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Coordinator:
Welcome and thank you for standing by. At this time all participants are in a listen-only mode. To ask a question during the question and answer session please press star 1 on your touchtone phone.


Today's conference is being recorded, if you have any objections you may disconnect at this time. I would now like to turn the meeting over to Ericka ligon, you may begin.

Ericka Ligon:
Good afternoon and welcome to the work force development grantee enrichment call. My name is Ericka Ligon and I'm a Public Health Analyst in the Bureau of Primary Health Care's Office of Training and Tactical Assistance Coordination.


Right now I'd like to review the Adobe features we've made available for all the participants to ensure an interactive training session. To the left you will see two pods, they give you the opportunity to download documents and visit specific Web sites pertinent to this call.


You will see call-in information and instructions once you've made contact with the Operator. And the question and answer pod that you can utilize during the presentation to ask questions before the designated Q&A portion of the call that comes later at the end.


Please be aware that as you are typing and asking questions everybody that's logged into the Adobe can see and read your comments and questions. We will make every effort to answer all the questions as they are submitted.


So without further ado I would like to turn the call over to Dr. Quyen Ngo-Metzger presenter and moderator of today's call, Dr. Metzger.

Quyen Ngo-Metzger:
Thank you Ericka. Again welcome to the work force development emerging issues and new innovations grantee enrichment call. I would like to briefly review the agenda today and also the learning objectives.


We have a full agenda today with seven speakers. The learning objectives today are for you to be able to analyze current trends in work force development that may impact your organizations recruitment and retention efforts.


We would like for you to be able to replicate innovative techniques and improving provider recruitment and practices. And then finally we'd like for you to be able to obtain resources regarding best practices, evaluation studies and other materials on improving work force retention and recruitment.


So it's my pleasure today to introduce a very special guest to provide opening remarks. I'd like to introduce Jim Macrae, our Associate Administrator for the Bureau of Primary Health Care.

Jim Macrae:
Thanks you Quyen and thank you to everyone participating in today's call. This is a critical topic I would say not only for health centers but really for any organization when you look at work force development emerging issues and new innovations.


I think as we all know any organization is only as strong as its people. This is especially true for service related industry organizations such as health centers.


To be able to provide excellent customer oriented care you must begin with your own staff. I think it's critically important to have a motivated skilled staff to be able to provide the care that's needed in our community-ased settings. And this is critical today but I would say its even more critical looking into the future.


That's why we've identified one of the key goals in our quality strategy to be that health centers become and remain employers and providers of choice. And yes I did say employers of choice and that is related to our quality strategy.


Because we know that attracting and recruiting and then ultimately keeping and retaining good and I would say great staff is critically important. It sets a solid foundation for your organization by not only not having to expend significant resources to keep staff on board but also the costs that are associated with brining new staff on board.


It's much easier to keep staff and to retain than to take that extra effort to bring new staff on although we always have to be open to bringing new staff into our organizations. It also helps though with continuity of care and we know it's so critically important to have that ongoing relationship with your primary care provider and to be honest with your whole primary care team at the health center.


And team is important and it's one of the concepts that we're going to talk about today. As we move to patient centered medical homes we also have to look within our organizations towards greater team-based care.


Physicians can't do it nor should they do it all by themselves. We need to throughout our whole provider team as well as other folks on our staffs to really maximize everyone's skill to their fullest ability to support our patient' healthcare needs as well as their other social needs. That’s' when we're truly making a difference and the greatest impact on our patients health.


Lastly before I turn it over to everyone I want to thank our panel members for participating in today's call. They really are a distinguished panel, we're going to share a lot of important information on I would say both proven as well as innovated strategies for work force development.


Whether that's using technologies such as Virtual Job Fairs, recruiting and trying to bring in a whole new work force from our returning Veterans to utilizing data and employee feedback to improve all of our work force efforts.


This is really to me a very exciting and critically important topic. I think it is the foundation of the work that we do and I look very much forward to today's presentation. So Quyen I'll turn it back to you.

Quyen Ngo-Metzger:
Thank you Jim. So I'm going to start off today's presentation by talking about the uniform data system, the UDS and how that can be used for work force recruitment and retention.


But I want to start out just reminding all of us again about our primary care health mission. The mission of the Bureau of Primary Healthcare is to improve the health of the nations under served communities and vulnerable populations by ensuring access to comprehensive, culturally competent and quality primary health care services because that's really all of our goals.


The uniform data system of the UDS tracks a variety of different information including patient demographics, services, provided clinical indicators, utilization rates. Data are collected from you, our grantees and we pulled it at the grantee state and national level.


Data are used to improve health center performance and operations and to report overall program accomplishments. So today I want to highlight two tables from the UDS that particularly focus on staff.


Table 5 is the utilization and staffing table and this table reports all the different types and quantities of services provided and the staff who provide these services. We - you report to us the FTE's, the visits and the patients that are associated with each of these physician and non-physician and nurse practitioners and others that services is provided.


Now what's really new this year in 2012 is Table 5A. This is - this table is primarily meant to help us and help you get the data regarding the tenure of the health center staff. So instead of FTE's we actually are looking for persons.


So this table is aimed to add to the current Table 5 information that may not be captured in Table 5 and so we want to know from this table the - you need to gather data from the personnel record. The headcounts a person so this is actual persons not just FTE's and the month of service for the selected staff and categories and the positions.


And the reason that we go one (ax) back as far as the total month, we want to know how long these people have been working at the health centers, you know, have they been there for three months versus 20 years.


We also included in this table locum tenens and other on call because we realize that these people provide services as well and even though they are not full-time staff members of the health centers they provide a service and it would be important for you and for us to know what types of staff are you not able to recruit on a full-time or permanent basis that you have to rely on as far as locum tenens.


So we would like for you to use the staffing and utilization data in many ways. We actually use this data to calculate indicators such as cost per visit, types of visits, continuity of care, staffing levels and different types of staff. And then we will also use it for - to look at continuity of staffing and retention.


So this is a little pie chart giving data from calendar year 2011. So as you can see the dark blue about 12 o'clock is the physicians. And this is all overall, this is all of our grantees, so this is all of our grantees for 2011 and the physician work force was about 7%, nurse practitioners, physician assistants, certified nurse mid-wives are about 5%.


Today we're going to talk a little bit about the mental health, which are about 3% of the work force in the health centers. Substance abuse, which is growing population as far as staff but still a small numbers of staff and then pharmacy.


And so I just wanted to give you kind of a pie chart of the 2011 data. Next slide please. So from the next couple slides we're actually going to switch gears and focus on data from the last four years. So from 2008 to 2011 and just to give you an idea of the growth in the health center programs during these four years.


