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Through Title VII and VIII programs, the Bureau of Health Professions @HPr) provides
both policy leadership and support for health professions workforce enhancement and
educational infrastructure development. The overall purpose of this project has been to assist
BHPr in the development of a set of outcome-based performance measures and in the design of a
performance monitoring system to measure whether program support is meeting its national
health workforce objectives, and to signal where program course correction is necessary.  At the
core of the Bureau.s  performance measurement system are four cross-cutting goals with respect
to workforce quality, supply, diversity and distribution of the health professions workforce.

These cross-cutting goals are:

i/

1. Promote a Health Care Workforce with a Mix of the Competencies and Skills Needed
to Deliver Cost-Effective, Quality Care

2. Support Educational Programs’ Ability to Meet the Needs of Vulnerable Populations

3. Improve Cultural Diversity in the Health Professions

4. Stimulate and Monitor Relevant Systems of Health Professions Education in
Response to Changing Demands of the Health Care Marketplace

monitoring effort has a specific focus on th fo

~~?!$?k??~ 1993,involvedanrruuti ’ - -
it is also part of a broader Bureau effort to measure pro

assessment of indicators of
ureau progress relative to its seven identified suategic directions. Those seven directions have

been largely consolidated into the set of four cross-cutting goals. Since the Phase I work, the
Bureau has also increased its emphasis on measurement of grantee outcomes, both to provide
more comprehensive information to outside audiences and to meet the requirements of the 1993
Government Performance and Results Act (GPRA).

. 9The focus of Phase II has been 
goals in on-going monitoring of Bureauprogramzn‘vities..  To do this the project addressed
eluding: whether the outcomes and indicators identified to monitor progress
toward the goals could be reliably collected and analyzed based on current definitions; whether
grantees felt the identified set of goals, outcomes and indicators reflected what they considered to
be the most valuable contributions of their programs; what data sources and collection tools were
currently available; and what kind of system should be developed to support GPRA-required  and
other performancc  monitoring and reporting.

These issues were addressed through a series or project milestones including:
development and later refinement of the set of crosscutting goals, outcomes and indicators by
the Bureau’s Performance Outcomes Monitoring (POM) group; input from outside experts
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representing a range of health workforce training perspectives during a day-long working
meeting convened as part of this project; an initial survey of data sources that may be applicable
to the ongoing data needs of a performance monitoring system, and the development of a
monitoring system design plan building on the indicator work and data resources already
available within the Bureau.

The analysis performed by Lewin-VHI to support further refinement of the goals,
outcomes and indicators is provided in Appendix A of this report. Appendix B includes the
results of our initial survey of data sources. The bulk of the text of this report describes the plan
for a monitoring system that would provide the functions desirable for on-going program
management through a cycle of measurement and monitoring, and to support compliance with
the planning and reporting requirements of GPRA. Key functions in the proposed plan include
program grantee-level measurement and monitoring, analysis and assessment of program
performance relative to expectations, identification of successes and problems that merit further
investigation, data to support the process of reviewing performance at the grantee, and perhaps
program level, to help identify opportunities to continuaIly improve performance.

It is anticipated that the system concept described in the report that follows would build
on the extensive work the Bureau has already done in developing a database structure for the
Grants Management Application System (GMAS). The GMAS system, and components
including the Application Management Database, the Funding Requests/Award Management
Database, Review Results Database, Workforce Management, Project Management, Preference
and Priority, and Progress Management Database, contain many of the variables that would be
specified for tracking in the system plan described here. Many of the same fields suggested for
linking data are already included in the record specifications of the GMAS subsidiary databases.
Other GMAS data fields are analogous to ones proposed for collection (e.g., in the Project
Management Database, the variable identifying the strategic direction being supported by the
grantee activity is analogous to the identification of the goal/outcome/indicator set being
supported by grantee efforts proposed in this report).

The establishment of the POM internal working group and the GMAS database are
indicative of the advanced state of the Bureau’s “infrastructure” for performance monitoring and
GPRA compliance. Next steps in implementation of the system should focus on further indicator
specification to clarify what to measure, the timeframe for measurement, the linkage of
measurement to Bureau funds and linkage to unmet needs in the market and under-served
populations. Further development should also identify performance benchmarks, and grantee
ability and mechanisms for collecting data not currently available to the Bureau, and further use
of relevant external data sources.

96.L40055 Page 2 L4?wievHI, Inc.



I .  INTR0DUm0N

This report is the product of Task 11 of Delivery Order 240-94-0200. Its purpose is to
provide a preliminary plan for the design and development of a crosscutting, outcome-based
performance monitoring system for the Bureau of Health Professions. Through Title VII and
VIII programs, the Bureau of Health Professions providts both policy leadership and support for
health professions workforce enhancement and educational infrastructure development. An
outcome-based performance system is central to the ability of the Bureau to measure whether
program support is meeting its national health workforce objectives, and to signal where program
course correction is necessary.

The overall purpose of this project has heen to support the Bureau in assessing and
refining an initially proposed set of goals with respect to workforce quality, supply, diversity and
distribution, as well as the outcomes and indicators of performance identified to measure and
monitor progress toward those goals. These cross-cutting goals are:

+ Promote a Health Care Workforce with a Mix of the Competencies and Skills Needed to
Deliver Cost-Effective, Quality Care

+ Support Educational Programs’ Ability to Meet the Needs of Vulnerable Populations

+ Improve Cultural Diversity in the Health Professions

l Stimulate and Monitor Relevant Systems of Health Professions Education in Response to
Changing Demands of the Health Care Marketplace

An important result of on-going monitoring of grantees’ efforts with respect to these
goals will be a more effective targeting of scarce federal resources toward those programs and
acuvities  which support and have a demonstrable effect on national workforce priorities. The
earlier work on this project has focused on the refinement of this list of goals, and subsidiary
outcomes and indicators, and on a preliminary survey of potential data sources.

This report focuses on issues related to operationalizing the use of this set of goals,
outcomes and indicators in an on-going monitoring system for Bureau program activities. This
report considers how the goals, outcomes and indicators might be incorporated into a monitoring
system, and how the rather broad measures of performance described by the cross-cutting
indicators can be linked to the reportable outcomes of individual grantees.

