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Coordinator:
Welcome and thank you for standing by. At this time all participants are in a listen-only mode until the question and answer session of today’s conference.

At that time to ask a question please press Star 1 on your touch-tone phone and record your name at the prompt.


Today’s call is being recorded. If you have any objections please disconnect at this time.


I will now turn today’s call over to Mr. Jim Macrae. Thank you sir. You may begin.

Jim Macrae:
Thank you and good afternoon to most of you all and good morning to a couple of folks way out West. Thank you all for joining us today.


I apologize for the late start. It’s been a little bit of a hectic morning afternoon here in beautiful Rockville, Maryland. Hope you all had a nice Thanksgiving holiday and are getting ready for the holidays season upcoming.


Very pleased to be having this call with our national cooperative agreement partners as well as our state and regional cooperative agreement partners.


We actually have a lot of information to share. It’s been actually a while since we’ve had this call. And for me personally I did not get the opportunity to participate in the Primary Care Association meeting in South Carolina because of hurricane Sandy.


So I haven’t a chance to meet with many of you in a long time so why don’t we jump right in in terms of just some of the updates?

And because I’m - had the prerogative of oh no, we actually we changed it -- awesome -- in terms of the update of the calendar.


I was going to start with funding opportunity updates and I actually will begin there even is what it says on the agenda.


So I know many of you are interested in terms of funding in terms of different activities that we have going on here in the Bureau of Primary Health Care so let me provide a few updates on those.


First we do plan to announce sometime in December our school based health center capital grants.


As you may recall we had approximately $75 million available for about 150 school based health center grants that we put out for competition this past summer. We have completed our reviews and we are almost ready to award those.

We anticipate that those awards will be made sometime in mid-December. And if past is prologue we anticipate that about half of the awardees will be health centers.


Health centers have definitely taken a real leadership role in terms of the school based health center program and have really utilized this resource effectively to either build new school based health centers or renovate their existing ones or to purchase equipment to help support what they’re currently doing. So we anticipate making that announcement very soon.

For many of you who are on the call I know you’re very interested in the health center controlled network guidance and application and awards.


We still anticipate making those awards in December. We did run into a little bit of an issue with respect to the hurricane. We actually had our Objective Review Committee scheduled for the week that Sandy arrived and so we had to postpone those reviews of two weeks.


So we still anticipate announcing the health center controlled networks but it will probably be a little bit later in December than we had originally anticipated.


But we do plan to award approximately $20 million for anywhere between 30 to 40 health center controlled networks. And we’re very much looking forward to really the impact of these networks.


We’ve completed our reviews. You know, I think folks really took to heart the expectations in terms of both the significant involvement of health centers.


I think in terms of the applications it sells - it was well over half the health centers are involved in some way in the network and one of these applications that came in and I think really importantly talked about what they would do to increase the capacity to adopt EHRs and meet and go through the stages of meaningful use, you know, working on patient center medical homes but ultimately using data and information to drive quality improvement.


So really happy about those applications that came in and we’ll be extremely pleased when we’re able to announce those again sometime in December.

In addition December is clearly a busy month for us. We are hoping to be able to announce our health center new access point competition in November - I said November, in December.


Right now in terms of the President’s budget it includes approximately $19 million for 25 new access points.

We hope to get that guidance like I said up in December with applications due, I think we’re looking at providing folks at least 60 days, I think a little bit more than that in terms of getting those application in.


We are excited about that opportunity, actually will in a few minutes talk about our new access point of review that we just completed on the 2011 process and some of the highlights from that and some of the recommendations that that made in terms of updating our 2013 guidance.


But we hope to get that out in December so looking forward to that. And we will definitely provide much more information through a series of technical assistant calls and resources and other things to support both you as well as potential applicants for that opportunity.


In addition I just really want to highlight that people should still continue to get their service area competition applications in as well as their budget progress reports in.


One of the things that we continue to see luckily very infrequently is that sometimes people forget to turn in their applications.


That is not a good thing so to the extent that you can continue to remind health centers that they need to submit their applications.


And just to point out the seriousness of that in particular for the service area competition we are definitely seeing more competition than we’ve have seen in the past.


We are seeing more situations where there are more head to head competitions or even in some cases three applicants are coming into serve a current service area. And that could be the current organization as well as an existing health center or even a new organization coming in.


So it’s not only important for people to get those applications in but recognize that for the service area competition it is a competition and they need to do the best job they can in terms of submitting the best application for the reviewers to look at.


So anything you can do to just reinforce that message I think is important for health centers across the country.


Lastly in terms of guidances I know you all are very interested in particular the primary care associations but also the national cooperative agreement partners in terms of your applications.


In terms of the PCAs we’re going to get out the noncompeting continuation applications very soon shortly. We’re looking at some time in December. Boy December is a busy month in terms of getting that out.


We want to thank you upfront for all of the work that you did to update your work plans after we made the awards in September.


I know many of you worked a lot and very long and hard with your project officers to update your work plans, you know, everything from addressing the particular issues that we identified to updating your budgets, really want to thank you for that effort that you’ve done and just would encourage you when you complete your noncompeting continuation application that you take that same diligence in terms of the work that you do.


And in terms of the work, you know, I’m not going to go into great detail but again the things that we really are asking the primary care associations in particular but even national cooperative agreement partners and others to do is to really help us with the sort of three key pieces of our work which is making sure that all of our health centers are meeting the program requirements, that we continue to improve our performance both in clinical and financial, performance of our health centers and then ultimately taking on that leadership role in sort of the integration of primary care and public health.


And those really are the key areas for us that we’ve identified for you.

With respect to the program requirement issues it’s really helping us more on the front and of preventing organizations from getting out of compliance.


We think the training and support that you all can provide to your groups of health centers would be extremely helpful to prevent people from even getting conditions to be placed on their awards, making sure that folks really understand what it is that they need to do to be in compliance. And the training and support that you provide is invaluable to help us with that.


In addition to hopefully make your lives and our lives a little bit easier we are internally working on updating a lot of those requirements just to make it much more clear about what did the requirements actually mean.

So we’re working on developing both internal review documents for our staff to make sure that people really understand what does an afterhours coverage requirement actually mean?


What does it mean to have a key management staff? What does that actually mean and what does that mean for different types of programs?


And that’s something that we’re working on developing both for our own staff and ultimately to be able to share with grantees and with you as our technical assistance partners to make sure that everybody understands okay this is what a requirement really is and this is what we need to do so we’re working on that.

And that as part of that we’re also going to really develop a training and communication strategy to make sure that you understand it as our key partners that we can work with you to do training for our staff to make sure that we again work towards that goal of having no one with conditions. That would be great.

The second key area of course is, you know, focusing and continuing that effort around both our clinical and financial performance of our programs.


Suma Nair, our Director of Quality Data is going to talk more specific he about a lot of this but continuing your effort that you’ve made to help our health centers become recognized as patient center medical homes to continue to really work with our health centers to improve their clinical performance, utilizing data and information that now is available on our Web site.


If you all haven’t seen it please look at those profiles that I think provide some really great information on where health centers are in terms of both their clinical and ultimately we’re going to put some financial information up there too in terms of their performance.


