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Coordinator:
Welcome and thank you for standing by. At this time all participants are in a listen-only mode. During the question and answer session, please press star 1 and record your first and last name to ask a question. Today's call is being recorded. If you have any objections you may disconnect at this time.


And now I would like to turn the call over to your host, Mr. Jim Macrae. Sir, you may begin.

Jim Macrae:
Thank you and good afternoon and good morning to those out on the West Coast. Very happy that you all could join us today to talk about the Primary Care Association Awards.


Let me just start with the fact that not all the Primary Care Association Awards have gotten out to this point. They are in process so don't worry. We've gotten many calls from different primary care associations asking us where's our award, where's our award? They are being processed so please hold on tight. Don't worry about that.


We think about 25% have gone out already and so the remaining 75% should go out in the next several days so please relax, take a step back. We wouldn't be having this call if we weren't awarding primary care association grants so just wanted to start with that. But we're very pleased to talk about once you do receive your NOA, your Notice of Award, really the importance of our working relationship going forward.


As you all know, this was a competitive year in terms of the Primary Care Association Awards and we made some, I think, fairly significant changes to the guidance itself. And what we wanted to do today was share some of those reasons why we made these changes but more importantly how do we want to implement these going forward?


We do see this and continue to see this as a valuable partnership in terms of our work with you and I think, in turn, your work with us in terms of making sure that we provide and support our health centers in the best way possible.

In terms of meeting their program requirements, in terms of helping them improve clinically and financially and most importantly, to really make an impact for their patients and their communities in terms of both the public's health as well as the patient's health in the center itself.


So very happy that you all have joined us today. I'm going to see many of you, I think, in a couple of days so looking forward to that. And we'll be able to get into even more detail if you all would like when I meet you all down in Florida. But I have a number of co-presenters here today which I'm very happy to say and to have here because they're going to go into much more detail than I am.


In terms of - to begin, though, I wanted to share just a little bit about how we got to where we are today because as many of you have pointed out and I think we've shared with you, the guidance has changed. And I think the guidance really reflects a change in terms of just our relationship and it's been interesting.


I've been in this job now for a little over six years. As you - many of you know, before that I had the opportunity to oversee our regional offices. But even before that, I had the opportunity to be in the Bureau of Primary Health Care and oversee the Office of State and National Partnerships.


And I've just had the opportunity to recently sort of reflect on all of those different opportunities that I've had and really one of the things I thought about was the relationship that our office and even myself had with you all sort of back in the early or - actually it was the late '90s, sort of what happened in the 2000s and then sort of where we are today.


And I think what's really important to remember is that things do change. While the partnerships, I think, remain strong, the orientation and the focus does change.


So for those of you who were around in the late '90s you may remember that we did a lot of strategic initiatives with the primary care associations in particular. We focused on some activities that we asked you take the lead responsibility in within your states, working with your health centers.


So we focused a lot on doing things around outreach and enrollment. We actually made specific investments in that. We made investments in community development in terms of developing an access plan, market-based strategies, all those different activities.


And our focus was very strategic in terms of what could we do across the board in the state to make an impact and really thinking on broad strategic initiatives that you as the primary care association could be engaged in. And I think it worked extremely well.


But times change and I think many of you recall that in the early 2000s, there was a decision made to make some changes within the Bureau of Primary Health Care and within the agency itself. And one of the big changes that occurred was that the Project Officer responsibility was centralized here at headquarters.


In particular for the Bureau of Primary Health Care, that had a significant impact on our operations and in turn had a big impact on our relationship with you, the primary care associations.


When that change happened, you all really became our eyes and ears on the ground in terms of working with the centers. We had very limited capabilities back then to even go out and do site visits, let alone engage in sort of problem grantee TA.


And so in turn we leaned on you to do a lot of that activity. In fact, we asked you on a number of occasions to get involved with specific grantees, to work with them, to resolve issues, to do some of that on-the-ground support and assistance to really get out what the heart of the issues are.


And many of you were able to step up to that and did a great job and it was very successful. Other of you - you know, and we've had this conversation - struggled with that role, especially being a membership organization in terms of getting into some of the problem TA activities and really where did your role begin and where did the federal role end?


So it was in some cases unclear but it was something that we needed you all to do because of where we were in our organization.


So now moving forward to today's era, which I think is where we are and what we hope is reflected in this guidance, is that I think we're in a different place than we were 15 years ago in terms of the strategic initiatives around outreach and enrollment and in terms of community development. I think we're at a different place than where we were, you know, 5 to 10 years ago in terms of really asking you all to do a lot more one-on-one TA.


I think we're actually in place somewhere in the middle. And what do I mean by that? I think where we are is that we want to really refocus our relationship on being more strategic again and asking you to take more of a statewide view in terms of the activities that you all are taking on and responsible for through this Cooperative Agreement.


But we need you to focus on helping us support the health centers to meet those program requirements, improve their performance. And it is critically important that we have your support and energy behind this effort. This is critically important. There is, as you all know and I think as we're definitely experiencing, a lot of interest, scrutiny, attention, accountability, whatever the right word is in terms of all of this and we need your support to do it.


But I think our support is different than it was in the past. We don't need you to do as much one-on-one TA as we've done in the past. We don't want you to focus just on the problems. We now, you know, thankfully have resources to be able to bring on more staff and we've been able to bring on a number of new staff to help us with that activity.


We also have been able to increase the number of site visits that we do, both with consultants as well as our own staff. But what we really need from where you sit is more of that strategic, I would say, preventive, proactive, technical assistance and training to help with the health centers.


One of the things that we are seeing from where we sit is that as we have gotten back into doing more around compliance and program requirements, a number of issues are surfacing. I have the opportunity almost every day to look at the number of grantees that have different compliance issues or requirement issues or different things.


And granted it's still not a tremendous amount but it is a significant amount and it takes a lot of time and energy to correct those situations, both for the grantees as well as our staff working with those folks to get through really where we need to be in terms of compliance.


And what I have shared with the staff and what I have shared with you in many conversations and what we hope is reflected in this guidance is that we need your help and support to prevent these things from happening in the first place. And that's where we really want to work with you strategically to target your time and attention, especially around that requirements piece.


So to do more proactive and preventive TA across the board for your centers and we're asking you to do that in partnership with us. As I've shared with you, we do plan to share and we have shared a lot of data with you. We plan to share even more in terms of what are those trends, what are those big compliance issues, what are those areas that we need focus on?


How many in your state are having that issue? You know, where should we focus our time and energy? But to really think, again, strategically and I think creatively in terms of how to address this to prevent from getting into even compliance issues.


