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Coordinator:
Welcome and thank you for standing by. I'd like to inform all participants that your lines have been placed on a listen-only for the duration of the conference call. This call is also being recorded. If anyone has any objections you may disconnect. If anyone needs operator assistance, you may press star then zero.

I'll now turn the call over to (Farzad Mostashari). You may begin.

(Farzad Mostashari):
Hi, I'm here with (Kelly Cronin), (Kelly).

(Kelly Cronin):
Good afternoon everyone. We’re very excited to have this first technical assistance call with you all. I think we have over 530 people on the phone which is a great sign that there is a lot of interest in this new Beacon Community Funding opportunity announcement.

We have been working furiously to develop this program over recent months and are really very excited about the potential that the program holds given that there’s so much promise to show significant improvements in health and health care efficiency and quality through health IT. And we now have a program that’s really focused on doing that.

So today I just wanted to open up and go over some basic information so you know how we’re going to handle the format of the call.

Given the numbers of people that are on and the need to try to address probably a lot of questions at this point, we wanted to encourage you all to submit questions electronically as we go through some of the information about the funding opportunity announcement and the overall program.

And then we'll be saving a fair amount of time over the next two hours for questions and answers. So we'll be able to hopefully address as many questions as possible that are submitted electronically during what will hopefully be at least about a 90 minute period.

But anything that doesn't get answered we'll be sure to follow up, we will be posting frequently asked questions on our Web site and keeping up to date information as we go along.

So with that I'll turn it back over to (Farzad). He’s going to go over some basic information about the overall program. And then we'll take it from there.

(Farzad Mostashari):
So how does this program fit into the big picture? The HITECH Act established several priority grant programs which are essential to getting us nationwide meaningful use by 2015. Probably actually the biggest driver isn't the grant programs but the Medicare and Medicaid meaningful use incentive payments.

But in support of that we've, as you all undoubtedly know, we've established some supports for electronic health record adoption and meaningful use in the health IT Regional Extension Center Program and for the Infrastructure for Health Information Exchange through the grants the states and state designated entities.


So what is the role of the Beacon Community Program? Well, 2015 is a long time to wait to see what the impact nationwide of an eco system where providers and hospitals and others are meaningfully using health IT and exchanging information, the impact that that’s going to have on the eco system.


So we’re using authorities under Section 3011 of HITECH for immediate funding to strengthen to help IT infrastructure to achieve the strategic goals. And the focus is decidedly on those outcomes that we want to see accelerated, a demonstration of. Higher quality, more cost efficient patient focused health care and improvements in population health.

So the idea here is that we would identify approximately 15 communities. We would extend their existing health IT and exchange infrastructure which is expected to be advanced infrastructure as we'll discuss and to help them leverage this infrastructure to achieve specific and measurable health care improvements. This answers the what’s it for question. What’s this all for?


And, you know, measures that actually matter. And so the goal of this program is to demonstrate a vision of the future where hospitals, clinicians and patients are meaningful users of health IT and together the community achieves measurable improvements in health care quality, safety, efficiency and population health.

So this is a (quay-space) program. Importantly we want to see what is possible within a relatively short time period, within 30 months. What can we do and we’re asking the communities? We’re not setting out saying, this is what everybody needs to work on and this is how you do it.

This is going to be a partnership with the communities and important the first step in that partnership is and kind of respect for the communities, priorities and the communities approaches is to say, you know what, you identify the targets.

But they have to be specific and measurable. They have to be improvements that are enabled by the advanced use of health IT and information exchange. And select measures that cover each of three categories.

The first category is cost efficiency. Terrifically important not just to the (foundance) of our health care system but also we'll see in these examples, to patient care as well.

Potentially avoidable complications, preventable hospitalizations, reducing readmissions, (amateur) care sensitive emergency room visits, showing reduction in redundant or inappropriate diagnostic services.

So this is by the way, these are certainly not meant to be all inclusive or exhaustive list, but these are just an examples of things could be measured and could theoretically in a community be addressed, more than addressed. Attacked by a community to concerted action almost definitely multi pronged community approach to this.


The second domain is domain of quality of care whether its clinical outcomes, immediate outcomes like blood pressure control might be more feasible to demonstrate within the 30 months than you know some other outcomes like you know strokes or death.

But certainly if you think you can show or demonstrate a reduction in death in 30 months, by all means bring it on.

Patient safety, adverse drug events as an example and patient experience. Recognizing that there is overlap between cost efficiency and quality of care in even these examples that we've given.

And then finally population health. So this - the sum of the parts, collecting all those grains of sand together should also result in an impact at the community level.

Traditional things that are public health concerned like prevention, health disparity, smoking rates and cessation. And more pure public health associated metrics like timeliness and completeness of disease reporting are all in bounds for the scope of this category.


So elect your community relative metrics in each of the three categories and that is going to be I think the probably the most exciting part of writing this. I'm jealous of you out there who get a chance to do this and to talk to your communities.

Get a constituency around this and really start to think about what it is that our community cares about. And what can we do with this unprecedented grant program.


One word here, you can, you know, you can propose these specific metrics. But I think it probably makes sense to look at measures that are (already) existing measures out there, standardized measures out there. There’s lots of measures we all know. And I would advise you to look at measures.

