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Housekeeping 

Presenter
Presentation Notes
HousekeepingWhere are the restrooms?Please silence cell phonesFeel free to stop and interrupt at any point if you have questionsEach presenter will take questions at the end of their presentationSign-in sheet; all information



Today’s Agenda 

• Welcome & Introductions 
• Funding Priorities 
• Social Determinants of Health 
• ACO’s and Pathways Model of Care 
• RFA Compliance 
• BCCP Updates 
• Question & Answer 
 
 
 



Ice Breaker 

• Name 
• Organization 
• Role within organization 
• Last movie watched 



Learning Objectives 

• Understand streamlined funding priorities & social determinants 
of health 
 

• Incorporate Pathways into new and existing programs 
 

• Use strategic partnerships and navigation to decrease disparities 
 
• Understand reporting expectations for grantees 
 

By the end of the training we hope you will be able to… 
 



2018-2019 
Funding Priorities 



Goal: Reduce breast cancer deaths by 50% 
by the year 2026. 

• Transformative 
Technologies 

• Novel Therapeutics 
• Tackling Metastasis 
• Addressing Disparities 

• Early Detection 
• Access to Care 
• Patient Navigation 
• Health Equity 

Community Research 

Presenter
Presentation Notes
Since the release of the 2015 Community Profile (CP), Komen HQ has released the organizations new Big Bold Goal: to reduce breast cancer deaths by 50% by the year 2026. This may seem like an unattainable goal, but through strategic funding and prioritization of target populations at the community, state, and national levels, this can be accomplished. Research shows that you can decrease cancer mortality by 40% if you eliminate racial disparities in outcomes.The data found in Komen NEO’s 2015 CP shows that our region is not immune to the existing disparities, and things here may be worse than in other areas of the country.



Community Profile Key Findings 

• Limited collaborations 
• Decreased knowledge of 

existing programs 
• Conflicting priorities or health 

not a priority 
• Fear of outcome 
• Affordability & accessibility 
• Quality of care issues 
 
 

Presenter
Presentation Notes
Many people in the breast health world are familiar with the statistics reported on in the 2015 CP – 32nd in incidence, 4th in mortality; African American women die more often from the disease than their Caucasian counterparts even though the are diagnosed at smaller rates; many areas in our region are resource starved, low-income, and high-risk. If you are not familiar with the data related to the 2015 CP, we highly recommend reviewing that document before applying for a grant from Komen NEO. When asked what the main issues besides demographics are that contribute to these statistics, the community gave us these responses: fragmented systems of care; limited knowledge of existing programs; conflicting priorities and fear; affordability, accessibility, and quality of care issues.



Community Needs 

• Increase awareness of existing resources 
• More specialized patient navigation 
• Mobile mammography and increased accessibility 
• Increase, strengthen, and expand collaborations 
• Links to free services in and outside clinic 

Komen Response 

• Increase quality and capacity of patient navigation services 
• Enhanced accountability for follow-up and completion of 

continuum of care 
• Personalized treatment plan that addresses social determinants 

 

Presenter
Presentation Notes
After identifying the needs in our community, we developed our mission action plan to address them. After a year of strategic collaboration between the four affiliates in the state of Ohio, we decided to focus all of our funding efforts on like-minded/similar projects that aim to increase the quality and capacity of patient navigation services, enhance accountability for follow-up with patients, and offer personalized treatment plans that incorporate the social determinants of health.



Screening Navigation 

• Education through community health workers (CHWs) 
• CHWs determine primary barriers to care 
• Work with internal & external groups to breakdown 

barriers 
• Direct link to clinical (screening/diagnostic) & social 

services 

Presenter
Presentation Notes
With these things in mind, the three of the four Ohio affiliates have streamlined our funding priorities so they are the same and encompass everything we want to see in a grant funded program. The first new funding priority is screening navigation. The following items fall under that umbrella:Education can no longer be a one and done event; there must be follow-up with attendees and direct links to screening and diagnostic services if necessaryThis long-term sustained behavior change should be led by CHWs; we have a broad definition for CHWs (peer-to-peer, licensed/certified CHWs, patient navigators, etc.)Conduct individual needs assessment for each person educatedUtilize nontraditional settings to get people where they live/work – food banks, churches, community development orgs, large employers/worksite wellness programsCreate links through collaborations for follow-up with built in navigation to the next level of care (more on this later)Navigate those with abnormal screenings to diagnostic/treatment pathway