And I think the good news is that in terms of the areas that we've identified, you know, those big five under requirements, those are the big five. I mean, when you think about where we need to do proactive, preventative TA - you know, I'll start from the bottom and work my way up - governance.


There is such a need for us to do governance training to technical assistance. That is so absolutely essential. You know, it's the foundation of the program in terms of what we do and there are far too many Boards out there that don't fully understand what their requirements are. Either they don't do enough or they do too much. And those invariably cause problems.


We have similar issues with our quality assurance systems, our financial systems, workforce recruitment and retention, even needs assessments. There are many, many things that we can do in each of these five areas.


And we're not asking you to take on all of them. We're asking you to at least work on two of these every year and to work with your Project Officer to identify what those priorities are.


And again, it's not to do the one-on-one TA but to really think strategically what can I do with either all of the health centers in my state to address this or with a group or a systematic process to actually touch all of them because what we don't want is for you to spend 80% or 90% of your time on one or two grantees. We really need you to focus strategically across the board.


Same thing in the clinical area, you know, that's a key piece for us, continues to be something that's getting a lot of attention, scrutiny, interest. The "USA Today" is going to come out with a follow-up article with the 2011 data. We didn't have enough interest in terms of how we're doing clinically. They're going to be doing a follow-up study.


So we need to focus on, you know, again, where are health centers doing well in your state. You know, for those who maybe are not doing so well, identify those best practices. But where maybe as a group the health centers are not doing as well, and that could be either on the financial - I mean, on the clinical side or on the financial side. We really think it's critically important that we address both of these areas.


And to that end, just so you're aware, we do have on our Web site today - actually the clinical data for every health center for 2011 is up on our Web site. We wanted to put that data up before "USA Today" put it up and so we have put that information up on our Web site so everybody can see it. And we'll make sure - we're going to send out a LISTSERV shortly to make sure everybody knows where that is.


But I don't want folks to forget, it's not just compliance and requirements, it's also clinical and financial performance.


And then there are some key activities that we just need you to do with respect to your state and key areas for you to focus on in terms of the health centers. And this is really important in terms of moving forward because there have been some questions that have come up recently - and I would say recently, even within the last or week or so - about what is the role of the primary care associations with health centers.


And the expectation is that you work with all health centers in your state, not just those who are members. And I just really want to be clear about that. The expectation is that we are funding you through the Cooperative Agreement to work with all health centers, not just your members.


And that's an important thing to remember. And I think - I've shared this with our staff and I want to share it with you is that we do have an interesting relationship with you all as Cooperative Agreement partners. We have a similar relationship with our National Cooperative Agreement partners.


It's really a twofold relationship. One part of our relationship is the funded technical assistance portion of our relationship. And we work with you in terms of having certain expectations, requirements in terms of that Cooperative Agreement.


And there are certain rules and requirements that we need to follow in terms of making sure that you do what we've asked you to do in terms of that Cooperative Agreement partnership because it allows us to be able to fund you as that Cooperative Agreement partner, a technical assistance provider.


We do however recognize that you have another role that you play that is outside of the Cooperative Agreement. That is that membership organization piece or that advocacy piece, that other piece of your business that is outside of the Cooperative Agreement. And we know that that's a role that you play but that's something that occurs outside of the Cooperative Agreement.


And it's something that, you know, we understand that you will from time to time come and advocate for the position of your members, advocate for the positions of, you know, what you think as an association is most important. And we value that and we think it's important.


But we really almost have to pick which hat we're wearing when we have those conversations because sometimes we're hearing from you in your advocacy position and we, you know, are open to hearing what it is that you have to say. But then there are other times where we have to wear our Cooperative Agreement hat and be really clear about we're having this conversation now.


And so this whole piece about making sure that through the Cooperative Agreement the resources are available to all health centers is a key piece of that.


In addition, when you are doing that statewide strategic plan around TA and training, it's important to get feedback from all the health centers as well as from us in the Bureau of Primary Health Care in terms of what some of those strategic priorities will be because really that is the foundation of the work that you do.


In addition, we've identified a couple of other areas that we think are really important for all primary care associations to have. One is to have a special population's point of contact in every primary care association.

We think it's absolutely essential that we have identified a person that takes on the responsibility for understanding what the unique needs of the homeless, migrant seasonal farmworkers and residents of public housing are. So as you're designing different trainings, different activities that it really does reflect those special populations.


In addition, that point of contact will be a resource for us but also for our National Cooperative Agreement partners to share information on different aspects of the program, whether that's in the homeless portion, the farmworker portion or even in the public housing portion. So we really do think that's a critical piece of the work that we do.


Another key piece, of course, is something that you all do quite a bit is supporting collaboration and coordination. That is something that we're being asked more and more to do. We ask you to do that a lot in terms of - especially when we have new funding opportunities but also just in general to encourage folks to talk to each other, to collaborate and coordinate and not to stay just in their four walls.


And given the way healthcare is evolving - and you'll hear me talk more about this in a couple of days - health centers can no longer just do what they do. They have to be a part of a larger system. They have to work with other organizations if they're going to be successful and we're really going to make an impact in a larger health environment.


Health centers can't just do it on their own anymore. It's not the environment we're going into. And if they do, they're likely going to fail, just to be very blunt. And we've got to work on that with all of our health centers to get them to think differently in terms of where they are. Understand that that's, you know, what's gotten to where they've been and how they've been successful but it will not carry them forward.


We also need you to continue to work with health centers around emergency preparedness training, you know, just given what happened with Isaac. It just refreshed for all of us the need to make sure that we're collaborating and coordinating. That's critically important in terms of the work that we do.


So we're, again, excited about this opportunity. We think it's critically important, especially as we move forward. One of the other key areas that we've asked all of you to focus on are those newly-funded health centers to make sure that they get out of the gate well and are performing well.


And again, this is one of those situations where we've already heard a little bit of rumblings that some of the new starts are not getting support from the primary care associations. And the primary care associations are saying they're not members or they don't want them to be members.


Well, that's fine on the one part of your operation that you run, the membership part. But for the Cooperative Agreement part and the funding part, we need you to provide support to those organizations. That is the expectation going forward.


And that is critically important because in terms of making the argument, getting the support for this investment, it really is important that we see that return on investment for all the health centers in the state or in the region if it's a regional primary care association.


I know many of you - I can already hear it - are going to want us to say this to the health centers. We, of course, will do that and reemphasize that to them so they understand that yes, as part of the Cooperative Agreement, your expectation is that you work with all. As a membership organization, you can take other positions and do other things. But it's really important in terms of the work that you do.