96JAckl55 Page 3 L&win-wz, Inc.
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A. Background

These efforts also reflect BHPr’s response to the need to enhance its current capacity to
monitor and measure program performance, and to report on outcomes and effectiveness to a
much broader audience, including legislative and budgew authorities. This project represents
Phase 2 of a three-phase effort to develop a fully integrated computerized data system to
facilitate program effectiveness, evaluation and data analysis of Title VII and VIII programs
administered by BHPr. Phase 1 focused on development of a set of outcome indicators to
evaluate the effectiveness of programs in the context of BHPr’s strategic directions.

The Bureau’s development of outcome indicators and assessment of data requirements for
regular monitoring also anticipates requirements of the Government Performance and Results
Act (GPRA) of 1993. GPRA requires each agency to develop comprehensive strategic plans,
annual performance plans that set specific performance goals for each program activity, and to
report annually on the acti performance achieved compared to the performance goaIs.

The Bureau faces several key challenges in pursuing a system for outcomes-based
monitoring of program performance. These include the typically long time intervals between the
occurrence of BHPr-funded training interventions and observable outcomes in the delivery /

system. This is exacerbated by the fact that BHPr funding represents a relatively small

3
percentage of total funding for many training programs. The Bureau’s funding is often intended

N. to have impact at the margin. As this implies, it is difficult to measure long-term outcomes
solely attributable to Bureau funding. Although the specific requirements of authorizing

. . ‘yr
--, d legislation and the level of authorized spending on programs are largely beyond the control of the

Bureau, BHPr has received some criticism for the lack of clearer outcome measures for its (
programs. * .--’

The development of an explicitly outcome-oriented system that identifies measures of
performance related to Bureau-funded efforts will help to better address such concerns and will
provide great utility in future planning and program management?. While a completely
comprehensive monitoring program could contain more detailed and extensive information than
would be needed for high-level planning or reporting, the more aggregate cross-cutting system
being designed for these strategic level planning and reporting purposes has focused on broader
BHPr goals and associated outcomes and indicators. Identification and monitoring of these key
information elements represent a necessary first step in the design of a system for Bureau
management-level planning, monitoring, and reporting.

During this project, much work and substantial progress has been made by BHPr in
developing and ref5ning  a set of cross-cutting goals, outcomes and indicators for a
Comprehensive Performance Monitoring System (CPMS). Most of Lewin-WI’s analysis during
the project has focused on helping the Bureau to reline this list of measures for monitoring. This

I Heaixh Profession Educaion- Role of 7irk VWVIII Progmmr in Improvmg Access to &we is Vnckur, United States Geoarl
Acwuntmg Ofkc, Report to Coag.res&  July 1994.

’ The problats of mcasuru~~~ inkcntinsnncofhsccffort5mutstiJ1beaddracd.
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refmement process is required to develop a strategy for validating the outcomes and indicators
developed by the Bureau. In addition, Lewin-Q-II  has hciped the Bureau to solicit external
customer input on the proposed set of measures, to perform an initial review of the suitability of
data sources that are applicable to these measures, and to identify the existing data gaps. The
summary matrices for these analyses appear in Appendices Al, A2, and B.

B. Organization of this Report

This report places Lewin-W-II’s earlier work on the detailed analyses of indicators and
data sources in the context of a potential overall design for a Comprehensive Performance
Monitoring System. The report is divided into four sections. Section II presents a general design
for the Comprehensive Performance Monitoring System identifying key functions of the system.
Section III presents a discussion of issues related to tracking Bureau goals, outcomes and
measures in the context of a Comprehensive Performance Monitoring System. Section IV
provides a discussion of next steps to be addressed by BHPr in developing a Comprehensive
Performance Monitoring System.

The report is followed by Appendices Al, A2, and B. Appendix AI provides a summary
analysis of the major issues that remain to be addressed in the indicator refinement process.
Appendix A2 provides a detailed analysis of the strengths and weaknesses of the currently
proposed set of goals, outcomes and indicators, with suggested strategies for addressing
identified problems. Appendix B provides an initial assessment of data sources that might
support on-going monitoring of Bureau-funded program performance.

II. BHPR COMPREHENSWE  PERFORMANCE MohrromG SYSTEM DESIGN PLAN

The work to identify and refine a set of goals, outcomes and indicators, that comprised
the bulk of effort of this project, serves as a cornerstone in the development of a multi-purpose
performance monitoring system. In this section of the report we review the “high level”
reportmg and planning needs that a monitoring system (using the set of cross-cutting measures)
can support and discuss the critical linkage of these aggregated functions to individual program
monitoring.

A. PurposesofaComprehensive Performance Monitoring System

The BHPr Performance Monitoring System should provide information to answer a basic
performance question:

Can the Bureau, with available jimding and guiding Legislation, through planned
and fbnded grant activitie efdtng-mz~rabfc;.zz@annq+-  the health care_ ,...
workforce,  meet national he workforce ob/ectzves  for targeted populations?

In capturing the information necessary to answer this question, the system would track essential
inputs, processes, outputs and outcomes for Bureau programs. The system would provide that
information for BHPr’s regular (annual) reports to external customers (e.g., The Congress), for

%JAiW55 Page 5 Lewin-VHZ,  Inc.



annual review of Bureau strategic goals and the development of the next year’s performance
phIlS.

A comprehensive monitoring system can support the information and analytic needs of
. . key decision makers at several levels within the Bureau. The monitoring system should support

ongoing BHPr monitoring and measuring of grant programs and progress towards goals, and the
development of performance reports, strategic plans and annual performance plans. The
Performance Monitoring System should be responsive to the requirements of GPRA legislation
as well as to the needs of HRSA, the Bureau Director, Division Heads, Program Leadership and
Grants/Budget staff.

As shown in Exhibit I, the on-going Monitoring and Measurement of program
performance  can be summarized  and analyzed for presentation in Performance Reports to
customers including members of Congress, the GAO, OMB, other offices in HHS, and to
external organizations and constituents. For example, these reports would refer to the four goals
that the Bureau has identified and the progress made by grantee programs in efforts to achieve
targeted outcomes.

