NWX-BPHC (US)

Moderator:  Lisa Wald

07-10-12/2:00 pm 

Confirmation # 8158223

Page 1

NWX-BPHC (US)
Moderator: Lisa Wald
July 10, 2012

2:00 pm CT
Coordinator:
Thank you for standing by.


All lines in today’s call will be in a listen only mode until the question and answer session. At that time for an open line you can press star 1.

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


And I’d now like to introduce Jim Macrae. Sir, you may begin.

Jim Macrae:
Thank you and good afternoon, good morning to those way out west in the Pacific Ocean. Welcome to today’s call.


It’s actually I think been almost six months since we’ve had one of our Cooperative Agreement...
Woman:
Yes.

Jim Macrae:
...calls so we apologize for that. But we’re very pleased to have on the line our National Cooperative Agreement partners, our State Primary Care Associations, our State Primary Care offices. I think our Regional Office colleagues as well as our network grantees on today’s call as well as many staff from the Bureau of Primary Health Care.


We have a rather full agenda in terms of items to share with you so without further ado I think I’ll jump right in in terms of providing a update on what we’ve been up to here in the Bureau of Primary Health Care and within HRSA.


First of all, it’s been quite an eventful few months. I keep waiting for things to get dull and I continue to wait and continue to wait and wait some more and it never happened.


So may we live in interesting times, yes, we do. I think in terms of some of the great stuff that has happened though and many great things have occurred, we did announce in May I think, everything is sort of a blur at this point, a huge number of capital awards for the Health Center Program.


This was the last set of awards that we made under the Health Center Capital Construction Program under the Affordable Care Act. And really is going to make a significant difference in a number of communities across the country. And a huge thanks to many of you that worked with several of the applicants. We had a number of applications that came in that were very high quality so we were very pleased to make those awards in May.


We were then most recently very pleased to make a set of New Access Point awards, almost 220 New Access Point awards that went out to 77 new organizations so actually new Health Centers to the family as well as a number of applications from existing Health Centers to open new sites.


And with those combined sets of awards they’ll see about 1.2 million more patients as a result so a big difference in terms of increasing access out there.


In addition we announced recently a School-based Health Center Application Guidance and we have a number of applications in for that which we’re very pleased about. We also announced a Health Center Control Network Guidance which we’ll spend a little bit of time talking about a little bit later on this call but we’re very pleased to get that announcement out so just a lot of different activities going on.


We will continue to make different announcements as we go forward. One of the announcements that we hope to be making sometime later this summer is another New Access Point competition for 2013. That will be announced probably sometime in the late summer, early fall. The President’s budget did include resources to support a number of New Access Points that we’re very happy about working on that.


In addition we are very pleased that our 2011 UDS data has come in. And the information is I think very good in terms of just what we’re seeing nationally in terms of number of patients; we actually went from 19.5 million up to 20.2 million patients across the country that are being served at Health Centers.

The number of (physicians) supported actually went from about 131,000 to a little bit over 138,000 across the country. And we continue to serve patients who are most in need. Almost 93% of our patients continue to be below 200% of poverty. We continue to see a high percentage of low income patients and we continue to make progress on many of the clinical measures that we ask Health Centers to report on.


In addition we have four new clinical measures that Health Centers are reporting on.


And (Suma Nair) will actually share some of that data with you in terms of some of the preliminary findings related to that. And again we’re making some progress.


In addition we have a number of Health Centers that have applied for and actually have been successful in the PCMH Demonstration Project both with CMS as well with our own accreditation/national recognition process.


We’re up to 9% of our Health Centers that have now been recognized in at least one of their sites as a Patient-Centered Medical Home. We continue to push and encourage other Health Centers to move along in that direction. We have a goal that’s actually not just our goal in the agency or in our bureau but actually at the department that we’ll get to 13% of our Health Centers will be recognized as a PCMH at the end of this fiscal year so very soon so need some help in terms of that encouragement.


We also hope although I can’t go into any details yet because it’s still in process to provide a little bit more incentives for folks to become Patient-Centered Medical Homes. That’s a little teaser. I won’t go into it.


But hopefully another little piece of support to Health Centers as they make the transition into a Patient-Centered Medical Home.


So we have a lot of things that have been I think really exciting in terms of just the growth of the program, the number of new investments, just a lot of different activity going on.


In addition we’ve been dealing with just a lot of requests for information, a lot of I would say scrutiny and spotlight with respect to the program. We’ve had two GAO Reports released and I think we sent those out to you all that we have spent a lot of time over the last year working with the GAO on.


And I think in particular the two reports highlighted a number of areas where we are doing extremely well both in the Bureau of Primary Health Care as well as you all as Health Center grantees and most importantly those organizations that are supporting Health Centers.


But they did identify a few areas for us to improve upon. And we are in the process of moving forward on those different recommendations. In particular with respect to the GAO Report on New Access Points and new investments they did highlight that we had made several changes to our guidance that made the priority points that we gave for both high poverty and special populations more transparent. They encouraged us to look at what the impact of those changes were in our guidance and to basically do a complete evaluation of what we did in 2011 to inform our process for 2013.

And we are actually right in the heart of doing that right now basically evaluating not only the results from 2011. But also the most recent results of our competition from 2012 and using that information and feedback to guide the development of our 2013 guidance. We really do continually look at, you know, what we did in past years, utilize that information to make then improvements for future years.


And I think two of the areas in particular that the GAO Report highlighted was the whole focus around need and the fact that we increased the score from ten points that were available up to 30 and the fact that we included a new criteria that specifically allocated points for collaboration.


And in both of those areas they said that it had the impact intended but they just wanted us to do a more in-depth evaluation of the overall impact of those decisions. And we plan to do that.


The other GAO Report really focused on our whole oversight of the program and it identified a number of areas where we have made I think some significant improvements and advancements in terms of the program including our whole effort around identifying the key program requirements, developing a application guidance and review tool that aligns with those requirements, the introduction of all of our clinical and financial performance measures that we now have all Health Centers report on annually and that we utilize for continuous performance and quality improvement as well as activities that we’ve done to actually do more site visits.


We developed a whole new site visit protocol which they highlighted. And we’re now in the process of conducting a site visit to every Health Center and in fact every grantee at least once every five years and so yes, that will include the National Cooperative Agreements, the State Primary Care Associations as well as our network grantee so that is an intent that we have to do that across the board.


The GAO also just highlighted a number of different activities that we’ve done to make all of our information much more available and transparent to the public in terms of having all of these different resources up on our web site. And also talked about our process for progressive actions in terms of giving folks once issues of compliance are identified an opportunity to address that in a prospective manner.


In terms of the actual recommendations themselves I won’t go through every single one of them. But they did encourage us to increase the level of documentation that we do with respect to our reviews internally here in particular in those areas where we determined that a Health Center is in compliance. They’ve asked us to provide additional documentation to just verify that Health Centers actually are in compliance with the different requirements.


They’ve also asked us to have a more formal mechanism for tracking situations where we may not be completely sure whether somebody is in compliance. There’s just not enough information available to make that determination.


And the GAO felt like it was important for us to have a more formal mechanism in place to be able to follow-up and track those items. We had an informal process that we used but they asked us to really put that as part of our automated system.


They also encouraged us to conduct site visits on a routine and regular basis which aligns with our five year proposal for all of our grantees. And to also make sure that when we do conduct our site visits that any program conditions are highlighted and actually translate into program conditions on notices of grant award that can be addressed in future activities so they really want to make sure that we have systems in place that when we find issues of noncompliance that they are clearly put on the grant and that they are then followed up in through our progressive action process.


So there are just a number of different items that GAO highlighted. I think the good news for all of us in this area is that they did not in any way indicate that any of the requirements that we had identified were the wrong ones. They did not identify any areas that we were not focused on in terms of what we were doing with respect to our responsibilities.

The only thing that they encouraged us to do was to make sure that our systems really supported our Project Officers better, that we included more documentation and that we provided better training, consistency and guidance on a number of different areas so that both our staff and grantees would clearly understand what was expected of them which to me is absolutely fair in terms of, you know, what we need to do to continually improve and we will work to do that.


This will require some work on our part but it will also require work on behalf of you all as our key partners in this activity as well as working with the Health Centers.


And so, you know, one of the messages that we want to make sure it gets out clearly is that, you know, when people do have conditions on their awards they take it seriously. We really want people when conditions are identified to address those as quickly as they can. It is important to me and I think to the communities and to the organizations that we address any compliance issues as fast as we can.


Our preference, and we said this to the GAO, is that any conditions that are identified we address it in that first 90 day period. We do provide additional opportunities for grantees to address these issues. But our preference is definitely to address it on the frontend.


And as you all know from and particular the Primary Care Associations our ultimate preference is that we have Health Centers that have no conditions on their awards. And so we really are asking you as part of our Cooperative Agreement working with us to do a lot more on the prevention side so to make sure that grantees really understand what the requirements are because that’s always the first thing to actually being able to accomplish something is understand it but then to actually work to make sure that they don’t get into a situation where they’re out of compliance.


So we really are going to lean on you to help us with that more prevention side in terms of making sure that grantees don’t get out of compliance. But when they do that they address it as quickly as they can.


The last thing that I will talk about in terms of the environment and sort of fun activities that have occurred since we talked last is the USA Today article on Quality of Care. We had the opportunity to also talk a lot about some of our quality activities in the Bureau of Primary Health Care with respect to that article. I think the best part about the entire article is that it really did again say that we were focused on the right things. There was nothing in the article itself that said we weren’t focused on the right conditions, that we weren’t focused - are not focused on quality.