The last thing I will say - and then I will turn it over to Gina Capra and Beth Rosenfeld to go through the Work Plan piece - is that that firewall is really important. One of the things that - and I think we even shared this on a call we had previously - we're asking several of you to update your Work Plan.


I think almost all are being asked to update to some extent, but some we need some significant revisions on because the membership advocacy part of your organization got into the application. That's not acceptable or fundable or allowable, is the grant's term. So we're going to ask several of you to clean that up in terms of what's in your application.


We also are instituting a whole publication piece in terms of any publications that are supported with Cooperative Agreement funds must go through a review process. And we'll spend a little bit more time going through that. That's really important.


The last thing is that we really do want for all of us to set some goals in terms of what we're trying to accomplish. That is critically important so in your application you set some goals.


We want to work with you on what those goals are in terms of, you know, percent that are becoming patient center, medical home-recognized or percent that are meaningful users or percent that are, you know, meeting the different requirements or seeing improvement on some clinical measures.


These are meant to be goals. They're not meant to be the full evaluation of what you do. I want to make that clear because several of you have said well, how can I be accountable for goals that I don't have control over? And I would say well, welcome to the party. That's sort of the life that I live every day which is I'm responsible for the immunization rate of health centers. As far as I know, I'm not putting shots in any kid's arms but I'm still responsible.


So you similarly are responsible. On the other hand, we also have asked you in your work play to identify intermediate outcomes for your work like how successful was it? Did people actually utilize the training? Did it actually result in any kind of changes? So that's the other way we're trying to get at some evaluation aspect of the work that we do.


I think that's it in terms of the pieces that I'm supposed to talk about. I'm being asked to talk about salary limitations also. Just to clarify, there is a salary cap in terms of the funding. It is $179,700. So I just want to make that clear in terms of responsibility within the grant that any portion of the federal part of your salary cannot go above the $179,700.


If it's a full-time person, that's the highest it can go. If it's less than full-time, the rate cannot be any higher than what would get you to $179,700 at a full-time salary. So that's just something that I think in some cases we're asking folks to also clean up in terms of their budget that they've submitted to us. That's it.


So, again, we're excited about this. We think it's a great opportunity to move forward. I think the good news is that we are moving back to being strategic in terms of our focus. We're less sort of the crisis orientation. It's more how do we work to be more strategic, help these health centers meet their requirements, help them improve their clinical and financial performance, help them really be part of the larger healthcare system?


And we need you to work with us to make that happen. And that is the last thing that I want to say before I turn it over to Gina and Beth which is just to say this is a partnership. We do want and expect that we work together as we're developing Work Plans, working together.


The only way this is really going to work is if we're working hand-in-glove because it really is important that you - one, you have the information from us that you need to do what you need to do. And in turn, we can work with you to really address some of these issues upfront.


So with that I will turn it over I think to Beth first.

Beth Rosenfeld:
Yes. Good afternoon everyone. This is Beth Rosenfeld in the Office of Policy and Program Development. And I'm going to talk to you a little bit about your Notices of Award.


And as Jim mentioned, about 25% of them have actually been released as of this moment. But the rest of them are shortly behind so everyone should be receiving them within the next several days.


In addition, we understand there's been a question about when you're going to receive feedback from the Objective Review Committee. So you will also be getting those ORC summary statements probably within a week or two after you have received your Notice of Award. And that will, too, come through the EHB communication process.


A couple of reminders about the awards, the period for this award is a little bit unusual. It's for a 7-month budget period beginning on 9-1-2012 and it will go through 3-31-2013. And then as a result of it ending 3-31, you'll be back on your traditional April 1 cycle and your budget periods from that point on will be for 12-month periods.


Again, the flip side is that your former award was actually for a 17-month award period that ended 8-31-2012 so your reporting requirements will be synched up with that period of time. Specifically, the final program report for the project period will be due 90 days after the end of the project period which is now 8-31-2012. And there will be more information coming about that from the program division.


In addition, there are reporting requirements moving forward where you will be asked to do an interim progress report somewhere around at the 6-month period. But of course that requirement is not going to kick in this period as it's a 7-month budget period. So it will start with the 2013 budget period.


The other thing I wanted to point out is that there is a term on your NOA that describes a new feature in EHB. And essentially, that's going to enable your PCA Work Plan that you submitted in your 2012 application to be back in your queue for submission process.


And that should occur probably within a week or so after you've actually received your Notice of Award. And the opening of the Work Plan in your queue is intended to facilitate the process of each of PCA finalizing and resubmitting the Work Plan once the discussions and negotiations have taken place with your Project Officers.


So - and now I'm going to turn it over to Gina who's going to talk to you a little bit more about that Work Plan process.

Gina Capra:
Thanks Beth. Good morning and good afternoon everyone. This is Gina Capra, representing the four divisions - the four program divisions here at the Bureau of Primary Health Care.


As you probably know, we have approximately 40 Project Officers assigned to our primary care associations. And this is in addition to their health center grantee assignments. I'm happy to report that our PCA Project Officers have the training and experience to effectively serve as a critical resource and for - partner for you.


Collectively with colleagues from around the Bureau and the Bureau's management team, our PCA Project Officers are ready to partner with you this year in the administration of your PCA Cooperative Agreement. And again, not only during this new budget period which is 7 months, as Beth explained, but also in this brand new project period.


We are excited to work actively with you to move the health center program forward, not only nationally but also in your respective states and/or regions. Our PCA Project Officers are committed to working closely with you in the key areas specified in the Funding Announcement to which you responded earlier this year.


PCA Project Officers will be actively communicating with you throughout the year to better understand and support your work and the service you - services you deliver through the Cooperative Agreement and as evidenced in your Work Plan.


Please remember that this includes an assurance from you that all health centers in your state or region can access the training and technical assistance services you are providing through the Cooperative Agreement and as outlined in your Work Plan.


As Jim previously mentioned, you will be asked to work very closely with your Project Officer in discussing three main areas.


First, the 19 program requirements - and Jim spoke briefly about five particular areas that you may want to prioritize. Your Project Officer can serve as an effective sounding board in determining how best to prevent conditions, expedite resolutions of noncompliance and promote better understanding of the program requirements amongst your health centers in your state or region.


Secondly, in the area of clinical and financial performance improvement, your Project Officers are eager to learn from you about your efforts to prioritize targeted performance improvement as well as identifying best practices across your state or region.


And finally, in key topical areas as outlined in the Funding Announcement and specific examples include emergency preparedness and special populations. This is part of your critical public health leadership role which we appreciate and want to learn more about.


