
 

 
 

 
 

 
Proposal for Fellowship Placement • Summer 2017 

   
 

¶ Organization:  Cornell Scott-Hill Health Corporation (CS-HHC) 
 

¶ Full street address of organization: 400-428 Columbus Avenue, New Haven, CT  06519 
 

¶ Website: www.CornellScott.org 
 

¶ Name and title of the Direct Supervisor (please note: the Direct Supervisor must be 
available to supervise Fellow on a daily basis):  
R. Douglas Bruce, MD, MA, MS, Chief of Medicine, Cornell Scott-Hill Health Center 

 

¶ Phone number and e-mail address of Direct Supervisor: The contact person is Ms. 
Eileen Kaether, the Executive Assistant to Dr. Bruce. She will put the caller  
P: 203/503-3179;  e-mail:  ekaether@cornellscott.org 

 

¶ Placement dates (8-11 weeks between Tuesday, May 30 and Friday, August 11, 2017):  
We would like a Fellow to be placed with us for 11 weeks. This timeframe will provide 
the Fellow with the fullest experience of a placement in a community health center. A 
shorter timeframe may be negotiated. 

 

¶ Are placement dates flexible? If so, please describe:  The specific start date and 
timeframe for the placement is flexible. 

  

¶ Hours of the program (placements should be equivalent to full-time):  
¢ƘŜ ǇǊƻƎǊŀƳΩǎ ƘƻǳǊǎ ǿƛƭƭ ōŜ aƻƴŘŀȅ ǘƘǊƻǳƎƘ CǊƛŘŀȅ ŦǊƻƳ уΥол ŀƳ to 5 pm. 
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Placement Description 

 

¶ Organization description (Mission statement, population served.  150 words or less.):   
 
The Cornell Scott-Hill Health CenterΩs (CS-HHC) mission is to measurably improve the 
health and well-being of the communities we serve by providing excellent and 
compassionate care, accessible to all. CS-HHC provides medical, dental, behavioral 
and enabling services. 
 
In 1968, Hill Health was established through a collaboration of community residents 
and Yale Medical School.  The people residing in CS-II/Ωǎ ǇǊƛƳŀǊȅ ƎŜƻƎǊŀǇƘƛŎ ǎŜǊǾƛŎŜ 
areas are poor and there are so few providers who are willing to treat uninsured and 
Medicaid enrollees that these areas are federally designated areas of need. 
 
During CY2015, CS-HHC staff served 36,204 patients who made 259,881 visits.  Our 
ǇŀǘƛŜƴǘǎΩ ŜǘƘƴƛŎκǊŀŎƛŀƭ ŘŜƳƻƎǊŀǇƘƛŎǎ ǿŜǊŜ о5% African-American, 36% Latino, 54% 
Caucasian, 2% Asian and 9% multicultural/other. Their payer sources were 67% 
Medicaid, 12% private insurance, 12% uninsured/sliding-fee and 9% Medicare. Fifty-
three percent of our patients were female and 47% were male. 

 
 

¶ Please write a 1-2 sentence summary of the work that the Fellow would be 
conducting (50 words or less. This will be used as your agency’s project description 
summary on the PPSF website, so please be succinct): 
 
The Fellow will use population health management software to improve patient 
outcomes, reduce patient costs, and realize greater patient satisfaction. The Fellow 
will generate/analyze data; develop care delivery strategies; and work with the Chiefs 
of Medicine and Operations and others to evaluate data and facilitate the 
institutionalization of the work. 
 
 

¶ Please write a complete description of the specific project you propose and list the 
duties/outcomes expected of the Fellow.  (Suggested length: one to two pages.) 