Continuum of Care 
Navigation 

• Navigation through patient advocates/navigators 
• Follow up with initial referrals & identify new barriers 
• Work with internal & external groups to ensure 

continuation of treatment 
• Direct link to clinical & social services 

Presenter
Presentation Notes
The second, and final, new funding priority is continuum of care navigation. The following items fall under that umbrella:Navigation for women from abnormal screening to diagnostics and treatment (if necessary)Broad definition of navigator (social worker, certified navigator, clinic navigator, lay navigator, peer navigator, etc.)Collaborations in place to address a variety of socio-economic issues while in treatmentCross-functional work teams/groups to include individuals/organizations outside hospital settingNavigation cannot simply be a referral to an individual; advocate on behalf of individual and provide a direct link to service and follow up to ensure connection has been made and completed



Presenter
Presentation Notes
We understand this is a big transition in the way of thinking when it comes to Komen funding. We are looking for high quality interactions with high-risk individuals rather than a large number of limited interactions with community members. Under these funding priorities we would rather see 20 people through to completion (long-term change in behavior and continuation in the continuum of care) than 200 educated and left behind.



Spotlight On: 
Social 
Determinants of 
Health 

Presenter
Presentation Notes
To really provide quality interactions with high-risk individual, we want grant funded programs to incorporate strategies that address the social determinants of health.



Presenter
Presentation Notes
Healthcare (and access to healthcare) does not translate to health; many of the largest drivers of healthcare costs fall outside the clinical care environment. Social and economic determinants, health behaviors, and the physical environment significantly drive utilization and costs. There is emerging evidence that addressing health-related social needs through enhanced clinical-community linkages can improve health outcomes and impact costs. Play video: https://www.ted.com/talks/rishi_manchanda_what_makes_us_get_sick_look_upstream/up-next



Emphasis on SDOH 

Presenter
Presentation Notes
Research demonstrates that improving population health and achieving health equity also will require broader approaches that address social, economic, and environmental factors that influence health. Social factors, including education, racial segregation, social supports, and poverty accounted for over a third of total deaths in the United States in a year.A growing number of initiatives are emerging to address these broader determinants of health and develop integrated solutions within the context of the healthcare delivery system.



Use breast health as 
a portal to address 
ongoing health and 

socio-economic 
needs through 

strategic connections 
and collaborations. 

GOAL 

Presenter
Presentation Notes
At a minimum, Komen NEO funded programs MUST have connections to the following free/low-cost health services:Ongoing sources of sustainable, realistic insurancePrimary care doctor/facility that can adequately address patient needsCBE, mammography, and diagnostic servicesOngoing treatment for those diagnosedPrograms that address one or more of the following SDOHs will be considered more strongly and scored higher than those addressing basic breast health needs. Should connect to places that assist with:EmploymentEducationChild careTransportationSmoking cessationSocial servicesFood accessWe have a directory of Health and Human Service organizations that we will send out to training attendees. It’s a comprehensive listing of available social services for a variety of issues, including resources for infants/children, job seekers, addiction counseling, behavioral health, education, etc.



ACOs & The 
Pathways Model 

Presenter
Presentation Notes
Once connections are made with outside organizations and/or other programs offered by your facility, you can then start providing direct links and navigation to the various services. We refer to these connections as Pathways.



Vision for Enhanced Linkages 
Care Process Today’s Care Future Care 

Identification of health-
related social need 

Ad hoc, depending on 
whether patient raises 
concern in clinical encounter 

Systematic screening of all 
potential high-risk patients 

Provider response to 
health-related social need 

Ad hoc, depending on 
whether provider is aware of 
resources in community 

Systematic connection to 
community services through 
referral and community 
service navigation 

Availability of support to 
help patient resolve health-
related social need 

Ad hoc, depending on 
whether case manager is 
available and has capacity 
given case load and care 
coordination responsibilities 

Community service 
navigation designed to help 
high-risk beneficiaries 
overcome barriers to 
accessing services 

Availability of community 
services to address health-
related social needs 

Dependent on fragmented 
community service system 
not aligned with beneficiary 
needs, often resulting in wait 
lists or difficulty accessing 
services 

Aligned community services, 
data-driven continuous 
quality improvement, and 
community collaborations to 
assess and build service 
capacity 

“Accountable Health Communities Model.” Centers for Medicare & Medicaid Services, 2017. 