But really utilizing that to help identify again where can we get the biggest bang for our buck in terms of moving the needle on clinical performance not just for a particular health center but for the whole group of health centers in your state.


We tried to do that with the recent initiative that we had around patient centered medical home and cervical cancer screening because that was a measure that we saw we weren’t doing as well across the board.


But I know there are measures in different states that really could be focused and could make a big difference and again ask you to help us with that.


We continue to look at, you know, supporting our health centers in terms of making sure that they are doing everything they can to control costs, to make sure that they’re financially viable. So continuing to help with that effort is also really important.


In addition there are those key sort of leadership or I think we described it as - let me make sure I’ve got the right term the what is it, program assist - what is it?

What are those called, that last category? I’m looking at all the people and they’re all looking at me like I’m - statewide regional assistance program.

Woman:
Yes.

Jim Macrae:
That other piece which is critically important. And, you know, really to be honest is your leadership role in terms of what you do as a primary care association so that last bucket talked about.

So, you know, doing that annual technical assistance and training needs assessment to make sure that, you know, you looking at the data that we provide but also caucus with your and survey your organizations to see what their primary needs are in terms of training and technical assistance.


The whole focus around special populations just making sure again that we have that point of contact but even more importantly that our trainings and TA really reflect the populations and all of the populations that we serve and in particular those special populations, that we continue to focus on collaboration both you at the state level in terms of your collaborative relationships whether that’s with primary care offices, state offices rural health, working with state Medicaid which is going to be critically important in the years to come, state health departments and others but also support our health centers to make sure that they’re collaborating with others as they’re, you know, doing the work that they’re doing within their communities.


That key role amount emergency preparedness I can’t think enough the folks, you know, all across the country but in particular the New York Primary Care Association, the New Jersey Primary Care Association, Connecticut.

I mean just about every one of you all really stepped up in terms of just what you provided in terms of that support.


And that’s so critically important to have done it before an emergency happens so you have that in place.

So again just making sure that you are prepared and able and can respond when we need you to and when the health centers need you to.


Then just making sure that, you know, that what we call surveillance that you have information on, you know, what’s going on in the state.

That’s going to become even more critical as the Affordable Care Act rolls out as a state insurance exchanges play out just to really know what’s going on within the state, what’s the impact on the safety net and any information that you need to share to make sure that all of the health centers in the state are aware and knowledgeable of that is really important.


And then finally because it’s always important is to provide that support for our newly funded health centers. We had a big cohort that we invested in this year.


We are very, very optimistic about their performance but they also to be honest need a lot of handholding. So your work working with us to make sure that they meet the requirements, perform well, can do what they need to do in their community is really important.


So as you update your plans through this noncompeting continuation please just, you know, share with us any changes in your plan, any progress that you made, and most importantly really have a conversation with your project officer about where to focus. That’s really the key piece of all of this. We really do want it to be a partnership in terms of the work that we do.


In terms of a couple of other things I just wanted to share with you all I wanted to give you a quick update on where we are with policy because we have a number of different policies in the works in various stages of development.


First and foremost thank you to many of you who provided feedback on our sliding fee discount PIN. We got a lot of comments, a lot of comments. And that’s really that’s a good thing because it makes our policy better.


We are in the process of sorting through all of it. I won’t say which organization but one of the folks on this call provided a comments that were two times the length of the PIN itself which we thought was remarkable in terms of what they were able to do.


But again we really appreciate the opportunity to have that because ultimately it makes it a better document.


We hope to actually get through and respond to all of these comments I get the final PIN out sometime after the first of the year.


We’re not saying exactly when but were hopeful that we’ll be able to get it out I won’t say shortly but soon after the first of the year.


But what we are hoping to get out relatively soon is the quality improvement PIN which I think Suma will spend a little bit of time talking about, maybe she will maybe she won’t, maybe I will. She’s giving me that look.


But we are hopeful to get out a quality improvement PIN in draft to basically provide a little bit more of a framework about what we expect in terms of quality improvement, quality assurance systems at health centers.


You know, I think that’s really the foundation for all of the work that we do in terms of clinical quality improvement is to make sure that there’s a solid program in place at health centers.


And we have not I would say provided as much guidance as we needed to. And so we’re hopeful that this PIN will provide a little bit more specificity and direction in terms of what is it that we expect in terms of that.


We also just so you’re aware we’re working on other things that will happen really after the first of the year but just to make sure that you’re aware of it.


We’re working on a financial recovery plan notice. One of the things that we sometimes run into situations where health centers need some support and assistance to get over a, what we hope is a short term bump in the road but to help them with financial recovery plans.


And we haven’t updated our plans in a long time in terms of expectations and the guidance so we’re hoping to update that and get that out again for everybody to take a look at some time after the first of the year, really guidance around what do those look like and what do we need it when we’re working with an organization around financial recovery.

We also are working to get more information out on subcontracting and sub recipient relationships. We know that’s been a big issue for a lot of our health centers.


And just providing a little bit more guidance on that, we’ve had a lot of interest from a variety of different folks about what are the different options that health centers can pursue with us as well as health centers asking what can they actually do in terms of contracting. So we’re hoping to put out some guidance on that very soon.


And then two other things that we’re working on really a PIN around looking at the budgets of health centers.

One of the things that we’ve had the opportunity to do is to engage a lot with the Office of the Inspector General around some of the reviews that they’ve done related to the Recovery Act as well as now the Affordable Care Act.


And one of the things that’s come out is a little bit of lack of clarity around what are the requirements of health centers in terms of their budgeting, what do they need to document?


And so we’re going to work to get some guidance some clarity out there to make it, you know, more clear to the health centers what is it that they actually do to make sure that they don’t run into any situations where cost could be disallowed because of they didn’t do proper accounting. So we’re going to provide more guidance around that.


And then finally our hope is to get out our governance PIN sometime soon. We have continued to work on that. It’s been definitely a long journey in terms of getting there. But we’re hopeful to be able to get out our governance PIN because that really is the foundation of our program.


So that’s a quick update on where we are with our policies. I’ll - the next thing I just wanted to draw your attention to if you haven’t had the chance to see it is our new access points review that we completed recently.


One of the things that came out of the recent JAO study was the request that we do an evaluation of our FY 2011 new access point competition.


We always do that every year in terms of a review of the previous years. I think one of the things that I believe in and I think the staff really embraces that we never do anything perfectly and there’s always room for improvement.


So we always take the experience from previous years and try to do better the next year. I think what we did this year was take it a step further and do a more formal evaluation or review of the actual outcomes from 2011 and in particular compare that to the experience that we had from our last competition which was in 2008, 2009.


I won’t bore you with all of the details. I’ll just hit a couple of the highlights in terms of what was found as well as some of the recommendations.


But these are important because they will help inform us in terms of really making any changes in our 2013 guidance.


In particular I think sort of the main findings of the report were that the changes that we made in increasing the scores for need as well as increasing the points for special populations is sparsely populated. And even high poverty did result in the impacts that we anticipated that by awarding more points for need we went to more needy communities as compared to what happened in 2008, 2009 that’s borne out by the data, same thing with respect to special populations in sparsely populated as well as high poverty.


I think all of the things that we did have the impact in the direction that we anticipated so I think that was really positive.