As far as the first data point as far as jobs, actually in the first - in the last four years we grew 25,000 jobs roughly. From 2008 to 2011 we hired 25,000 more employees and this was a percent increase of 22%. We had 13 million more visits, which is about a 19.6% increase and patient wise we saw more than 3 million patients, which is an 18% increase in the past four years.


As far as the work force, the physician work force and the primary care work force, that's the orange line that you see there. That's a combined primary care, which includes family physician internist, pediatricians and in this slide also includes obstetrician and gynecologist.


And our work force grew by about 1500 people with a 17.9% increase. Most of the physicians that came on are family physicians and that's the blue line with 692 growth with a 16% increase. Internist a little bit less with about a 10% increase and with OB GYN is a 22% increase and pediatricians grew quite a bit with 434 more pediatricians or a 27.5% increase in the past four years.


As far as with nurse practitioners, physician assistants and certified nurse mid-wives we grew - the top line, the blue line is the growth for nurse practitioners and we grew 1209 more people with 40.6% increase in nurse practitioners hired by the health centers, 488 physician assistants were hired, which is a 28% increase and 99 certified nurse mid-wives or a 21.7%increase in the past four years.


We saw also a big growth in the dental and oral health providers. The top line is the light green, which is the assistants and aides and techs, we grew those the most with a 37% increase. As far as dentists with the blue line, that's a 34% increase and then hygienists 44% increase as well.


The next slide talks - shows data from the mental health providers. Here the dark blue are the numbers of psychiatrists and the health centers hired 692 more psychiatrists, which is about a 16% increase, licensed clinical psychologists by 10.6%, that's the green line.


The purple line is the other licensed health providers and we - those grew by about 27.5%. Licensed clinical social workers grew by 22.6% and then other mental health staff also grew by 13%.


And finally substance abuse, pharmacy staff and other programs and services. Our substance abuse staff we grew by about 100, which is a 13% increase. Pharmacy staff grew by 690, which is almost a 30% increase and then you see as far as the other programs and services staff about a 27% increase as well.


So I just wanted to make you aware of some resources. This - a lot of these data are available at the UDS 2011 data link and then also if you have questions about the UDS and the new UDS reporting for 2012, the manual and technical assistance Web site is also available for you.


So at this time I'd like to introduce Clese Erikson who is the Director of the Center for Work Force Studies from the Association of American Medical Colleges, Clese.

Clese Erickson:
Good afternoon everyone, thank you for the opportunity to come and share with you some of the work that we at the double AMC center for work force studies are doing to monitor our overall supply of physicians and some of the trends that most influence both the supply of and demand for physicians.


And I'll start by talking first about the AAMC projections and then I'm going to move to discuss two of the options we have available to address shortages because the AAMC is projecting - I'll give you a spoiler alert, we are projecting that there will be shortages of physicians, about 45,000 primary care physicians and equal number of specialists.


And so there are two main solutions for addressing those shortages that I'm going to explore today. One is growth in our physician pipeline and a second is transforming care delivery and how we might integrate other team members into both into making our care more efficient and reducing unnecessary services.


The key factors that are influencing the future supply of physicians really are the growth of the physician pipeline, specifically undergraduate medical education, which is the number of U.S. medical schools - the number of medical schools in the U.S. that are admitting students as well as osteopathic medical schools.


And then we have an in flow of international medical graduates that come in every year, there are about 7000 that have entered residency training in the United States, which is the pipeline requirement for actually practicing in the U.S. You have to complete undergraduate medical education and then GME.


And we've seen a little bit of growth in graduate medical education but not quite as much as we've seen in under graduate medical education both MDMDO, which is the allopathic and osteopathic medical students.


And then there are - another two important factors to keep in mind when you think about the supply of physicians is the aging and retirement of physicians. About 1/3 of physicians in the practice right now are age 55 or older and likely to retire in the coming decade.


And then we also have gender and generational differences in how physicians are practicing in terms of physician full-time equivalencies and the younger generation really is much more interested in work-life balance and I suspect that might come up later in the discussion about recruitment and retention.


But that does have an overall effect on our supply of physicians. The key factors that are affecting demand for positions are the fact that we have a growing and aging population and then they're not just getting older but they're living longer as well.


Health insurance coverage is going to be a big determining factor when we get the 32 million newly insured into the mix. Lifestyle factors - patients really are more interested in pursuing knee replacements and other services in order to maintain a more active lifestyle and that changes the demand for services.


We also have had medical advancement that have extended life and created more opportunity for demand for services. And there - the economy is another important factor to keep in mind too. It looks like growth in demand for services over the past three years has been slowed by the economy.


And then finally I want to focus on new care delivery models and the payments to support this new model and how that might change demand for services. There really is a growing emphasis on meeting the triple AIM:reducing cost, while improving quality and outcomes. And so –if new delivery models are implemented as intended in the coming years that could potentially help reduce demand for services.


So this is our projected shortages of physicians between 2008 and 2020 and it shows what the shortage would look like without the implementation of the affordable care act, which is the bottom line. And you can see that we start in 2008 with a shortage of 7,400 physicians, that's the number that HRSA estimates are  needed to address health service shortage areas and this grows to 54,000 by 2020, that's again without the affordable care act. And then the orange line above that shows the additional expected shortage that is expected to occur with the addition of the 32 million newly insured in the mix. That would grow to 91,500 if, and this is an important caveat, if care continues to be delivered in the same way in the future as it was at the time these projections were put together.

And as I'll be discussing in greater detail later there's a lot of activity underway to really transform how care is delivered with the goal of reducing cost and improving quality and outcome. And that could be a way to reduce overall demand for physician services.


We also need to think about growing our physician supply and so one of the first steps that been undertaken in the United States has been to increase the number of undergraduate medical education slots in the United States. And this data shows growth in enrollment - in expected enrollment for the U.S. medical schools.


And on the left hand side of the graph, which shows the - I can show you here, which shows the historical data is the growth that we've experienced since 2002 to 2012 and it's grown by 16.9% so we're half way on our expected enrollment growth target. In 2006 the AAMC called for a 30% increase in medical school enrollment and schools have responded.


The blue line shows the growth and expected growth at the existing medical schools between now and 2020. When you look at the orange line above that, that shows the expected growth at the schools that have received accreditation since we did the original call for expansion in 2006.These are the new schools that have come on board.


But it will take the additional schools that are currently in the (LCME) pipeline come in to receive accreditation and be able to enroll students in order to get to the 30% target, which we expect we will get to if plans go as expected by 2016-2017 .

