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THE NACHC
MISSION

America’s Voice for Community Health Care

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




You are part of a national community of health center staff who are working to provide care
and resources to the health center patients who need it most.

An exciting opportunity to learn, share, and grow in your role.

8 health center staff participants strong!



This Professional Development Course is a NEW offering

through NACHC's Elevate National Learning Forum
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NACHC's Elevate National Learning Forum

Monthly webinars

Supplemental sessions
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Evidence-Based Action Guides
Action Briefs

eLearning modules

Tools & Resources

Online Learning Platform

Provides guided application of the
Value Transformation Framework
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NEW Professional Development Courses, including:

PERSON-CENTERED CARE FOR INDIVIDUALS WITH HIGHER WEIGHT

For more information on how to leverage the VTF and Elevate for systems
transformation, review the Action Brief: How to Use the VTF and Elevate



https://nachc.docebosaas.com/learn/signin
https://www.nachc.org/action-brief_how-to-use-vtf/

QRZEIE) Course Content

e Quality Center~

- Association of
A D( ES Diabetes Care & Bducation
- Specialists

o Q Profile ¥

My Leaming My Credits Support About ADCES Online Learning

Person-Centered Care for Individuals who have Higher Weight: A Certificate Program .~ change vew  x &t
(2nd edition) (CPIHW004) (Incomplete)

Welcome

Welcome 1o ADCES' Person-Centered Care for Individuals who have Higher Weight: A Certificate Program.
Start by reading the Program Overview ond Disclosures.

You must complete the pre-test, view all seven (7) modules, pass the 35-question post-test, and complete the final program evaluation in order to earn your
CE/CME credit.

[CE expiration date: 8/17/2025]
Activities

' Program Overview and Disclosures @
You must read this section before moving on fo the coursework.

Pre-Test
You must complete this 35-question pre-test in arder to open the modules.
Activities
v

Atiempls

Coursework

A copy of the presentation slides can be found under the Resources below.
You must view all modules for it to count as complete.
Activities
+ Scope of the Problem 1l
+ Psychological Considerations 1l
" Obesity as a Chronic Disease il
Lifestyle Treatment 1l
Treatment Options 1l
Behavior Change 1l

Counseling Caveats [l

Post-Leaming Assessment
Evaluation Survey and CE Credit

Certificate of Program Completion

ADCES 'My Learning'



https://nf01.diabeteseducator.org/eweb/DynamicPage.aspx?Site=AADE&WebCode=LoginRequired&URL_Success=https%3a%2f%2fwww.diabeteseducator.org%3a443%2fLogin%3fauthenticationToken%3d%7btoken%7d
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Meet Your Colleagues
Name postion |eathCemer  |sme

Deyanelle Timmons Community Health Worker  CareSouth Carolina South Carolina

Jaquetta Graham Program Coordinator CareSouth Carolina South Carolina

Katilyn Jones Nurse Practitioner Coastal Family Health Mississippi
Center

Cristina Hewes Senior Staff Nurse Community Health Center  New York
LLC

David Papcin Staff Nurse Moses Weitzman Health Connecticut
System

Sarah Santoni Certified Clinical MA Neighborhood Health Pennsylvania

Centers of Lehigh Valley

Amanda Johnson Case Manager Northwest Community Montana
Health Center

Mary Vekaryasz RN Thunder Bay Community Michigan
Health Service, Inc.
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Related Resources

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

Healthy Together is a lifestyle change program that
blends:

Virtual care

Self-care tools

Lifestyle coaching following the CDC's
National Diabetes Prevention Program
curriculum

AN

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

Coming Soon: National DPP Curriculum Module
Recording Library

June 2003

L
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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.



https://nachc.docebosaas.com/learn/courses/390/national-diabetes-prevention-program-basics-for-health-centers/lessons
https://nachc.docebosaas.com/learn/courses/390/national-diabetes-prevention-program-basics-for-health-centers/lessons
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https://www.nachc.org/action-guide_care-management/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_SDOH.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Risk-Stratification.pdf

Complete the VTF Assessment

Health centers are required to complete the VTF Assessment for course participation... WHY?

The VTF Assessment enables health centers to measure progress in areas important to value transformation.

Staff engagement and professional development opportunities are both important components!

VTF Assessment

A

For more information on the VTF Assessment, review the Action Brief: Assess Transformation Progress



https://www.nachc.org/wp-content/uploads/2023/07/Action-Brief_VTF-Assessment.pdf
https://reglantern.com/vtf

NOTE: The tool assesses organizational progress.

The individual participating in the training does
NOT have to be the person who completes the
Assessment.

While it is encouraged that multiple staff across an
organization complete the tool, with results shared
and discussed, only one individual from each
participating health center needs to complete an
assessment.

The VTF Assessment is best completed by health center
staff who have knowledge of a wide range of health
center systems (e.g., leadership, finance, clinical care,
etc.).

Healthy Weight Participants
Average Score by VTF Change Area
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.@ Healthy Weight Course

« The NACHC Quality Center recognizes the critical importance of providing access to training opportunities
for health center professionals to build skills, develop competencies, and advance careers while driving
improved patient care and health outcomes.

« These trainings support health centers to achieve the Quintuple Aim

IMPROVED
HEALTH
OUTCOMES
Improved Health Center
Performance IMPROVED Q IMPROVED
PATIENT EQUITY STAFF
EXPERIENCES EXPERIENCES

through

Systems Transformation "costs



Contact Us!

The NACHC Quality Center team is here to help!

Questions on how to access online content? VTF Assessment?

Contact QualityCenter@NACHC.org

This project was supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human Services (HHS) as part of an
award totaling $6,625,000 with 0 percentage financed with non-governmental sources. The contents are those of the author(s) and do not necessarily represent the
official views of, nor an endorsement, by HRSA, HHS, or the U.S. Government. For more information, please visit HRSA.gov.


mailto:QualityCenter@NACHC.com
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