I'd like to spend a few minutes to talk about the role of the PCA Project Officer this year. The PCA Project Officer role focuses on active monitoring of the resource investment awarded to you. We are operating in an environment of shared accountability more than ever before.


As a result, we are more focused than ever before on ensuring we understand, communicate and internally track the critical work you are doing and the respective value that you bring by implementing the expectations in the Cooperative Agreement and detailed in your Work Plan.


You can expect that your PCA Project Officer will be in contact with you within the first 60 days of your award. This will be a twofold opportunity. First, your PCA Project Officer will review and discuss the terms and conditions on your Notice of Award.


As was previously stated, this year's Notice of Award for primary care associations may contain some conditions. That means progressive action is applicable. You all have heard us talk about progressive action over the last couple of years. And so we are now aligned in our approach with primary care associations as we are with our health center grantees.


We are committed to working early and often with you to resolve items on which you may be conditioned. The example that was discussed earlier was around advocacy.


Also as your Project Officer walks through the Notice of Award with you and discusses it, there will need to be some finalization of your Work Plan. This is an important opportunity to discuss actively with your Project Officer how you'd like to adjust your Work Plan based on this year's budget period, based on the Funding Announcement and based on what will best meet the needs of all of the health centers in your state for whom you serve.


A second opportunity that this call will present is that you can engage with your Project Officer on what are the modes of communication that will work best for both of you? And certainly agree to a regular meeting schedule. We are expecting that all PCA Project Officers hold a quarterly call with you and this is an opportunity in that quarterly call to really get into the nitty-gritty of the Cooperative Agreement.


So I want to be clear that this year you can expect your PCA Project Officers more than ever before will, on a quarterly basis, be looking for a Work Plan update from you, formally or informally depending on the situation. This will include implementation updates, adjustments as necessary and of course reporting your successes and accomplishments to date.


This is different from what has previously been called State of the State calls. And these may have been conversations where you provided valuable updates regarding the operating environment of your state or region, state policy updates and emerging trends. By no means do we want to stop those very important conversations from happening often. So certainly talk to your PCA Project Officer how to ensure those conversations continue.


To summarize, our PCA Project Officers and our collective Bureau team are eager to work with you and we seek your continued partnership and ongoing communication to ensure a strong, healthy working relationship for all. As usual, we're partners with you in pursuit of the mission to ensure access to quality care for the communities that we serve.


I think at this time, Tracey's going to talk a little bit about some of the nitty-gritty of Cooperative Agreements.

Tracey Orloff:
Yes. Hello everybody. Good morning, good afternoon. This is Tracey Orloff and I'm the Director of the Office of Training and Technical Assistance Coordination.


We're all really happy to be talking to you today. We've taken a lot of time and working - taking your input but also working a lot here to really come up with what you're hearing about today and kind of the new direction that we're going together. And I think that, as you've been hearing from all of us, this partnership with you is really critical to all of us.


So I'm going to actually talk about some of the changes having to do with publications, conferences, a lot of the things that we know a number of you have been asking your Project Officers about.


And I'm just going to say before I get into the details of that that we have written what we're calling a primary care association guide which in four pages lists some of the things that I'm going to be talking about. So you will have something in writing that we'll be sending to you next week.


So, you know, don't be concerned if you don't get every detail down. It will give you more guidance and that way you'll have the same thing your Project Officers have so you're on the same page.


So one of the newer items that we've all been talking about that you heard about from Jim was PCA publication protocols together. We have had a publication protocol for the last several years with our National Cooperative Agreements who are also Cooperative Agreements like you are. And it has worked very successfully. And we're now implementing that with all the PCAs.


And so just to highlight some of the key factors here, and we will be sending, again, with the guide the publication protocol as well so that will give you a little more information about what the expectations are.


Major guidelines for the publications, one, it reinforces what Jim had said before, we want to make sure that all the Cooperative Agreement-supported activities and publications don't advocate any position or policy from your organization. That is not the purpose of anything to do with Cooperative Agreement funds. It really is program-oriented, educational and ways to help the health centers do what they do every day and further that mission for the program.


So in no way in any publications can you - using our funds - can you ever advocate it for any position, tell or give recommendations to HRSA on any federal policy or how we should interpret anything. All of those things are not allowable so I just wanted to make that very, very clear.


Second of all, reinforcing another message, the publications should be developed for the benefit of all health centers and all grantees of BPHC. So again, if you're doing something with Cooperative Agreement funds, it should be something that is provided to the larger whole of all health centers, again, regardless of membership. So that would be something to keep in mind as well.


We have a standard HRSA disclaimer that is put on all publications that are produced for us with our funding. And so that will be shared with you. And that is the - also in the guide so you'll have that written. And that - and I'm sure a lot of you are wondering - you know, and you'll be getting the publication protocol - but you're wondering what things does this apply to?


So basically the kinds of things - publications, PCA publications that we think are appropriate with HRSA-funded Cooperative Agreement funds are things like manuals, toolkits, resource guides, things that you're using en masse with a lot of your health centers that you think are very valuable and help translate how they do something on the ground.


A second type of publication that we'll be reviewing if some of you do this - and not all of you do and that's fine - are case studies, you know, where you've highlighted best practices and want to raise those up and share them more widely outside.


And then, of course, issue briefs, there are different times when people might take an issue and want to do an issue brief on it.


So those are the three types of publications we would expect that you will have on your publications plans that you will turn into your Project Officers and discuss with them. And those are the kind of things that you would be looking to share with us and have us review.


And, you know, you'll see other details in the publication process about you need to make sure that it's not all turned in at the end of the project period or the Cooperative Agreement year. And you want to always give us two weeks to have time to review so we have both - time on both sides to make sure we've all done a good quality job and given your publication the review that it needed.


Okay, so then I'm going to move to conferences. I know a lot of people have had a lot of questions about conferences. And so basically the - as you know, there's been a lot of change in the federal government and we just want to be a lot clearer with what kind of conferences, meetings, trainings are allowable with Cooperative Agreement funds.


And so basically - let's see - I'm going to tell you more about what's not allowable and the things you want to stay away from that will keep you in a really good, safe place.


And so the Cooperative Agreement funds cannot support co-sponsoring a conference or meeting, paying for a conference planner for instance, any kind of payment for meeting space so the actual venue, room. Your registration Web site, we wouldn’t be able to cover that and then audiovisual types of equipment.


