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Coordinator:
Welcome and thank you for standing by. At this time all participants are in a listen-only mode until the question-and-answer portion of today’s conference. If you’d like to ask a question at that time, please press star then 1 on your touch-tone phone.


This conference is being recorded. If you should have any objection, you may disconnect. Now I’ll turn the call over to your host, Ms. Lisa Wald. Thank you Ms. Wald and you may begin.
Lisa Wald:
Thank you. Hello, everyone. Welcome and thank you for joining us for today’s call on the Quality Journey: Paths to High Performance. My name is Lisa Wald and I work in the Bureau of Primary Health Care’s Office of Training and Technical Assistance Coordination or OTTAC.


In just a moment, I will review the learning objectives and agenda for our call today but first I want to make sure you all have access to the PowerPoint slides that we will be referring to.


The slides are posted to the Bureau of Primary Health Care’s technical assistance Website and the address is bphc.hrsa.gov/technicalassistance. On that page there’s a tab at the top for training and if you click on that and scroll down, you will see the link to the PowerPoint slides for our call.


On Slide 2 of the presentation you will see the learning objectives for our call today. We are describing the TA opportunity of the grantee enrichment call because our purpose is not to describe a new requirement or a new standard but rather to discuss a framework and a way of approaching the work you are already doing around quality improvement and performance improvement.

Specifically our call today is designed to look at the quality improvement journey that we are all on together within the framework of aiming for high performance.

So by the end of our hour or so together today, the goal is to describe the Bureau of Primary Health Care’s approach to quality improvement, provide an overview of a few of the key contributors to high performance based on recent research and discuss a few tools and resources that are available to support health centers on this quality improvement journey.


Slide 3 lists our agenda for today. In just a moment I will turn the call over to Jim Macrae, Associate Administrator for Primary Health Care to provide an overview of the Bureau’s strategy for quality improvement. Dr. Debra Gurevich from Brandeis University will describe findings from her research on high-performing health centers.

I will talk about some key resources and next steps and then we will pause from some questions and answers and finally we’ll wrap up the call and talk about some opportunities for you to provide input and feedback to us in the Bureau of Primary Health Care as we think about our next steps on this quality journey together. At this time I will turn the call over to Jim Macrae.

Jim Macrae:
Thank you Lisa and good afternoon and good morning to those way out west. I think it’s still morning for a few folks who are on the call today. We are very pleased to have our special guest Debra here with us today to share her findings from her research which I think you’ll find very useful and actually very helpful in terms of your practice.


And a big thanks to Lisa and our whole office of training and technical assistance and coordination for helping setup this call. I personally really like the idea of a quality journey.

We actually had a lot of conversations internally about what the call, what we’re embarking on and it really is something as Lisa said that we’ve been involved in for a long time in terms of quality improvement.

But we really do believe that it’s a journey and really part of I think the joy of the work that we do is that it’s a journey, working together to figure out what we can do to improve the lives of our patients and our communities.


At the same time we all strive to achieve the best performance that we can and one of the best things that we can do is actually learn from each other what works and maybe more importantly what doesn’t work and how do we go from there.

In terms of today’s call, it represents what we think is another step in the health center program’s quality journey it’s felt. For us and I think even more so with the Affordable Care Act that real focus on I think the three key pieces of health care remain at the forefront and what are those?


Those are making sure that we assure access to care, that we make sure that that care is of the highest quality and that it’s affordable, that it’s cost-effective. In terms of how do you address these areas, I think it’s important that there is no one particular way to get there.


There really are multiple ways to achieve improvements in terms of these key areas and some may make more sense based on your particular location population, your community, even the staff that you currently have onboard.

It really is up to you to figure out how best to do this but again, learning from each other how to get there is important and I think that’s the main thing is that there really are multiple paths to performance.


So no matter where your health center is today, that’s important and it’s really important to know and I think you’ll hear that from the presentations in terms of both quality and outcomes but even more important is where do you want to go and what are the steps that you’re going to take to get there.

So let me talk a little bit about that from where we sit in the Bureau of Primary Health Care in terms of what we see as our journey and our activities here sort of at the national level and then we’ll get into more specific details about specific things that we’ll ask you to participate and partner with us on in the future.


If you have the slides in front of you, if you turn to slide - boy, my eyesight is definitely getting older as I should say I’m getting older as my eyesight gets worse or maybe it’s the vice versa - but if you turn to Slide 4, what you’ll see here on the slide is a framework that we and HRSA have developed in terms of our strategic priorities for Fiscal Year 2011 and actually beyond.

And I think it’s really important that our first goal is to improve access to quality health care. It’s not just about approving access. It really is improving access to quality health care services. That is critically important in terms of the work that we do.

In terms of our strategies, in terms of working towards this strategic goal, we believe it’s important to continue our focus on reaching out to new communities so even though we have seen a reduction in our overall funding that we anticipated for 2011, we still felt it was important to invest some amount of our resources into new access points.


So sometime in August we will be announcing some new awards for both new health centers as well as satellite sites of existing health centers. In addition in terms of the care that we provide, we think it’s critically important that we look at the whole effort around the patient-centered medical or health home.


The patient-centered medical and health home has been shown to actually make an impact in all of those different areas I talked about earlier, access, quality and cost, everything from looking at how appointment schedules are developed to how care is provided within a team to looking at, you know, how do you use data and information to improve quality and ultimately control costs and we’ll talk a little bit more about that in a couple of minutes.

And then another big piece for us is what we call clinical performance improvement so again using data and information to help drive improvement and how do you look at, you know, where you are and more importantly where do you want to get and what are those steps in that journey to get there.


The second big strategic priority for us in HRSA is strengthening our health workforce. I know this every day in the Bureau of Primary Health Care, our organization is only as good as our people and I know you know that from where you sit in your health center.

And so really having that effective strategy for both bringing in new folks to your organization as well as keeping those folks happy that are there and continually challenging them to do even better. As you’ve heard it described from me, you know, how do we really become employers of choice no matter where we sit?

At the same time, making sure that our folks have the technology and resources to be able to do and use technology that many of our children and our children’s children are now using and expect us to use every day so how do we actually use data and information in a health care setting.

And the real push towards the meaningful use of EHRs and other things not just to have it click and point and all of that but to actually use data to improve the practice that we offer to our patients.

So actually helping from everything from clinical decision-making to prompts to even helping with follow-up appointments and lab results and other activities so how do we really use data to improve what it is that we’re doing?


And then finally for me really the most important piece is and I think really what the health center program is about is about building healthy communities and improving health equity.


As you all know, the health center program was not developed just to improve the care of patients within the four walls of the health center. It really has been designed to improve the health of a community.


And I think even more importantly it’s been really an effort to involve patients and consumers and the community in the actual governing and deciding what services and how care should be delivered within that community so really having people have a voice at the table in terms of when decisions are made so really working to improve health equity.

In terms of our quality improvement strategy framework if you turn to the next slide, this is - there’s always fancy terms for this - I think it’s called a logic model. I’ve seen it called various things.

