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Operator:
Good afternoon.  My name is (Laura) and I will be your conference operator today.  All lines had been placed on mute to prevent any background noise.  After the speakers’ remarks, there will be a question and answer session.  At this time, in order to ask a question simply press star then the number one on your telephone keypad.  If you would like to would like to withdraw your question, press the pound key.  Thank you.  


I will now turn the call over to Caitlin Hungate.  Please go ahead.  

Caitlin Hungate:
Thank you.  And welcome, everyone for joining us for Addressing Primary Care, Sustaining Your Clinic While Improving Community Health presented by Tara Melinkovich at JSI Research and Training Institute and Sarah Vaine from Summit Community Care Clinic.  


My name is Caitlin Hungate.  And I am from the National Training Center for Management and Systems Improvement funded by the Department of Health and Human Services Office of Population Affairs.  The National Training Center for Management and Systems Improvement is committed to assisting Title 10 clinics to respond to today's massively changing healthcare landscape.  


We will begin shortly with the presentation.  Please be aware that there will be several opportunities to ask questions of the presenters.  You may ask questions via the phone line by pressing star one or by chatting your questions in via WebEx.  If you have a question that is not addressed, we encourage you to contact me, Caitlin Hungate, at the National Training Center for Management and Systems Improvement, chungate@jsi.com and I will direct your questions to the presenters.  


The presentation material from transcript will be posted on the National Training Center's website, www.spntc.org within a few weeks.  After the webinar, you will receive an e-mail with the link to an online evaluation.  Please complete the evaluation by Tuesday, May 28.  


I would like to begin today's webinar by introducing our presenters, Tara Melinkovich and Sarah Vaine.  Tara Melinkovich has spoken to a professional career on health improvement to a community and partnership development.  Prior to joining JSI Research and Training Institute, Ms. Melinkovich was the family planning sustainability coordinator for the Colorado Department of Public Health and Environment where she facilitated training activities to asses Title 10 sub-recipient agencies in preparing for healthcare reform.  She holds a Masters of Public Health from the University of Washington with the focus on community health services.  


Sarah Vaine has been the chief executive officer of Summit Community Care Clinic since 2008.  As the executive director, Ms. Vaine oversaw the transition to an integrated care model including family planning and primary care services.  Ms. Vaine is passionate about serving medically underserved and creating equal access to healthcare for individuals and families.  


The intended audience for this webinar is Title 10 agencies contemplating entering into partnership with primary care and/or agencies that are pursuing partnerships with primary care.  The purpose of today's webinar is to cover a roadmap of partnership between Title 10 agencies and primary care.  


Ms. Melinkovich at JSI will discuss the value of primary care in Title 10 settings.  The value that Title 10 agencies bring to primary care and types of partnership agreement for Title 10 agencies to address primary care.  We will then hear from Sarah Vaine at Summit Community Care Clinic in Frisco, Colorado.  A Title 10 agency with family planning services are fully integrated within primary care.  


Let's hear from our presenters now.  First, please welcome Tara Melinkovich.  

Tara Melinkovich:
Thanks, Caitlin.  Thanks everybody for joining us today to talk about partnering with primary care.  I would like to begin by discussing why we should address primary care.  The success of the Affordable Care Act will depend largely on the success of primary care in transforming the service delivery system.  The patient centered medical home was significantly endorsed and support in the Affordable Care Act as part of the transformation.  


Linkage to this hub of service delivery are essential to participating in this new service delivery model.  So, what are some other benefit for Title 10 patients and providers?  


First, increase access.  In the case of some provider types such as federally qualified health centers and rural health centers, you have a shared target market including people who are often disenfranchised from the healthcare system.  


Second, you have the opportunity to provide comprehensive services.  Patient to access family planning and primary care services that are integrated can receive a full array of primary healthcare at one site.  An integrated approach also makes one-stop-shopping possible.  Giving patients the convenience of being able to obtain all their care in one place possibly even in one visit.  However, as you already know some patients may not want to access services where they might be seen by relatives, friends or neighbors.  So keep your community in mind when you consider how to partner with primary care.  


And lastly, you can leverage resources.  Partnering with primary care may allow you to share resources such as those for enrollment, patient engagement, training, outreach activities and patient education, and marketing materials just to name a few.  And depending on the partnership, you may also be able to leverage overhead expenses.  


So, what are the benefits of partnering with and potentially integrating with primary care?  First, increase access to services such as primary behavioral and oral healthcare.  Pharmacy services or case management and wrap around services.  Second, the ability to offer comprehensive services as seen through integrated healthcare for the whole family at every life stage.  


There are additional resources to be leveraged when partnering and integrating specifically with a federally qualified health center.  It may be easier to meet the Medicaid threshold for meaningful use.  You could access Federal Torts Claim Act coverage, malpractice insurance provided by the federal government for a certain provider entities.  


You could more easily recruit provider specifically from the national service (core).  You could have access to funding opportunities to assist with quality improvement, outreach and enrollment and infrastructure support such as implementing electronic health record system.  You may also get better reimbursement rates by being part of the federally qualified health center.  All of this in addition to offering more comprehensive care to your clients.  


So in addition to federally qualified health center, here are some other potential primary care partnership.  Think about primary care residency program, private practices, critical access hospitals, rural health centers, school based health center, university-based health centers, tribal health centers and even correctional facility-based providers.  


So it's good to start by considering what you bring to a primary care partnership.  Frame your value in the context of what the partner needs most.  So what does the partner needs most?  


First, Title 10 can offer additional capacity to serve patients in need of reproductive health services.  Dan Hawkins, the senior vice-president of Policy and Research at National Association of Community Health Centers noted that even as the health law expands access to help coverage with Medicaid, those patients could still be left without easy access to primary care.  Title 10 can provide more capacity for a primary care provider.  


Second, Title 10 agencies are great on quality.  This is something we know.  This slide depicts the three elements of the Triple Aim and where Title 10 place a role in each element.  The Triple Aim is the framework developed by the institute for healthcare improvement that describes an approach to optimizing health system performance by simultaneously addressing the following.  Reducing the per capita cost of healthcare, improving the health of population, improving the patient experience of care including quality and satisfaction.  


As I said, Title 10 have a great deal to offer in this area.  And it is useful to frame your quality strength as related to the Triple Aim.  You already have a low cost for patient.  And we all know effective family planning saves money because unintended births are expensive.  


Additionally, some provider such as federally qualified health centers and rural health centers already get 340B Drug pricing.  But other types of primary care providers may not.  You bring this potential cost savings to the partnership.  


We know that effective family planning improves population health.  Additionally, you are the gateway to hard to reach population.  And have strong performance on key quality measures that are important to potential partners.  