The review also noted that we worked to increase the transparency of the process itself in terms of just making it more clear about what we did in terms of making decisions about funding.


So that was all of the good stuff in terms of the findings. And then I would say it was also good stuff in terms of some of the recommendations that came out.


Now and I won’t again bore you with all of this but I’ll run through these fairly quickly, just the high points.

In terms of the recommendations one of the recommendations was that we update our current need for assistance worksheet to reflect more up to date data number one, but also to look to either keep add or modify some of our current indicators based on really their impact on the people’s health, impact of providing that service in a primary care setting and making sure that the data is publicly available.

So there were a number of recommendations made. I won’t go through all of those. There were just a lot, just a lot.


I think they ultimately say that we should what is it, keep 24 indicators, revise 12, drop 11 and consider including 18 new ones so I won’t unless you would like me to I can go through every one of these but I don’t think you all would want me to do that so I won’t do that.


So I’ll jump to the next one. The other thing that they suggested is that we update the actual instructions for the need for assistance worksheet to be more clear in terms of how people in particular extrapolate data.


That’s always one of the challenges that folks have is what process do they go through. And so they really recommended that we provide more detailed guidance and even different techniques that folks can have as well as updating that resource guide to provide Excel worksheets so that people can actually do it and do it more clearly.


With respect to funding priority points there were a number of different applications, I mean recommendations. They encouraged us to continue to keep the sparsely populated recommendations since that is a statutory requirement.


They also encouraged us with respect to the special populations one to utilize that but utilize it based on the amount of funding that’s available.


So in those years where there is a significant amount of money available and there is potential concern about receiving enough applications strongly consider including priority points.


In those years where there is less resources available that may not be as much of a necessity. But in those years where there’s a lot of resources available that’s something we should definitely consider and even look at where the thresholds are.


In terms of funding the neediest communities there was really a desire for us to do what we had done before but also look at targeting or developing a new measure or a new priority around not just looking at need but also looking at the current services that are provided in a particular community or service area, so really looking at what is the need in the community in terms of low income but how many of those folks within that community are currently not served by a health center or a look alike or another organization.


And so they encouraged us to look at developing a new priority that factors in not just need but also how much of those folks in need are actually currently being served so I thought that was a good recommendation.


And then in terms of the transparency of the process they just really encourage us to make it again very clear that there are certain statutory requirements in terms of special pops in terms of urban rural and that in some cases we may need to skip different applications to fund to meet these statutory requirements just to make that much more explicit.


And so I would encourage you if you haven’t had a chance to look at that it’s on our Web site. It’s under the News section on the BPHC Web site.


I won’t bore you with the rest of it. There’s lots of pretty charts and graphs in there that you can peruse at your leisure.


And then the last piece for me that I have before I turn it over to Suma -- and I think actually I’ll stop for questions and then we’ll open it up -- is with respect to the operational site visits. Because there’s been a lot of interest in that and let me make sure I’ve got my sheet that tells me what I’m supposed to ay. Actually I know it anyway.


Oh, as you all know there’s been a lot of interest in the operational site visits. We are definitely increasing our efforts in this area.


We have always found that site visits are important in terms of the work that we do. And with the shift several years ago from the Office of Performance Review having the lead responsibility for site visits to now in the Bureau of Primary Health Care we’ve been really working to increase our capacity to do more site visits.


And one of the things that we’re working towards is to have more of these happen. We actually did almost what was it...
Woman:
Two-hundred and thirty.

Jim Macrae:
...We did 230 in fiscal year 2012. We’re on pace to do I think close to 400 this coming year in terms of the number of operational site visits. And we’re going to continue that effort to get out there.


That was actually one of the, I know it may be surprising but one of the recommendations from the grantee survey results that we just recently received is that we want more site visits. We want more staff to get out on these operational site visits to help.

So we’re taking to that heart as well as just making sure that we validate and verify what’s actually going on. We think these are critically important.


In terms of the operational site visits themselves I think there’s been a lot of I don’t know how to say this the right way, but unnecessary storm and drain about them.


The current guidance up on our Web site. If people are worried about it I would strongly encourage them to go look at the Web site in terms of what’s up there because it’s not meant to be a surprise in terms of what we will be doing in terms of going on that site visit.


In fact we encourage folks prior to site visits to actually do a self-assessment using that guide itself. It’s really something that makes the site visits themselves much better. And I think again it just helps with making sure that folks understand it.


You know, I think one of the things that we would encourage folks to do is to encourage the health centers to share that beyond just a CEO and sort of the immediate leadership team with more of the staff so they understand it I think because it’s important but also with the governing board because that’s really critically important.


In terms of the review itself it continues to focus on the 19 key program requirements and really looks at verifying the health centers in meeting those requirements through an onsite review.


We get a lot of information through paper and even reports but for a lot of these requirements until you get on site you can’t fully know or verify or document full compliance. So that’s why these site visits are so critically important.


I think in terms of moving forward one of the things that we’re trying to do however with this guide is to make it a little bit more streamlined.


Right now it is a lot so I can understand why people do have a little bit of concern about it. Hopefully they won’t be concerned about it’s a surprise but one of the things that it currently is is it’s pretty long in terms of the guide itself.


So one of the efforts that we are trying to do with a lot of the different work that we’re doing in the bureau is to streamline what we are asking for from our grantees and what we’re doing in terms of site visits and other work.


So one of the efforts that we are undergoing is looking at the operational site visit to see if we can really cut it back to the core elements and really focus on those 19 key requirements making sure that we are looking at what we need to in terms of assuring compliance, making sure that for those key performance improvement areas that we’ve been talking about forever now it seems like that we’re really focused on those including looking at whether health centers have adopted EHRs and our meeting meaningful use, how are they doing in terms of becoming recognized as a patient centered medical home, how are they doing in terms of their clinical and financial performance really working with the grantees while we’re on site to make sure that they are making efforts in these areas or what are their struggles and what kind of support do we need in terms of helping them get there but to really help us move strategically forward on some of those key initiatives is important.


So we’re looking at our guidance in terms of streamlining it to make sure that the requirements themselves are much more clear and crystallized really being much more clear on those key priority areas that we need to focus on and then eliminating chunks of that that is more to be honest technical assistance and support which is great and sort of best practices but to make sure that the review itself is much more targeted and hopefully more effective and less scary for people in terms of just the amount that’s included in one of these reviews.


So whatever you can do to reassure people would be most appreciated. That would be extremely helpful.


In addition many of you have been asking requesting that MSCG or some of the consultants do some of these mock reviews and other things to walk people through it.


We’re going to do something at the national level for everybody in terms of just sort of allaying concerns, making sure that people really fully understand what to expect.


We’re hoping to do that sometime after the first of the year so we were just ask for right now for you all to maybe step back a little bit from that to, you know, back off of those specific state level sessions that you’re doing.


We understand that, you know, a lot of you were getting a lot of that from your health centers but we’re going to do something nationally.


What we’re trying to do though is to make it dovetail with where we’re headed in terms of our direction for the operational site visit because we don’t want to provide information on our old guide when we’re going to be developing a new guide fairly soon to get them into a different place.


So, you know, for the current reviews people should look at the current guide but recognize that we’re really going to try to streamline that and update it.