Logic model is sometimes the nicest thing it’s been called but all joking aside, if you look actually at the right sort of different than how you typically look at things but those are the goals that we’re trying to achieve.


So similar to what you’ve heard from the IOM and others, you know, what we’re looking for is that health centers are providing care that is safe, effective, efficient, patient-centered, timely and accessible as well as equitable. Those are the goals.


So how do we get there? If you start back on the left and sort of work your way across, the way I look at it is, you know, we’re trying to figure out who needs to work on this and for us in the health center program, it’s not just you, it’s not just us.

It’s a variety of folks working together to figure out what we can do to ultimately improve quality so it’s everything from the health centers themselves to our state, regional and national cooperative agreement partners to ourselves here at the federal agencies to other stakeholders and partners and to do what?

Really focusing on, you know, again what we can do to bring people into our program, bring into the movement; what we can do on the ground in terms of both quality improvement strategies and building that infrastructure to support efforts to improve quality; to facilitating HIT adoption and integration.


In addition, how do we which I think in some cases is the most important part of quality, how do we facilitate and promote good communication both among staff as well as among our patients and our staff?


Then really getting to the outputs and the impact, to achieve what? So what is it that we want to do through working together through these activities? What do we want to see? Well, we want to see a skilled workforce that’s available.

We want to see our health centers using health information technology in a meaningful way. We want to see innovation sustained and used as models then for standard practice in the future and then of course we want to see collaborations and partnerships strengthened.

And ultimately to achieve what and for what impact so that we actually see health centers as patient-centered medical homes so that we actually see that care is provided in a cost-effective manner that actually improves health and eliminates health disparities and then all of our efforts are aligned so that we work together successfully without wasting each other’s time or effort.

So in terms of accomplishing that, what initiatives do we have here in the Bureau of Primary Health Care? Well, there’s a few that we’ve embarked on. First and foremost I think one of the things with any kind of journey sometimes is to look back and see where you’ve been to figure out then where do you want to go.

And so one of the activities that we’ve been doing in our Office of Quality and Data is to look at what had health centers been doing in terms of quality improvement, in particular looking at the quality improvement plans.


And as you can imagine and I think we’ve shared on earlier calls, it runs the gamut. We have some plans that are incredibly sophisticated and complex. We have others that are relatively simple and maybe not quite as sophisticated.


In some cases I’m not sure complexity actually means it’s a lot better but I think what we’ve seen is a full range and I think where we want to get to is what are those key elements of any kind of quality improvement plan, strategy and actually implementation that’ll actually take you further along this quality framework and path?


And that’s what we’re going to be working on over the next year or so with you is to develop what are those key essential ingredients of any kind of QI plan?

In addition, we’ve also been looking at our Federal Tort Claims Act application process and you’ll see some changes which we’ll get into much more detail tomorrow, sort of a plug for tomorrow’s call on the FTCA application but you’ll see within that plan much more of a focus on QI throughout the organization and what do I mean by that?

You’ll see that we have a greater expectation of the board actually being involved in QI, that it’s not just the staff and it’s not just the medical staff, it’s the entire organization being involved.


So we’re going to ask for everything from, you know, how our quality improvement activities discussed even up to the board level, how are they addressed and then when problems do occur, how does the organization address those in terms of their risk management strategies and corrective actions?

And then finally if you all haven’t seen it, I would encourage you to go on our Website to see our report to Congress which lays out some of our key quality improvement strategies overall and basically I think provides a great report on the quality of care that health centers currently provide but more importantly again, where can we go?

In terms of clinical quality improvement, there are several things that I just want to highlight. I apologize, I’m fighting a little bit of a cold so you’re probably hearing it from me but one of the key pieces of information that we provided to you all is what we call our UDS summary and trend reports and in particular what it provides is sort of two pieces.


One, it shows your own clinical performance over the last three years so you can actually see where you’re trending, you know, are you going in the right direction according to where you want to get to or are you potentially going in a not-so-good direction so where you maybe need to make corrections.

And then it also provides and we hesitated to do this I’ll be honest but it also provides information on how you compare to others nationally so you can actually see how you compare to national averages.


You can actually see how you compare to other state, other health centers in your state and then finally you can actually see how you rank on all these different clinical measures, one to 1100.


We had a lot of debate about whether we should even provide that but we felt like it’s information. We know there’s a lot of caveats to it because different patient populations, different organizations but at least it provides you some sense of where you are on that continuum of the health center family.

In addition, you know, we really see it as critically important that health centers work with their state primary care associations as well as our national cooperative agreements as well as our foundation partners and university partners in terms of focusing on clinical quality improvement.


You know, there are lots of things that health centers can do by themselves but having that partnership with others can really I think help health centers take a huge step in terms of quality whether that’s evaluations or learning from other individuals or even from evidence-based practices out there.


In addition and you know it from what we’ve done, we’ve been trying to setup a lot of different opportunities for clinical quality forms as well as identifying although we always hesitate to do it, best practices or high performers.

That’s always a loaded thing so we try to say good performers or very good performers or whatever and it only depends on the criteria and mostly it’s, you know, people who have done some innovative and things that produce good results and can you learn from them; that’s really the important part.


And then finally the whole area of adoption and meaningful use and national quality recognition. The next three slides I won’t go into a lot of detail but it provides information which I know you all have seen in terms of our performance.


And when you look at the health center performance, you know, I think the good news is that overall we’re doing very well in terms of many of our clinical measures.

In fact, many of our health centers are well beyond some of the health people 2020 goals but it’s a bell curve and I think for any of the health centers at least in terms of the information and data that we’ve seen, nobody is doing the best on every measure and so there’s always room for improvement.


In addition on that second slide, it’s on Slide 5, you know, getting feedback from your patients always critically important. We do a national survey every three to four years but we strongly encourage you all to get feedback from your patients continuously.

And I think that the fact that more than 80% of our patients actually said the care they received at the health center was excellent or very good is great but I think even more important is the fact that they would likely refer friends and relatives.


And then finally the main reasons that people go into health care - I mean into health centers - because it’s convenient, because it’s affordable, and because it provides quality health care. I mean, those are the reasons why people should go and those are going to be the reasons in the future why we need to continue to stay focused on this.


When people have insurance, they’re going to have choices and so we need to make sure that the care that’s provided in the health center is convenient, is affordable and is high-quality. Those are the choices that people are going to have and we need to make sure that we are a place where people want to come.


And then finally in terms of some of our new measures, we continually look at the burden that we place on you in terms of measures but we also try to balance that with the need to look at new areas and in particular for this year, we felt the real focus around healthy weight, smoking cessation as well as asthma control for children is critically important.


There’s a lot of national efforts going on in this area but we also heard from many of you that, you know, these are areas that you want to focus on, you want to benchmark and you want to seek to improve your performance.


In terms of the last two slides from me and then we’re going to hear from a real expert in terms of what she’s found in terms of all of this activity, we do see sort of two big steps that we need to take in terms of our quality journey.

One is that adoption and meaningful use of HIT. We have a goal that all of our health centers will get to a point where they are meaningfully using a certified EHR system.