The quality measures outlined in the second column are some common measures payers are holding primary care accountable to such as cervical cancer screening and Chlamydia screening.  Title 10 can help primary care providers meet these measures.  Title 10 also have a great history meeting the needs of their patients including offering of broad range of effective method being a gateway to other services and using evident-based medicine.  


These are areas that Title 10 already has a really great job at and what we need to do is to grow how to shape it and communicate it in ways that matter to potential partners.  


So we have talked a bit about the potential for partnerships and the value you bring to the table.  I would like to now open it up for questions about anything we have discussed so far.  Feel free to chat your questions in to the chat section on WebEx which is right down in the right hand corner of your screen, and we would be happy to address any of your question.  

Caitlin Hungate:
Tara, this question is for you.  How do I sell myself to a federally qualified health center?  

Tara Melinkovich:
Well, I think it goes back to that last slide about the Triple Aim.  Doing some research on what matters to that specific federally qualified health center not just FQHDs in general.  What are they working on?  Where are they struggling?  What do you have to offer?  And how can you shape that to show your benefit?  And then also, think about what are the benefits for you because you do want your partnership to be mutually beneficial.  

Caitlin Hungate:
Great.  Here is another question, Tara.  How can we be sure that the patients we referred to are satisfied with the care they get there?  

Tara Melinkovich:
That’s a good question.  I think you would start by building off of your current patient satisfaction measures like how are you measuring that right now.  And then, look at what the partnership is that you are developing specifically.  And then you want to address that in the agreement that you developed with your partner.  And that’s something that we are going to go into more detail a little bit later is how to create agreements that creates successful partnerships.  

Caitlin Hungate:
OK.  Here is another one.  When you say partner, are you suggesting becoming a part of the FQHC or developing an MOU of some sort for search and services?  

Tara Melinkovich:
That’s an excellent question.  Both of those would be considered partnership.  And we are going to talk a little bit later about the different types of partnership and what would work best for your agency.  We will shape kind of what you do and how you move forward.  


OK.  So it sounds like we have got most of the question, all of the questions that have come through so far.  So I'm going to move on to some more content and then we will have time for more questions.  


So, now you know about some of the potential partners and you know the value that you bring to the table.  Now let's get started about getting ready to partner.  I'm going to walk you through a couple of questions that you want to ask yourself as we get started.  


First, identify if there is a market need.  Is there a demand for services and willing primary care practices?  What is the competition out there?  What are all the primary care practices in your community?  What are they currently doing?  Is there a presence of an accountable care organization or a similar integrated health system that your clinic is not currently a part of?  


Secondly, look at leadership.  And not just your leadership but leadership internally and with the potential partner agency.  Is there a political will?  Our clinic leadership on both ends willing to compromise and enter into a partnership.  


Lastly, looking to organizational issues.  Is there staff willingness to put in the effort?  There could be a change of pace and more work.  Are they ready to do this?  Think about the new trainings that may need to occur to get your staff ready.  


Would the internal system or infrastructure support the necessary changes?  Think about your HR system, your billing system, your EHR, do you have an EHR?  Do you need an EHR?  And think about your current quality measure systems just like that current patient satisfaction system that you have.  


What will your physical (phase) allow?  What is geographic density located in your primary care network?  And are there transportation consideration between your clinic and that primary care network?  


So we have talked a bit about how to position your agency and communicate your value to potential partner.  Now, let's get started with developing partnership agreement.  


So partnership agreements can both be informal or formal.  Both types are beneficial however it may benefit your agency to consider pursuing more formal referral agreement.  Although these distinctions are not always the case.  In general, informal agreements are often characterize as being based on history.  We often hear people say, “Well we are doing at this way because we have always done it this way.”  There is often nothing in writing and there is no financial agreement.  


Formal agreements are often characterize as being based on mutual benefit and are clearly identified in writing.  So those benefits are clearly identified in writing.  


So the benefit of an informal partnership include low effort, flexibility and low commitment.  However, the challenges include possibly constituting a binding agreement and there is no system for accountability.  


The benefit of a formal partnership include consistency, accountability.  And an informal agreement is often not enough to demonstrate compliance with the specific funding requirements.  However, the challenges include requiring effort, sometimes a lot of effort.  And they may not allow – they may not always be equally beneficial for each partner.  


So our focus today is on formal partnership agreements.  Agreements in writing often reviewed by legal expert, finding agreements that have risk associated with non-compliance because we have found that formal agreement are more effective in creating a sustainable partnership.  


So this slide shows a continuum of the types of partnership agreement we will cover today.  Beginning with the most basic, a referral agreement and moving along in complexity.  The ultimate goal maybe full integration.  However, the focus of today's webinar is not full integration.  We will address that in the future webinars.  


However, you will hear from Sarah later on her experience moving along this continuum.  Although there is a broad range of partnership model, we will specifically address referral agreements, co-location agreement and purchase of services agreements.  The following content was adopted for Title 10 from a document developed by the National Council for Community Behavioral Healthcare with the law firm of Feldesman Tucker Leifer Fidell.  This information does not replace and it's not a substitute for legal advice from qualified legal counsel, which I am not.  


Let's talk about the components of an effective partnership agreement.  The following checklist outlines the details you will need to work through with the potential partner to insure the partnership is sustainable and mutually beneficial.  These checklist elements should be included in all formal agreements no matter what the partnership.  So that goes back to the question earlier, is this an MOU or is this full integration?  Right now, it doesn’t matter.  Think about all of these steps.  


First, as an overall role, make sure your agreement is written in clear and unambiguous language.  Be specific about the roles and the expectations.  


So now, into the detail.  First, who owns the patient?  Specifically who is referring or purchasing a service?  Who is responsible for billing and collection?  


Second, who is responsible for staff oversight?  What are the accountability mechanisms (in lines) of authority?  And remember to think about liability.  


Make sure there is a provision on dispute resolution.  So, what are you going to do if you feel your partner is not holding up their end of the deal?  This should be in the agreement so it doesn’t become a problem down the line.  And is it also clear that accessing a referral or a service is voluntary.  


Additionally, all partnership agreements must address compliance not only federal state and local laws but also licensure agreements.  The requirements, accounting principles, any policies or procedures that you think are particularly important as well as credentialing and privileging requirements.  


So here is an example, what rules and regulations do you need to comply with to allow a primary care doc to provide primary care services to your clients in your clinic two days a week?  Are there licensure requirements?  Do you have to think about adopting your accounting system?  So these are the kinds of questions you want to think about as you are brainstorming and developing this agreement.  


So, let's stop and take some time for some questions about any of the stuff that we’ve talked about up to this point.  

Caitlin Hungate:
OK.  Tara, here is one for you.  Can you further expand on how an informal partnerships can constitute of binding agreement?  