And our goal is to do that by the springtime to get that new up to date guide in place. So I’m not sure whether I really got at all the issues I was supposed to get at. I have this whole list of things I’m supposed to talk about but I just really want to share with you that, you know, if you can get people to calm down about the operational site visit, look at the guide on the Web site there shouldn’t be any gotchas.


At the same time we’re looking to actually streamline it to make it more focused, more concrete and that ultimately, you know, if folks are performing well both from a compliance standpoint and from a clinical financial standpoint there’s nothing to worry about.


And if they are not then we’ll identify the issues. We’ll then work with them to get them resolved whether it’s a compliance issue or a financial or clinical performance issue and then we’ll move forward.


Our intent behind all of this is not to defund folks. It’s not in the long run I think to our benefit or to your benefit or to the community’s benefit.


But we need to make sure that people are meeting the requirements and are performing. And we’ll do everything to help organizations do it.


You know, if ultimately we get to that point where, you know, the organization for whatever reason can’t do it then we will make the decision to disapprove and to go forward.


But I think it’s in all of our best interest to make sure that all the organizations we support are providing the best quality care, are meeting all the requirements and moving forward.

And this is one of our responsibilities working with you to make sure that that happens. So hopefully that was somewhat reassuring in terms of all of that.


So I’ve talked for a long time. I usually try not to talk for a long time but I think it’s been six months since our last one so I had a lot to share.

So I’m going to stop and open up for questions and then I’m going to turn it over to Suma to provide an update on where we are with a lot of our quality and data activities here in the bureau.


So let me open it up here operator for any questions that folks may have.

Coordinator:
Absolutely sir. We will now begin the question and answer session. If you would like to ask a question over the phone please press Star 1 on your touch-tone phone, un-mute your phone and record your name clearly when prompted.


To withdraw your question press Star 2. One moment please for incoming questions. And we do have a few in queue, one moment.


Our first question comes from (Jodi Samuels). Your line is open.

(Jodi Samuels):
Thank you. Yes I just had a question somewhat related to the operational site visits but slightly different context in that I understand we are now going to be getting PCA site visits as well.

And I’m just wondering if there’s any updates or more information about what those will look like or when those will begin?

Jim Macrae:
Great question. One of the things that we are working on really across the board in terms of all the different programs that we oversee is really mirroring what we’re doing with the health center program in terms of - and I think you all saw this in the application guidance but, you know, basically saying there’s a core set of requirements that all organizations that get funded from us must meet.


And if folks don’t meet it then there are conditions placed on their award. We’re going to have similar things with primary care associations. Some of you all experience that with the last award cycle.


In addition, you know, there are certain performance indicators that we want to see in terms of how you’re in particular helping our health centers meet or not have conditions or actually improve their performance on healthy people 2020 and other things, so some performance indicators. And then ultimately also doing site visits as you mentioned.

So one of the things that we are looking at is conducting site visits to PCAs, to our national cooperative agreement partners, ultimately to our health center controlled networks that we’re going to be funding soon in terms of the work that we do.


So we’re not there yet in terms of the PCA site visit guide. We’re just in the preliminary development of what that would even look like.


We don’t anticipate it being quite the extent that a health center review is. I think right now we’re looking more at a day but we’re working on developing that guide.


And a lot of that will mirror what you’ve actually seen in the application guidance so...
(Jodi Samuels):
Thank you.

Jim Macrae:
Sure, Any other questions?

Coordinator:
Our next question comes from (Bob Marcelli). Your line is open.

(Bob Marcelli):
Hi. This is (Bob Marcelli) with the Montana Primary Care Association. I have a question about the governance PIN Jim if I may?


In particular what we’re seeing and experiencing in Montana is a significant degree of confusion around the governance question as expressed through co-applicant agreements, in other words health centers that are embedded in public health entities.


And we’re hoping and/or wondering will the PIN on governance address the co-applicant phenomenon?

Jim Macrae:
Well as I love to do I’m going to delegate this question to somebody who knows much more about it than me so go ahead.

Tonya Bowers:
Hi. This is Tonya. (Bob), thanks for the question. It’s definitely been an area that has brought - we’ve been experiencing a lot of additional questions recently especially as it relates to public entities, co-applicants, a lot of different questions around structure and governance and not just around the governance itself but sort of how to operationalize a lot of these collaborations and communities.


And so I think the governance PIN will provide a lot more clarity on those relationships and the expectations of the parties working together. And hopefully we’ll be able to issue future guidance that will give more clarity in general around some of the areas that have caused the most angst in some of these collaborative arrangements and communities.


But for sure the governance PIN as currently developed will give a lot more guidance to organizations to make sure that they are considering or actually in compliant models right now.

(Bob Marcelli):
Great thanks. And if I could just one more very quick question about FQHC look-alikes and just curiosity about what the bureau’s position is on the desired outcome for look-alikes?

In other words is it that they in fact become fully 330 grantee funded? Are they really look-alike since they have many of the programmatic requirements that a grantee does have?


And what are some strategies for working more proactively with what I would politely call a reluctant FQHC look-alike in my space?

Jim Macrae:
Yes I mean we don’t have any intent that they absolutely have to become 330s. I think it’s definitely a good journey along the path.


In fact we encourage new applicants to really consider becoming a look-alike before they even apply to become a new access point.


Is not a requirement nor is it a requirement that a look-alike become a 330. But we do think it’s a good path along the journey in terms of getting grant funding.


We actually internally are really working to incorporate look-alikes more into the work that we do. In fact I think sometime after the first of the year we’re going to make a more formal announcement about where the management of the look-alike program resides.


We’re actually going to play set into our divisions to have the lead responsibility for working with those organizations so that they’re not only working with health centers, primary care associations but also look-alikes in terms of the management.


We also at the same time really are trying to have the requirements of look-alikes as closely resemble what we are asking for from 330.


So everything from the applications to conditions that we place on them as well as their reports that we asked in terms of data.


So we are trying to make every effort we can to bring them into the family from where we sit. And so we will encourage them to work and reach out to you in terms of the primary care associations for that kind of support and training because we think, you know, that clearly came out in our guidance that we want you to work with them.


We will try to communicate the same thing from our side to them to work with you.

(Bob Marcelli):
Great. Thanks to both of you for your answers. Appreciate it.

Jim Macrae:
Well and with that opportunity I know it’s been announced for a while but I am extremely pleased that Tonya Bowers has become the Deputy of the Bureau of Primary Health Care.


I will tell you I now feel much more relief and support and really can’t think her enough for agreeing to take on this wonderful assignment to work with me much more directly.


But she really brings I think an invaluable perspective, just a great knowledge base ability to absorb a lot of information. And just really I’m incredibly pleased that she has joined me to work as a deputy here.

I couldn’t be happier and it was a long six months without a deputy so really pleased that you’re here.

And she still is smiling which is amazing when I keep saying what about this, what about that, can you take this, can you take that? And she hasn’t said no yet but I can’t wait until when she gets there. I know it’s coming. It’s the honeymoon phase but anyway.


All right let’s open it up for other questions.

Coordinator:
Our next question comes from (Mary Looker). Your line is open.