Note there is going to be a proposed rule relating to meaningful use that comes out and if you want to use one of those, by all means it would be appropriate.

On the other hand we certainly are not limiting you to using those measures. And also mindful that the final rule isn't going to be probably in effect until after the comment period and we'll take you beyond the applications due date.


So how are communities supposed to achieve this? Well our conceptual model here is that you achieve the temple of health improvement that we want to demonstrate the strengthening that health IT foundation or infrastructure can really strengthen the two other pillars here that we've noted.

The practice redesign, care coordination, the process reengineering, the communication coordination on the one hand and performance monitoring and feedback on the other hand.

Of course there are other supports that we expect applicants to leverage also. The community engagements. So obviously the chances of showing success on a smoking cessation program is much higher if this is tapping into community wide initiative to reduce smoking rates.

If there’s consumer empowerment alongside the clinical care redesign that is going to potentiate the effect of this. And last but certainly not least, aim and alignment.

If providers are paid differently in these communities using this infrastructure with the performance monitoring and feedback, the quality reporting and enabled by the practice redesign, that is our best chance at having a sustainable initiative.


So based on this conceptual model, who are our intended communities? Well listen, we know that 30 months is a very short amount of time. So these have to be in order to demonstrate what’s possible in terms of to try out different approaches in a variety of communities.

That we we’re looking for different kinds of communities, but one thing that we absolutely need is these have to be communities that already have a head start on at least one of those pillars.

Doesn't have to be all of them and in fact maybe no community has all of them right now. But that’s the purpose of this funding is to take communities that have really, really strong core competencies in one of these and round them out.

Provide them not just with the funding but also with the technical assistance that we'll talk about and the connections to best practices and learning from each other to bring all the pieces of the puzzle together.

So the three pieces and three areas where we expect the successful applicants, and really please all the applicants I would hope to have as a starting point is demonstrated success in community level, health IT and exchange infrastructure or community level practice redesign and care coordination or community level evaluation performance monitoring and feedback.


So this is really groups that have multi stake holder engagement across unaffiliated practices who have been able to demonstrate in one of these three areas. How will we know - how can you demonstrate that?

Well certainly if there are published articles and peer review journals that talk about your community’s success in these. Please reference it and submit it as an attachment. If there are media articles, I know that media doesn't always get it right, but it is an indication of what you've done, please include those.

If you have received public or private grants or contracts or designations, please include mention of those. If you don't have any of these, you probably shouldn't apply.

All right, by any of these I mean if you don't have any - you’re not able to demonstrate excellence in one of those three domains.

So what can the funds be used for? Basically taking where ever you are and strengthening the other pieces that you need to fill in. So the health IT and exchange infrastructure and again just as we have with some of our other programs.

If you select a vendors and we'll talk about it will be through a competitive procurement process. You got to use the applicable data standards and (popularity) specifications.

If you propose to purchase EHR technology and I recognize not all communities would or should propose to purchase EHR technology, you know, we want people to leverage and build on other funding and not replace or, you know, pay twice for the same thing.

So we would give preference to communities that limit the support for the EHR technology to providers who are not already eligible for Medicare and Medicaid meaningful use incentive payment.


So what else can these funds be used for? For integration of health IT into care delivery specifically mentioned in the legislation. We recognize that it’s not just enough to have the health IT, you got to incorporate it into the process of delivering care and practice redesign.

Things like instituting the clinically relevant decision support, improving medication management, improving care coordination, engaging patients and families, all of these require very hard work at the practice level to get the changes instituted.


And the third major programmatic piece is evaluation performance, monitoring and feedback. (Brent James) likes to say that this alone probably has as much of an effect as anything else that they've done in Intermountain. So establishing systems for measuring and feeding back health systems - whatever the metrics are, right?

Whatever the goals are, the metrics for quality, safety and cost. Feeding those back in as near real time as possible to the actual people who are making the decisions day in and day out. And the cost for this could include the cost for the hardware, the software, the network connectivity, consultancy, what not.


And then evaluation of course, identifying and disseminating those best practices to others and to within your own community. In addition to these core programmatic categories, there of course are the operational costs and overhead of the program.


So with that and with my, you know, fervent wishes that we'll get a terrific group of applicants who are really going to partner with us to knock this out of the park, I turn it over to (Kelly Cronin).

(Kelly Cronin):
Thanks (Farzad). So I'm going to go over some overall information about how much funding there is and eligibility criteria and a variety of other aspects of the program. And then we’re going to turn it over to questions and answers.


So just to recap on what’s in the funding opportunity announcement. This is a $220 million cooperative agreement program. The intent is to award approximately 15 communities across the country. The (unintelligible) communities as (Farzad) commented on. The award range will be 10 to $20 million with the average award being $15 million.


Just to go over the dates with everybody. We know this is incredibly ambitious and we appreciate your response in this to a very demanding timeline.

But as you all know we've released the funding opportunity announcement on December the 2nd. the letters of intent and the requirements for which are detailed in FAO and I encourage you to look at those. They’re due on the 8th of January. Full applications due on the 1st of January by 5:00 o'clock.

(Farzad Mostashari):
Of February.

(Kelly Cronin):
I mean 1st of February.
(Farzad Mostashari):
Some people had a heart attack right there.