Tara Melinkovich:
That’s a great question.  So some state, not all states but some states consider informal operating verbal agreements as binding.  Again, I'm not a legal expert but I like to think of it as like common-law marriage.  Some states consider people married and to have joint property after a certain amount of years, so that’s kind of my take on it.

Caitlin Hungate:
Great.  Here is another one, Tara.  There are a lot of questions and factors to consider to know if my organization is ready to partner.  If our agency is not able to answer all of these questions that you have identified, how do you suggest we proceed?  

Tara Melinkovich:
That’s a great question and we talked a little bit about what you want to think about within your organization.  But it's really important to assess in a detailed manner your organizational readiness.  And this is not just one individual, the person that happens to be on this webinar doing that assessment.  It's the leadership team, there should be someone directing this and it should include a lot of people that decides that this change is going to happen.  

Caitlin Hungate:
OK.  Here is another one for Ms. Tara.  Where can we access more detailed information on what would be required to have a primary care provider a couple of days – a couple of days a week in terms of licensing, credentialing, accounting system changes?  

Tara Melinkovich:
That’s a great question.  I think I might (punt) that one to (Ann), do you have any thoughts on that?

(Ann Loeffler):
Right.  This is (Ann Loeffler) at the management systems and improvement training center.  You know, we are going through what we think the elements are to include in an agreement and think about their questions that you need to work through on your own as an organization to answer those questions.  We are also going to hear from someone later who is kind of ask herself those questions so we think that hearing from peers on how they work through the issues is really valuable.  And then ultimately consulting a legal expert to make sure that you've crossed all your t’s and dotted your i’s.  Thanks, (Ann).  

Caitlin Hungate:
Any other questions?  

Tara Melinkovich:
No, not right now.  OK, so we are going to move on again …

Sarah Vaine:
Tara?  

Tara Melinkovich:
Yes?  

Sarah Vaine:
I'm sorry.  This is Sarah Vaine.  

Tara Melinkovich:
Yes.  

Sarah Vaine:
If I can just add one quick saying about what to include in agreements?  

Tara Melinkovich:
Please do.  

Sarah Vaine:
OK.  So one thing I always include, and we have more agreements and I would like still at this point even though I would consider as fully integrated is an exit strategy.  So certainly putting a links, a time links at what should we re-look at or reconsider the Memorandum of Understanding or the agreement.  And then a clause about what it takes to get out of it if it's not working successfully for all the partners involved.  So those are – everyone of our agreements have very clear in language about how to dissolve that agreement if it's not – if it's not mutually beneficial.  

Tara Melinkovich:
Great.  Thank you, Sarah.  So let's move on really quickly look back at our continuum.  We are now going to go into further detail about what you should include specifically in relation to referral agreements, co-location agreements and purchase of services agreement.  


So, a referral agreement is where a provider agrees to offer care to another provider's patient for a specific reason.  There is no change in location and no purchase of services.  Each party is only accountable for the services, it directly offers to a patient.  Referral agreement can be a really nice starting point for a more collaborative model giving both parties the opportunity to evaluate partnerships prior to implementing a co-location or a purchase of services agreement.  And your exit strategy might be a little easier so (inaudible) for all agreements.  


So on top of all the other elements we discussed, you now need to make sure that the agreement maps out the referral process.  There needs to be specific policies and procedures for patient tracking, follow up and continuity of care.  There needs to be a delineation of customer service responsibilities for each partner.  Overall, you need to think about your patient experience which Title 10 is really great at doing.  


How do you ensure that your patient can effectively navigate this referral?  What are the elements that will make it as seamless as possible for the patient?  And although you are engaging in a referral agreement, there is no obligation to refer.  And the patient is not required to see their referred provider.  This needs to be worked into your agreement.  


So, on to co-location agreement.  Similar to referral model, a co-location agreement is a partnership where a provider agrees to treat patients who are referred to it by another provider.  Maintaining its own practice and control over the provision of the referral services.  And it is legally and financially responsible for the referral services.  


However, unlike the referral model, the provider offers the referral services in the physical location of the referring entity.  So for example, a Title 10 provider is physically located in and provides family planning services to a federally qualified health center patient at a federally qualified health centers existing site.  Or another example is you as a Title 10 provider allow a primary care residency program to flow through your clinic.  


In addition to all the other elements we have just discussed, co-location agreements must outline a schedule of describing the days and hours that the referral provider will be providing services at the referral entities site.  Co-location agreements also needs to address space, utilities, equipment, supplies and support staff.  Make sure there is a delineation of each partner, service and staff.  What are you going to do if the partner wants to put a permanent sign in your clinic living room?  These are the types of details you want to start thinking through and address in your agreement.  


So, moving along our continuum, let's discuss purchase of services agreements.  Under the purchase of services agreement, one provider or the purchaser contracts with another provider, the vendor to furnish services, provide services to the purchaser's patient on behalf of the purchaser who will be served at either the purchaser or the vendor's facility.  So that sounds (jargony).  


Here is an example.  A primary care provider who offers family planning services contracts with a Title 10 provider to offer technical assistant and consult on his complicated family planning cases.  So things (he) deals like he has no idea what he is doing.  He has a contract with you, he’s purchased your service so that you can call and help with those cases.  


So in addition to the elements we have already discussed with a purchases of services of agreement, you want to first make sure you are complying with any of your agencies procurement rules and addressing specific requirement such as (full sourcing) rule.  Also, make sure this fits within the scope of your project as well as the use of federal fund.  Make sure your agreement includes a time frame, a process for billing and payment as well as your compensation structure.  


Make sure to address how you will be compliance with rules and regulation.  How will you ensure confidentialities for your Title 10 patients in this new setting?  Consider your Title 10 regulations and how to write an agreement that ensures you will remain compliance.  


So I know we have covered a lot of details in this last few slide, but these are elements we believe are essential to ensuring your partnership is sustainable and mutually beneficial.  


I would like to now open it up one more time for question before we hear from Sarah about her underground experience of moving along this continuum.  And I think Sarah is also going to be able to provide us of some really useful tool than hence related to this as she talk.  

Caitlin Hungate:
Great.  Tara, here is a question from the chat.  Can you say more about how to change insurance contract from family planning to primary care?  Secondly, what kind of financial projection is needed in a business plan?  

Tara Melinkovich:
That’s interesting.  So let's go back to the first one, insurance contract, so you are that – I feel like that would go into figuring out who is (responsible) for paying and who owns the patient.  So you wouldn’t have to change your contract per say, I don’t think.  But you would have to really delineate the policy on who is billing for the service and who you are billing.  And what was the second part?  

Caitlin Hungate:
What kind of financial projection is needed with business plan?  