EXHIJHTl
PROGRAMPERFORMANCE M~~~~TSUPPORTSONGOINGEXTERNAL

REFORTING,STRATEGICGOALSETTING,PUNNINGANDB~JDGETMG

- -

. Congresiond Legishuon

. HRSARiontics

. BHFt Ob~ccnves/Rcswrccs  Pnonncs

l Suaagic  Nads Assmn-cnr
. oeiivay SysamMarkctplvt
. PopllaaonNceds
. Techmbgy Change

Broad Goals

h&St:
. Submission
. Judicaaon

Gds Performance
ouuvnas Plans
Granac Rcquua

4%
Strategy

1
-:
. Conpss
. GAO

Performance . 0m
Reports . HHSKRSA

. BHF’rlnamal

 Moniiring  ’ mv*kmr

Measuring

+ WhatmMeasue
. whupe-keels m Monmr
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The performance experience of the past year can be integrated with new information
about the external environment identifying e=rging areas of patient care need- These needs
assessments might be based on demographic shifts or disczz trends, gaps created by the
marketplace in the numbers and skill mix of health professionals, as well as other factors
affecting access and quality of care. Some of the Bureau’s cross-cutting goals require the use of
such environmental intelligence in order to be made specific enough for performance
measurement. For example, the “mix of competencies and skills needed” referred to in Goal 1
will need to be specifically defined, e.g., within a given market and timeframe, in order to be
monitored for change.

This information about workforce needs and effective program interventions (from past
performance) must be integrated with other factors including Congressional legislation, HRSA
priorities, and BHPr objectives and priorities, in the process of setting Broad f2oa.l~ and
Program Strategy. :For example, if the Bureau has less funding to work with, it may need to
focus on a narrower set of goals or outcomes.

The strategic thrust determined in broad goals and strategy would then be translated into
AMU.~ Performance Plans integrated with budget submissions and justifications. The plans
also provide specific program targets that can be used for muting grantee program
performance through the monitoring system. This will have direct implications for the specific
data elements to be collected and monitored in the next cycle of grant funding.

The cycle of strategic-level performance monitoring shown in Exhibit 1 would continue
over time. Adjustments can be made in the direction of programs and the focus of monitoring
and measurement, as needed, based on past performance experience, changes in the environment,
authorizing legislation, funding, or Bureau priorities.

As shown in Exhibit 2, the monitoring and measurement function is the key link
between high-level strategic planning and reporting, and program grantee-level process
and outcome measurement. The cycle of monitoring and assessment, and program
management. shown in the lower circle in Exhibit 2, will be the focus of discussion in the next
xcuon.

%.lAW55 Page 7 Lewin-VHI,  Inc.
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Broad Goals
&

Strategy

AIUlllal
Performance

PhIIs

Identifying
Opportunities

t

.Performance
Reports

Assessing

I
Reviewing Identifying

B. Functions of a Comprehensive Performance Monitoring System

The high-level functions of strategic planning and reporting required by GPR4 are
supported by on-going measurement and monitoring at the grant program level. A performance
monitoring “system” is a vehicle that allows the user to monitor progress towards a defined set of
objectives on an on-going basis. The system would answer a number of questions about progress
towards the objectives and provide the information needed to enhance performance over time.

Y+ The grantee-level information in a performance monitoring database system wbuld
be explicitly linked to at least one of the cross-cutting goals, an associated outcome, and
indicator. This would be done by explicitly including these data elements as fields in the

5wAam Page 8 Lewh-VHI, Inc.



grantee level records in the monitoring system In addition to linking grantee-level information

‘1c to a particular goal, outcome and indicator. grantee records would inclu~ data elements such as:{

+ Bureau program identification codes

+ Grantee institution identification code

+ Year of funding/performance measurement

+ Bureau funding level

+ Total funding for grantee’s program

+ Grantee program elements (describing type of structure/administration)

+ Grantee funded process elements (e.g., describing type of training intervention)

+ Grantee output measures

+ Grantee outcome measures

Using this type of grantee information (captured for all funded grantees within a given
year) linked to performance goals and analyzed in terms of performance benchmarks, examples
of questions that the system could address include:,

-

+ How much is being invested by the Bureau and where/to whom is the funding going?

+ What is being done with the Bureau funds?

+ How well is it being done, relative to target levels and expectations?

+ Where are there significant successes? problems?

+ What key factors contribute to the successes? the problems?

+ How can the successes be replicated or enhanced, and the problems fixed?

These questions would be addressed through a series of functions that the system would
perform. A Comprehensive Performance Monitoring System should support the following
functions:

l Monitoring and measuring

l Analyzing and assessing

+ Identifying successes and problems

+ Reviewing key program processes

+ Identifying opportunities

%JAoo55 Page 9 Lewin-VIZ.,  Inc.



Exhibit 3A provides more on the information content and ca@il&s xwnted by
these functions.

EXHIBIT 3A
hNKINGGRANIEE-LEyEL RECORDS TO THE PARTICULAR BUREAU GOALS,

OUTCOMES AND INDICATORS THEY SUPPORT, IN ANY GIVEN YEAR, WILL PROVIDE
AFL4EXIBLXBUTPOWERFUL4 MEASURING AND MONITORING CAPABIIJTY.
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The Monitoring and Measuring function is the core of the CPMS, providing for the
collection of detailed data describing the activities of the Bureau. This information will be
collected through a set of cross-cutting performance indicators and other key data elements that
describe Bureau programs. The set of data elements to be monitored would include: key
measures of program identity (i.e., grantee program and institution); program inputs (i.e., sources
and amounts of funding); program processes (e.g., curriculum); outputs, outcomes; the year of
funded efforts being monitored; the BHPr cross-cuttmg goal, outcome and indicators being
supported and other key descriptors.

Once this information is collected, the Bureau’s next step will be to compare its progress
to baseline measures or to the progress of non-BHPr funded programs. Established

&mhma&s3GiQ  be essential for the Analyzing and Assessing function which will evaluate
the performance of Bureau activities and sponsored program efforts relative to specikl
targets for performance. For the input, process, output, and outcome measures being
monitored for an expected level of performance, the CPMS will include comparison benchmark
measures, possibly including levels observed among non-BHPr funded programs, or historic

,ct levels among Bureau funded programs, or new target levels that have been proposed, either by
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the government or by the grantee. These measures would also be associated with a specific

‘W funding year, Bureau goal, outcome, and indicator.