They basically just said that we along with the grantees just need to work to continue to improve the quality of care that’s provided in Health Centers. And I think you all are aware and we are aware that, you know, like a lot of different things it tends to be a bell curve in terms of performance. And we have some Health Centers that are doing very, very well. We have most Health Centers sort of in the middle doing well on some measures and maybe not on others. And then we have some that are just not doing well on any of the measures.

And we need to work with all grantees to make sure that they improve. We need to spotlight and highlight those that are doing great and find out why so we can share that information with others. We need to address where we can those that are not doing very well in terms of their clinical performance and find out why, what’s holding them back, what can they do to actually improve their clinical performance.


And then I would say even most importantly deal with the vast majority in the middle and sort of move that entire bell curve forward so that we actually are always focused on improvement.


So another key piece of the Primary Care Association Cooperative Agreement guidance as you all saw was the whole focus on quality improvement, performance improvement and really helping us work with the grantees to make sure that they can report their data electronically through an EHR so they become recognized as Patient-Centered Medical Homes.


And thirdly, and I will say most importantly, to actually improve the quality of care that they provide with meeting or exceeding Healthy People 2020 goal. That really is what we’re trying to accomplish across the board.


We do recognize that Health Centers even amongst themselves serve different patient populations so we are looking at ideas about how to do some risk adjustment to factor that in. But that doesn’t mean that we shouldn’t continue to stay focused on quality improvement and looking at this data to continually improve.


We want to be the best that we can. Our patients deserve it. And we need your help to make sure that we improve.


For the networks you also are very aware of this second part because that’s a key piece of what we’re asking you to also help us with with respective to both EHRs and meaningful use as well as using data and information to drive quality improvement, to really get into the nuts and bolts of this to really drive clear quality improvement. So again we can’t do this by ourselves. We need your help and we need the grantee’s help to be able to move forward.

So a lot of activity going on, like I said it is never dull, never dull.

Woman:
Yes.

Jim Macrae:
Never dull, never dull so anyway. With that I will shift to Cooperative Agreement requirement clarifications. I know you’re all excited about this.


So let me jump into that and then we’ll open it up for some questions.


So we have gotten a number of different questions about the Cooperative Agreement. Not surprisingly. We do anticipate making the Primary Care Association Awards in September. You all know that we extended the Cooperative Agreements for five months to take us to September the 1st. We are aware of the need for additional resources on September the 1st so our goal is to make the awards by September the 1st.


So don’t worry about that. Several folks have raised concerns about that whole issue.


In addition several folks have asked are we planning to reduce the amount of funding that’s available to Primary Care Association. The answer is no. There are no plans to do that.


The award amount will reflect though the remaining seven months of your project period or the - actually it will reflect seven months. It’s too complicated to get into the specifics. I’ll let Tonya do that if she wants in terms of the specifics about budget and project periods.


But you will receive the remaining seven months so that will basically take you back to April 1 as your official start date which is what we want to keep all PCAs on going into the future.


So we will get everybody back on that April 1 cycle. So you will get seven months to basically pro rate it close that out but there will be no reduction in the amount of funding.


Now in terms of some specific questions that have come up, some questions have been raised about well the project period, will all PCAs receive a five year project period?


The short answer is that no, not all Primary Care Associations will receive a five year project period. There were several circumstances where PCAs did not actually score very well on the Objective Review Committee. And that will have an impact on project period length. In addition several Primary Care Associations did not submit -- how will I say this correctly -- complete or thorough applications.


And so that will be reflected in your project period lengths. We’re not talking about a vast majority but there were a few that did it so don’t all freak out and think you’re the one. There will be a few of you all that will not receive the full five years.


And that’s basically based on the ORC score or incomplete applications in our reviews.


I talked about the budget period length. Hopefully I’ve made that - makes some sense in terms of the amount of money so you will receive your remaining seven months on September the 1st.

In addition for the first time we will implement where we have gaps or there are problems with your application actual conditions on Primary Care Association Awards.


We spent a lot of time with this year’s application guidance making it hopefully very clear in terms of what some of the basic requirements were with respect to the Primary Care Associations. You know, making sure that you had a plan for addressing program requirements, that you had a plan for addressing clinical quality improvement and financial and performance improvement. That you conducted for example an annual technical assistance and training plan and review, that you had a point of contact for a special population of person. There were a number of different items.


And if those things are missing you may see a condition on your grant that says we expect you to address this as a condition on your award. And like the Health Centers you will have 90 days to address it. And if you address it then that condition will come off and we’ll move forward. If you don’t then we’ll go to a 60 day. If you address it, that’s great. If you don’t then you’ll go to a 30 day and then you potentially put your funding at jeopardy if you don’t respond to those requirements.


So we plan to institute the same sort of progressive action approach that we do with our Health Centers with respect to our Cooperative Agreement.


In addition we just really and we hope we did a good job in the application guidance, we really do want the work plan to be much more interactive in terms of the conversation that you have with your Project Officers around your work plan each year.


None of us have enough resources to be able to do everything that we need to do. And we really felt it was critically important that we work together collaboratively to try to address issues upfront.


And so what we’re expecting is that, you know, every PCA with their Project Officer will work on their work plan in the first 60 days after their notice of award.


And basically the idea is that we will clarify or in some cases maybe adjust the work plan based on the priorities that are identified. You know we now have the new 2011 UDS data so there’s a lot more information. There’s new information that was available on the requirements that we can look at.


And we just will need to negotiate with you in terms of what that work plan looks like. So we just want to make sure that you all are aware that we really are going to ask for potentially revised work plans and budgets based on, you know, what’s gone on with respect to their performance of the Health Centers and some of our priorities and needs.


A couple of other items just want to make sure that are clear. Several of you may get something on your grant award that talks about that grant funds cannot be used to support activities related to advocacy or lobbying. Several grantees included information where it was unclear or what we felt potentially was considered lobbying. And so we’re going to ask you to submit a revised work plan because grant funds cannot be used for advocacy or for lobbying. That is a no-no so several of you are going to receive something on your notice of grant award that you need to adjust your work plan to reflect that reality.


In addition there is going to be an expectation that any publication that a PCA publishes that is - wait. Any publication that a PP - I can’t even read this, I don’t even know what this is.


But anyway basically any publication that is funded by the Cooperative Agreement must have a disclaimer on it. There have been several instances that we’ve become aware of recently where publications have been supported by our Cooperative Agreement that have not included disclaimer language.


In addition any funded publication by our Cooperative Agreement funds must go through a review process. And in particular and I think this is really important is that these publications cannot include any advocacy or recommendations to federal agencies. This is very similar to our current policy that we have with National Cooperative Agreements.


And the process that we do for reviews of those publications is also consistent with our National Cooperative Agreement partners. So they’re well aware of it. We just want to make sure that all PCAs are aware of it and basically anything that’s supported by our Cooperative Agreement needs to have disclaimer language, number one; needs to go through our review process, number two; and cannot include any recommendations, policy recommendations with respect to what it does. It really has to be outside of that.


Last two things and then I will stop because I know I’m exciting you all with all that I’m saying right now.


Salary limitation, I think you all are well aware but I just want to do a reminder that all HHS grantees may not use grant funds to support individual salaries beyond 179700. This is prorated for part time staff. But this is really important in particular for Cooperative Agreements who may or may not have a lot of resources from other sources and we just want to make sure that everybody is aware that this limitation does apply to Cooperative Agreements, really important.


And then with the last piece is with respect to conferences. There has been an increased level of scrutiny with respect to conferences. In particular we’ve been asked to review any conference expenditures that we make in the Bureau of Primary Health Care and that includes any conferences that we support directly through contracts or Cooperative Agreements.


And we are being asked in particular to not support directly conference costs where we are sponsoring a conference per se.


Does that mean that you can pay for speakers or for staff or others to come in and come to a conference? Yes but the actual cost of supporting that conference that should not be included as part of the Cooperative Agreement. You have resources to be able to pay for the staff, to help plan the session, all the program aspects of it, but, you know, for example paying for conference space, paying for a conference planner, all those different pieces should not be supported.


So that will be clarification with your awards coming up in September. It does not impact you currently with respect to your award. Just want to make that clear.


But you will see additional guidance with respect to this on the notice of awards for the 2012 - 2000.

Woman:
(Unintelligible) 2012.

((Crosstalk))

Jim Macrae:
Yes, 2012 award which is coming out in September. So just wanted to make sure that was clear. There was some concerns about, you know, whether you couldn’t pay for any travel. No, you can pay for travel within limits of course because we want to make sure that again you’re spreading your technical resources across as many individuals and organizations as you can as opposed to doing that individual (TA).

But in terms of conferences it self there will be more strictness in terms of what we can and can’t support.


So with that I will stop and see if there are any questions and open it up.

Coordinator:
If you’d like an open line please unmute your phone, press star 1 and record your name when prompted. It can take a moment for questions to load so please standby.

Woman:
(Unintelligible).

Coordinator:
And you have several questions coming in, just one moment.

Our first question is from (Nancy). Your line is open.

(Nancy):
Yes, thank you. I just have a question on the UDS data. And the fact that you said it’s in. I’m wondering when the state PCAs will have access to this.