Tara Melinkovich:
In the business plan, so I'm assuming that – I'm trying to think about what the business plan would be.  But you want to look at your payer mix and how that plays into who you want to partner with, that’s what I'm thinking your reference for business plan.  


So as you are looking at the community and who you are going to be partnering with, who is you payer mix?  How will that work with the potential partner?  And your cost, I mean you really want to think about your cost too.  So that’s why it's good to know how to do a really effective cost analysis, knowing what your cost are and going into all of that is a whole another story but I will leave it at that.  

Caitlin Hungate:
Great.  If there are any question, please feel free to press star one and we will also open up the phone lines for questions as well.  

Tara Melinkovich:
OK.  So if there aren’t any additional question, I would love to hand it over to Sarah.  I'm excited to hear from her.  And before we do, let's hear from Sarah about what elements she would like – she would recommend including in a business plan to address that last question.  Thanks.  

Sarah Vaine:
Sure.  I just sent (Ann) a message because when I talked about how we went from being a community funded safety net clinic and to becoming an (FQHC look-alike, business planning and doing projections for financials was a huge part of that process.  So we did look the payer mix.  We looked at sort of what were the demographics of our community, what percentage of our patients were uninsured, what percentage of those patients fell at different levels of the poverty level?  Which patients were eligible and on Medicaid and Medicare?  What were fee for service reimbursement rates for those payer sources?  What percentage of our patients had commercial insurance?  


And then we have to make some guesses not just about that payer mix but what portion of the market share we might expect to take on.  So, you know, a pro-forma or a business plan is a projection which is the fancy word for guessing.  But there is some education behind that that you get yourself.  But you are still making some educated guesses.  


And then additionally, we looked at, you know, what additional requirements will we have to meet?  For instance, to go from serving just on insured to Medicaid patients.  Well, Medicaid requires that you have providers available 24 hours a day.  How are we going to meet that requirement?  What will be that additional cost?  And what additional revenue will we have to bring to cover that cost?  


So the planning process for us was significant.  I would say 18 months to two years from when we have started discussing submitting an application to actually submitting the application.  And it's been really interesting because much of that work in terms of those projections have really come out to be true.  And so, while there were guessing involved, we gathered enough information that most of those guesses were fairly accurate.  


So anyway, if people have towards the end if you have more questions about the business plan or the pro-forma, we did all that work and use that to also secure funding to give us some time to go through the transition.  So we took that planning process and went to foundations and said, "Here is what we predict will happen over the next year to three year.  And here is where we need your help to fill in this whole while we make this transition."  


So if anybody have question about that process, I'm happy to talk about that.  

(Ann Loeffler):
This is (Ann) at the training center.  I just wanted to jump in and mention that, you know, for this webinar we wanted to have Sarah come on because she really have gone through each kind of partnership which eventually lead to her integrated model.  We weren’t planning to cover integration and how you become FQHC.  But, you know, if you wouldn’t mind, everyone on this call and who is online if you could just chat yes, if that’s something that you think would be valuable to you, how you go through that process that certainly content we could cover in the future?  

Sarah Vaine:
And (Ann), I have a little bit of that in here already so I will definitely talk about some of the other steps that we took to prepare.  But then, if people have more specific questions I can address those.  

(Ann Loeffler):
Great.  Thanks, Sarah.  

Sarah Vaine:
My pleasure.  Thanks so much for inviting me to part of this webinar.  I would certainly consider us having learned a lot through the 20 years that we have been in business.  And so, rather than being experts in this process I can just say that we have a lot to share in terms of mistakes that we have made and things that we have learned along the way.  So I'm happy to contribute what I can.  


Just to give you a sense of who we are.  Summit Community Care clinic is located in what we call a rural resort area.  And so, we were trying to think of – we thought of a story for how our patients live in our community because we are perceived as being affluent and well off community.  People come – we’re a tourist destination so people come from all over the world to come visit.  There is a significant number of extremely wealthy second home owners which really drives up the cost of living in our area.  


So when you go into our community, there is this picture of great affluence in wealth.  And what I imagine is our community, the people who live here and work here sort of being like (at less) holding up this masses resort area through all of the hard work that they are doing as resort workers in the community.  So the majority of jobs, over 60 percent of the jobs in our community are very low wage, service industry jobs.  Most people are working two or three jobs.  And most of those jobs don’t provide benefits for people.  


And so, while there is great affluence that’s juxtaposed to pretty significant poverty and lack of resources for certain segments of the community.  So we received the designation quite some time ago as a medically underserved population which is different than in medically underserved area.  So a medically underserved area gets you some of those benefits that Tara was referring to like a health professional shortage area designation where you can get loan repayment.  And what that means is you don’t have enough doctors in your area to serve the number of people.  


Well, that is not our issue.  It never has been our issue.  We have plenty of doctors per the number of people in the area but not enough that we will see poor uninsured folks.  So we received the designation as an – a medically underserved population because we have one of the highest percentages of an uninsured low income people in the state of Colorado.  So that’s just to sort of give you a visual of where the clinic is located.  


We currently have one main clinic in one town in Summit County called Frisco.  We served right around 5,000 unduplicated patients for about 14,000 to 15,000 visits a year.  And then in addition to that, we have four school-based health centers.  All of that came from public health family planning department. 


So the very first primary care services that were offered was, this will be our 20th anniversary of that event.  So that started in 1993.  But prior to that, it has been our local county public health department that was a Title 10 funded clinic and did reproductive health and family planning services for people in the community.  And was also doing that reproductive health work in our local high school.  


So 20 years ago, that’s where we started.  And now, we have grown into what feels like this pretty large organization.  So all of the steps that Tara talked about, we have experienced those.  Some have gone really well.  Others have not gone as well.  So I'm just going to go through that process with you.  


So the very beginning, we had as I said a nursing and public health family planning department.  There was a local family physician who had a lot of contact with the public health department and knew the – it was a much smaller town back then, knew the director public health very well.  And he wrote a letter to our county commissioners saying, there is a lot of people trying to come to my practice who don't have insurance or any money but really need to have some kind of primary care services.  


So I think this is a problem.  I think we need to band together as physicians and look at this issue.  So we were very lucky and that initially the primary care provider came to us and said, "Can we use your facility as a way to be able to volunteer so that we feel like we are addressing this population and not turning them away."  But we are not taking on the whole group.  


So we had two evenings a week volunteer physicians starting in our clinic.  They see people first come, first serve.  And that’s how the initial arrangement occurred.  So that was very much, I guess it was a co-location partnership that was all volunteer.  So we've gone back and forth between co-location referral and purchase of services.  So I will definitely go through that with people.  


So once those services became available, the need just became very apparent.  And so then we finally had one staff person or a public health person who wrote a grant.  We got the first grant in about 94 to pay for a little bit of time for another staff person to write more grants.  And gradually we are able to get some funding to actually hire a medical director who worked part-time.  