And this slide doesn't show it but we've also seen similar growth in osteopathic enrollment.  While they have smaller numbers overall they are expected to double their enrollment between now and 2016. So while allopathic medical schools is –expected to grow by 30% by then, osteopathic medical schools are expected to double enrollment during that same interval.


But the rate limiting step in medical school - in the number of the students that can actually go onto become physicians is residency training. And in the late 90s though with the balance budget act, that limited Federal fundings of residency training positions.


Nonetheless there has been growth of a little bit under 1% per year over the past decade. But undergraduate medical education (MDMDO) combined is expected to grow at a rate of closer to 2%. So there's a great concern in the medical education community that we're going to reach a point where there's not going to be enough residency training slots available to accommodate the growth in undergraduate medical education and to continue to rely and bring in 7,000 international medical graduates into residency training here, which is what we've been doing over the past decade.


And this next slide sort of gives a sense of what people are worried about. It shows - the red line shows the number of students that are unmatched in the national residency match program. The NRMP is how most students apply to find a residency position and then there's the blue line on top, which shows the number of positions that are unfilled in the match. That line represents the positions available for the unmatched students (those represented by the red line) - have available during what is referred to as the scramble where unmatched residents seek to find an available training position.


And you can see that over the past decade there have been a little under 1,000 physicians, U.S. seniors that have been unmatched but the number of available slots that they can scramble into has declined so it's now roughly equal. And many see this is as a sign of what's going to - of things to come and the number of available slots we will have for physicians entering residency training.


I thought I'd bring this up given the concern in the number of U.S. MD's entering primary care. There's been in the past decade a lot of concern about declining number of U.S. MD's that are likely to become primary care physicians. And one of my colleagues in the center has done some analysis to estimate the percentage of U.S. MD's that are entering residency training between the years 2000 and 2010.


And he does this by taking the number of residents that are entering a residency program and - I'm getting the one-minute signal but anyway the point of this slide, which I'll quickly run through is that the number of U.S. MD's that are likely to become primary care physicians is stabilizing. So that's good news, it had been on a downward trajectory.


I'm going to talk just briefly now about how care is transforming and that this could be a potential way to offset future shortages. The work force of tomorrow will look very different if new care delivery models take hold. There's accountable care organizations, team based care, which we touched on earlier today, we'll focus on the medical home and bundling efforts to coordinate billing services, changing scope of  practice, hot spotting, some of you may have heard of that, it was in an article by (Atul Gwande)  in the New Yorker.


There's a lot of activity to really change how care is going to be delivered and there are new incentives, many of which are coming out of (CMMI) the Center for Medicaid and Managed Care Innovation. States are linking Medicaid payments with medical homes, insurance companies are paying premiums for medical homes.


There are bundling demonstrations, new primary care initiatives, all of which are really pointing towards the triple AIM and the goal of reducing costs and keeping people out of emergency rooms and avoiding unnecessary hospitalizations and utilization of services

And this is going to rely - a lot of these efforts rely on a new and expanded work force. Some of these names might be familiar, medical assistants and social workers but there's some new titles too that are - patient and family activators, which really helps engage the patients with decision making.


Grand aides which are engaging older citizens in the community who are expected to help people make decisions and have the respect of the community helping to provide coordinated high quality care where possible.


And this last - or second to last slide I have is important given your talks later today.   There are important work life benefits associated with team based care in the practices. The physicians and other team members can go home at a reasonable hour, the staff can help manage non-clinical and clinical care by bringing them in and having them take on new and expanding roles.


It allows the part-time and flexible scheduling options and it really focuses on a higher quality of care and all of this is needed to increase recruitment and retention at these practices and a more satisfied work force.


In conclusion, medical schools are on track to grown and GME is growing but not keeping pace with undergraduate medical education and new care delivery models do hold significant potential for offsetting expected shortages but we really need to have better understanding.


I apologize for going over my time, thank you.

Quyen Ngo-Metzger:
Thank you so much Clese. Now I want to - next our - introduce our next speaker Lisa Wald who is a Public Health Analyst at the Office of Trading and Technical Assistance Coordination.


And I would like just to remind all of our speakers to please speak up as loud as you can because this Webinar is being transcribed. Thank you.

Lisa Wald:
Thanks Guyen, so I'll be talking today about one potential resource for health centers seeking to fill vacancies of all kinds and that's veterans.


So as many of you know in October of 2011 the President challenged health centers to hire approximately 8,000 veterans over the next three years, which is approximately one veteran per health center site. And it makes sense, veterans are often a good match for health center employment.


They're often mission oriented and share a lot of values with health centers. They also bring skills in medical areas as well as in operations, IT, project management and other areas that are critical to health centers.


The timing is right also, many health centers are expanding as we just saw in some of the data and sometimes they're struggling to fill vacancies. And at the same time we have recently returning veterans that are seeking employment. So tapping into veteran recruitment resources that I'll cover today may provide a new stream of potential hires to health centers.


I just wanted to touch on a few key statistics in terms of the veteran unemployment rate in 2011. Overall it was 8.3% across all veterans but it's higher among recently returning veterans. So you'll see 12.1% among that cohort of veterans that were in active duty after September 2001.


And so that's kind of the cohort probably with the highest number of folks seeking jobs and the folks that we might be targeting in health centers. And then in terms of education attainment, it's spread more across veteran and non-veteran populations with veterans a little bit more likely to have some college or an associates degree and the general civilian population a bit more likely to have a bachelor's degree of above, which points to the fact that veterans could be a good fit for a lot of different positions.


And we would encourage health centers to really think broadly and think across the spectrum about, you know, physicians yes, mid-level providers and dentists but also about front desk jobs, outreach workers, phlebotomists. And on the next slide we've actually provided just a brief list of a range of positions that you might want to consider targeting veterans for in your recruitment efforts.


And again at the bottom there highlighting some administrative and support staff positions. Guyen pointed out 38% of staff employed at health centers are actually in facility and non-clinical support positions. So there may be really good matches out there for some of the veterans out there seeking employment.


And I will wrap up my part today with some resources that we hope will help you connect with veterans looking for employment in your community. So the first link on this slide takes you to part of the a part of the (BPHC) Web site that focuses on hiring veterans and it provides some background information about the President's challenge, some links to resources, a video of health center and PCA staff talking about their experiences hiring veterans.


And we just released actually yesterday on this page some brief case studies of health centers that have successfully hired veterans, which highlight some best practices and lessons learned.


The second link on this slide is to an issue brief published by the National Association of Community Health Centers or NACHC that's on communities and veteran hiring starting points. And that document outlines seven effective approaches for veteran hiring and suggests some next steps for health centers that are interested in recruiting and on boarding veterans.


Finally on this slide I wanted to talk a little bit about some resources at the Department of Labor. So Department of Labor actually manages several programs that help veterans find employment opportunity.