(Mary Looker):
Hi. Hi staff and Jim. Thank you for the opportunity. I have a couple of areas that I wanted clarification on.

One is with the new noncompeting applications for primary care associations. You know, we went through a process of putting in three year grants and then redid them with a one year.


I didn’t hear or understand the clarification of the timing for that. You know, if it’s in December when would it be due? It just feels like it’s, you know, we just got through sort of correcting what we had put in before. Hopefully a lot of it’s already there. But what is the timing for that and is it a full reapplication that will process that we’ll be going through?

Tonya Bowers:
Hi (Mary). It’s Tonya again I can’t seem to get out of my old role into my new one.

The PCA guidance it actually will be a lot like you see for the health center program in terms of really being a progress report.


So we know that there was a lot of effort put into the competing applications last year and that there’s been a lot of work with project officers recently to work on updating and amending the work plan.


So what you’ll see with this is that we will open up the work plans for you again. And hopefully you won’t have to make it a lot of adjustments.


What we’re looking for is sort of that future forecast for the next year what you anticipate doing in terms of updated activities, progress towards goals, any changes or additions to activities that you’d like to make, looking forward into the next full 12 month budget period.


In terms of the application itself it’s not this full comprehensive application. It really is an update against your three year plan that you have presented in the competing application.


So it’s looking for really any significant changes - oh excuse me, a five year plan but really looking for significant changes and updates and updates against that original plan.


And we know that things do change and that we’d really like to hear about those. But most importantly we don’t expect it to be this huge comprehensive application coming in but really looking at significant updates.


And again looking at what you would propose for new activities or updated activities in progress in your work plan.


So we hope that it’s not going to be as much effort that you had to put into the last guidance and certainly over the last couple of months in updating that work plan.


As Jim said it should be released shortly. And the date for when that would be due back in is really dependent on when it’s released itself. But our goal of course is to make sure that we align everyone back on to the April 1 ongoing start date so that we can really get a good rotation and a good - we can get it - went back into that start date again.


So I would say at this point it’s a moving target but sometime in January would be when you’d expect the application to come back in.


But again you’ll be spending a lot of time working with your project officer in an interactive way during the review of that application so hopefully that helps to clarify a little bit.

Jim Macrae:
Yes I mean I think, you know, we’ve run into the situation where we funded you all for a portion of the year and then we have the applications and then the updates to the work plan so it just all sort of piled up.


The hope is that going forward it will be just this one year thing in terms of doing the update. And what we really try to do is to make the noncompeting continuation guidance as straightforward and simple because you’ve already done a lot of the work right now. It’s just are there any updates right now from what you have done the last couple of months which we don’t anticipate much but more as Tonya said looking forward.


So hopefully we hit the right mark but that’s part of why we asked for feedback is to make sure that we hit it the right way.

(Mary Looker):
Thank you. Okay a quick comment on the operational site visits.

Jim Macrae:
Yes.

(Mary Looker):
The one - I really appreciate what you’re saying about the plan for guidance and a self-assessment. And those tools I think will be very helpful for the health centers.


One of the things you didn’t address -- and I know we discussed this a bit in Charleston -- is the consultants and the consultants that are used and their approach.

I think some of this big scary threatening just attitude approach was - is something that’s sort of not something that you actually that you actually - that you’re doing or that even the PCAs are doing or that the health center.

I mean I think it’s reaction to some of the health centers who have had site assessments where that has been the approach.


And then secondly there’s another piece of this that I think is important to address around who does these site assessments and that is they’re perhaps conflict of interest that they are finding things that need to be worked on and oh by the way I can be hired to help you with that through my consulting business. I just wanted to bring those up.

Jim Macrae:
No that’s good.

(Mary Looker):
They’re sort of the things that also need to be addressed during this plan for up doing, re-doing the operational site visit.

Jim Macrae:
Well and related to that I’m going to let (Tracy) also chime in. One of the things they were doing that I didn’t actually mention it but with updating the guide we’re actually going to make it much more into a protocol so that is much more prescriptive in terms of how people do the reviews itself because of some of that variability that you’re speaking of so that there is less room for a creative interpretation or a creative ways of approaching different aspects.


So we’re going to shift in terms of that guide itself to be much more of a protocol rather than just a guide.


Related to that as we make these changes we’re planning to do a lot of training both internally as well as externally and in particular with our consultants.


We’re actually looking at developing certification tests and other things in terms of making sure that folks are fully understanding what the requirements actually are and not what they used to be many, many years ago when they used to do reviews and other things, really making sure that folks have the most up to date knowledge and in our case certification.


In terms of the prohibition I mean in terms of the conflict of interest there is currently a prohibition in the contract. I don’t know if (Tracy) you want to...
(Tracy):
Yes.

Jim Macrae:
...speak to that?

(Tracy):
There is a clause that’s in the contract. And what it entails is it prohibits any consultant that has been on the team to do any kind of site visit to a grantee for a year from doing any separate independent work with that grantee.


And so the only way around that clause is that they have to ask for permission from MSCG who then have to ask for approval from us which we then go to the divisions and the PO and the division management and ask is there any reason why you want - you think that it’s important and thus given this particular request and this grantee to allow them that approval.


So if at any point in time you hear from health centers that somebody’s been trying to convince them to give them business we need to hear it as soon as possible.


A lot of the consultants abide by the rules and do ask and make those requests and let us know. But obviously we need to know if somebody is really trying to shore up because it is - it’s illegal.

(Mary Looker):
Thank you. Great improvements for the whole process -- appreciate it.

(Tracy):
Yes. And the - another important thing just to remind your health centers is anytime during an operational site visit or any other kind of site visit we really, really want to have them fill out those evaluations.


So the grantees are asked immediately after the visit and then at least two of the reminders to fill out an evaluation telling us what did they think of the consultants, any concerns, you know, those kinds of things.

And that also helps us monitor what’s going on with the consultants as well as inform our project officers. They’re trying to identify the right people for the right teams, you know, how to do that. So that feedback is critically important.

Jim Macrae:
All right.

Coordinator:
Our next question comes from (Bobby Ryder). Your line is open.

(Bobby Ryder):
Hi Jim. Hi everybody. I had - didn’t hear you speak to the draft guidance for the 2012 UDS manual. And I’m wondering if anyone on this call today will be addressing that Jim?

Jim Macrae:
Suma’s going to address it.

(Bobby Ryder):
Okay great. Thank you.

Jim Macrae:
Yes. I think we have time to take two more questions or maybe three at the most before I turn it over to Suma to make sure we hit some of the high points of her presentation.

Coordinator:
Once again if you would like to ask a question please press Star 1 on your touch-tone phone and record your name at the prompt.

Jim Macrae:
If there are no more questions operator we can jump to Suma?

Coordinator:
We actually have one in queue right now and that’s from (Ralph Filber). Your line is open.

Jim Macrae:
All right perfect.

(Ralph Filber):
Hi. This is (Ralph) from California. I had a question of about the bureau’s communication with CMS.

We’re anticipating CMS issuing something I gather this month that December or January about the Medicaid expansion to the state Medicaid agencies.


And I think there’ll be a lot of issues we anticipate being addressed from CMS about the Medicaid expansion that will be important to us.


