Collaborative
« Other: specify




How Would You Describe the Work?

For YOU and other staff in your health center (or health centers you work with),
which phrase best describes the work of value transformation and systems change?

lgnite Change; Transform Lives

Smarter Together

Change Makers

Committed to Excellence in Care

Building Better Health, One Change at a Time
Part of Something Bigger

D N N N N N RN

Other: specify



Elevate Awards




Elevate Awards

Most VTF Assessments completed in 2023

congratulations

kone

=' HEALTH
One Health/Bighorn Valley Health Center
(Montana)
with 15 Assessments!




Elevate Awards

G

The VTF is the framework for our 2024 Quality and Risk Plan. We had board members, senior leadership, and directors take
the VTF Assessment. We chose the three areas where we scored the lowest - Population Health, Care Coordination and
Management, and Workforce to focus our efforts on next year. Each area has a committee comprised of staff from all

departments and disciplines who will be working on goals to help us move to the next level in the VTF survey.

We've found such great resources and support from NACHC’s VTF and would highly recommend that other CHC's check out

the assessment process to aid in developing transformation goals for their health centers! Thank you for this recognition. a a

hone

e,. HEALTH
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Elevate Awards eue@

Most PCA/HCCN VTF Assessments completed in 2023

congratulationg

Asociacion de Salud Primaria de Puerto Rico, Inc.
with 4 Assessments!
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Elevate Awards eue@

’ Most Elevate Registrants

congratulationg

International
Community
ssssssssssssss

5]
2

International Community Health Services
(Washington)
with 41 Registrants!




@NACHC 00006



Provide Us Feedback

@NACHC (£ Jin] w]© IS



Elevate Pulse

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

v’ Slides & recordings e@ Pulse _, \r

v Tools & resources
5 0,0 October Forum: Patient-Centered Medical Home (PCMH)
/ U pcom I ng O p portu n Itl eS 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
Sent the znd Fr’day Of eaCh month! 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




CONTROLLING HYPERTENSION
LEARNING SERIES:

The 4 Most Impactful Strategies & Tools to Achieving Success

Learn from American Medical Association experts about the four most impactful strategies to improve blood
pressure control, and how high-performing health centers have implemented these strategies with great success!

0

TREATMENT MEDICATION
INTENSIFICATION ADHERENCE

01/10/2024 01/17/2024
3:00 - 4:00 pm ET 3:00-4:00 pm ET

RAPID
FOLLOW-UP

02/21/2024
3:00-4:00 pm ET

02/28/2024
3:00 - 4:00 pm ET

OF#0

REGISTER TODAY! Tix

2.0,
ir oL AOCATEN oF www.nachc.org @NAcHc D OO | 57



2024 Kick-off Session!!!

January 9, 2024
1:00 - 2:00 pm ET

FOR MORE INFORMATION CONTACT
qualitycenter@nachc.org

Cheryl Modica coming in 2024: Streamlined
Director, Quality Center process to register each month for

National Association of Community Health Centers .
cmodica@nachc.org Elevate Learning Forums!

301.310.2250

Registration links will be shared in the Elevate
Pulse Newsletter

Recommendation: Add a reoccurring placeholder
to your calendar to block the time (2nd Tuesday
of each month, 1-2pm ET)



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

Cheryl Modica Cassie Lindholm Holly Nicholson
Director, Deputy Director,

_ Deputy Director, _
Quality Center Learning & Development

Quality Center

Tristan Wind Rachel Barnes
Manager, Specialist,
Quality Center Quality Center



Community Health Centers ®

Together, our
voices elevate’ all.

The Quality Center Team
Cheryl Modica, Cassie Lindholm, Holly Nicholson, Tristan Wind, Rachel Barnes

qualitycenter@nachc.org



mailto:qualitycenter@nachc.org
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