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Objectives

▪Understand the importance of community-based care 
coordination

▪Understand “whole person” care coordination

▪Describe the Pathways Community HUB approach

▪Understand the impact of the HUB model on health 
outcomes and cost savings



Why do We Need a HUB?



Case for 
Community-Based 
Care Coordination

“While all experts with whom we spoke 

agreed that better communication with 

community organizations and social 

services is critical, especially for Patient 

Centered Medical Homes (PCMHs) that 

focus on treating low-income patients or 

frail elders, many describe the 

connections with the broader community 

as the most challenging for the medical 

neighborhood at large.
AHRQ #11-0064: White Paper on 
Coordinating Care in the Medical 
Neighborhood



Case for Community-Based Care Coordination



Case for Community-Based Care Coordination

▪1/2 of patients can’t state their diagnosis after leaving the 
hospital

▪1/3 of patients can’t explain their medications

▪Less that 1/2  of patients saw their physician within 2 weeks of 
leaving the hospital

▪1 in 5 patients had an adverse event transitioning from hospital 
to home 

(2 out of 3 events related to prescriptions)

RWJ – Ten Things You Should Know About Care Transitions



Let’s stop trying to fix people. . . 

. . . and fix the system!



Relationships!



Jackie

What are Jackie’s challenges?

What are Jackie’s strengths?
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Care Coordination Today. . . 



Care Coordination Today. . . 



Fragmented Approach
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How did the HUB Model Begin?





Community Health Workers
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What is a HUB?



Foundation of the HUB Model

Step 1: 

Find

Step 2: 

Treat

Step 3: 

Measure

Comprehensive Risk 

Assessment

Assign 

Pathways

Track/Measure Results 

(Connections to Care)



FIND:  Comprehensive Risk Assessment



FIND:  Comprehensive Risk Assessment



Care Coordination Plan



TREAT:  Each Risk Factor = Pathway

20 Standard Pathways

• One risk factor at a time

• Completion = Payment

• Finished Incomplete 

Pathway = Gaps



20 Standard Pathways

▪ Adult Education

▪ Employment

▪ Health Insurance

▪ Housing

▪ Medical Home

▪ Medical Referral

▪ Medication Assessment

▪ Medication Management

▪ Smoking Cessation

▪ Social Service Referral

▪ Behavioral Referral

▪ Developmental Screening

▪ Developmental Referral

▪ Education

▪ Family Planning

▪ Immunization Screening

▪ Immunization Referral

▪ Lead Screening

▪ Pregnancy

▪ Postpartum



MEASURE: Track Progress with Pathways



Fix the System!
2 Missed 

Appointments HUB Referral
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Health Care
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Whole Family Care Coordination

Medical Home PW
Immunization Referral PW
Developmental Referral PW
Lead PW

Pregnancy PW
Medical Referral PW –

counseling
Health Insurance PW
Employment PW
Housing PW
Education PW

pregnancy, nutrition,

Medical Referral PW – DPP
Medical Referral PW –
primary care
Tobacco Cessation PW
Medication Assessment 
PW
Education PW – diabetes, 

nutrition, smoking , 
high blood pressure
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Community HUB

One Care 

Coordinator for the 

Entire Family

Community Care 
Coordinator

Care coordination
agencies = CBOs

Community HUB 
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Health and other  initiatives 
can contract or collaborate 
with CBOs through the 
Pathways Community HUB

Community HUB and Funders



Contracts based on 
OBUs

If one Outcome-Based Unit (OBU) = $30

High Risk:

Initial Adult Checklist = $210

Health Insurance = $150

Employment = $210

Very High Risk:

Initial Adult Checklist = $270

Health Insurance = $180

Employment = $240
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HUBs work with any population: 

MCH

Opiates

Health 
Homes

Chronic 
Disease

Mental 
Health



Does a HUB make a difference?



AHRQ Partnership

AHRQ Publication No 09(10)-0088
September 2010, replaced by AHRQ 
Publication No 15(16)-0070EF, January
2016

AHRQ Publication No 15(16)-0070-1-EF
January 2016



Published Results
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Pathway intervention 

over 4 years

Cost Savings: 

$3.36 for 1st year of 

life; $5.59 long-term 

for every $1 spent



Ohio – Buckeye Health Plan



Expansion of the HUB Model



Pathways Community HUB Institute



Certification Process for HUBs



HUB Expansion

HUBs in development

Certified HUBs



Benefits of the Pathways Community HUB

▪ Removes “siloes” and fragmentation
▪ Uses existing community resources efficiently & 

effectively
▪ Common metrics (Pathways) to identify and track 

risks
▪ Whole person community care coordination
▪ Payment for outcomes
▪ Owned by the community



QUESTIONS?



Thank You! 
For More Information Contact:

Sarah A. Redding, MD, MPH
Executive Director
Pathways Community HUB Institute
sarahr@pchi-hub.com
419-631-9263