The good news is that through and I have (Suma Nayir) here so she’ll correct me as soon as I speak wrong but the good news is from our most recent UDS report, it looks like that more than 50% of our health centers are fully using an EHR system and almost two-thirds have some capacity with respect to EHRs which is truly remarkable.

It is actually much further along than I had anticipated. I know we’ve made a lot of investments but you all have actually taken those investments and looked like used it for very good purposes.


In addition there are resources as you all know available from CMS to support your efforts and we continue to look at what we can do in terms of investing in our health center control networks as well as just putting out a lot of information through Webinars, workshops and toolkits.

We strongly encourage folks to participate in those Webinars and those resources and also to reach out to your local technical assistance resources that are available through the rec programs, the state HIE programs and then most recently the beacon communities.

If you all have been on a couple of the calls that I’ve had earlier this week, we do plan to make a small investment in our health centers that are located in beacon communities across the country, about $10 million this year to support their efforts to fully participate in the beacon community initiative.

This initiative is really meant to for lack of a better word light-up a community. What does that mean? What that means to me is that basically the safety net can speak to the private sector, that primary care can speak to specialty care, it can speak to hospitals.

But basically patient data and information is shared among all the different providers within a community so that there are better segues in terms of care, better trade-offs and more importantly the data is shared so that patients are better served.


And we decided that it was important to make a small investment in this opportunity because we really do not want health centers to be left behind and we see this as one of the efforts across the department and really across the government to promote the whole area of HIT and we don’t again want health centers to be left behind.

And then finally a big piece which you’re going to be hearing a lot about and you probably already heard a little bit about this week, the whole focus around national quality recognition.


We really want to encourage strongly all of our health centers to become nationally-recognized as quality providers and there are two paths that we’ve identified to date in terms of reaching it.


One is through more traditional accreditation process which we have almost a quarter of our health centers accredited which we think is a great thing and we would strongly encourage folks to continue that effort.


But we also have a new initiative that we’ve just launched in the last several months around the patient-centered medical home and we have a number of health centers that have already signed-up.

I think it’s well over a hundred and almost over 500 sites at this point that have signed-up and we strongly encourage folks to take a look at both of these as an opportunity. We think it really is important in terms of the work that you all do and really real help in terms of the whole quality journey itself.


In addition I think you may have heard earlier this week, CMS announced its Medicare demonstration for the advanced primary care practice demonstration which is an effort by the folks at CMS to encourage Medicare beneficiaries to receive their primary care in an FQHC setting.


In exchange for or actually part of the whole focus of all this is not only to encourage them to go into an FQHC but actually where the FQHC is part of this demonstration to become a patient-centered medical home.


Actually it’s to get to a Stage 3 level in terms of their development and so in exchange for a small amount - about $6 per month per Medicare beneficiary - health centers that will be invited to participate in this demonstration will have support to become Stage 3, Level 3 patient-centered medical homes.

And from where we sit, we have been working very closely with our colleagues in CMS. We definitely see this as one of the areas where there’s significant growth potential for health centers both in the sense of seeing more Medicare beneficiaries as well as again encouraging the development of health centers as patient-centered medical homes.

So we strongly encourage those who are invited to really seriously consider being invited. You had to have served at least 200 Medicare beneficiaries to be invited in this effort but if it is successful, we’ve already talked to our colleagues in CMS to see if there might be additional opportunities.

So if you got the invitation, seriously consider it. Think about it. I strongly encourage you to do it if you can, please, and then lastly and I announced this again earlier this week, we recognize that, you know, through our own accreditation initiative and the patient-centered medical home initiative paying for some of those survey costs.


That’s great. You all have said that’s great. The CMS demo, that’s great in terms of getting this $6 bump for your Medicare beneficiaries but a lot of you have also said well it actually takes some up-front costs to actually do some of the activities that are needed to begin the transformation to become a patient-centered medical home because it’s not necessarily and easy lift.


It actually takes some work and so we will be making available sometime later this summer guidance forthcoming, about $25 million for all health centers to look at what they can do to improve their quality improvement system as well as what steps do they need to take to become a patient-centered medical home.


So supporting everything from, you know, potentially doing some around access redesign and patient flow to how do you support the development of interdisciplinary teams and even the panels, the patients, to those system upgrades that you need to actually improve your quality systems.

All of these we believe, you know, build on the efforts that we’ve made to date in terms of quality but we really do believe that taking the steps to become a patient-centered medical home will improve the quality of care that you provide and overall will raise the quality standards as well as the expectations on health centers.

In closing I would just say that we really do see this as a journey and we look forward to working with you. This is not something that’s just on you. We get asked all the time. In fact, sometimes the staff look at me sort of strange when I say, you know, we’re as accountable as the health centers for the quality improvement goals that are established for the program.

You know, when the immunization rates are where they are, it’s our responsibility as much as your responsibility to work to try to improve that. Same thing with controlled hypertension.


Now we may not have it as immediate as you all do from where you sit but I’ve also heard from enough of you that you sometimes feel like even you don’t have a lot of control.

But ultimately we’re all accountable and ultimately I think we all want to see improvement in terms of the patients that we provide care to as well as ultimately the communities that we have the privilege to serve so again, thank you and thank you to Lisa and everybody for organizing this session today.

Lisa Wald:
Thanks, Jim. Thank you for providing that context on the Bureau’s strategic approach as well as setting the stage for what we’re going to talk about next which is achieving excellence in community health centers so in just a minute I will turn the call over to Dr. Debra Gurevich to walk us through her research and findings.


Debra is a scientist at the Heller School for Social Policy and Management at Brandeis University. She holds a PhD in Social Policy and a Masters degree in Urban Planning. Debra has studied the hospital sector and the health care safety net with a particular interest in community health centers and we are delighted to have her with us today.
Debra Gurevich:
Thank you, Lisa. Good afternoon everybody out there so my presentation today entitled Achieving Excellence in Community Health Centers as Lisa said is based on findings from our research project that I and colleagues at Brandeis University have been working on for a couple of years and I’ll mention who those really important other colleagues are towards the end of the slide presentation.


The study was funded by the Commonwealth Fund and we also had co-funding from the Texas Association of Community Health Centers. That co-funding from TAC actually allowed us to include Texas health centers as part of our study sample as you’ll hear about in a minute.


I’m sorry, I’m have a small technology failure, bear with me. What I’d like to cover today is to give you a brief kind of background about, you know, what were our kind of core research questions, what we were trying to answer and kind of how we got into this topic in the first place.

Briefly tell you about our research methods and then really devote most of the talk to what I think you all probably want to hear about which is kind of what were our key findings and then and with what we see as kind of the key conclusions stemming from our work so now I’m on - I’ve really just got to keep you all in line with me - I’m on I think Slide 14, study aims.

The study actually this was a several-year, multi-aim study but the aims that are particularly relevant to this PA call are the two listed there which was to identify specific community health centers that performed especially well on both care quality and care costs and then to pinpoint the operational practices associated with these especially high-performing health centers.