At the state and local level they fund staff that work with veterans on job readiness, resume preparation but they also fund positions called local veterans employment representatives or LVERs. And those LVERs serve as external representatives for the veteran community and interface with local businesses to undertake job opportunities.


They're almost like headhunters trying to match up veterans with employment opportunities in their communities. So we would encourage health centers to follow the link on this page, to connect with the LVERs that are in your community and advertise specific job openings with them.


And to support you in that we and the Bureau of Primary Health Care are working with NACHC to develop some researches on what a health center is, why they might be a good match for veterans that are looking for employment. And we'll share those resources with you all on our Web site and also with our department - our partners at the Department of Labor.


Finally there are several free job-posting sites that are targeted to veterans seeking employment. And we've heard that some health centers have had success hiring veterans largely by adding these sites to the list of places that they routinely post job openings.


So we would encourage you to try to use those resources and think about ways that veterans might play a role in your overall recruitment strategy. Try out some of these resources, see if they can help you find qualified people to join your health center staff and please keep us posted about what works and what doesn't.

Quyen Ngo-Metzger:
Thank you so much Lisa. Now I'm happy to introduce the next speech - speaker which is Amy Schachner from the HRSA Bureau of Clinician Recruitment and Services, National Health Service Corps of Virtual Job Fair, Amy.

Amy Schachner:
Hi everyone, thank you so much for the opportunity to participate in today's call. Again my names Amy Schachner and I work with the Bureau of Clinican Recruitment and Service here at HRSA.


This past year the NHS - the National Service Corps has hosted three Virtual Job Fairs for both our National Health Service Corps site as well as for opportunities for our National Health Service Corps clinicians.


During my presentation I just wanted to quickly go over, you know, just a brief synopsis of what a virtual job fair is, what's involved in the practice of a virtual job fair. Give you some statistics about the numbers from our past virtual job fairs this year and then just sort of bring it down to the level of how a concept like this can be replicated on a smaller scale.


So to begin our virtual job fair is a - it was an innovative concept that came up to allow our National Service Corps sites to promote job opportunities to a very targeted audience. Particularly primary care providers, more specifically our medical providers who were interested in going to work in communities that had limited access to healthcare.


What makes the job - Virtual Job Fair different from a physical job fair is that it really does help remove the barriers that are associated with participating both from the sites perspective as well as from the providers perspective.


Those barriers typically included the costs that are associated with traveling to and from a job fair site, the time commitment that is involved to participate, typically many sites. And providers even would need to give up several days of their time and be away from their site to go and attend to help recruit new providers to come to their site.


The goals of our Virtual Job Fair were fairly simple. We wanted to give our sites the opportunity to advertise vacancies to a wider audience that may not be - that may not be available to them through the traditional means and help them connect to healthcare - and help connect our healthcare practitioners to NHSC sites in areas that they wish to serve.


The job fair allowed providers to network and explore information about sites and job opportunities that they may not have been aware of or considering but they were interested in participating and working in some of these communities.


So for our Virtual Job Fairs we use Adobe Connect, the technology that we are on today. And we used it in a meeting setting, almost like a conference setting using both the technology as well as conference call lines.


And in the sites we had break out rooms where we had sites, each had a schedule and they would make a 20 minute presentation in their virtual break out room and during those presentations they would have the opportunity to present information about their community and what it could offer to providers.


Present information about populations that are served by the site and as well as talk about the positions available at the sites, the benefit to those positions and really use the time to help providers and get them interested in the opportunities that were available.


Participating providers, all they needed to do to participate as well as for the sites was having access to a conference call line as well as computer with Internet connection. And in the days leading up to the job fair providers - we distributed an agenda listing where the sites were located that would be presenting, which break out room they be presenting in.


So that way the providers could select which presentations they wanted to attend virtually. And they were able to call into the conference call line associated with that break out room and they could listen to the presentation, ask questions on line using the chat function that you see right on Adobe Connect now.


But there was also time for the provider to make call - make questions and ask about specifics of the job openings. So to quickly go through I think we spoke about the job fair, on this slide you'll see - these are just some of the ways that we promoted our job fair. We set up a Web page as well as a Face Book.


We had our Face Book page to use that information to promote. We trained the sites to use Adobe Connect technology and we worked with them to create effective Virtual Job Fair presentations. We then publicized the job fair through a number of mechanisms, our social media, which you see the Face Book, we used Twitter.


We pushed information out through our Web page on the National Service Corps Web site and we also sent out targeted communication to our National Service Corps providers, partners, Ambassadors, alumni to be able to promote the information about the job fair.


Just - I'm going to jump to the next page, I just wanted to share some information by the numbers. We had three job fairs this year, one in February, one in June and the most recent one on the 18th of September.


These job fairs, we touched more than 60 sites, we had 20 sites presenting during the first virtual job fair. We had 149 providers registered and 85 participated online. We know that we've made at least two successful hires from that job fair.


And these numbers as you can see, they have increased as the job fairs have come up. So, this most recent job fair we had 250 providers register, we had 24 sites presenting but they represented more than 95 sites in seven states across the country.


And we know at this point just within a week or two after the job fair at least 11 sites reported that they were contacted by providers. Then jump really quickly to the last slide. I just wanted to talk quickly about replicating and how other organizations can use a Virtual Job Fair to help recruit.


Of course you - it makes it much more simpler to use the Adobe Connect technology or Virtual Meeting Space where you yourself is a license to host. You don't necessarily need to do the Virtual Job Fair on a national level, you can bring it down to a local level whether a Federally qualified health center, they can partner with other Federally qualified health centers in their region to promote multiple job opportunities at multiple sites.


And you would send the information out to promote the events through local professional associations, your partners and also targeting medical schools and residency programs in your area to get the word out. The other portions that we did to help crate the Virtual Job Fair is you need to be able to have an agenda for the sites that are participating so that way providers know - can decide which site is most appropriate for them to listen to the presentation.


And then we encouraged providers to follow up with the sites after the event so that way they can submit their resumes to the sites that they were interested in those positions.


I look forward to answering any questions later in the call. Thank you again so much for this opportunity.

Quyen Ngo-Metzger:
Thank so much Amy. Now that you've kind of heard the national perspective, the next three speakers are going to bring you their perspective from primary care associations and health centers.


So I’m happy to introduce Andrea Martin who is the Director of Work Force Development and Member Services for the Community Health Associations of the Mountain and Plain States, Andrea.

Andrea Martin:
Hi everyone, I'm happy to be here with you here today. To give you a quick background about my organization CHAMPS. We are the Region 8 Primary Care Association so we work with six different states of health centers. Colorado, Montana, North Dakota, South Dakota, Utah and Wyoming and we also work very closely with the state-based primary care associations in each of those states.