And I’m just wondering sort of what the state of communication and whether you guys have seen a draft or have had some opportunity to input to CMS on these policies about the Medicaid expansion?

Jim Macrae:
Well the good news is we do work very closely with our colleagues at CMS. In fact I’m actually on a couple of different workgroups with Cindy Mann in terms of issues related to FQHCs and state Medicaid directors as well as the insurance exchanges.


We also are working at the HRSA level more directly on the insurance exchanges and the Medicaid expansions.

In particular and I think many of you remember Colleen Meiman from previously is actually not gone up to the HRSA level to really work specifically on these issues with CMS.


And we do (Ralph), work with them on these different activities in terms of the expansion and get the opportunity to review these typically not with a lot of time so but it is something that we’ve engaged with them on the front end and then as the things are starting to come out we get the opportunity to comment.

(Ralph Filber):
Okay thank you.

Jim Macrae:
Yes. All right well at this point then why don’t I turn it over to Suma to give us an update on where we are with quality and data, Suma?

Suma Nair:
Thank you. Good afternoon everyone. I’d like to take our time together to go through a couple of key updates around our quality strategy and then conclude with some work that we’ve done given our interest in the quality activities and the key focus in our cooperative agreements around performance improvement particularly with patients in our medical homes and some of our clinical outcomes to talk about some opportunities we’ve identified and hopefully that you may take advantage of for our partners to partner together and really think about how strategically to advance the entire health center family with respect to some of our goals.


So starting with the quality updates harkening back to our quality strategy really what we have in place to advance better care, healthy people and communities and the affordability of care is we started with the appreciation that it requires a strong quality improvement infrastructure.


And so with respect to that Jim alluded to the QI PIN that is forthcoming in draft. An important point to note, is when that comes out make sure that a variety of different people from all parts of the health center and of course all of our partners look at it from your unique perspective.


I think which you’ll see is additional information and clarification on some of the - what’s required in terms of infrastructure, some of the systems that have to be in place.


Further what would provide good proof of implementation of those systems and a clear section talking about roles and responsibility forward involvement, CMO involvement, health center staff involvement.


So I think it’s important from all of the different perspectives in the health center to consider what that guidance is and then really provide feedback back to us as it will be issued in draft so that we have a clear sense across the program of how to move together to really advance quality.


And really all of the quality gains and improvements we’re trying to make is to be built on that strong foundation so encourage your looking at that.


Another important element to improve the quality infrastructure is the FTCA program. And we’re happy to have completed all of our calendar year 2013 deeming and we’re now ramping up for calendar year 2014.


And again you’ll find the continued focus on proof of implementation of our key requirements around quality improvement, risk management professional of reliability and credentialing and privileging.


And to that end, you know, I want to thank many of you who have been providing support kind of on the front end with the health centers and their applications as well as where we’ve had opportunities to identify some additional room for technical assistance or performance improvement in some of the areas such as credentialing and privileging, quality improvement, use of data for quality improvement, risk management with respect to lab tracking, referral -- some of that.


You all have stepped in, provided training at your clinical retreats and different PCA meetings as well as provided on the spot technical assistance.


We will continue from where we sit to provide that national level technical assistance. In September we held a two day virtual conference. We had an over whelming response -- over 2000 participants at the two day session that we had.


The recordings we hope to make available very shortly on our Web site so that anyone who missed it or if you want to refer to it again you can get that information.


But in addition we appreciate your partnership understanding that the national technical assistance is very helpful, the samples, the tools and techniques.


But in many cases it really takes a kind of on the ground support to really get to all of the providers and all of the staff who work on HR issues, credentialing, privileging to advance some of our goals there.


So appreciated that partnership to make sure that that very important quality assurance critical foundation is there in place.


Many of our health - most of our health centers are doing phenomenal things in terms of pushing the envelope with meaningful use patients in our medical homes.


But while that’s all happening and we continue to lead in those arenas it’s very important that we have this strong foundation with respect to our quality infrastructure.


Moving on from there to our next area around the adoption of electronic health records and really meaningful use you all have heard we have phenomenal adoption rates where I think over 80% of our health centers have adopted electronic health records.


And our next step beyond that is to make sure that you’ve implemented the system that you’re starting to use it meaningfully and that you really - importantly leverage the EHR incentive payments that are out there to help support either subsidizing some of the cost of those investments or helping you to defray cost of enhancements and optimization.


With respect to that we had the opportunity to meet with our colleagues in the Office of the National Coordinator for HIT recently.


And they were very complementary and provided information that over 80% of FQHCs and FQHC look-alikes are working with the regional extension centers. And many of you are subs of the regional extension centers or regional extension centers yourself to work towards meaningful use.


And over 10,000 providers have already received the adoption implementation upgrade payments that are the first tier I guess if you will of the EHR incentive payment.


And so there’s a lot of traction there. I think we still have a good cohort to move through and make sure that all of our providers get that money. It’s significant dollars they could go back to the health center.


I think the next area that we’d like to work in partnering with ONC and all of you to really advance is getting to meaningful use.


As we’ve all said the HIT was a tool to really improve quality. And now that we’ve, you know, through the tremendous investments we’ve had through the Recovery Act most of us have a great system in place, a certified system in place.

It’s really moving to support our health centers to figure out how best to use it and leverage the technology to improve quality.


So what we found is while 82% of our health centers are moving toward adoption implementation, upgrade, resource, the incentive payment, only a very tiny fraction of that percentage has actually gotten the meaningful use dollars.


And we know there’s a variety of reasons to that. And we’re working with ONC to provide training and technical assistance and really leverage the resources they’ve developed for the RAC program and bring those to bear with all of our health centers.


But so just continue to open the door where you have, you’re identifying challenges. Because the AAU payment or the meaningful use payments are being done at the state most of our folks are getting the Medicaid payment.


Where you become aware of these challenges, issues, barriers please let us know so that we can work with our colleagues here in the federal arena to figure out and facilitate that because it’s an important resource and we don’t want to leave them off the table.


Related to that if you haven’t seen already I think as importance to us ONC recently issued the stage three meaningful use what they’re looking for and it’s open to comments.


So we encourage you all to look at this. It’s the next level in terms of stage one was really looking at some of the basic functionality in your system and your use and more within the health center level -- very minimal requirements around exchange.


Stage two ups the ante with really looking for information exchange data sharing, taking action on the data.


And I think stage three is looking to really get us to what that end goal is in terms of really leveraging the technology for quality improvement, population management et cetera.


So I think it’ll be critically important for health centers given your leadership in this arena to provide feedback on those requirements. So please take the opportunity to do that.


Jim mentioned the network awards that are coming out and really the focus of that moving beyond adoption but to support meaningful use -- all of the stages of meaningful use which is no insignificant task.


And then leverage our technology to support with patient centered medical home as well as clinical quality improvement.


And I’ll mention that when I talk more about patient centered medical home. Some of the technology challenges that are key barriers with achievement of that recognition.


Let’s see, and I think one of the just things to keep in mind given your role as technical assistance partners and folks who are really helping the health centers be successful operationally, one of the things that we’re seeing based upon the investments that we had with the Recovery Act and most of our health centers having EHR adoption we’re now getting to like the three year, four year period of revisiting our EHRs.