In the next slide, Slide 15, study background, just briefly kind of how we stumbled into this besides the fact that health centers is something that I’ve been studying for a long time, it’s now pretty widely understood that performance variation really exists in all health sectors and by that I mean the hospital sector, physician practice sector, nursing homes.

That’s really one of the key findings that came out of the Institute of Medicine sort of landmark. One of their many landmark studies but this was their landmark study around 2001.


It’s also more recently I think accepted or believed that there is understanding sort of which providers in each sector are performing especially well is one of the keys to kind of raising performance overall in the delivery system, the idea being that we can really learn from those high performers about what they’re doing and help kind of their low-performing counterparts kind of, you know, come up to the same level.

So we do these performance variation studies not being low performers but to really get more insight into what’s driving performance and how can we, you know, raise the bar across the board.

Lastly - I don’t need to tell this group - but, you know, health centers are clearly, you know, recognized as critical players in the delivery system, even more so now with health reform but in fact we know very little about performance variations within the health center delivery system.

But existing studies that are out there while this has not been their focus, there’s an update that suggests that the same variation exists in the CHC delivery system as it does in other sectors.


And it was really within that context that we designed this study and undertook it with the goal of kind of generating operational knowledge to help strengthen the health center delivery system overall.

There are - now I’m on Slide 16, an overview of our research methods - this was a mixed method study. We used a claims analysis which I’ll tell you a little bit more about in a second to identify which health centers are in fact relatively high-performing and then we followed with some case studies, more qualitative methods to understand the operational drivers of high performance.

The claims analysis. I’m going to skim through this pretty quickly and if people want more information, it’s certainly available and you can get in touch with me but there are a couple of key points to note about the claims analysis.


This was a three-state study. We were looking at health centers in California, Massachusetts and Texas. Our main data source for the claims analysis were basically Medicaid fee-for-service claims.


We also took advantage of the Uniform Data System so thank you Bureau, thank you HRSA for collecting that data because it was a really key piece for us in this study and our study sample was basically Medicaid beneficiaries whose usual source of care was a health center in one of these study states.


Our performance measures, we looked at both quality and cost measures and I’ll show you those in a second and our core analysis was regression analysis which essentially allows us to control for what’s called prevariants, for other factors that drive performance.

We know for sure that provider operational practices are but one piece that drive performance. There are other factors like, you know, your patient’s health status and their demographics and the delivery system in which you operate also play into those performance measures.

Regression analysis allowed us to control for some of these other factors and at the end, our claims analysis essentially allowed us to determine within each state how specific health centers performed relative to other health centers in that state so we could identify a pool of high-performing health centers in each state which we really defined as sort of above average.

And I want to emphasize that when we talk about performance variations and comparisons, these were within-state comparisons. We did not compare a health center in Massachusetts to a health center in California because the delivery systems are very different. We compared Massachusetts health centers to each other and Texas to each other, etcetera.


So we had in each state then a pool of health centers that performed relatively well on cost and quality. Now it’s gone to Slide 18. Do I need Slide 18, I think? Yes, Slide 18. I’m not going to go over these but those will show you the specific performance measures we used to do those health center rankings. You can see there were six quality measures and three cost measures.


The next slide are the case studies so here we have this pool of high-performing health centers so the case studies we selected eight sites in total from this pool of high-performing health centers across our three states so we had three high-performing health centers in California, three in Texas and two in Massachusetts.

Slightly lower number in Massachusetts because there’s a smaller health center delivery system in Massachusetts and then conducted a series of site visits to those eight case studies interviewing key informants of the health center which included senior administrators, clinical department heads, heads of QI, heads of support services, etcetera.

And our key areas of inquiry during those interviews were really guided by elements of the patient-centered medical home. We also though asked about other practices that maybe aren’t that well represented in the patient-centered medical home model yet.


For instance, the patient-centered medical home model many think doesn’t adequately address issues around cultural competencies. We sort of wrapped around some additional questions that we thought in the health center setting were particularly important as performance drivers.

And the analysis of the case study data essentially we coated our interviews and then we looked to see what were the common operational practices across these eight high-performing sites, that sort of replication logic is a fancy term for it.


But here we had a group of like sites and we wanted to see if there were commonalities and if so what they were and then one can with some not 100% confidence but begin to talk about what kind of practices are associated with high-performance.

So now I’m on Slide 20, that blank slide that says findings so the next series of slides, I’m going to detail what we learned from the case studies about, you know, the operational supports or practices that appear to support high-tier quality and essentially five themes emerged from our work. Let me just hydrate.

The first theme - so I’m on Slide 21 now - facilitate care access. All the sites we visited and we were really impressed by this devoted really a lot of resources to facilitating care access.


And by that, that included everything from offering extended operating hours. Some that meant evening hours, some that meant weekend hours, some that meant both evening and weekend hours.


And two sites actually had operating hours seven days a week so sort of accommodating the tough schedules of patients and making access as easy as possible in terms of when you’re open was important.


Facilitating access also meant managing patients’ appointments really tightly and by that I mean including prompts to patients about upcoming appointments. Some sites built this into the front office function. Others used automated systems and some a combination of the two.

And it also meant really and perhaps more importantly really a systematic follow-up for patients with missed appointments, really an effort not to let anybody slip through the cracks and get folks in if they’re missing appointments.


Lastly and Jim started to talk about this some is investing resources in wait time reduction strategies. There was a general agreement that a patient seeking a sort of a same-day appointment who is not served is as a patient who might not come back so the ability to which a health center can accommodate those same-day requests was recognized as really important.


Sites were doing different things in that area. A couple were moving in the direction of open scheduling. A few had walk-in centers to sort of absorb this sort of unscheduled demand.

Others were putting a lot of energy into reducing their no-show rate so that would minimize the number of slots that go wasted in a day because the patient didn’t show up and use it, all essentially as I say enhancing that ability to meet same-day appointment requests and really focusing on that front end of the health center and how it’s run.


The second theme to come out was also really tightly managing your off-site referral system and good systems in this area really depended on two key components.

The first of course is actually establishing those existing referral relationships with specialty providers and there was not a health center out there that didn’t say it is an imperfect system out there and there is still a battle.


I know that won’t come as any surprise to folks who are listening so to get those specialty providers lined-up. Obviously having a public hospital in your community makes that key.


For those that don’t, having dedicated staff to really build and sustain those referral relationships as opposed to having it sort of be a department-by-department kind of effort seemed important.


And related to that was seven of our eight sites if I remember correctly had over the past few years centralized and really expanded their referral staff function which meant they had dedicated staff to both secure and schedule the specialty care appointments, track and follow-up, make sure patients are actually getting to their off-site visits and if not, why not.


And perhaps well certainly as importantly a few sites even have those centralized departments manage and flag negative reports which in our mind really seems kind of a very smart thing to do as opposed to we heard a number of sort of horror stories of missed negative reports because they went to the wrong fax machine and weren’t picked-up for several months.

In fact, that was often the catalyst we were told for this centralized and expanded referral function. Okay so now I am going to Slide 23, our third theme which is about supporting providers.

Supports in this area and by that I mean sort of you’re the physician’s nurse practitioners, sort of the clinical end of the health center.