(Kelly Cronin):
Sorry about that. Yes, yes, yes. This is enough. And then we'd be looking to actually issue awards in March of this year. So it’s very quick for on your part and on our part to really turn this around.

But again, our intent is it gets the funding out there so that you can all begin the work and really show demonstrable improvements in it in a quick timeframe.


So how are we defining a health care community? Well it’s including at least one or more continuous Dartmouth Atlas hospital service areas. It could be a political jurisdiction or a geographic border or NSA. It’s important that it encompasses and engages unaffiliated stakeholders and practices.

So this is if there’s a high degree vertically integrated system in your geography, we’re not just talking about those who have business affiliations. It’s really providers across the community regardless of who owns the health care setting or the health care provider. And then lead applicant needs to apply of behalf of the community or consortium of stakeholders.
(Farzad Mostashari):
Let me just clarify one thing (Kelly). It doesn't have to be Dartmouth Atlas hospital service areas. Right? It could be other...
(Kelly Cronin):
Yes...
(Farzad Mostashari):
...geographies including political jurisdictions.

(Kelly Cronin):
...political jurisdictions. So it could be counties or cities or it has to be sort of a natural geographic area in terms of, you know, how care is delivered across the geography.


So in terms of eligibility criteria and again this is spelled out in the (FOA). But the lead applicant must be a U.S. based non-profit organization or government entity in one of the following categories that would include state, local, tribal or territorial government entities with a public health focus.

Integrated delivery networks or health systems with broad community partnerships, again representing the entire community, IPAs or consortium of medical groups, a public private partnership aimed at health system improvement or community health improvement or ONC funded regional extension centers with a capacity to expand its services.


We have two responses in this criteria that are also specified in the (FOA). And again this is after applications are received prior to the objective review process they will be screened and then checked for response in this criteria. So the first response in this criteria that you have to pass to get to objective review is demonstrating that you have a high level of EHR adoption.

So just to be clear, if you can't demonstrate this and fully disclose your method of how you’re reporting this, how you ascertain these adoption rates, you would not be included in the objective review.

So for urban areas the requirement is to have at least 30% of all health care providers in a geography or in a geographic area adopting EHRs. And we have specific references there for how we’re defining urban which is really based on the metropolitan areas that OMB has identified.


And then the rural requirement would be 25% of health care providers in the geographic area adopting EHRs. And again, there’s links there to help define exactly what we mean by rural.

So if a Beacon Community does include a rural area they would be designated as rural. It doesn't have to be the entire geographic area or community that you’re representing as a lead applicant. But it does need to include rural as it’s defined here.


So in terms of being able to fully disclose how you estimated the rates of adoption we would expect you to report any scientifically valid survey results including your methodology or you could be also just enumerating the number of practices with provider counts with EHR adoption actual adoption.

And the denominator could be an authoritative source for the number of physicians in your community. We list a few examples there. In addition to the examples, there’s a master file that may not be accessible to all of you.


And then the second response of the criteria, and again is prior to objective review, is to measure the degree of stakeholder participation, looking specifically to see if there’s a Level 3 or Level 4 stakeholder that is participating as a key part of this community based effort.

And again, the levels are defined here just to specify or reinforce Level 3 is referring to applicant that has provided a letter of support from stakeholders. And the organizational capability statement includes a specific commitment of senior level executives to the Beacon Community leadership team.

And then Level 4 is where the stakeholder has actually made a financial commitment and organizational capability statement includes the senior level executives to the Beacon leadership team as well.


In terms of engaging stakeholders. Again, it’s really important to engage the entire community and include unaffiliated stakeholders from across the community. Applicants will need to detail this and the nature of the extent of their commitment, the stakeholder commitments, in their application.


And we've also already received some questions about how might the money be awarded once received. The lead applicant can make sub awards to stakeholders and this is different, this is separate from a contracting process.

So if a sub award is used by the lead recipient of the cooperative agreement from ONC to provide award funds to a named member of the consortium as part of this community effort to carry out a portion of the programmatic effort, that’s okay.

The contracting process which would be procurement of routine goods or services could be under an award or sub award. But if an entity does want to go through a sub award to provide these routine goods or services, this must be through a competitive process.

So it’s competitive procurement process. So you can't just do a sole source of funding if there’s procurement involved.


So in terms of leveraging federal and state resources, there’s a lot of opportunity to coordinate with other federally funded efforts that could advance your community efforts. One such opportunity is the Veteran Affairs and Department of Defense Virtual Lifetime Electronic Record pilot.

Just to give you a little bit, a quick background of VLER for those of you aren't familiar with it. It’s really based on an Internet based open architecture for health information exchange that uses standards and other components from the Nationwide Health Information Network.

These VLER health communities are going to be programs to help IT interoperability between VA, DOD and their affiliated provider networks or private sector providers.


They could be standing independently or they could be part of a Beacon program. But where there is a significant VA or DOD presence and facilities in a community, you may want to look into this potential opportunity and see if there is a chance that you could be collaborating together.

Another relevant program to think about coordinating with is HRSA’s Health IT infrastructure program specifically and federally qualified health centers and the Health Center Controlled Networks. They've been funded over the last few years and have also gotten funding through the Recovery Act.