So all of this progressed, we were doing co-located services but there were lots of referrals happening too.  So for most of you in your entities, there is constantly referral, (loose) in more formal referral arrangements that are occurring.  So you are referring to mental health folks.  So you are referring to specialists, if someone needs imaging or something besides what you can offer in your clinic, that’s a very common piece.  


So what we found with each of these with referral partnerships and co-location partnerships and purchase of services is that the truth is that each of those steps helps to improve or increase access for your patients.  So all of that is great.  


There is an awkwardness to it.  So we are fully integrated at this point, and there is certainly still challenges that we have.  And I will get to those later.  But as far as getting the patient's needs met, it's the least awkward of the arrangements that have been described today.  


So with referrals, I mean somebody asked a question, how do we get feedback from our patients about whether the service they have provided was good or not?  In my experience has been that people are not shy.  And if we refer to somebody and they don’t have a good experience, we typically really hear about that.  But that was an important question because I think you want to have trust between the partners.  


One of the ways that we have been able to maximize that is by having co-staff meetings with our greatest referral partners.  So for instance, we do mental health here in the clinic.  But there is a community mental health center that does higher acuity and more significant mental health referrals.  We meet with them twice a month.  We have releases for patients that are shared.  We talked about process and systems, and that really helps improve the trust between the two organizations so that those referrals go smoothly.  


I think we have started with informal partnerships and moved to more formal partnerships.  And going from informal to formal can definitely cause tension.  So very often, it is based on relationships.  I know the executive director of this organization, we work well together.  We are going to come up with this plan to refer patients.  And the problem is that there is turn over and those personalities changed, then all of that agreement that was in place falls apart to the detriment of the patients.  


So moving from informal to formal helps improves sustainability for services when those personality is changed.  But it can be stressful.  So we had an example of that in our school-based health centers where it was very loose.  People kind of ran the show a certain way.  And with our FQHC designation, we really had to overlay a lot more policies and procedures, and regulations than we have had in the past.  And while that caused tension, I can look back now and say that I truly believe it’s improved the quality of the service that we are providing and it's improve the patient's experience even though there were stressed amongst the people on the ground providing the services.  


So in terms of co-location, one of the biggest issues that we found is there is still sort of us versus them.  There is a differentiation between your staff and the other entity’s staff and that can cause some difficulties.  It's convenient for the patients, so the patients can get the same services in the same place but it's not truly integrated.  


So an example that one of my nurses gave to me when I was talking to them about this webinar is that when we had the volunteer, medical providers coming in to the family planning clinic, they would handle the chest pain and then they would refer back to the nurse for birth control.  And so, even though they are sitting in the same office, they come in and make one appointment for diabetes and the other appointment for birth control.  And it wasn’t – it was not integrated at all.  It was still this back and forth referral system which does not make sense to the patient.  


So I think if a patient needs to go to another building for a service, it almost makes more sense than to say, "You have to make another appointment to get your birth control refilled."  And that’s one of the biggest driving forces for us around the integration of our services.  So it wasn’t very smooth for patients with the co-location.  And supervision is challenging.  


So if you have someone, let's use behavioral health as an example.  Let's say you have a mental health worker who is working in your clinic and providing services, if there is an issue with that employee, the person who is on the ground isn’t really in a position to be supervising or redirecting that person because their supervisor is at another entity.  So that causes some awkwardness.  And also in the team dynamic, it just feels different when the person works for someone else than if you are all working for the same entity.  


There is also additional layers of paper works.  So each entity has their own deliverables that they have to meet.  They each have their own requirements.  And so, whenever you are dealing with patients there is that added layer of bureaucracy and paperwork.  


As far as purchase of services, we have done that quite a bit through the years.  And I think the best examples of those have been with school-based health.  And also with some of our long-acting birth control methods.  So with school-based health, we were, until the last year and a half or so we did not do any billing.  We only saw uninsured patients.  So weren’t in network with any insurance companies.  We didn’t bill for Medicaid other than what was required through the Title 10 stuff but we didn’t do billing for primary care services.  And then, we didn’t have an electronic health record.  


So we partnered with another private practice, primary care practice.  We paid them grant money to cover a lot of the expenses and they did the billing of insurance and provided some of those other pieces for us.  


There were benefits to that.  I think the services that the students could access and their families became more robust.  But there were definitely problems with the partnership as well.  And so that ended up dissolving because there wasn’t the same, the accountability and the transparency that was needed around billing.  


Another example is with what's called the Colorado Family Planning initiative which is money that came into Colorado to fund longer active birth control methods such as (inaudible) and vasectomies which were things that either our staff weren’t able to do or didn’t feel comfortable doing.  So we would – I see they are trying to talk to me, I'm ignoring them.  Sorry.  


So we would pay this other practice, an obstetrics practice to do some of these, and a primary care practice to do some of these longer acting method for us.  And they were then, in terms of the value that brought to their patients, they were able to offer some of their patients who had lesser income access to the state program.  And they were paid at better than Medicaid rate to provide the service.  So that was really an example of a win-win for them and for us, and for our patients.  


So then we move in full integration.  I love doing this presentations because I will put a list of bullets up.  And it makes it all look so easy like, well first we just implement an electronic health record.  Then we started billing Medicaid and offered services access 24 hours a day.  So you have these bullet points as if it was so easy to do when really it's been rather painful the process.  


So we are now at the end of the (era) where in terms of full integration.  And I believe (Ann) would like me to talk about sort of how we made the decision to go from community funded safety net to FQHC look-alike.  


First, before we went through that process, we went from public health and decided to become our own 501(c)(3).  And that was really the result of public health still had all of the work that they needed to do.  And this other aspect to that, this clinic that was seeing primary care patients just continued to grow and grow, and grow.  So the number of patients that we were seeing expanded, utilization was very high and we felt like we needed our own 501(c)(3) in order to really get additional funding.  And support those primary care services as separate from public health.  


And at that point, when that separation occurred, it just seem natural to us that we would take family planning with us.  And so that instead of public health remaining the Title 10 clinic, the new 501(c)(3) would offer primary care and family planning because separating out those services just seemed ridiculous to us at this point.  We had seen how that worked.  We had seen how challenging it was for our patients.  And we really wanted to do a better job of integrating that care.  


The other reason is that people were coming in for primary care issues that were really way out of scope of public health, and the family planning nurses there.  So if they are primarily coming in for diabetes, it wasn’t really – it was some mission drift for public health to be dealing with those.  


I'm sorry to interrupt but there is questions coming through.  Am I supposed to answer that as I go or do I wait until the question and answer period?  

Caitlin Hungate:
We will address them during the question and answer period.  Thanks, Sarah.  

