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Whole Person Care

• “W ho le-pers on care can be defined as  the coord ination of health, 
behav io ra l health, and socia l serv ices  in  a patient-centered 
manner with the goals  of improved health outcomes  and more 
efficient and effective us e of res ources .”  

• R ecogn izing  that even if you do your bes t work  with a 
client/patient that you may  not see improved outcomes

• R ecogn izing  that a pers on is  part of a who le sy s tem that impacts  
their wellbeing

• R ecogn izing  that you cannot help a client alone 
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What is  it?



• Identify  Community Needs
• Attend commun ity meetings  
• Attend Forums
• Research data 
• As k frontline workers  
• Work  with the County/S tate

• B eg in  as k ing  “how can my  
agency  help?”

• B eg in  as k ing  “can we tack le 
this  need on our own or do  we 
need partners ”

• B eg in  look ing  at how partnering  
wou ld improve the overall 
health of your client 

• Look  at the financia l impact

• Research grants  or other 
financia l optionsEngaging Community Partners in Whole P erson Care 3



Engaging Community Partners 

Identify  the shared benefit 

• Succes s fu l partners h ips  are developed 
when there is  a clear unders tand ing  of 
the benefit of the partners h ip .

• Identify  an overall goal of the 
partners h ip 

• Dis cus s  if add itional partners  are 
valuab le to the over all goal 

B u ild  the partners h ip/s
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• Communicate expectations  

• Identify  who is  res pons ib le for what 
parts  of the pro ject/partners h ip 

• Identify  how you will track  the succes s  
of the partners h ip 

• B e prepared to have to rework  the 
details  of the partners h ip  as  the 
program grows/mo lds
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Community Health and Wellness Program



• Goal- Help  inmates  or thos e at ris k  of incarceration connect to serv ices  as  soon as  
pos s ib le to prov ide the bes t trans itional succes s  

• Partners- B aywood Center, Warren County Jail, Was h ington County Jail, Office of 
Community Serv ices , Warren Was h ington Ass ociation for Mental health

• Program- Jail trans ition coord inator meets  with inmates  that are referred by  the jail, 
probation , courts , lawyers , fam ily  members , ect to identify  unmet needs . 
Coord inator works  on setting  up res ources  for the ind iv idual then follows  the 
ind iv idual wh ile they  connect to the serv ices  and improve their life mentally, 
phy s ica lly, and socially. 

• Coord inates  with- Department of socia l serv ices , long term cas e management 
serv ices , mental health serv ices , subs tance abus e serv ices , legal aid , legal 
entities , food pantries , emp loyment as s is tance programs , shelter/hous ing  
serv ices , trans portation………. 
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B efore
• In jail, mu ltip le incarcerations  

• “ if this  does  not work  I’ll go back  
to selling  drugs ”

• No hous ing  options

• No socia l supports

• Pend ing add itional charges  in  
another County

• No ins urance 
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“Joe”

Now
• Went inpatient 
• Found Hous ing
• Work ing with CR PA for 

support 
• Not back in jail! 

Serv ices
• ABLE became invo lved 

6mo prio r to releas e
• Ins urance nav igator
• Uplift for trans portation
• Worked with other 

county  to res o lve 
charges  

• MAT 
• Sanctioned by  DSS, 

removed due to 
coord ination

• Pers onal care needs  
through community 
action 



• Goal- Improve mental, socia l, and phy s ica l fitnes s  

• Partners- B aywood Center, YMCA of Greater Glens  Falls  area, Council for Prevention , and the Alliance 
for Pos itive health

• Prog ram- Partic ipants  work  together with a CR PA and Wellnes s  Coord inator to identify  how  to utilize 
YMCA serv ices  to improve not on ly  their phy s ica l health but als o their mental and socia l health. 

• Areas  addres s ed :
• S ocial- Group activ ities  geared toward Wellnes s  participants  monthly  
• Ch ild  care as s is tance wh ile in  treatment or at YMCA
• P hy s ical – BMI, B lood P res s ure, B ody  fat mon itored for improvements  
• Emotional- availab ility  to talk  with wellnes s  coord inator, CR PA , or phy s ical trainers- B onds  bu ilt
• Nutritional S upports
• Case management support from CR PA
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B efore
• Homeles s-L iv ing  in  car

• CPS invo lvement with Son

• Active Add iction

• No socia l supports

• No DSS serv ices  (new to the state)

• Diabetic 
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“Jane”
Now

• Has  her own apartment 
• Fos ter care has  returned 

Cus tody  of her son 
• Sober
• Works  with CR PA, found support 

in groups  
• Receives  DSS benefits  to liv e on 

her own and ra is e her son
• Diabetic- med ication compliant 

Serv ices
• B aywood Center
• YMCA- showers , 

ch ildcare, camps , 
work ing  out

• DSS- Hous ing , 
financia l 
as s is tance 

• Med ical
• Care Coord ination 

meetings  



• Partners- B aywood , United Way, Greater Glens  Falls  Trans it, Warren Wash ington Ass ociation for Mental 
Health, HHHN, Glens  Falls  Hos p ital, Center for Recovery, Was h ington and Warren County  DSS and other 
agencies  in the Warren , Wash ington and Northern Saratoga county reg ion .

• Details- Through community engagement and outreach , we were ab le to help the “ launch”  of the Uplift 
program . Attend ing  care management meetings  and by  being eas ily  acces s ib le with the willingnes s  to 
meet the ind iv idual “where they  were” , we were ab le to meet a tremendous  need within  our community  
and hope to continue adapting  Uplift to meet future needs .

• Goal- to promote preventive health by  giv ing  ind iv iduals  increas ed acces s  to care serv ices  by  reliev ing  
the hards h ip of lack  of trans portation . 

• Program- We prov ide trans portation to ind iv iduals  with recent health is s ues  to help stab ilize their 
cond ition and prevent ER  vis its/hos p italizations  by  allow ing them acces s  to med ical appts , couns eling  
appts , department of socia l serv ice or care management appts , court appearances , participation in 
community bas ed support programs , to obtain med ical equ ipment or pres criptions , and to acces s  
grocery  stores  or food pantries . 
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Challenges of Whole Person Care
• Finding a common purpose and benefit for all parties 

• Communication – speaking different languages 

• Work flow 

• Oversight agencies

• Funding streams 

• Silo Care- Old mindsets 

• Client buy in 

• Technology 

• Data sharing 

• Understanding improved health 

among silos
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Why try???
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Why try??
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• Greater staff satis faction
• referral flow 
• healthy  clients= les s  staff burn out
• Les s  staff turn over 

• B etter outcomes  
• Ins urance Contacts  
• Add itional fund ing , Grants , 

reallocation of funds

• Reducing barriers  for clients  
• More likely  to engage with 

serv ices  that are eas y  to obtain 
• Healthy  can be contag ious  
• Longer las ting change/health

• Healthier commun ities  
• End ing cy cles  
• Your commun ity too 
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Jackie Foster
Director of Outpatient Services 
Jackief@pyhit.org
518-798-4221

Cassandra Becker
Transportation Coordinator
Uplift Warren Washington
upliftwarrenwashington@gmail.com
518-320-6692
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