The analysis of program performance in terms of these benchmarks could then be
reviewed and interpreted in the process of Identifying particular Successes and Problems.
In addition to the specification of levels of desired performance, the Bureau may want to set
thresholds for exceptional performance to be further studied, either because of outstanding
success, or of failure to achieve the desired performance. Exceptionally good performers may
provide models for future programs. Further study of exceptionally poor performers may provide
insights about important obstacles.

Tbe Reviewing Programs function will provide the Bureau with the opportunity to
further study the structure and processes of funded programs, especially those that have
been very successful or unsuccessful, to better understand and explain why the successes or the
problems have occurred.

7
In Identifying Opportunities, the Bureau can use the measures o f  p r o g r a m  I

performance and descriptive elements explaining performance to identify ways to
incrementally enhance performance, by building on successes and modifying  appropriate
elements of programs that have not performed to expectations. These changes can be made
in the next cycle of strategic planning and specification of the set of goals, outcomes, indicators
and other meaSures to be monitored in the following year, or program funding cycle. mdJ

‘*) The performance experience of previous years can be used to help review strategic goals
and to formulate an organizational strategy for the following years. As a result, systematic
adjustment of perfoqnance  plans and elements to be monitored in the next program cycle may
also be undertaken.

For example, the Performance Monitoring System would track the progress of selected
BHPr programs in meeting Goal 1: [to] Promote a Health Care Workforce with a Mix of the
Competencles  and Skills Needed to Deliver Cost-Effective, Quality Care. If the programs do not
seem to be successful in meeting this objective, in the short term, the Bureau may want to
consider how best to reallocate  funds across grantees or institute new grant making processes
that could better contribute to meeting this objective. For example, further collection of data
about the external environment (see Exhibit 1) may be needed to determine the skills most
needed. On-going monitoring of programs provides input to current-year performance
assessment. It also informs the process of setting goals and objectives for future years, based on
reassessment of what programs and funded activities can be expected to achieve. Further
investigation of a continued failure to achieve a broad goal-as state- indicate that, in
future years, it is appropriate to restate a revise goals to be more narrowly targeted. Goal 1 might
be revised, for example, to target a particular subgroup of health professionals (e.g., primary
care doctors) that should be further trained in a particular disease area (e.g., HIV/AIDS  patient
care). Narrowing  the focus of goals and objectives in that instance might enable the Bureau to
demonstrate its integral role in a critical niche area when it is not feasible to perform such an

uc influential role for the entire health professions training market.
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The monitoring system would largely be supported by information that is already
generated or CouId be readily gener&d throt& curma Bureau gmn-aking, grant
oversight, and research. Akeytoharnessingtbedataforuseinthespstunisthe
i&n@fkdOn of a short List of variables that can serve to link grantee programs to the
broader goals, outcomes and indicators that their efforts should support. Only a sub-set of
be data currently collected within the Bureau is likely to be needed for the CPMS, although
some additional variables may also need to be collected (e.g., see Exhibit 4). For example,
grantees and programs should indicate which of the Bureau’s national workforce goals, outcomes
and indicators their efforts (using Bureau funds) would support, and the level of achievement
they expect to attain. Specific programmatic outcomes can be attributed appropriately. Linking
grantee-level records with the goals, outcomes and indicators they support, in any given year,
will create a flexible but powerful measuring and monitoring capability. Examples of he types
of data elements that the system would use for each function of the CPMS are shown in E,xhjbit
3A.

The frequency with which program performance information captured by the
system may need to be assessed and performance reports generated may vary. It is
expected, however, that the broad level of monitoring described here could be reviewed on an
annual basis, timed to support the Bureau’s budget and budget justification submissions. The
information collected from grantees for inclusion in this system might also be done on no more
(frequent) than an annual basis. The CPMS could be made capable of producing performance
reports similar to the format shown in Exhibit  3B. 4I’

_- .,I.? w
EXEUBIT  3B

SAMF%E BHPR PERFORMANCE REPORT:
hN?CIBGGRWI-EE OuTcoMEs  TO BHPR GOALS (CPMS OUTPUT) i.w--+
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In order to create a fully functioning Comprehensive Performance Monitoring System,
BHPr mu+ address a series of design and data-specification questions. These are further
discussed in the next section addressing next steps in system planning. Jn the tables bciow, each
of the key monitoring system functions discussed above is further described with respect to its
definition; the information this function would provide the user; some key issues to be addressed
in designing the function; and processes involved in addressing the issues.

the pcrformanct prowdes a summary and nted to be tracked? indicator definitions
monitoring system is to overflew of what the l wha tisthc da r a l Prccess for devclopng
collect data to track key Bureau is doing to collection plan or standard d2u.a
elements that describe achieve a partxular suatcgy (i.e., who will collection format (e.g.,
the activihcs bcmg outcome or broader goal. need to colkct  this a
funded. This includes over what period of
measures of program For example, for Goal 1 tie. and thnxgh what
input (i.e., funds), it would anwcr the
process (the funded question “how many l Promss for tracking
intervention), output and health professionals are comparability of data
outcomes (i.e., the trained to support

and monitoring data
across reporters (i.e.,

elements r&ted 10 primary care during a what is the standardittd l Process for
indicators). The sysem given year at gratuee data collection format)?

Development of consistently
that provide a basis for

responsibilities for
apphcd  definitions for

:vdllatlng paformance
collecting this dara

indicators is crucial for
Fix.. hlstonc baselines, obtammg comparable data
3ther non-grantte across grantees. spcclflc
mv-~t~e~, cu.). Key suggcsbons  for unprovmg
:lcments of the rmrumum BHR mdicators  are
Set for monltonng would . . presented In Appendices Al
x data supporong the and AZ.
xoss-cumng Bureau
,xrformance  mdicators.
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Iksception

This function aggregatrzs
and compares the data
collected via on-going
monitoring with
pCrfOlTMllCC
expectations.
Performance indicators
may be cakulated
compared witb
established benchmarks.
This enables assessment
of the progress made
towards Bureau
obJcctrves.

Infmtion the
fhnction provides

-his fimxion enables the
Bureautoaddrcss:

how much progress
has been made
toward set goals,
how BHR efforts
compare to those of
other government
and non-government
organizations,
which efforts have
bun most successful
and
how performance
has been sustained
or improved over
time.