So basically what you need to think about is we're not helping you pay for conferences. But what things are appropriate are obviously in your budgets you're going to be covering your program staff. And your program staff has expertise that might help you decide what things to cover in sessions at a conference, what kinds of agendas, experts you might need.


But you're going to be looking to your program staff that are a reasonable thing to pay for, their expertise and them constantly learning what do the health centers need and translating that program information into what is needed at conferences to meet those technical assistance needs on a day-to-day basis and annually as you have these conferences or meetings.


So I think that gives you a little bit of an idea. And those things are also listed, again, in the guide that we'll be sending to you.

Jim Macrae:
So primarily it's the program content that's...

Tracey Orloff:
Yes.

Jim Macrae:
...allowable but the program logistics or conference logistics really are not.

Tracey Orloff:
Exactly, exactly. I just also want to mention, I know a number of people have asked because some PCAs do charge fees for various kinds of trainings and things. When it comes to the Cooperative Agreement, a PCA cannot charge fees for any activities covered under the Cooperative Agreement and they must be free to all health centers, all comers.


So just remember if you're charging for something, probably not something you're going to be able to do with the Cooperative Agreement because anything produced by the Cooperative Agreement is free to all. So that should give you kind of a barometer by which to think about in how you - what you include in the Cooperative Agreement and what you don't.


Then I also was just going to take a moment to mention a little bit more of what Jim highlighted about the special pops point of contact. This new role is very important in the primary care association and having that focus of technical assistance that's needed as you're - each of you are doing state needs assessments, you'll be able to determine have anything altered or switched in the patterns of what we're seeing in our special populations?


But you always to make sure that you're reducing any barriers for migrant seasonal farmworkers, homeless, public housing and any other special pops that are identified as significant in your particular state.


And we know that the three we've all been mentioning are much more common because of what's covered in the actual 330 program but there might be other populations that arise and we want to make sure that that point of contact really addresses and thinks about how do we meet all of those special pop needs that you're encountering in your state.


And so there will be more assistance and guidance to help support those folks as they do this new work, both from our Office of Special Population Health that will be sending out and contacting those points of contact and providing information to them and helping them connect with the National Cooperative Agreements.


And having that point of contact serve as link to not only health centers but other PCAs, NCAs and then our office here, the Office of Special Population Health, will be really pivotal in ensuring that we raise the river for everybody basically so more to come on that.


Another thing that we're going to offer to help those points - special pops points of contact as they get used to their new position, we're going to offer for 1 year a special points of contact learning team through our learning team contract with the Integrated Work Strategies folks.


And so know that your - if you can share - I know that the names have been - are going to be collected and that you can expect that your CEOs from the PCAs will get an invite for these folks to participate in this group.


And we're hoping that you'll consider doing that. I think it will be a way to speed up everybody's learning, everybody's good idea sharing, the peer-to-peer involvement and be a way to have us float information to you very quickly as you guys are getting adjusted to these new positions and the creativity that you can use to help the health centers.


Okay, so I then I was just going to mention very briefly the - oh, I was going to give one example of conferences because I know that there's been a lot of questions about the conferences. So I'm going to go back to that for a second and just give you an example.


Let's say you're having a meeting or a training where in your state you have all the health centers together and you want to teach them about the new ICD-9 - ICD-10 code. I'm so used to saying ICD-9, so sorry, but the ICD-10 code.


And so for instance, given this program expertise, the speaker could be paid for with the Cooperative Agreement funds but any food or reservations for the room or audiovisual equipment could not be paid for with the Cooperative Agreement funds. So that just gives you a very simplified example of how it might break down in a real event that you might be having.


So I was going to mention briefly another new aspect that is going to be implemented in 2013 is primary care associations receiving operational site visits like the health centers. And that is something we're going to be working on in the fall. Obviously primary care associations in Cooperative Agreements - and it will be PCAs and NCAs, by the way, that will all receive these operational site visits - they are totally different than health centers.


We recognize that. We understand that. And therefore it will not be taking something and just applying the same thing to you because that wouldn't work and we recognize that. So do know that we're going to be working on that in the fall. We'll be asking for some input from the PCA Steering Committee reps from each of the regions and we'll have some input and help us, possibly if you're willing, test out something that we have as we pilot test it.


So know that it will not - it won't look like a normal site visit of what you've heard about with the health centers. So thank you in advance for helping us be creative and very insightful about what might be useful for both you and us.


So then I was just going to mention a couple things - a couple items about our newly-funded grantees. And as you know, newly-funded grantees are a group of grantees that we expect on a regular basis whenever we have a cohort, you will be working with.


And so for instance, some of the things that we expect is that the PCAs will work with all newly-funded grantees regardless of their membership. It is your choice whether they become a member or not and that's fine. But you still need to have those regular conversations with them, work on their TA together, help them think about how to navigate, you know, becoming fully operational and meeting all those program requirements.


In addition, one of the areas that we have found through our research, you know, feedback from you as well as the newly-funded is that that whole piece of governance and Board training is critical. It can make or break a new organization if they don't get that right from the beginning.


And so we look to a lot of the PCAs wherever you have the capability to be that go-to organization when those conversations with a newly-funded that you might offer to do that Board training and help them get integrated.


Obviously if you're an organization that doesn't have that capacity right now then please share that with your Project Officer and we have other means through some of our National Cooperative Agreements and some of our own MSCG resources to help support that. But we would look to you first initially to do that.


We also - I'm not sure if all of you knew this but our newly-funded grantees have been told that they have a TA Work Plan that's due to us September 20. And so you may have gotten some calls in the last couple weeks as they went through their orientation and discovered they had this commitment.


And so we had encouraged them to talk with you and help them think through the kind of TA that they need, what should go in there. And then they have a 2% (set aside of) their funding, how to spend that, where are some resource experts, folks that might be local that can help them do some of that work. So please be there and support them in that development.


And then the last thing, just on the newly-funded area - topic is with the newly-funded operational site visits, those organizations will be visited for a full operational site visit of all 19 program requirements around their 1-year anniversary. And so you will all be invited to participate as an observer on those visits.


And we encourage you whenever possible to attend because we are hoping even as an observer, you'll be hearing what happens during those visits and really be able to identify TA that would help them immediately afterwards that you could then follow up with them on. So we encourage that as well.


And then the last thing I was going to mention is just to reinforce something that Jim had said earlier which is about a lot of the questions we've heard about can we - are we allowed to one-on-one TA or not?


And it really gets at that whole point of we really don't want you doing crisis TA anymore. That whole idea where you're - 40%, 60% of your grant is sucked up by one organization that's really, really struggling. We really want to do that for you and make sure that your resources go as far as possible and really spread to all the health centers as best as you deem they need to in the state.