Presenter
Presentation Notes
Pathways are partially the inspiration around the new “accountable health communities” model that is making news. ACOs streamline the care process, putting the focus on the patient and relying on cross functional workgroups and teams where organizations are fully behind and a part of the efforts. Rather than discovering a patient has needs outside what they are presenting for, this model has that process built in with an initial patient screening process. Providers are aware of issues from the very beginning and build social service needs into all future care planning. This process starts to address fragmentation in care delivery, allows assessments as to what resources exist and are actually helpful, and encourages multi-system collaboration.



Address health related social needs, improve outcomes, and 
reduce cost 
Promote clinical community collaboration 
Screen beneficiaries for unmet health-related social needs 
Navigate to community services to help access 

• Training and support resources- 
https://innovation.cms.gov/resources/ahcm-medicaidrole.html 

• Innovation partners  including CPC Plus  

 

Accountable Care Organizations 

Presenter
Presentation Notes
The Accountable Health Communities Model is based on emerging evidence that addressing health-related social needs through enhanced clinical-community linkages can improve health outcomes and reduce costs. Unmet health-related social needs, such as food insecurity and inadequate or unstable housing, may increase the risk of developing chronic conditions, reduce an individual’s ability to manage these conditions, increase healthcare costs, and lead to avoidable health care utilization.ACOs are built on evidence-based models and are popping up everywhere. CMS is researching this model in 32 organizations over 5 years for Medicaid/ Medicare beneficiaries. United Way of Greater Cleveland has received on of these grants.This model will promote clinical-community collaboration through:Screening of community-dwelling beneficiaries to identify certain unmet health-related social needs;Referral of community-dwelling beneficiaries to increase awareness of community services;Provision of navigation services to assist high-risk community-dwelling beneficiaries with accessing community services; andEncouragement of alignment between clinical and community services to ensure that community services are available and responsive to the needs of community-dwelling beneficiaries.

https://innovation.cms.gov/resources/ahcm-medicaidrole.html�
https://innovation.cms.gov/initiatives/map/index.html�


Presenter
Presentation Notes
Great results in breast cancer screenings using this model. The foundation of this model – bridging clinical with community – is also reflected in the Pathways model of care.



Presenter
Presentation Notes
Pathways are triggered by a needs assessment. Komen NEO has developed a template needs assessment programs can use and adapt to their specific needs. The template outlines some of the socio-economic barriers a high-risk patient may be facing. A positive response to a barrier then initiates a barrier-specific pathway to address the issue directly. The needs assessment should be one of if not the very first interactions you have with someone entering your Komen NEO funded program. Again, we want value over volume so focus your programming efforts on high-risk target populations in each area you want to address. Needs assessments should be conducted by community health workers or navigators. Every individual should have a comprehensive needs assessment done at the point of entry into a program. This way, you can get an accurate idea of what the individual is up against when making healthcare decisions. Form should be as comprehensive as possible and resources/collaborations should be in place to address all identified issues.



Presenter
Presentation Notes
These screenshots are taken from a client intake form template available on komenneohio.org; derived from one used in a program from Mansfield/Richland County. This is just a template, but we will expect to see the form your program will use in your application. Therefore, one program objective should be to complete needs assessments for each client and navigate accordingly.



Presenter
Presentation Notes
At the bottom of the needs assessment form you will see a list of Pathways that may have been triggered during the assessment process. Required Pathways are listed in pink, electives in black. Remember those programs that address more pathways will be considered more strongly than other programs BUT collaborations need to be in place and supported by outside organization though a MOU/letter of support in application.





Presenter
Presentation Notes
Once a pathway is triggered through the needs assessment, the pathway begins with the Initiation Step. The intention with each pathway is to have defined, actionable steps in place to address each specific issue, whether it be completing a mammogram screening or finding a sustainable source of food. Pathways should be no more than 4-6 action steps with a clear outcome for completion. 



