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INTRODUCTION

The FY 2012 Online Performance Appendix is one of several documents that fulfill the
Department of Health and Human Services’ (HHS) performance planning and reporting
requirements. HHS achieves full compliance with the Government Performance and Results Act
of 1993 and Office of Management and Budget Circulars A-11 and A-136 through the HHS
agencies’ FY 2012 Congressional Justifications and Online Performance Appendices, the
Agency Financial Report, and the HHS Summary of Performance and Financial Information.
These documents are available at http://www.hhs.gov/budget/.

The FY 2012 Congressional Justifications and accompanying Online Performance Appendices
contain the updated FY 2010 Annual Performance Report and FY 2012 Annual Performance
Plan. The Agency Financial Report provides fiscal and high-level performance results. The
HHS Summary of Performance and Financial Information summarizes key past and planned
performance and financial information.


http://www.hhs.gov/budget/�

TRANSMITTAL LETTER

This Online Performance Appendix (OPA) is a supplement to the FY 2012 Performance Budget
to the Office of Management and Budget. It includes performance measures for the agency,
including measures discussed in the FY 2012 Performance Budget. The OPA indicates HRSA'’s
past and projected performance in carrying out its mission to improve health and achieve health
equity through access to quality services, a skilled health workforce and innovative programs.
HRSA, along with its partners and stakeholders, is committed to the collection, analysis and
reporting of timely and accurate performance data and using these data to inform decision
making. To the best of my knowledge, the performance data reported in the OPA are complete
and reliable, with no material inadequacies.

Mary K. Wakefield, Ph.D., R,N.
Administrator



PRIORITY GOAL

Primary Health Care — Field Strength of the National Health Service Corps

By the end of FY 2011, increase access to primary health care by increasing the Field Strength of
the National Health Service Corps (NHSC) to 10,500 primary care providers.

NHSC Funding

(dollars in millions)

FY 2010 FY 2010 FY 2011 FY 2011 FY 2012
Enacted ARRA CR ARRA Request
NHSC Field $40.941 $22.500 $41.128 $15.000 $24.695
BA
NHSC $100.479 $90.000 $100.797 $60.000 $98.782
Recruitment
BA
Mandatory $290.000 $295.000
NHSC
Total $141.420 $112.500 $431.925 $75.000 $418.477
NHSC Performance
Field Strength by Fiscal Year by Funding Source
Funding Source FY 2009 FY 2010 FY 2011 FY 2012
Result Result Target Target
Base:
Scholarship Obligors 582 523 505 389
Loan Repayers 2,597 3,201 3067 2,971
State Loan Repayment 763 581 285 -
USPHS Commissioned Corps Ready
Responders 37 30 30 30
Base Field Strength (as of 9/30) 3,979 4,335 3,887 3,390
Recovery Act:
Loan Repayers 829 3,032 3,171 1,000
State Loan Repayment - 161 332 -
Scholar Obligors - 2 4 30
Recovery Act Field Strength 829 3,195 3,507 1,030
Mandatory:
Loan Repayers - - 2,821 5,693
State Loan Repayment - - 285 570
Mandatory Field Strength - - 3,106 6,263
Total Field Strength 4,808 7,530 10,500 10,683




Primary health care is a cornerstone to high-quality and cost-effective health care services.

Yet primary care is not readily accessible to all Americans, as millions face barriers to quality
primary health care. The NHSC plays a key role in the safety net for persons who would
otherwise lack access to this essential level of care. It does so by aiding health professional
shortage areas (HPSAS) in meeting their primary health care needs by providing recruitment and
retention incentives in the form of scholarship and loan repayment support to health
professionals committed to a career in primary care and service to underserved communities.
HRSA tracks the program’s performance by measuring the Field Strength of the NHSC on a
quarterly basis.

HRSA has made significant progress in meeting NHSC Field Strength targets. The above table
reflects the significant growth in recruiting qualified primary care clinicians, through the
investments made by Congress through regular appropriations and the Recovery Act, from the
FY 2008 Field Strength of 3,601 to a Field Strength in FY 2009 of 4,808 and a Field Strength of
7,530 in FY 2010. HRSA projects a tripling of the FY 2008 Field Strength by FY 2011 to
10,500 with the investment made in the NHSC through Recovery Act and Affordable Care Act
funding. Further, HRSA projects increases in the Field Strength to continue through FY 2012,
with an estimated Field Strength of 10,683, due to investments made through the Affordable
Care Act. More information about HRSA'’s Priority Goal can be found at Performance.gov.



SUMMARY OF PERFORMANCE TARGETS AND RESULTS

T |, [ S P e v | T et |
2007 143 135 94% 95 70%
2008 141 128 91% 99 7%
2009 137 101 74% 70 69%
2010 146 27 18% 22 81%
2011 151 N/A N/A N/A N/A
2012 132 N/A N/A N/A N/A




PERFORMANCE DETAILS (by ACTIVITY)

PRIMARY HEALTH CARE

Programs included in this section are:

Health Centers

Free Clinics Medical Malpractice

Hansen’s Disease Activities

Health Center Capital Development (Affordable Care Act)
School-Based Health Centers - Construction (Affordable Care Act)



HEALTH CENTERS

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services.

Measure FY Target Result
1.1.A.1: Number of patients served by Out-Year - 1
Health Centers Target 29.2 million (FY 2014) Aug 31, 2015
(Output) 2012 24.4 million" Aug 31, 2013
2011 23.5 million* Aug 31, 2012
2010 20.15 million Aug 31, 2011
- 18.8 million
2009 18.95 million (Target Not Met, but Improved)
- 17.1 million
2008 16.75 million (Target Exceeded)
- 16.1 million
2007 16.1 million (Target Met)
1.1.A.2.b: Percentage of grantees that 2012 88% Aug 31, 2013
provide the following services either
on-site or by paid referral: 2011 88% Aug 31, 2012
2010 88% Aug 31, 2011
Preventive Dental Care 889
Output 0 0
(Output) 2009 82% (Target Exceeded)
88%
0
2008 82% (Target Exceeded)
83%
0
2007 82% (Target Exceeded)
1.1.A.2.c: Percentage of grantees that 2012 70% Aug 31, 2013
provide the following services either 2
on-site or by paid referral: 2011 0% Aug 31, 2012
2010 68% Aug 31, 2011
Mental Health/Substance Abuse 20%
Output 9 0
(Output) 2009 4% (Target Not Met)
68%
0
2008 4% (Target Not Met)
80%
0
2007 4% (Target Exceeded)

! Target reflects impact of Affordable Care Act funding. The FY 2011target differs from that in the FY 2011 Congressional Justification to

reflect Affordable Care Act funding and current budget assumptions.

2 Target differs from that in the FY 2011 Congressional Justification. Change was made to reflect most recent performance information.




Measure FY Target Result
1.11.B.2: Rate of births less than 2500 Out-Year 0 .
grams (low birth weight) to prenatal Target 5% below national rate (FY 2014) Apr 30, 2016
Health Center patients compared to the -
national low birth weight rate 2012 5% below national rate Apr 30, 2014
(Outcome) 2011 5% below national rate Apr 30, 2013
2010 5% below national rate Apr 30, 2012
2009 11% below national rate Apr 30, 2011
. 7.3% below the national rate
0
2008 11% below national rate (Target Not Met)
. 4.9% below national rate
0
2007 11% below national rate (Target Not Met)
1.11.B.3: Percentage of adult Health Out-Year 0
Center patients with diagnosed Target 63% (FY 2014) Aug 31, 2015
hypertension whose blood pressure is
under adequate control (less than or 2012 60% Aug 31, 2013
equal to 140/90) 2011 60%> Aug 31, 2012
(Outcome)
2010 50% Aug 31, 2011
63%
0
2009 43% (Target Exceeded)
62%
0
2008 42.9% (Target Exceeded)
2007 42.8% N/A®
1.11.B.4.: Percentage of adult Health Out-Year 0
Center patients with type 1 or 2 Target 71% (FY 2014) Aug 31, 2015
diabetes with most recent hemoglobin
Alc (HbAlc) under control (less than 2012 1% Aug 31, 2013
or equal to 9%) 2011 71%? Aug 31, 2012
(Outcome) 2010 73% Aug 31, 2011
71%
2009 NIA (Target Not in Place)
73%
2008 NIA (Baseline)

2 Target differs from that in the FY 2011 Congressional Justification. Change was made to reflect most recent performance information.
% Data not available for 1.11.B.3 for 2007 due to changes in data source for this measure. Beginning in 2008, the data source is the Uniform Data

System.




Measure FY Target Result
1.11.B.1: Percentage of pregnant Health Center 2012 64.3% Aug 31, 2013
E?:rl]eer;irbegmnmg prenatal care in the first 2011 61.3% Aug 31, 2012
(Output) 2010 61.3% Aug 31, 2011
67.3%
0,
2009 61.6% (Target Exceeded)
61.3%
0,
2008 61.5% (Target Virtually Met)
61.3%
0,
2007 61.9% (Target Not Met)
1.11.A.1: Percentage of Health Center patients 2012 91% Aug 31, 2013
0,
\(/vohlj)t;l:%at or below 200% of poverty 2011 1% Aug 31, 2012
2010 91% Aug 31, 2011
92.5%
0,
2009 86% (Target Exceeded)
91.7%
0,
2008 86% (Target Exceeded)
91.4%
0,
2007 86% (Target Exceeded)
1.11.A.2: Percentage of Health Center patients 2012 63% Aug 31, 2013
\(/vohlj)t;Lrj%ramaI/ethmc minorities 2011 63% Aug 31, 2012
2010 N/A* Aug 31, 2011
4 63%
2009 N/A (New Baseline)
2008 64% D/N/A*
2007 64% D/N/A*
1.11.A.3: Percentage of Health Center patients 2012 38% Aug 31, 2013
‘(’gftsg‘:)””'”sure‘j 2011 38% Aug 31, 2012
2010 38% Aug 31, 2011
38%
0,
2009 aL% (Target Not Met)
38%
0,
2008 aL% (Target Not Met)
39%
0,
2007 AL% (Target Not Met)

* Due to modifications in data collection, data is not available for 2007-2008. As a result, targets could not be established for 2009 and 2010.




Measure FY Target Result
1.E: Percentage increase in cost per 2012 20% below national rate® Jan 31, 2014
patient served at Health Centers 0 - 5
compared to the national rate 2011 20% below national rate Jan 31, 2013
(Efficiency) 2010 20% below national rate Jan 31, 2012
2%
0,
2009 5.8% (Target Exceeded)
4.6%
0,
2008 5.6% (Target Exceeded)
4.5%
0,
2007 5.3% (Target Exceeded)
Measure Data Source Data Validation

1.1LA1 Uniform Data System
1E

1.11.B.2
1.11.B.3
1.11.B4
1.11.B.1
1LILA1
1.11LA3

Validated using over 1,000 edit checks, both logical and
specific. These include checks for missing data and outliers
and checks against history and norm.

1.1LA2Db HRSA Electronic Handbooks (EHB)

1.1.A2c

Data are edited and validated by program staff.

LILA2 Uniform Data System

Data not available for FY 2008 and 2007 due to changes in
how race/ethnicity data is reported in UDS.

INTRODUCTION

Health Centers are community-based and patient-directed organizations that serve populations
lacking access to high quality, comprehensive, and cost-effective primary health care. The
Health Center Program’s performance measures help the Program track progress in reaching
Health Resources and Services Administration’s (HRSA) Strategic Plan goals to improve access
to quality health care and services, strengthen the health workforce, build healthy communities
and improve health equity. The Health Center Program has funded new and expanded Health
Center organizations as a major strategy to reaching performance goals relating to the numbers
of patients served and their demographic mix. Efforts to achieve other performance goals
involve strategies that include: providing technical assistance and training on issues such as
quality improvement and risk management; enhancing health information technology assistance;
sharing best practices so that health centers learn from one another about what works in
improving quality and performance; and supporting a unique model of health care delivery that

® The target for this measure has always been to achieve a rate that is at least 20% below the National rate. In prior documents, this has been
shown as a number based on projections of the National rate. (e.g., In FY 2009, the target was shown as 5.8% given projections of the National
rate.) Such projections will no longer be used in showing the target. Instead the target will be stated as shown for FY 2010 and FY 2011 in this

table.

10




emphasizes prevention, health-related enabling services, outreach, follow-up, and culturally
competent services.

The Affordable Care Act:

The Affordable Care Act authorized and appropriated $11 billion over five years to establish a
Community Health Center Fund to provide for expanded and sustained national investment in
health centers under section 330 of the Public Health Service Act. $1.5 billion will support
major construction and renovation projects at community health centers nationwide. $9.5 billion
will support the establishment of new health center sites in medically underserved areas and
expand preventive and primary health care services at health center sites.

DISCUSSION OF RESULTS AND TARGETS

Goal: Increase Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services.

1.1LA.1. Number of patients served by Health Centers.

Monitoring the number of patients served annually by Health Centers is key to assessing the
Program’s performance in increasing access to care for underserved and vulnerable populations.
Not only do Health Center patients gain access to care, they gain access to a comprehensive
health care home (also referred to as medical home), which is defined as a regular/usual,
continuous, and patient-centered source of primary care. A health care home prevents sickness,
manages chronic illness, and reduces the need for avoidable, costlier care such as emergency
room visits and hospitalizations. This is key as an estimated 56 million Americans lack access to
a health care home because they live in communities where there is an acute shortage of primary
care providers. The lack of such physicians is associated with higher mortality rates and health
care disparities (The National Association of Community Health Centers (NACHC) and the
Robert Graham Center: 2007).

The number of patients served by Health Centers reached 16.1 million in FY 2007, 17.1 million
in FY 2008. The 18.8 million patients served by Health Centers in FY 2009 are 1.7 million
patients over the FY 2008 level. Health Centers are projected to serve 23.5 million patients in
FY 2011 and 24.4 million patients in FY 2012. The projections for FY 2011 and FY 2012 reflect
the impact of the Affordable Care Act funding.

1.1.A.2. Percentage of grantees that provide the following services either on-site or by paid
referral: Preventive Dental Care, and Mental Health/Substance Abuse.

Access to oral health and mental health/substance abuse (MH/SA) services is critical to ensuring
overall health and well-being of Health Center populations. Lack of access to oral health care
services is the primary reason for significant disparities in oral health status among vulnerable
populations. MH/SA disorders, such as depression and abuse of alcohol are prevalent among
underserved populations, and treatment is not accessible in many local communities.

11



For 2007, 83% of health center grantees reported that they provided dental care services either
on-site or by paid referral. For mental health/substance abuse services, that figure was 80%.

Of the grantees reporting in 2008, 88% provided preventive dental care and 68% provided
mental health/substance abuse services either on-site or by paid referral. For FY 2009, health
centers reported 88% for dental services, exceeding the target, and 70% for mental
health/substance abuse services. The FY 2011 and FY 2012 targets are: 88% for dental services
and 70% for mental health services. The FY 2011 mental health services target was reduced to
reflect the most recent data reported for FY 2008 and FY 2009. In FY 2011, the Program
proposes to add qualified behavioral health counselors and other addiction specialists to enhance
substance abuse care in health centers. HRSA will collaborate with the Department of Health
and Human Services’ Substance Abuse and Mental Health Services Administration. HRSA will
train health counselors and other addiction specialists on performing Screening, Brief
Intervention and Referral to Treatment (SBIRT).

1.11.B.2. Rate of births less than 2500 grams (low birth weight) to prenatal Health Center
patients compared to the national low birth weight rate.

Appropriate prenatal care management can have a significant effect on the incidence of low birth
weight (LBW) which is the risk factor most closely associated with neonatal mortality. In turn,
improvements in infant birth weight can contribute significantly to reductions in infant mortality
rates. This measure reflects both on quality of care and health outcomes for Health Center
women of child-bearing age, a key group served by the Program.

This measure is benchmarked to the national rate to demonstrate how Health Center performance
compares to performance of the Nation overall. The goal is to achieve a rate that is below the
national average even as Health Centers continue to serve a higher-risk prenatal population than
represented nationally in terms of socio-economic status, health status and other risk factors that
might predispose Health Center patients to higher risk for low birth weight and adverse birth
outcomes.

In 2007, 7.8% of Health Center patients had low birth weight infants, a rate that was 4.9% lower
than seen nationally, which did not meet the target of 11% below the national rate. In 2008,
7.6% of Health Center patients had low birth weight infants, which was 7.3% below the national
rate (8.2%). The FY 2010, FY 2011, and FY 2012 targets are to achieve a rate of 5% below the
national rate.

The Program serves a prenatal care population at higher risk than that seen nationally. With the
extensive expansion of health center services since 2002 through the development of new health
center sites, more high risk prenatal patients who were previously underserved are being served,
thus impacting the level of this rate. While the Program addresses LBW through the
implementation of preventive prenatal health care in new organizations, there will be a delay
before the benefit of these efforts is realized. The Program will take the following steps to
address this issue:

e Technical assistance to Health Centers on the delivery of quality health care through
State Primary Care Associations.

12



e Outreach to patients to encourage timely entry into prenatal care, and patient education
on healthy behaviors that can impact birth weight.

e Information to clinicians to help them in the identification of maternal disease and risks
for complications of pregnancy or birth during the first trimester.

The Program will continue its effort to remain below the national LBW rate, while serving a
higher-risk prenatal population than seen nationally.

1.11.B.3. Percentage of adult Health Center patients with diagnosed hypertension whose
blood pressure is under adequate control (less than or equal to 140/90).

Health Center patients, including low-income individuals, racial/ethnic minority groups and
persons who are uninsured, are more likely to suffer from chronic diseases such as hypertension
and diabetes. Clinical evidence indicates that access to appropriate care can improve the health
status of patients with chronic diseases and thus reduce or eliminate disparities.

This measure focuses on quality of care and improved health outcomes for one of the most
prevalent chronic conditions facing Health Center patients, hypertension. Clinical evidence
indicates that controlling blood pressure (hypertension) can reduce the health risk associated with
the conditions such as heart disease and stroke.

In 2008, 62% of hypertensive Health Center patients had their blood pressure under control
exceeding the target of 42.9%. In 2009, the result for health centers was 63%, exceeding the
target of 43%. The Program proposes to demonstrate improvements in a chronic condition that
requires treatment with both lifestyle modifications, usually as the first step, and, if needed, with
medications. Lifestyle factors to treat high blood pressure include weight control, exercise,
healthy diet, limiting alcohol use, and other lifestyle modifications that are often challenging
interventions that improve only slowly over time. The projected target is 50% for FY 2010 and
60% for FY 2011 and FY 2012.

1.11.B.4. Percentage of adult Health Center patients with type 1 or 2 diabetes with most
recent hemoglobin Alc (HbAlc) under control.

This measure also focuses on quality of care and improved health outcomes for one of the most
prevalent chronic conditions facing Health Center patients, diabetes.

Uncontrolled diabetes can lead to non-traumatic amputations, blindness, end-stage renal disease,
and hospitalizations for diabetes-associated cardiovascular disease. These and other health
problems associated with diabetes contribute to an impaired quality of life, substantial disability
among people with diabetes, and increased national health care costs.

Clinical evidence indicates that controlling blood glucose through such activities as chronic care
management provided in Health Centers benefits people with either type 1 or type 2 diabetes. In
general, for every 1% reduction in results of HbAlc blood tests (e.g., from 8% to 7%), the risk of
developing eye, kidney, and nerve disease is reduced by 40% (Centers for Disease Control and
Prevention, National Diabetes Fact Sheet 2004). In 2008, the percentage of adult Health Center
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patients with type 1 or 2 diabetes with their most recent HbAlc under control was 73%. In 20009,
the result was 71%. The targets for FY 2011 and FY 2012 have been set to maintain the level of
71%.

