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If you lose connectivity during the session, click your original join link to regain access to the webinar.

If you experience technical difficulties, 
send a note using the chat box 
in your bottom menu bar, 
and we’ll assist you from there.

Enjoy the session!

Technical Notes and Support



Disclaimer
This webinar series is supported by GS-00F-
0012S/75FCMC22F0101 awarded by the 
Centers for Medicare & Medicaid Services. 
The opinions, findings, conclusions, and 
recommendations expressed in this webinar 
are those of the presenter and do not 
necessarily represent the official position or 
policies of the Department of Health and 
Human Services or the Centers for Medicare 
& Medicaid Services.



Webinar Objectives

• Highlight the role of community health representatives (CHRs) in 
Northern Valley Indian Health’s (NVIH) efforts to address dementia

• Provide a snapshot of current and future program activities 

• Discuss NVIH’s use of a mobile health care unit to expand services



Today’s Presenters

Teresa Martens, MSN, RN
Community Health & Outreach Director

Northern Valley Indian Health

Tonya Tyler, RN
Community Health RN Coordinator

Northern Valley Indian Health

Jeffery Flanagan
Program Coordinator

Northern Valley Indian Health



NVIH is a private, nonprofit tribal 
organization founded in 1971 by a group 
of Northern California American Indians 
seeking to reestablish health services in 

California.

NVIH is governed by a board of directors 
from the Mechoopda Indian Tribe of Chico 

Rancheria, the Grindstone Indian Rancheria 
of Wintun-Wailaki Indians of California, the 

Yocha Dehe Wintun Nation of California, and 
the Kletsel Dehe Band of Wintun Indians of 

California.

NVIH’s Mission  
Excellence in health care services to Native 

Americans and all community members 
Values 

Compassion 
Integrity 
Respect 

Customer service 
Teamwork 



Comprehensive and integrated medical, dental, behavioral 
health; women’s health; nutrition; and community health and 
outreach services are provided to more than 6,500 American 
Indians and Alaska Natives (AI/ANs) who reside in the five-
county NVIH service area. That area includes Glenn, Yolo, and 
portions of Colusa, Butte, and Tehama counties. NVIH clinics 
are in the cities of Chico, Willows, Red Bluff, and Woodland. 
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Comprehensive assessment is key to patient-centered care plan

Visit type: Home/clinic/community  

Intake includes immediate functional needs questions

• Stay Independent
• Assessment for fall risk; Sit and Stand as second assessment

• Home safety assessment 
• Home modifying equipment

• Mini-Cog 
• Caregiver training 

• Adverse childhood experiences  
• Stress busters 

• Patient Health Questionnaire-2 
• Potential referral to behavioral health 

• Substance use
• Potential referral to primary care practitioner (PCP), addiction specialist  

Care Management
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Goals
1. Raise awareness of dementia

a. Training 
1. Community Health & Outreach Team attended Dementia Care Aware
2. Community education sessions 
 a) Alzheimer’s Association
 b) Agency on Aging: Passages Programs
3. Medical providers and support team 
 a) Barriers: Evaluation by neurologist 
 b) Training by Dr. Finke re: primary care’s role in diagnosis

2. Selecting screening tool 
a. Mini-Cog/AD-8 
b. Community Health & Outreach staff training in administration of screening 

tools 
3. Identified target populations 

a. Age 55+, risk factors that increase incidence of cognitive decline 
b. Assigned screening with Community Health & Outreach intake 
c. Patients referred for a home safety assessment 
d. Patients verbalizing a change in their health status 
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Completed Screening is Reviewed by PCPs
a. If screening is positive

▪ Medical team initiates evaluation
▪ Community Health & Outreach Team provides:

a. Education on steps of evaluation
b. Needs assessment
c. Support navigating health care systems
d. Support navigating local resources
e. Addresses modifiable risk factors
f. Advanced care planning
g. Community engagement

b. If screening is negative:
▪ Medical team determines necessity of evaluation
▪ Community Health & Outreach Team provides:

a. Needs assessment
b. Support navigating health care systems
c. Support navigating local resources
d. Addresses modifiable risk factors
e. Advanced care planning
f. Caregiver needs assessments
g. Community engagement
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Current Opportunities for Community Engagement

Lifestyle modifications
• Education on health
• Exercise
• Nutrition
• Stress reduction
• Sleep
• Social connection



Programming In Development

Memory café pilot

• 10-week series

• Alternating weeks of education and 
activities to build on what was taught 
(e.g., sessions about healthy brain foods 
during Week 1, recipe preparation during 
Week 2)

• Activities to stimulate the brain and 
promote social engagement

Caregiver training

• Savvy Caregiver Program

• REACH

• Use of local resources

14
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Mobile Medical Services 

• Pilot implementation to Grindstone Indian Rancheria/Elk Creek 
• Community Health & Outreach Team coordinated the implementation team (medical team, 

maintenance, IT, tribal permission)
• Implemented mid-September, weekly from 9 a.m. to 3 p.m.  
• Role of Community Health & Outreach Team 

• Transportation to appointments 
• Warm hand-offs for medication management, health education (blood pressure), resources
• Home visits for home safety assessments 
• Health Series luncheons: Health education, healthy meal, exercise, and cultural activity 
• Elder’s Nutrition cooking program

• Creating community partnerships that allow for the expansion of mobile medical services 
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Team Forget Me Nots

Walk to End Alzheimer’s: Saturday, October 14, 2024



Questions?
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