Presenter
Presentation Notes
In a sense, Komen NEO funded organizations will act as a hub for the partnering organizations. Programs will do the initial client intake, identify barriers through the needs assessment process and assign Pathways, conduct regular visits with client to determine services were received and help break down barriers to those services, and complete all the tracking and follow-up through the dynamic healthcare system. Funding for partnering organizations can be requested from Komen NEO through sub-contracts, but those must be accompanied by MOU/LOS.



Screening Navigation 

Targeted community outreach 
and education 

Individual needs assessment 
and navigation action steps 

Screening completed 

Continuum of Care 
Navigation 

Abnormal screening result 

Individual needs assessment 
and navigation action steps 

Successful follow-up 
diagnostics and/or continued 

treatment 

Presenter
Presentation Notes
These two Pathways outline our funding priorities and are required for Komen NEO funded programs, along with primary medical home and insurance pathways. We want to make sure an effort has been made to address AT LEAST these determinants of health. All others are elective, but Komen funding can be used to subcontract out services to partnering organizations (i.e., paying salary of social worker at Centers for Family and Children to assist in job counseling services, etc.). Templates for all required and some elective pathways are available on komenneohio.org. We’ll now walk through each of the funding priority pathways.



Screening Navigation Pathway 

Needs Assessment 

Connection to and 
Documentation of 
Service 

Outcome 

Initiation Step 

Education and scheduling  

Patient needs assessment 

Address barriers to screening  

Verify Completion 

If abnormal result, second pathway for 
referral to diagnostic 

Presenter
Presentation Notes
First up is screening navigation. The diagram shown here is simply an example of how a screening pathway should function. We fully expect programs to adapt and submit a Pathway that works for their specific program and community.Pathways should be custom – MUST include pathway diagram in proposal as part of the project workplan objectivesCHW to create community relationships - identify women at risk of not being screened (whether insured or uninsured)No longer support “education” in traditional sense; education MUST include an assessment and navigation to resources by CHW We are defining as a “screening navigator” but you may call outreach coordinator, CHW, etc.Paying for screenings only part of pathway: refer to BCCP or insurance or provide financial support if patient can’t payEstablish relationship with partners to obtain verification of screening completionIf no screening, follow-upIf abnormal, refer to diagnostic pathway partnerMust be able to track through pathway and report on progress



Basic Screening Pathway Structure 

Education and 
outreach 

Needs assessment for 
those you educated 

Plan for addressing 
any needs 

Follow-up to find 
out if service 
completed 

Measurable impact of 
education and outreach 

Presenter
Presentation Notes
Same information, different form. CHW conducts education/outreach; a plan is in place to address identified needs; those who are educated complete a needs assessment; CHW or navigator conducts follow up; which all leads to a measureable outcome for all the work.



Presenter
Presentation Notes
Additional Needs/ Issues to be Addressed:TransportationChildcareReferral for basic needs such as housing, food, etc. to other resourcesAssistance schedulingLanguage, translationGenetic counselingYou may identify other barriers experienced by the population you are serving and request funding for addressing those in your budgetUsing existing resources always a plus, describe in SDOH section



Continuum of Care Navigation Pathway 

Needs Assessment 

Connection to and 
Documentation of 
Service 

Outcome 

Patient notification 

Patient needs assessment 

Address barriers to follow-up 
diagnostics 

Verify Completion 

Treatment plans, survivorship plans, 
etc. 

Presenter
Presentation Notes
Now, a look at the continuum of care navigation funding priority. This pathway is triggered once a screening has already been conducted; may or may not be from a screening navigation program. If not, will need to initiate a needs assessment.Patient enters system and has abnormal screening result OR CHW is working with a patient outside of the hospital system who receives an abnormal resultConduct education on resultsAssess any barriersDiagnostic cost supportFunds available for addressing any barriers, include in proposal under patient care costsEstablish relationship with partners to obtain verification of completion (MOUs and LOS strongly recommended)Must be able to track through pathway and report on progress



Basic Continuum of Care Pathway Structure 

Abnormal 
Screening 

Needs assessment for 
barriers to care 

Plan for addressing 
any needs 

Follow-up to find 
out if service 
completed 

Measurable impact of 
clinical and social services 



Presenter
Presentation Notes
Additional Needs/Issues to Address:TransportationChildcareReferral for basic needs such as housing, food, etc. to other resourcesi.e. Care Coordination Network at United WayDemonstrating an understanding of other resource that cover these and can assist with referral is HUGE PLUSAssistance schedulingLanguage, translationPsychosocial counselingGenetic counselingSurvivorship needs, survivorship care planningYou may identify other barriers experienced by the population you are serving and request funding for addressing those in your budgetUsing existing resources always a plus, describe in SDOH section