So we want to take that piece out of the equation. We do understand whenever possible through your state planning, your planning that you'll do as much group training as possible, whether it be all health centers, subgroups but we recognize at times, just like with the newly-funded, you'll do some one-on-one as necessary or you might be implementing a new piece of work in your state.


For example, integrating primary care and behavioral health and that might be a newer area for you that you might work with one or two health centers, you know, see if strategies, approaches, kind of TA are affected and then do a spread to a larger group.


So lots of different ways to play with this. We're just trying to help you make the most of your resources that you have knowing that we can never give you enough.


So on that, I think we'll stop and ask (Chase) to come back on for questions. And we will answer as many of the questions as we can get through so thank you.

Coordinator:
Thank you. And at this time if you would like to ask a question, please press star 1 on your touchtone phone. Please record your first and last name when prompted. And to withdraw the question, you may press star 2. Once again, to ask a question, please press star 1. One moment for the first question please.


And our first question today comes from (Andrea Arthur). Your line is open.

(Andrea Arthur):
Hi, good afternoon. I'm wondering does the PCA guide also include information about how we handle e-publications and also Web sites? Our Web site has a number of different resources for CHCs on there in addition to also some membership things - related activities as well.


So I'm just wondering is there a HRSA disclaimer for that? How do we handle that with the CA dollars? Thank you.

Tracey Orloff:
This is Tracey. Thank you for that question. Pretty much right now our inclination is not to have you use any Cooperative Agreements for your Web site because we do know that your Web sites at times have things that are advocacy-related and for your members. And so in general, Web sites is a - some activity wouldn't be covered by the Cooperative Agreement.


On the other hand, again getting back to those programs, the program expertise of staff - if they are working on specific projects that end up on your Web site, that's totally appropriate. But the Web sites themselves would not be supported with the Cooperative Agreement funds.

(Andrea Arthur):
Okay, now what if - okay, thank you.

Tracey Orloff:
Sure.

Coordinator:
And our next question comes from (Mary Evans). Your line is open.

(Mary Evans):
Hi, good afternoon. This question is in relation to what's allowable in terms of costs for PCA-sponsored conferences and trainings. I understand from what was just stated on the call only really content-based expenses are covered under the Cooperative Agreement.


But yet that seems to be counter to the communication we recently got from the Bureau regarding the UDS trainings where one of the responsibilities for the PCAs is listed as establishing and collecting an optional fee which is intended to cover all the PCA costs.


So could you clarify that please?

Jim Macrae:
Yes, I think that's something that is outside of the Cooperative Agreement and that's a training that, you know, you can support with fees but it's not a Cooperative Agreement-supported training. It's something that, you know, we've been asked by the state primary care associations to put on with John Snow to provide that kind of training.


And to be able to cover the cost of doing that, I think folks are required or asked to do a registration fee. But this is something that's outside of the Cooperative Agreement. I - (Suma), do you want to talk a little bit more about that?

(Suma):
Yes, that's correct. Our contract actually supports - under the technical assistance resources for the UDS data collection, supports the actual John Snow consultant to come out and do the training. But we recognize that this is outside of the Cooperative Agreement for the PCA that you would need to charge a fee to subsidize the cost of the hotel logistics.

Jim Macrae:
And it's something that we've done for a number of years. I mean, if this is something that we need to change or, you know, you all can't do that, I mean I think that's information you need to share with the folks in Office of Quality and Data because we have been debating about can we do these through different Webinars and different sessions. But there seems to have been some value in terms of having it actually on site.


We're paying for the folks to come out and do the training. It's just if the health centers come, like the room and all of that stuff needs to be supported with fees. So hopefully that clarifies it a little bit more. That's outside of the Cooperative Agreement.

(Mary Evans):
It does help. Thanks. And just in response to your question, we agree. I mean, I think they're much - this type of training is much more effective in person than in a Webinar. And it would be financially really difficult for us to sponsor a training of that type with the number of folks we'd get in the absence of being able to charge a fee so thank you.

Coordinator:
And our next question comes from (Kathy Davis). Your line is open.

(Kathy Davis):
Yes, hi, this is (Kathy). How is everyone? My question actually was on the UDS training but now I guess I'm a little confused because now I'm wondering what is a sponsored (URO) training?

As an example, if we're doing a training on patient-centric medical homes which is in my Work Plan, there's nothing in my budget to cover that. I'm not allowed to charge a fee for - to cover their lunch?

Tracey Orloff:
I think - this is Tracey again. Just to be clear, registration fees for your conferences or meetings so that you can have the participants pay for their lunch is allowable because that's not coming out of Cooperative Agreement funds. You're not paying funds to (purchase) foods for people so a registration fee is totally legitimate.

(Kathy Davis):
So with this - okay, so let me just be clear. In my budget, we didn't really put anything in there to support any training. It's in the Work Plan but it's not in the budget. So then I am allowed to charge fees to cover the room, the printing, all of that stuff.

Tracey Orloff:
If you're treating everybody the same and everybody's asked for a registration fee to come to the meeting...

(Kathy Davis):
Yes.

Tracey Orloff:
For the logistics, for the food and things like that, I think it's fine. The reason why you don't have money put into your Cooperative Agreement is you're really doing what you're supposed to do which is the program person's expertise that's you helping you plan and do it. So that's why you're not seeing anything other than your staffing costs in your budget.

(Kathy Davis):
That's correct. There's no consultant. It's all staffing but we do charge a fee. So I'm hearing that's okay.

Tracey Orloff:
Yes.

(Kathy Davis):
Okay. We may need some written guidance on this.

Jim Macrae:
Yes, we know. We - that's what - we're working on it.

(Kathy Davis):
Okay.

Jim Macrae:
We're trying to - we're getting it cleared as we speak so we will hopefully get it out...

(Kathy Davis):
Thank you.

Jim Macrae:
...to you shortly.

(Kathy Davis):
Thank you so much.

Jim Macrae:
You're welcome.

Coordinator:
And our next question comes from (Dan). Your line is open.

(Dan):
Thank you. Two questions, one is regarding the meetings and conference - or the - excuse me, the conferences costs. (It would be) circular (A-122), Attachment B when it talks about conferences indicates that the costs are allowable - the costs including meals, transportation, rental of facilities, et cetera and then other expenses incidental to meetings or conferences.


But what I'm hearing now, it sounds like it is contrary to that. Is that correct?

Tracey Orloff:
This is Tracey again. When a Cooperative Agreement or a grant has a primary purpose of running meetings and trainings, that's definitely when that clause applies.


