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Fiscal Year 2022 Health Center Controlled Networks  
Progress Report Table Sample 

The fiscal year (FY) 2022 Health Center Controlled Networks (HCCN) Notice of Funding Opportunity 
(NOFO) requires you to provide information on how you will collect data from your Participating Health 
Centers (PHCs) for the annual non-competing continuation (NCC) progress reports. The table below 
provides a guide on the type of data you will be ask to collect during the 3-year period of performance, 
and is for informational purposes only to help guide you as you develop your application. The actual 
data elements you will report in your NCC progress reports may vary. 

Note: You will not submit a progress report table as part of your FY 2022 application. 

Objective 1 Patient Engagement  
Description Increase the percentage of PHCs that support patients and families’ participation in 

their health care through expanded use of integrated digital health tools (e.g., 
electronic messages sent through patient portals to providers, telehealth visits, and 
remote monitoring devices). 

Measure Number of PHCs with at least 80 percent of patients who have used integrated digital 
health tools between in-person visits to communicate health information with the PHC 
(a patient must have used a digital health tool at least once between visits). 

Data Point 
 

1. What percentage of patients have used integrated digital health tools between 
visits to communicate health information with the PHC within the last X months? 
# percent 

Data Point 2. What integrated digital health tools are available to patients? 
[ ] Electronic messaging through patient portal 
[ ] Telehealth provider consultation 
[ ] Remote monitoring devices 
[ ] Other: Specify    

 

Objective 2 Patient Privacy and Cybersecurity 
Description Increase the percentage of PHCs with formally defined health information and 

technology policies and practices that advance security to protect individual privacy 
and organizational access. 

Measure Number of PHCs that have implemented formally defined and secure health 
information and technology policies and practices that advance security to protect 
individual privacy and organizational access in at least 2 of the following areas: 
protection from misuse, threats like cybersecurity attacks, fraud, or other harms. 
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Objective 2 Patient Privacy and Cybersecurity 
Data Point 1. In the last X months, this PHC has implemented secure health information practices 

that protect patient privacy in the following areas:  
[ ] Protection from misuse 
[ ] Threats like cybersecurity attacks 
[ ] Fraud 
[ ] Other harms: Specify    
[ ] Other harms: Specify    
[ ] None 

Data Point 2. Were these practices implemented in response to a data breach, ransomware or 
other event? 
[ ] Yes - An event occurred and practices were implemented or improved 
[ ] No - However, an event did occur 
[ ] No - No event occurred 

Data Point 3. What secure health information practices have been implemented? 
[ ] Administrative (e.g., implementation of new types of training for your 

workforce) 
[ ] Physical (e.g., installation of new facility controls) 
[ ] Technical (e.g., implementation of new technology) 
[ ] Other: Specify    

 

Objective 3 Social Risk Factor Intervention 

Description Increase the percentage of PHCs that use patient-level data on social risk factors to 
support patient care plans for coordinated, effective interventions. 

Measure Number of PHCs that use health information technology (IT) to share social risk factor 
data with care teams and use this data to inform care plan development and, if 
applicable facilitate closed-loop referrals on at least 75 percent of patients identified as 
having a risk factor (e.g., care teams use patient reported data on food insecurity or 
other social risk factors to better tailor care plans/interventions and community 
referrals to improve chronic disease management and outcomes). 

Data Point 1. In the last X months, for what percentage of patients identified as having a risk 
factor has this PHC used health IT data to inform care plan development and, if 
applicable facilitate closed-loop referrals? 

# percent 
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Objective 3 Social Risk Factor Intervention 

Data Point 2. What health IT tools did this PHC use to share social risk factor data with care 
teams? 

[ ] Protocol for Responding to and Assessing Patient Assets, Risks, and Experiences 
(PRAPARE) 

[ ] Accountable Health Communities Health-Related Social Needs (AHC-HRSN) 

[ ] Well Child Care, Evaluation, Community Resources, Advocacy, Referral, Education 
(WE CARE) 

[ ] Recommend Social and Behavioral Domains for EHRs (RSBD) 

[ ] Other: Specify    

[ ] None 
 

Objective 4 Disaggregated, patient-level data 
Description Increase the percentage of PHCs with systems and staff aligned with submitting 

disaggregated, patient-level data via UDS+. 
Measure Number of PHCs that have sent successful test messages for electronic clinical quality 

measures (eCQM) and UDS+ data fields using Fast Health Interoperability Resources 
(FHIR) based application programming interfaces (APIs). 

Data Point 1. In the last X months, how many successful test messages for electronic clinical 
quality measures (eCQM) and UDS+ data fields using Fast Health Interoperability 
Resources (FHIR) based application programming interfaces (APIs) has this PHC 
sent?  
Number: # 

 

Objective 5 Interoperable Data Exchange and Integration 
Description Increase the percentage of PHCs with the capacity to integrate clinical information with 

data from clinical and non-clinical sources across the health care continuum (e.g., 
hospitals, specialty providers, departments of health, health information exchanges 
(HIE), care coordinators, social service/housing organizations) to optimize care 
coordination and workflows. 