This infotmation  will be
crucial to the Bureau’s
ability to defend its
current levels of funding
by showing an ability to
pcrfonn more effectively
over time.
For example. for Goal I
ir would answer rhe
questions “how many
heakh professionaLs ore
trained to provide Md
suppon  ptimary care in
year x as compared to
year y? How does this
raft of training compare
to the rare of training VI
non-BHPrfwrded
~ranIee programs”?

l@iitg and.-, *_
Itssuastobe ddremdin. .deqnulgthfsfunctioa

whowillsetlevclsof

g!izcitz
Bureau? for an
individual grantee?
How often will progress
towards pcrfolmancc
targets be asscsd?
How often will the
target levels be
reconsidered?
whaf program
components are being
SSCSSCd?
WhaIarethe
benchmarks or baseline
data against which this
data will be assessed?
what statistical
calculations or
functions will be used
in the system to
compare the data?
What are the protocols
for “cleaning” the dam
or readying the data for
UC?
How will data from
multtple  sources be
linked for comparison?

:- _ __.. . ‘.?r
Pnmsscsinm

FYcccss for.e5tab11&!!  actual
performance hugccs
and baseline measures
Process  for idmtifymg
rncchanisms  $9 colIccf
baseline or
comparative data
Fkccss for designmg
the calculations the
system will perform to
compare the data

~9tuA0055 Page 15 Lmvin-vz?z, Inc.
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assessment 0
result in the ability to problems in the system. problems (i.e., what
identify successes and Notification will occur degree of deviation
problems in making users on how to
progress towards the information do not meet interpret and identify
obJccUvCs. targets or thresholds set system signals of

for Bureau performance. .succmcdproblcms
The “success” or This information will be
“problem” will be crucial to BHPr staff as
defined In terms of the they review annual
degree of deviation from results, develop strategic or track errors caused
wtablished benchmarks. plans, and make resource by lags in receiving
This flags an exception allocariorls. This c.sscntial data from true
report to the monitoring information will problems in meeting the
jyStCm USC%. Fbggillg highlight best and worst
:fficiently focuses performance  among
Szcision-makers’
mennon by directing
them towards cxcepnons For emmple, for Goal 1
in the data it could mswer

questions Iikz ‘for which
programs thar the
Bureau is funding heir
the number of hcafrh
profemonais  trained in

- - providing and
suppor-tmg  primary care
fallen below rhe target of
rraining x46 per yea?
For which programs
have the rurgerr been
exceeded ? ”

%JAoOSS Page 16 L&win-VHZ,  Inc.
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DSliption

Reviewing funded
program prousscs  within
the fxrformmcc
monitoring system 1s
essential in order to
understand, learn from,
and explain the identified
fJcrfonnanct  exceptions.
?he on-going monitoring
of program inputs,
procascs and outputs in
the monitoring and
mcasunng phase will
support the outcomes
identified above.

-the
flmcthprcwide!s

This function provids
information to determine
why a particular success
or problem exists or at
least what factors have
contributed to such a
success or problem. This
information is essential
for the Bureau to identify
the processes that should
be replicated or
encouraged and to reylsc
those processes which do
not contribute to
progress towards the
objectives.

For example. for Goal 1,
if could answer the
question “why have
certain granfee
programs seen a
dccrerrsc in the number
of health professionals
trained in pnmury  care
while others wirh similar
levcis of Bureau @ding
have doubkd therr
number of primary care
tramees”?

ts8ue?toht-ill. .tkskmmgthisihnction
what w inpm (e-g.,
funds), process (e.g..
program governance.
StNcmre. staffing,
curIiculum, etc), output
and outcomes
distinguish the grantee
p r o g r a m s ? )
Whatcanbcinfcrrcd
from gaps between
target levels of
psformancc sod
observed levels? What
“diagnostic” procedure
should be foliowed,  if
for example, outputs arc
much lower than
expected?
What arc realistic
targets for funded
program  perfo-*
w=n program
characteristics and
constramts,  and the
level of Bureau
funding? Should
current target levels be
changed?

Pl-ocess for using the
essential elements of
~ciP--pmgrams
inputs and O~QX.I~~ to
explain exceptions
Process  for calibrating
Bureauperfonnancc
expectations agamst
actual pcdonnance

~mos5 Page 17 LAwin-VHZ, Inc.
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Description

This f&t.ion would
identify the options for
changing program design
or grant-making and may
suggest the need for
changes in program or
Bureau goals because of
problems  identified
through monitoring.

fundon provides
This function allows the
user to:
l modify program

design or
corresponding
aspects of the
pcrformancc
monitoring system

l r e-dir ec t p r o g r a m
focus so that data
that 1s collected is
appropriate and
uscflll

t have mformation to
help reorient goals
and plans in
subsequent cycles of
plannmg.

This function is essential
for the Bureau to be able
to make timely course
corrections in its
programs and processes
and to encourage flexible
response to c0mmun1ty
and market needs, to
build most effectively
from past successes and
lam what works.

Modified program
design and any changes
in goals and outcomes
may affect the set of
variables to be
monitored.

For example, for Goal 1.
this fwrction could
answer the question
“how do we improve the
pcrfonnancc of the
grantee programs in
meeting the targets for
training health
professionals necessary
to supporr and provide
priman, care”?.

tifyingoppo’ ---s-
bmesQbeddrasalin
designing th&fimction
what are the piuametms
for identifying an
appropriate solution?
How will solutions be
mtroduccd  into the
performance monitoring
system without
disrupting the cycle of
iXtlVltlCS?

Racsses  invohed

Process to s&ct
appropriate solutions and
implement them

%JAoOSS Page 18 Lmin-VHI,  Inc.



To identify &sired monitoring system capabilities with respect to specific cross-cutting
goals, it may be helpfbl for BHPr staff to WC& with templates such as the one shown in

(*II fihibir 5. The Bureau Performance Working Group discussions may provide the best forum for
identifying the core set of desired system capabilities and the implied data requirements.

%JAWSS Page 19 Lewin-VHI, Inc.