There’s several federal broadband initiatives. Not only FCC has historically had a program but now through the Recovery Act there’s (USCA) and Commerce funds available. They can all significantly contribute in particular to rural areas that have gaps in broadband access.


As you already know we have programs that are well under way in terms of having (FOA)s out and applications in. Through the State Health Information Exchange Program is one such effort and we've already heard about the regional extension program.

Just a note about the timing there, the wave one of regional centers will be awarded by January 22 so folks will know by that date but most likely in a practical level before that date who those entities are.

And then full points may be scored if adoption and measures - adoption and meaningful use is greater (unintelligible) among providers in a community regardless of the presence of the extension center.

In terms of evaluation and reporting there will be a community level evaluation as (Farzad) already covered. There’s going to be very important metrics specific to cost efficiency, quality and population health that they'll be, you know, expectations that you'll be monitoring those and reporting out on those on a annual basis.


And then also reporting on EHR adoption and health information exchange among providers in a community and looking at the proportion of PCPs that are qualifying for Medicare and Medicaid meaningful use incentives in a community. And we do have a goal of within a couple of years to reach 60% of meaningful use.


The global evaluation, this is really an independent or external evaluation will apply to all communities using common metrics and data sets. But there is an intent to reduce costs and improve quality specifically for the Medicare programs.

So we will be looking at data sets where we can be measuring the impact from a Medicare prospective. So you should be thinking about that as your designing and choosing your metrics.


There are also reporting requirements that the Recovery Act requires. Financial and problematic reporting and then we also have just standard accounting of expenditures. The annual financial status report is may be one that’s familiar to many of you who've received federal funds in the past.


Sustainability is an important thing to keep in mind given that it is going to be explicitly part of the objective review and scoring process. We call it out as a separate section and assign a points to it.

Again, this is really intended to make sure that these community efforts can thrive after the 36 months of funding and really contribute to such a long term improvements for your community.

So it’s important to demonstrate how you’re going to be delivering value to your community perhaps sustaining it over time through third party payments or program income or various types of payment methodologies if it overlaps with a pay for performance, bundled payment, medical home model perhaps even overlapping with an ACO, like had a little care organization.

We’re really very interested in knowing how this is going to be sustained and payment on line or payment methodologies could be a key factor in making that work over time.


A federal cost share is not required for this program but just wanted to make sure that was clear.


So there’s a lot of details here about the application process. It’s important to register with grants.gov and to make sure you have a CCR number, there’s links there. You need to obtain a DUNS number. We have a number there in case you don't have one.

You should be downloading the application from grants.gov and submitting your letter of intent and all the required attachments. Again, they’re specified in the (FOA) by January 8 and that’s the email to send it to.

And again, complete and upload the application, all the required attachments to grants.gov by February 1, 2010 by 5:00 pm Eastern Standard Time.


If you have problems with grants.gov and for those who of you who are experienced folks in the grants world, it can be tricky and we will do our best to troubleshoot with you if you’re having problems uploading applications or running into technical difficulties, we will try to work with you to overcome any problems you may have.

In terms of - a couple of reminders, applicants must submit a timed letter of intent in order to be considered. Appendix J of the (FOA) again has the content requirements for that which are important to keep in mind. We are hoping that everyone can submit letters of intent that do address all the things that we’re asking for.


Then applicants must also follow all the requirements set forth in the funding opportunity announcement that’s intuitive but there’s a lot of specificity there, so we encourage you to really review it.


For resources, you can go to support@grants.gov or call that number. We will also try to be available to you as you need help with the programmatic side of this. And even if you do have technical problems with the grant stuff and you can't sort through it on your own, you can contact us for that as well.


So we will be providing updates to our Web site and FAQs and you can just keep abreast of our changes to the Web site. If we are getting in a lot of questions into our email, we’re going - that are similar in nature, we’re going to try to update our FAQs as frequently as possible.


These are several other questions that have come up that I don't know if we want to spend a whole lot of time on but just briefly. Can a Beacon community propose metrics centered around mental health? The answer is yes, as long as the measure fits into one or more categories as outlined in the (FOA).


What is the definition of certified health IT for the purposes of this funding opportunity, certified health ITs shall be systems which satisfy the definitions set forth in Section 3001 C5 of the Public Health Service Act as added by ARRA.


The military base counts - does a military base count as a community? No, a geographic community should encompass providers and practices which are previously unaffiliated. But the military base could be considered a stakeholder in a community.


So we'll take questions now. Whatever we don't get to, we'll make sure that we try to address in subsequent postings or get back to you individually. These (flags) and the transcript of this call will be posted on the ONC Web site shortly after the call.

(Farzad Mostashari):
Okay. So you want to start with that - my questions?

(Kelly Cronin):
Sure. So our first question, "Are you only interested in communities that are already integrated and already sharing information electronically or are you interested in finding communities where there is individual organizations and institutions using HIT in a functioning way but could use the Beacon community to show how to bring these individual institutions together at the executive levels?" This is a good question.
(Farzad Mostashari):
Let me also - we've got a couple of other questions that relate to this. And I, you know, I apologize if I inadvertently provided fuel for the fire on this by mentioning (Brent James) and Intermountain.