 
Cornell Scott-Hill Health Center, the first community health center founded in 
Connecticut (December 1968), has 20 locations located in five towns: New Haven, West 
IŀǾŜƴΣ !ƴǎƻƴƛŀΣ 5ŜǊōȅ ŀƴŘ .ǊŀƴŦƻǊŘΦ  ¢ƘŜ CŜƭƭƻǿΩǎ ǿƻǊƪ ǎƛǘŜ ǿƛƭƭ ōŜ ƛƴ ǘƘŜ /{-HHC 
5ŜǇŀǊǘƳŜƴǘ ƻŦ aŜŘƛŎƛƴŜ ƭƻŎŀǘŜŘ ƛƴ ǘƘŜ IŜŀƭǘƘ /ŜƴǘŜǊΩǎ Ƴŀƛƴ ŎŀǊŜ ǎƛǘŜ ŀǘ плл-428 



 

Columbus Avenue, New Haven, Connecticut. Geographically, the offices are near Yale 
New Haven Hospital and Yale School of Medicine.  The care site is on several bus lines 
ŀƴŘ ǇŀǊƪƛƴƎ ƛǎ ŦǊŜŜΦ  ¢ƘŜǊŜ ǿƛƭƭ ōŜ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ǘƻ Ǿƛǎƛǘ ǘƘŜ IŜŀƭǘƘ /ŜƴǘŜǊΩǎ ƻǘƘŜǊ 
medical, dental, and behavioral health (mental health and substance use treatment) care 
sites.   
 
The treatment of chronic medical conditions in the Community Health Center context is 
a challenge for both the provider and the patient.  Healthcare in the community requires 
much more than the prescription of appropriate medications.  It necessitates that the 
provider communicate the necessary tools for improved health to the patient and it 
requires the patient to develop self-management goals ς goals that the patient wants to 
achieve related to improving health.  Providers encourage their patients, especially those 
living with chronic conditions such as diabetes and hypertension, to set and follow 
through with these self-management goals in order to improve and/or stabilize their 
conditions. For example, a person with diabetes may select smoking cessation or weight 
loss as a goal. A care team member would then connect the patient with our Wellness 
Education and Outreach team which offers a smoking cessation program.  The patient 
goal and the referral would be ƴƻǘŜŘ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŜƭŜŎǘǊƻƴƛŎ ƘŜŀƭǘƘ ǊŜŎƻǊŘΦ 
 
The Fellow will have a proactive role in the ŎŀǊŜ ǘŜŀƳΩǎ daily operations to engage and to 
reengage patients.  The Fellow may use i2iTracks (a population health management 
software program), GE Centricity Electronic Health Record (EHR) and/or CareAnalyzer to 
track patient self-management status both prospectively and retrospectively to identify 
patients with diabetes, who need a self-management plan, those with plans needing 
updating, and those who attained their goal and are ready to begin another.  The Care 
Team and Fellow will conduct Plan-Do-Study-Act (PDSA) cycles to measure the degree to 
which the proposed engagement/reengagement strategy is working for staff and for 
patients. Together, the strategy will be revised and refined in order to optimize it.   
 
In addition to this work with primary care teams, the Fellow will implement analogous 
care team tracking and follow-up of patientsΩ ǎŜƭŦ-management in the Dental, Medical 
Specialty, and Behavioral Health Departments. 
 
Once the strategy for diabetes is optimized with one care team, the Fellow will work 
with other care teams to spread the innovation and facilitate its institutionalization.  The 
Fellow then will begin the process with another chronic condition. 
 
 
 
Duties 



 

During the CS-HHC placement, the Fellow will 

¶ Conduct quality improvement activities and prepare written reports; 

¶ Learn to use i2i Tracks, a population health management software program; 

¶ Create reports that generate patient data relevant to the chronic condition 
selected; 

¶ Analyze and interpret data; 

¶ In conjunction with staff, develop and implement strategies to engage and 
reengage patients;   

¶ Re-measure patient engagement, analyze the data, revise the strategy and 
repeat until the strategy is fully optimized;  

¶ Train CS-HHC staff to generate the reports;  

¶ Spread the innovation to other CS-HHC care teams; and 

¶ Begin this process again with another chronic disease prevalent in our patients. 
 
Project Outcomes 
The following success metrics will be modified depending upon the final parameters of 
ǘƘŜ CŜƭƭƻǿΩǎ ǊŜǎǇƻƴǎƛōƛƭƛǘƛŜǎΥ 

¶ Patients with the chronic conditions of focus (i.e., diabetes, hypertension, asthma, 
obesity) will increase by 25% their self-reported adherence with regular and 
follow-up appointments. Adherence will result in improved biologic markers that 
will substantiate self-report claims (e.g., see reductions in A1c blood test results). 