Sarah Vaine:
So I see all these questions I feel badly like I'm ignoring them.  So anyway, that was the decision to move from public health to 501(c)(3).  And that occurred in 2004, so nine years after we started offering our initial services.  And they went – then we went for quite a period of time just as what we called a community funded safety net clinic.  


So in that respect, again we were seeing only low income uninsured patients or underinsured.  So if they have met the income threshold but they had a deductible, insurance with the deductible of higher than $2,000 then we would consider them underinsured.  And they could come see us on our sliding fee scale.  


So after quite a few years with that, a number of things occurred that made us look at the FQHC look-alike.  First was that our funders were telling us we needed to do that.  So here we had a non-profit.  Every year our budget grew.  Every year our services were being utilized more and more by more patients, sometimes as many as 20 percent more patients and visits than the year before.  And yet the funding sources that we had to go to were not changing or they were diminishing.  


And so we knew that we, in order to sustain our clinic, we were going to have to change our approach and do something to collect money from people other than individual donors and foundations.  The other reason we looked at it is we had enough information about the Affordable Care Act to know than a significant number of our patients beginning January of next year would move from being uninsured low income to being eligible for Medicaid.  And we did not feel it was right to kick them out of their medical home because we were unwilling to look at change in our own organization.  


So those were some of the primary reasons.  It was very clear to me that I was very resistant to the idea personally of becoming an FQHC look-alike.  It's so very overwhelming.  I think it's so overwhelming to our board.  And I sort of started the exploration process trying to build the case about why we couldn’t do it.  So I felt like I needed to say, you know, everybody is pressuring us to do all these different things so I'm going to really show them why this won't work.  And the further, I went along in the exploration the more I learned, and the more that I believe that it was probably the best option for us to serve our patients properly and to sustain the work that our organization was doing.  


But one of the things we have to do is look at all the options.  And one option was, will our services really be needed once the Affordable Care Act goes into effect?  And so, we spent a fair amount of time as a non-profit talking about sure the staff likes their jobs and we all believe in our mission, but will we really be necessary if there is, if everyone or almost everyone is attached to a third party payer after the ACA.  


So we had a lot of conversations with other entities in the community, with our local hospital, with our county commissioners and post that question.  You know, do you feel that there will be a place for us after that?  And I think organizations need to look at that and really think about, are you torturing yourself over these partnerships because you want to maintain your organization?  And if so, will it be relevant?  And if it's still relevant if there is duplication of services in your area?  So we looked at that pretty significantly.  


The other thing we did is as I said we kind of did a little dog and pony show, and went around.  We went to our mayors, managers and commissioners meeting talked about what the process would look like, talked about the benefits that we thought it would bring to the entire community in terms of recruiting more providers through loan repayment, lower cost services and savings.  Our county government gives us a significant amount of money and also pays for our space.  And we truly believe this will lead us to less dependence on local tax payers, and Summit County government, so we talked about that.  


We spent a lot of time local, private practices and the hospital.  And not all of those conversations were positive and encouraging.  There was definitely a sense that this was a threatening move on our part towards other practitioners in that area and we have to really work through that, and are continuing to work through that.  So it wasn’t that all these conversations were positive but they needed to occur because we wanted to make this transition with a lot of transparency in the community.  


So I think those are the main reasons why we took the (path) and that worked.  Again, a lot of planning went in to this in terms of looking what the requirements would be assigning at dollar amount to those and determining where we would get the funding because you have to make the changes before the money comes in.  How do you make that transition?  And where do you get that money to change your infrastructure so that you are compliant before your revenue is coming in.  So we are still struggling with that.  


We went from being a pretty healthy, very healthy, financially healthy, non-profit with about six months cash reserves and an endowment and no debt to – at this point struggling with our cash flow, tapping in a little bit to our endowment, we still are debt free.  But we are about halfway through the process in the pro forma where we predicted that we would have – I will look at – (man), I'm not doing a good job with my sites.  (Ann) is going to fire me, sorry.  So we are still struggling financially with that decision.  But we do see progress and benefits that’s coming from that.  


So yes, so 2006, how does this collaboration changed our clinic?  I believe that our services have improved dramatically.  In terms of the Triple Aim, all the efforts that we have made, Tara referenced the Triple Aim which my simplistic explanation of that is that you are improving your patient's health, you are improving your – their perception of the care that they are receiving and simultaneously lowering your cost or keeping your cost low.  And all of these integration has led us towards that Triple Aim, and we are still focused on that.  


So, (Ann), do you want to pause for questions?  

(Ann Loeffler):
Yes.  Thank you, Sarah.  We have a few coming in through the chat.  

Caitlin Hungate:
So Sarah, here is one from the chat.  How did you go about obtaining your MUP designation, your MUPs designation?  

Sarah Vaine:
So the MUP designation, we actually got a special, I forgot what they are called like an allowance from the governor where they – he designate …

Caitlin Hungate:
Governor's exception.

Sarah Vaine:
… governor's exception, thank you, where the governor looked at our – at the evidence that we had submitted about the percentage of people that were uninsured in our community, and he made a governor's exception.  I think there should be, I would think that there is instruction on like the HRSA website to look at how to become an MUP or an MUA.  Do you know about that, (Ann)?  It's been so long …

(Ann Loeffler):
Yes, we actually just – we chatted a link that gives details about where to find information about medically underserved populations and medically underserved areas.  And if you want additional information specific to your state, you can contact your primary care office.  

Sarah Vaine:
And the MUP really helped us.  If we haven’t had that already, it would have been a much longer road to – it helped us in writing grants and obtaining funding to be able to reference that especially because of the perception of our community as being so affluent.  And then also when we applied for the look-alike status that was – it was a significant piece for us.  

Caitlin Hungate:
Great.  Sarah, here is another question that’s about co-located services being offered for clients.  Was there a shared scheduling practice?  For example, any client calling only for family planning at the primary care clinic was scheduled at the Title 10 clinic.  This individual is curious if we’re either co-location or purchased services, if there was a shared scheduling so the client only called one place to schedule for either clinic based on whatever services were needed.  

Sarah Vaine:
For co-location, they always called our main clinic because we had other providers coming to us.  So we haven’t been in a situation where our providers, say our public health nurses or Title 10 experts have gone out into other entities.  We've always had the situation where other people come, other providers or specialist come to us.  So with the co-located services, there has been shared scheduling with our front desk people.  


With the purchased services, that’s a combination of either us telling the patient to call the other office and giving them the information or depending on the situation.  Our clinic staff will make the appointment for the patient to sort of help them and expedite that process.  