This is - a key issue is who are we looking for? Are we looking for (IDN)s for example that are already well integrated in terms of they have a business case, they’re very advanced in terms of process reengineering to have an advanced HIT and potentially health information exchange structure and their payments are aligned, so they do a lot of this work already.


The goal here is to show what - all those great, you know, (IDN)s we could all name, the Geisingers, the Kaisers, the Intermountains, the Marshfields to take what they have done and to demonstrate it outside of the walls of an (IDN).


So these have to be unaffiliated practices to create virtual and virtually integrated delivery networks. So I think it’s great if there is a core institution that has high level, executive level buy in, commitment to this process.

But the key is going to be for them to extend outside of their organization and potentially outside of their organization’s purely business interests to engage unaffiliated providers throughout the community as a whole.


So, you know, we do want communities, yes, who are already sharing information electronically and well integrated. And yes, we also want in communities where there are maybe individual institutions who are doing great things but aren't linked together in doing them and helping extend those - that know how to and the care coordination to many organizations.

(Kelly Cronin):
Yes, I would just add that I think there is an expectation that when we refer to health information exchange, we’re not talking about health information exchange again just among affiliated partners in an (IDN). We are talking about having existing capability to do health information exchange across unaffiliated entities.
(Farzad Mostashari):
So you want to take this...
(Kelly Cronin):
Yes, is there a minimum amount of covered lives that must be affected by the applicants' initiative. This one person is posing this question is a fairly small, geographically self contained region with a high EHR adoption rate. They’re wondering about the total amount of the award that would be appropriate for their community.


I would go back to, again, what we reviewed in terms of what would be at least one sort of hospital referral region as to defined by the Dartmouth Atlas and see if you fall within that potential way of looking at a community.

But you could also look to see, you know, does your community represent sort of the natural wave of, you know, health care referral patterns in your area. And if it does, then you can, you know, consider yourself to be large enough to cover sort of a health care community in its entirety. Then you would have good basis for sort of describing your geographic borders.

The next one, "Can you please give us a sense of the most competitive position to take in defining the community with only 15 proposals to be funded, would you imagine a regional or metropolitan level focus would be more competitive in taking a statewide focus?"
(Farzad Mostashari):
You know, we’re not - we didn't define exactly what the community should be in. I think the (big) country, lots of different patterns of care out there, lots of different competencies and community relationships out there.


But I would say that when we’re thinking about a community, we’re not thinking states. That is much too large probably to be able to demonstrate within a short amount of time within the short amount of time the full impact.

Although there are small states, so, you know, we’re not saying - we’re not stating categorically but just in terms of the mental picture of it, it should be small enough that it’s credible that you can make up the population of community level real movement within less than three years.


So that’s the task for you to kind of take an honest look at. But it probably makes more sense to think about more contained communities rather than, you know, 30 million people. Want to take this one, (Kelly).

(Kelly Cronin):
So how should we compute the 30% of providers in a community geographical areas have EHRs? We did suggest that if you perhaps don't have a validated survey instrument that you've fielded, that you try to enumerate the number of providers who have adopted.

And then apply that over a denominator of the total number of physicians in your geographically defined community. And if there’s further questions about sort of how you ascertain, that we could follow-up with more detail.

(Farzad Mostashari):
And the other question that’s come up in various forms is, "What is EHR adoption?" It’s not intent to adopt certainly. Its people who are live on the system and it’s not e-prescribing on its own

It’s - we really (mean) to get an electronic health record - live on electronic health record. Of course, you know, not people who are - doesn't necessarily have to be people who are using it to its fullest the way you would, you know, associate with meaningful use. But it is at least live on the record. Okay.

(Kelly Cronin):
Sorting through a lot of questions here that we've received. "So what does unaffiliated stakeholders mean?" We attempted to go over this in our previous descriptions but essentially we’re meaning those that don't share a common owner.

They would be not - they wouldn't have a business affiliation of any type. They would represent the entire - collectively would represent the entire community regardless of whether or not physicians referred to a hospital or there’s any, again, business or affiliation via ownership.


So, urban versus rural. "Can a beacon community include both an urban and a rural area? And if so, will it still be considered a rural community as a whole?"

I - we went over this before and there’s a lot of specificity in (FOA) around this. If you do meet one of the RUCA codes which are specified in the link that we gave you, you can be considered a rural community as long as you - part of the geographic area that you’re covering is rural and meets one of those codes.

(Farzad Mostashari):
A lot of our - if there’s a question about can we offer any help in linking people up with each other? I wish there were. I had imagined there would be a way but it turns out that there isn't. At least a way we've been able to figure out or see a precedent for in enabling that.

So, unfortunately the answer is no. We cannot - we don't have the mechanism for helping people kind of match-make with each other.
(Kelly Cronin):
"If there isn't a match required, why is there a criteria Level 4 for the sort of stakeholder engagement required?"

Again, it’s Criteria 3 or 4. So it’s not that you have to have sort of in-kind contribution to qualify but there has to be - some has to be an indication that one of the partnering stakeholders has senior executive buy in and participation and the overall leadership of the effort.

That would be Level 3. And then Level 4 really takes it up to more of in-kind contribution. But it’s not explicitly a match.


