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Changing the System to Meet 
People Where They Are 



Cityblock is a personalized care delivery 
company for underserved populations

Cityblock is led by innovators passionate 
about radically improving the health of 
urban communities,  one block at a time 
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Cityblock Health, Overview

Health is local.



A Problem Worth Solving



These individuals have complex and 
heterogeneous needs...

… and the highest cost segment drives 
unmanageable spend 

Serious mental illness

Substance use disorders

Chronic medical 

diseases

Disabilities

Homebound isolation

Lack of transportation access

End of life “utilization 

disorder”

Homelessness

Financial stress

Legal issues

Poor nutrition

etc, etc, etc.

~$73,500 
Total Cost of Care

avg NYS 2014

Individuals with complex needs drive spend, but have poor outcomes

MLRs well in excess of 

+200%
for the most complex lives

Disproportionately poor experiences, and unacceptably poor health outcomes Disproportionately fast growth relative to rest of healthcare spending
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Meet Patti: a true story of a person who fell through the cracks



Today’s health system was simply not equipped to meet her needs

OUTCOME

Patti died prematurely at 

44, after a long, very 

high-cost series of 

hospitalizations

...and orphaning her two 

young children—likely to 

repeat the cycle of poverty 

and poor health



For low-income populations with complex medical, mental health and 
social needs, this is a real issue 

40%
of that spending ($395B) 

is wasted each year 

$576B
In lost productivity

$1.6T
Spent on 5% of the U.S. 

population

Healthcare costs are concentrated in a very small segment of people...

...and the costs of inefficient and unnecessary care are massive...

...and hampering economic growth.



Social Determinants of Health



We’ve all acknowledged that social determinants matter, but what 
does that mean?

● Individual behavior and social 
circumstances are frequently 
unrecognized, and are nearly always 
undertreated, despite being major 
drivers of health outcomes

● Taken together, these non-medical 
factors contribute more 
significantly to an individual’s 
overall well-being than their 
genome, disease burden or even the 
quality of medical care they receive. 



In order to improve care and meet people where they are, we must 
broaden our focus to include the roots of health 

Transportation

Nutrition

Housing

Loneliness

Financial security

Connectivity

Getting to appointments

Category of need

Nutritious, health food

Consistent, safe and clean

Meaningful relationships

Avoiding constant debt

Being reachable via phone

Contribute to poor outcomes & cost

ExampleContribution to health 
outcomes

SDOH

Medical 



A growing evidence-base supports the notion that investing in social 
determinants can meaningfully improve health outcomes

Connectivity Care Coordination

 

HousingFood

  
 

 



A growing evidence-base supports the notion that investing in social 
determinants can meaningfully improve health outcomes

Family Engagement Financial Security

  

Home HealthTransportation



One Approach: 
Cityblock Model Overview



Our care model leverages neighborhood hubs, personalized care teams, 
proven intervention strategies, CBOs and purpose-built technology

Assessment and stratification, built over time with BH + SDoH data for a 360° view 

Custom longitudinal health record 

Protocolized workflows, with Google-caliber design and security

Direct service delivery with mHealth

Custom Digital Platform

Team-based, integrated care that wraps existing providers including:  
MD, NP/PA, RN, BH, LCSW, and more 

Full primary care, BH, SUD & personalized care planning to address underlying SDoH 

Community Health Partner anchors the team, owns relationship and trust

Multi-functional footprints designed to meet local needs

Field-based and home-based care teams flex out  from the hub, 
meet members where they are

Co-locate with local partners for social service delivery

Neighborhood Hubs

Personalized Care Teams
Cityblock’s Personalized Care Model



What Do Our Community Health Partners Do?

1. Build and nurture trusting relationships 
empathy emotional intelligence, problem-solving accountability, tenacity

2. Connect members to the right services, at the right time and place 
high-value social services 

partners

3. Support and champion members in their efforts 
behavioral coaching chronic disease management, health literacy and 

interdisciplinary clinical communication

Our care teams include MDs, RN Care Managers, Behavioral Health 
Specialists and Community Health Partners 



Family caregivers carry a heavy 
burden, and are often key to 
preserving the independence and 
wellbeing of members with 
complex needs

By engaging, educating, and 
coaching caregivers within the 
home environment, we reinforce 
family capabilities

Our tech platform provides a 
lightweight way to keep 
loved-ones in the loop

must

We recognize and involve the members’ families & support networks, 
including family caregivers—a powerful and unique approach

Social determinants of health 
impact entire family units, not 
solely individuals who are sick



For Patti, a fully-integrated, personalized care system would have meant 
a radically different experience -- and significantly better outcomes

OUTCOME

Every additional year of 

quality life gained would have 

had dramatic implications for 

her children & community



The time is right to deepen investments in 
community based care, with a deliberate 

strategy for addressing social determinants and 
meeting people where they are 



Thank You

Contact

Melanie Bella