1.11.B.1. Percentage of pregnant Health Center patients beginning prenatal care in the first
trimester.

Monitoring timely entry into prenatal care assesses both quality of care as well as Health Center
outreach efforts and focuses on a process that is associated with improving birth outcomes.
Identification of maternal disease and risks for complications of pregnancy or birth during the
first trimester can help reduce the risk of low birth weight. Results over the past few years
demonstrate improved performance as the percentage of pregnant Health Center patients that
began prenatal care in the first trimester grew from 57.8% in 2000 to 61.3% in 2007, slightly less
than the target of 61.9%. For 2008, the result was 61.3%, slightly below the projected target of
61.5%. For 2009, the result was 67.3%, exceeding the target of 61.6%. The Health Center
Program targets the percentage of pregnant patients beginning prenatal care in the first trimester
at 61.3% in FY 2010 and FY 2011 and 64.3% in FY 2012.

1.11LA.1. Percentage of Health Center patients who are at or below 200% of poverty.

To improve the health status of the Nation’s underserved communities and vulnerable
populations, safety-net programs must target access to care for people of low income. According
to 2007 UDS Health Center data, nearly 91.4% of patients were at or below 200% of the Federal
Poverty Level. In 2008, 91.7% of patients were at or below 200% of the Federal Poverty Level,
exceeding the target of 86%. In 2009, the result was 92.5% of patients, exceeding the target of
86%. The FY 2010, FY 2011 and FY 2012 target is 91%.

1.11.LA.2. Percentage of Health Center patients who are racial/ethnic minorities.

To improve the health status of the Nation’s underserved communities and vulnerable
populations, safety-net programs must target access to care for people of racial/ethnic minority
groups. Due to modifications in data collection for this measure, FY 2009 was a new baseline
year. Health centers reported that 63% of patients served were racial/ethnic minorities. The
FY 2011 and FY 2012 target is 63%.

1.11.A.3. Percentage of Health Center patients who are uninsured.

To improve the health status of the Nation’s underserved communities and vulnerable
populations, safety-net programs must also target access to care for people who are uninsured.
According to UDS Health Center data, in 2007, the Health Center population served included
6.24 million uninsured individuals, which was about 39% of the client population—just slightly
below the target. In 2008, 38% of the patient population was uninsured, slightly below the target
of 41%. In FY 2009 the figure was 38%. The target for FY 2010, FY 2011 and FY 2012 is
38%.

14



1.E. Percentage increase in cost per patient served at Health Centers.

This efficiency measure focuses on maximizing the number of Health Center patients served per
dollar. It also monitors Health Center performance in keeping cost increases below annual
national health care cost increases while maintaining access to high quality services. The
efficiency measure also utilizes a metric that looks at growth in total cost per patient, the full
complement of services that make Health Centers a “health care home” are captured. Total cost
includes all financial costs (excluding donations) for: Medical, Lab and X-Ray, Dental, Mental
Health, Substance Abuse, Pharmacy, and Enabling Services (translation, transportation, case
work, outreach, etc.).

In 2007, Health Center costs grew at a rate of 4.5%, which surpassed the Program goal of
keeping the cost growth rate at or under 5.3%. In 2008, costs grew 4.6%, which exceeded the
target growth rate compared to national health expenditures. In 2009, costs grew at a rate of 2%,
which exceeded the target of keeping the cost growth rate at or under 5.8%.

The target for FY 2010, FY 2011 and FY 2012 is to keep the Program cost growth rate at or
better than 20% below the actual growth rate for national health expenditures. By restraining
increases in the cost per individual served at Health Centers below national per capita health care
cost increases, the Health Center Program serves a volume of patients that otherwise would have
required additional funding to serve, and demonstrates that it delivers its high quality services at
a more cost-effective rate. Given recent performance of the Program, annual targets in growth
are set at 20% below forecasted national rates. Successful restraint of the cost per individual
served at Health Centers below national per capita health care cost increases may, in part, be
related to the Health Centers’ strategic use of a multi- and interdisciplinary team model of care
that treats the “whole patient,” with a focus on continuity of primary care and enabling services.
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DISCONTINUED MEASURE

Measure FY Target Result
1.1.A.2.a: Percentage of grantees that 2012 N/A N/A
provide the following services either
on-site or by paid referral: 2011 85% Aug 31, 2012
2010 85% Aug 31, 2011
Pharmacy 85%
Output 0 0
(Output 2009 83% (Target Exceeded)
85%
0
2008 83% (Target Exceeded)
82%
0
2007 83% (Target Not Met)
Measure Data Source Data Validation
1.1.A2.a HRSA Electronic Handbooks (EHB) Data are edited and validated by program staff.

1.1.A.2.a Percentage of grantees that provide the following services either on-site or by
paid referral:

For 2007, 82% of health center grantees reported that they provided pharmacy services either on-
site or by paid referral, virtually meeting the target of 83%. Of the grantees reporting in 2008,
85% provided pharmacy services, and in 2009 that figure remained at 85%. The FY 2011 target
remains at 85% for pharmacy services.

As the program advances in its future expansion activities, it is estimated that this measure will

become less relevant in measuring program performance and success. Therefore, this measure is
proposed for retirement in FY 2012, and the last year for which data will be reported is FY 2011.
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FREE CLINICS MEDICAL MALPRACTICE

Goal: Strengthen the Health Workforce

Sub-Goal: Increase the number of practicing health care providers to address shortages, and
develop ongoing strategies to monitor, forecast and meet long-term health workforce needs.

Measure FY Target Result
2.1.A.1: Number of volunteer free clinic 2012 4,800 Dec 31, 2012
health care providers deemed eligible
for FTCA malpractice coverage 2011 4,250 Dec 31, 2011
(Outcome) 4,800
2010 4,000 (Target Exceeded)
3,754
2009 3,100 (Target Exceeded)
3,006
2008 2,500 (Target Exceeded)
2,420
2007 1,950 (Target Exceeded)
2.1: Patient visits provided by free Out-Year
clinics sponsoring volunteer FTCA- Target 440,000 (FY 2015) May 31, 2016
deemed clinicians
(Outcome) 2012 350,000 May 31, 2013
2011 320,000 May 31, 2012
2010 N/A May 31, 2011
282,958
2009 N/A (Baseline)
2.1.A.2: Number of free clinics Out-Year
operating with FTCA-deemed volunteer Target 165 (FY 2013) Dec 31,2013
clinicians
(Output) 2012 155 Dec 31, 2012
2011 145 Dec 31, 2011
132
2010 130 (Target Exceeded)
121
2009 105 (Target Exceeded)
93
2008 8 (Target Exceeded)
80
2007 0 (Target Exceeded)
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Measure FY Target Result
2.1.A.3: Percent of volunteer FTCA- 2012 100% Dec 31, 2012
deemed clinicians who meet
certification and privileging 2011 100% Dec 31, 2011
requirements 0 100%
(Output) 2010 100% (Target Met)
100%
0,
2009 100% (Target Met)
100%
0,
2008 100% (Target Met)
100%
0,
2007 100% (Target Met)
Efficiency Measure FY Target Result
2.E: Administrative costs of the 2012 $155 Dec 31, 2012
program per Federal Tort Claims Act
(FTCA)-covered volunteer 2011 $155 Dec 31, 2011
(Efficiency)
$115
2010 $170 (Target Exceeded)
$154
2009 $190 (Target Exceeded)
$153
2008 $195 (Target Exceeded)
$164
2007 $204 (Target Exceeded)
Measure Data Source Data Validation
21.A1 Free Clinics Medical Malpractice Coverage Program Database stores | Data are edited and checked by program staff.
2.1.A2 data on providers and clinics from free clinic applications.
2.1.A3
2.E
2.1 Data will be provided by participating Free Clinics in a Patient Visits | Data will be validated by program staff
Data Report submitted to the program via e-mail. assessing logic, outliers, history and norms.
INTRODUCTION

The Free Clinics Program encourages health care providers to volunteer their time at free clinics
by providing medical malpractice protection at sponsoring health clinics, thus expanding the
health care safety net. These activities support the HRSA strategic goal to strengthen the health
workforce. The program’s performance measures track progress in achieving this objective.
The program uses the data from its annual measures to track and assess program expansion.

The data include the locations of Free Clinics that have applied for Federal Tort Claims Act-
deemed volunteer clinicians. The key strategy used to meet performance targets is to determine
areas with few for no applications and then target these areas for outreach about the program.
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DISCUSSION OF RESULTS AND TARGETS

Goal: Strengthen the Health Workforce
Sub-Goal: Increase the number of practicing health care providers to address shortages, and
develop ongoing strategies to monitor, forecast and meet long-term health workforce needs.

2.1.A.1. Number of volunteer free clinic health care providers deemed eligible for FTCA
malpractice coverage.

This measure examines program participation by volunteer health professionals, which continues
to increase. In FY 2008, FY 2009, and FY 2010, the program exceeded its targets by deeming
3,006, 3,754, and 4,800 volunteer providers, respectively. The program aims to deem 4,800 in
FY 2012.

2.1. Patient visits provided by free clinics sponsoring volunteer FTCA-deemed clinicians.

This measure tracks the volume of visits performed by volunteer clinicians at free clinics that
choose to sponsor these health professionals for FTCA coverage as an indicator of increased
patient capacity. The program has revised its application materials to collect these data from free
clinic applicants, and the result for FY 2009 is 282,958 patients. Based on this baseline data, the
targets established for FY 2011 and FY 2012 are 320,000 and 350,000, respectively.

2.1.A.2. Number of free clinics operating with FTCA-deemed volunteer clinicians.

This measure demonstrates the extent to which free clinics are participating in the program.

In FY 2005, the first year that the program began deeming providers, 38 free clinics were
operating with FTCA-deemed volunteer clinicians. In FY 2008, FY 2009 and FY 2010,
performance exceeded the targets, with 93, 121, and 132 clinics operating with FTCA-deemed
volunteers respectively. The FY 2011 target is 145 clinics, and the FY 2012 target is 155.

2.1.A.3. Percent of volunteer FTCA-deemed clinicians who meet certification and
privileging requirements.

This indicator reflects the quality of services provided by the deemed health professionals
volunteering at participating free clinics as measured by the percentage meeting licensing and
certification requirements. Performance continues to meet the target with 100% of FTCA-
deemed clinicians meeting appropriate requirements. The FY 2011 and FY 2012 target is 100%.

2.E. Administrative costs of the program per Federal Tort Claims Act (FTCA)-covered
volunteer.

By restraining the annual Federal administrative costs necessary to deem each provider, the

program will be able to provide an increasing number of clinicians with malpractice coverage,
thus building the free clinic workforce capacity nationwide and increasing access to care for the
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vulnerable populations served by these clinics. In 2005, the first year that program began
deeming providers, the cost per provider deemed was $221.

The FY 2008 program cost per provider was $153, and in FY 2009 and FY 2010 the resulting

figures were $154 and $115, respectively. All three years show targets being surpassed, and
exhibit steady efficiency. The target in FY 2011 and 2012 is $155.
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NATIONAL HANSEN’S DISEASE PROGRAM

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services.

Measure FY Target Result
3.11LA.2.: Number of private sector 2012 150 Nov 30, 2012
physicians who have received training
from the NHDP 2011 150 Nov 30, 2011
(Output) 220
2010 150 (Target Exceeded)
157
2009 50 (Target Exceeded)
146
2008 45 (Target Exceeded)
135
2007 40 (Target Exceeded)
3.11.A.3: Number of patients provided 2012 3,000 Mar 31, 2013
Hansen’s Disease outpatient care
through the National Hansen’s Disease 2011 3,000 Mar 31, 2012
Program
(Output) 2010 3,000 Mar 31, 2011
2,963
2009 3,000 (Target Virtually Met)
2,888
2008 3,000 (Target Not Met)
3,000
2007 3,000 (Target Met)
3.111LA.1: Develop an animal model for Out-Year | Produce relevant animal model for Mar 31 2014
the full spectrum of clinical Target human leprosy (FY 2013) '
complexities of human Hansen’s Pursue the integration of BRM, CM,
Disease 2012 and molecular reagent Mar 31, 2013
(Output) breakthroughs
Use DNA evidence to link leprosy
2011 transmission from armadillos to Mar 31, 2012
humans.*
2010 Demons_tra_te defective nerve function Mar 31, 2011
in infected armadillos
BRM 4,CM 4
2009 BRM 4,CM 4 (Target Met)
BRM 3,CM 2,3
2008 BRM 3,CM 2,3 (Target Met)
BRM 2,CM 1
2007 BRM 2,CM 1 (Target Met)

! This target is different from that shown in the FY 2011 Congressional Justification due to the pace of advances made in this research endeavor.
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Measure FY Target Result
3.11LA.1: Percent increase in the level of Hansen's Out-Year 0
Disease related disability and deformity among Target 50% (FY 2013) Nov 30, 2015
patients treated and managed by the National 0
Hansen’s Disease Program (NHDP) 2012 50% Nov 30, 2014
(percentage of patients at grades 1 and 2) 2011 50% Nov 30, 2013
(Outcome)
2010 50% Nov 30, 2012
2009 50% Nov 30, 2011
45%
2008 50%
’ (Target Exceeded)
47%
0,
2007 50% (Target Exceeded)
Efficiency Measure FY Target Result
3.E: Maintain increases in the cost per patient served Below national medical
in the outpatient clinics to below the medical inflation 2012 inflation rate Mar 31, 2013
rate Below national medical
(Efficiency) 2011 inflation rate Mar 31, 2012
2010 Belov_v natl_onal medical Mar 31, 2011
inflation rate
$1,088
2009 $1.676 (Target Exceeded)
$1,244
2008 $1.676 (Target Exceeded)
$1,277
2007 $1.599 (Target Exceeded)
Measure Data Source Data Validation
3.E Fiscal year budget allocations and expenditures, Ambulatory Care Program database, | Data are validated by staff at

and NHDP records

the Hansen’s Disease Program.

3.1LA2 National Hansen’s Disease Program annual training records Data are validated by staff at
the Hansen’s Disease Program

3.1LA3 National Hansen’s Disease Program Registry Data are validated by staff at
the Hansen’s Disease Program.

3.1LAL Program research records Validated by program staff and
research presentations.

3.I1LAL Disability/deformity data is collected from NHDP hand and foot screens (based on Data are validated by staff at

outpatient clinics, and private physicians

the World Health Organization scale) from ambulatory care clinics, NHDP

the Hansen’s Disease Program.
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INTRODUCTION

The Hansen’s Disease Program is the only dedicated provider of expert Hansen’s disease
treatment services in the United States, a crucial source of continuing education for providers
dealing with the identification and treatment of the disease, and a major source of research on
Hansen’s disease. These activities support the HRSA strategic goal to improve access to quality
health care and services. Strategies for achieving the program’s performance goals include
ongoing support for ambulatory care clinics that focus on case management and patient
compliance, and the identification of opportunities for training groups of private physicians in
the geographic areas most impacted by the disease on the diagnosis and management of
Hansen’s disease.

DISCUSSION OF RESULTS AND TARGETS

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services.

3.11.LA.2. Number of private sector physicians who have received training from NHDP.

Early diagnosis and treatment helps reduce Hansen’s Disease-related disability and deformity.
This can only be achieved if there are enough healthcare providers in the U.S. with knowledge
of the disease and access to the support provided by NHDP though its function as an outpatient
clinic, training education, and referral center for Hansen’s Disease patients. Increasing
knowledge about Hansen’s Disease in the U.S. medical community should lead to earlier
diagnosis and intervention, resulting in a decrease in Hansen’s Disease-related disabilities.

In FY 2007, the NHDP exceeded its program performance target of 40, and trained 135 private
sector physicians. In FY 2008, the figure was 146, surpassing the target of 45, due to an
expansion of the training program to include an outreach Hansen’s Disease (HD) awareness
seminar and 3 on-line video HD clinical pathological conferences. A national promotion effort
targeted at physicians whose practice may include individuals with Hansen’s Disease (e.g.,
dermatologists) is underway, as well as training healthcare providers in targeted areas where
clusters of newly diagnosed cases are appearing. In FY 2009 the program trained 157 private
sector physicians, and in FY 2010, 220 private sector physicians were trained. The FY 2011 and
FY 2012 target is 150.

The main topic of outreach seminars is to bring awareness to physicians of the cardinal signs of
HD and whether a HD diagnosis must be considered when treating immigrant patients from
countries where HD is endemic. Increased awareness of HD by physicians should lead to earlier
diagnosis of the disease with consequent easier management and fewer disabling manifestations
of HD. This impact of increased training may take 10 or more years to become apparent.
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3.11.A.3. Number of patients provided Hansen’s Disease outpatient care through the
National Hansen’s Disease Program.

The National Hansen’s Disease Program includes a regional outpatient clinic program. The HD
population in the U.S. is approximately 6,000. In FY 2007, the NHDP program met the target of
caring for 3,000 HD patients though outpatient clinics in the area in which they live. In

FY 2008, that figure was 2,888, and in FY 2009 the result was 2,963, virtually meeting the goal
of 3,000. For FY 2010, FY 2011 and FY 2012 the target is 3,000.

3.111.A.1. Develop an animal model for the full spectrum of clinical complexities of human
Hansen’s Disease.

The National Hansen’s Disease Program (NHDP) seeks to prevent and manage Hansen’s Disease
(leprosy) through both clinical care and scientific research. As an annual and long-term measure,
this indicator monitors advances in scientific knowledge related to the early diagnosis, treatment,
and prevention of Hansen’s Disease and the NHDP’s performance in achieving breakthroughs in
genomic and molecular biology. The Program is the sole provider of reagent grade viable
leprosy bacilli, and continues to collaborate with researchers worldwide to further the study of
and scientific advances related to the disease.

The measure focuses on the development of an animal model (the armadillo) for the full
spectrum of clinical complexities of human Hansen’s Disease. This is the only other species
besides man to naturally acquire Hansen’s Disease and currently, no such model for human
leprosy exists. Once the animal model is developed, potential advances in scientific knowledge
related to questions associated with pathogenesis, early diagnosis, vaccine development, and
transmission of Hansen’s Disease can be further explored.

The annual measure specifically tracks development of six protective biological response
modifiers (BRMs) and six white blood cell subtype markers (CMs) that are important in host
resistance to Hansen’s Disease and will ultimately permit development of the full animal model
for human Hansen’s Disease. In 2007, the program met its targets and developed BRM-2 and
CM-1. The targets were also met in FY 2008, with the program developing BRM-3 and CM-2,
3. The Program also met its FY 2009 target and developed BRM-4 and CM-4. In FY 2010, the
program expects to demonstrate defective nerve function in infected armadillos. In FY 2011, the
program expects to use DNA evidence to link leprosy transmission from armadillos to humans.
In FY 2012 the program expects to pursue the integration of BRM, CM and molecular reagent
breakthroughs.

3.11.LA.1. Percent increase in the level of Hansen’s Disease-related disability and deformity
among patients treated and managed by the NHDP.