EXHIBIT 5
EXAMPLS: PINURMANCE MONITORING SYSTEM

ESSENTIAL INFORMATION NECESSARY TO DESIGN THE CPMS FUNCTION

COAL 1: Promote a Health Care Workforce with a Mix of the Competencies and Skills Needed to Deliver Cost-Effective
Quality Care

MonItorbag  & Measurlng

Analyzing &L Assessing

Identifying Problems

Reviewing Processes

Identifying Opportunities

Iqcrcosa la tbe number of Incnasp  In progrnm
‘. herltb pr~feu$onala respoustveuear to

aewwnry  Fo’p@vld? nud forecaakd tmbalt4ncco In:
;

buPportd*rl  ccm health profeasloas  eupplp,
; compctemcy,  and rklll  mix

LR win- VIII, Inc.
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The processes essential for maintaining the functions of the Comprehensive Performance
Monitoring System will require data, hardware, software and human resources. Certain data
elements would be input to the monitoring and measuring function on an as-generated or as-
received basis. This could include excerpts of grantee applications and props reports.
Alternatively, data kept in other BHFr offices could be periodically and selectively down-loaded
to this cross-cutting monitoring database. The analytic and reporting functions of the system
would be largely automatic once designed and initially implementtd.  The Bureau would need to
periodically reconsider the criteria, or thresholds and benchmark values used to assess
performance, and these could be modified as needed.

1. Informalion  Resources

Obtaining key information resources will require collecting data that is readily available
and developing data collection instruments or surveys to collect data that is not currently reported
systematically across grantees. Unique data elements need to be inputted to the first three
functions of the CPMS (listed below in the table). The last two functions use data elements
already in the system. The types of data elements needed in the monitoring system include the
following:

These data may be collected, in part, from the following sources within BHPr:

Monitoring & Measuxing

~ydng&AsKssing

1 BHPr goal and goal-related outcome indicator
mea&es,  key program elements (i.e., inputs.
prousscs, outputs, year, Institution ID number)
goal, outcome, indicator links, BHR grant
number and other intmal reference nuxnlxrs,
etc.
Benchmarks, baselines, non-BHPr program
pelfOl-lMlU

Identifying Successes and Problems 1 Thresholds for identifying performance
I “excmltions.”

t Offke of Health Professions Analysis and Research (e.g., external surveillance of needs,
BHPr performance baselines, non-BHPr program performance)

+ Grants Management Branch

+ Grants Management Application System (GMAS)

l Other Offices concerning with performance measurement and monitoring

In addition, other external data sources identified through this project may support BHPr
information needs for monitoring progress toward current goals, and outcomes. A complete list
of the suggested data sources provided by participants of the October, 1995 meeting on BHR

%JAcmS Page 21 L&win-v&l,  Inc.
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proposed pe~ormance indicators is provided in Appendix B. Essential CPMS data elements
which are not yet collected 8c~oss granttes could be added to BHR grant applications or included
in other already existing surveys.

2.  System Resources

The CPMS could exist in a variety of forms ranging from paper files and reports to
computer database systems. The most appropriate form may be as an add-on module linked to
the GMAS. The “system” could be built as a relational database, with linkage variables for
cross-referencing data, as indicated above. Implementatiqn of a system may require new
investment by BHPr in data systems and personnel. The e of resources that would be needed
for a computer-based performance monitoring system could include:

+ Computer hardware, either for a stand-alone database system or networked hardware in a
linked multi-user environment.

+ System software, including database system so-. As part of tbrt system design
specification, the Bureau may wish to restrict system access to an appropriate limited set
of Bureau decision makers and planners.

l Trained software and hardware systems support staff to develop, maintain and update the
capabilities of the system as needed. It is also possible and may be more cost-effective to
contract out these system development and support services.

The database could be built and maintained on a stand-alone personal computer or be
resident on a network. Access to the system would be determined by the Bureau. The basic
hardware and database software required to develop such a system are likely to be already
available within the Bureau or within HRSA. The Bureau will also need to allocate resources for
initial development of the system, and later periodic maintenance.

III. Nm STEPS IN DEVELOPMENT OF A COMPREHENSIVE PERFORMANCE MONITORING
SY!TrEM

During this phase of the Bureau’s preparations for ongoing performance monitoring, a
number of important issues have been addressed. The most central elements for the system
include the program measures to be monitored as indicators of performance, and the overall
program goals and outcomes to which they are linked. As shown in the earlier exhibits and
highlighted in the foregoing discussion, these elements are at the core of the monitoring system.
Specification of observable, reliable measures of program performance enables the identification
of data sources and specification of benchmarks for assessing performance. Additionally,
specification of performance indicators provides clarification of the program elements that can be
used to analyze the reasons for variation in performance. The next steps described below,
presented in order of logical dependence, therefore begid &th completion of the work on
performance measures.

%a0055 Page 22 xbin-mx, Inc.
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A. Flull Specification of Cross-Cutting Indicator Definitions

A key elexncnt in the implementatiori of a monitoring system is the idtntification of the
strategic goals, outcomes, and indicators that will be monitored for achievement of those
objectives. The Bureau has made substantial progress toward specification of a set of indicators
for this purpose. Next steps toward system development would begin with the completion of this
effort (at least the first iteration of it with the current set of program goals, indicators and
outcomes). The issues to be addressed here are largely definitional. In some cases, there are
questions about the feasibility of assessing Bureau-funded program performance through some of
the indicators as currently specified. The issues to be considered are detailed in the indicator
analysis tables presented in Appendices Al and A2.

B. Specification of Performance Benchmarks and Process for Assessment

A logical follow-up to specification of indicators for measuring and monitoring would be
the identification of targeted levels for these indicators. The target levels may be performance
benchmarks based on desired improvement over current levels, eum@sun nmsures for non-
Bureau funded efforts, or target levels set by the Bureau or by grantees. These measures will be
needed to assess how well the Bureau funded programs are doing-a critical question to be
addressed in a performance monitoring system. Identification of these levels, and bases for
comparison and assessment can be done in advance of data collection plans, so that these values
can be included as needed in those plans.