(Suma Nair):
Thank you; great question. I was going to get to that when I provided some of the UDS updates but it’ll be coming shortly. All of the Health Centers have access in the electronic handbook to their individual data and their report. The PCAs we and, you know, we roll up the data then and we’re working on getting - making that available to you in the EHB. Our goal is by the end of July and you’ll follow the same process that you have in previous years by going into the electronic handbook, signing onto the disclosure agreement and then you’ll have access to the data.

(Nancy):
Thank you.

Coordinator:
Our next question is from (Stephanie). Your line is open.

(Stephanie):
Hi. My question is about services of charging for TA or charging to offset some of the costs of TA. This came up when we were doing our application for the Cooperative Agreement and I know it came up for a number of PCAs that (were in our class).

Are there or is there any clarity that we can have on to the extent we can ask Health Centers to contribute to offset some of the costs of say a venue or...?

Tracey Orloff:
Only if I’m understanding your question correctly, this is Tracey Orloff, when it comes to conferences you can absolutely do a fee for people to attend the conference and that pays for your costs so in that type of vehicle and situation that’s totally appropriate, registration fees for normal conferences and meetings and things like that to offset your costs.

(Stephanie):
Okay. But other than that we’re basically - everything else is no cost.

Tracey Orloff:
Correct and so...
(Stephanie):
Okay.

Tracey Orloff:
...because we’re giving you a grant so that you can provide TA services free to the Health Centers. I mean that’s the intent.


And so if you have other funds you’re welcome to use those as you need to outside the Cooperative Agreement.

(Stephanie):
Okay. Thank you.

Jim Macrae:
And this has actually come up with the networks too and I will wander out on a limb and I will ask people to reel me back in if I fall off the limb and get sawed off which I’ve got many people looking at me right now and give me that look like I’m going to fall off of the limb so I may have to correct myself.


But the expectation is that with the grant you will provide the service to all Health Centers in your state and it’ll be available to everyone. And you will provide that up to the amount of the grant that you have. Anything beyond that that you can’t provide and is in addition, you can charge for that but it can’t be part of the grant or the scope of the project that you have submitted to us in terms of the TA or support or in the case of networks the services that you all provide.

(Stephanie):
Okay.

Jim Macrae:
Did I do all right? All right, they’re saying I did all right on that. Okay.
Coordinator:
Our final question is from (Vicky). Your line is open.

(Vicky):
Hi. It’s regarding the publications. And what I want to know is who do we need to contact for the review process and the timeframe?
Tracey Orloff:
This is Tracey again. And because we haven’t implemented this in a large way with PCAs we’ll be - your main contact will be your Project Officer and we’ll be educating all of them on how and when certain publications need to go through the publication process. Not everything will and giving them some criteria.


And so use the Project Officer as your main resource and then we are working on a process with our Office of Policy and Program Development to come up with those criteria to determine what things we will be looking at and as appropriate.


And we know that it’s a real mixed array of types of things that the PCAs are doing so not all of them are doing publications. And so we don’t think it’ll, you know, apply to everybody across the board. It’ll be kind of restricted to certain types of products and activities that you’re doing.

Jim Macrae:
But what’s a realistic timeframe in terms of...?

Tracey Orloff:
Turnaround time?

Jim Macrae:
Yes.

Tracey Orloff:
I would think like three weeks. I’m looking at Tonya.

Tonya Bowers:
I think it depends on the publication.

Jim Macrae:
Right, the size of...
Tonya Bowers:
So I think there’ll be a lot more - there’ll be a lot of information that’ll come out with the notice of awards in September that will give a lot more detail and expectation about what needs to happen with publications. A lot of those details are still being worked out.


And so rather than give an actual timeframe now I think it really depends on the type of document and how complex it is.
(Vicky):
Okay, thank you.

Jim Macrae:
Sure.

Coordinator:
You do have one more question, just a moment.


Mary your line is open.

Mary Looker:
Oh great. This is Mary Looker. Hi Jim and all.


I have a question in regards to our five month allotment that - and allocation that we were given. There was some question asked by another state and I thought I knew the answer but there is not and my opinion is there’s not an expectation that we balance to a zero for that five month allotment. It’s really part of our overall 12 month. Ideally you’re spending one-twelfth. And you would spend five-twelfths of that amount by the end of August.


But is there any expectation or requirement that we’re like spending it all by August 30th, 31st and then we start new? I hope that makes sense, the question.

Tonya Bowers:
The answer to that is yes because the five months that you have now is actually an extension of your current budget period.


What will happen on September 1st is we will issue new project periods for the PCAs and so you actually beginning - essentially beginning your new grant period.


So the five months you have now is actually closing out that last project period. And so you will need to with any remaining funds you’ll need to request a carryover of any unobligated balances into the next project period and budget period. So yes, you are expected to use those five months of funding for the activities within that five months.


And then you’ll get a seven month budget period beginning on September 1st that will then align you. Align all the PCAs up with an April 1 start again so there’ll be a shortened initial budget period for that first year and then be able to move to 12 month budget period starting on April 1st of 2013.

Mary Looker:
Oh okay, that’s very helpful. Thank you.

Tonya Bowers:
(Yes).

Mary Looker:
Can I ask one more question while I’m - my line is open?

Tonya Bowers:
Sure.

Mary Looker:
Okay. I heard Jim talk a little bit about and I knew this going into the grant application process where there would be a negotiated. I think it was called a negotiated work plan and budget. Understand now when the grants have gone through the review process I’m just wondering if there’s going to be some parameters around that.


Here’s my concern. We’re well into the year of working on a number of the activities that are in our work plans that I’m a little nervous about a tremendous amount of work to revise all of this for the next six months or seven months.


So I just would ask that that be taken into consideration. I understand that there are some things that weren’t addressed in a work plan that would need to be but is there some kind of guidance or something that all of Project Officers will be following in those negotiated discussions and revised work plans.

Jim Macrae:
I mean I think you’re raising a legitimate point Mary in that it, you know, it’s not a full 12 month period. So (we’ll) have to give some parameters in terms of what’s realistic or not.


So, you know, we’re not asking you to turn over the apple cart. On the other hand it is a new work plan, a new, you know, project, and it was a competitive process.


So there will be expectations that you’re moving in that new direction. You know how far you changed I think that’s part of the conversation. And we’ll provide some parameters to our staff.


And if you run into issues, you know, talk to the Project Officer and then, you know, of course we’re available if it becomes a challenge.


But I think it’s something that we’ll just have to work through this year just given the shortened period of time.

Mary Looker:
Thank you.
Coordinator:
Keith your line is open.

Keith Maxwell:
Hi Jim and others. It’s Keith Maxwell. Just two things for consideration, one is whether you could share with all the PCAs regardless of how they would score what their RC scoring was.


And I ask that because I think you’re suggesting that the NOAs at this time may include language on several issues that you just reviewed. And it might be helpful for PCAs to understand more of the context of what I expect we’ll see as boilerplate language in the notices tying back to the actual application that they put in.


And the second suggestion would be that you actually consider doing a TA call for all the PCAs to talk through that boilerplate language that they may be seeing for the first time because I’m just thinking of the fact that the Project Officers may have one or two PCAs in their portfolio as well as a dozen or more CHCs and in the shift in the guidance this year and the shift of the direction what you want our work plans to do it’s new - in a way it’s new territory for all of us so just a couple of suggestions for consideration.

Jim Macrae:
I think they’re both great ideas Keith. So in terms of the scores you will definitely receive a copy of your scores along with a summary of strengths and weaknesses so you will have that information. We’ll make sure that gets out to every Primary Care Association as fast as we can right after we make the awards.


And then the second part of in terms of having a call, I think that’s a great idea. So why don’t we just plan to do that sometime in September. I think that’s a good suggestion.

Keith Maxwell:
Okay, thank you.

Jim Macrae:
Yes.

Coordinator:
Stephanie your line is open.

Stephanie Harrison:
Hi Jim. This is Stephanie Harrison. I was actually just wondering what the schedule is going to be like for doing a new budget and new work plan for the period starting April 1st.
Tonya Bowers:
In terms of the schedule, when to expect a budget period, essentially a budget period of renewal application.
Stephanie Harrison:
Right.

Tonya Bowers:
Sure. That will come out this fall. I can’t give a specific date but it will come out this fall and will essentially give you guidelines on what you need to do to sort of demonstrate progress on your work plan. We know that it’s going to be awkward because it’s such a shortened period of time.


But you can also use that seven, you know, there’s a 60 day negotiation that you’re going to need to undergo with your Project Officer just to get the work plan. Any - and to get any clarification on the work plan and the expectations for that first seven months.


But then it does give you an opportunity to consider what new additional changes and new projects or work you’ve done on current projects that you need to reflect going forward into the next 12 months.


But you’ll see all of those instructions coming out later this fall with sufficient time for you to be able to do your budget period renewal application. Recognize that with your budget period renewal application you’ll be able to do that negotiation in advance of the award with your Project Officer. So really do - consider this first seven months as sort of an ongoing discussion, negotiation period of time. I think you can use the seven months to really finalize a lot of the aspects of your project for the full project period.

Stephanie Harrison:
Great, thanks.

Jim Macrae:
Okay. I think we’ll move on in terms of the next update which is around some policy issues. And I believe I turn it over to Colleen Meiman.

Colleen Meiman:
Yes. Hi everybody. This is Colleen Meiman. I’ve known many of you for many years. I’ve actually recently transferred to the HRSA Policy Office where I’m the liaison there between CMS and the Health Center Program at HRSA so doing a lot of the same work, still at the same phone number and everything, just sitting in a different seat.