Lot of health centers are using a care team model which meant extensive use of non-physician staff, LVNs, MAs. We were really impressed with the extensiveness of the use of and how cleverly those staff were used but it also meant kind of actively integrating the clinical function with the support staff.

It didn’t seem enough just to have those support staff and to have the social supports. These were health centers that were really taking the next step in making sure that the clinical and the social support services were really integrated.

Sometimes that meant physical integration. That meant organizing the health center into pods and that’s sort of a common word out there. Sometimes it was just making sure that there were physical proximity between clinical and the support staff.


Others that institute sort of morning huddles, you know, so you meet as a team in the morning but really actively taking steps to integrate those two sides of the health center.

And lastly using the support staff to provide decision support which is of course, you know, a big element in the patient-centered medical home, essentially a prompt to the providers at points of care about appropriate services and I say it’s interesting what Jim said about EHR adoption.

In our high-performing sites, we - the minority of sites - had adopted EHR and even those that had, they really the full functionality of the EHR wasn’t up to which was consistent with what you said and I’m pointing it out here only because that means these sort of decision support systems, folks are finding ways to do this outside of the technology.


Everyone would like the technology and they think it will help but, you know, if it’s and I’m going to give you some examples in the next slide of what I mean by that but, you know, a case manager reviewing the day’s, you know, a panel of patients and providing sort of a cheat sheet to clinicians about, you know, when Patient X comes in you need to check their foot and blah, blah, blah.

So granted quite labor-intensive ways of doing this but I think quite effective and in fact the one site that did have EHR with the capacity to do this, the clinicians didn’t want the EHR.

They liked the system they had and you know what? That’s the system they’re sticking with for now so there are ways to do this and with I think relatively, you know, sort of unsophisticated systems although again everyone would like the EHR so I don’t mean to dim the pressure to do that.

Slide 24 gives you a few examples of what we mean by provider support. Now I’m looking at the clock and I think I’m not going to detail these but they’re for, you know, you all to see just to give a little flesh to some of the things that I’m talking about.


So I’m going to skip to Slide 25, the fourth theme which is support services for patients which of course has been the hallmark of the health center program from its start.


This remains a tremendously important part of the health center delivery system but also one that is really hard to sustain as we heard from all the sites we talked to.


To that end, we heard a lot about sort of ways to really use these services efficiently, you know, really targeting them at your highest risk patients, in some cases, you know, assigning panels of patients to case managers.

So really, you know, which I think was one of the examples we saw that we felt was an effective way to use these around your patients with chronic conditions and etcetera. In this capacity we heard a lot about the importance of case managers and health educators that will not come as a big surprise to anyone that is listening I’m sure.

In terms of securing sustainable funding for these services and for the most part they are not reimbursed by third-party payers, we heard about, you know, the importance of finding funders that really have a vested interest in the health center operation as opposed to more classic funders like grants which tend to be very short-lived so fantastic.


You have a case management program for a year and a half and the funding goes away and poof, so does the case management program. In that sense, hospitals often have a vested interest.


If they’re serving your patient population, we talked to one health center for whom the hospital funded translators. They were on the staff of the health center but they were stationed at the hospital and they were there specifically to work with - this was a health center that served a patient population with really a substantial need - so that was a great and that’s been I think been on ongoing funding source for that health center.

Other health centers were cleverly tapping into local universities and colleges also in developing programs and you’ll see some examples of that in the next slide.

The last area around supporting patients is really patient supports that extend kind of well beyond those that directly relate to the clinical function and by that I mean really seeing the health center as a place that’s linking patients up with all sorts of services out in the community a real conduit really to the safety net more broadly defined which in the end what we heard really is it really helps facilitate sort of this medical home concept.


Health centers begin to come to health centers for a range of services and it really solidifies that health center/patient relationship or helps to solidify that patient/health center relationship.


So now I’m on Slide 26 and 27, the same one. Again, these are some examples of some of the kind of what we saw as sort of clever and innovative patient support programs. Because of time I’m not going to detail them but they’re there for your review and reference.

So last theme and this is really consistent with something Jim talked about around affecting performance improvement and excuse me for one minute while I get a drink and here all health centers are measuring performance and I think HRSA and the Bureau get a lot of credit for this, the requirements built into UDS.

In some ways this put health centers ahead of the curve in terms of being accustomed to collecting performance measures, reporting on them annually and that’s all great but collecting it is of course not sufficient. You actually need to act on the data that you’re collecting and in that sense, we heard from some health centers that were really just doing that.

If they weren’t doing well on a measure, they were finding out why they weren’t doing well on that measure and as a result sort of designing better improvement plans because they really understood what was driving that low measure.


We heard one story which I’ll tell you because which was a health center whose rates of diabetic foot exams was very low and I think they had tried several ways to increase it and it just wasn’t happening and they sort of kept inquiring what was going on and learned it wasn’t a very complicated story but essentially that their physicians don’t like doing foot exams.

So their solution was to train, you know, some of the LVNs and whatnot to do it and boom, you know, problem solved so it’s not rocket science but it really takes going sort of the next extra step and sort of really doing that sort of inquiry into what’s driving your measures.

A few health centers are also in that vein, beginning to adopt kind of pay-for-performance kind of programs. To date, we didn’t hear about any that were around quality measures, they’re mainly around productivity measures so, you know, that’s pods or see a certain number of patients in a quarter.

There’s a compensation although sites talked about the possibility of bringing quality measures into those pay-for-performance programs so now I’m on Slide 29 and again we’ve given you a few examples.

I think I mentioned that one, the diabetic foot exam. I’m going to skip over that but you all can look at it so Slide 30, I’m going to transition now into kind of what we think are the key conclusions and note a few strengths and limitations of our study and wrap up so key conclusions.


In our mind it’s sort of in fact the drivers of performance do reflect some of the pay or patient-centered medical home elements. At least that’s what we saw in our eight sites.

The themes that really popped out just to reiterate, extensive systems to facilitate care access, really comprehensive management of off-site referrals, integration of clinical and support staff, robust and targeted patient support and really proactive performance improvement programs.

And this next bullet, very consistent with what Jim was saying, one size does not necessarily fit all. You know, across our sites the specific strategies within these core elements differ.

They differed for good reasons. They were serving different patient populations, the delivery system was different, you know, who’s a high-risk patient population in one health center may look very different in the other health center so there is a tailoring of course that needs to take place.

The other conclusions - I’m now on Slide 32 - is, you know, I think we’ve seen with health reform that, you know, health centers are correctly a very valued member of the delivery system but also that this era of performance reporting is really upon us and that on not just from this study but sort of what’s going out there in the research world in general and the policy was that there really is much to be learned from looking at high and low performers.

And although that is a slightly terrifying road to go down, if it’s in the spirit of overall quality improvement, it maybe is an easier pill to swallow. Lastly there are two really important health center contributions that were sort of outside of the study scope which is of course the care that you provide to the uninsured which even despite health reform you’re still probably going to be doing some of that.