¶ tŀǘƛŜƴǘǎΩ ŀŘƘŜǊŜƴŎŜ ǘƻ ǘƘeir self-management plans will increase by 25%. 

¶ Patients at high risk of using the ED1 will reduce by 25% their ED visits within a 
year. 

¶ Decrease the number of poorly-controlled diabetics2 so that less than 20% of 
these patients have a hemoglobin A1c greater than 9%; and 

¶ 80% of all patients will rate their CS-II/ Ǿƛǎƛǘǎ ŀǎ άŜȄŎŜƭƭŜƴǘέ ƻƴ ŀ ŦƛǾŜ-point scale. 
 
 
 
 

                                                 
1 We are using eight visits or more in the previous calendar year to define a patient as 
being at high risk of using the ED. 
2 άtƻƻǊƭȅ-ŎƻƴǘǊƻƭƭŜŘ ŘƛŀōŜǘƛŎǎέ ŀǊŜ ŘŜŦƛƴŜŘ ōȅ ¦{ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘ ŀƴŘ IǳƳŀƴ 
Services (DHHS) Health Resources and Services Administration (HRSA) as having their 
most recent hemoglobin A1c levels greater than 9%. See 
http://www.hrsa.gov/quality/toolbox/508pdfs/diabetesmodule.pdf, page 2. We also will 
encourage screenings for all diabetics who have not had hemoglobin A1c screenings for 
three months or more. 

http://www.hrsa.gov/quality/toolbox/508pdfs/diabetesmodule.pdf


 

¶ Specific skills/experience required for the project (Please list): 
 

¶ A strong interest in learning about and serving the community; 

¶ Possess a zeal for social justice; 

¶ Knowledge of and experience with population health data and public health data 
is required; 

¶ Facility with the use of Microsoft Suite;  

¶ Knowledge and experience in using statistics is strongly preferred; and 

¶ An ability to work well independently and as part of a team. 
 
 

¶ Additional requirements (e.g. a car or weekend working hours).  If a car is required, 
please include information regarding parking arrangements and mileage 
reimbursement): 

 

¶ A person with fluency in English and Spanish is preferred. 

¶ The Fellow must occasionally attend meetings held before 8:30 am and/or after 5 
pm. The Fellow will not be expected to attend Tuesday evening meetings which 
would interfere with the commitment to attend Yale meetings. 

¶ Daily access to a reliable vehicle for travel in and around the Greater New Haven 
area. The Health Center has multiple free parking lots. Travel in a private vehicle 
for CS-HHC business is reimbursed at the Federal rate of $0.54/mile. 

 
 

¶ Briefly describe the work that Yale PPSF Fellows have done with your agency in the 
past and present.  If you have not worked with Yale Fellows, please describe any work 
that Yale students have done with your agency. 

 
Several Yale Presidential Fellows worked with Cornell Scott-Hill Health Center conducting 
empirical research, developing a policies and procedures manual for a school-based 
health center, and participating in a variety of Resource Development activities including 
fundraising, research, attending in-house and community meetings, and grant writing.  
They researched model programs and developed grant proposals; some were funded. 
Fellows have supervised, worked with, and problem-solved with youth at CS-HHC. 
 
Programs developed by Fellows have led to the implementation of nutrition and health 
education programs focusing on youth.  Additionally, Fellows developed proposals to 
fund HIV/AIDS services, our Growing Through Sewing Program, health education, and 
substance abuse prevention and treatment among others. 
 



 

Our Fellows use their experiences at CS-HHC to inform their careers.  One was the 
Deputy Assistant Secretary for Minority Health in the Office of Minority Health at the 
Department of Health and Human Services.  He is now the President of Aetna 
Foundation.  Another lives in New Haven and was a Program Director in the Connecticut 
Department of Public Health and then a City of New Haven Director of Health.  A third 
Fellow worked in an HIV/AIDS service organization in New York City.  In May 2008, three 
of our Fellows graduated from Yale; each began medical school.  Most of our Fellows are 
interested in combining their medical school aspirations with public policy and public 
health.   
 

 

  



 

 
 

 
 
 
 



 

 

 
 
 
 

 
  



 

 
 
 

  



 

 
 
 