The other big issue with the purchase services is we have a very culturally diverse and culturally competent staff.  And we have a lot of people who are monolingual in a language other than English whereas other offices that we refer to don’t typically have that diverse to staff.  And so we – if we are working on a co or purchase of service or referral, we take responsibility for our patients and make sure that that – that interpretation and patient navigation occurs for those patients.  

Caitlin Hungate:
Great.  Thank you.  And just a reminder, if anyone has a question, please feel free to press star one and we will open the phone lines for question.  But in the meantime, Sarah, here is one more question from the chat.  

Sarah Vaine:
OK.  

Caitlin Hungate:
Is this model financially viable without the FQHC look-alike designation and financial benefit that bring that (have) bring such as the Medicaid, PPS?  

Sarah Vaine:
So that’s a good question.  I know – we were, you know, I think we just received our FQHC look-alike designation in August of 2012, so it's been less than a year that we've had that designation.  And it has taken a lot of time to get the PPS reimbursement working properly and to change our payer mix.  So when you go from a 100 percent uninsured, you don’t automatically get 100 percent of the Medicaid market share.  It takes time for those people to change medical home and come to your clinic.  


So I think that’s not an automatic thing, and so we are still struggling financially with that.  So the question is whether that’s a financially viable model?  There is other clinics, for instances the clinic in Colorado that’s very well thought of that gets significant funding from a catholic organization.  So they don’t do any family planning services.  And they also are unlikely to go for FQHC look-alike because of that piece of it.  And they are functioning with a very robust different funding versus from private foundations.  So I think it's possible.  


We felt like we needed to make this switch.  Again, we looked at all the options in terms of our financial projections.  We looked at closing the clinic.  We looked at just staying the same and not doing anything differently, and projected out for three years.  We looked at being Medicaid only and not going for the full designation.  And then we looked at going for the full designation.  And through that sort of process of investigation for our clinic, we felt that the most financially viable option was the FQHC look-alike and the PPS reimbursement rate that we would get.  


Now, look-alikes don’t get a base grant.  And that’s one of the reasons our transition is a struggle for us right now.  But we do see our payer mix improving and we see our revenue streams improving.  And we knew that it would be at least the two to three-year process to go from the stressful financial time to being building up our cash reserves again.  

Caitlin Hungate:
Great.  Operator, are there any questions from the phone queue?  

Operator:
At this time, I would like to remind everyone, in order to ask a question that’s star then the number one on your telephone keypad.  We will pause for just a moment to compile the Q and A roster.  


There are no questions at this time.  

Caitlin Hungate:
OK.  Thanks, Sarah.  We will turn it back over to you.  

Sarah Vaine:
Go to the next slide.  OK.  So, you know, one of the things we talked about is how has this new model changed our clinic.  And I think that there has been a lot of wins in terms of patient's experience and patient's feedback, and there is also been some challenges.  So some of the challenges with all of the bureaucratic layers that we have, and all of the different grant funded programs, training is constant.  


And whenever we have turnover which with an organization our size, it's rare that I don’t have turn over in some department at some place.  So we are looking at staff satisfaction and retention.  How do we keep people in these positions especially front desk positions which are some of the hardest?  How do we keep people happy and doing well in those positions?  


Our team have some change fatigue and so we really have to have an environment and a culture that doesn’t allow for, "Oh, that’s never going to work.  Oh here, we would like to try this new grant program."  For instance, we are doing a health coaching program.  So if we had people on our team that were saying, "Oh that will never work.  We won't be able to do it.  It's just got too many problems."  We really don’t have anyone on our team right now that has that attitude about anything.  It's typically, what are the things we are going to try to make this work?  What do we think our challenges will be?  


So we have a constant series of what we called PDSA, Plan-Do-Study-Act cycles where we basically try something.  We see how well it works.  We make changes in that.  And then we try that, and then continue with that until we have an area that’s successful.  


So the training is constant.  Our team does get fatigued with the amount of change, with the electronic health record and some of these other pieces that we have instituted in the last two years.  We had significant change to our infrastructure and that caused stress for the staff.  


I think there are still challenges for staff around the different funding sources.  So for instance, we have a patient who calls who says, "I have a sore throat."  And then they come in and they get a strep test and have their sore throat evaluated.  And then they want to talk about their birth control.  So of course, we want to and we do accomplish whatever that patient needs in that one visit.  And then we are also screening every patient every visit for substance abuse issues and mental health issues.  


So then, how do we code that visit?  And this is the challenge with all these insurance companies and also, you know, did they talk about their sore throat more than 50 percent of the time or did they talk about their birth control more than 50 percent of the time?  And how do we designate whether that’s a Title 10 visit or a primary care visit?  


If it's a primary care visit and they are uninsured, they have to go through eligibility and we assign them a fee code.  If they are Title 10, they self-declare their income.  So if they are self-declare at a different fee code than what we determined then we are using two different fee codes.  So those are examples of the complexity and the challenges that our staff is putting up with so to speak.  


I think, you know, somebody, I've heard a question earlier when Tara was talking about how do we show FQHCs, what benefit we can bring.  In my experience has been that the public health nurses and the nurse practitioners that do Title 10 are experts in reproductive health.  They are experts in talking to patients about those issues.  They are experts in looking at the full picture and what might be the best method for a patient.  They are experts at identifying where they are in their lives and what their long-term plans are.  


And just like we bring in dental experts and behavioral health experts, I feel those Title 10 folks are critical to providing exceptional superior care.  And regular family planning docs and family practice folks certainly can do a great job with reproductive health.  But they don’t have the extent of focus in training the Title 10 nursing staff and nurse practitioners do.  So  I see them as a critical champion in our clinic to making sure that people's reproductive health issues are being met.  


So we have those champions in every area.  And we have oral health champions, we have mental health champions.  So we had a patient advisory committee, I always like to tell this story.  A gentlemen came and we are asking about his experience in the clinic.  And he said, "It's the only time I've ever gone somewhere to get my teeth clean and they asked me what kind of birth control in used."  And I love that because that, to me is an indication of how integrated our services are.  


So you come for an oral health visit and they are going to ask you about your birth control and your mental health, and your substance use in addition to all the other health history questions.  The same is true when you go for a primary care visit and they are asking about your teeth and your mental health, and your reproductive health.  And that is – that feels to all of us like truly exceptional integrated care.  But it definitely takes a lot of work and a lot of training, and continued training.  


OK.  I'm not sure if you are changing my slides for me, (Ann).  So I think in terms of lessons learned, this is again in the 20-year process for us.  And the biggest reason that we have been successful as we have been has been that culture of how can we make this work, what are the benefits.  And also removing ourselves personally from decision making.  


So as I said when we looked at the FQHC look-alike process, I kept trying to come up with an argument about why this wasn’t the best idea.  And I realized that I had to remove my personal fears about how hard this would be from the decision making process.  So my medical director and I kept making jokes that we wanted to be the baristas of the new FQHC that we want to check everyone's (coats) but we didn’t want to run it because it was too daunting.  