And also facilitating access to patients that just aren’t touching the health care system at all. Our study looked at the Medicaid population and folks that were already coming in and health centers obviously go to great lengths to pull in folks that aren’t even getting in the door so these we think were sadly not things that we were able to capture but really important to going forward.

I’m now on Slide 33, strengths and limitations. We’re always happy to skip over this slide but I will nonetheless quickly go through those since they’re worth noting.

The strengths are in fact that this was mixed method, that we have a claims analysis to determine performance and then qualitative work to try to get sort of behind our numbers and figure out what was happening on the ground driving those numbers.


And we also had a pretty large and diverse case study sample. We were in three states. I didn’t show you - of course maybe I could have - to give you a sense of who our study sample was.


They really ranged in size and there were some very small health centers in among those eight, some really large ones. We had some rural health centers, some urban health centers so we got a good cross-section of health centers at least in the three states that we were in.


Limitations are as always general revisability of the findings. I mean, these were eight sites. We don’t know in fact how well what we found will map onto the rest of the health center delivery systems.


I’ve mentioned again already that our performance measures were based only on your Medicaid fee-for-service population which is a shrinking population for health centers.


We again don’t know if that reflects sort of how performance measures for all the patients you serve and lastly there was a time lag between our claims data and our site visits.

So it’s possible that health center performance changed in the interim although we took a number of steps to minimize that bias including really engaging the PCAs in our three states and talking through with them the health centers we were selecting and whether something really dramatic had happened at those health centers in the interim.


I’m now on Slide 34. This was a big study that a lot of players were involved and so lots of people to acknowledge. The PCAs I’ve mentioned a few times in our three study states were incredibly supportive and helpful.

The California Primary Care Association, the Massachusetts League of Community Health Centers and the Texas Association of Community Health Centers, they helped us with data. They helped us interpret our data. They helped us with access to sites and we really appreciated that and enjoyed working with them.


Of course the health centers that actually participated in the study, we wouldn’t have had the study without those eight health centers. Our sponsors, the Commonwealth Fund and the Texas Association of Community Health Centers and last NACHC, the National Association of Community Health Centers was also a very supportive partner along the way and have helped us a lot with disseminating our findings.

I’m now on Slide 36. I won’t go through this but this was a big project and this was our big research team and all great and I wanted to acknowledge them. We have programmers involved for the claims analysis and the big site visit team and there they all are.

And finally, Slide 36. That’s me. If there are any questions that we’re not able to address in the remaining few minutes here, I would welcome anybody contacting me with questions so there’s my e-mail and phone number.

Lisa Wald:
Thanks so much Debra. We will pause for questions in just a few minutes but first I wanted to talk a little bit about some next steps. Hopefully at this point many of you on the call are thinking about the approaches and strategies that Debra has described within the context of your own work whether you’re in a health center or a PCA or another setting.

And my goal now is to point you briefly in the direction of a few key resources and describe some work that’s underway within the Bureau as well as with our national cooperative agreement partners that builds on our call today.


So on Slide Number 38, there are a few selected resources available through the Bureau of Primary Health Care. Many of you know that we’ve recently launched a technical assistance Website that we hope will be a one-stop shopping site for a lot of technical assistance tools, resources and ideas.


We are still building this resource and are continually adding new content and making improvements. Some of the topics covered on the site that relate to today’s discussion include health information technology, some information on advanced access or open access, and a lot on patient-centered medical homes, both recognition and transformation.


There’s also a page on the BPHC Website dedicated to the patient-centered medical health or home initiative. Jim talked about that earlier on the call and there’s a Website link on Slide Number 38 that will take you to a (pal) with additional information about NCQA PCMH recognition.


Finally I want to bring your attention to the health center site visit guide that is available also on our Website. This guide includes self-assessment questions for performance improvement as well as a wealth of resources and tools in some specific areas.

For example there’s a sample patient experience or patient satisfaction survey tool and a patient navigation resource guide and as you all know there are plenty of other resources on our Website as well as the Websites of your state and regional PCAs and national cooperative agreements on a lot of the topics that we’ve covered today.

I also want to talk about some additional resources we are developing in the bureau so to prepare for today’s call we did some preliminary analyses of 2009 UDS data which was what we had at the time.

For health centers with outstanding clinical measures and we spoke with some of their project officers and one thing we found building on what Jim and Debra have shared already is that there was a lot of variety among the high performers in that small analysis that we did.

So some of the health centers was exceptional, clinical measures were small and some were large. Some were urban and some rural. Some serving special populations such as the homeless and they were in a variety of geographic areas.

So that reaffirms that there are models and activities that will work across the spectrum of health centers as much of Debra’s research found and that sets the stage for our next step in the Bureau.


Our goal is really to learn more about those models and key attributes that seem to be the keys to success and continue the work of documenting best practices and facilitating sharing that information.


To that end we are working to identify a few health centers with successful practices, probably in some of the key areas that we’ve been talking about today so that we can dig a little deeper into what some of those practices and models look like as a starting point for other health centers that might be interested in implementing similar activities.


So we expect that the result of this will be some case studies that we’re working on that we can post to our TA Website and share with all of you and we’d like to know what else would be helpful to you.


Today’s call is really a kick-off and man of the topics that we’ve discussed could be entire calls in and of themselves and some of them are. I would encourage you to provide us with feedback about the types of additional information and resources you would like, whether you want additional calls or online resources or other things.


In addition if you have an improvement story as Jim mentioned that you think would benefit other health centers, please share that as well. My e-mail address is at the end of this presentation.


In addition to what we are doing here at the Bureau of Primary Health Care, we know there are other organizations looking at this issue from different perspectives so I will briefly highlight work that two of our national cooperative agreement partners that are engaging in and would ask that anyone out there who’s doing similar work get in touch with me.

So Slide Number 40 briefly summarizes work that the National Association of Community Health Centers is doing around exploring great community health centers. Next, staff worked with the consultant to explore this topic through literature reviews as well as focus groups and interviews in which some of you likely participated.


Without going into a lot of detail, their findings are summarized on this slide as six attributes of great community health centers and the link at the bottom of the slide will take you to a brief article form NACHC that describes their effort in more detail and I would encourage you to take a look at that if you haven’t already.


I know after I read NACHC’s report and list of attributes of great community health centers that are on this slide, I started to see some patterns and similarities between this list and findings from Debra’s research.

There are some differences and distinguishing features certainly but there are also some recurring themes so for example what NACHC calls a focus on outcomes is similar to what Brandeis referred to as affecting performance improvement and we at the Bureau might label that quality improvement and link it back to patient-centered medical home transformation or even meaning full-year.

Building on that, NACHC is developing some additional resources from their work on great community health centers including an observation template that health centers or PCAs could use to assess some of the elements of greatness within a specific health center.


Finally Capital Link is also engaging in a project to examine financial success in particular and the operational and staffing models that are related to high performance financially.

Capital Link is analyzing financial data from a sample of health centers as well as UDS data and key studies to inform their work and I think it’ll be interesting for all of us to see how that builds upon and adds to the work we’ve been talking about today.

The study is being supported by the California Health Care Foundation but Capital Link plans to share their findings with health centers across the country with a report and some training and technical assistance activities.