Hansen’s Disease is a life-long chronic condition which left untreated and unmanaged will
usually progress to severe deformity. As this deformity is generally irreversible, both the annual
and long-term measure track the impact of the program’s case management efforts as well as
patient compliance on the prevention of further deterioration to a higher grade of
disability/deformity.
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Through this annual and long-term measure the program will monitor its efforts to prevent an
increase of the percentage of Hansen’s Disease patients with grades 1 or 2 disability/deformity.
Disability/deformity is measured based on the World Health Organization scale, which ranges
from 0-2. Patients graded at 0 have protective sensation and no visible deformities. Patients
graded at 1 have loss of protective sensation and no visible deformity. Patients graded at 2 have
visible deformities secondary to muscle paralysis and loss of protective sensation. It is expected
that both the program’s existing case management efforts as well as its activities to train private
sector physicians to recognize Hansen’s Disease and initiate treatment earlier, will help prevent
further increases in the level of disability/deformity among Hansen’s patients. In FY 2007 and
FY 2008, the results exceeded the targets at 47% and 45%, respectively. For FY 2011 and

FY 2012, the target is 50%.

3.E. Maintain increases in the cost per patient served in the outpatient clinics to below the
medical inflation rate.

Hansen’s Disease outpatient care supports treatment protocols for multi-drug therapy, diagnostic
studies, consultant ancillary medical services, clinical laboratory analysis, hand and foot
rehabilitation, leprosy surveillance, and patient transportation for indigent patients. The National
Hansen’s Disease Program is committed to improving overall efficiency through controlling the
cost of care at all of its outpatient clinics by keeping increases in the cost per patient served at or
below the national medical inflation rate.

By restraining increases in the cost per individual served by the Ambulatory Care Program
Clinics and at the National Hansen’s Disease Program outpatient center below the national
medical inflation rate, the Hansen’s Disease Services Program can continue to serve more
patients that otherwise would have required additional funding to serve in the fiscal year.

In FY 2007, the cost per patient served through outpatient services was $1,277 and was
successfully below the target of $1,599. In FY 2008, the figure of $1,244 was better than the
target of $1,676, and in FY 2009 the figure was $1,088, bettering the target of $1,676. The target
for FY 2010 — FY 2012 is to maintain the increase in cost per patient below the national medical
inflation rate.
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HEALTH CENTERS — CAPITAL DEVELOPMENT

Goal: Improve Access to Quality Health Care and Services

(AFFORDABLE CARE ACT)

Sub-Goal: Strengthen health systems to support the delivery of quality health services.

Measure FY Target Result
39.1: Number of new/improved 2012 TBD November 2012
sites
November 2011
(Developmental) 2011 N/A (Baseline)

Measure

Data Source

Data Validation

39.6: HRSA Electronic Handbooks (EHB)

Data are edited and
validated by program staff.

INTRODUCTION

The Community Health Center (CHC) Fund was established under the Affordable Care Act to
provide for expanded and sustained national investment in health centers funded under Section
330 of the Public Health Service Act. Grant opportunities supported by the CHC Fund Capital
Development program were initiated in FY 2011. These opportunities support the costs of

constructing and renovating health center facilities.

The Affordable Care Act CHC Fund authorized and appropriated amount of $1.5 billion for
FYs 2011 through 2015 is available until expended. It is expected that a portion of the funding
that remains available in FY 2012 will be used to support facility construction and renovation
costs for health centers funded under Section 330 of the Public Health Service Act.

DISCUSSION OF TARGETS AND RESULTS

Goal: Improve Access to Quality Health Care and Services

Sub-Goal: Strengthen health systems to support the delivery of quality health services.

39.1. Number of new/improved sites. (Developmental)
In FY 2011, the Health Center Program funded 144 Capital Development grants totaling
approximately $732 million. The Health Center Program will use the FY 2011 reports to

determine appropriate targets for FY 2012 and future years.

26




SCHOOL BASED HEALTH CENTERS - CONSTRUCTION
(AFFORDABLE CARE ACT)

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services.

Measure FY Target Result
4_0.I: Number of new/improved 2012 N/A Novembe_r 2012
sites (Baseline)
(Developmental) 2011 N/A N/A
Measure Data Source Data Validation
40.1: HRSA Electronic Handbooks (EHB) Data are edited and
validated by program staff.

INTRODUCTION

The Affordable Care Act provides funding to support expenditures for facilities (including the
acquisition of improvement of land, or the acquisition, construction, expansion, replacement, or
other improvement of any building or other facility), equipment, or similar expenditures, for
School-Based Health Centers (SBHC).

A SBHC is often operated as a partnership between the school and a community health
organization, such as a community health center, hospital, or local health department that serves
as the sponsoring facility for the SBHC. In general, services provided by the SBHC are
determined locally through a collaborative approach between the families and students, the
community, the school district, and associated health providers. Typically, a SBHC provides a
combination of primary care, mental health care, substance abuse counseling, case management,
dental health, nutrition education, health education, and health promotion. An overall emphasis
is placed on the services being age appropriate, with a particular focus on prevention and early
intervention.

The awarding of the first SBHC-Construction grants is expected to occur in FY 2011 with the
provision of an estimated 200 grant awards. It is expected that the proposed SBHC Capital
projects will support SBHCs in providing more effective, efficient, and quality health care.
Applicants must also demonstrate how their proposal will lead to improvements in access to
health services for children at a SBHC.
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DISCUSSION OF TARGETS

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services.

40.1. Number of new/improved sites. (Developmental)
In FY 2011, the Health Center Program estimates that 200 grant awards totaling $100 million
will be made to SBHCs. The timing of these awards is expected in the last quarter of FY 2011,

and as a result, reports for SBHC Capital activity will not be received until FY 2012. These
reports will establish baseline information that will be used to develop future targets.
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CLINICIAN RECRUITMENT AND SERVICE
Programs included in this section are:

e National Health Service Corps
e Nursing Education and Loan Repayment and Scholarship Programs
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NATIONAL HEALTH SERVICE CORPS

Goal: Strengthen the Health Workforce

Sub-Goal: Increase the number of practicing health care providers to address shortages, and
develop ongoing strategies to monitor, forecast, and meet long-term health workforce needs.

Measure FY Target Result
4.1.C.1: Number of individuals served Out-Year el
through the placement and retention of Target 12.0 Million™ (FY 2014) Dec 31, 2014
NHSC clinicians. 2012 13.1 Million*? Dec 31, 2012
(Outcome) 2011 12.18 Million*? Dec 31, 2011
I 9.05 Million?
2010 8.56 Million (Target Exceeded)
I 5.94 Million
2009 5.69 Million (Target Exceeded)
- 4.79 Million
2008 3.48 Million (Target Exceeded)
-~ 3.88 Million
2007 3.8 Million (Target Exceeded)
4.1: Number of individuals served in all Out-Year PP,
communities seeking NHSC assistance Target 14.1 Million™(FY 2014) Dec 31, 2014
through NHSC placement, retention and e 2
other sources.® 2010 9.04 Million? 10.0 Million
(Outcome) (Target Exceeded)
4.1.C.2: Field strer)gth of the NHSC Out-Year 9,537 (FY 2014) Dec 31, 2014
through scholarship and loan repayment Target
agreements. 2012 10,683"* Dec 31, 2012
(Outcome) 2011 10,5002 Dec 31, 2011
) 7,530
2010 7,358 (Target Exceeded)
) 4,808
2009 4,674 (Target Exceeded)
3,601
2008 3,558 (Target Exceeded)
3,820
2007 3,706 (Target Exceeded)
4.1.C.4: Percent of NHSC clinicians 2012 76% Dec 31, 2013
rgtained in service to the underserved. 2011 76%° Dec 31, 2012
(Outcome) 2010 79% Dec 31, 2011
78%
0
2009 79% (Target Not Met)
76%
0
2008 79% (Target Not Met)
2007 79% D/N/A®

! Reflects Affordable Care Act. FY 2011 target differs from that shown in the FY 2011 Congressional Justification.

2 Reflects Recovery Act funding.

® This long-term measure does not have annual targets. FY 2010 is the first out-year target date.
4 This is final audited Field Strength which differs from the 4,760 shown in the FY 2011 Congressional Justification.
® This target differs from that shown in the FY 2011 Congressional Justification due to new 2010 survey results that inform target-setting.
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Measure FY Target Result
4.1.C.3: Number of NHSC-list vacancies 2012 6,000 Dec 31, 2012
filled through all sources. 2011 5,000%2 Dec 31, 2011
(Outcome) 2
2 4,697
2010 4,400 (Target Exceeded)
2 3,424
2009 3,600 (Target Not Met)
2008 1,776 D/N/A’
1,376
2007 1,746 (Target Not Met)
4.1.C.5: Average HPSA score of the sites 2012 12.0 Dec 31, 2012
receiving NHSC clinicians, as a proxy 2011 12.08 Dec 31, 2011
for service to communities of greatest 120
need. 2010 13.0 |
(Outcome) (Targe; :L\I(())t Met)
2009 138 (Target Not Met)
15.7
2008 136 (Target Exceeded)
13.7
2007 136 (Target Exceeded)
Efficiency Measure FY Target Result
4.E.1: Default rate of NHSC Scholarship 2012 <2.0% Dec 31, 2012
andt_'-f)a” tRepayme”t Program 2011 <2.0% Dec 31, 2011
articipants.
I(JEfficisncy) 2010 N/A 0.0%
(Target Not in Place)
<1.0%
2009 N/A (Target Not in Place)
0.5%
2008 N/A (Target Not in Place)
0.8%
2007 N/A (Baseline)
Measure Data Source Data Validation
4.1.C1 BMISS - an IT system modernization program that replaces BMISS is internally managed with support from
4.1 and/or retires a multitude of BCRS legacy systems (including | the NIH which provides: Data Management
4.1.C.2 BHCDANET) that contain information collected from Services, Data Requests and Dissemination,
4.1.C.3 individual scholarship and loan repayment applications, and Analytics, Data Governance and Quality, Project
4.1.C5 recruitment and retention assistance applications and Planning and Requirements Development,
4.E monitoring data from individual sites, thus improving Training, and Process Improvement.
information management across the BCRS enterprise
4.1.C4 Survey of NHSC clinicians who have completed their service | Contractor does consistency and logic checks on

obligation

survey data

® Retention data not available for FY 2007 due to incomplete data collection by contractor and contract expiration.
" Data not available due to incomplete data entry and data management malfunction in BHCDANET.
8 Target lowered from that shown in the FY 2011 Congressional Justification due to increased placements through Affordable Care Act funding.
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INTRODUCTION

The statutory purpose of the National Health Service Corps (NHSC) is to eliminate “...health
manpower shortages in health professional shortage areas,” (Section 331(a)(1) of the Public
Health Service Act [42 USC 254d]). The performance measures gauge the NHSC’s contribution
to the HRSA Strategic Plan goal to strengthen the health workforce by increasing the number of
health care providers through the recruitment and retention of NHSC clinicians.

Most of these measures are dependent on the size of the field strength (4.1.C.2.). The larger the
field strength, the greater number of people served, and the pool of clinicians who fulfill the
service commitment to be potentially retained increases. The increases in the NHSC field
strength beginning in FY 2009 is a direct result of funding through the American Recovery and
Reinvestment Act (ARRA), and will be supported into the future by the Affordable Care Act.

In addition, the Affordable Care Act has authorized the NHSC to increase the maximum amount
that can be paid annually in the loan repayment contract, and has enabled the NHSC to offer
several half-time service options. This increased flexibility will make the NHSC Loan
Repayment Program more attractive to primary care clinicians, which will facilitate the
program’s efforts to reach the field strength targets noted above.

In managing performance, the NHSC uses data to inform policy decisions regarding distribution
of Recruitment Line funding between the Scholarship and Loan Repayment Programs. Another
strategy used by the program is to target sites that need recruitment and retention technical
assistance. The NHSC constantly evaluates its options regarding distribution of funds between
the programs and the size and/or duration of awards and contracts.

DISCUSSION OF RESULTS AND TARGETS

Goal: Strengthen the Health Workforce.
Sub-Goal: Increase the number of practicing health care providers to address shortages, and
develop ongoing strategies to monitor, forecast, and meet long-term health workforce needs.

4.1.C.1. Number of individuals served through the placement and retention of NHSC
clinicians.

The FY 2001 baseline of individuals served is 4.44 million. The NHSC has exceeded the targets
of individuals served from FY 2007 through FY 2010. The projected increase in the FY 2011
target to 12.18 million reflects no change in the NHSC Recruitment Line in the FY 2011
continuing resolution, the ARRA funding and the first year of Affordable Care Act funding.

The projected increase in the FY 2012 target to 13.1 million reflects the decrease in the NHSC
Recruitment Line in the FY 2012 Budget Request, ARRA and the Affordable Care Act funding.
The out-year target of 12.0 million takes into account the long-term decrease in NHSC field
strength after clinicians funded through ARRA have fulfilled their obligated service and are no
longer counted in the field strength.
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4.1. Number of individuals served in all communities seeking NHSC assistance through
NHSC placement, retention and other sources.
(Baseline — 5.9 M)

The FY 2010 result of 10.0 million exceeds the target of 9.04 million by 10.6%, and reflects the
increased appropriation to the NHSC Recruitment Line in the FY 2010 Budget and Recovery Act
funding. FY 2010 is the first out-year target date. The out-year target of 14.1 million for

FY 2014 reflects the long-term decrease in NHSC field strength after clinicians funded through
ARRA have fulfilled their obligated service and are no longer counted in the field strength.

4.1.C.2. Field strength of the National Health Service Corps through scholarship and loan
repayment agreements.

From FY 2007 through FY 2009 the NHSC field strength has exceeded the targets. The field
strength in FY 2010 of 7,530 exceeds the target of 7,358 by slightly more than 2%, and reflects
the increased appropriation to the NHSC Recruitment Line in FY 2010 Budget and Recovery Act
funding. The FY 2011 target of 10,500 reflects no change in the NHSC Recruitment Line in the
FY 2011 continuing resolution, the last year of ARRA, and the first year of Affordable Care Act
funding. The NHSC field strength is one of the Priority Goals that the Administration will
continue to track to monitor the achievement of results against performance targets in key areas.
The out-year target of 9,537 takes into account the long-term decrease in NHSC field strength
after clinicians funded through ARRA have fulfilled their obligated service and are no longer
counted in the field strength. The FY 2012 target of 10,683 reflects the decrease in the NHSC
Recruitment Line in the FY 2012 Budget Request and the second year of Affordable Care Act
funding.

4.1.C.4. Percent of NHSC clinicians retained in service to the underserved.

Retention of NHSC clinicians preserves access to care for the underserved beyond the period of
service commitment. The NHSC measures retention at one year after fulfillment of the service
commitment. In FY 2006 76% of clinicians were retained in service. Retention data was not
available in FY 2007 due to incomplete data collection, the Recruitment, Training, and Support
Center (RTSC) contract expiration, and a six month gap before a new contract was finalized with
a new contractor. Retention data are not available for FY 2008 due to new survey form not
receiving clearance. Collection of retention data is required under the new contract and
mechanisms are in place to monitor performance more closely. The survey performed in 2010
showed a retention rate for FY 2009 of 76% which did not meet the target of 79%. The results
of this survey will inform the survey to be done in FY 2011 to measure retention of those
clinicians who will complete obligated service in FY 2010. The FY 2012 target is 76%.
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4.1.C.3. Number of NHSC-list vacancies filled through all sources.

Targets are based on the number of projected new loan repayment awards, the number of new
scholars beginning service, and the assumption that an equal number of non-NHSC clinicians
will fill NHSC-listed vacancies. NHSC has since a searchable web-based portal which greatly
facilitates the job search for scholars, potential loan repayers and other clinicians. In FY 2007,
1,376 vacancies were filled, which is 21% below the target. This is due to a decrease in the
number of vacancies filled by non-NHSC clinicians for reasons that are unclear, as the NHSC
has no direct contact with these non-obligated clinicians. FY 2008 data are not available due to
incomplete data entry and data management malfunction in BHCDANET. In FY 2009, 3,424
vacancies were filled from all sources, falling short of the target by 5%. The rise of the target
numbers after FY 2008 reflect the increased appropriations to the NHSC Recruitment Line in the
FY 2009 Omnibus and Recovery Act funding. The FY 2010 result of 4,697 vacancies filled
exceeded the target of 4,400 by 6.8%, in large part due to the increase in placements through
ARRA funding. The FY 2011 target of 5,000 reflects no change in the NHSC Recruitment Line
in FY 2011 continuing resolution, the last year of ARRA, and the first year of Affordable Care
Act funding. The FY 2012 target of 6,000 reflects the decrease in the NHSC Recruitment Line
in FY 2012 Budget Request and the second year of Affordable Care Act funding.

4.1.C.5. Average HPSA score of the sites receiving NHSC clinicians, as a proxy for service
to communities of greatest need.

The Health Professional Shortage Area (HPSA) score is a proxy measure for the degree of need
for health professionals in an area. Scores range from 1 to 25, with 25 representing the greatest
need. Increasing the average HPSA score of site vacancies filled through NHSC assistance
indicates success in targeting vacancies of greatest need. The FY 2007 actual average score was
13.7, which equaled the average score of FY 2006 and exceeded the target by 3%. Thisisa
function of the fact that the program did not award all qualified loan repayment applications in
2007 (as was the case in FY 2006): no loan repayment contracts were awarded to a clinician
working at a facility with a HPSA score below 8, resulting in a higher average score. The

FY 2008 average score of 15.7 exceeded the target again because not all qualified applicants
received an award resulting in a higher average score. The FY 2009 average score of 13.0 did
not meet the target of 13.8, which is a function of the increased appropriation to the NHSC
Recruitment Line in the 2009 Omnibus and Recovery Act funding, which will result in an
increased field strength through additional loan repayers which will drive the average HPSA
score down. The FY 2010 target of 13.0 reflects the increased appropriation to the NHSC
Recruitment Line in FY 2010 Budget and Recovery Act funding; the results for FY 2010 of 12.0
did not meet the target, most likely due to the 70% increase in the number of placements over the
FY 2009 level. The FY 2011 target of 12.0 has been lowered to reflect no change in the FY
2011 continuing resolution, the last year of ARRA funding, and the first year of Affordable Care
Act funding, resulting in another large increase in the NHSC Field Strength. The FY 2012 target
of 12.0 has also been lowered to reflect the decrease in the NHSC Recruitment Line in

FY 2012 Budget Request and the second year of Affordable Care Act funding. In both FY 2011
and FY 2012, an increase in field strength through additional loan repayers will drive the average
HPSA score down.
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4.E.1. Default rate of NHSC Scholarship and Loan Repayment Program participants.

The NHSC has replaced the previous efficiency measure (see below), with a measure that tracks
the default rate of NHSC program participants. The Health Resources and Services
Administration has adopted the Department of Education’s definition of default in an effort to
standardize a government definition of the default rate; such adoption will enable the NHSC to
compare the default rates of its programs with a national average.

The measure reports the cumulative number of defaulters over a 5 year period as a percentage of
the total awards made in that timeframe. For example, the baseline of FY 2007 shows the total
number of defaulters from 2003 to 2007 to be 49 out of a total of 6,038 awards, for a default rate
of 0.8%. This rate compares very favorably with the national rate of student loan default of 6.7%
in FY 2007 as reported by the Department of Education.

The purpose of this measure is to assist the NHSC in its recruitment and retention efforts in two
ways. First, it enables the Program to demonstrate that it is recruiting the right clinicians; that is,
those with a clear commitment to service to the underserved. Secondly, a low default rate
assures the Program that its efforts to support scholars in school and in training, and the support
given to both clinicians in service and the sites that employ them, are appropriate. The success
of these recruitment and support efforts in keeping the default rate low ensures that Federal funds
are being expended for the purpose they were appropriated: to provide access to primary care
services to underserved communities and vulnerable populations to the greatest possible extent.