Health Leads 

Presenter
Presentation Notes
This may seem like a lot, but there is help out there, and Komen will help pay for you to get it.Health Leads provides support and training on how to incorporate social needs, for AHC models and othersHealth Leads Prepare WorkshopBest practices, buy-in, decisions to incorporate social needs into health systemHow to build a sustainable strategy$1500, 6 week workshop, eligible grant costOther toolsImplementation contracts, software for social needs resources and client trackingWorth looking into, not only for breast health but for system as a whole!



A Note About 
Collaborations 

Presenter
Presentation Notes
A quick note about collaborations before we get away from ACOs and Pathways, as they will be vital to a successful program.



• Single entry point for patients 
• Easy access to any range of services or navigation 
• Less fall through cracks 
• Can focus on high level system changes 
• Less silos 
• Less duplication, more coordination 

Impact 

• Less red tape for providers to be able to help patients 
• Leverages strengths of each organization- primary care versus 

specialty, etc. 
• Measuring value over volume 

Easier for partners 

• Programs competing based on quality of service, coverage is more 
holistic 

• Room for innovation 
• Better data 

Grants proposal process 

Presenter
Presentation Notes
Once again, applicant should essentially act as a hub for patient to other community resources; Komen NEO funding available to outside orgs via subcontractsFunding available more consistently and at more locations makes it easier to make sure help is available wherever neededSingle entry points for referral Benefits providers by making funds accessible to their patients without all the red tape of having to manage their own programRaises the level of discussion and quality to a higher level or problem solving, can do more together than in silosPrograms competing for funding by quality and impact instead of county versus county- no counties lose this wayLeverages strengths of different types or locations of organizations, some better at certain pieces, some able to deliver services, some have different access to community, etc.Funding goes further- less wasted funding and time on administration of many different programs, more people can focus on the workBetter dataAdded value and room for innovation



Basic Continuum of 
Care Pathway 

Structure 

Think outside the 
box when it 

comes to 
potential 

collaborators. 

• Food banks 
• United Way 211 
• Satellite campuses 
• Community Development 

Organizations 
• Department of Job and Family 

Services 
• Health Departments 

• Employment agencies (Towards 
Employment, Centers for Families 
and Children) 

• Federally Qualified Health Centers 
• Vision and dental clinics 
• Insurance navigators 
• Public libraries 
• Hair and nail salons 
 

Presenter
Presentation Notes
Documented with letters of support. 



Barriers to Collaboration 

• “Bottom line”- you need to bring funding into your 
organization 

• Can you still do it through a subcontract?  
• Politics/ territories 
• Connecting to right people to discuss opportunities 
• Think about how you might partner with a previously 

funded program or a provider in the area that doesn’t 
have funds available to patients 

• List of new partners 
 

Presenter
Presentation Notes
Save the grantwriting time, save the administration and reporting time, just work with someone else who is doing it and subcontract- they can administer the funds for you. 



• Mission: to promote access to quality care for HIV patients 
• Programs include: services, financial assistance, drug assistance, 

quality management, focus on minorities 
• Agencies doing case management and navigation are located 

throughout Ohio, providing coverage for EVERY COUNTY 
• Administered by one group 
• Case managers are familiar with the community and housed in 

local organizations in each city or county 
• Report to own organizations, but collaborative agreement with 

administrative funder  
• Includes network of healthcare providers, behavioral health 

partners, basic needs partners and more for a comprehensive 
network 

Ryan White Example 



Things to Consider 

• Continuous feedback loop 
• Administrative buy-in 
• Service coordination  
• Partner reporting 
 

Presenter
Presentation Notes
Want to stress the importance of MOUs in these instances. Build in touch points/check-ins with partners, reporting and tracking requirements on each end, who is responsible for what, etc. Strengthens programs and applications.



Application & 
Evaluation 
Expectations 

Presenter
Presentation Notes
Speaking of reporting and applications, next we’ll review the project workplan and the reporting requirements we expect to see in every application.