So we have covered a lot of material and we’d like to give you a chance about 10 minutes or so to react and ask any questions of our presenters so operator if you would open the line for questions or comments please?
Coordinator:
You ready to go to queue, ma’am?
Lisa Wald:
Yes, please, thank you.
Coordinator:
You’re welcome. If you would like to ask a question, please press star then 1 on your touch-tone phone. You’ll be prompted to record your first and last name and your phone must be unmuted while recording in order for me to hear your name.

If you decide to withdraw your question, please press star 2. One moment, please, while questions queue up. The first question comes from (David Edwards). Sir, your line is open.
(David Edwards):
Hi, can you hear me all right?

Lisa Wald:
Yes, sir, go ahead.

(David Edwards):
On Slide 29, in a response to no-show rate challenges, it talks about CHC adopted more proactive payment plan policy. Can you give an example of a proactive payment plan.

Debra Gurevich:
Hang on. Oh, yes, sorry, I’m just getting to the slide now. This was a health center - I think there are a couple here - that had a high no-show rate, did some sort of investigation about what was driving it and learned that a lot of the patients were sort of staying away because of cost.

And so this health center was more kind of proactive in offering payment plans to patients, you know, in advance of their visit to try and minimize sort of cost being an obstacle to their coming in for a visit.

And then the other example was a health center that had several satellite sites and really struggled with a very high no-show rate and they developed sort of a quasi-incentive program where the satellite sites essentially competed with each other to see who could reduce the no-show rate the most.

And there was some perk associated with, you know, the monthly, you know, the site that did the best on that.

(David Edwards):
Okay, thank you.
Debra Gurevich:
Did that, okay, great.
Coordinator:
(Nina Davis), you may ask your question.

(Nina Davis):
Hello, can you hear me?
Debra Gurevich:
Yes.
(Nina Davis):
Okay. We’re in California and we were interested in Jim Macrae’s comments about ranking the health centers in quality measures. Could someone say a little bit more about that, please?
Lisa Wald:
Sure, hang on just a minute. Could you repeat the question, please? It was a little hard to hear.
(Nina Davis):
Yes. The question is that in Jim Macrae’s discussion, he indicated that beginning with this year’s UDS report each FQHC’s performance will be ranked against all other FQHCs on the quality indicators and each FQHC will get a ranking on each indicator between one and 1100. Could someone clarify what he was speaking about?

Jim Macrae:
Sure, this is Jim. In terms of clarifying, these are the reports that we provide to you every year in terms of your clinical performance and it’s your UDS summary report as well as your UDS feedback report and so every health center through the EHB system can access the report.


You can only see your particular health center so you can only see how you rank against other health centers so it’s not out there for everybody for see but it provides again some additional information for you all to be able to look at now only your own performance over time but also to look at your own individual performance as compared to the national averages, that state averages.

And then for each of the performance measures, you can actually see where on a rank from one to 1100 your organization falls so you can actually see with a lot of caveats, there are many, many caveats, different patient populations, different insurance mix, staffing models, all those different things.

But enough people asked well, can we just see where we rank and so we decided to make it available to you individually from where you sit in your particularly health center.

(Nina Davis):
Okay, great, but this is new information this year; is that right?
Jim Macrae:
The ranking is new. The other thing that we also added this year because a lot of folks asked was looking at actually the size of your organization based on both number of patients as well as number of sites that you all oversee so we actually added those additional comparison pieces. The performance reports themselves though have been around for awhile.

(Nina Davis):
Right, right. Okay, thank you very much.
Jim Macrae:
You’re welcome.
Coordinator:
Okay, ready for your next question.
Lisa Wald:
Yes, please.

Coordinator:
Thank you. Dr. (Jenny McLoren), your line is open.

(Jenny McLoren):
Hi, this is (Jenny McLoren) and I’m with the Migrant Clinicians Network and I’m not sure that of course I want to thank all of you for your presentations but Debra I’m not sure that you’re familiar with the migrant farm workers but HRSA cares for 865,000 of them.

Virtually none get Medicaid except for in some instances, pregnant under emergency status and citizen children and so I’m concerned about the generalizability of your presentation and even for getting the migrant farm workers.

I’m wondering, I’m not sure I understand on your quality measures and cost measures on Slide 18 whether your entire cohort you were looking at were Medicaid cohort of if you mixed your Medicaid claims with UDS in general reports and population reports in general from CHCs.


Because the Medicaid quality measures are limited to women and children that you have on there and I’m just confused about whether your cost measures are also limited to those same patients or are they mixing-in costs for the say adult males with diabetes who wouldn’t be covered by Medicaid?

Debra Gurevich:
Our same population for all the measures. Our primary data source was Medicaid fee-for-service so we and in fact we even within that we weren’t able to capture the dual population so it was a Medicaid patient that was also getting Medicare.

They also dropped out of the study so this was for sure a limitation in the study. We can really only talk about how our study health centers performed in serving Medicaid fee-for-service patients.

(Jenny McLoren):
Yes.
Debra Gurevich:
So you’re really talking about children for the most part and pregnant women and I just think that needs to be really clear because it’s not really clear as you go on and it’s not generalizable to the entire population.
(Jenny McLoren):
Okay, that’s a reasonable point. I mean, I sense for a lot of health centers is that’s a big chunk of their patient population but you’re absolutely right. We can’t say how health centers are doing in terms of the older populations.

We actually are - Jim mentioned this demonstration program - to Medicare study which we are actually bidding on but more importantly that will be a really fantastic opportunity to look at how health centers are doing with the Medicare population which is probably an under-studied piece of - one of the under-studied...
Debra Gurevich:
Jim comment on the percentage of total CHC patients who were Medicaid? I mean, I’d just be surprised if it’s more than 25.
Jim Macrae:
It’s about 37% nationally, our Medicaid.
(Jenny McLoren):
Yes, most of which are probably children.
Jim Macrae:
And I think, you know, and this is an important part about this whole series that we’re working on is that and we always hesitate to talk about best practices or, you know, best examples or things like that.

It’s a slice of looking at the health center family across the board because as you mentioned, you know, there are health centers that are different all across the board. They serve different patient populations.


Their insurance mix is different. Even their staffing mix is different but one of the things we want to try to do through this series is to highlight, you know, in different areas what different health centers are doing and what helps them improve their performance so I think your point is well-taken in a sense that, you know, this is a subset of a group of health centers that, you know, serve pregnant women and children and, you know, other patients that are Medicaid.

On the other hand, it’s a big chunk of what we do in the health center program but it doesn’t capture everything but we do think there are some definitely lessons that can be learned, things that can be shared that may be helpful for folks as they’re again moving along that quality journey.
Debra Gurevich:
Yes, and I agree with what you just said and the caller, it’s a totally valid comment and we are not shy about that limitation in manuscripts that are coming out of this work at all.


But we did - we tried to get at that - a little bit in the site visits to the extent that when we asked about operational practices, we asked does it differ by patient group and by payer and, you know, that’s a very hard question because the response, you know, most people will say no, we don’t know for sure.