C. Identification of External Environmental Indicators to be Tracked

The ability to use the CPMS as a tool for long-term strategic planning depends upon the
availability of information on environmental factors (e.g., delivery system marketplacetrends and “?
needs). We therefore suggest that BE3Pr perform a periodic market or community-level neq& .*-.c .” ‘“”
assessment. The results of this assessment can help to redirect national worlcforce goals at gaps
in health professions supply and training that will not be addressed by the private market. Since
this community needs assessment could also be essential to other FIRSA agencies, the Bureau
might wish to pursue this task in concert with HRSA leadership.

D. Identification of Data Source5 and Pilot-Test of New Data Collection

After the Bureau has refined the set of measures to monitor and describe program
performance, it will be possible to complete identification of currently available data sources and
develop new data collection plans (as needed) to support the system. This project included an
important preliminary step in support of system development, through an initial survey of
currently available data sources that might support performance monitoring. The results of this
effort are presented in Appendix B. The panel of outside experts, who participated in the focus
group conducted during this project, provided both valuable input to indicator development and
the preliminary identification of data sources. A similar group of outside experts may be helpful
to involve in plans for new data collection, and for the organization of a pilot test of new
collection among grantee organizations whose interests they may represent.

%JAoO55 Page 23 zk?win-vz3!z, Inc.



E. Identification of a Minimum Set of ProgramlPerformance  Linkage Variables

AKI important  element of system cobcnnce and long-term fIexibi.l.iry is the linkage of
program/grantee level measures to broader Bureau goals and outcomes. Capturing a minimum set
of data elements that describe program input, processes, output, and outcomes wiU provide
greater insight to monitoring system users analyzing program logic. There is a tradeoff, however,
between the comprehensiveness of this information and the size of the monitoring system and
grantee reporting requirements needed to support it. The right balance of program detail versus
reporting burden must be determined by Bureau staff, perhaps through discussions with both
internal staff (e.g., system users) and external customers (e.g., system information suppliers).

F. Specification of Required Performance Reports to be Generated

In addition to specifying the elements to be captured in the system reports and
information displays to be provided by the system must also be specified as part of the system
design.

G. Specification of Hardware and Software Requirements of System

The system capabilities implied by the design specifications addressed in the preceding
five steps will provide a basis for determining the hardware and software needed to develop the
system and allow for some expected modification or expansion over time.

Yr H. Development of Initial/Pilot Version of the System

Development of the CPMS might best begin through development of a pilot version of
the system that can be tested by a range of prospective system users, to field test and refine the
initial design. A small scale version has the advantage of being less costly and quicker to
implement, (while providing the hands-on experience and needed to develop a design that will be
easiest to live with in the long run).

I. Final/Full-Scale Implementation of the System

Based on BHPr’s beta test experience, revisions can be made as needed to the original
design specification, and a finalized design can be implemented. Part of the designed features of
the system should be the capacity to easily change the program elements being measured, the
reports that are generated, and the capacity of the system, as needed, over time. It should be
possible to link the data captured in this system to other data systems and fties maintained in the
Bureau.

J. Identification of On-going System Maintenance Requirements

A critical aspect of the CPMS will be assurance that the system has been kept up to date
in terms of the data and analytic capabilities needed by its users. The Bureau will identify

W maintenance requirements and develop a plan for meeting those needs on an on-going basis.
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Maintenance wilI be needed both in terms of changes in monitoring, analysis and reporting needs
of users, and changes in hardware, software and data required to support those user functions.

Cr
IV. CONUUSIONSANDNFXTSTEIPS

Although much progress has been made in designing a CPMS and readying the national
workforce goals, outcomes and indicators for use, the Bureau must continue their efforts through
the following next steps:

+ First, the Bureau must assess the questions necessary to perform key functions of the
CPMS for each of the cross cutting goals, outcomes and indicators. This process will
include further refining the BHPr measures.

+ Second, the Bureau must decide what data elements they need to collect from grantees to
support the CPMS. Many data elements may already be collected and captured in the
GMAS. This outstanding information still required of grantees should be requested in the
next cycle of grant review if the CPMS is to be of use in generating the strategic plan
required by GPRA in 1997. The Bureau may want to coordinate this review of data
elements internally with the group of staff overseeing the development of a standard grant
application form.

I

In the next phase of this work it is expected that BHPr will address the outstanding
questions to make a more detailed specification possible. The Bureau may benefit from engaging
the type of analytic suppo~ to their decision making process that Lewin-VHI  has provided for the
performance indicator working group meetings during the current phase of work. This support
might include, for example, performing the research required to identify best practices and other
potential performance benchmarks for care delivery and the professional training process, and
research to identify further data sources that support development of baselines and performance
targets for assessing program outcomes tracked within a CPMS. BHPr work on performance
monitoring to support program management and Bureau-wide planning fit in the context of a
broader effort within HRSA and DHHS, in strategic planning for resource investment and
compliance with the provisions of GPRA.
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The Measuring and Monitoring function of the Comprehensive Performanct _
System (CPMS) is the most critical since it is the link between Bureau-wide or strategic repon~,
and planning, and BHPr program measurement. Over the past two years, BHR has been
developing national workforce performance goals, outcomes and indicators that will facilitate
measuring and monitoring of BHPr program performance. The information collected under the
Measuring and Monitoring function will be the keystone of the CPMS. Lewin-VHI’s  efforts
have focused on helping BHPr to refine this list of indicators and ready the set of measures for
implementation and use in the CPMS.

At the core of the Bureau’s performance measurement system are four national workforce
goals:

+ Promote a Health Care Workforce  with a Mix of the Competencies ad Ski& Ne-edd to
Deliver Cost-Effective, Quality Care

+ Support Educational Programs’ Ability to Meet the Needs of Vulnerable Populations

l Improve Cultural Diversity in the Health Professions

+ Stimulate and Monitor Relevant Systems of Health Professions Education in Response to
Changing Demands of the Health Care Marketplace- -

The goals are ‘cross-cutting”, i.e., as a set they represent the aggregate performance of the
Bureau. Consequently, not every goal is relevant to every BHPr program but presumably each
program would support at least one of these national workforce goals. Within each of these
goals, BHPr developed a set of Bureau-level outcomes that capture the common activities across
programs and measure the aggregate effects of grantee achievements in support of the goals.
Indicators were suggested by which the success of an outcome might be measured. This set of
goals. outcomes and indicators is poised to be the foundation for BHPr strategic planning and
reporting. The progress made in developing this set of goals, outcomes and indicators is due to
the diligence of BHPr leadership and the Bureau’s Performance Indicators Group.