We have a wide variety of materials to support work force including an online job bank, we do a lot of supporting recruitment services like attending job fair, we do a lot of networking in the education for the staff currently working at the health centers.


We work with the Northwest Regional Primary Care Association on the education health center initiative for developing relationships between health centers and residency programs. And we also do a lot of regional monitoring of trends relating to recruitment and retention.


So one of these big data projects we worked on was our 2011 Region 8 Health Center Recruitment and Retention Survey. This entire report is electronic only and it is free for anyone to download from our Web site. So the link you see on your screen goes directly to our Web site and we'll tell you a little bit more about the report and how to download it.


Also on your screen you should see some Web links. The third CHAMPS online Web link, the one that says tools products in it will also take you to that same place. So there’s a variety of ways to get to the actual report. As I said it is free and it’s available for anyone to utilize so please do.


When we were working on this, Champs worked very closely with those state PCAs in our region to determine the purpose of the project, to design the survey questions, and to encourage participation in the health centers. And really what we were doing is we wanted to identify where the people working in our health centers come from.


How do they look for jobs? What does our anticipated turnover look like? Do the numbers we find backup kind of our anecdotal knowledge about the workforce and what we think we already know. How might we need to update our messaging about health centers and about careers?


Do the primary care associations in the region and health centers themselves need to update to support the workforce? What additional programs can we offer? So we had a lot of things we wanted to do with this project. We were very clear about not wanting it to be a satisfaction survey.


We did ask everyone to tell us what health center they worked for so that we could filter the data by health center characteristics. But we did not report the data by health center specifically because again, we didn’t want it to be a satisfaction survey. And health centers themselves are more well positioned to do satisfaction surveys separately with their employees than we would be on a state level, on a regional level.


And I apologize. I have gotten to the wrong point in the presentation. And I will get us back to the right point as soon as possible. There we go. So just to give you guys an overhead, we actually had over 1200 people in our region participate. At that time, we had 57 health center program grantees in our region in those six states that you see.


The population of our region is just over 11 million in 2011. And in that year, the health centers were serving about 800,000 patients. In our participation, we approximate that we probably had just under 25% of the staff from the health centers in the region participating. But we had participants from 95% of those health center program grantees.


The survey itself had about a 90% completion rate. So it was really long and involved and people made it through which we’re very happy about it. We looked at the - I’m sorry; it’s clicking around and I’m losing my slides.


I would appreciate if people could try not to click on the slides so that they will stay where we need to stay. I will appreciate it; thank you. Just so you know that Colorado, the numbers you see on the screen for our participation, do very closely represent the percentages of health center employees at each of the states.


Utah is under represented in our survey results. We did not get as much participation as we wanted from that state. South Dakota and Colorado are slightly overrepresented but not by much. When we look at the position types of people who are responding to our survey, we also tried to compare it and see how it compared to the actual staffing ratios within our health centers to see what it looks like.


And it turns out that we had a slightly over representation of administrative executives and other administrative supervisors and managers. That’s the orange and blue portions of that pie. We also were slightly over representative, over represented, excuse me, in the red portion which is the clinical representatives and providers.


So there probably are more support staff in terms of a ratio than we saw in our survey results. That’s because we actually knew more of the actual people who were at the upper level executives and providers than managers and supervisors than we did of the support staff. But just to give you idea, I’m going to be focusing on some of the results specific to providers.


So of those respondents that were clinical executives and providers, you can see the breakdown. We had 87 physicians, 61 physician assistants, 49 nurse practitioners and 47 dentists and then an additional breakdown from there.


The report itself that you can see online provides analysis of data by the larger position groups and not by individual titles. There’s just too much information to provide in one report. So you’ll be getting some information in this presentation that is not directly in the report itself.


So just to give you an idea of some of the characteristics of the providers that responded to our survey, they’re an incredible distribution of ages although if you look at the age groups, the 50 to 59 and 60 plus, that’s a pretty large chunk of the provider workforce that will likely be thinking about retirement sometime soon.


On the tenure side, the tenure was how long have you been working in your health center in any and all positions. And so again, you can see it’s a very nicely evenly distributed group. We’re not every heavy too much in any one area.


We also did look at some things like gender. The providers tend to be more male than all of the respondents together. Providers tended to be a little more often part time than all of the respondents together. And then interestingly, the providers were more likely to speak a language other than Spanish and English than all of the other respondents together.


And the provider group actually was the physician group most likely to speak a language other than English or Spanish. You can also see that the providers that responded to our survey, a little less than half of them had received any sort of monetary incentives at any time in their career. So it’s not necessarily that they were currently receiving them but when they were receiving them.


So what we were doing when we looked at all of this information was we tried to look at some recruitment issues and retention issues. So the recruitment first of all, we wanted to look at and identify characteristics to help our health centers both find people appropriately by figuring out kind of what the trends were about how people look for jobs.


And attract those that seemed to fit well. We looked at why people choose to work at health center. We also looked at how people searched for jobs, looking at the characteristics that seemed to be most successful.


So to begin with, one of the answers we asked was why they choose to work at a health center in the first place. They were given a list of 14 factors that might have influenced their choice to work at health center and asked to choose all that apply.


So the options that you are seeing on the screen are the top five for all respondents in the blue. So A, B, C, D, and E are from most to least for all staff together. And then in red you’ll see the provider responses. So for example, mission to the underserved was chosen by over 50% of all the respondents but chosen by over 70% of the provider respondents.


Only one of the provider top three in fact is shown on this slide which I think is interesting and we’ll talk about more in just a moment. A lot of people always think about compensation and benefits. Compensation package and benefits package were some of the 14 factors they had the option to choose for why they chose to work in a health center.


Compensation package was selected by less than 10% of all the respondents and just over 10% of the providers. Benefits package was selected by approximately 20% of all respondents and about 25% of the providers.


Now when we look at just the provider responses to this question, the top three choices shown on your slide, number one is mission of the organization. Number two, scope of practice, and number three was opportunity for loan repayment and/or scholarship.


When we start looking at individual characteristics for different title groups, mission remained number one for the different provider titles. But what was interesting is how things kind of shifted around once you got passed mission. For physicians, number three was intellectual challenge of problems seen


For nurse practitioners, something that trumped into number two was their practice autonomy. For physician assistants, the opportunity for loan repayment jumped up in the scale. For physician assistants, it’s interesting that practice autonomy that was so important for the nurse practitioners, over 57% of nurse practitioners identified practice autonomy as important to them for why they worked at a health center. But that was compared to only 26% of the physician assistants.