But, you know, we didn’t hear from a health center or we do things one way for this subgroup and another for this subgroup.
(Jenny McLoren):
No, no, no, I wouldn’t think they did anything differently but the outcomes might be different for different patient populations, that’s all so your best practices maybe it’s really easy to take care of Medicaid patients compared to everybody else.

Lisa Wald:
Thanks.

Jim Macrae:
No, go ahead.

Lisa Wald:
Thank you. I think we have time for one or maybe two more questions before we need to wrap up. Are there additional questions on the line, operator?
Coordinator:
I’m sorry, ma’am?
Lisa Wald:
Do we have additional questions on the line? I think we have time for one or two more.

Coordinator:
Yes. (Jerry Fingerette), your line is open.

(Jerry Fingerette):
Thank you. Question probably for Jim Macrae. Is there any more information available related to the funding for beacon practices and how those dollars will be allocated?
Jim Macrae:
Not at the moment. It will be coming out very soon. It will - it’s going to be - targeted to just health centers located in those 17 beacon communities across the country that were funded about 18 months ago through the Departments of Beacon Community Cooperative Agreement program so we will definitely provide more information; probably be out in the next two to three weeks.
(Jerry Fingerette):
Thank you.
Jim Macrae:
Actually while I’ve got the chance, I might ask Debra one question once I put it on mute. Sorry about that. The question I have is when you went out and did the site visits or even from the analysis that you did, were there - you identified a number of things - but were there one or two things in particular that you just saw made such a significant difference?

I mean, you identified, you know, quite a number of things but are there one or two that really jumped out or is it really a package in terms of...
Debra Gurevich:
No, that’s a great question. It wasn’t an accident that I led with Theme 1 as facilitating care access. We really consistently saw very, very comprehensive efforts on that front that a large part of the effort and the reward is getting patients in for sort of their timely routine visits and that, you know, for some populations that’s a big undertaking but that there’s a great payoff for and that took many forms.

It was getting the patients in for the, you know, low-risk for the general well-child visit to a case manager that may be responsible for managing a panel of patients with diabetes whose sole charge is making, you know, making sure that patient is getting sort of evidence-based services and getting them in for those visits if they’re not.


So if I had to pick one, I would land on that and Number 2 would probably be the really rich array of sort of what we call patient support services. I mean, historically I think they were called enabling services, you know, I don’t know what the word is now. Yes, but yes, so...
Jim Macrae:
Okay, that’s great. I think we can take maybe one or maybe two more questions if we squeeze it out. Operator?

Coordinator:
One more you’ll take?

Jim Macrae:
Two more.

Coordinator:
Two more. (Edward Kutcher), your line is open.

(Edward Kutcher):
Good afternoon. I just would like to ask when information comparative data that you spoke about will be available?
Jim Macrae:
Oh, the comparative data? We are in the process of finalizing the 2010 UDS data so that should be available probably sometime mid-summer is what we’re looking at so we definitely will make that available. In addition your 2009 data is available right now through the EHB system.

(Edward Kutcher):
One more question about it. What in the past years when you need a comparative analysis, you had something similar to the ranking and one all indicators where your center exactly is what type of percentile and for some reason it wasn’t done for the last couple of years. Will you kind of go back through it and rank each center?

Jim Macrae:
We’re not ranking each center per se. We are again ranking against the different clinical performance measures so you can see how you did for example on immunization rates as you compared to maybe control of diabetes to entry in prenatal care, all of those different measures. That’s how you see the data arrayed.
(Edward Kutcher):
Correct, correct, I mean for each indicator but not just for clinical indicators but also financial and all other indicators that are there.
Jim Macrae:
We have not done that for the other measures. You know, it’s something we can definitely look at but we haven’t gotten to that point yet.

(Edward Kutcher):
Thank you very much.
Jim Macrae:
Sure, thank you.

Coordinator:
Okay, and we have a question from (Jonathan Kennedy).
(Jonathan Kennedy):
Good afternoon. Just sort of a conflict comment. We’ve like many other health centers have had great opportunities to increase access over the last several years and in fact has increased access by over 100% for new patients.

That presents an inherent conflict with trying to provide the sorts of continuity and coordination of services that are core to the patients in a medical home and other initiatives and it would be really good to get better feedback and data on how to integrate new patients with comorbid diagnoses into our programs and how to sort of get them into the quality programs quickly.

Because of course new patients and quality improvement don’t always go hand-in-hand initially at least and looking at measurements on our patients who have been established for more than a year, we see great improvements in their care but of course when you’re increasing patient access year-versus-year which is a great thing also, there are some difficulties in terms of integrating those patient populations so that’s just a comment and a thought.

Jim Macrae:
No, it’s a very good thought. It’s something that actually we’ve been thinking about a great deal here. In fact, we actually hoped that through, you know, not a lot of resources but actually some of the resources that we provide this year that you’ll be able to have more of those kind of conversations about how do you actually address that from your systems to even, you know, how you organize the collection of data to practice within your particular setting so absolutely.


No, we recognize it. We haven’t quite figured out how to address it either because it is in some cases two competing goals but they’re both things that we want to achieve so...
(Jonathan Kennedy):
Well, and if I can just say, things that are not currently reimbursed under CMS Medicare and Medicaid stuff like case management or, you know, nutritional or diabetes counseling which is Medicare, those sorts of things and enabling health centers to provide staff and funding for those sorts of roles seems to be a critical component of it but I know right now dollars are tight and new access points are critical so...
Jim Macrae:
Yes, and actually to that end, one of the things that we’re going to be undertaking over the next several months and we may work with Debra and others is to actually do some more formal evaluations of the impact of enabling services.

We really do believe it’s one of the key aspects of our program but we haven’t done I would say enough of sort of formal evaluations of the impact and so that’s something that we want to see if we can figure out how to get at because we really do believe it’s one of the cornerstones of the program.

But we’re definitely in an environment where you need to show it and prove and so that’s something that we’re looking to explore over the next several years.

(Jonathan Kennedy):
It’s sort of hidden in UDS.
Jim Macrae:
Exactly, and we’ve got to figure out how to tease it out and get at it somehow.

(Jonathan Kennedy):
Yes, but I can say our patients and our providers, my gosh, they thank us all the time for the enabling services that we’re able to sustain through HRSA funding so I can say on that side, thank you so much.
Debra Gurevich:
Yes, well on the research side we can concur. This is a topic we would love to study and it’s not an easy one to get at but we have some ideas and agree. This is sort of the black box that has been really hard to get at and is so central to what you all do.
(Jonathan Kennedy):
Great, all right.
Lisa Wald:
Well, thank you all again for taking the time to join us for today’s call. I appreciate the participation in the discussion and hope that that will continue over time and to that end, my e-mail address is on Slide Number 43 and again we welcome your feedback and input as we think about kind of next steps on this path together and again, one last plug.

If you have a success story or even a cautionary tale that you think might help your colleagues in other health centers or PCAs, please do share it with me as well as your project officer. Thank you everyone and this concludes our call for today.
Coordinator:
Thank you for your participation. You may disconnect your lines at this time.

END