This measure will be reported two years after the latest award date, as the most recent reporting
of defaults shows essentially no defaults occurring within the first year of the award.

Though there was no target set for FY 2009, the default rate for the NHSC Scholarship and Loan

Repayment Programs was < 1.0%, and in FY 2010 the default rate was 0.0%. It is on the basis
of these results that the targets for FY 2011 and FY 2012 are set at equal to or less than 2.0%.
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DISCONTINUED MEASURE

Efficiency Measure FY Target Result
4.E: Maintain or decrease the average 2012 N/A N/A
cost to the NHSC program of a patient 2011 N/AL N/A
encounter. $6.32
(Efficiency) 2010 $5.50 (Target Not Met)
$5.90
2009 $3.50 (Target Not Met)
$5.21
2008 $4.17 (Target Not Met)
$3.87
2007 $4.19 (Target Exceeded)
Measure Data Source Data Validation
4.E BMISS - an IT system modernization program that replaces | BMISS is internally managed with support from the

and/or retires a multitude of BCRS legacy systems (including | NIH which provides: Data Management
BHCDANET) that contain information collected from Services, Data Requests and Dissemination,
individual scholarship and loan repayment applications, and | Analytics, Data Governance and Quality, Project

monitoring data from individual sites, thus improving and Process Improvement.
information management across the BCRS enterprise

4.E. Maintain or decrease the average cost to the NHSC program of a patient encounter.

This average cost of a patient encounter is the benchmark of management efficiency. The
measure tracks how well the Program can maintain or even lower this cost. The estimated cost
of an encounter in FY 2007 is eight percent below the target. This may be due to the increased
percentage of NHSC loan repayers and state loan repayers (vs. scholars) in the field strength who
serve at a lower annual cost to the program than scholars. The FY 2008 estimated cost of $5.21
greatly exceeded the target of $4.17. The FY 2009 cost estimate of $5.90 again greatly exceeded
the target of $3.50. The FY 2010 cost estimate of $6.32 did not meet the FY 2010 target of
$5.50. That the estimated cost per encounter has not met the targets of FY 2009 and FY 2010,
and indeed the estimated cost per encounter has risen instead of fallen, demonstrates that this
measure is not an effective measure of efficiency.

This measure tracks the average cost of encounters at NHSC sites. NHSC sites receive no
funding from NHSC and the Program has no mechanisms to drive down costs of patient
encounters. In addition, the model used to generate average cost data was based, in part, on the
NHSC Uniform Data System (NHSC UDS). The NHSC UDS is no longer active, with 2007
being the last year for data collection. The mission of the NHSC is to eliminate health
professions shortage areas through the recruitment and retention of clinicians to underserved
areas. Measuring the clinician default rates (see above) aligns with the Program’s overall
mission and provides an indicator of the Program’s success in improving access to health care in
underserved areas.

! This differs from what was shown in the FY 2011 Congressional Justification because the measure is to be discontinued.
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This measure will be retired in FY 2011. The last year for which data will be reported is
FY 2010.
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NURSING EDUCATION LOAN REPAYMENT AND SCHOLARSHIP PROGRAMS

Goal: Strengthen the Health Workforce
Sub-Goal: Increase the number of practicing health care providers to address shortages, and
develop ongoing strategies to monitor, forecast, and meet long-term health workforce needs.

Measure FY Target Result
5.1: Incre_zase the nl_meer of |_nd|V|duaIs Out-Year 12% over baseline (FY 2014) Dec 31, 2015
enrolled in professional nursing Target
education programs.*
(Baseline — FY 2003: 240,500) 2010 10% over baseline Dec 31, 2011
(Outcome)
5.1.C.1: Increase the proportion of 2012 85% Dec 31, 2013
nursing scholarship recipients working 2011 85% Dec 31, 2012
ina faC|I!ty.W|th a critical shor.tage of 2010 85%% Dec 31, 2011
nurses within four months of licensure.
(Outcome) 2009 85% Dec 31, 2011
2008 85% D/N/A?
2007 85% D/IN/A?
5.1.C.2: Increase the proportion of 2012 100% Dec 31, 2013
NELRP participants working in 2011 100% Dec 31, 2012
shortage facilities such as: 0
Disproportionate Share Hospitals for 2010 100% Dec 31, 2011
Medicare and Medicaid, Nursing 2009 100% Dec 31, 2011
Homes, Public Health Departments 2008 90% 100%
(State and local) and Public Health 0 (Target Exceeded)
Clinics contained in these Departments. . 97%
(Outcome) 2007 90% (Target Exceeded)
5.1.C.4: Reduce Federal investment per 2012 54% Dec 31, 2013
year of direct support by increasing the 2011 54% Dec 31, 2012
proportion of program participants wh(_) 2010 54% Dec 31, 2011
extend their service contracts to commit
to work at a critical shortage facility for 2009 45% Dec 31, 2011
an additional year. 0 54%
(Outcome) 2008 45% (Target Exceeded)
45%
0
2007 45% (Target Met)
5.1.C.3: Increase the percent of States in 2012 93% Dec 31, 2013
which NELRP contract recipients work. 2011 93% Dec 31, 2012
(Output) 2010 93% Dec 31, 2011
2009 93% Dec 31, 2011
88%
0
2008 93% (Target Not Met)
94%
0
2007 93% (Target Exceeded)

Note: While ARRA funding will increase the number of participants, it will not change the proportions targeted for these measures.

* This long-term measure does not have annual targets.
2 Data elements were not collected for FY 2007 and FY 2008.
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Efficiency Measure FY Target Result

5.E: Increase the proportion of NELRP 2012 50% Dec 31, 2014

participants who remain employed at a 2011 50% Dec 31, 2013

critical shortage facn!ty f_or at Ieast_ one 2010 50% Dec 31, 2012

year beyond the termination of their

(Efficiency) 2008 50% DIN/A?

2007 50% D/IN/A?
Measure Data Source Data Validation
51 American Association of Colleges of Validated by AACN.
Nursing (AACN).

51.C.1 Information from applications entered Program staff and contractors monitor the data and make corrections as
51.C.2 into Nursing Information System (NIS). | needed. Information is checked with appropriate sources, including
51.C4 lenders.
5.1.C3
5.E

INTRODUCTION

The Nurse Education Loan Repayment Program (NELRP) and the Nursing Scholarship Program
(NSP) are authorized under Section 846 of the Public Health Service Act [42 USC 297n] to work
in partnership with other HHS programs to encourage more people to consider nursing careers
and motivate them to serve in areas of critical shortage. The performance measures gauge these
programs’ contribution to the HRSA Strategic Plan goal to strengthen the health workforce by
increasing the number of health care providers through the recruitment and retention of nurses
working in Critical Shortage Facilities.

A major challenge facing NELRP is ensuring placements in facilities with the greatest need.

As one strategy to assure better targeting of program resources to areas and facilities of greatest
need, the Program is testing a methodology for identifying Critical Shortage Facilities for nurses.
Another major challenge for the Program is the current difficulty with data collection and
analysis. The Program had been using a Nursing Information System which was deactivated in
anticipation of another system being brought online. This has not yet occurred. Both NSP and
NELRP will participate in the new information management system of the Bureau of Clinician
Recruitment and Service, which is scheduled to be operational at the end of FY 2011. The
Program anticipates reporting on FY 2009 performance data in 2011. The Bureau of Clinician
Recruitment and Service is beginning a process for re-evaluating the performance measures for
NELRP and NSP and their possible revision to provide useful measures for management and
accountability.
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DISCUSSION OF RESULTS AND TARGETS

Goal: Strengthen the Health Workforce
Sub-Goal: Increase the number of practicing health care providers to address shortages, and
develop ongoing strategies to monitor, forecast, and meet long-term health workforce needs.

5.1. Increase the number of individuals enrolled in professional nursing education
programs.

The NSP is expected to attract more students into nursing education by providing financial
support during the training years.

5.1.C.1. Increase the proportion of nursing scholarship recipients working in a facility with
a critical shortage of nurses within 4 months of graduation.

In FY 2004 the proportion was 43%. Data elements were unavailable for this measure for

FY 2006 thru FY 2008 due to the lack of an information system. The program expects to report
on FY 2009 data in 2010. The FY 2009 through FY 2011 targets are 85%. Similarly, the

FY 2012 target is 85%.

5.1.C.2. Increase the proportion of NELRP participants working in shortage facilities such
as: Disproportionate Share Hospitals for Medicare and Medicaid; nursing homes, public
health departments (State and local) and public health clinics contained in these
departments.

Data for this measure is obtained by monitoring automated data on NELRP contracts. NELRP
applicants working in shortage facilities, such as but not limited to Disproportionate Share
Hospitals for Medicare and Medicaid; nursing homes, public health departments (State and local)
and public health clinics contained in these departments, are in the first preference category for
awards.

These data indicate the degree to which NELRP resources are being successfully targeted to
facilities experiencing the most critical shortages of nurses. All available funds for initial awards
were expended to nurses working in those facility types in FY 2004 through FY 2006. The
proportion in FY 2007 was 97% and 100% in FY 2008, exceeding the target by 7 and
10percentage points, respectively. The targets for FY 2009 through FY 2011 are 100%, and
reflect the requirement in the law (effective in 2009) that program participants may only be
placed in entities that are non-profit (42 USC 297n(b)(3)), which is anticipated to disqualify
some facilities such as nursing homes. The FY 2012 target is 100%.
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5.1.C.4. Reduce Federal investment per year of direct support by increasing the proportion
of program participants who extend their service contracts and commit to work at a
critical shortage facility for an additional year.

NELRP initial contracts are for two years of service. This indicator will provide a measure of
the degree to which registered nurses participating in NELRP are willing to serve in a critical
shortage facility for at least one additional year. The proportion in FY 2006 was 45%, and the
target of 45% for FY 2007 was met. In FY 2008, the proportion was 54%, exceeding the target
by 11percentage points. The target for FY 2009 is 45%; the target for FY 2010 and 2011 is 54%.
The target for FY 2012 is 54%.

5.1.C.3. Increase the percent of States in which NELRP contract recipients work.

Prior to FY 2002, information about this program was not widely distributed and contract
recipients were limited to a small number of States. Increased funding and marketing strategies
in FY 2002 resulted in broader distribution of contract awards in more States. In FY 2007
NELRP participants were working in 94% of the States, which was 1percentage point over the
target and 2percentage points over the FY 2006 level. The proportion for FY 2008 was 88%
(44 states). Some fluctuation from year to year is expected because awards are based on
financial need and type of facility rather than the State in which the recipient plans to work.
The targets for FY 2009 through FY 2011 are 93%. For FY 2012, the target is 93%.

5.E. Increase the proportion of NELRP participants who remain employed at a critical
shortage facility for at least one year beyond the termination of their NELRP service.

This indicator will address the issue of retention by providing a measure of the degree to which
trained nurses participating in NELRP are willing to serve in a critical shortage facility for at
least one additional year beyond the termination of their NELRP service. Data were not
collected in FY 2006 and FY 2007 due to the lack of an information management system.

The Program expects the new information management system to be operational at the end

of FY 2011. At that time, data for FY 2008 will be available. The targets for FY 2009 through
FY 2011 are 50%. Likewise, the target for FY 2012 is 50%.
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HEALTH PROFESSIONS
Programs included in this section are:

e Health Professions and Nursing Education and Training Programs
0 Affordable Care Act Prevention and Public Health Fund

e Children’s Hospitals Graduate Medical Education Payment Program
e National Practitioner Data Bank
e Healthcare Integrity and Protection Data Bank
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HEALTH PROFESSIONS AND NURSING EDUCATION AND TRAINING
PROGRAMS

Goal: Strengthen the Health Workforce

Sub-Goal: Increase the number of practicing health care providers to address shortages, and
develop ongoing strategies to monitor, forecast and meet long-term health workforce needs.
Sub-Goal: Assure a diverse health workforce

Measure FY Target Result
6. 1.B.1: Proportion of graduates and Out-Year 0
program completers of Titles VIl and Target 55% (FY 2013) Dec 31,2014
VIII supported programs who are 2012 55% Dec 31, 2013
underrepresented minorities and/or from 2011 53061 Dec 31, 2012
disadvantaged backgrounds. .
53%
0,
arget Exceede
2009 50% T Exceeded)
53%
0,
2008 50% (Target Exceeded)
51%
0,
2007 50% Target Exceeded
9
6.1: Proportion of persons who have a
specific source of ongoing care.? Out-Year 0
(Baseline — FY 2001: 88%) Target 92% (FY 2013) Dec 31,2014
(Outcome)
6. 1.C.1: Proportion of trainees in Titles 2012 45%? Dec 31, 2013
VI_I a_lnd _VIII s(ij_pp(I)Irted Erogram'?‘JI 2011 450513 Dec 31, 2012
training in medically underserve 1
communities. 2010 54% Dec 31, 2011
(Outcome) 0 45%
2009 54% Target Not Met
9
45%
0,
2008 43% Target Exceeded
9
37%
0,
2007 43% Target Not Met
9
6. I.C.2_: Percentage of health Out-Year 47% (FY 2013) Dec 31, 2015
professionals supported by the program Target
who ePter practice in underserved 2012 47% Dec 31, 2014
areas.
(Outcome) 2011 43% Dec 31, 2013
2010 43% Dec 31, 2012
2009 35% Dec 31, 2011
47%
0,
2008 35% Target Exceeded
9
43%
0,
2007 21% Target Exceeded
9

! Recovery Act funds will affect total numbers, but will not change the proportions targeted for each measure.

2 This long-term measure does not have annual targets.

® This figure differs from the FY 2011 Congressional Justification to better reflect realistic projections based on trend data.

4 Service location data are collected on students who have been out of the HRSA program for 1 year. The results are from programs that have
ability to produce clinicians with one-year post program graduation.
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Efficiency Measure FY Target Result

6. E: Average cost per graduate or 2012 $379 Dec 31, 2014
program completer to the program of 2011 $379 Dec 31, 2013
providing pipeline and formative
education and training. 2010 $379 Dec 31, 2012
(Efficiency) 2009 $456 Dec 31, 2011
(Baseline — FY 2004: $456) 2008 $456 Dec 31, 2010
$379
2007 $456 (Target Exceeded)
Measure Data Source Data Validation

6.1.B.1 Annual grantee data submitted Data are entered through a web-based system that incorporates extensive
6.1.C.2 through the Bureau of Health validation checks. Grantees are also required to describe methods and
6.E Profession's Performance systems they use to collect and submit data. Those with deficient systems are
6.1.C.1 Management System. required to submit a corrective action plan.
6.1 National Health Interview Survey by | Validated by CDC

Centers for Disease Control and

Prevention (CDC).

INTRODUCTION

The Health Professions programs performance measures and activities build upon HRSA'’s
Strategic goal to “Strengthen the Health Workforce” and are keyed to the following HRSA
sub-goals:

e Increase the number of practicing health care providers to address shortages, and develop
ongoing strategies to monitor, forecast and meet long-term health workforce needs.
e Assure a diverse health workforce

The Health Professions programs tackle a range of current health workforce challenges
through education and training in primary care, allied health, geriatrics, nursing, and other
health professions. The programs increase access to health care by developing, distributing
and retaining a diverse, culturally competent health workforce. Programs fund education from
accredited health professions schools, faith-based organizations, and hospitals targeted at all
levels of learning from K-12 programs, undergraduate, and graduate education. Continuing
education for professionals, curriculum expansion, workforce competencies, and faculty
development assistance helps to ensure the health workforce is trained to provide high quality,
culturally and linguistically appropriate care. Post-professional training includes residencies,
internships, traineeships, or any intermediary working experience before full employment.

In efforts to assess the future health care delivery system needs, HRSA has programs designed
to encourage and track participant’s intended health care career choice. A systematic, critical
review of the literature on pipeline programs identified 23 studies which reported positive
outcomes associated with racial/ethnic minority and disadvantaged students’ participation in
structured pipeline programs.
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The Bureau of Health Professions is currently reviewing all of its performance measures and will
be making significant revisions to better address individual program outputs and outcomes. This
review is being undertaken in conjunction with the need to renew its OMB clearance of
performance measures and with changes in requirements for evaluation in the Affordable Care
Act. The revised measures will enable the Bureau to better address questions such as what
activities grantees use the resources for, the degree to which programs increase training capacity,
and the extent to which individuals trained in specific health professions (including primary care)
remain in primary care and provide services to underserved populations. The revisions will also
facilitate longitudinal evaluations of its programs in the future by allowing individuals who
participate in programs to be followed into practice as health professionals. The long-term
success of this evaluation strategy is also dependent on the development of national data on
health professionals by the National Center for Health Workforce Analysis in the Bureau.

DISCUSSION OF RESULTS AND TARGETS

Goal: Strengthen the Health Workforce

Sub-Goal: Increase the number of practicing health care providers to address shortages, and
develop ongoing strategies to monitor, forecast and meet long-term health workforce needs.
Sub-Goal: Assure a diverse health workforce.

6. 1.B.1. Proportion of graduates and program completers of Titles VII and V111 supported
programs who are underrepresented minorities and/or from disadvantaged backgrounds.

In 2009, 53% of graduates and program completers of Titles VII and V111l supported programs
were underrepresented minorities and/or from disadvantaged backgrounds. This exceeded the
FY 2009 and 2008 target of 50%. Future targets are set at 55%.

Recovery Act and ACA funds will affect the total numbers for this measure in FY 2010 and
FY 2011, but will not affect the proportions.

6.1. Proportion of persons who have a specific source of ongoing care.

Access to a source of ongoing care does not directly reflect all of the specific activities of the
Health Professions program. However, over time, HRSA expects its programs to contribute to
increasing the proportion of persons with a specific source of ongoing care, through its support
of training health professions in all settings.

6. 1.C.1. Proportion of trainees in Titles VIl and VIII supported programs training in
medically underserved communities.

The proportion of trainees in Titles VII and V111 supported programs training in medically
underserved communities was 45% in FY 2009. The FY 2009 result is consistent with results
in FY 2008, but failed to meet the FY 2009 target. The program anticipates fluctuations in the
performance measure results from year-to-year due to the range of program priorities the
grantees may establish in any given year. The program will continue to emphasize to training
programs the critical importance of this measure and strategize with the grantees on how to
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improve performance in this area. The targets for FY 2011 and FY 2012 take into account
fluctuations in program priorities and are set at 45%.

Recovery Act and Affordable Care Act funds will affect the total numbers for this measure in FY
2010,
FY 2011, and FY 2012 but will not affect the proportions.

6. 1.C.2. Percentage of health professionals supported by the program who enter practice
in underserved areas.

The percentage of health professionals supported by the program entering practice in
underserved areas was 47% in FY 2008. This result is a 4% increase over the FY 2007 result.
The programs reporting on this measure were reviewed. Several programs had been
inappropriately reporting on this measure and were dropped from the calculation. As a result,
the figure for FY 2007 is not comparable to past year results or the FY 2007 target. The
programs that are currently counted for this measure have had a performance history consistent
with the FY 2007 performance level. Targets for FY 2012 onward are set at 47% as a continuing
maintenance level.

6. E. Average cost per graduate or program completer to the program of providing
pipeline and formative education and training.

The efficiency measure for the Health Professions program is to maintain the average cost per
graduate and program completer at $379.