Interestingly for dentists and for dental hygienists, for both of them it was the position that was available to me was important to both of them. For dentists, for dental hygienist, benefit packages was extremely important to them. And we see that both in the kind of recruitment area and in the retention area as well.


We asked them to identify some of the job seeking resources that they thought were most important to them. Again, from left to right in blue these are the responses for all staff and then in red for the providers specifically. Notice that for providers, previous professional contacts is more important than it is for all staff.


So when we’re looking at recruitment for providers, this is really one of the keys about looking at pipeline activities and how you are doing with connecting with these groups even before they are looking for a job. We also look at the difference between all of the providers together and only those who had been hired in the last two years to see what trends might be changing in terms of how people are looking for jobs.


And as you can see online advertising is becoming more important. At the very bottom, we have that little Three R Net job board. I’m not sure where that text came from but that obviously is one online advertising site.


On my next slide we created a list of the online sites that the providers had listed as most useful to them. Most of these you guys will be very important with and actually the report itself has a variety of lists in the appendix for what providers identified, what administrators identified. So that can be ongoing resource for people.


In terms of retention things that we were finding in here, we were looking to identify what factors affecting retention could the health centers have influence over. One of the questions we asked is when people were anticipating they were going to leave.


How long are you going to stay? So about 13% of all respondents were going to leave within zero to three years and over 18% of providers were planning to leave in zero to three years. So as you can see, we grouped together some of the reasons people were leaving. Retirement is not a big surprise.


A need for a new professional opportunity is interesting and then dissatisfaction. Those were the top three for all responders, for providers, upcoming move or a new location, dissatisfaction and then retirement. It’s interesting end of service commitment was indicated by less than 3% of the providers although you might argue that an upcoming move or a new location could be correlated to an end of service commitment.


So obviously when you look at those items, the things that the health center can impact the most is the dissatisfaction issue. So we also looked at a variety of ways to look at satisfaction. We asked people an open-ended question where they could identify characteristics that really influenced their satisfaction in either a positive or negative way.


And what you see here are the top four for all staff. And interestingly they’re also the top four for the providers although in a different order. As you can see, patient-client relationships jump up for those physicians. Again, talk about where do compensation and benefits fall in this again?


So benefits as a factor influencing satisfaction was chosen by about 32% of all of the respondents and again also by about 32% of the provider respondents. Compensation package was picked by less than 15% of all respondents combined. But it was selected by over 27% of the providers. So it seemed to be a little bit more important to them.


We also asked them open-ended questions about satisfaction. What is going well in your environment directly related to your satisfaction? So what you see is a big cloud. It’s a word cloud. These are the words that were most often used in their responses.


So you can see things like community, coworkers, flexibility, mission, teamwork, staff. These are things that people identified, words they used to identify what was going right that was influencing their satisfaction. It doesn’t necessarily identify intent.


And so the responses were further coded. And what we found that people and especially interpersonal relationships were extremely important to all of the respondents. And for providers, it was very specifically employee relationships and relationships with their employees.


That was for providers, over 47% of the providers identified employee relationships. And then those others, services, programs, and quality of patient care were 15% or less even though those were the top three.


We also looked a few things related to areas contributing to dissatisfaction. So again you have your word cloud, communication, compensation, patients, staff. And what we found is that when you’re looking at dissatisfaction, people were looking at organizational issues.


One big one if they were going to be dissatisfied that’s what they were dissatisfied with and again interpersonal relationships. So for providers, the staff, the staffing they were working with, the policies and procedures and operations they were working under, and the employee relationships.


And so really what was interesting, pay attention to the people and how the people are interacting is some of the takeaway we saw. We also asked our survey participants to tell us what changes would increase their satisfaction.


Not very surprised people are saying that if you increase my compensation I’m going to be happier although if you listen to what actually is making them happy it’s not necessarily compensation. So what we find both when we’re looking at recruiting and when we’re looking at retaining is you need to figure out why they’re there in the first place and keep that in mind.


The compensation and benefits package you offer make a difference but they’re not all of it. People feel that compensation packages often are recognition of value. And it when it doesn’t seem fair they’re going to be upset and feel undervalued.


But if they’re already upset and dissatisfied with their job, that’s what they’re going to identify of how to improve it. So making sure that in your recruitment and retention plans, we’re paying attention to those other intangibles, the relationship piece. Helping people have a solid team.


Helping them work together with their superiors, their coworkers, their subordinates and their patients. All of this is very important. So one of the things that we have tried to identify as we’re going through is ways to focus what you’re doing to a larger group when you’re retaining.


What do groups of people say what they’re looking for when they’re looking for a job? If you’re looking for a nurse practitioner, how you do it. If you’re looking for a physician, what’s the best way to market? And then making sure you keep all of those individual aspects in mind while you’re trying to retain them.


Because as we heard earlier, we know there will be a shortage. There’s even more of a shortage that’s coming than there was before. So keeping the people we had before is also very important.


And just lastly, as I leave, I’m leaving some of the quotes from our survey up on the screen about how wonderful the people feel within their health center. So that this is the kind of information we like to utilize when we’re rolling forward and we’re advertising for the health center movement and for our health centers in specific with the openings they have.


Thank you so much. I appreciate being on the call today and I look forward to any questions at the end. Thank you.

Woman:
Thank you Andrea Martin. Now I’d like to introduce Michele Flournoy who’s the Vice President of Human Resources at the Institute for Family Health; Michele.

Michele Flournoy:
Good afternoon and I thank you for incorporating me in this very important topic.


So what I would like to share with you is some thoughts around some of the things that we’re doing at the Institute for Family Health which we have 29 locations both in the City of New York and the Bronx, Westchester, Port Chester, and as well as the Mid-Hudson Valley. So we have both urban environments as well as rural environments.


Many of the trends that we look at in terms of how we are recruiting and what we need to do to retain providers kind of focus around maybe five different trends that cannot be ignored. One is the change in technology which requires a better skilled, trained, prepared labor force. And that’s something that will continue to happen as we move forward in health care.


The intervention of the medical records, electronic medical records is something that we find to be extremely challenging. You may have individuals who come out of environments that may not have had electronic medical records. And to just try to transition them into an environment that has it, it’s sometimes challenging. So that’s something that cannot be ignored.


The education of the consumer and the meeting the needs of the market, what do I mean by this? What the clients, what our clients, our patients need and the potential employees and how to attract them. Sometimes there is not a match.


We spend a lot of time on patient satisfaction and what will keep our patients engaged and coming to our facilities and providing the types of service and quality that they’re looking for. But how does that relate to the environment, the physical environment, the patient flow and the expectations of the providers that we will be working with in our environment.