But first I have two issues I wanted to talk about in the Medicare end of the world. One of them very quickly, I’m sure you’re all used to hearing me talk about the absolute critical importance of each Health Center permanent and seasonal (spike) being enrolled individually on Medicare. I know that every grantee has heard individually from their Project Officer. We haven’t rerun the numbers yet to make sure that everybody is in compliance.


But we’ve put that on the list of things that we have given people plenty of warning about and we’re pretty much done with that at this point.


Just in case you haven’t heard there has started to be findings and fines of up to like $.5 million being issued to Health Centers that are not billing correctly.

So all the time we’ve been saying some day this is going to be a big issue, it is for a few of you out there already.


So hopefully this is a done deal for all of the Health Centers in your state. Okay, so that’s all I have to say on that. If you have any questions everyone should have been in touch with their Project Officers. Get in touch with them again, get in touch with me.


But there’s a new issue now in Medicare which if anything is even more important in the long run although harder to draw an immediate connection to if you haven’t kind of put that dots together.


As you may recall starting last January Medicare started reporting - requiring that Health Centers report CPT codes on their bills. And as you know the CPT - the Health Centers get paid the same amount for every patient visit regardless of whether one service was provided or 20 services. It’s the same amount.


So there’s obviously in the short term not a huge incentive for making absolutely positive that you have listed every single appropriate CPT code on that bill, okay.


I understand the incentives in terms of billing people and clinicians being very busy and just maybe not getting all the CPT codes on there.


But what is happening is we are starting to see the data that is coming in on those claims. And I am positive that what we are seeing is not representative of the quantity and quality and comprehensiveness of care that a lot of Health Centers are doing, okay.


Now there are two reasons why this is a problem that needs to be taken really seriously. The first one is that you are out of Medicare compliance if you are not listing all the CPT codes period. It’s a Medicare compliance issue. Anybody who’s trying to save any money in healthcare right now is going after Medicare compliance issues. Anything, I don’t care if you haven’t dotted your I; if it’s a Medicare compliance issue you need to be nervous about it, you need to be following up on it, okay. That is number one why it’s absolutely critical that every appropriate code be listed.


But the second issue in some ways is the second reason you need to care is really even more important. The reason CMS has started asking for that data is because they need to know exactly what services Health Centers are actually providing because they are gearing up to implement a new payment system in October of 2014.

And so they need to know okay, well when the average patient comes in we’re actually doing this. The Health Center is doing this, that and the other so that they can figure out how much of services should be paid and what the payment system should look like in the future, okay.


To the extent that the data that they get and remember this is Health Center self-report. They’re not going to give us another bite of this apple to tell us what we’re doing, okay. To the extent that the data they get does not look appropriate, does not accurately reflect what you’re doing it raises questions about the comprehensiveness of care that’s being provided, the quantity of care, the quality of care, if there are certain services that are supposed to be provided and also the cost effectiveness of care.


For instance if Medicare sends a person to a standard physician’s office for a level 3 office visit Medicare pays them $68 to that physician. Medicare sends that exact same patient to the Health Center down the street and they get a bill for if it’s an urban Health Center, $126.


And people are constantly coming to me and saying well why in the world should we send somebody to a Health Center because it costs Medicare twice as much?


And I say because Health Centers do a whole lot more. That bill is not just for a doctor’s visit. It’s not just to see the doctor. It’s for the blood test, it’s for the X-ray, it’s for the - any other service, you know, the breathing treatment so anything else that’s being done. And it’s for the enabling services. That’s another issue though.


And they’re like okay, okay. And I have to admit that that’s a pretty hard argument to make because what people usually look at is the $126 versus the $68. Well now we’re starting to see data coming in from the Health Centers that says for that $126 all we’re actually reporting ourselves that we’re doing is the doctor’s visit. And you see where it makes it a really hard case to justify the differences in the payment rates going forward.


So we have every reason to think that there’s a lot more going on in a lot of those visits. But if it is not - if you are not listing it in your CPT codes on your Medicare claim you’re not going to be getting credit for it and there’s going to be very significant long term impacts to that potentially.

And I’m not just talking in Medicare. Medicare is where the only good national data is. So that’s where Medicaid looks, that’s where private insurers look.


So I know this seems like a kind of boring detail but it has got to be dealt with. It has to be dealt with soon. I’ve got people asking me right now well why can’t we just look at last year’s data which says that all that - you know, a lot of people did was visits. Well we can, you know, kind of delay a little bit how long we’re going to look at that data. We can’t delay forever, okay. The payment system needs to be up and running in another year and a half so we’re really starting to run short on time.


So my request is first of all, make sure this message gets to every Health Center that you work with. That’s number one.


And number two make sure it does not just get to the CEO. Make sure it gets to the clinicians and make sure it gets to the financing staff because that’s where the rubber hits the road on CPT codes. I’ve had many clinicians say to me, “I’m in a hurry. I just circled something so I could move on.”


No question of good intention, you know intention for anything like that. But those clinicians need to be circling it - the codes and the billing people need to be doing that or in the long run you are not only risking compliance issues, you are risking really underselling yourself to every public and potentially private payer what you’re doing for the money you’re getting paid, okay.

Jim Macrae:
Absolutely.

Colleen Meiman:
Any questions on that? Did I put (unintelligible) people?

Coordinator:
Once again for an open line press star 1 and record your name.

Jim Macrae:
I think you did a good job Colleen.

Colleen Meiman:
Maybe they didn’t hear it.

Jim Macrae:
Why don’t we turn to Tonya Bowers to give us an update on the funding opportunities, Tonya?

Tonya Bowers:
Thank you Jim. Jim mentioned several of the ones that we’ve completed for this year but I just wanted to highlight a few of the ones coming forward.


As you know obviously we have PCA applications in right now and they’re under review. And we do anticipate making awards by September 1 so everyone should be excited about that.


We also have a very limited PCA, a funding opportunity that was announced for two specific service areas. And those applications were due in June and now the final part in EHB is due today, July 10th. So we’re hoping that all of those are completed so funds can be awarded with the PCA applications, the remainder of the PCA applications in September.


Also as Jim mentioned we’re excited about our new funding opportunity for networks. We know we’ve heard a lot of excitement from the outside world on this funding opportunity. It is a slight change from some past opportunities but we think it’s a really great opportunity for organizations to come together and to collaborate and work together to achieve some really important goals both for HRSA and the Bureau but also for Health Centers and the great work that they’re doing in their communities.


A couple things just to highlight on that, what’s really important is those applications so if you’re working with potential applicants out in the field it’s really important to remember that this is only going to be an application submitted through grants.gov which means they have one shot to get their application correct. They don’t have the secondary opportunity through EHB to make any corrections that they need to make.

So by September 10th those applications have to be submitted in grants.gov. and you cannot hear us mention enough the warnings about making sure all of your numbers are up-to-date, especially your CCR number because without having that updated which is yearly you will not be able to submit your application. I mean that’s tied to your DUNS Number and so you see how all of these things have a cascading effect. You need to make sure that those numbers are accurate and up-to-date and that they won’t expire prior to your needing to submit your application. So please, please, please, please if you’re working with organizations please make sure that you’re providing that support as well.


We do plan to make awards around December 11th of this year. And again we have extensive technical assistance resources available on the HCCN web page and I encourage everyone to go there for resources. You can also contact us with any questions.


But we are updating those FAQs and other resources so please make sure that you’re checking in on that web page in particular.


Also Jim mentioned the School-based Health Center Construction opportunity. That was - that is our last opportunity for School-based Health Center Construction. I can report that we received 300 applications through the first part through grants.gov which is really exciting.


The final part of the application is due in EHB by July 24th so again it’s really important that if you’re working with organizations that you encourage them to submit as early as possible. We continue to hear concerns with organizations that wait till the last minute and have problems getting their applications in so please make sure if you’re working with organizations to get those applications in as quickly as possible.


And we plan to make awards, these final School-based Health Center awards in the middle of December.


I want to spend a couple of minutes talking about some of our sort of core foundational work especially around the Service Area Competition Application. It was revised for 2013 and was issued awhile ago.


But a couple things are really important to remind people that we have a couple of very quick application deadlines coming up for our really early project period start date. So our November 1 grantees and December 1 grantees that have new project periods for 2013, it’s really important that you have some grants.gov deadlines coming up pretty quickly.


November 1 starts are due July 25th. And the December 1s are due August 1st. And so we just want to again remind everyone that might have project periods beginning in 2013 for those two months in particular that those deadlines are approaching very quickly.


The other thing we want to point out is that for 2013 in our Service Area Competition we made some amendments to our Service Area Competition Table that we post online to again make it more user friendly and provide additional information that’s useful for anybody who’s interested in applying for these service areas. In particular we provided a lot more information around the service area zip codes that are included in the service areas that are announced for competition in 2013.


We’ve also provided the total number of patients that are served from those zip codes in 2011. So that’s new UDS data that’s just become available and we integrated it into this Service Area Competition Table. So it’s really important. It’s the most current information that we have.


And again we’re trying to utilize all of our different resources available to us. So we’ve also provided a map that’s available that actually maps out the service area so you can see in a visual sense what those announced zip codes actually look like.


So to that end it’s really important especially for our existing grantees that may be under competition this year but actually for all of our grantees to really look at those service areas. Excuse me. That we provided a lot of information recently about how important service areas are; we use them for a variety of context and we also think it’s really important for the Boards to remember that this is a fundamental part of their job is to assess service areas, to look at need, to look at where they’re investing their resources, look at potential opportunities to expand. Really using all of the information they have in terms of where their patients are coming from but also where they’re targeting their resources.