Per capita costs vary tremendously among these different types of programs, depending on the
level of effort, and the length of the commitment required to complete them. The baseline for
FY 2004 ($456) represented the average cost per graduate or program completer to Title VIl and
Title VIII of providing pipeline formative education and training. For FY 2007 the average cost
per graduate or program completer was $379. This significantly exceeded the target of $456 for
this measure. The number of programs associated with this measure will vary significantly in
response to funding changes for Title VIl and Title VIII and per capita costs will change
accordingly. Fluctuations in tuition costs will also be an important factor. The FY 2012 target is
$379.
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Prevention and Public Health Fund Measures

ACA Measure FY Target Result
6.1.C.3: Number of primary care providers who complete Out-Year 500 Physicians Dec 31, 2016
their education through HRSA’s Bureau of Health Target 600 PA
Professions programs supported with FY 2010 Prevention 600 NP
and Public Health funding (cumulative). (FY 2015)
a. Physicians Out-Year
Primary Care Training and Enhancement Program Target 500 (FY 2015) Dec 31,2016
2012 N/A N/A
2011 N/A N/A
b. Physician Assistants Out-Year
Primary Care Training and Enhancement Program Target 600 (FY 2015) Dec 31,2016
2012 N/A N/A
2011 N/A N/A
c. Nurse Practitioner Out-Year
Advanced Nursing Education Expansion Program Target 600 (FY 2015) Dec 31,2016
2012 TBD Dec 31, 2013
2011 TBD Dec 31, 2012
d. Nurse Midwifery 2012 TBD Dec 31, 2013
Advanced Nursing Education Expansion Program 2011 TBD Dec 31, 2012
6.1.C.4: Number of primary care providers trained
through HRSA’s Bureau of Health Professions programs
supported with FY 2010 Prevention and Public Health
funding*
a. Physicians 2012 178 Dec 31, 2013
Primary Care Training and Enhancement Program 2011 177 Dec 31. 2012
b. Physician Assistants 2012 159 Dec 31, 2013
Primary Care Training and Enhancement Program 2011 148 Dec 31, 2012
c. Nurse Practitioner 2012 215 Dec 31, 2013
Advanced Nursing Education Expansion Program 2011 220 Dec 31, 2012
d. Nurse Midwifery 2012 65 Dec 31, 2013
Advanced Nursing Education Expansion Program 2011 55 Dec 31, 2012
6.1.C.5: Number of primary care residents trained 2012 50 Dec 31, 2013
Teaching Health Center Graduate Medical Education
Payments 2011 50 Dec 31, 2012
6.1.C.6: Number of Personal Care and Home Health 2012 1723 Dec 31, 2013
Aides completing training program
State Demonstration Grants for Training Personal Care 2011 1723 Dec 31, 2012
and Home Health Aides
6.1.C.7: Number of Primary Care Nurse Practitioner 2012 300 Dec 31, 2013
students supported
2011 300 Dec 31, 2012

Nurse Managed Health Clinics
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ACA Measure FY Target Result
6.1.C.8: Number of Primary Care Patient Encounters 2012 31,000 Dec 31, 2013
Nurse Managed Health Clinics 2011 31,000 Dec 31, 2012
6.1.C.9: Number of existing public health workers 2012 389,331 Dec 31, 2013
retrained
Public Health Training Centers 2011 389,331 Dec 31, 2012
6. 1.C.10: Percent of planning grant awardees that have 2012 100% Dec 31, 2013
established FTE health workforce baselines for primary
care. 2011 100% Dec 31, 2012
State Health Care Workforce Planning Grant
6. 1.C.11: Number of States that disseminate their 2012 100% Dec 31, 2013
implementation plan for increasing the primary care
workforce by more than 10% to key stakeholders. 2011 50% Dec 31, 2012

State Health Care Workforce Implementation Grant

The programs supported with FY 2010 Prevention and Public Health funds focus on increasing
the supply of, and capacity to produce high quality primary care clinicians and on enhancing the

States’ capacity to address healthcare workforce shortages.

6. 1.C.3. Number of primary care providers who complete their education through
HRSA'’s Bureau of Health Professions programs supported with FY 2010 Prevention and

Public Health funding.

This measure is used by two programs to report on the numbers of additional physicians,
physician assistants, nurse practitioners and midwives produced by these programs. The
Expansion Programs are new programs that will produce the first physician graduates in
academic year 2013-2014. The first physician assistants will graduate in academic year 2012-

2013.

The Advanced Nursing Education Expansion Program provides stipends to primary care nurse
practitioners and nurse midwives. This program anticipates a mixture of new enrollees in full-
time status as well as students converting from part-time to full-time status. An advanced nursing
degree can be obtained in two years. Therefore grantees may report matriculates as early as

academic year 2011-2012.

6. 1.C.4. Number of primary care providers trained through HRSA’s Bureau of Health
Professions programs supported with FY 2010 Prevention and Public Health funding.

This measure is used by two programs to quantify the number of primary care providers in
training. The FY 2012 targets are 178 physician residents and 159 physician assistants in
training in the Primary Care Residency Expansion Program and Expansion of Physician
Assistant Training Program, respectively. The Advanced Nursing Education Expansion Program
target for FY 2012 is 280 advanced nurses in training (nurse practitioners and nurse midwifery

combined).
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6. 1.C.5. Number of primary care residents trained.

The Teaching Health Center Graduate Medical Education Payments Program provides for direct
and indirect expenses for expansion of existing or establishment of new residency training
programs in qualified teaching health centers. In FY 2012, the program will train approximately
50 residents.

6. 1.C.6. Number of Personal Care and Home Health Aides completing training program.

State Demonstration Grants for Training Personal Care and Home Health Aides program funds
States to conduct demonstration projects for purposes of developing core training competencies
and certification programs for personal or home care aides. The FY 2012 target is 1,723
personal care and home health aides trained.

6. 1.C.7. Number of Primary Care Nurse Practitioner students supported.

Nurse Managed Health Clinics support the development of clinical practicum sites, and the
training of nurse practitioners to build the capacity of the primary care provider workforce.
The FY 2012 target is 300 students supported.

6. 1.C.8. Number of Primary Care Patient encounters.

Nurse Managed Health Clinics improve access to primary health care, disease prevention and
health promotion in medically underserved areas (including enhancements of outreach
strategies). The FY 2012 target is 31,000 patient encounters.

6. 1.C.9. Number of existing public health workers retrained.

Public Health Training Centers provide education and training of the existing public health
workforce and assure the future public health workforce has the knowledge, skills and abilities to
address increasingly complex public health problems. The FY 2012 target is to retrain 389,331
existing public health workers in core competencies for public health.

6. 1.C.10. Percent of planning grant awardees that have established FTE health workforce
baselines for primary care.

The State Health Care Workforce Development Grant program contains two components, a
planning and an implementation grant. Prior to a State qualifying for an implementation grant the
State’s healthcare workforce must be described. One means to operationalize this requirement is
to describe the primary care sector. Therefore, the FY 2012 planning grant target is that 100% of
States have established primary care baselines and therefore fulfilled partial requirement for the
implementation grant.
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6. 1.C.11. Number of States that disseminate their implementation plan for increasing the
primary care workforce by more than 10% to key stakeholders.

The State Health Care Workforce Implementation Grant requires regional partnerships to
promote innovative health care workforce career pathway activities. In FY 2012 States
conducting implementation will provide an update on strategies and partnerships used to reach a
10-25% increase in the primary care health workforce over a 10 year period.
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CHILDREN’S HOSPITALS GRADUATE MEDICAL EDUCATION PAYMENT
PROGRAM

Goal: Strengthen the Health Workforce
Sub-Goal: Increase the number of practicing health care providers to address shortages, and
develop ongoing strategies to monitor, forecast and meet long-term health workforce needs.

Measure FY Target Result
7. 1.A.1: Maintain the number of FTE residents in training in 2012 N/A! N/A
e(l)igitbletchildren’s teaching hospitals. 2011 5,900° Jul 31, 2012
(Output 2010 5,600 Jul 31, 2011
5,840
2009 5,343 (Target Exceeded)
5,631
2008 5,243 (Target Exceeded)
5,406
2007 4,828 (Target Exceeded)
7. VII.C.1: Percent of hospitals with verified FTE resident counts Out-Year 1
N/A N/A
and caps. Target
(Output) 2012 N/A! N/A
2011 100% Jul 31, 2012
2010 100% Jul 31, 2011
100%
0
2009 100% (Target Met)
100%
0
2008 100% (Target Met)
100%
0
2007 100% (Target Met)
Efficiency Measure FY Target Result
7. E: Percent of payments made on time. 2012 N/A N/A
(Efficiency) 2011 100% Jul 31, 2012
2010 100% Jul 31, 2011
100%
0
2009 100% (Target Met)
100%
0
2008 100% (Target Met)
100%
0
2007 100% (Target Met)
Measure Data Source Data Validation
7.1.A.1 Yearly reconciliation application data submitted by Resident counts are audited annually by CHGME fiscal

7VIL.C.1

participating hospitals.

intermediaries.

7.E

HRSA payment data.

Validated using letters of awards and vouchers generated
by the program.

! The target is not applicable because no funding is requested for FY2012.

2This target is different from that shown in the FY 2011 Congressional Justification to better reflect most recent performance.
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INTRODUCTION

The Children’s Hospital’s Graduate Medical Education (CHGME) Payment Program’s
performance measures and activities build upon two of HRSA’s strategic goals 1) strengthen the
health workforce, and 2) improve access to quality health care and services.

The CHGME Payment Program provides Federal GME support to freestanding children’s
teaching hospitals nationwide to help hospitals maintain graduate medical education (GME)
training programs and continue serving those that are financially underserved. This support
allows for the training of residents and helps align the number, the composition and distribution
of health care providers in the fields of general pediatrics (46%), subspecialty pediatrics (27%),
and non-pediatric subspecialties (27%) to best meet the needs of children, families, and
communities. There has been continuous yearly growth ranging from 3 to 6 percent in the
number of resident full-time equivalent trainings at freestanding children’s hospitals since the
inception of the CHGME Payment Program, which is a greater rate of growth than the 1 to 2
percent experienced within all U.S. teaching hospitals. This expansion in the number of trainees
indicates an increased emphasis on addressing the distinct health care needs of children thereby
providing a greater intensity of training for pediatric and non-pediatric residency programs.

The program also improves access to health care by expanding the capacity of the health care
safety net as freestanding children’s hospitals care for underserved children and families in both
inpatient and outpatient settings. In their 2010 application for CHGME funds, freestanding
children’s hospitals reported that that 50% of their growth revenue for inpatient care and 41% of
their growth revenue for outpatient care is from Medicaid and CHIPRA signifying that
approximately half of the patients served are from low-income families.

The Affordable Care Act requires that the program make some administrative adjustments and
monitor residents in non-provider settings. If the program receives funding in FY 2012 the
program proposes to make changes to the measures that will better reflect program performance
based on ACA requirements.

DISCUSSION OF RESULTS AND TARGETS

Goal: Strengthen the Health Workforce.
Sub-Goal: Increase the number of practicing health care providers to address shortages, and
develop ongoing strategies to monitor, forecast and meet long-term health workforce needs.

7. 1.LA.1. Maintain the number of FTE residents in training in eligible children’s teaching
hospitals.

Freestanding children’s hospitals continue to increase the number of FTE residents at a rate of
three to six percent a year due to the contribution of the CHGME funding. Since FY 2008 the
CHGME Payment Program has exceeded its targets for FTE residents. In FY 2009 5,840 full
time equivalent (FTE) residents were trained through the program, exceeding the target by 9%.
The FY 2012 target is not applicable because funding is not requested.
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7. VIL.C.1. Percent of hospitals with verified FTE residents’ counts and caps.

Fiscal intermediaries (auditors) conduct yearly assessments of FTE residents’ counts reported by
children hospitals. CHGME has consistently met the target of 100% of hospitals with verified
FTE resident counts and caps. The FY 2012 target is not applicable because funding is not
requested.

7. E. Percent of payments made on time.
The efficiency goal for the CHGME Payment Program is to make 100% of direct medical
education and indirect medical education payments to children’s hospitals on schedule. The

Program has continuously achieved the 100% goal. The FY 2012 target is not applicable
because funding is not requested.
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NATIONAL PRACTITIONER DATA BANK

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services

Measure FY Target Result
8.111.B.1: Increase annually the use of Out-Year - 1
the NPDB for licensing and Target 54,500 Decisions (FY 2013) Feb 28, 2014
Creden_tialir_g %ecisiﬁn-makti)ngy . 2012 68,125 Decisions’ Feb 28,2013
operationalized as the number o —
licensing and credentialing decisions 2011 54,500 DEC!S!OHS Feb 28,2012
which limit practitioner’s ability to 2010 53,450 Decisions Feb 28, 2011
practice. . 51,990 Decisions
(Outcome) 2009 46,600 Decisions (Target Exceeded)
.. 51,125 Decisions
2008 46,075 Decisions (Target Exceeded)
. 47,200 Decisions
2007 45,550 Decisions (Target Exceeded)
8. 111.B.2: Increase annually the number | Out-Year L
of times information provided by NPDB Target 505,500 Occasions” (Y 2013) Feb 28, 2014
is considered useful by the querying 2012 675,750 Occasions® Feb 28,2013
entity which received it 2011 530,000 Occasions Feb 28,2012
(Outcome) ! - !
2010 530,000 Occasions Feb 28, 2011
. 527,750
2009 480,700 Occasions (Target Exceeded)
. 518,900
2008 475,300 Occasions (Target Exceeded)
. 479,500
2007 456,300 Occasions (Target Exceeded)
Efficiency Measure FY Target Result
8. E: Increase annually the number of 2012 6,650,000 Queries* Feb 28,2013
queries for which NPDB and HIPDB 2011 5,306,000 Queries Feb 28,2012
responded within 240 minutes. 2010 5,202,000 Queries Feb 28, 2011
(Efficiency) £ 085760
2009 4,883,000 Queries (Target Exceeded)
. 5,078,400
2008 4,792,000 Queries Target Exceeded
g
. 4,710,600
arget Exceede
2007 4,701,000 Queries T E ded

“The FY 2012 target reflects the NPDB-HIPDB merger. It is anticipated that a more efficient system will result in fewer duplicative queries

impacting the out-year target.
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Measure Data Source Data Validation

8.111.B.1 NPDB operations statistics, Financial audits, which involve confirmation of query volumes, are done
8.111.B.2 augmented by a user survey. continuously.
8.E NPDB and HIPDB operations The time required to process a query is carefully monitored by program and

statistics. contractor staff because this is an explicit element of the performance-based
contract.

INTRODUCTION

The National Practitioner Data Bank (NPDB) program’s performance measures and activities
build upon HRSA’s strategic plan and are keyed to the following HRSA goal:

e Improve access to quality health care and services

This program maintains a database that identifies physicians, dentists and other healthcare
practitioners who have malpractice judgments against them, sanctions from medical boards, or
who have lost memberships in professional medical societies. This database restricts the ability
of physicians, dentists and other healthcare practitioners with poor practice records or who have
exhibited unprofessional behavior from moving State-to-State without disclosing previous
damaging or incompetent performance. Potential employers will be able to make better hiring
decisions that will provide for a better quality health workforce.

With the implementation of Section 1921 in March 2010, a majority of the information that is
currently reported to the Healthcare Integrity Protection Data Bank (HIPDB) is also available
through the NPDB. With the passage of the Affordable Care Act, the HIPDB will be merged
into the NPDB, thus ending the duplication of effort and cost between the Data Banks. The
merger will provide a single source of information to the Data Bank and is scheduled to occur in
the first part of FY 2012. The FY 2012 performance targets reflect the upcoming merger.

Performance measurement information, some of which is updated monthly, is used by the
program to assess the success of the Data Banks in meeting goals for querying and use of the
information by queriers for decision making in individual licensing and credentialing cases.
Overall the information, which is assessed annually, is used to help determine the degree to
which the program is meeting the needs of the queriers. The program regularly conducts surveys
to assess 1) the utility of its information to customers, 2) customer satisfaction, and 3) areas on
which improvement efforts should be focused. Therefore, in FY 2012 new measures will be
proposed to better reflect program performance and the merger.
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DISCUSSION OF RESULTS AND TARGETS

Goal: Improve access to quality health care and services
Sub-Goal: Strengthen health systems to support the delivery of quality health services

8.111.B.1. Increase annually the use of the NBDB for licensing and credentialing decision-
making, operationalized as the number of licensing and credentialing decisions which limit
practitioner’s ability to practice because of information contained in NPDB reports.

In FY 2009, 51,990 licensing or credentialing decisions were impacted by information supplied
by the NPDB. This was an increase over the FY 2008 actual of 51,125 and exceeded the

FY 2009 target by more than 11%. The increase in decisions reflects a strengthening of health
systems to provide better information for the delivery of quality care. The FY 2012 target is
68,125, reflecting the NPDB-HIPDB merger.

In FY 2012 the program proposes to replace this measure with a new measure that will better
reflect program performance based on the merger proposed to occur in FY 2012.

8.111.B.2. Increase annually the number of times information provided by NPDB is
considered useful by the querying entity which received it.

In 527,750 cases in FY 2009, the querying entity considered the information provided by NPDB
to be useful. This was an increase over the FY 2008 actual of 518,900 and exceeded the

FY 2009 target by more than 9%. The future year targets are set in anticipation of increased
usefulness. The FY 2012 target is 675,750, reflecting the NPDB-HIPDB merger.

In FY 2012 the program proposes to replace this measure with a new measure that will better
reflect program performance based on the merger.

8.E. Increase annually the number of queries for which NPDB and HIPDB responded
within 240 minutes.

The length of time it takes the NPDB-HIPDB to process a query and return results to the querier
has been reduced while both the number of queries and the number of reports in the system have
continually increased. When the NPDB opened in 1990, it took days to process queries. The
system has changed from paper documents to an internet-based system containing electronic
documents. In FY 2009 the program responded to over 5.0 million queries. Queries are now
responded to within 120 minutes. The FY 2012 target reflects the merger of the NPDB-HIPDB
systems at 6,650,000 queries.

In FY 2012 the program proposes to replace this measure with a new measure that will better
reflect program performance based on the merger proposed to occur in FY 2012.
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HEALTHCARE INTEGRITY AND PROTECTION DATA BANK

DISCONTINUED MEASURES

Measure FY Target Result
8. 111.B.3: Increase annually the use of 2012 N/AL N/A
thedHlFt’_DIE f0(; licensing aE-d 2011 1,561 Decisions Feb 28, 2012
credentialing decision-making, s
operationalized as the number of 2010 1,530 Decisions Feb 28, 2_0_11
licensing and credentialing decisions 2009 809 Decisions? 1,420 Decisions
which limit practitioner’s ability to (Target Exceeded)
practice. . 1,470 Decisions
(Outcome) 2008 1,225 Decisions (Target Exceeded)
2007 1,190 Decisions ('I%frggtDEf(((::Ieselzcc)j:Sd)
8. 111.B.4: Increase annually the number 2012 N/A N/A
of times information provided by 2011 18,666 Occasions Feb 28, 2012
HIPDB is considered useful by the 2010 18,300 Occasions Feb 28, 2011
querying entity which received it. 14390
Outcome il ,
( ) 2009 8,217 Occasions (Target Exceeded)
. 14,950
2008 12,450 Occasions (Target Exceeded)
. 13,150
2007 12,100 Occasions (Target Exceeded)
Efficiency Measure FY Target Result
8. E: Increase annually the number of 2012 N/A! N/A
queries for which NPDB and HIPDB 2011 5,306,000 Queries Feb 28, 2012
responded within 240 minutes. 2010 5,202,000 Queries Feb 28, 2011
(Efficiency) £ 085.760
2009 4,883,000 Queries (Target Exceeded)
. 5,078,400
2008 4,792,000 Queries (Target Exceeded)
. 4,710,600
2007 4,701,000 Queries (Target Exceeded)

Measure Data Source Data Validation

8.111.B.3 NPDB and HIPDB operations statistics,
8.111.B.4 augmented by user survey.