This type of work is a very tiny portion of your whole relative Cooperative Agreement and so that's why it's a little different for you and it doesn't get applied totally, perfectly across the board because that's not the main purpose of your Cooperative Agreement.

(Dan):
Okay. Then an additional question on that point, when does a grantee or an awardee know when allowable costs are applicable to their award or not?

Jim Macrae:
If you have questions about that you can always ask your Project Officer but also your Grants Management Specialist is probably the best source in terms of what's allowable, what's unallowable in terms of costs.

(Dan):
Okay, because the circulars very clearly outline what are allowable costs, you know, unless that's stated differently in the award. But for all intents and purposes, this would indicate that those sorts of expenses are allowable.


The other question, the Web sites you indicated cannot be supported with CA funds. If the cost of the Web site is included in indirect expenses that are allocated according to the methods prescribed in the circulars, is the Web site cost supposed to be extracted from those indirect costs prior to the allocation?

Jim Macrae:
We'll have to check with our Grants Management Specialist on that question but it's a good question.

Woman:
And the Grants Specialist's name is listed on the Notice of Award.

Jim Macrae:
But we'll try to get out a question on this because there's been enough questions on Web sites that we'll follow up in terms of the guidance too.

(Dan):
Thank you.

Jim Macrae:
Yes.

Coordinator:
And our next question comes from (Kathy Wood-Dobbins). Your line is open.

(Kathy Wood-Dobbins):
I guess my question - going back to the PCA offering a workshop on ICD-10 that is planned by PCA staff so that's covered by the Cooperative Agreement. We decide to serve lunch at that workshop. That lunch is not covered by the Cooperative Agreement so we could charge - just to be clear - we could charge a fee for that workshop...

Tracey Orloff:
That's correct.

(Kathy Wood-Dobbins):
...to cover the lunch costs, okay. Just...

Tracey Orloff:
That's correct.

Jim Macrae:
And, you know, this is evolving policy. I think as you all have heard, you know, part of it is what's written and part of it is what the directions are in terms of where we're headed, in terms of just what's reasonable in terms of using Cooperative Agreement funds.


So part of it's a - you know, what's allowable and then part of it is a policy call in terms of what we actually want to support and where we want to further the objectives of the grant and the program.


So that's part of what you're also hearing. We're trying to distinguish what's absolutely allowable/unallowable but then we're also providing you additional policy guidance in terms of what we want the Cooperative Agreement to be utilized for which goes beyond what's allowable or unallowable. It's what we want in terms of our support for the activities that you all are doing.

(Kathy Wood-Dobbins):
That's helpful, thank you.

Jim Macrae:
Sure.

Coordinator:
And our next question comes from (Greta) from the Oklahoma Primary Care Association. Your line is open.

(Greta):
Hello everybody. I have a question that may be a little gray. Jim, you had made some reference to PCAs starting to try to generate revenue to cover those costs that would no longer be included. Will there be any limitation on that if we have, say, developed a product with HRSA resources, a service that could be of benefit to health centers not only here but in other areas?

Jim Macrae:
I believe - and we will confirm this with Grants - but anything that is developed or supported with a Cooperative Agreement is then out for the public and you cannot charge a fee for it even after it has been completed. So that needs to be available to anyone and you cannot charge for it after it's been completed, so.

(Greta):
Do you remember the conversation when you brought that up at health center - PCAs were going to have to start to generate revenue to cover some of the costs? Do you remember us talking about that?

Jim Macrae:
Well, I mean, I think there are activities that can supported through the Cooperative Agreement. Then there are activities that need to be supported outside the Cooperative Agreement. So you all have to be thinking about what's possible or not.


I think the issue that we have some concerns about are situations where you are utilizing Cooperative Agreement funds to then generate revenue. Yes, that is a problem and a concern.

(Greta):
Okay, got it.

Jim Macrae:
You got it?

(Greta):
I got it. I'll see you Friday.

Jim Macrae:
Okay.

Coordinator:
And our next question comes from (Jan McCleran). Your line is open.

(Jan McCleran):
Hi, this is more a statement than a question. I simply want you to be aware that we have a full membership meeting to pass a completely revised set of by-laws next Tuesday. And whether or not the Alaska PCA has been funded is very central to how that meeting will go. So I simply wanted you to be aware of that information.

Margaret Davis:
Thank you very much for that input. This is Margaret Davis and I will - we - you can be in touch with the Project Officer if you have any further questions. And we are aware that you're working on this issue and hope the NOA will be released shortly.

(Jan McCleran):
Thank you.

Coordinator:
And our next question comes from (Louise). Your line is open.

(Louise):
I feel like we're beating a dead horse with this conference but most of my questions on - have been answered. And just to clarify one last piece is that we should then treat all of our educational programs as conferences.


We use the word "conference" to refer to the annual conference but we do ICD-10, we do PCMH and we call them educational programs or sessions but they should all be considered the same?

Tracey Orloff:
It's fine whatever you call them, meetings, conferences, trainings, that's all fine. We're just saying you can't pay for logistics with Cooperative Agreement funds nor food, yes.

(Louise):
Okay.

Coordinator:
And our next question comes from (Lathran). Your line is open.

(Lathran):
I'm not going to beat the dead horse of the conferences again. I hope there's going to be (F&Q) on this thing. But I do need to ask since we already have scheduled a conference in October and I'm not sure whether we're meeting the compliance or not. And everything has already gone out.


What you're presenting now, you're saying is effective September 1.

Jim Macrae:
That's correct.

(Lathran):
And - okay.

Jim Macrae:
So with the funds...

(Lathran):
That's going to kind of put us in a bind because we have our annual conference and we do charge a registration fee.

Tracey Orloff:
That's appropriate.

Jim Macrae:
That's fine.

(Lathran):
Okay, that's...

Tracey Orloff:
That's fine. As long as it doesn't say plastered on the front of the cover co-sponsored by HRSA. You can't do that either. And the registration fee is appropriate. You're treating it to everybody equally and that's to help pay...

(Lathran):
Okay.

Tracey Orloff:
...for your logistics and food that you can't pay for with the Cooperative Agreement.

(Lathran):
Okay, so when you're saying everyone equally, there is - because our conference attracts non-members, non-health centers so we - that's a different registration fee for them. So you're saying everyone...

Jim Macrae:
(Unintelligible).

(Lathran):
...equal when it comes to HRSA grantees or Bureau grantees.

Jim Macrae:
Anybody who's a health center funded by the Bureau needs to be charged the same rate regardless of membership.