The service areas are actually a part of what we collect in the EHB System for all the sites that are part of your scope of project. This is a field that’s actually self updatable. So every grantee has the opportunity at any point in time to look at their information in EHB, their scope information and look to see whether it’s still current.


And so it’s really important that Health Centers at least annually are updating their service area and updating and doing a needs assessment and really looking at where they are targeting their activities. But also making sure that you’re taking the time to make those changes in EHB so that it really does accurately reflect where your patients are coming from and where you’re (delivering these) services. So it’s really important for you to take the time to do that.


I would also encourage anybody who is looking at or has a service area that’s up for competition this year in 20 - next year in 2013, that you take a look at that chart and really look to see whether or not it does reflect the area that you’re serving because we’ve pulled all of this information from the existing EHB file so we have the information we have on your service areas.


So if they are either under representing zip codes or over representing zip codes it’s based on the information that you provided in your scope file.


So again I just want to reiterate the importance of keeping that up-to-date and making sure that it’s accurate because it’s public information out here potentially for competition if you’re in the Service Area Competition so just again a reminder for everyone to go and check their service areas.


Another thing just on the BPRs as well, we’ve got some application deadlines coming up for those grantees that are up for a budget period renewal this year. So our November 1 starts are the first to come in and those are due August 15th. And it’s really important again to try and keep to these deadlines as much as possible. Of course deadlines are very important and everyone should stick to these deadlines.


But it’s really important to make sure that we can get our grants out in a timely manner to everyone that has these start dates because if you miss these deadlines it actually does have a great potential to influence the timeliness of the awards that you’ll be receiving in this first couple of months.


And finally just a reminder about the NAP applications that we funded, we learned a lot about - we learned a lot in the last two years about New Access Points and about applications. And as Jim mentioned there is an opportunity under the President’s budget for 2013 for a New Access Point Competition which we’re hoping to release later this summer, early fall.


And I would say that we’ve learned a lot. And we’re going to try to integrate a lot of the information and a lot of the great things that we’ve learned over the last couple of years into that and so we appreciate everyone’s feedback over the last year, year and a half and providing us feedback with how to improve that New Access Point funding opportunity and that we’re looking forward to that this fall.

I think that pretty much covers where we are with our current funding opportunities.

Jim Macrae:
Great. And because we were talking so much about data I’m just going to take the prerogative to shift it over to (Suma Nair) to give us an update on both data and quality activities and then we’ll open it up for questions after that.

(Suma Nair):
Okay, great. Thank you very much. So before we jump into some of the (OCD) updates, I’d like to take a quick moment to put it in context of the overall Bureau of Primary Health Care Quality Strategy.


This quality strategy serves as our guiding framework for all we do in the quality arena in particular but most of what we do in the Health Center Program more broadly.


We use the strategy hopefully as our compass as we think about new initiatives, funding opportunities, potential collaborations, etcetera; we really focus on making sure that everything we do in the Health Center Program advances the quality strategy therefore helping us advance meeting the mission of the Health Center Program.


So quickly before I get into the details of the strategies it’s always good to think about starting with the mission especially since the purpose of the strategy is to advance that mission. So the primary health care mission is to improve the health of the nation’s underserved communities and vulnerable populations by ensuring access to comprehensive, culturally confident and quality primary healthcare services.


The reason I read that out, I’m sure you all know it by memory as well, is hopefully you’ll see those key components or elements in that carried throughout the quality strategy and the integration of those key elements throughout all we do in the Health Center Program.


So when you think about the Health Center Quality Strategy we started to align ourselves with the Department of Health and Human Services National Quality Strategy which was part of the Affordable Care Act to have a National Quality Strategy really focusing on achieving the same three aims of better care, healthy people and communities and affordable care and that these aims be used to guide and assess local, state and community and national efforts to improve the quality of healthcare.


So when we start with the first aim of better care, it’s really about improving the quality of overall care by making healthcare more patient-centered, reliable, accessible and safe.


When we move to the second aim really then beyond the patient to healthy people and healthy communities we’re looking at improving the health of the U.S. population by supporting proven interventions to address behavioral, social, environmental (unintelligible) health in addition to delivering higher quality healthcare.

And then finally the third aim in the three aims is affordable care, looking to reduce the cost of quality healthcare for individuals, families, employers and the government.


So when we think about the primary care mission and we think about the three aims overall that we’re all trying to achieve in the department we look at then what can we as a national program do to advance needs.


And we look at the purpose of the Health Center Program. There’s really four key elements to our strategy that build upon each other that help us advance this strategy and the aims.


So we start to look at how we best impact the quality of care, patient outcome, costs. It’s important to start with access and ensuring that there’s an adequate supply to meet the demand for care and that that care is acceptable to all of our patients. That’s a foundation of our strategy.


From there we move and to look at once access is established we want to ensure that patients can receive a comprehensive set of services including behavioral health, oral health and those critical enabling services.


We want to ensure that those services are provided in a patient and family centered manner. And that the Care Team is coordinating and integrating those services using electronic systems, data and information and that finally that we think about the patient more broadly than within the four walls of the Health Center but in the community at large and in the context of his or her community and that we strive to have the same level of coordination and integration that we have within the Health Center within the larger integrated health system.


And so if we’re able to advance each of these elements or components I think we’ll be successful in achieving the three aims.


So what does this mean for the Health Center Program?

When we look at then how we translate this broad strategy and how do we implement it in a national program we really have five key levers that we can use to implement this strategy really focusing on our programs and policies, looking at our funding opportunities and making sure that they’re supportive of the quality strategy, really investing in alignment and support around the Health Centers, building a safety net if you will technical assistance resources around the Health Centers as they embark upon TA activities and initiatives to advance these three aims.


Looking for data and information that we can collect around some of these arenas that help inform our activities and initiatives but then also talk about the value and impact that we’re able to realize as we endeavor and these work together.


And then finally looking at partnerships and collaborations and how those really advance our work towards the quality strategy.

So moving from those, you know, really alignment of all of those we then move down to the kind of day-to-day more operational view of what are we trying to achieve more immediately with - that we believe if we’re able to advance these priorities and goals, will really put us in a good position to advance submission of the Health Center Program and achieve these three aims.


So as we look at that there’s five key priorities that we’re working on for the Health Center Program and connected goal. We’re working first of all to look at the implementation of QA/QI system. And really what we’re focused on is ensuring that all Health Centers are fully implementing their quality insurance and quality improvement plan.


And this is a foundation of a medical home. So when we talk about without having a strong base it’s not a really strong medical home that you’re building so this is critically important. And I’ll get back to the connection to FTCA in a moment.


And our second priority area is really the adoption of meaningful use of electronic health records. We want to ensure all Health Centers are able to implement electronic health records across all of their sites and all of their providers with the understanding when you facilitate the exchange of information it facilitates Care Teams working together, information being exchanged, it supports efficiency in care, access to information for patients and patient (pools), etcetera.


And that that’s a critical element in terms of implementing a Patient-Centered Medical Home model and really advancing some of our aim.

The next goal is really around Patient-Centered Medical Home recognition. The belief that we really like to see all of our Health Centers achieve Patient-Centered Medical Home recognition. If you’re providing care in a patient and family centered manner, you’ll really be able to realize improvements in patient outcomes, population health and some of those efficiencies that we’re looking for around that third area, the third aim.


So really the first three areas of implementing a strong QA/QI system, adopting electronic health records and then getting - transforming care so such that it’s done in a patient-centered manner all work together to improve our fourth area that we’re focusing on of improving clinical outcome. All of those work together to make sure that Health Centers are meeting and exceeding the Healthy People 2020 goal with respect to our UDS clinical measures with the understanding that even though we are serving disproportionately disadvantaged patients, underserved patients and underserved communities, that they deserve to have better or equal - equal or better outcomes than the national averages that we’re looking for, the aims that we’re looking for with Healthy People 2020.


And then finally with the recognition that as the delivery landscape changes and there’s more and more options available to patients and providers that Health Centers continue to be the providers and employers of choice. We’ve seen data around the patient (sat) survey that we did back in 2009 as well as, you know, looking at UDS that shows patients are really satisfied with the care that they’re receiving. They overwhelmingly are, you know, apt to tell their friends and family to come to Health Centers because it’s convenient. They believe in the quality of care that they’re receiving.

So we need to continue doing that and we know that a critical piece of that is really our workforce. And so we want all Health Centers to become employers and providers of choice.


Our angle around supporting that is really by looking at team-based care. There’s a variety of different workforce programs available. Our sister bureaus are focused on priming the pipeline, getting people into the pipeline through a Health Profession Program. We have a sister bureau looking at really recruiting folks into underserved areas and communities.


But we’re focused on in the Health Center Program is really the retention angle. How do we create Health Centers to become places that people want to come to and stay in terms of both employers and providers?


So that’s kind of the high level priorities that we’re working on. And that’s an important context for some of these updates.


And you’ve I believe already started to see some of the alignment that we’ve been working towards of our resources and our efforts really to help all of us pull together to achieve our mission and these three important aims of better care, healthy people and healthy communities and affordable care.


So with that in mind I’ll go into some of our update around the FTCA Program. We’ve made great progress. Thank you for all of your support and encouragement too. We’re very happy to report all of our Health Centers submitted their FTCA application, deeming applications on time. We had some challenges with that in the past.