And so as you work with health centers and you start to see transitions or turnover with - or an opportunity for them to rethink about the EHR they’re using or what their next steps are encourage the health centers to take that same stance of due diligence that they used in procuring the system in figuring out what vendor to go with.


They should, you know, kind of use that same rubric as their thinking about what they do moving forward as our health center program at large moves from an implementation building to maintenance and operation so something to consider.


Moving on to our next goal of patient centered medical home I’m very pleased to report that we exceeded our priority goal for fiscal year ‘12.


It was 13%. You all did a phenomenal job. We got to 16% currently of health centers being recognized as patient centered medical homes. And we are well on our way to our 2013 target of 25%.

We feel confident that if we are able to really realize all of the proposals that were set forth in the fiscal year ‘12 supplemental we will be able to also exceed our goal of 25% but continue to look forward to partnering with you to make sure that we really do get there and we see some improvement in our clinical outcomes with respect to that.


Related to the PCMH pieces we also have over 900 notices of intent so we’re busy processing and getting people through the contracts.


So if you start to hear some concerns from health centers around well I haven’t been able to start my contract work or whatnot, we’re working through all of those. And I know that the project officers have been busy working with the health centers around those supplemental awards as well. So we continue to work on that aggressively.


I just want to share some key highlights that we - as we looked across all of the health centers that have been recognized our 16% we did look at what were some of the key challenges or the most challenging standards.

And it was interesting to see this idea that health centers provide care for the most part in a patient centered manner or with that intent.


The biggest breakdown or challenge was truly documenting the standard policies, procedures in a way that the health centers are operating.


So once we can get that documentation hurdle I think it helps people successfully get the PCMH recognition.


Another key component and as I alluded to when I was talking about EHRs was really the whole use of Electronic Health Records and leveraging the technology.


That was a key area domains or standards that connected to that continue to be a key area challenge for health centers.


So with respect to that we are looking at training and technical assistance with respect to HIT and maybe even vendor specific things that we do to address some of these challenges.


We have 16% of our health centers that have been recognized. They must be using the top, you know, systems across to where how can we create opportunities to share the templates, reports et cetera that they use so that all of our health centers don’t struggle with these same issues?


So things such as electronic access, using the cap survey for patient experience, showing that you have point of care clinical decision support or clinical practice guidelines.


Of course health centers are following the clinical practice guidelines but showing that you have it in the system and how do you document that you’re using that every time that you’re having an encounter with a patient?


Also an interesting area for us I think health centers do a great job with respect to cultural competency, health literacy and really educating our patients.


The hard part is being able to document, and demonstrate how that’s integrated with the electronic system and the workflow. So those are some of the areas that we will continue to work with our health centers on.


In terms of just upcoming training and technical assistance we’ll continue our standard pieces in that piece but we’ll move forward. We are going to work on mock surveys with our health centers.


We’ve talked to many primary care associations. We have a limited number of mock surveys that we can do. So we look forward to partnering with you to figure out how we can take that limited resource but what’s very valuable to share that information across our health centers.


And then I think with respect to the PCMH Institute you all are working on that and will have continued work. I know there’s practice coaching available through that and many of you have put in through your cooperative agreement to work on that as well as working on issues such as patient portals.


And then finally looking to figure out how do we overcome some of the technology and reporting barriers associated with patients in a medical home.


So thank you for your work on that and we will continue to move forward in that arena.


Moving to our last area of the quality strategy, clinical outcomes. The three areas I mentioned before are all really the infrastructure that we’re trying to put in place to support improvement in patient outcomes.


So there was a question about the UDS. I’m proud to report that our calendar year 2012 UDS manual is posted on our Web site.


You can access it by going to the Health Center Page getting to the Data Page. And there’s a tab for reporting. You’ll see the manual is posted as well as the PAL.


Just a quick reminder in case you forgot some of the updates that were there we had enhancements with respect to staffing.

We’ve added a table on tenure really looking at our staff that we have and how long they stay within health centers. We added a couple of new clinical measures for 2012, aspirin therapy, colorectal cancer, lipid therapy.


And then finally we given our really goals around patients in a medical home and electronic health record we added questions about that.


I think the previous questions we’ve had around EHR was whether you’ve had one or not and if you use it off-site.

We’ve we’re now really interested in whether people are getting the meaningful use payment and whether they’ve gotten quality recognition or not. So you’ll see those pieces in the UDS for this year.


We’ve done a wide variety of training for the UDS this year. Many archived Webinars. We had a couple in October. We had one in November and we have one slated now.


We did a session on the quartile ranking where we put up all of the individual health center data and talked to a little bit about our methodology for that adjustment.


We’ve provided training for new submitters so people who may be unfamiliar. We’ve done some training for look-alikes. And we did our revisiting of the UDS clinical measures.


The one training that we have remaining for this year is around sampling methodologies for folks. Just to revisit if you’re not using your full EHR we will have that as well.


So those trainings are available and as well as the manual in addition to of course the PCA trainings that are being held in your state or region.


Let’s see and then moving quickly to 2013 we have posted a PAL around the changes that we proposed. Those will be issued and filed very shortly. We were pleased to get OMB clearance very quickly on those.


I think you’ll be happy to note we don’t have too many additional changes. We were able to in response to the feedback you all provided around the immunization measure more closely align that with the Healthy People 2020 measure.


We were able to provide an update on the cervical cancer screening following the changes in the guidelines to allow a five year interval. We’ve added that.


And we’re adding additional information just to really understand our patients and where they’ve come from, so some ZIP Code information, insurance information about our patients as well as a change to the age ranges to match the census data.


So you will find all of that on our Web site in addition to our individual grantee profiles. If you haven’t looked at them encourage you to look at those there.


And then finally before I turn it back or open it up for any questions getting to this piece about opportunities for our partners to partner.


We had underwent an exercise in the Office of Quality and Data. Once we received all of the PCA work plans knowing that a major component of your work was really these quality agenda items we wanted to see where we would fill in the gaps.


So the team did a great job in looking at all of the work plans and assessing across what were some of those key areas.


And I wanted to share a few highlights and just put out there that opportunity for the PCAs and all of our MCAs to work together to streamline and coordinate and really not have any duplication.


So just for interest sake some of the key performance measures that PCA said that they were working on. The four top ones were hypertension, diabetes, immunization and cervical cancer screening.


So conceivably you all are working to identify best practices, figure out what are the best ways to affect change and get patients and improve these outcomes.


And I think there are opportunities as you identify it, identify those best practices to share them across any tools or techniques that you have share them as well.


With respect to some of the concrete actions that you’ve proposed to advanced quality in patient centered medical home many of you are proposing to do Webinars, face-to-face training.


Interestingly many of you are working on the development of policies and procedures. Several of you have proposed doing a survey.

A couple of you are looking at instituting a cap survey as well as developing other assessments, audit tools and Web based resources.


And so as we looked across this we thought there might be opportunities for the PCAs to partner in these domains and especially if we’re developing survey tools and other things to maybe have some consistency across.


And then finally just a couple of other points that were interesting, many of you are working on payment reform with respect to PCMH and financial sustainability of that model.


