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Welcome & Announcements 

•Welcome – Ann Greiner, PCPCC President & CEO

•PCPCC Executive Members Only:

➢ Immediately following this webinar, Executive Members are invited to an 

exclusive session with the webinar panelists.
➢ Registration: agross@pcpcc.org

•Upcoming Webinar – May 30, 2018 at 3:00pm EST

➢ Topic: Organizations that work in Pediatrics 

➢ Registration: Visit the Events Calendar on the PCPCC Website

• Interested in PCPCC Executive Membership?

➢Email Allison Gross (agross@pcpcc.org) or visit:

www.pcpcc.org/executive-membership

https://pcpcc.org/profile/ann-greiner
mailto:agross@pcpcc.org
mailto:agross@pcpcc.org
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Defining the Optimal Scope of Advanced 
Primary Care
• Patient Centering as TRUE NORTH of APC 

design & function
• Beyond the brick and mortar concept of 

PCMH
• The Odd Couple:  Population Health & 

Population Health Management
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Community Integrated Primary Care:    
The DNA of the 5-Part Aim NETWORK

- Beyond the 3-Part Aim
- The Health Network:  Patient Centering as 

System Property of the Community
•Community Clinical Linkages
•Medical and community resources
• Integration/partnership with CHW and 

Health Navigators
•Accountable Collaboration
• IDN development—the foundation for 

high performing primary care



Integrated Delivery Network: 
Key Drivers of Performance
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Workforce Development--Missing Links
- Community Health Workers
- Health Navigators
- Practice Transformation Coaching
- Executive Physician Leadership
- Clinical Analytics
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PATIENT CENTERING ACROSS THE COMMUNITY:  PRACTICAL 
TAKE-AWAYS
•Learn, Grow, Embrace Community Integrated Primary Care
• Deploy and Integrate Community-Based Health Workers (CHW, HNs)

o Create Community Clinical Linkages: people, process, 
relationships, accountability…measure

o Strategic roadmap: Value-Based Payment Models (ASAP)
oDefine Value Proposition & ROI (Total Cost of Care)
o Bring Employers, especially self-insured, to the table

• Make Social Determinants of Health competencies and impact 
happen 

o But, say NO to SDOH as “Primary Care Pile-On”

Just Do It!



PATIENT-CENTERED 
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COMMUNITY INTERVENTIONS
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OBJECTIVES

Integrating Clinics and Community Interventions | ©2018 YMCA of the USA

1. Discuss trends in population health and the role of the Y in 

health care transformation

2. Discuss the Y’s infrastructure for delivery of chronic disease 

prevention programs

3. Share leading practices for clinical integration between 

health care and community-based organizations



TRENDS IN 
POPULATION 
HEALTH: THE Y’S 
CHANGING ROLE



IMPACT OF HEALTH REFORM

• Health reform efforts are shifting the financial 
incentives from fee-for-service to health outcomes

• Value-Based Payment Contracting

• Alternative Payment Models

• Success in a value-based payment contract requires a 
progressive population health strategy

• Best practices in population health align health systems 
with community-based organizations to synergize 
efforts to address targeted health risks in the 
community

| Integrating Clinics and Community Interventions | ©2018 YMCA of the USA16



COMMUNITY INTEGRATED HEALTH

• Comprehensive population health strategy that integrates 
health systems, providers, and community-based 
health promotion programs to address the breadth of 
health issues facing a population

• Elements of success:

• Treatment strategies that fully implement primary, 
secondary, and tertiary prevention strategies 

• Clinical pathways to support placing members in 
appropriate treatment tracts - based on risk stratification

• Deployment of evidence-based programs in 
community settings

17 | Integrating Clinics and Community Interventions | ©2018 YMCA of the USA



Efficacy Validation

DISCOVERY

Translation Scaling

DEVELOPMENT

Dissemination

DISSEMINATION

THE Y’S PORTFOLIO OF EVIDENCE-BASED 
(RCT PROVEN) PROGRAMS

YMCA’s Diabetes Prevention Program

Enhance Fitness (Arthritis Self-Management)

LIVESTRONG at the YMCA (Cancer Survivorship)

Moving For Better Balance (Falls Prevention)

Blood Pressure Self-Monitoring

Childhood Obesity 
Intervention

Brain Health

Parkinson’s

Tobacco 
Cessation

Building the 
pool of the 
21st century



OUR REACH



DEVELOPING 
CLINIC-TO-
COMMUNITY 
PARTNERSHIPS



PREVALENCE OF SELF-REPORTED 
OBESITY AMONG U.S. ADULTS BY STATE 
AND TERRITORY, BRFSS, 2016

Source:  Centers for Disease Control and Prevention.  
Available Online:  
https://www.cdc.gov/obesity/data/prevalence-maps.html

21 | Integrating Clinics and Community Interventions | ©2018 YMCA of the USA



ADDRESSING OBESITY AND 
CARDIOMETABOLIC SYNDROME

• Community Integrated Health (CIH) partnerships that 
target the range of conditions impacted by cardiometabolic 
syndrome

• Obesity (evidence-informed weight loss interventions in 
community settings - IBT for Obesity)