And so we’re more than halfway through which was really great. We moved up some of the deadlines this year to facilitate more time for back and forth and technical assistance as part of the process.


And so we’re more than halfway through all of our applications. We’ve been working with Health Centers back and forth and so we’re focused on the implementation of the quality improvement and insurance plans and the risk management system to Health Centers unplaced.


One of the areas that we continue to see some opportunity for improvement is around credentialing and privileging of staff as well as some of the quality improvement system.


And so to that end we’ve been developing technical assistance through our contract with (ECRI) and we most recently put out a credentialing and privileging toolkit.


So as we continue to work with Health Centers on this make sure that you’re encouraging them if you find any of them struggling with this using those risk management set of resources over 90 Continuing Medical Education Resources, several toolkits, checklists like really easy digestible pieces of information that can be used to improve patient safety and risk management.


The other arena that we’re looking at in the FTCA Program is really looking to identify if there’s any trends over particular states, region and working hand-in-hand with our colleagues in the division to identify some of those opportunities and trends and perhaps sharing those with the Primary Care Associations as additional information that you may want to consider as you’re thinking about technical assistance resources to support Health Centers around quality improvement so more to come on that.


Patient-Centered Medical Home, another element of our strategy, we’re pleased that almost 400 Health Centers have sent in notices of intent to participate in our Patient-Centered Medical Home Health Home Initiative so we’re getting close to a third of all Health Centers are in the process of the pipeline.


As Jim mentioned 9% have already been recognized so we’re making great progress to our goal of 13%. It’s a goal that’s a fiscal year goal so we’re trying to achieve the 13% by the end of September. So we’re looking for another 30 to 40 Health Centers to come in through the recognition process. Again just a reminder that recognition is through the Joint Commission, AAAHC or NCQA and even level 1 recognition counts because we want to really meet people from where they are and recognize that even getting to level 1 is significant progress and that we can continue to support them to get to level 3 if that’s what they’re interested in.

We’ve been partnering with CMS around the Advanced Primary Care demo. We do understand that a couple of Health Centers have had to pull out and they have added a few more and to keep them at 500. Again just for those of you who are working with Health Centers in your state that are working on the demo, making sure that they’re able to meet all of the requirements of participation including quarterly updates of their readiness assessment surveys, the technical assistance calls. That’s really important to the success of the demo. So wherever you can encourage and support Health Centers to fully meet all of those requirements.


We also understand there’s some exciting updates around the technical assistance component of that demo. And we’re eager to work with some of our Primary Care Associations, NAP and CMS to help stand that up quickly and our hopes is many of that while it’s targeted towards the participants of the demo really is more generalizable and can be spread to all of our Health Centers who are undergoing the transformation process. So hopefully that’ll be around to support you guys as well.


And then finally moving to the UDS, again thank you all, you play a key role in supporting Health Centers to meet all of their submissions and reporting requirements. So thank you for facilitating again timely submission for the UDS data. We have all of the data in. And as I mentioned to in response to a question previously, all of the data in EHB for the grantees and we expect by the end of July to have all of the data available for PCAs so please when you get the email notification from us go into EHB, find the disclosure notice and then use this data to inform your work plan and technical assistance efforts.


There were a few new measures that we added so I’ll talk a little bit about some of the great outcomes that you all have supported Health Centers to produce over the last year.


I should mention the improvements from 2010 to 2011 and I would just add onto that by recognizing the significant accomplishments over the last four years that the Health Center Program has recognized over 3 million more patients served, almost 1000 additional sites and 25,000 additional jobs over the last four years. It’s remarkable what Health Centers have been able to achieve with your support.


To that end we’re over 20 million patients and more than 80 million patient visits every year. Other notable tidbits from the UDS is Jim mentioned about the significant uptick in EHR adoption numbers and percentages; we are at about 80% of Health Centers have some level of EHR adoption. That is significantly more than the latest data that we have from the National Ambulatory Medical Care Survey that puts us at about 50 - that puts largely the country at about 51% of ambulatory care sites having adopted. We’re at 80%.

Now how that 80% breaks down is 65% of Health Centers across the Health Center Program have adopted electronic health records across all of their sites and all of their providers. And 15% have adopted across some sites and some providers so significant growth really. A lot of the kudos goes to the Health Centers, Primary Care Associations and the Health Center Control Networks to help get us to these numbers which is important reason for the new funding opportunity that we introduced this year that is shifting away from only EHR implementation but now looking at simply such significant uptick.


How do we now leverage this technology for quality improvement and how do we use this technology to really advance us becoming Patient-Centered Medical Homes and realizing improvement in our clinical quality outcome so great news there.


And then finally I’ll highlight a couple of our outcomes around clinical outcomes.


We had a different, I know this is something that many of you all have raised with me individually and a couple of you in kind of collective setting around the childhood immunization rate and we did have a very different measure this year. And so the outcome or the performance is different than we’ve seen in the past.


But that is important to recognize that it was a very different panel of immunizations that were looked at and so we haven’t found a national comparison point with this. This is just something that I know people have raised as a concern and we’re looking at it. This is one of those opportunities that we’ve had where we knew early on, you all had recognized and the Health Centers had told you this is very different.


And we’re not sure how we’re going to look because it’s kind of all or nothing. If we didn’t get every single one of the measures, you know, and some for very legitimate reasons we couldn’t provide those immunizations we’re going to be out of compliance.


And this has facilitated some really good policy conversations here at a national program level and so thank you for going ahead and providing the data and we’ll continue to work together to figure out what that means for us next year and what we do with the immunization measure.


Entering the prenatal care, we had a small uptick. We still have some room for improvement to meet our Healthy People 2020 goal but we are at about 70% of our women getting into prenatal care in the first trimester.

We added five new measures this year. We looked at obesity within children and adults. And with children about 40% of our children are receiving weight assessment and counseling. And with adults it’s similar, about 40%.


And as we know this is an important area. Over 76% of Health Center patients are either overweight or obese. And it’s a significant indicator for other chronic diseases and really improving health overall so it’s an area that we have to continue to work on but making good progress.


We this year added a measure around tobacco use and tobacco cessation intervention so we have really great outcomes when you compare it to what some of the Healthy People 2020 targets are. The Healthy People 2020 target for tobacco use is it’s having about 69% of patients assessed. We’re at almost 80% of our patients being assessed so great work there.

And with the cessation intervention it’s about 20% the goal for Healthy People 2020 and we’re at about 50%, 52% so making great progress there.


We also added the percentage asthmatic patients, (55) to 40 receiving pharmacologic therapy and we’re at about 69% with that as well.


Some of our outcomes with control of diabetes we’re about where we were last year, hypertension very similar but again that’s an area that we’re performing well as well as low birth weight.


So we continue to make progress. There’s still room to improve and we continue to work - look forward to working with you all on that.


The last thing I would add about UDS is that we continue to look forward to working with all of you on the training’s that we host every year. If you have ideas on how we can improve that training provide more, you know, kind of tailor some of the ones for the particular needs in your state. We are open to that. Please let us know and we’ll work with ASI and our team here to make sure that we’re able to do that.


There are a couple of reports on our web site that we encourage you to look at, recent publications on health - that include Health Center data on Health Center outcomes. And they’re prominently located on our Health Center web site so I encourage you to look at those if you have not already had a chance.

Jim Macrae:
And the new UDS data will be up on our web site.

(Suma Nair):
Probably at the end of August.

Jim Macrae:
Okay.

(Suma Nair):
Once we have all of the data ready we have to get it ready for the web site. So you can look to see the national, state and some of the comparison and functionality available at the end of August.

Jim Macrae:
Great. Well thank you (Suma).


With that and just in the interest of time I’m going to ask Tracey to give us an update on the TA Support Strategy for our newly funded grantees. As I mentioned we have a total of 77 new organizations that have joined the Health Center family and we want to make sure that these organizations get off and running in the best way possible.


So Tracey you want to provide a little bit of information on that?

Tracey Orloff:
Sure. As you all know we’re very appreciative of having a number of partners who work with us to provide this kind of safety net around these newly funded grantees. And so besides our own BPHC staff and our Project Officers we of course have our contractors and then all of you, the Cooperative Agreements both the PCAs and the NCAs.

And it’s having everybody work very closely together that makes the difference to help these folks really get off to a good start. And so just want to mention a couple of things that we’re doing in terms of coordinating and what we’ve been doing up to this point to be prepared and ready for this next cohort, this very, very large cohort.


One is we have been - had our newly funded Coordination Work Group working for about two, two and a half years together and working very closely and figuring out what works, what doesn’t and how to change the method that we’re using to be the most effective with the grantees.


And so there are representatives from our contractors, PCAs, NCAs and federal staff on that.


In addition we have our - one of our base changes is the newly funded Health Center site visit approach that we’re doing. And so our big change there is we decided that what we’ve learned from both focus groups, our surveys, talking with the grantees, watching our past three or four cohorts that we really needed to think about how to flip the order of the way we do our site visits for grantees.


And what we found is that because in the past we’ve done a full operational site visit within the first three or four months of their development, it really didn’t set them up the best way for success. Often times they didn’t have their full systems in place and they felt pounded like oh we failed on so much.


And it’s not the best way to have them move forward and being - have the incentives that they need and the support they need to really succeed and get those systems in place.


And so what we realized is that it was more advantageous to maybe wait till they’re closer to their year mark to do that full 19 (total) requirement site visit and that would be helpful to them at that point.