Financial audits, which involve confirmation of query volumes,
are done continuously.

8.E NPDB and HIPDB operations and statistics The time required to process a query is carefully monitored by
program and by contractor staff, because this is an explicit

element of the performance-based contract.

! No target was developed for FY 2012 due to the NPDB-HIPDB merger in FY 2012.
2The FY 2009 target was developed with the assumption that the final regulations implementing Section 1921 of the SSA would go into effect in
FY 2009.
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8. 111.B.3. Increase annually the use of the HIPDB for licensing and credentialing decision-
making, operationalized as the number of licensing and credentialing decisions which limit
practitioner’s ability to practice because of information contained in HIPDB reports.

In FY 2009, 1,420 licensing or credentialing decisions were impacted by information supplied by
the HIPDB. This represents a decrease from the FY 2008 actual of 1,470 and is about 75%
above the FY 2009 target.

Since the HIPDB will cease operations during FY 2012, there are no outcomes and outputs goals
targeted for FY 2012 and this measure will be discontinued.

8. 111.B.4. Increase annually the number of times information provided by HIPDB is
considered useful by the querying entity which received it.

In 14,390 cases in FY 2009 the querying entity considered the information provided by HIPDB
to be useful.

Since the HIPDB will cease operations during FY 2012, there are no outcomes and outputs goals
targeted for FY 2012 and this measure will be discontinued.

8. E. Increase annually the number of queries for which NPDB and HIPDB responded
within 240 minutes.

The length of time it takes the NPDB-HIPDB to process a query and return results to the querier
has been reduced while both the number of queries and the number of reports in the system have
continually increased. When the HIPDB opened in 1999, it took hours to process queries.

The system is an internet-based system containing electronic documents that has improved in
response time with new technology. In FY 2009, the program responded to over 5.0 million.
Queries are now responded to within 120 minutes.

Since the HIPDB will cease operations during FY 2012, there are no outcome and output goals
targeted for FY 2012 and this measure will be discontinued.
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MATERNAL AND CHILD HEALTH

Programs included in this section are:

Maternal and Child Health Block Grant - Title V
Traumatic Brain Injury

James T. Walsh Universal Newborn Hearing Screening
Emergency Medical Services for Children

Healthy Start

Family-to-Family Health Information Centers
Maternal, Infant and Early Childhood Visiting Program
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MATERNAL AND CHILD HEALTH BLOCK GRANT - TITLE V

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services

Measure FY Target Result
10.1: Decrease the number of Out-Year 7.7M
uninsured children.” Target (FY 2015) Nov 30, 2017
(Baseline — FY 2006: 8.7M) )
(Outcome) 7.3M
2008 &M (Target Exceeded)
10.1.A.1: Increase the number of 2012 33M Nov 30, 2013
children served by Title V. 2011 31M Nov 30. 2012
Output -
(Output 2010 30M Nov 30, 2011
33.3M
2009 29M (Target Exceeded)
3BM
2008 28M (Target Exceeded)
31.7M
2007 22M (Target Exceeded)
10.1.A.2: Increase the number of 2012 14M Nov 20, 2013
children receiving Title V services 2011 13M Nov 20, 2012
who are enrolled in and have 2010 12M Nov 30, 2011
Medicaid and CHIP coverage. 15.2M
(Output) 2009 11.5M (Target Exceeded)
147 M
2008 1M (Target Exceeded)
12.8M
2007 9.8M (Target Exceeded)

Goal: Improve Health Equity
Sub-Goal: Reduce disparities in quality of care across populations and communities

Measure FY Target Result
10.1V.B.1: Decrease the ratio of the 2012 21tol Nov 30, 2014
black infant mortality rate to the white 2011 21to1l Nov 30, 2013
infant mortality rate. 2010 21to1l Nov 30, 2012
(Output) 2009 21to1 Nov 30, 2011
2.29t0 1°
2008 22t01 (Target Not Met)
(Preliminary Data)
235101
2007 22101 (Target Not Met)

! This is a long-term measure with no annual targets.

2 U.S. Census Bureau, Current Population Reports, P60-238, Income, Poverty, and Health Insurance Coverage in the United States: 2009,
September 2010.

3Vital statistics compiled by the National Center for Health Statistics, Centers for Disease Control and Prevention (CDC) 2010. Deaths:
Preliminary Data for 2008, National Vital Statistics Reports, VVol. 59, No. 2, December 9, 2010.
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Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services

Measure FY Target Result
10.111.A.1: Reduce the infant mortality rate. Out-Year
(Baseline - FY 2005: 6.9 per 1,000) Target 6 per 1,000 (FY 2015) Nov 30, 2017
(Outcome) 2012 6.6 per 1,000 Nov 30, 2014
2011 6.6 per 1,000 Nov 30, 2013
2010 6.7 per 1,000 Nov 30, 2012
2009 6.7 per 1,000 Nov 30, 2011
6.6 per 1,000
2008 6.8 per 1,000 (Target Not Met)
(Preliminary Data)
6.8 per 1,000
2007 6.8 per 1,000 (Target Met)
10.111.A.2: Reduce the incidence of low birth 2012 8.2% Nov 20, 2014
weight births. 2011 8.2% Nov 30, 2013
(Outcome)
2010 8.2% Nov 30,2012
2009 8.2% Nov 30, 2011
8.2%°
0
2008 8.2% (Target Met)
8.2%
0
2007 8.2% (Target Met)
10.111.A.3: Increase percent of pregnant women 2012 70% Nov 30, 2015
who received prenatal care in the first trimester. 2011 69%° Nov 30. 2014
(New Baseline — FY 2006: 69%)° :
(Outcome) 2010 86.5% Nov 30, 2013
2009 86% Nov 30, 2012
2008 85% Nov 30, 2011
70.8%’
0
2007 84% (Target Not Applicable)
10.2: Reduce the national rate of neonatal deaths Out-Year
oer 1,000 live births.® Target 4.2 per 1000 (FY 2015) Nov 30, 2017
(Baseline — FY 2005: 4.6 per 1,000 live births) 4.3 per 1,000°
(Outcome) 2008 4.5 per 1000 (Target Exceeded)

(Preliminary Data)

# National Center for Health Statistics, Centers for Disease Control and Prevention (CDC) 2010. Deaths: Preliminary Data for 2008, National
Vital Statistics Reports, Vol. 59, No. 2, December 9, 2010.
® National Center for Health Statistics, Centers for Disease Control and Prevention (CDC) 2010. Births: Final Data for 2008, National Vital

Statistics Reports, Vol. 59, No. 1, December 2010.

® A new FY 2006 baseline and the FY 2007 result for this measure are based on the use of 2003 Revised U.S. Standard Birth Certificate. The
FY 2007 - FY 2010 targets were established based on use of the 1989 unrevised Birth Certificate. Therefore, the targets and results should not be
compared until FY 2011 when targets and results are both based on the Revised Birth Certificate.

7 vVital statistics compiled by the National Center for Health Statistics, Centers for Disease Control and Prevention (CDC) 2010. Births: Final

Data for 2007, National Vital Statistics Reports, Vol. 58, No. 24, August 2010.
8 Thisisa long-term measure with no annual targets.

% National Center for Health Statistics, Centers for Disease Control and Prevention (CDC) 2010. Deaths: Preliminary Data for 2008, National
Vital Statistics Reports, Vol. 59, No. 2, December 9, 2010.




Measure FY | Target Result
10.111.A.4: Increase percent of very low-birth 2012 76% Nov 30, 2014
weight babies who are delivered at facilities for 2011 76% Nov 30, 2013
high-risk deliveries and neonates.
(Outcome) 2010 76% Nov 30, 2012
2009 75.5% Nov 30, 2011
76.1%
0
2008 5% (Target Exceeded)
74.8%
0
2007 74.5% (Target Exceeded)
10.3: Increase maternal survival rate.* Out-Year
(Baseline — FY 2005: 15.1 deaths per 100,000 Target 13.1 per 100,000 (FY 2015) Nov 30, 2017
live births)
(Outcome) 2008 8 per 100,000 Nov 30, 2011
Efficiency Measure FY Target Result
10.E: Increase the number of children served by 2012 45,000 Nov 30,2013
';:it;l'ilrf;e V Block Grant per $1 million in 2011 42.000 Nov 30, 2012
(Efficiency) 2010 40,000 Nov 30, 2011
2009 39,000 50,267
(Target Exceeded)
2008 38,000 52,511
(Target Exceeded)
2007 32,500 45,792
(Target Exceeded)
Measure Data Source Data Validation
10.1.A.1 The Title V Information System (TVIS) collects data on grantee TVIS allows each State to enter data
10.1.A.2 performance from grantee annual reports. on performance. TVIS provides
10.E preformatted and interactive data
10.111.A.4 entry. Calculations are done
automatically and the system performs
immediate checks for errors. Data are
validated by project officers and
program staff.
10.IV.B.1 | Vital statistics compiled by the National Center for Health Statistics, Centers | Data are validated by CDC.
10.111.A.1 | for Disease Control and Prevention (CDC).
10.111LA.3
10.111LA.2
10.2
10.3
10.1 U.S. Census Bureau, Current Population Reports, P60-238, Data are validated by the U.S. Census
Income, Poverty, and Health Insurance Coverage in the United States: 2009, | Bureau.
U.S. Government Printing Office, Washington, DC, 2010.
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INTRODUCTION

Since its inception, the Title V Maternal and Child Health (MCH) Block Grant program has
provided a foundation for ensuring the health of the Nation’s mothers, infants, children, and
adolescents, including children and adolescents with special health needs, and families.

The MCH Block Grant supports a wide variety of services that address the Title V legislative
requirements and the strategic goals outlined by HHS, HRSA and MCHB. State Title V
programs use their appropriated MCH Block Grant funds to address three overarching HRSA
goals: 1) improving access to quality health care and services, 2) improving health equity, and 3)
building healthy communities. Progress in meeting these goals is assessed through the
examination of the annual performance measures, Health Status Indicators, and Health Systems
Capacity Indicators that are reported by States. While each measure addresses a different aspect
of health care delivery specific to pregnant and breastfeeding women, infants, children and
adolescents, the measures collectively provide a snapshot into the health, safety and well-being
of the Nation’s MCH population. The Program utilizes these findings to identify emerging
public health needs and critical issues relative to MCH. In an effort to improve performance, the
Program regularly provides technical support to the States around the priorities identified in their
comprehensive five-year Needs Assessments and the technical assistance needs outlined their
annual grant applications. Another strategy is to identify and promote promising practices that
can be used by State MCH programs to improve MCH outcomes. The program also supports
States in their efforts to do outreach to increase participation in Medicaid and CHIP.

DISCUSSION OF RESULTS AND TARGETS

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services

10.1. Decrease the number of uninsured children.

Research has shown that children benefit in many ways from having health insurance. Based on
a 2009 report from the Institute of Medicine, titled America’s Uninsured Crisis: Consequences
for Health and Health Care, children who acquire health insurance are more likely to have
access to a usual source of care, receive well-child care and immunizations to prevent future
illness and to monitor developmental milestones, and receive prescription medications,
appropriate care for asthma and basic dental services. Serious childhood problems are more
likely to be identified early among children with health insurance. Insured children with special
health needs are more likely to have access to specialists. Insured children receive more timely
diagnosis of serious health conditions and have fewer avoidable hospitalizations, improved
asthma outcomes and less school absences than uninsured children.

The FY 2006 baseline of 8.7 million uninsured children in the U.S. reflects data collected
through the U.S. Census Bureau’s Current Population Survey (CPS) in their Annual Social and
Economic Supplement (ASEC). Based on the CPS ASEC, the number of children under 18
years of age who were without health insurance in FY 2008 was 7.3 million. Increased
eligibility and enrollment in public programs, such as Medicaid and the Children’s Health
Insurance Program, have contributed to the decrease in the number of uninsured children.
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The FY 2008 target of 8 million was exceeded, and the original target for FY 2015 was also
achieved. The new target established for FY 2015 is 7.3 million.

10.1.A.1. Increase the number of children served by Title V.

The number of children served by Title V is a critical measure of the degree to which the
program is successful in reaching and providing services to one of its key target populations.
Services for children supported under the Title V MCH Block Grant program include: the
provision of direct health care, enabling services, and population-based services. While the
number of children served varies within a State from year to year, the number of children served
nationally by Title V increased by 12.3 million between FY 2003 and FY 2008. In FY 2008,
Title V Block Grant programs served the largest number of children (35 million) since data
collection began in the Title VV Information System in the 1990's. The number of children served
by Title V in FY 2009 (33.3 million) exceeded the target by 4.3 million; however, 1.7 million
fewer children were served by the Program than in FY 2008. Recent increases have been largely
due to a shift towards more population-based services, such as screening services provided to
school-age children. While annual targets were increased to address increasing levels of
performance, the Program recognized that maintaining continued increases in program
participation would be difficult given the variability in screening services that are provided for
children within the States from year to year and the relatively level funding that the MCH Block
Grant has received in recent years. For FY 2012, the target is for 33 million children to be
served in the Title V MCH Block Grant program.

10.1.A.2. Increase the number of children receiving Title V services who are enrolled in
and have Medicaid and CHIP coverage.

Increased coverage under Medicaid and CHIP for children receiving Title V services assures
greater access, availability and continuity of care for the Nation’s children through the provision
of a wide range of services. The number of children receiving Title V services covered by
Medicaid and CHIP increased from a baseline of 5.9 million in FY 2002 to 15.2 million in

FY 2009. Every year since FY 2004, the Title V program has served an increasing number of
children with Medicaid and CHIP coverage. Increases have ranged from 0.1 million in FY 2003
and FY 2004 to 1.9 million in FY 2007 and FY 2008. Between FY 2008 and FY 2009, the
number of children who received Title V services and had Medicaid and CHIP coverage further
increased by 0.5 million. These increases reflect the efforts of State MCH programs to provide
outreach to populations eligible for Medicaid and CHIP coverage. While targets have been
increased in recent years to reflect a greater number of children being served by Title V with
Medicaid and CHIP coverage, maintaining such increases may be difficult due to changes in
eligibility requirements and program funding levels. The FY 2012 target for this measure is that
14 million children with Medicaid and CHIP coverage will be served by Title V.
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Goal: Improve Health Equity
Sub-Goal: Reduce disparities in quality of care across populations and communities

10.1V.B.1 Decrease the ratio of the black infant mortality rate to the white infant mortality
rate.

While there has been progress in reducing infant mortality rates for both racial groups, the
proportional discrepancy between Blacks and Whites has remained largely unchanged. Although
the targets were not met, the black to white infant mortality ratio declined slightly in FY 2007 to
2.35to 1 and based on preliminary data, the ratio declined further in 2008 to 2.29 to 1. The target
for FY 2012 is2.1to 1.

The Black infant mortality rate remains more than twice the White rate. Research has suggested
that a higher rate of very low birth weight among Blacks may contribute to, but does not fully
explain, racial differences in infant mortality rates. Additional research is needed to identify
factors that contribute to the black/white infant mortality disparity and to examine potential
solutions.

The Program continues to monitor the Black/White Infant Mortality Ratio and to explore
promising models and effective strategies for addressing this issue. Despite the slow rate of
progress, the targets of 2.1 to 1 for FY 2009 through FY 2012 reflect the Program’s ongoing
commitment to continued improvement in this area.

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services

10.111.A.1. Reduce the infant mortality rate.

All countries of the world measure the infant mortality rate as an indicator of general health
status. Prior to 2002, there was progress in reducing the infant mortality rate, but since then the
rate has plateaued. Race/ethnicity, maternal age, education, smoking, and number of
pregnancies are all factors that contribute to the infant mortality rate.

The overall infant mortality rate decreased slightly from 7.0 per 1,000 live births in FY 2002 to
6.7 per 1,000 live births in FY 2006. In FY 2007, the rate increased slightly to 6.8 per 1,000 live
births which met the target. Based on preliminary data, the infant mortality rate for

FY 2008 decreased to 6.6 infant deaths per 1,000 births. For FY 2012, the target is 6.6 per 1,000
births. Decreasing the rate of infant mortality has been and continues to be one of the primary
focuses of the Maternal and Child Health Block Grant program.

10.111.A.2. Reduce the incidence of low birth weight (LBW) births.
In the past 15 years, the distribution of birth weights in the U.S. has shifted towards lower
weights. The percentage of infants weighing less than 3,500 grams at birth has risen. Low birth

weight (less than 2500 grams) is associated with short-term morbidity and mortality, as well as
long-term disabilities, such as cerebral palsy, autism, mental retardation, vision and hearing
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impairments, and other developmental disorders. The lower an infant’s birth weight, the greater
the risk for a poor outcome.

The LBW rate increased from 7.8% in FY 2002 to 8.3% in FY 2006, which was the highest level
reported since 1969. The LBW rate improved slightly in FY 2007 and FY 2008 to 8.2%. The
FY 2012 target for this measure is 8.2%.

Historical increases in the rate of LBW are influenced by the rise in the multiple birth rate,
greater use of obstetric interventions, and increases in maternal age at childbearing. While
multiple births are much more likely to be born LBW than singletons, the LBW rate for infants
born in single deliveries has also been on the increase. Singleton LBW increased from 6.3% in
FY 2004 to 6.49% for FY 2006, and the rate has risen 10% since 1990. The LBW rate for
singleton births declined slightly in FY 2007 and FY 2008 to 6.45% and 6.40%, respectively.
From FY 2006 to FY 2008, LBW rates declined slightly among non-Hispanic white and non-
Hispanic black infants, while levels of LBW among Hispanic births have been essentially stable.

The Program continues to monitor the rate of LBW and its causes. Reasons for the increase in
LBW births between 2002 and 2006 are unclear. The Bureau continues to explore and promote
evidence-based practices to reduce the incidence and better understand the causes of low birth
weight through such efforts as the Secretary’s Advisory Committee on Infant Mortality. The
Program remains committed to improvement in this area.

10.111.A.3. Increase percent of pregnant women who received prenatal care in the first
trimester.

Data on trends in prenatal care are derived from two different data sources—the 1989 unrevised
U. S. Standard Birth Certificate of Live Births and the 2003 revised U. S. Standard Birth
Certificate of Live Births. Data captured from the unrevised birth certificates provide less
information on prenatal care, thus the revision in 2003 was meant to improve the amount of data
gathered on prenatal care. Data on prenatal care obtained from these two sources are not
comparable; moreover, all states have not started using the revised birth certificates. The
National Center for Health Statistics is now reporting birth-related data using the revised
certificate, providing a 2006 figure of 69% (new baseline) for percent of pregnant women who
received prenatal care in the first trimester. For FY 2007, 70.8% of pregnant women received
prenatal care in the first trimester. The FY 2007 target of 84% was set based on States that used
the Unrevised Birth Certificate. It is not applicable to the reported data, which derives from
States that are using the Revised Birth Certificate. For the 18 States that used the Revised Birth
Certificate in 2006 and 2007, the percentage of women who received first trimester prenatal care
declined slightly from 69% in FY 2006 to 67.5% in FY 2007. The FY 2011 and FY 2012 targets
have been revised to 69% and 70%, respectively, to reflect this change in data source.