Required Application Documents 

Needs 
Assessment 

Template 

Required 
Pathways 
outlines 

Elective 
Pathways 
outlines  

Collaborative 
agencies 

and partners 

Presenter
Presentation Notes
Reminder: required pathways include screening, diagnostics/treatment, medical home, and insurance. If you are not providing diagnostics, only need to focus on screening, medical home, and insurance, BUT link to diagnostic provider. Plan for linkages must be clearly outlined. Additionally, education alone is no longer an option for funding; education MUST lead to the screening, medical home, and insurance pathways for each person “educated.” If your organization does not provide screenings or direct services, PARTNER with an organization that does. Or, perhaps, have that organization apply for the funding and subcontract to do education/community outreach on their behalf.



Make sure everything is accounted for! 
 

 Needs assessment plan - a tool to document barriers and the 
needs of each client 

 Plan for addressing barriers 
 Can verify patient has completed screening/ diagnostics for 

reporting 
 System in place to track the things we’re asking (demographics, 

race, barriers, whether they’ve completed procedures, etc.) 
 Pathway(s) map(s) 
 Collaborative partnerships, comprehensive services, good ROI, 

service area coverage 

Compliance Review Checklist 

Presenter
Presentation Notes
When you’re developing your application, make sure you remember these key things must be accounted for in your application, particularly in the project narrative and project workplan sections. We will be looking for these things during compliance review and will return applications if they are not included.



How to Address Pathways and Services  
in GeMS 

Presenter
Presentation Notes
We have added a new subcategory to the project narrative section in GeMS that specifically addresses the social determinants of health and pathways. In this section, you will need to outline how you will implement pathways, what pathways your program will address w/initiation, action, and completion steps, where individuals will be navigated to, and who is responsible for overseeing the implementation of the pathways model.



One objective per Pathway 
The program will accomplish 50 

screening Pathways 
 

One objective per barrier addressed: 
The program will provide 20 free 

screening mammograms 

How to Address Pathways and Services  
in GeMS 

Presenter
Presentation Notes
In the project workplan section, make sure you parse out each service and each pathway with different objectives. For instance, if you plan on addressing the screening pathway and have Komen funds pay for some of the screenings, you would need one objective for the pathway itself and another objective for the mammogram payments. 



FY 18 Reporting Metrics 

All grantees will report on demographics of those 
served. 
 
Each option in the service list on the Project Workplan 
will have a corresponding, customized page in the 
progress and final report. 
 
Grantees will only report back on those services they 
select  

Presenter
Presentation Notes
Important! Data collection changes for FY18 awarded grants! Updated RFA posted on website, but Appendix is included in a handout. Handout details all of the specific reporting requirements that will be expected of grant recipients. Very important to look at these and build them into your program design and workplan so you have everything covered from the get go.Each option in the dropdown service list options on the Project Workplan page of the application will have a corresponding, customized page in the progress and final report. We are not currently sure how the pages will be assigned (i.e. what services correspond to each category), but once we have that information it will be passed on to applicants/grantees. We do know the categories, though.



Education/Training 

Screening Services 

Diagnostic Services 

Treatment Services  

Treatment Support Services 

Care Coordination/Patient 
Navigation/Case Management 

Presenter
Presentation Notes
There will be seven possible customized report pages in each progress report and final report. Education/Training – type of education (one-on-one/group); topic of education (BSA, metastatic, chemo, etc.)Screening Services – years since last screening; service count; test results; referred to diagnosticDiagnostic Services – time from screening to diagnosis; service count; referred to treatmentTreatment Services – time from diagnosis to screening; service count; referred to clinical trialTreatment Support Services – service countBarrier Reduction Assistance Services – service countCare/Coordination/Patient Navigation/Case Management – service count (may duplicate other screening/diagnostic services); number completed physician recommended treatment; survivorship care planNote, if awarded, you will only see report pages that correspond to the services selected in the application. For an applicant that selects “Barrier Reduction Assistance Services” and “Diagnostic Services” they will see the reports featured on this slide and the next.



GeMS Service Report Example - Diagnostic  

Presenter
Presentation Notes
For example, if you choose the service “Diagnostic Services Report” you will complete this page reporting back on time to diagnosis, diagnostic facility accreditation, if diagnosed was the patient referred for screening, and the diagnostic service provided by race and ethnicity.Additional information on all of this is included in your handouts.