(Lathran):
Okay. And the only other thing I want to say is...

Jim Macrae:
Look-alike or look-alikes, sorry.

(Lathran):
And I think, Jim, when you all say that, especially in front of our - the grantees, when you said health centers, please say look-alikes are included but the...

Jim Macrae:
I'm sorry, I will do that.

(Lathran):
...(unintelligible) they do because there are a lot of groups who look at look-alikes differently.

Jim Macrae:
Yes.

(Lathran):
And then the last thing I have is that turnaround on a publication, if we sent something and you guys have got to okay it, do you all have a timeframe that you're looking at?

Tracey Orloff:
Yes, 2 weeks. We're trying to - we would try to honor a 2-week turnaround.

(Lathran):
Okay.

Tracey Orloff:
As best we can.

(Lathran):
Thank you.

Tracey Orloff:
But we're also going to be, you know, working with you this year. This is new for all of us, for both you and us. And so we're going to look at what comes in and try and keep it as tight as possible. We want - we are trying to minimize the amount that you have to put on your publications plan so we kept it very tight categories. So know that it will be a work in progress between us.


Do you want to take two more questions?

Jim Macrae:
Sure. And just - it's more a question for you all. I am assuming that many of you are feeling the scrutiny and accountability piece. And if you are, that's a good thing because that is part of what we are being asked to do and it's really important that we do that not just with health centers but with all of our funded grantees.


So that is part of what we are working towards. So we understand it's a little bit different in terms of even a feel but it's the reality of where we have been asked to go and it's a reality of making sure that we are doing our due diligence in terms of all of our investments, making sure that we're tracking what we're doing.


You know, the idea of quarterly calls is something that, you know, we're likely going to have, you know, a GAO or an IG come in and say are you doing this? What are you funding these Cooperative Agreements to do? Have they actually done what they said they were going to do? Are you following up and doing operational site visits? Are you doing this? Are you doing that?


You know, this is sort of a natural outgrowth of a lot of different activities that are going on, both through the IG and the GAO and to be honest, just good practices in terms of what we're attempting to do.

Coordinator:
Were we ready for the next question?

Woman:
Yes, we'll take two more questions. Thank you.

Coordinator:
Bobbi Ryder your line is open for your questions.

Bobbi Ryder:
Thank you very much. Hi Jim, hi everybody. I would - Jim, I appreciate that explanation. I think that at least speaking for us here at NCFH, we are very clearly interesting in doing everything we can to protect ourselves and to protect the program from anything that might be disallowable or be perceived as inappropriate.


But I get a little bit confused. So for example when we - it - our practice here at the National Center for Farmworker Health is that when we have products, for example, printed products that we have developed with grant funds. And there was one-time source of funds - funding for development and a one-print run.


We now have those available and continue to keep those available in print because we have a small fee attached to those for cost recovery. And that allows us when our inventory runs low to reprint them. So that would be one example of where we have a fee attached to something that we wouldn't want to violate your expectation.


Another example of how we distribute materials that are training materials and sort of toolboxes is through the Web site. So things that are developed with grant funds are then uploaded onto the Web site. And I'm not sure that we can ever really separate the cost of the Web site from the cost of putting the material there.


So if you could provide us with any additional guidance on how to handle those things. By the way, the things on the Web site are free.
Jim Macrae:
Sure.

Bobbi Ryder:
They're downloadable for free.

Jim Macrae:
No, and I think, you know, where we can, that's where we're pushing everything is to be available on the Web site.

Bobbi Ryder:
Right.

Jim Macrae:
But we also understand that certain things, you know, are better on paper and other activities. So we'll try to get specific answers. I - you know, I hear what you're saying, Bobbi, in terms of just, you know, even just the mailing aspects of some of these materials.


So we'll follow up on that just to get more clarity.

Bobbi Ryder:
Yes, we want to do it right. We just need to know how we need to adjust our business practices.

Jim Macrae:
Sure, absolutely.

Coordinator:
The final question comes from the Mid-Atlantic Region. Your line is open.

Woman:
Yes, I want to go to the special population dialogue and one of the things that you stated - because we want to make sure that we are meeting the objectives within those requirements.


It was said that you're going to be looking for the PCA to ensure that we are keeping you all, our Project Officers, in the loop on how we're able - or how can we - and that's my question is how can we help with reducing barriers to access?


Did we hear that correctly? Or if you could - if you wouldn't mind, could you just kind of restate what that expectation is for the PCA?

Jim Macrae:
Sure. This is Jim. It's basically that we have a point of contact and that's sort of the first piece which is to basically have someone identified at every primary care association.


The second thing is that when you're developing your TA and training that you do factor in the special population needs, whether that's folks who are healthcare for the homeless, migrant seasonal farmworkers or residents of public housing so that as you're designing different trainings that it actually includes that focus or it's not forgotten.


And the other value of having a point of contact is that we do plan to, for example, send information out to the points of contact when there are trainings done by some of our National Cooperative Agreement partners so they can tap into that.


They can also be a resource in terms of information that, you know, share what's going on in the state that maybe the National Cooperative Agreements need to be aware of. We really do see it as an opportunity to make sure that it's an information flow and that it's also there to help assist with any kind of trainings or technical assistance that's provided that it assures that it meets those special pops' needs.

Woman:
So then - got it, understand. So then as far as what you'll be looking from the PCA in our updates to you guys, are we to reflect that in our Work Plan updates as far as what those activities are relative to special populations?

Jim Macrae:
Yes. Yes.

Woman:
Okay.

Man:
Thanks Jim.

Jim Macrae:
Yes. All right, I think we're a little bit past time. It's about 2:15 pm. We will have the opportunity for many of you to continue this conversation in Florida and we - I - we plan to.


Don't inundate me with publication and conference questions, although you're more than welcome to try to do that. We will work on some guidance to get it out to you all in terms of dos and don’ts just to be clear. And we'll also try to address some of the other questions that came up in terms of products developed through the Cooperative Agreements and we'll try to address those.


But again, a big thanks to everyone for participating on this call. You know, again, I personally believe in the Cooperative Agreement relationship, especially with the primary care associations. I think it's critically important. We have all recognized that this partnership has gone through many evolutions and iterations.


I think we're in a different phase and I think it's going to be a good phase but it's going to take a little bit of time for us to work through it. And that's why, again, working with your Project Officer, working with us is going to be critically important going forward so we can continue this partnership and continue the good service that you all provide.


So a big thanks to everybody and we'll talk soon. Bye-bye.

Coordinator:
Thank you for your participation on today's conference. You may disconnect at this time.
END