Measure Number of PHCs that have integrated data into structured EHR fields (i.e., not free text 
or attachments) from at least 3 external clinical and/or non-clinical sources. 

Data Point 1. In the last X months, from how many external clinical and/or non-clinical sources 
has this PHC integrated data into structured EHR fields (i.e., not free text or 
attachments)? 
Number: # 
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Objective 5 Interoperable Data Exchange and Integration 
Data Point 2. From which external clinical and/or non-clinical sources did this PHC integrate data 

into structured EHR fields? 
[ ] Hospital(s)  
[ ] Other H80 health center(s)  
[ ] Other network(s) 
[ ] Private providers 
[ ] State health department 
[ ] Local health department 
[ ] Academic institution – research related 
[ ] Other: Specify    
[ ] Other: Specify    

 

Objective 6 Data Utilization 
Description Increase the percentage of PHCs that use data strategies, such as predictive analytics 

with data visualization, to support performance improvement and value-based care 
activities. 

Measure Number of PHCs that used advanced data strategies, such as predictive analytics with 
data visualization, natural language processing, and/or machine learning, to present 
useful data to inform performance improvement and value-based care activities (e.g., 
improve clinical quality, cost-efficient care). 

Data Point 1. In the last X months, did this PHC use advanced data strategies to present useful 
data to inform performance improvement and value-based care activities? 
[ ] Yes 
[ ] No 

Data Point 2. What advanced data strategies did this PHC use? 
[ ] Advanced analytical tools (e.g., machine learning, natural language processing, 

predictive modeling, artificial intelligence for clinical decision support) 
[ ] Advanced database management tools (e.g., “Big Data”, Application Program 

Interfaces (APIs) to facilitate connections EHRs and remote patient monitoring 
devices) 

[ ] Advanced data visualization and dashboards 
[ ] Other: Specify    

 

Objective 7 Leveraging digital health tools 
Description Increase the percentage of PHCs that support providers and staff in achieving and 

maintaining proficiency in the use of digital health tools (e.g., telehealth and remote 
patient monitoring tools).   

Measure Number of PHCs providing at least 2 formal trainings annually, along with routine 
support (e.g., on-demand reference materials, regular communications sharing tips or 
best practices, help desk) to providers and staff that promote proficiency in the use of 
digital health tools. 

Data Point 1. In the last X months, how many formal trainings that promote proficiency in the 
use of digital health tools did this PHC hold? 
Number: #  
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Objective 7 Leveraging digital health tools 
Data Point 2. Did this PHC provide routine support to providers and staff focused on promoting 

proficiency in the use of digital health tools? 
[ ] Yes 
[ ] No       

Data Point 3. List the formal trainings and routine support provided at this PHC in the last X 
months. 
Formal Trainings                                                                
Routine support                                                                 

 

Objective 8 HIT Usability and Adoption 
Description Increase the percentage of PHCs that improve health IT usability and adoption by 

providers, staff, and patients (e.g., align EHRs with clinical workflows, improve 
structured data capture in and/or outside of EHRs, use of metadata to improve EHR 
user experience). 

Measure Number of PHCs that reduced operational barriers to health IT usability and adoption 
through implementation of at least 1 health IT facilitated intervention annually that 
focuses on topics such as aligning EHRs with clinical workflows, improving structured 
data capture in and/or outside of EHRs, regular EHR support and trainings, or use of 
metadata to improve EHR user experience. 

Data Point 1. In the last X months, how many health IT facilitated interventions to reduce 
operational barriers to health IT usability and adoption did this PHC implement? 
Number: # 

Data Point 2. Which health IT interventions did this PHC implement? 
[ ] Align EHRs with clinical workflows 
[ ] Improve structured data capture in and/or outside of EHRs 
[ ] Regular EHR support and trainings 
[ ] Ad hoc specialized EHR support and trainings 
[ ] Use of metadata to improve EHR user experience 
[ ] Other: Specify    

 

Objective 9 Health Equity (Applicant Choice) 
Description Defined by the HCCN 
Measure Defined by the HCCN 
Data Point 1. Has this PHC reached the requirements of the measure for this objective? 

[ ] Yes 
[ ] No 

Data Point TBD  
 

Objective 10 Improving Digital Health Tools (Applicant Choice) 
Description Defined by the HCCN 
Measure Defined by the HCCN 
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Objective 10 Improving Digital Health Tools (Applicant Choice) 
Data Point 1. Has this PHC reached the requirements of the measure for this objective? 

[ ] Yes 
       [ ] No 

Data Point TBD                                            
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