So what we’re trying to do more at the Institute for Family Health is bridge that gap. So that what we’re doing in terms of patient satisfaction, how does that translate in terms of the delivery of care and what our particular employees will need when they are coming on-board?


The expectations of what your labor wants and needs from you, the employer, and it kind of speaks to some of the things that’s already been said. Candidates that are looking for jobs even in this market where we find a high level of unemployment, there are still individuals who are saying I don’t want just a job. I want something that’s going to satisfy me.


I’m going to be spending most of my time at my job. I want to make sure that it’s going to be an environment that’s going to support the things that I need. So are we sure what our labor pool wants and expects of us and can we deliver that.


Looking at our competition, can we keep up? And in federal qualified healthcare community organizations, what we find is that there’s a perception from the prospective candidate in terms of what they think we are about and what the quality of care is going to be, and what to expect in terms of growth potential for their careers and for salaries.


So what we try to do is bridge that gap. Again to make sure that they are just as informed and educated about what it is that we do and what our environment looks like and what they can expect. The emerging unionization of professionals, that’s something that I’m finding happens more and more.


It used to be a time where providers, mainly doctors, were not in a union. Now you find that to be something that is happening more and more. And as our professional staff become unionized, particularly our physicians, what does that mean in terms of what we can provide for our employees.


And does that mean that we’re going to have to usurp some of our responsibility or some of our authority in terms of structuring our labor pool. As it relates to unionization of our professionals, we need to make sure that we are satisfying those needs that they feel may be limited or lacking in their workplace as well as the benefits or their compensation.


The ability to move up in their position so that we will not have more the professionals feeling that they need that outside voice to assist them with bargaining for what they need in the workplace. Innovative techniques that we have found to assist us is partnerships with the educators.


We find that particularly under family medicine that individuals may go into medical schools with the perception that they would like to go into family medicine. However there are more and more schools that are try to move people or dissuade them from going into family medicine. What we find is that when we’re partnering more with the educator, we will assist with improving that image.


Moving people from what they would like to do in terms of their profession to actually making it happen. One of the things that we’ve done recently is we’ve partnered with Mt. Sinai School of Medicine which we provide a third residency program that will assist not only the individuals who are in family medicine which did not exist at Mt. Sinai. So we actually created that.


But also the individuals who are in other disciplines in the School of Medicine have an opportunity to rotate into the medical family medicine area. Provide internships that create the skills, exposure and experiences that we are looking for not only for our providers in terms of the residency but our social workers, our mental health clinicians, our dentists, our behavioral help support staff.


That will assist them with getting a better understanding of what it is we do and to help them in terms of managing their career growth and their exposure to persuade them more to look more towards our mission. Taking a risk in hiring new grads, I can’t tell you how many organizations I’ve worked for that when it comes to the new grad, it’s kind of that age-old you need experience. But how do I get that experience if no one will hire me.


We need to be able to look at the new graduates and have opportunities to bring them in. But have a supporting team and a supportive environment. So that they’ll be able to flourish and grow. And we’ll see that we will be able to provide more opportunities for that market that we normally shy away from.


And marketing through our own achievement, you know, what do we do with networking and providing partnerships, exposure, and possibilities for, you know, thinking outside the box. New state-of-the-art work environments that also speak to our competitors -- excuse me -- speak to our competitors so that individuals will feel that this is the place for me to be. This is the place that I grow my career.


In terms of other innovative techniques, remove the cookie cutter. You know, everyone is not looking for the same thing. It kind of speaks to some of the things we’ve already heard. You have to know your labor market and understand what trends that they may be looking for and how to match their work environment.


And balance it out with their lifestyle issues or where they are in their career growth. And make sure that we’ll be able to provide some of those things. This is something that the Institute has been involved in and has cultivated so that we have something that will speak to everyone.


As we’ve already heard, salary is not everything. Everyone is not looking for a high salary. Sometimes when you have the higher salary, you may be in a larger pool of individuals who you may not be able to shine better or might not be part of any workflow teams or special projects that will help grow the organization.


Then I look at three components of recruitment. It’s the new grads, established practitioner and then the individuals who are moving towards retirement. And each one of these groups are looking for something different. And as a recruiter, we need to be able to understand what they’re looking for and be able to offer those kinds of things.


For a new grad, at the Institute for Family Health we offer a lot of opportunities for a career fast track. Where in a larger pool or a larger environment, you may not be involved with something that’s on the cutting edge or a project that’s going to move or change the full dynamics of healthcare.


For an established practitioner we found that sometimes you may find someone who’s been in the field for a long time who’s looking for something different. Who may be looking for a different specialization and then being able to cross over.


Because they also find themselves, similar to the new grad, I’ve been an OBGYN now I want to do family medicine where I want to broaden my perspective. But I don’t have that experience dealing with all the various groups.


Or being able to transition my practice into something that’s more family friendly but having the opportunity to be in a new environment that will allow me to do will certainly assist. And then the individual who is moving to retirement, what are they looking for? Am I ready to sit down? Am I ready to hang up my practice?


Am I looking to do something that will balance out my retirement and also give me an opportunity to continue to practice? To be part of research or to be part of some projects that move towards some new innovations. So each one of those groups are looking for something different and can I in terms of my recruitment provide the opportunities that will also interface with opportunities for employment.


And then last is contracting. Contracting is where you sit with these particular individuals, you have to listen to what’s going on in that interview. Not always just providing an outline of what it is that you’re looking for but also listening to them. And making sure that you’re able to meet some of the needs and incorporate that into what they’re looking for and contract with them.

Woman:
Michele?

Michele Flournoy:
Some of our best...

Woman:
I’m sorry, this is (Gwen). In the interest of time, I just want to make sure we have enough time for (Bill) and questions and answers so.

Michele Flournoy:
Okay so our last slide is just our best practices. Again, we have partnered with some of the educators, looking at medical school loan repayment programs, the fast track for career growth and again a smaller organization.


There’s more opportunities for that and that could speak more to what individuals are looking for, scheduling the balance of work life and lifestyles and provider incentives, again, having the opportunity to participate in many, many other opportunities. So that’s pretty much my presentation.

Woman:
Thank you very much Michele. And now I’d like to introduce Bill Stackhouse who is Director of Workforce Development for the Community Healthcare Association of New York State. Bill, Bill?

Bill Stackhouse:
I’m sorry I was on mute. Hi this is Bill Stackhouse from the Community Healthcare Association of New York State. We are the primary care association for the State of New York. I’m happy to be here.


I’m going to give a very brief rundown of my slides. I know we have very little time left and we want to have some Q&A. I want to make a note that the report about which I am speaking is available as a file share.