So one question is, "Can a community be defined by a particular sub-set of the population i.e. Condition type?" I think certainly metrics can be defined by sub-population or specific targeted patient population.

But again, we really are thinking more geographically across the geography that would represent a number of different providers. That would really be the basis for the geographically defined communities.

(Farzad Mostashari):
Right, so to give an example of that. To say that our project is going to focus on say something like diabetes, right? That would be - yes that would be fine and have, you know, cost measures relating to diabetes, quality measures and potentially then disparity measure on population health.

But a proposal that says that’s fine and it should encompass providers throughout the community. But a proposal that says, you know, we’re going to focus on ophthalmologist and ophthalmologist only probably would not meet the kind of the sense or the intent of what we mean by community program.


A lot of questions about whether the retail centers will be good candidates, (to be good applicants). Our (ETs) are not announced until 01/22. We are doing everything in our power to accelerate that timeline. That’s our drop-dead (date).

So we do think that regional centers will be good candidates (for) that process. We will be getting that information out as soon as we possibly can.

(Kelly Cronin):
If they do meet the eligibility criteria, it’s just that the timing is a bit challenging.

"Would (Rios) be eligible to apply or be the host?" Yes, I would say it’s our intent to include health information organizations providing that their non-profit organizations and they meet eligibility Criteria 4 which is the one that refers to public/private partnership for community health improvement.

"If the vendor is part of the originally proposed team and part of the solution proposed, do they still have to compete competitively for this sub-contract once awarded or just any vendor or resource added afterwards?"

I think this really depends on the relationship that the vendor had with the community prior to the application being submitted.

It’s important that any vendor or procurement contract based relationship - it’s important that was determined or is to be determined through a competitive process. So we'd be looking to make sure that a competitive process either did take place or it will take place.

"Please clarify which providers are ineligible for Medicare and Medicaid meaningful use incentive. Early on it was anyone whose panel had less than 30% Medicaid patients. Is that still the bar?"

Well, by statute that does talk about that. I think we need to defer to the publication of the Notice for Proposed Rulemaking before we have a specific answer to offer here. But clearly this statutory language is guidance until we have a Notice for Proposed Rulemaking published.

(Farzad Mostashari):
Question came up I think to me, "Have you already identified your 15 communities? You mentioned that if you don't have any recognition like media articles, et cetera, you need not apply."

Look, what I'm - no we have not identified our communities, honest. Cross my heart. What I'm saying is that this is a lot of money. And it’s only going to be 15 communities that we’re estimating across the country are going to get this.

And what we’re asking is, you know, in some sense, really, (really) huge (list) that people be able to shoe measurable, specific improvements in metrics over a very short period of time.

And so the intent here is to find communities who are ahead of the curve on at least one of those areas. And, you know, you have to have a way of demonstrating to us that you’re way ahead of the curve on one of those issues.

So, you know, there’s a very accelerated timeframes for writing proposals, for reviewing proposals, getting the grants out. And I just want people to not say, oh I don't think we’re what their looking for but hey we'll just throw our hat in the ring. It’s a lot of money, what the hey.

This is going to be a very stiff competition. It’s a lot of money at stake and I would think it’s probably not worth your while if - unless you can really convincingly demonstrate that you’re a community who has a credible shot through past success of demonstrating future success. That’s the intent. That’s the intent there.

(Kelly Cronin):
Yes. A related question came up. Please clarify is the expectation to have 30% in urban areas, 25% in rural areas, penetration of EHRs within the community at the time of application or at the end of the project?

And we are talking about at the time of application. Again, we have very ambitious goals to - for a large proportion of the providers to meet meaningful use in a two-year period. So we really need to be looking at people who have a very strong baseline.


"Are others beyond physicians and mid-level providers considered providers, i.e. skilled nursing facilities or home health agencies?"

And I think the answer here is yes, if it’s part of your - if it’s important to get to your metrics. So one could be reducing re-hospitalizations and to reach - to (skilled) (unintelligible) nursing facilities is an important part of your overall chosen metric or health improvement goal. It would be not perhaps logical to include it as one of the providers in your application.

(Farzad Mostashari):
Maybe that’s one where we can provide - discuss with the grant folks and provide more clarification (unintelligible).

(Kelly Cronin):
"With the need to improve Medicare, would a pediatric focus project be acceptable?"

Yes, absolutely. Maternal and child health or pediatric focus would be acceptable and there would be other data sets that we could use from a - an overall global evaluation or external evaluation to get at that population as well.


"Can you provide more information about the sub awards versus contractors?" We will post an FAQ on this.

I did try to differentiate before that for goods and services that will be procured - so it’s kind of goods and services through a contract - provided through a contract would have to go through a competitive process or if there’s a previously existing contract that would be in scope, it would have had to have been awarded through a competitive process.

(Farzad Mostashari):
One question is as it says, "We have a great alignment of all aspects of the grant except the EHR adoption. Is this a showstopper?"

Well, yes. The (unintelligible) announcement that we have published requires a minimum 30% for urban areas, 20% for applications that include a rural area.

Now to put this into context, the - and this is data that’s now - by now over a year old. The overall rate of EHR adoption in the country is - should by now be probably close to 20%. We’re talking about basic adoption, not the full adoption, close to 20%.