• Prediabetes (DPP)

• Diabetes (DSMT/MNT/TCT2TM)

• Hypertension / Cardiovascular disease (Blood Pressure 
Self- Monitoring, Remote Patient Monitoring)

• Arthritis and joint disease (Enhance®Fitness, Fall 
Prevention)

22 | Integrating Clinics and Community Interventions | ©2018 YMCA of the USA
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MY PRACTICE HAS:
• MIPS/APM quality and cost 

measures relating to chronic 
diseases 

• Patients that need support in the 
community

• Patient population to manage 
with cost-effective programs

DEVELOP A CLINICAL 
INTEGRATION STRATEGY
• Referrals for evidence-based, 

preventive health strategies
• Sharing outcomes
• Integration into reimbursement 

model

SUSTAIN THE MODEL
• CBO demonstrates value-add to health 

care partner and receives fair market 
reimbursement for evidence-based 
service/program

Y RECEIVES REFERRALS
• CBO demonstrates improvement of 

clinical outcomes (and reduction in 
overall healthcare expenditures)

ONGOING PARTNERSHIP 
EVALUATION

• Bi-directional information and 
outcome sharing drives refinement of 
referral pathway and sustainability 
model

CHARACTERISTICS OF SUCCESSFUL 
CLINICAL INTEGRATION PARTNERSHIPS

| Integrating Clinics and Community Interventions | ©2018 YMCA of the USA



DOCUMENTING BEST PRACTICE MODELS OF 
CIH

24 | Integrating Clinics and Community Interventions | ©2018 YMCA of the USA



THANK YOU
Marc Rosen, MPH

Technical Advisor, Clinical Integration

YMCA of the USA

Marc.Rosen@ymca.net



Improving Health by Addressing 

Social Determinants of Health

Angie Wolff

Bold Goal | Office of the Chief Medical Officer
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CONVENING COMMUNITIES AROUND A 

BOLD GOAL



GOOD HEALTH IS HARD 
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Urgent care

Specialist 
care

Patient

Caregiving

Labs

Other care and 
therapies

Wellness 
programs

Diagnostics

Retail 
Pharmacy

Specialty Pharmacy

Mail order 
Pharmacy

Clinical Education Programs Psychiatric 
assistance

Nurse assistance at home

Our integrated care delivery modelOur health care system is too complex

Treating disease, not the whole person

Primary care 
physician (PCP)

Hospitals
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Emergency 
rooms



That’s why we set a

BOLD GOAL
20% HEALTHIER BY 2020
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The communities we serve will be 20% healthier by 2020 because we help 

make it easier for people to achieve their best health both inside and outside of 

the clinical setting through clinical and community interventions that focus on 

addressing social determinants of health.

30

Social 

Determinants 

of Health

Community and clinical 

partnerships and 

interventions

Healthy Days and 

peer reviewed 

research

Our Bold Goal #MoreHealthyDays



Pharmacy
Lab and 
Diagnostics

Long-term 
Care

Specialist / Outpatient / 
Services

Hospital / ER

Skilled 
Nursing

Alternative 
Care

Lifestyle 
Habits

Nutrition 
Literacy

Transportation

Technology

Access to 
Healthy Food

Access 
to Behavioral  
Health Services

H

Primary Care CommunityConsumer

Access to 
Community
Resources 

Environment
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Integrated health
care system



Community 
members

Physicians and 
clinicians

For-profit 
companies

Government 
leaders and 

agencies
Nonprofit 

organizations
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Working locally to help make health easier

OUR BOLD GOAL CREATES A 

UNIQUE BUSINESS OPPORTUNITY

Building strong relationships are at the core of our 
business and path to value



San Antonio

Baton Rouge

New Orleans

Louisville

Knoxville
Richmond

Jacksonville

Tampa Bay

Broward County

MilwaukeeOUR BOLD GOAL
COMMUNITIES

Chicago 

Daytona

TidewaterKansas City

Phase I –Listening & Learning

Phase II –Market Expansion
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• 1 in 8 Americans

• $121.92 billion was spent on direct 
related costs tied to food insecurity in 
2014 

• 2x as many Unhealthy Days

FOOD INSECURITY

Sources: Feeding America, Feeding Tampa Bay, Hungerreport.org, 
Clinical Analytics, Humana
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Healthy Days has become a barometer for our organization

physically 

unhealthy 

days

mentally 

unhealthy 

days

Total
unhealthy 

days

Healthy Days 

takes into 

account the 

whole person

Now, thinking about your 

mental health, which 

includes stress, depression, 

and problems with emotions, 

for how many days during 

the past 30 days was your 

mental health not good?

Now, thinking about your 

physical health, which 

includes physical illness and 

injury, for how many days 

during the past 30 days was 

your physical health not 

good?



WE'RE AT THE CENTER OF SOMETHING

Together, we can make health easier, reduce costs 

and improve clinical outcomes.



37

S
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HUMANA.COM/

BOLDGOAL

TOOLKITS

Discover more about the Bold Goal

BOLD GOAL

PROGRESS 

REPORT

Discover more about our Bold Goal



www.twitter.com/pcpcc

www.facebook.com/pcpcc

Questions?