So despite our fear about that level of change and the level of difficulty and complexity, we tried to make decisions based on what does this community needs, what does this organization need 5 to 10 years from now outside of what we personally want to do or think we can do.  And we continue to make decisions in that way, taking our own personal feelings about it as much as we can.  


Again, there is lots of trial and error.  We call those PDSA cycles because it sounds fancier.  But we continually do those and all that – we are putting a new pharmacy software right now.  And we are looking at a free set up.  And we are just practicing kind of how this will work and we are sitting together in the room and going through the work flow, that’s an example of a PDSA cycle.  


I have explained this process, you know, in 10 or 15 minutes but it has taken 20 years to evolve.  So I think you have to be patient and keep your eye on the price.  So look at it from a 10,000 foot view in terms of what the outcome will be and pull yourself up from the difficulties of the day to day that keep your eye moving forward on that larger price.  


And then just be very aware of the mistakes that you make and own those and try to do better.  And help your team have an environment where it's safe to make mistakes, I think that’s another thing that we try to do.  I think that’s primarily it.  

(Ann Loeffler):
Great.  At this time, we will open it up the question both on the phone and on the chat.  So if you have a question, please feel free to press star one and we will have questions and answers for Tara and Sarah at this time.  


In the meantime, while you are queuing up your question.  Here is a comment about choosing which codes to make when services are integrated from a regional program consultant in region three.  Unity Health Care, an integrated FQHC Title 10 clinic (counts) Title 10 as those present requesting family planning services.  So regardless of other services received, family planning is counted if what's presented first or primary point of visit.  

Sarah Vaine:
And I think that’s a great point.  One of our difficulties is a lot of the reproductive health stuff or things that people don’t want to say to the front desk when they are making an appointment.  So they will say, I like a check up or I would like – I have a sore throat but then they are really – what they really want to talk about is an STD that they are worried about.  


And so, we have looked at that like for instance, coding it as a Title 10 visit based on how they make the appointment or the first thing they come with.  But then we end up finding out that sometimes again the majority of the visit is spent on something else.  So I think there is a lot of different ways to do it.  It is challenging for the provider.  And we sort of asked the clinical note to reflect the primary purpose of the visit.  And so we are doing that a lot with our providers too is really talking about how to document and note clinically.  


And if you charge for primary care visit, the clinical note needs to reflect the majority of the time spent on that primary care issue.  So we are sorting through it but it is one of the challenges especially with new people who haven’t done Title 10 where they have to figure out what's their fee code, what's their payer source.  And it's just a little added layer of complexity than your regular primary care provider might have.  

Caitlin Hungate:
Great.  Sarah, can you speak to some specific – have there been any cost savings?  

Sarah Vaine:
It's hard for me to say that right now because we are in this process of having to invest so much in our infrastructure especially so I predict that there will be greater cost savings on the other end.  I do think, you know, we have also started experimenting with a lot of health coaching and motivating patients to get more engaged in their own outcomes.  


First of all, because we think it's the best care.  And when we were just a non-profit and we didn’t have this fee for service billing.  It was actually better to keep patients well.  And, you know, minimize their needs.  Take care of everything in one visit.  It just caused less staff time and those kinds of things.  But now, we are just in this whole transformation stage.  And so we have actually added layers of support staff and that type of thing.  


So I have not been able to come out on the other end and really look at those cost savings.  But an example of one of the things we are trying is your most expensive, your most – your biggest expense in the clinic is your medical providers.  So the physicians obviously are the most expensive.  If you can figure out of way to improve patient health and improve patient experience while allowing those most expensive resource to move more quickly from room to room, increase their productivity then that should absolutely bring a lower cost.  


So that’s one thing we are experimenting with is this health coaches who are given training and competency in certain areas including reproductive health so that the provider can page a health educator and say, "Go over new diabetic education and cancer screening programs."  And the health educator goes in and spends a big portion of time with the patient.  And the most expensive employee, the provider can then move from room to room.  


So the patients’ positive experience is preserved because they have had time with a human.  And they have someone they can actually reach on the phone and yet that resource is able to be utilized more effectively.  

Caitlin Hungate:
Great.  Sarah, here is another question from the chat.  Does Colorado have a Medicaid family planning waiver?  And were you using it at any point in this process?  

Sarah Vaine:
I don’t know what they mean by that.  So, do we have a Medicaid family planning waiver, (Ann)?  

(Ann Loeffler):
Not yet.  

Sarah Vaine:
OK, then that’s why I don’t know.  So I guess not.  

(Ann Loeffler):
No, Colorado does not.  

Caitlin Hungate:
Great.  Operator, are there any questions in the phone queue?  

Operator:
There are no questions.  

Caitlin Hungate:
OK.  If you have other questions, please feel free to chat them or press star one at this time.  


OK.  Sarah, another question for you.  Now that you have fully integrated, are there plans to pursue a patient centered medical home recognition?

Sarah Vaine:
Yes.  So we essentially have found that we meet all of the requirements through NCQA which is the National Council and Quality Assurance.  And that is one of the ways you can get certified or recognized as a patient centered medical home.  One of the requirements for that certification is to have at least three months of health outcome data in certain areas.  So we are pursuing that designation.  Again, it's this whole idea of change fatigue in the amount I'm putting on my team.  


So the other thing that we would like to go for eventually is accreditation through the Joint Commission.  And I'm just trying to add these layers in delicately so that I don’t have a mass revolt and have everybody walk out because I'm putting too much on them.  But those are goals of ours.  We are doing so much of that already.  


We do have recognition as the patient centered medical home from our state (HCPF) Office which is Healthcare Policy and Finance Office for our school-based health center.  So we are one of only three school-based health centers in the state that has PCMH recognition from the state.  Last I looked anyway, maybe there is more that have been added since I left.  

Caitlin Hungate:
Great.  Thank you very much, Sarah.  And thank you, everyone for your active participation in today's webinar Addressing Primary Care, Sustaining your Clinic while Improving Community Health presented by Tara Melinkovich and Sarah Vaine.  Thank you to both, Ms. Melinkovich and Ms. Vaine for sharing their expertise and experiences with partnerships between primary care and Title 10 agencies.  


Once again, after the webinar, you will receive an e-mail with the link to an online evaluation.  Please complete this evaluation by Tuesday, May 28th.  Please follow the National Training Center on Twitter (@SP_NTC).  If you have any follow up questions for either presenters, please direct your questions to me, Caitlin Hungate, and I will pass along your questions to them.  Thank you.  And have a wonderful day.  

Operator:
This concludes today's conference call.  You may now disconnect.  

END