So, you know, we want communities that are a little bit ahead of the curve. So that’s why we're, you know, saying 25% or 30% for this. You know, and I recognize that it’s also - may be challenging in particularly in larger areas to - well it can be challenging period to estimate the rates of EHR adoption.


But, yes, currently this - and I shouldn't say currently. This is the requirement. The requirement is you have to be able to demonstrate a minimum rate of EHR adoption, not just as a review criteria but as a responsiveness criteria which means if you don't meet it in the full application, it doesn't move ahead into objective review.

(Kelly Cronin):
Another question that has been sent. "Can you give a sense of what degree state government should be involved? For example, should state government endorse the application or look to play a more active or hands-on role in the project or program?"

We do actually require that state health IT coordinators which is a requirement for the state HIE program, that they are engaged and that they fully support the program. And I think it'll be up to the communities that apply and the state health IT coordinators to determine the specific role of the state and enabling their efforts.

But clearly there (would) be resources available to all states that are awarded a cooperative agreement through the state HIE program and those activities to advance health information exchange would - should be aligned and perhaps be the basis for some of that coordination.

There may also be regional centers that have a state-wide approach and the state health IT coordinators may be engaged in ensuring that the practice redesign - care process redesign, EHR implementation support is sufficiently available in your geography. So there’s probably a lot of room for collaboration and we very much encourage that.

(Farzad Mostashari):
We have gotten a lot of questions about a - I think it’s our goof on - between Appendix J and Appendix H on the slides. Just to clarify, Appendix J relates to the application content requirements and Appendix H is the letter of intent contents requirement. So thank you for those who picked up on that.

(Kelly Cronin):
So, "Does a community need to represent all providers within a geographic area or can select unaffiliated providers show impact within a geographic area?"

I think this is probably very much tied to the metrics and the health - well the cost efficiency, quality and population health improvement goals that you choose.

I think previously (Farzad) commented on the ophthalmology or, you know, if you have sort of a very narrowly targeted patient population and goals, it wouldn't necessarily meet the spirit of sort of community-wide participation.

So while we’re not saying what proportion of providers have to be engaged, we are looking at, you know, community-wide participation.
(Farzad Mostashari):
Someone’s asking - there are two frameworks you have proposed. One where you talk about excellence in one of three categories, the health (unintelligible) technology, integration of health (unintelligible) care delivery and performance monitoring, reporting and evaluation.

And it says, "Do you have specific guidance about how these should be integrated into the other framework, the overall community goals of quality, cost efficiency and population health?"

The conceptual model here is that in order to achieve those improvements in cost, quality and efficiency, it’s going to take not just health IT but also process redesign and care coordination and also performance monitoring and feedback.

And so the way these two relate to each other is that we believe that one is necessary and having kind of a balanced attack with all three of those components is necessary for achieving the cost, quality and efficiency goals.

So we have allowed funding for - to be used for any of those - strengthening any of those three and we are evaluating applications that can demonstrate that they understand and are likely to be able to succeed in achieving all three of those. So that’s how they relate.


One question is, "If a health system has agreements with critical access hospitals in the rural communities but do not own them, is that considered to be an affiliation?"

But I think this is permissible. I think if we’re talking about hospitals that have - and again, I can't speak to what exactly is meant by agreements, but if this - but if they are, you know, business associates of some kind doesn't automatically preclude them.

The intent there is where you have really integrated delivery networks with - where financial interests are enforced through ownership or other levers. But, you know, where we’re trying to get at here can you demonstrate that across the entire community you’re not locking people in to a certain health delivery system through the use of the care coordination information exchange.

(Kelly Cronin):
Another question came up. "If a community has a developing health information exchange or as we refer to organizations it would be health information organization that is not yet actively exchanging data but they do have a high level of HIT and EHR adoption in the community, could it qualify?"

Technically speaking the response in the criteria is focused on EHR adoptions. So if you get to objective review you just have to meet the EHR adoption thresholds and that responsiveness check.


But we are looking for documentation in the project narratives and in the overall application that there is the capability to do health information exchange.

And that that is, you know, it’s desirable to have an advanced degree of capability. So the reviewers will have that scoring criteria to refer to in the review of the applications.

So while may - you don't need to demonstrate active health information exchange to get to the objective review process, you will be scored according if you don't have the ability to do active health information exchange.

(Farzad Mostashari):
There’s one person who's, I think, asking about the relative rate of health information exchange and health information technology. They’re saying, "It sounds as though the primary objective is a demonstration of the impact of HIE on care delivery and outcomes not the overall EHR adoption rate."

"Many proposals could include both objectives. What is the appropriate waiting?" We think that both are necessary. Health IT adoption on its own. It can do wonderful things within an office.

And health information exchange on its own can do wonderful things in care coordination. But together is where we really want to see if the world is as we hope it will be in 2015 and beyond.


We want to see that future a little closer in and see what it - what can you do and what are the possibilities and what is the impact of having both. But again, this does not mean that you necessarily need a health information organization to be functioning in the community as of today.

There has to be a credible plan for showing how you’re going to get to care coordination and information exchange across unaffiliated providers. So I think the answer is you need both and we’re expecting them to work together.

(Farzad Mostashari):
Looking at some more questions.