Many of you are also thinking about chronic disease management. We found many health centers primary care associations and partners talking about working on some of the EHR implementation, data warehousing, kind of really data validation, cleansing, using the data for quality improvement.


Many of you are thinking about integrating your EMRs with state immunization registries and really working to support health center capacity and data reporting and analysis.


So again I think the overarching piece for us as we look we’re going to continue to look for those opportunities and encourage all of you to do that as well.


That’s pretty much it for my key updates so I don’t know, I’m happy to take any questions if there are any questions.

Jim Macrae:
And I think two of the themes that you’ve heard from Suma are some of the themes that we’re trying to do in terms of what we do here and then I think in partnership with you which is there’s clearly not only here but I would say externally a desire, a request, a requirement for documentation.


We are experiencing it ourselves in terms of yes you do good work but please provide documentation to verify that.


I think that’s very similar to what we’re asking for with health centers in terms of information we asked for in the application, information we ask for from you, site visits, and other information. FTCA was talked about meaningful use -- PCMH.


A lot of it is about documentation. I think a lot of us are doing all of the right things but you have to be able to document and prove it.


And I think that’s the transition that a lot of us are going through both from where we sit. I think you all are probably experiencing it at the cooperative agreement network level.


And then the health centers are experiencing it. I think we’re all trying to get used to that environment and figuring out how to do it without it overwhelming us. So I think that’s one of the challenges.

I think the other sort of theme for us and this is more just me looking at the landscape than trying to figure out how do we move forward is trying to identify how we can do what we do well but get rid of some of the stuff that we maybe don’t need to be doing and looking for those win, win, win situations.


I think there is just so many things going on in the environment that it’s too much. And I think one of the things that we’re really trying to do here is look at how can we streamline, how can we leverage what we’re doing to accomplish not just that one thing but accomplish three other things?

And so we’re really trying to be much more strategic in terms of what we’re trying to take on and not trying to take on so much.


And so that’s sort of the effort that we’re trying to do here internally. And we would encourage you all to do that from where you sit.


It’s very easy to get pulled in 1000 different directions but focusing on a few things and doing them really well I think is what’s going to serve all of us well.


And in particular looking for those sweet spots where it’s, you know, everybody’s doing a certain thing, let’s leverage what each other is doing as Suma was pointing out with even with you all are doing with respect to quality.


I think there’s lots of opportunities for us to leverage what each other is doing and not duplicate the wheel and not try to do everything.


So those are sort of my big messages in terms of just going forward is let’s figure out how to document but do it hopefully easier and simpler to show that we actually are doing what we are doing.


And then in terms of what we actually are doing let’s try to really get back to the core of what it is that we need to do and be much more strategic in terms of where we focus our energy and attention as opposed to going in a lot of different directions.


So with that and many other things we’ll open it up for questions that folks may have. Operator?

Coordinator:
Yes sir. Once again if you’d like to ask a question please press Star 1 on your touch-tone phone and record your name at the prompt.


And we have a question from (Bobby Ryder). Your line is open.

(Bobby Ryder):
Hi Jim, hi Suma. I noticed that one of the changes in the draft UDS in the version I have was marked draft in November - I’m sorry in October, October 11 was a change in the collection of data around migrant and seasonal farmworkers that you’re now only going to be collecting data for agricultural workers in general and no longer have the breakdown between the two.


So I have a couple of questions on this but my first one was would you be willing to share with us your rationale for why you’ve made that change?

Jim Macrae:
Well it’s a great question (Bobby). I think one of the things we were trying to get at and I hope you also saw it was that we’ve broaden the definition from farmworker to agriculture.


We tried to mirror what we have done in a variety of different places to really get at the labor codes.

(Bobby Ryder):
Yes.

Jim Macrae:
I don’t know whether you saw that so we...
(Bobby Ryder):
I did. I did. It’s great.

Jim Macrae:
So we tried to broaden that out. I think in terms of migrant and seasonal we were hearing from health centers that it was becoming a very difficult thing to be able to collect and to distinguish between someone who was seasonal versus migratory.


So we made the strategic decision to make it just agricultural so we don’t get into this distinction between migrant and seasonal because they’re both required to be seen by our health centers.


You know, if that needs to be revisited we can but we just - we got a lot of feedback from the centers that it was just becoming really challenging to determine who was migratory, who was a seasonal. It’s just easier for them to be able to count someone who is an agricultural worker.

(Bobby Ryder):
Well the only and I’d be glad to provide more detail in a different setting but the concern that I have about that is that from a clinical perspective it’s really important to know if your patient is only going to be there for part of the year versus all of the year So that’s one reason to ask the question.


And then the other reason is because it really opens the door to a full conversation about that patient’s employment status in order to find out if - to ask all the subsequent questions about what have they done in the last 24 months.


And so I just I was a little surprised to see it had changed without any understanding of what that was. And I’d be glad to talk to you about that in terms of what some of the pros and cons to that decision might be.

Jim Macrae:
No that would be great. We can do that.

(Bobby Ryder):
And then the other question Jim which won’t surprise you is that I noticed that while it says agriculture the exclusion that excludes aquaculture, and poultry, and ranching, and tourism is still there.


Now quite frankly I have no problem with excluding lumbering and touring because - or tourism because clearly those are not agricultural tasks.


But if you’re using the North American industry classification system for agricultural workers and you look at culture then certainly fisheries or aquaculture and poultry and ranching and - are included as a part of agriculture so I was hoping that we could get rid of those.

Jim Macrae:
Yes it was meant to be gotten rid of when we added the other piece so we will make that edit on the Web site immediately.

(Bobby Ryder):
Oh that’s wonderful.

Jim Macrae:
Yes. Sorry about that.

(Bobby Ryder):
Oh you - this is my birthday today Jim. You just made my day.

Jim Macrae:
Excellent.

Woman:
Happy birthday.

Woman:
Happy birthday (Bobby).

(Bobby Ryder):
Thank you.

Jim Macrae:
And we’ll talk about the other issue. It’s a good point. I think, you know, it’s always trying to balance what everybody is trying to get at. But I hear what you’re saying.


But in terms of the other one that was just - that was supposed to be replace what is it? I won’t say I can’t - but anyway replace.

(Bobby Ryder):
The other thing to think about is that it is - so many times what happens at the front desk of a health center is that staff don’t fully understand why we’re asking what their employment status is.


When they think of migrant or seasonal or in this case agricultural workers -- because that is what the statute says by the way is agricultural workers -- they think of that more of an insurance status. And so if a patient presents themselves with Medicaid card they don’t go on to ask that question.


So making sure that we ask the questions and document them is an important part of making sure that they count every single agricultural worker that they really serve.

Jim Macrae:
Okay. No I - and I think (Bobby) why don’t we follow-up after this call.

(Bobby Ryder):
That’ll be great. Thank you?
Jim Macrae:
Other questions?

Coordinator:
There are no other questions at this time sir.

Jim Macrae:
All right well just a big thank you to everybody for participating today. I hope everybody has a happy holiday season.


December is going to be a big month in terms of different things coming out of the Bureau of Primary Health Care so look forward to sharing many of those what we hope are good pieces of information with you and happy holidays everyone. Thank you.

Coordinator:
Thank you all for your participation in today’s conference. You may now disconnect.

END