Prenatal care is one of the most important interventions for ensuring the health of pregnant
women and their newborn babies. High quality prenatal care begins early in the pregnancy
(preferably in the first trimester), and continues throughout the pregnancy, according to accepted
standards of periodicity. Accordingly, getting pregnant women into early and regular prenatal
care has been a key area of emphasis for the Title V program. The Program continues to monitor
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the percent of pregnant women who receive care in the first trimester. Given historical trends
and the challenges to reducing the individual and system barriers to receipt of timely care,
modest increases are targeted for the future.

10.2. Reduce the national rate of neonatal deaths per 1,000 live births.

In 2007, slightly more than 19,000 U. S. infants died within their first 27 days of life. .
Prematurity and its complications account for approximately one-fourth of all neonatal deaths.
Neonatal mortality is a reflection of the newborn’s health and the treatment that is provided to
the pregnant mother and her infant after birth.

The neonatal mortality rate was 4.4 per 1,000 births in FY 2007. While the difference is not
statistically significant, the FY 2007 rate was slightly lower than the FY 2006 rate of 4.5 per
1,000 births. Based on preliminary data, the FY 2008 target of 4.5 per 1,000 births has been
achieved with a neonatal mortality rate of 4.3 per 1,000 live births.

10.111.A.4. Increase percent of very low-birth weight (VLBW) babies who are delivered at
facilities for high-risk deliveries and neonates.

The Title V program plays an important role in the delivery of appropriate and effective care for
high-risk pregnant women and infants. Delivering VLBW babies, who are at higher risk for
mortality and morbidity than non-LBW babies, at facilities with specialized equipment and
personnel capable of the highest standard of care for these babies, significantly assists in
reducing the associated mortality.

The percentage of VLBW babies delivered at facilities for high-risk deliveries and neonates
declined from 75.2% in FY 2002 to 71.7% in FY 2004. Since FY 2004, there has been some
improvement in the percent of VLBW infants delivered at facilities for high-risk deliveries and
neonates, with rates at 74.7% for FY 2006, 74.8% for FY 2007, and 76.1% for FY 2008. The
FY 2008 target of 76.1% was exceeded.

The Program is partnering with State programs, CDC, and the Association of Maternal and Child
Health to assess influential factors. A recent study conducted by the Cecil G. Sheps Center and
supported by HRSA’s Maternal and Child Health Bureau examined the trends in the rate of very
low birth weight deliveries in an appropriate hospital and explored reasons that States give for
change in this marker. States report that systems exist for coordinating care among multiple
providers, but the extent to which regionalized perinatal care systems are regulated and
prescribed varies considerably. States are examining where very low birth weight births occur
and why some do not occur in facilities for high-risk deliveries. Understanding if health care
systems factors have played a role in a poor outcome and identifying which factors could
potentially be modified would be an important contribution to improving this indicator.
Surveillance of very low birth weight births is necessary for the quality improvement initiatives
that are frequently cited by States as processes by which they hope to improve neonatal health
and health care. The FY 2012 target is 76%. While modest, the targeted increases for this
measure represent the Program’s ongoing commitment to continued improvement.
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10.3. Increase maternal survival rate.

The FY 2008 target is 8 deaths per 100,000 live births. Data are expected to be available in
November 2011.

10.E. Increase the number of children served by the Title V Block Grant per $1 million in
funding.

The Title V Block Grant program provides States with Federal funds for a wide variety of health
projects to improve the lives of all women and children. These funds are spent by the States to
support services for the maternal and child health populations, including children with special
health care needs, at all four levels of the MCH Pyramid — direct services, enabling services,
population-based services and infrastructure-building activities.

Per $1 million in funding, the number of children receiving direct, enabling and population-
based services through the Title V MCH Block Grant in FY 2008 reached its highest level at
52,511 since data reporting for this measure began. Greater program efficiencies resulted in an
increased number of children being served by Title V at a time when Title V Block Grant funds
were decreased. While the targets have steadily increased since 2006 to reflect the higher levels
of service that were provided, the difficulty in maintaining such increases was previously noted
above. The 2009 service level of 50,267 exceeded the target of 39,000 by approximately 29%.
However, the number of children served by the Title V Block Grant per $1 million was lower
than in 2008. The FY 2012 target for this measure is 45,000.

The increase in the number of children served per $1 million in Title V funding shows some
level of improvement in program efficiency in the use of Federal funds as well as a shift towards
provision of more population-based services. Programs have also had to rely more heavily on
other sources for program funding, including Medicaid and CHIP, and an increasing level of
payments made by those who receive services. Performance for this measure has also been
impacted by the steady increases in the number of children served annually by Title V and the
reduction in Title V MCH Block Grant funding since FY 2004. The Program continues to
monitor the number of children served by Title V and to explore opportunities for greater
program efficiencies.
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DISCONTINUED MEASURE

Measure FY Target Result
10.111.A.5: Reduce maternal illness and 2009 36 per 1,000 Nov 30, 2012
Egmtgg?g;ons due to pregnancy.” 2008 37 per 1,000 Nov 30, 2011
u
2007 30 per 1,000 41.8 per 1,000
(Target Not Met)
40.7 per 1,000°
2006 30 per 1,000 (Target Not Met)
39.2 per 1,000
2005 N/A (Target Not In Place)
Measure Data Source Data Validation
10.111.A.5 | Vital statistics compiled by the National Center for Health Statistics, Centers for Disease Data validated by
Control and Prevention (CDC) CDC

10.111.A.5. Reduce maternal illnesses and complications due to pregnancy.

Medical risk factors, such as diabetes and pregnancy-induced hypertension, can contribute to
serious complications during pregnancy as well as maternal and infant morbidity and mortality,
particularly if they are not properly identified and treated. The level of pregnancy-associated
hypertension for 2005 (39.9 per 1,000 deliveries) was the highest reported since these data
became available. In 2006, pregnancy-associated hypertension occurred at a rate of 39.1 per
1,000 deliveries. Since 2000, the prevalence of pregnancy-associated hypertension has increased
by an average of one percent per year, compared with an average increase of nearly four percent
per year throughout the 1990s. Diabetes prevalence has risen markedly since 1990, and the
increase has quickened in recent years. In 2006, diabetes during pregnancy was reported at a rate
of 42.3 per 1,000 deliveries, compared with 38.5 per 1,000 deliveries in 2005.

The average rate for the two most common conditions in pregnancy (i.e., diabetes and
pregnancy-induced hypertension) increased from 36.8 per 1,000 deliveries in FY 2004 to 41.8
per 1,000 deliveries in FY 2007. Due to changes in the revised 2003 Certificate of Live Birth,
previous years’ data are not comparable. Data reported prior to FY 2004 were based on the three
most common conditions in pregnancy (i.e., diabetes, pregnancy-induced hypertension and
anemia.) Given the change in how data are reported for this measure, comparison of actual
performance in FY 2007 with the established target of 30 per 1,000 deliveries is not appropriate.
The FY 2009 target for this measure is 36 per 1,000 deliveries.

1 Indicator: Hospitalizations per 1000 deliveries due to illness and complications resulting from pregnancy. Actual data reported for FY 2004,
FY 2005 and FY 2006 are based on the average rates for the two most common illnesses in pregnancy (i.e., diabetes and pregnancy-induced
hypertension). The targets for FY 2006 and 2007 were developed based on earlier data which included three conditions of pregnancy (i.e.,
diabetes, pregnancy-induced hypertension and anemia). These targets are not appropriate for the data as it is currently collected. This difference
in data collection is due to changes in the revised 2003 Certificate of Live Birth.

2 National Center for Health Statistics, Centers for Disease Control and Prevention (CDC) 2009. Births: Final Data for 2006, National Vital
Statistics Reports, Vol. 57, No. 7, January 2009.
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This annual measure was discontinued for FY 2010 due to the lack of a national data source.
The average rate for the two most common conditions in pregnancy (i.e., diabetes and
pregnancy-induced hypertension) had been used as a proxy for reporting on this measure.
The last year for which data will be reported is FY 2009.
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TRAUMATIC BRAIN INJURY PROGRAM

Goal: Build Healthy Communities
Sub-Goal: Lead and collaborate with others to help communities strengthen resources that

improve health for the population

Measure FY Target Result
11.1: Proportion of children with brain Out-Year 55% (FY 2011) Aug 31, 2012
injury who are able to participate in Target
community activities. 2007 N/A 52.5%
(Outcome) (Baseline)
11.V.B.4: Increase the number of new 2012 1542 Aug 31, 2012
State partnerships and/or collaborations
with governmental and non-governmental 2011 154 Aug 31, 2011
organizations. 131 (total)
(Output) 2010 N/A (Baseline)
11.V.B.5: Increase the number of public
schools in the States/Territories that screen
children for TBI on an annual basis 2012 TBD TBD
(Developmental).?
(Output)
Efficiency Measure FY Target Result
11.E: Decrease the application and 2012 127 Nov 20, 2014
reporting time burden of grantees (hours)
(Efficiency) 2011 127 Nov 30, 2013
2010 132 Nov 30, 2012
2009 139 Nov 30, 2011
2008 147 147
(Target Met)
2007 154 155
(Target Not Met but Improved)

Measure

Data Source

Data Validation

11.E
111

Grantee annual reports.

Data confirmed by project officers.

INTRODUCTION

The Traumatic Brain Injury Program’s performance measures link to HRSA’s Strategic Plan
goal to build healthy communities and also link to the sub-goal: of leading and collaborating
with others to help communities strengthen resources that improve health for the population.
Performance data are used to inform the Program’s strategies to provide guidance and technical
assistance to grantees in efforts to improve performance. Below is a discussion of current
performance measures.

Yhis long term measure does not have annual targets. The next time the National Survey of Children’s Health will be fielded is in 2011.

2No increase is projected for number of partnerships between FY 2011 and FY 2012 because it is anticipated that the focus of States will be on
consolidating existing partnerships.
® The baseline for this developmental measure will be reported by August 2011 for FY 2010.
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DISCUSSION OF RESULTS AND TARGETS

Goal: Build Healthy Communities
Sub-Goal: Lead and collaborate with others to help communities strengthen resources that
improve health for the population

11.1. Proportion of children with brain injury who are able to participate in community
activities.

This measure focuses on the functional status and quality of life of children with TBI. Evidence
suggests that children and adolescents are an important population for assessing the ability of
persons with TBI to function in the community. Systems infrastructure-building for TBI
programs is an integral part of enhancing and/or sustaining the functional status and quality of life
for this population. The FY 2007 baseline for this measure is 52.5%. The long-term target is
55% in FY 2011.

11.V.B.4: Increase the number of new State partnerships and/or collaborations with
governmental and non-governmental organizations.

An important strategy for grantees is to increase the number of new State partnerships and/or
collaborations with at least one new governmental and/or non-governmental organization
annually. Evidence suggests that building partnerships can increase resources and help with
sustainability of resources and programs that serve the community. The baseline is 131 total
partnerships. The targets for FY 2011 and FY 2012 are set at 154 total partnerships.

11.V.B.5: Increase the number of public schools in the States/Territories that screen
children for TBI on an annual basis (Developmental).

An important strategy for grantees is to increase the number of public schools in the
States/Territories that screen children for TBI on an annual basis. Increasing the number of
public schools screening children will increase the total number of children screened for TBI.
Evidence suggests that early identification in children leads to early intervention thus increasing
the chances of individuals living productive lives. The baseline for this developmental measure
will be reported by August 2011 for FY 2010.

11.E. Decrease the application and reporting time burden of grantees

A new on-line application and reporting system was implemented in FY 2005 and was fully
operational in FY 2006. This system provides grantees with information from previous years,
including budget and service data. This alleviates the necessity of grantees supplying
information that was previously provided. Also, the system pre-populates figures into
subsequent forms so that grantees do not have to enter the same data more than once.

Reporting is also easier on the on-line system and provides program management with data that
are far more reliable and valid, with a shorter lag time. The number of hours of application and
reporting time burden of grantees decreased from 162 hours in 2006 to 155 hours in FY 2007.
In FY 2008, the target of 147 hours was met. The FY 2012 target is 127 hours.
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DISCONTINUED MEASURES

Measure FY Target Result
11.V.B.1: Increase the number of States 2012 N/AL N/A
and Territories that have achieved a
minimum TBI core capacity (including 2011 21 Nov 20, 2012
State Action Plan, Statewide Needs and 2010 51 Nov 30, 2011
Resources Assessment, designated State 23
agency staff, and State Advisory Board). 2009 5l (Target Not Met)
(Output) 51
2008 51 (Target Met)
51
2007 51 (Target Met)
11.V.B.2: Increase the number of 2012 N/AL N/A
States/Territories that have begun to
implement their TBI plan of action. 2011 21 Nov 20, 2012
(Output) 2010 51 Nov 30, 2011
22
2009 51 (Target Not Met)
51
2008 51 (Target Met)
47
2007 48 (Target Not Met but Improved)
11.V.B.3: Increase the number of 2012 N/AL N/A
States/Territories that have completed at
least 50% of the objectives contained in 2011 24 Dec 31, 2012
their TBI plan of action. 2010 24 Dec 31, 2011
(Output) 18
2009 24 (Target Not Met)
24
2008 24 (Target Met)
24
2007 18 (Target Exceeded)
Measure Data Source Data Validation
11.V.B.1 Grantee annual reports. Data confirmed by project officers.
11.V.B.2
11.v.B.3
11.v.B4
11.V.B5

11.V.B.1. Increase the number of States and Territories that have achieved minimum TBI

core capacity.

Coordinated, community-based and culturally competent systems that address the needs of
individuals with TBI advance the goal of access to high quality care that can improve health
outcomes. The number of States and Territories that have achieved minimum core capacity to
serve individuals with TBI and their families is an indicator of the extent to which the U.S. is

! The FY 2012 target is N/A because this measure has been discontinued.
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able to provide systematic, appropriate care for individuals with TBI, including veterans with
TBI who return home to continue their post-acute care in the community. In FY 2005, the
number of States and Territories with core capacity was 51 and this number remained constant
through FY 2008. The FY 2009 target was not met due expiration of grants resulting in a
reduction in the number of grants to 23. The FY 2011 target is 21.

The measure will be discontinued in FY 2012. The last year for which data will be reported is
FY 2011. The measure is being retired because the number of states achieving the desired result
IS at or near the maximum. New measures have been developed (11.V.B.4 and 11.V.B.5).

11.V.B.2. Increase the number of States and Territories that have begun to implement
their TBI plan of action.

As States and Territories actually begin to put in place their Statewide Action Plan (based on their
Statewide Needs and Resources Assessment) they are demonstrating their ability to correctly
assess and meet the needs of individuals with TBI and their families. The number of States and
Territories increased from 45 in 2006 to 47 in 2007, missing the 2007 target of 48. For FY 2008,
the target of 51 was met. The FY 2009 target of 51 was not met due to a reduction in the number
of grants. The FY 2011 target is 21 States/Territories. While the Program continues to encourage
the remaining States/Territories to begin implementation of plans, greater emphasis is now placed
on assisting States/Territories in completing more objectives contained in their plans.

This measure will be discontinued in FY 2012. The last year for which data will be reported is
FY 2011. The measure is being retired because the number of states achieving the desired result
is at or near the maximum. New measures have been developed (11.V.B.4 and 11.V.B.5).

11.V.B.3. Increase the number of States/Territories that have completed at least 50% of
the objectives in their TBI plan of action.

Moving to completion of 50% of program (action plan) goals indicates steady progress towards
implementation of a coordinated, community-based and culturally competent system of care for
individuals with TBI and their families. The number of States and Territories that have
completed at least 50% of their objectives increased from 17 in FY 2006 to 24 in FY 2007.

In FY 2008 the number remained 24, meeting the target. In FY 2009 the result was 18, not
meeting the target of 24 because the number of grantees decreased. In addition to the number of
grantees decreasing, new grantees would not be expected to have 50% of their action plans
completed in their first year of award. For FY 2011, the target was set to remain 24 due to the
expiration of grants resulting in a reduction in the number of active grantees from 49 in FY 2008
to around 22 by the end of FY 2010. This anticipated reduction will result in fewer
States/Territories participating in the program.

This measure will be discontinued in FY 2012. The last year for which data will be reported is
FY 2011. The measure is being retired because the expiration of grants will result in the
reduction of grantees by the end of FY 2010. New measures have been developed (11.V.B.4 and
11.V.B.5).
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JAMES T. WALSH UNIVERSAL NEWBORN HEARING SCREENING

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services

Measure FY Target Result
13.1: Increase the percentage of children
with non-syndromic hearing loss
enterlng_ school with de\{elog)mentally Out-Year 850 (FY 2013) Jul 31, 2014
appropriate language skills. Target
(Baseline — FY 2004: 20% estimated)
(Outcome)
13.2: Increase the percentage of infants
with hearing loss enrolled in early Out-Year
intervention before 6 months of age. Taroet 85% (FY 2013) Jul 31, 2014
(Baseline — FY 2004: 57%) 9
(Output)
13.111.A.1: Percentage of infants 2012 70% Mar 31, 2015
suspected of having a hearing loss with
a confirmed diagnosis by 3 months of 2011 60% Mar 31, 2014
age.
(Output) 2010 60% Mar 31, 2013
2009 40% Mar 31, 2012
68%
0
2008 63% (Target Exceeded)
66%
0
2007 62% (Target Exceeded)
13.111.A.2: Percentage of infants with a 2012 95% Dec 31, 2013
suspected or confirmed hearing loss
referred to an ongoing source of 2011 95% Dec 31, 2012
Egrr?]grehenswe health care (i.e. medical 2010 94% Dec 31, 2011
).
(Output) 2009 N/A N/A?
2008 88% N/A?
2007 87% N/A?
13.111.A.3: Percentage of infants 2012 98% Mar 31, 2015
screened for hearing loss prior to 2011 98% Mar 31, 2014
hospital discharge.
(Output) 2010 98% Mar 31, 2013
2009 98% Mar 31, 2012
97%
0
2008 98% (Target Not Met but Improved)
0,
2007 97% 94%

(Target Not Met but Improved)

This long-term measure does not have annual targets.
2 Data are not available due to the timing of the Children with Special Health Care Needs Survey which is the data source for this measure.

The next survey results are not available until late summer 2011. There is no interim data source.




Efficiency Measure FY Target Result
13.E: Increase the percentage of infants 2012 70% Mar 31, 2015
suspected of having hearing loss (based 2011 60% Mar 31. 2014
on the results of their newborn hearing ’
screen) who receive a confirmed 2010 60% Mar 31, 2013
diagnosis by 3 months of age while 2009 40% Mar 31, 2012
maintaining a constant Federal 2008 63% 68%
expenditure. 0 (Target Exceeded)
(Efficiency) 660
%
0
2007 62% (Target Exceeded)
Measure Data Source Data Validation

13.1 For FY 2005, data collected from grantees by Utah State Through 2005, data validated against annual progress
13.2 University, National Technical Resource Center, based on reports submitted by States. For 2006 and subsequent
13.111.A.1 | survey of all States. For FY 2006 and beyond, data obtained | years, data validated by CDC through ongoing
13.111.A.3 | from the CDC Hearing Screening and Follow-up Survey. communications with States.
13.E
13.111.A.2 | Survey of Children with Special Health Care Needs by the Data validated by CDC.

Centers for Disease Control and Prevention (CDC).

INTRODUCTION

The performance measures of the Universal Newborn Hearing Screening program link to the
HRSA goal of improving access to quality health care and services. Performance measure data
are used by the program for quality improvement. A current strategy to improve performance is
to shift program emphasis to reducing the number of children who are lost to documentation or
lost to follow-up, thereby ensuring that more children receive the care they need.

DISCUSSION OF RESULTS AND TARGETS

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services

13.1. Increase the percentage of children with non-syndromic hearing loss entering school
with developmentally appropriate language skills.