GeMS Service Report Example – Barriers 

Presenter
Presentation Notes
This is the corresponding report for barrier reduction. Each service has varying data to be report.  For a full list of the FY18 reporting metrics, please see the Affiliate’s RFA (updated on 09/05/17 online).



Presenter
Presentation Notes
In addition to specific reporting pages for services, for each objective created in the application, grantees will report back on key accomplishments, upcoming tasks, and program challenges. If an application creates 5 objectives, they will report back 5 times.



Affiliate Required Tracking 

 
 
Number of needs assessments completed from target 
population 

Average number of steps completed in each Pathway 
and average time to completion 

Number of successful referrals/connections to social 
service programs 

Number of  completed referrals to external vs. internal 
programs 

Presenter
Presentation Notes
In addition to required HQ reporting, the Affiliate has Pathways specific requirements. Will want to know how many individual needs assessments were completed, the average number of steps completed in each Pathway and the average time it takes to complete a Pathway, number of successful (read: completed) referrals, and how many referrals were made to partners as opposed to other internal programs. This information can be reported on a spreadsheet, a word doc, anything that is easy for you. Will not require demographics on this information as it’s the first year and the reporting requirements have changed enough. All of this is included in the handout/RFA online.



• Are we reaching those at greatest risk? 
• What risk factors are being identified within the population 

we’re serving? 
• How much time does it take to address these risk factors? 
• Which care coordinators and which agencies are able to 

address the risk factors the fastest? 
• What strategies are the most efficient care coordinators and 

agencies using to quickly address risk factors? 
• What risk factors are taking the longest to address or 

cannot be addressed, and what are the reasons? 

Questions to Keep in Mind 

Presenter
Presentation Notes
Within Pathways, there are built in questions programs should ask when it comes to evaluation. These questions should be looked at when drafting the program/application and during implementation to improve and streamline services.special note: we understand that some partnerships for this funding will be new and unexplored. Sometimes things just won’t go as planned or work out. That’s why continuous feedback and evaluation are extremely important in this instance. For instance, if individuals in a diagnostic pathway seem to always have longer waits at certain facilities, you can determine what is contributing to that and attempt to address it. Process could be improved at the partnering org to match what other diagnostic facilities are doing.



Collect information 
about activities and 

outcomes 
Monitor changes 

Share information with 
interested and 

appropriate others 

Reflect on information: 
Does it meet 

expectations? 

Develop ideas for 
changing practice to 
meet expectations 

Implement changes in 
activities to improve 

outcomes 

Presenter
Presentation Notes
This is an example of a continuous feedback loop. Again, when establishing partnerships it is important to build in touch points/check-ins to look at data and determine if changes need to be made to better improve patient care and outcomes.



BCCP Updates 

Presenter
Presentation Notes
Before we wrap things up, want to address some of the recent updates to the BCCP program.



Expanded Eligibility 

Women aged  
40-64 for 

mammograms 
and paps 

Women under 
age 40 with 
physician 

noted 
abnormality 

Women with 
incomes at or 
below 250% 

FPL 



All BCCP 

Komen is still 
the funder of last 

resort 

All BCCP eligible women 
must still be navigated to 
BCCP first. Komen NEO 

will pay for additional 
services not already 
covered by BCCP. 

Presenter
Presentation Notes
Still require letter of support from BCCPIf using contracted/outside providers, they must also be contracted with program



Additional 
Resources 



• Needs assessment  
• All required Pathways 
• Elective Pathways 

Pathways 
Templates 

• Social Determinants of Health 
• Pathways 
• Community Health Worker Models 

RFA Appendices 

• Information looked at in compliance review 
• Will be updated as needed 

Grant Application 
Checklist 

• Grant guidelines 
• Review panel scoring criteria 
• Additional webinars 

komenneohio.org 



Additional Training PowerPoints 

Komen’s Grants 
eManagment System 
(GeMS) PowerPoint 

Komen Northeast 
Ohio’s Application 

Submission 
Requirements & 
Review Process 

Available for download mid-September! 

Presenter
Presentation Notes
All grants must be submitted through GeMS; this powerpoint walks you through the system, how to initiate, complete, and submit an application. Don’t forget there’s an updated user manual!Second one is self-explanatory



Question and Answer 
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