In 2011 when we started our workforce development here at CHCANYS, we started with a very comprehensive survey. And as you see on this slide, we received a 63% response rate from our centers across New York State.


And one of the things I think it’s very important when talking about New York State to point out is that New York State is a very large geographic state with not only the urban setting of New York City which is huge. But we also have upstate urban communities such as Buffalo, Rochester, Syracuse, Albany as well as some very rural settings and small communities.


So when we did this study, we looked at the differences across the various geographies of our state. Our study was primarily focused on the clinical occupations and professions. We split them into primary care, nursing, behavioral health, oral health, and ancillary care. And we looked at retention and recruitment along a five-point scale.


And we asked them to list for us various recruitment and retention elements that they would look for assistance. And among those were loan repayment, assistance with credentialing, email alerts about employment opportunities, linkages to academic institutions.


Support with clinical training, administrative training, specific billing and coding training, training in workflow and an ongoing approach to staff satisfaction surveys and ongoing continuing education opportunities for staff. I hope you can see this slide. This was to me one of our most important findings which was the average number of staff employed in community health centers by various categories.


And you’ll see medical assistant, LPNs, family practitioners, RNs, dental assistants, and MPs are at the top. In terms of development of our responses to support our community health centers, this was very important. And I’m going to be talking a little bit down the line of my slides about some work we’ve done to support particularly the area of medical assistance.


Just quickly to run by the most difficult occupations to recruit and those where recruitment difficulty was less than average. I’m not going to read through these slides and go into detail because of the time situation we’re in here. The most difficult retention was for LPNs, internists, and medical assistants. And the less difficult was for dental hygienists.


I just want to point out since medical assistants were our number one occupational category and they were difficult to retain, they became a priority for us in terms of our programs. This figure shows the percentage breakdown of the different occupational categories.


And here are the different lists of how we broke down in primary care, nursing, behavioral health, oral health, and ancillary staff. Again, I want to point out that these slides and the detailed report are available for you. I’m concerned about our time here.


In terms of the primary care physicians, 3% were in small community health centers compared with 29% in medium, and 34% in large. I just want to point out, if you go to our study and look for the details of it, we were able to do our analysis in six different ways.


One was in a three-way comparison of small, medium and large community health centers based on the overall number of staff in them. As well we had an ability to breakdown three ways New York City and then upstate urban and upstate rural settings. We found there were some very significant differentiations around these three different approaches to analyzing the data.


And so in this sense, although the community health centers, the size was not strongly correlated with the primary care physician differences. However the rural upstate community health centers reported difficulty with recruiting almost every type of primary care professional. And you see a list there.


On the other hand, our rural health centers have had a good time in retaining primary care providers except for family physicians and internists. And my hunch is this is part of those quality of life aspects that were mentioned earlier by Andrea Martin.


In terms of the support, these are the support details that I mentioned earlier. And I’m going to stop there and once again refer you to our final report and the slides because I realize we do need to leave some time for questions and answers.

Woman:
Thank you very much Bill. So now we have some time for questions and answers. And I would suggest that since there’s been seven speakers, if you could direct your question to a specific speaker that will facilitate the right person answering your question. Thank you so much. Operator?

Coordinator:
Thank you. If you would like to ask a question, please press Star-1. Be sure to un-mute your line and record your name. To withdraw your question, press Star-2. Again, if you would like to ask a question, please press Star-1 and record your name; one moment please.

Woman:
Just so everyone is aware, to the left-hand side you will see the file share pod. And you click on Bill’s report, the CHC report that he’s mentioned and the slide presentation. The slide presentation will also be posted on the BPHC website that was listed in the announcement.


And the web links pod, you have all the web links that were from (Lisa’s) presentation as well (Ann), web links that were in (Andre’s) presentation as well. Please do not forget to take the really quick polling question as far as if the training was helpful.


And there’s actually a link to the training evaluation and survey monkey so you can provide us feedback on how we did on this call. What we can improve and what future topics you’d like to see. So if you have any questions, please let us know at this time.

Coordinator:
Again to ask a question, please press Star-1 and record your name; one moment please. Please standby for the first question. Your first question comes from (Yessin), your line is open.

(Yessin):
Okay hi, this question is directed to Amy. I was wondering how one can get the Adobe Connect and how we can go about that if we were interested in conducting a virtual job fair. How do we go about that?

Amy Schachner:
So this is Amy. Thank you so much for your question. Adobe Connect is a system that HRSA what we use in HRSA. We have a license to have access to. I believe there are several other information sharing platforms that people can use to host webinars.


And so I don’t think you necessarily need to have access to Adobe Connect but another type of platform. It’s something that your organization may be able to purchase a license to have it or to do a little bit of research of your information.


If you have an IT department or a web master, they may have more information about platforms that your site or your organization may have access to. Another option is to reach out to some of your partner organizations that you may work with.


Because sometimes some of the larger partner organizations, they may have access to a system similar to Adobe Connect that you could partner with several organizations looking to promote job opportunities and utilize a system similar to be able to host this type of event.

(Yessin):
Okay thank you.

Coordinator:
Your next question comes from (Joyce Smith). Your line is open.

(Joyce Smith):
Sorry I was on mute. Hello, I’m wondering and I don’t have a particular person I think probably the last speaker, this question would be to. Regarding recruitment of medical assistants and nurses, do you have any feel for what would be the average number of medical assistants slash support services, one week per FTE for time provider?

Bill Stackhouse:
Hello can you hear me? This is Bill Stackhouse.

(Joyce Smith):
Yes.

Bill Stackhouse:
Yes probably around two sometimes three medical assistants per physician provider. And in terms of recruitment, one of the things I wanted to mention is that we have done what I think is a pretty innovative project where we brought together human resource directors from our health centers, people who supervise medical assistants, and representatives from our local and regional New York City area community colleges.


So they could do an employer-based revision of their medical assistant training curriculum and make their graduates more suitable candidates for positions in community health centers. And we’ve had some success with that program. And I would recommend that. Getting recruiting folks from community colleges as opposed to proprietary schools may be a good way to go.

(Joyce Smith):
Thank you.

Coordinator:
At this time there are no questions.

Woman:
Okay well I think we can go ahead and wrap up the call then. I want to thank all my speakers for participating in this call. The topic was extremely important. And I have my contact information here if you guys would like any of the speakers’ contact information, a copy of their slides or any documentation that you saw that you didn’t have access to.


Again thank you for participating on the Workforce Development Grantee Enrichment call. And if you could, please make sure that you go to the training evaluation via survey monkey.


And fill out the survey because this is the way that we create better training opportunities for grantees, more innovative topics or new and current themes and trends that are out in healthcare today. So thank you and have a great day.

END