The FY 2013 target is 85%. Data are anticipated on July 2014.

13.2. Increase the percentage of infants with hearing loss enrolled in early intervention
before 6 months of age.

The FY 2013 target is 85%.Data are anticipated on July 2014.
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13.111.A.1. Percentage of infants suspected of having a hearing loss with a confirmed
diagnosis by 3 months of age.

While major success has been achieved in screening infants for hearing loss before hospital
discharge, those suspected of a hearing loss were receiving timely re-screening and diagnostic
services only about 55% of the time, as reported for FY 2005. Many of the reasons, such as
health provider information about hearing loss in infants, a dearth of audiologists capable of
caring for infants, and inadequate data and tracking systems, have been identified and
mechanisms to address these problems are being developed and implemented. Results for this
performance measure include an increase from 50% in FY 2004 to 55% in FY 2005. The actual
result for this measure was 36% in FY 2006. This decrease is likely attributable to a change in
data source for this measure. Previously data were collected by the National Center for Hearing
Assessment and Management (NCHAM), the national resource center for the Universal
Newborn Hearing Screening and Intervention program. Annual data are now collected by the
CDC which uses different definitions than NCHAM. Data from the CDC Hearing Screening and
Follow-up Survey (HSFS) reflects data that states and territories have documented, allowing no
estimates. In FY 2007, 66% of infants with a suspected hearing loss received a confirmed
diagnosis by 3 months of age. In FY 2008, that percentage rose to 68%. The FY 2012 target is
70%.

13.111.A.2. Percentage of infants with a suspected or confirmed hearing loss referred to an
ongoing source of comprehensive health care (i.e. medical home).

Limited research on health outcomes for Children with Special Health Care Needs (CSHCN)
indicates that those children who are in a medical home fare better than those receiving health
care in settings where there is no mechanism for care coordination. States are encouraged to
identify a medical home for each infant suspected of a hearing loss, and to assist the medical
home in assuring appropriate and timely follow-up for those infants and their families. A variety
of tools have been developed in conjunction with the American Academy of Pediatrics (AAP) to
support the medical home in caring for infants with a suspected (or confirmed) hearing loss and
their families. Available data for 2005 indicate that 80% of infants with a suspected or
confirmed hearing loss were referred to an ongoing source of comprehensive care. In FY 2006,
94% were referred to an ongoing source of care, exceeding the target of 85%. The target is
based on responses to the question: “Do you have one person you think of as child’s personal
doctor or nurse?” from the National Survey of Children with Special Health Care Needs. Data
for FY 2007 thru FY 2009 are not available since the Children with Special Health Care Needs
Survey is only fielded every four years. The FY 2012 target is 95%.

13.111.A.3. Percentage of infants screened for hearing loss prior to hospital discharge.

The number of infants receiving a physiologic screening test for hearing loss prior to discharge
from the newborn nursery has increased dramatically over the past several years. In FY 2007,
States reported that 94% of infants were screened. This was a decrease from 95% of infants
screened in FY 2005. The decrease is a function of a change in data source. Data that were
collected by the National Center for Hearing Assessment and Management (NCHAM) have been
replaced by Center for Control and Prevention (CDC), whose definitions differ from NCHAM.
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NCHAM no longer collects national data on these items. Additional gains are to be achieved by
focusing on infants born at home or in other out-of-hospital settings, transferred infants who
require neonatal intensive care, and births in small hospitals where screener experience is
limited. For FY 2008, States reported that 97% of infants were screened. The FY 2012 target is
98%.

13.E. Increase the percentage of infants suspected of having hearing loss (based on the
results of their newborn hearing screen) who receive a confirmed diagnosis by 3 months of
age while maintaining a constant Federal expenditure.

Increasing the percentage of infants who receive a confirmed diagnosis by 3 months of age while
maintaining a consistent level of Federal funding would indicate increased program efficiency.
In FY 2005, 55% of infants who failed the screening test received a confirmed diagnosis by three
months of age, as compared to 50% in FY 2004. In FY 2006 the figure was 36% possibly
reflecting a change in the data source. In FY 2007, 66% of infants who failed the screening test
received a confirmed diagnosis by three months of age, indicating substantial improvement,
while continuing to fall short of the target. In FY 2008, this number rose to 68%, exceeding the
target. Annual data are now collected by the CDC which uses different definitions than
NCHAM, which previously collected the data. Data from the CDC Hearing Screening and
Follow-up Survey reflects data that states and territories have documented, allowing no
estimates. Future targets have been adjusted to reflect this change in data collection. The

FY 2012 target is 70%.
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EMERGENCY MEDICAL SERVICES FOR CHILDREN

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services

Measure FY Target Result
14.1: Mortality rate for children with an Out-Year 0
injury severity score (ISS) greater than 15. Target 8.1% (FY 2014) July 31, 2016
(Baseline — FY 2005: 9.1%) 2012 8.4% July 31, 2014
(Outcome) 2011 8.5% July 31, 2013
2010 8.6% July 31, 2012
2009 8.7% July 31, 2011
14.V/.B.1: Increase the number of awardees 2012 30 July 31, 2013
that c_igmonj_tr?t_e the operational ca_patl:ité/_to 2011 28 July 31, 2012
provide pediatric emergency care, including
all core capacity elements related to: (a) on- 2010 26 July 31, 2011
line and off-line medical direction at the 2009 o4 26
scene of an emergency for Basic Life Support (Target Exceeded)
(BLS) and Advanced Life Support providers, 23
(b) essential pediatric equipment and 2008 21 (Target Exceeded)
supplies, (c) designation of pediatric
specialty care hospitals, and inter-facility
transfer agreements. 2007 28 22
(Baseline — FY 2005: 20) (Target Not Met but Improved)
(Output)
14.V.B.2: Increase the number of awardees 2012 39 July 31, 2013
that have adopted requirements for pediatric 3
emergency education for the re-certification 2011 37 July 31, 2012
O(forfj‘i;au%ed'cs' 2010 27 July 31, 2011
37
2009 25 (Target Exceeded)
24
2008 22 (Target Exceeded)
23
2007 43 (Target Not Met but Improved)
14.V.B.3: Transfer rate for children with an 2012 TBD TBD
i(rlgjurylseverityg sl;:ore (1SS) of 15 or more.* 2011 N/A N/A
evelopmenta
(Output) 2010 N/A N/A
TBD
2009 N/A (Baseline)

® Target differs from that shown in the FY 2011 Congressional Justification to reflect most recent performance.
* This developmental measure does not currently have annual targets. Baseline data for FY 2009 will be available in 2011 when the 2012 target

will be established.
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Efficiency Measure FY Target Result
14.E: Decrease the application and reporting 2012 70 hours July 31, 2013
“E‘;_b}lfde“ of grantees. 2011 75 hours July 31, 2012
(Efficiency) 2010 80 hours July 31, 2011
85 hours
2009 85 hours (Target Met)
90 hours
2008 90 hours (Target Met)
90 hours
2007 90 hours (Target Met)
Measure Data Source Data Validation
14.E Grantee reports. Data confirmed by project officers.
14V.B.1
14V.B.2
14.1 Grantee reports; Healthcare Cost and Utilization Project (HCUP) Data confirmed by project officers.
14V.B.3

INTRODUCTION

The performance measures of the Emergency Medical Services for Children (EMSC) Program
are linked to HRSA’s Strategic Plan goal of improving access to quality health care and services.
These performance measures are designed to assist State EMS programs to measure progress
toward achieving high quality services for children’s emergencies. The measures help States to
focus their resources on pediatric program components in greatest need. Tracking progress also
helps the Federal program implement its strategies to target technical assistance and fiscal
resources to States needing help, and to identify successful State programs which then are used
as models to assist States that need to improve.

DISCUSSION OF RESULTS AND TARGETS

Goal: Improve Access to Quality Health Care and Services
Sub-Goal: Strengthen health systems to support the delivery of quality health services

14.1. Mortality rate for children with an injury severity score (I1SS) greater than 15.
The EMSC program is designed to ensure state-of-the-art emergency medical care for ill or
injured children and adolescents. It covers the entire spectrum of emergency medical care.

This measure was selected as a measure of performance because the right emergency care should
result in reduced mortality. The FY 2012 target is 8.4%
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14.V.B.1. Increase the number of awardees that demonstrate the operational capacity to
provide pediatric emergency care, including all core capacity elements related to: (a) on-
line and off-line medical direction at the scene of an emergency for Basic Life Support
(BLS) and Advanced Life Support providers, (b) essential pediatric equipment and
supplies, (c) designation of pediatric specialty care hospitals, and inter-facility transfer
agreements.

The EMS System was originally designed to address the needs of adults. The purpose of this
program is to increase awareness of the specific needs of children in emergency situations, and
increase EMS capacity to address them. The number of States that demonstrate the operational
capacity to provide pediatric emergency care provides a critical indicator of the degree to which
the appropriate care for children has been integrated into the EMS system.

In FY 2007, 22 States were considered to have met the operational capacity to provide pediatric
emergency care, based upon reports from individual States. This was an increase over FY 2006
but did not meet the FY 2007 target. The fact that the FY 2007 target was not met is due to a
change that occurred in 2006 in the definition of what is required to meet the performance
standard. The current definition and method of data collection are more rigorous than when the
target was established. As a result, many States that reported meeting all components in

FY 2005 did not meet the requirements for FY 2006 and FY 2007 reporting. In areas such as
"essential pediatric equipment and supplies,” for example, some States may be missing only one
piece of equipment, but these States are now considered as not meeting the essential pediatric
equipment requirement. States must completely meet all three categories of core elements in
order to be considered as demonstrating the operational capacity to provide pediatric emergency
care. Collection of the data is a requirement of the State Partnership grant program. In FY 2008,
23 States were considered to have met the operational capacity to provide pediatric emergency
care, slightly exceeding the target of 21 and exceeding the FY 2007 actual by one. In FY 2009,
26 States were considered to have met the operational capacity to provide pediatric emergency
care, exceeding the target of 24. The target for FY 2012 is 30.

14.V.B.2. Increase the number of awardees that have adopted requirements for pediatric
emergency education for the re-certification of paramedics.

The adoption of guidelines for pediatric emergency care training/education for pre-hospital
providers is an integral component of the EMSC Program and helps to ensure the provision of
appropriate pediatric emergency care across the continuum of care. In FY 2007, the number of
awardees that met this goal was 23, and is expected to increase annually. This was an increase
over FY 2006 but did not meet the FY 2007 target (43 states). The target was not met because
the requirements for pediatric emergency education for the re-certification of paramedics were
made more rigorous based on feedback from national stakeholders to add the specification that
the requirement for recertification be State-mandated through statute, rules, or regulations. This
change resulted in fewer states being able to meet the performance standard. However, the
amount of pediatric emergency education within States did not diminish. Rather, training in
some States is not yet mandated through State statutes, rules or regulations. In FY 2009, 37
awardees adopted requirements for pediatric emergency education for pre-hospital providers,
exceeding the target of 25. The target for FY 2012 is 39.
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14.V.B.3. Transfer rate for children with an injury severity score (I1SS) of 15 or more.
(Developmental)

The EMSC program seeks to improve the inter-facility transfer rate to hospitals that have the
special expertise to care for critically ill or injured children. By improving the inter-facility
transfer rate, it is expected that mortality rates for critically ill and injured children will improve.
Baseline data for FY 2009 will be available in 2011 when the 2012 target will be established.

14.E. Decrease the application and reporting time burden of grantees by 5% per year

A new on-line application and reporting system was implemented in FY 2005 and became fully
implemented in FY 2006 through Grants.gov and HRSA'’s Electronic Handbook. This system
provides grantees with information from previous years, including budget and service data.
This alleviates the grantees from having to supply information that was previously provided.
Also, the system pre-populates figures into subsequent forms so that grantees do not have to
enter the same data more than once. Reporting is also easier on the on-line system and provides
program management with performance data that are far more reliable and valid, with a shorter
lag time. In FY 2009 the number of hours was 85, meeting the target. This was down from125
hours in FY 2006. The target for FY 2012 is 70 hours.
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HEALTHY START

Goal: Improve Health Equity
Sub-Goal: Reduce disparities in quality of care across populations and communities

Measure FY Target Result

12.1: Reduce the infant mortality rate
(IMR) among Healthy Start program

. 1 Out-Year
clients. Target 4.3 per 1,000 (FY 2013) Oct 31, 2015
(Baseline — FY 2004: 7.65 per 1,000) g
(Outcome)
12.2: Reduce the neonatal mortality rate
among Healthy Start program clients. Out-Year
(Baseline — FY 2004: 4.8 per 1,000) Target 2.7 per 1,000 (FY 2013) Oct 31, 2015
(Outcome)
12.3: Reduce the post-neonatal mortality
rate among Healthy Start program clients.! | Out-Year
(Baseline — FY 2004: 2.82 per 1,000) Target 1.6 per 1,000 (FY 2013) Oct 31, 2015
(Outcome)

Goal: Improve Health Equity
Sub-Goal: Monitor, identify and advance evidence-based and promising practices to achieve

health equity
Measure FY Target Result
12.1N.A.1: Increase annually the 2012 75% Oct 31, 2014
percentage of women participating in
Healthy Start who have a prenatal care 2011 75% Oct 31, 2013
visit in the first trimester. 2010 75% Oct 31, 2012
(Outcome)
2009 75% Oct 31, 2011
68.5%
0
2008 5% (Target Not Met but Improved)
68.2%
0
2007 5% (Target Not Met but Improved)
12.11.A.2: Decrease annually the 2012 9.6% Oct 31, 2014
percentage of low birth weight infants
born to Healthy Start program 2011 9.6% Oct 31, 2013
participants. 2010 9.6% Oct 31, 2012
(Outcome)
2009 9.6% Oct 31, 2011
10.7%
0,
2008 9.7% (Target Not Met)
10.3%
0,
2007 9.2% (Target Not Met)

This long-term measure does not have annual targets.
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Measure FY Target Result
12.11.B.1: Increase annually the number 2012 376,000 Oct 31, 2014
of community members (providers and
consumers, residents) participating in 2011 396,000 Oct 31, 2013
infant mortality awareness public health 2010 395,000 Oct 31, 2012
information and education activities.
(Output) 2009 350,000 Oct 31, 2011
394,239
2008 340,000 (Target Exceeded)
391,143
2007 337,000 (Target Exceeded)
Efficiency Measure FY Target Result
12.E: Increase the number of persons 2012 532,500 Oct 31, 2014
served by the Healthy Start program with
a (relatively) constant level of funding. 2011 552,500 Oct 31, 2013
(Baseline — FY 2002: 288,800) 2010 524,500 Oct 31, 2012
(Efficiency)
2009 485,000 Oct 31, 2011
571,167
2008 475,000 (Target Exceeded)
542,484
2007 420,000 (Target Exceeded)
Measure Data Source Data Validation
12.1 Grantee reports. Data confirmed by project officers.
12.2
12.3
12.111LA.1
12.11.B.1
12.111.A.2
12.E
INTRODUCTION

To reduce the factors that contribute to the Nation’s high infant mortality rate, particularly
among African-American and other disparate racial and ethnic groups, Healthy Start (HS)
provides intensive services tailored to the needs of high risk pregnant women, infants and
mothers in geographically, racially, ethnically, and linguistically diverse communities with
exceptionally high rates of infant mortality. The Program’s activities are linked to HRSA'’s
strategic goal of improving health equity.

The Healthy Start program’s capacity to achieve its ambitious performance and outcome
objectives is challenged by the multiple risk factors faced by the families they serve. Each of the
Healthy Start projects is committed to reducing disparities in perinatal health and infant mortality
by transforming their communities, strengthening community-based systems to enhance perinatal
care and improving the health of the women and infants in their vulnerable communities. The
performance measures chosen reflect access to care and major factors, at the individual and
community level, that must be overcome in order to have positive perinatal outcomes.
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The Healthy Start program’s performance measures allow the program to track progress toward
improving health outcomes and expanding the availability and utilization of health care.
Fluctuations that occur in the results alert program to potential problems within the community
and emerging national trends, such as decreased first trimester entry into prenatal care potentially
indicating problems with pregnant women accessing obstetrical providers. Strategies used by
Healthy Start to improve performance include technical assistance, shared best practices,
supporting peer mentoring, and strengthening collaborative linkages with States and other
partners both public and private. The program has undertaken a learning collaborative model to
enhance projects’ ability to unify the varied systems of care in their communities and increase
the capacity of local providers to incorporate emerging evidence-based guidelines on
preconception and interconception care.

Projects re-compete for funding every five years; at that point in time they may adjust their
service areas to exclude areas that no longer need Healthy Start services because the Program has
been successful and to incorporate other neighborhoods where there is a significant need for the
program. Some variation in results occurs when successful neighborhoods are phased out at the
end of a grant period and new high-risk neighborhoods are added.

DISCUSSION OF RESULTS AND TARGETS

Goal: Improve Health Equity
Sub-Goal: Reduce disparities in quality of care across populations and communities

12.1. Reduce the infant mortality rate (IMR) among Healthy Start program clients.

12.2. Reduce the neonatal mortality rate among Healthy Start program clients.
Results of this measure will be reported in October 2015.

12.3. Reduce the post-neonatal mortality rate among Healthy Start program clients.
Results of this measure will be reported in October 2015.

Goal: Improve Health Equity
Sub-Goal: Monitor, identify and advance evidence-based and promising practices to achieve
health equity

12.111.A.1. Increase annually the percentage of women participating in Healthy Start who
have a prenatal care visit in the first trimester.

Healthy Start focuses intensive outreach efforts on enrolling hard-to-reach, high-risk women in
prenatal care. The percentage of women participating in Healthy Start who had a prenatal visit
in the first trimester fell from 70% in FY 2004 to 68% in FY 2006 and rose slightly in FY 2008
to 68.5%, which was below the target. Healthy Start was not successful in meeting its target of
75% entry into prenatal care due to a resurgence of barriers to access to care, such as state budget
crises, changes in financing of prenatal care at the State level, a shortage of obstetric providers
due to professional liability litigation and malpractice coverage factors, and a growing trend
among obstetric providers to delay the first prenatal health care visit until early in the second

85



trimester. Along with the resurgence of these factors, many projects adjusted their project areas
to include new neighborhoods where there was a significant need for the program (e.g., high
rates of infant mortality and other adverse perinatal health outcomes).

Healthy Start is continuing to work with individual projects on identifying the challenges in their
local communities as well as sharing among projects successful strategies to improve access.

A learning collaborative model program has been established to further assist projects in
strengthening their project’s capacity to offer primary and support healthcare services to
participants. The program has also identified and synthesized evidence-based practices that
contribute to improved perinatal outcomes and disseminated this information to the HS
communities.

Future targets for this measure are set at 75%.

12.111.A.2. Decrease annually the percentage of low birthweight infants born to Healthy
Start program participants.

Healthy Start is designed to reduce adverse perinatal outcomes, such as low birthweight (LBW)
and infant mortality, by helping communities identify, plan and implement a diverse range of
interventions to support and improve perinatal delivery systems in project communities. Because
Healthy Start participants are among those at highest risk for poor perinatal outcomes and the
hardest to engage in ongoing preventive healthcare, improved health outcomes are harder to
achieve than in the general population.

Low birthweight is associated with an increased risk of infant death; an infant’s size at birth is
also a key predictor of short and long-term health status. The percentage of low birthweight
babies born to Healthy Start clients in FY 2003 was 10.5% and showed a reduction to 10.3% in
FY 2006 an