So what we’re doing instead is in the first three months we’ve asked in their notice of award that the grantees will work on looking at what their technical assistance work plan would be.


What do they need to help them at this point in time? Where they’re at whether they’re totally paper start or whether they’re an existing organization that’s been a look alike or whatever.


And to say in that TA work plan while we’re talking with their Project Officer, what are their needs.


And then after we have that in the first four to ten months they can have whatever kinds of target TA they might need. Some will need more than others. And they’ll be talking with their Project Officers on what those types of targeted TA that they might need to help them with certain systems that they’re trying to put in place or figure out how to construct their Board subcommittees or whatever that may be.


And then at that 10 to 14 period, month period, that’s when they would get that full operational site visit. And at that point then that three person site visit team will go in with the Project Officer, with inviting their PCA as well to be an observer and do a full assessment of the 19 (total requirements) and really help them think through what things they can improve, what might be helpful to them so that they can have a thorough analysis at that point.

And then assuming that the first two years of that critical point of getting them up and running for the months of like 12 to 17 months after an operational site visit they could have some follow-up TA as needed.


And this might be a much more supportive way of getting them off the ground and so we feel very strongly that we’re going to see much more success with this approach and so we’re looking forward to helping this cohort go through this different process and approach.


We’re also doing a whole annual plan of training for our consultants and we’re - and all Project Officers. And these will be mandatory training’s for the consultants and the Project Officers on various aspects that are needed to help support the newly funded grantees.


We will also be inviting all the Primary Care Associations and National Cooperative Agreements and we encourage you very strongly to participate in these training’s. We want you to be very clear and aware of the way we’re talking about various aspects of their implementation, policy interpretation, things like that so that you can be in alignment in our messages and how we’re working with these grantees and the way we’re talking about their implementation.


So we really encourage you to participate in that. And you have already seen some of those training’s come out through our listserv and you’ll continue to see the remainder.


We’re also through focus groups again the annual grantee survey and other discussions at conferences gathered a lot of information in talking with cohorts of new starts, newly funded grantees. And we’ve gotten a lot of information about what key resources are helpful to them.

So what we’re trying to - we have a draft pulled together of the newly funded TA Brochure, Technical Assistance Brochure, that we’ll have ready for the grantees when we meet with them in August.


And these will talk about the different key resources both what we as Feds offer them, what the contractors offer them, PCAs, NCAs and their different roles. And so this might help them navigate how to use all of us better in a continuum of support for them.


Let’s see. So and then just to go on a little bit more information about the -- there we go -- about the newly funded TA offering. One thing that several of you might have already seen is we have immediately after they were awarded sent out a welcome letter and an orientation package to them. And this was a letter from Jim. It included an acronym list, a BPHC org chart, a map of the Operating Division, Support Divisions, some information of the key Health Center Program requirements, our new clinical and financial measure etcetera.


And so it’s a very comprehensive packet that also gives them a one pager about okay, here are the first things you need to do to advocate to set up your payment management system, to get your Medicare and Medicaid number, things like that.


And so it gives them a lot of information just to get them started. In addition we have a number of pre-orientation webinars that they’re going to be provided to the grantees before they go to their August newly funded orientations that (NAC) is putting on.


And those pre-orient - some of the topics that will be covered will be their payment management system, Medicaid and Medicare billing, FTCA deeming application, understanding and managing your grant and working with the Project Officer and then affiliation and referral agreements. There might be a couple other things. That just gives you a flavor of some of the issues we’re going to go deeper with them as a group before they show up at that orientation.

Right now since it’s a large cohort we’re planning two regional orientations for this cohort. One that will be in D.C., and I want to see if I can remember this and it’s Northeast and Central Southeast, thank you. And then and that’ll be I think it’s the second week of December. August, sorry, December - listen to me, second week of August.


And then the second part of the country, the other two divisions will have their new starts come together in Chicago. I think it’s during the week of the 27th, August 27th.


So and we’re doing our best to have them be able to meet their Project Officers whenever possible.


And we will - we’re also planning and working with our National Cooperative Agreement partners and PCAs to have as many of them there as possible to help the grantees, you know, how to use those resources as well.


Then just the last comment I’m going to make is that just a couple other things that we’re trying to offer as a range of TA offerings is we will also be then doing some subgroups of the new starts because there’s a number in there who either are migrant, homeless, a number that are Public Health Centers, etcetera. And so we might be doing some deeper work with each of those cohorts.


We’ll also are working on trying to offer some virtual office hours for them. We want to make sure that and we’ve been - we want to reiterate this with the PCAs that we think that the trainings for the Governing Boards are really, really critical. And that’s one of our key things that if you don’t get that started and off to a good footing that can undermine an organization.

And so we’re encouraging the PCAs wherever your capabilities are, allow you to use it please get in there and help them with that Governing Board development as soon as possible.


And if for some reason you find some of your folks are having trouble or you don’t have the capacity to support them, please let us and through your Project Officer know because BPHC can help with some of that as well as NAP and other partners to help with some of that.


I already mentioned the site visits. And just always know that our TA web site is there and a very rich resource for you. The new start web guide is on there as well as lots of other resources so.

Jim Macrae:
Great. And speaking of the web site, a little bit of breaking news for you all, we have one of our guidance’s that has been in development for a long time is actually up on our web site for public comment.

(Tonya Bowers):
Policy.

Jim Macrae:
The policy information notice. It's policy information notice on sliding fee discounts.


So the guidance is up for public comment. I believe there is a...
(Tonya Bowers):
It’s - the comments are due on September 28th so we’ve given a lot of time for folks to go out and we really, really, really need comments on all of our policies that we issue for comment. So we’ve given you a lot of time to really reflect on these, to talk with Health Centers that you work with, to really look at and make sure that it’s reflective of what you think the policy should be. So please make sure you get our - get us those comments by September 28th. And all the information about what to submit and where to submit is on the web page.

Jim Macrae:
Great. And staff have put in a lot of time and energy in this and so we’re very pleased that it’s up for public comment.

So with that we know we’ve run over a little bit. It had been a long time since we’ve had one of these calls and we had a lot to share with you all.


But we are available for any questions if folks would like to have any or share any at this point.

Coordinator:
You do have (Mary) on the line. (Mary) your line is open.

(Mary):
My question was earlier, excuse me, when Colleen was talking about the importance of the Medicare sites, the CPT codes and there was one more piece of it which I’ve forgotten right now.


But that whole piece around it seems like it’s pretty critical and important. And I wondered if there’s any thoughts to developing some kind of a fact sheet or some kind of the importance of and if you’ve already developed that and I’ve missed it. It would be a great tool to know about to send out to the Health Centers to try to drive home the importance of recording all the CPT codes, having all their sites registered, that kind of thing.

Jim Macrae:
Yes. That’s a good suggestion (Mary). We’ll see what we can do.


But please encourage grantees to do both. Really important both on the site side as well as the CPT side. I can’t overstate the need to be able to really talk about what Health Centers provide. There are lots of conversations going on and it is really important that we present the fullest picture of what Health Centers are providing, really important.

Coordinator:
(Becky) your line is open.
(Becky):
Hi. This is (Becky) from Michigan. I just had a quick question about the New Access Point opportunity that will be released in the late summer, early fall.


I wonder if you guys had some sort of range in mind about the number of possible awards you anticipate.

Jim Macrae:
The President’s budget includes approximately $19 million for the New Access Point Competition for approximately 25 awards.

(Becky):
Great, thank you.

Jim Macrae:
Yes.

Coordinator:
Bob your line is open.
Bob Marsalli:
Hi. Bob Marsalli with Montana Primary Care Association, just I wanted to follow-up a little bit on the points that each of you have made in one way, shape or form during the call today about alignment, about collaboration and coordination especially with respect to helping Health Centers meet the triple aim. And both internally in terms of your work as a bureau and then with partners in and through Primary Care Associations, Health Center Controlled Networks, etcetera.


I’m curious if you could articulate what your expectations for collaboration and coordination are between PCAs and Health Center Controlled Network especially in light of this new round of funding for HCCNs and any thoughts you have with respect to requirements or expectations from the Bureau when it comes to HCCNs and PCAs which may have no formal or purposeful history with collaboration around quality improvement or engagement of Community Health Centers in a particular service area or a state.

Thank you.

Jim Macrae:
Sure. I’ll take that and I’ll ask folks to build on it. We did as part of just for an example in the Health Center Controlled Network guidance we did include a section actually around collaboration. And we strongly encouraged applicants for the HCCN opportunity to actually talk about what their relationships were with other state level entities and others involved in providing primary care to Health Centers.


So that is an expectation in terms of even our funding opportunity. And to be honest it’s an ongoing expectation in terms of just how we work together. You know I think Primary Care Associations and networks have very important and very valuable roles. They are different. And I think that’s important to recognize is that they are different but they are actually very complementary if they can work out an arrangement how to work collaboratively together.


I know in the past there’s sometimes been some tension. But I think ideally that the parties can come together and we will do our best to support that from where we sit.


We think it actually can be a very valuable partnership working with the Health Centers to all help us reach the goals of improved patient health and better quality and healthy people and healthy communities.


So we will definitely continue to push that. We try to reflect that in our guidance in terms of what we’re doing. But we need to do that in our actions.


And if you can do the same from where you sit that would be incredibly helpful, all right.

Coordinator:
(Cathy) your line is open.

(Cathy Davis):
Yes, hi. This is (Cathy Davis). How is everyone?