(Kelly Cronin):
(Unintelligible) questions. VA Indian Health Service be considered EHR users? I guess physicians in those facilities, can they be EHR users in the EHR adoption metric as long as they’re involved with the community? The answer would be yes.

(Farzad Mostashari):
Absolutely. Another question is, "Similarly the 30% EHR adoption is physician office based systems only or can hospital based EMRs also count?" Absolutely they could count.

"What types of providers are you targeting with the Beacon Community grant?" You know, unlike the regional extension center we are not prioritizing explicitly that this must be focused on primary care providers.


For many of the care coordination issued specialists and emergency rooms and hospitals are incredibly important partners. So I think it will depend on what the project goals are.

Some projects I could see might be focused entirely on linkages between primary care provider specialists and - well not maybe entirely but involved less in patients. Others I could see really being patients providers much more centrally.


So I think it depends on the community. But the ideal application would have participants and stake holders and engagement across the spectrum (unintelligible) care.

Another question. "In reference to a physician that has adopted EHR technology, the physicians that connect to a hospital based medical record system count?"

So it depends on what it means - what the word connect means there. If they’re simply, you know, logging in through a portal to look at results from the hospitals, lab and radiology that does not - that’s not in the intent of, you know, being live on an EHR.

The concept is that in their daily work they use clinical information systems for taking care of patients, documentation care, ordering tests and so forth.

(Kelly Cronin):
We have a couple questions with regard to community health centers. One is, "Could we add more information on the role of the health center control network? What role might they play?"

I think that we would look for any community that’s applying any lead applicants to be including any relevant community health centers and the resources available from the controlled networks would be applicable in many cases.


So we very much want the community health centers to part of the community based efforts. They will have opportunities to receive funding from HRSA if they haven't already received funding. So that could be a contributing factor to the overall effort.

What we very much want the community health centers to be part of the overall effort to reach the metrics and the goals that are set by the community that pertain to cost, quality and population health improvement.


"Can a community of community health centers qualify as a community?" Really we are looking at geographically based definition and not necessarily populations or metrics that are just specific to those served by community health centers.

Although we are very interested in, you know, looking to communities that are reaching the underserved community in general. But we’re not - we wouldn't want to narrowly define a community just of community health centers.


"As a health center on a state border, can our community be composed of two different states?" There are many sort of nature medical trading areas or health care markets or communities that do cross state borders.

So that’s not necessarily a problem. If you do happen to cross state borders, you just need to make sure that you’re coordinating with more than one state health (unintelligible) coordinator and more than one applicable health department if your population health goals require you collaborate with your county or local or state health department.

So you just have to work out those relationships and those efforts based on the states that you cover.

(Farzad Mostashari):
We've had several questions about estimating and various surveys and definitions of the EHR adoption.

And a good source would be the surveys and the results by - that were - the last one - one was published in July 2008 New England Journal with the (unintelligible) David Blumenthal the survey of physicians for electronic health record adoption in ambulatory care as well as hospitals.


And we would be looking at the basic adoption definition there rather than the full adoption, the fully-functional adoption rate there.

(Kelly Cronin):
"Will a (proposed) speaking community that uses a proprietary health information exchange technology is not (Hip-B) compliant be given consideration."

Again, if it’s not compliant with standards that are required by the secretary or by ONC, either interoperability specifications or standards through regulation or otherwise, then that would be a factor in the - both the objective review process but also in a cooperative agreement process.


So we - basically there is a requirement to be compliant with HHS required standards and interoperability specifications. The letter of intent can be submitted through the email that we gave you and it’s covered in the slide.

(Farzad Mostashari):
We have a question that talks about the REC rules that limit reimbursement to only ten providers per taxpayer ID. "Do you anticipate a similar rule in this grant?" No, we do not anticipate a similar rule in this grant.


"Does the proposal need to include both primary care and specialty physicians?"

We haven't put a requirement on that, although again, I would expect that for many of the - many if not all of the kinds of metrics we’re trying to move, there would be a need for care coordination across spectrum including specialists. But there may be others - there may be some sets that we’re not thinking of that are perfectly credible that do not.


Well I think the questions are starting to wind down. We've I think done a good job of plowing through a bunch and thank you for your questions. Thank you for your interest.

And we hope to see lots of good strong letters of intent in only a short few weeks. And we apologize for the short timelines although we don't apologize for the urgency that we all feel and that we hope you do as well around getting the (hour) dollars out, getting the reinvestment process started and starting to demonstrate the real impact that these investments can have in the life of Americans.


So thank you so much. (Kelly), last words?

(Kelly Cronin):
I think that we might not have gotten to all the questions today. And for those of you who have questions that are coming, again, we encourage you to keep in touch with us, submit them and we'll try to be as responsive as possible. Again, our apologies for requiring you to probably do what’s going to be a lot of heavy lifting over the holiday period.


But we will be here to help you as much as possible through this process and it is a program that a lot of people in ONC and really in the administration are very excited about. So we’re looking forward to working with everybody moving forward.


So thank you all for your participation today and keep in touch with ONC and look for new updates on our Web site. Thanks again.

Coordinator:
Thank you. This does conclude the conference call. You may disconnect at this time. Once again, this does conclude the conference, please disconnect.
END