Jim Macrae:
Fabulous.

(Cathy Davis):
Good. Quick question just about how do we coordinate all of this. We also have a training program for new starts. As an example in Medicaid every state Medicaid agency is different in terms of how you get that number. We spend a lot of time on that with Medicare, etcetera.


So just want to make sure that what we’re saying is in coordination with what you all might be saying and we don’t overwhelm these people with giving different messages.


And the other example is that we do Board training. We go out onsite and we do it. So I wasn’t sure if with the new starts part of that help would be for training. Should the PCA be doing that?


So I just want to make sure I have all my ducks in a row on this.

Jim Macrae:
Great question (Cathy). And I think, you know, one of the pieces that hopefully you saw in the PCA guidance was actually an expectation and actually a requirement that Health Centers work with the newly fund - I mean Primary Care Associations work with the newly funded organizations and we really think your role is absolutely important and critical. It’s just I think as you said making sure that we’re coordinated.


So I’ll ask Tracey to speak to that.

Tracey Orloff:
And I think for instance the first thing that we did was when we sent out the welcome package to each of the newly funded grantees we cc’d the PCA so that you could see exactly what they received and what we’re telling them so that you could support them the best way possible.

You really are the eyes and ears on the ground with them. You guys are going to have the closest relationship to those grantees. And so, you know, keep at it. You guys probably already, all along the way have been working with them even before pre-application and pre-award.


So we’re depending on those relationships. You are really key to that. So therefore we’re expecting you’re going to be doing all the things you’ve always done with the newly funded grantees and that you’ll be sharing with your Project Officer when there are things that you feel that they need in addition that you can’t help with so that you can know how to then use the National Cooperative Agreements and/or of course the normal contractors and your Project Officers through the Federal folks.


So and just that constant communication with the Project Officers and how they’re doing, what you’re seeing and where you can, you know, you obviously keep going with what you do. Also as I mentioned during that kind of one year operational site visit the PCAs are invited to observe so that you can be hearing what we’re hearing and know what kind of TA afterwards might be helpful to those grantees so.

Jim Macrae:
And if you have any specific questions about duplication of training you can definitely contact Tracey’s staff and they will sort of walk through what they’re proposing to do and (Cathy) what you’re proposing to do. So that’s also another available resource.

(Cathy Davis):
Great. Thank you. I think that would be helpful because we just don’t want to overwhelm them. They’re already tearing their hair out.

Jim Macrae:
Exactly.

(Cathy Davis):
Yes.

Tracey Orloff:
And I think the types of training that we’re thinking about with this cohort are in groups of them. Because we know there are groups of look-a-likes. There are groups of migrant. There are groups of public health entities that struggle to adjust and become an, you know, a 330 grantee. And so that’s where we’re thinking about doing some more of the in-depth.


So we’re not planning to do necessarily individual things that you would normally be doing or...
(Cathy Davis):
Okay, good. Because my first training with them is tomorrow, I just wanted to make sure I was okay.
Tracey Orloff:
Yes.

Jim Macrae:
I think you’re good.

(Cathy Davis):
Okay, thank you.

Coordinator:
(Clifford) your line is open.

(Clifford):
Thanks so much. Hi Jim. Hi everybody over there. Just a couple questions on the New Access Points, the orientation packets that you mentioned that were sent out to the New Access Points sites, is that available on the web site or is there a possibility - is there some way to get that?


And then my second question relates to the Project Officer that’s assigned to the New Access Point on their notice of award. And whether or not that will be the ongoing Project Officer or whether there’ll be a reassignment or whether some of the current - you know for the Pacific Islands, whether one of the two Project Officers that are working with the Pacific Islanders will be assigned to the new starts (inside there).

Jim Macrae:
Well in terms of the Project Officer I think we made an initial selection just because of needing to get the awards out. You know we’re in the process of actually bringing on some new staff.


So we’ll get back to you (Clifford) in terms of the specific person, in terms of for Saipan, in terms of who that Project Officer is.


And in terms of your first question about the welcome packet they just want to know can he get a copy of what the welcome packet looked like?

Tracey Orloff:
Sure.

Jim Macrae:
Okay.

Tracey Orloff:
Sure. It’s not on the web site though but yes, you can get a copy so just email me and I’ll send it to you.

Jim Macrae:
Well should we make it available?

(Clifford):
Thanks Tracey.

Jim Macrae:
He needs it so they can see it, at least ones that all have new starts.

Tracey Orloff:
Well they already have it. If they have a newly funded grantee they were already cc’d the packet.

Jim Macrae:
That means (Clifford) should have one.

(Clifford):
Oh okay. I’ll look for it Tracey.

Tracey Orloff:
Okay, thanks. And if you don’t find it just let me know but everybody...
Jim Macrae:
Okay.

Tracey Orloff:
...else should already have it.

Jim Macrae:
Okay.

Tracey Orloff:
It was already sent.

Jim Macrae:
Great.

Coordinator:
(Jana) your line is open.

(Jana):
Hey guys. This is (Jana) from the Texas PCA. How are you all doing?


I have a quick question for Colleen on the Medicare enrollment issues. We agree that it’s a very important issue and a big problem that we’ve actually been working with our centers on for the last year or so.


But one of the things that we’ve learned in doing this work is that it actually it takes a very long time for sites to get enrolled particularly in Medicare. It can take up to a year which can cause really serious cash flow issues and then in some states you have to have a Medicare number before you can apply for a state Medicaid number which really can cause a very significant cash flow issue for centers.


So my question is HRSA doing anything to work with CMS and its contractors to help kind of expedite (FQHC) enrollment and if not could you please?
Jim Macrae:
Great question (Jana). This issue has actually already been raised to the Secretary so the Secretary has asked HRSA and CMS to work together to see if there are ways that we can try to expedite this. This was raised a couple of months ago on one of her site visits out to a Health Center so that was actually a really great thing.


So hopefully we’ll be able to see a little bit of movement but we will continue to bird dog it through Colleen.

(Jana):
Okay, great. Thank you very much.

Jim Macrae:
Yes.

Coordinator:
I believe the name recorded is (Ben). Your line is open. If you are in the queue please check your mute button.

Jim Macrae:
(Ben Money)?

(Ben Money):
Yes. Hello. I didn’t hear my voice. Sorry. This is (Ben Money), North Carolina PCA. Hi Jim and crew, hope the day is a little cooler than it has been lately in D.C.

Jim Macrae:
Thank goodness.

(Ben Money):
Yes. Got a question for you related to the governance and we haven’t really heard a lot of updates on the status of that lately.


And also along with that, you know, about a dozen years ago the Bureau produced a governance handbook. And quite honestly we still use that. We fell like it’s a very useful tool. I’m wondering if that’s going to be updated.

Jim Macrae:
Great question (Ben). The governance PIN is still in review. We are hopeful that it will get out soon. It was very good news that we were able to get the sliding fee discount PIN out so we are hopeful that we will get the governance PIN out.


We’re also hopeful that we will get out a new PIN for comment on QI and QA and we know that we need to even do more in terms of getting some guidance’s out.


But at least we made the first step forward with the sliding fee and we will continue to push to get those other ones out.

(Ben Money):
Great. One other question, actually two; do you anticipate planning grants being available this upcoming year?

Jim Macrae:
Right now based on the President’s budget we do not anticipate planning grants be available but, you know, of course it’s all subject to what our final appropriation will be.

(Ben Money):
Okay. And then the third question is we participated in the HCN Grant opportunity call. And I think there was a question regarding PCA eligibility if you didn’t currently have a network grant and that that would be clarified in the FAQ online.


I checked yesterday and didn’t see it there. Has there been a firm decision on that?

Jim Macrae:
My understanding is there has been a decision. We’re just in the process of updating it. I think the sliding fee PIN took precedence over getting that out. No, I’m kidding. We’ll work to expedite to get that out.

(Ben Money):
Great. Thank you.

Jim Macrae:
And the short answer is that PCAs are eligible if they meet the requirements associated with the grant but we’ll provide more clarification in the Q&A on the web site.

(Ben Money):
Okay, very good. Thank you so much.

Jim Macrae:
Yes.

Coordinator:
All right, your final question is from someone who did not record their name. If you’re still in the queue your line is now open.

(Judy):
This is (Judy) from Oklahoma.

Jim Macrae:
Hey (Judy).

(Judy):
Hi. I needed to ask you, we were trying to clarify a compliance issue last week.


And in the process of that I was told that 9823 is not being used any longer. And I wanted to hear that from you.

Jim Macrae:
It is not being used any longer. And I can say that definitively.

Woman:
Yes.

Jim Macrae:
We are working from the program requirement so that is the document that we utilize with respect to compliance and expectations and everything associated with Health Centers.

(Judy):
So that would require the Governance Handbook and all things that refer to it routinely to be revised.

Jim Macrae:
Absolutely. And we’re in the process of...
(Judy):
Okay.

Jim Macrae:
...doing that too so.

(Judy):
Okay, thank you. I just needed to know that. Thank you.

Jim Macrae:
Absolutely, great question. And that has actually come up in a couple of different venues so thank you for asking.


All right, well thank you all so much for participating in today’s call. Hopefully like us for the rest of you all the heat has dissipated a little bit. It’s definitely a little bit cooler here. It has been a hot summer in a variety of different ways.


But we are looking forward to the rest of the summer and into the fall and look forward to continuing our work with you. So we’ll talk soon. Take care, everybody.

END