Lewin-VI-II assisted the Bureau in reftig the initial list of goals, outcomes and
indicators by analyzing the indicators against a set of objective criteria. Each indicator was
assessed for its:

+ definitional clarity of data elements;

+ scope of measurement;

+ cross-cutting relevance to BHPr programs;

!%JAooS5 Page 1 Lewin-VHZ, Inc.
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6 linkage between outcome and indicator, and

l specification of mportmg time fram.

The results of this preliminary analysis were used to develop an agenda for a meeting
with BHPr program representatives. The Bureau, confident that these measures were appropriate
at the strategic planning level, called this meeting to investigate the relevance of the measures at
the program level before proceeding with the CPMS. Representatives of BHPr programs
including Dentistry, Physician Assistant, Nursing, Public Health, Family Physician, Medical,
Geriatric, and Rural Hospital programs attended a one-day meeting at Lewin-VHI  offices in
Fairfax, VA on October 26, 1995. This meeting yielded substantial customer input on the
relevance of the indicators to BHPr programs and the feasibility of collecting data to support the
indicators.

Lewin-VI-II’s summary of this meeting allowed BHPr to refine the list of goals, outcomes
and indicators to the set reflected in these Appendices. Lewin-VI-II then offered continued
support in the development of the indicators by assessing the cuxrent strengths and weaknesses of
each outcome and indicator and recommending strategies for further developing the measures.
To help the Bureau address the most salient indicator issues, Lewin-VHI also provided a
synthesis of major themes that emerged from the more detailed indicator analysis

The current working set of goals, outcomes and indicators and L.ewin-W-II’s summary
analysis of the measures is presented in Appendix Al. This table captures the overarchingilr issues that remain to be addressed in the indicator refinement process. Appendix Al is organized
by national workforce goal. The vertical axis includes the outcomes and indicators related to
each goal. The horizontal axis presents the major issues which should be examined in further
indicator analysis: clarification of what to measure, specification of measurement timeframe,
link to BI-IPr funding, and link to environment. An explanation and examples of these major
issues are presented in the preface to Appendix Al.

The detailed analysis of indicator issues which supports Appendix Al is presented in
Appendix At. The table is organized by national workforce goal on the vertical axis. Outcome
and Indicators appear  under each Goal according to the order suggested by BHPr staff. An
assessment of each indicator is provided in the row in which each indicator is listed. Global
issues which are relevant to a set of indicators are listed for every outcome corresponding to the
indicator set. Many of these indicators still require clarification of definitional elements to
ensure consistent data cokction from programs. The Bureau has made some progress towards
establishing baseline measurements and processes for collecting comparative data but the
measures are not yet functional in the Analyzing and Assessing phase of tbe CPMS. The Bureau
will continue to refine the goals, outcomes and indicators according to the comments represented
in this table and other internal BHPr revisions. In addition, BHPr staff are drafting the next level
of the CPMS which will involve the development of program-specific outcomes and indicators
that will complement the national health workforce goals and provide more detailed information
on the progress of individual grantees.

*I
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Assessing the availability and feasibility of collecting data to support these cross-cutting
indicators is crucial before integrating the indicators into tlx CPMS. Following the October 26

- meeting, BHR representatives were &sked to respond to a Lcwin-VHI  su~cy eliciting
information  on data sources relevant to the current list of goals, outcomes and indicators.
Participants were asked to evaluate each potential data source on its availability, burden of
collection, collection frequency, completeness and accuracy. The responses generated by the
meeting participants are presented in Appendix B. The table in Appendix B is organized by
national workforce goal on the vertical axis. Outcome and Indicators appear under each goal
according to the order suggested by BHPr staff. The data source information will be used to
inform data collection strategies and protocols to be developed for the CPMS.
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APPENDIxAl
MAJOR ISSUES TO ADDRESS I
-R INDKATOR -AINAI;ysEs



An infiicabor-~@& matrix, of four overarching issues to be addxaxd in the indicator
refinement process, is presented in Appendix Al. Presented below is a description of how these
issues were identified and an explanation of the types of indicator weaknesses captured by these
broader categories. Examples of indicator weaknesses have been taken from the detailed analysis
of the Indicator Issues that May Require Further Discussion presented in Appendix A2.

The four overarching issues anticipate and address three key questions that may be asked
in assessing the proposed indicators for performance monitoring:

+ How can we assure that the data collected to monitor grantee perfo&ake are comparable
across grantees (i.e., that the data can be aggregated for analysis)?

+ How can it be shown that the interventions caused-a m&krable effect as a result of
BHPr-funding? -L

+ How can it be assured that BHPr performance monitoring has i&&i &&I’
intelligence/environmental surveillance so that the Bureau has a context far examining
bow well BHPr-funded interventions are working? ;

TYPES OF &SUES TO ADDRESS:

1 .  WhattoMeasure: To address this issue, BHPr’s next steps will involve making the
indicator definition or description more specific so that grantees know exactly what to
measure. The indicator should be clear enough so that different, independent observers of the
same grantee program would produce the same measure. For example, the indicator
definition or description should answer questions such as: FVhat  activity is being meusured?
What input (e.g., resource) is being measured? in what units? What output is being
measured? in what hits (e.g., hours, dollars).7 Clarification of which grantee efforts or
outputs will specifkally be measured will ensure the accuracy of data comparisons.

Examples:

indicator 1: Number of graduates an&or program completers of primary care tracks by
discipline

In this case, the definition of ‘primary care tracks” and “discipline” are not yet specific enough
for reliable measurement.

%JAalS Page Al-l Luwin-VHZ, Inc.



- -

h&cator 4: Number of programs that address issues raised by wo#orce  anaiysis and
suneillfmce

10 &is case, the scope of measurement is not clear, e.g. how to measure “address issues”?

btdkxztor  1 I: Number of student hours in clinical training with health care service delivery
organizations that serve areas that have a high concentration of mi.non*ty  groups

b this instance, it is not clear what constitutes a “high concentration;” this term would need to be
defined.

2. Measurement Timeframe: To address this issue, BHPr’s next steps will involve specifying
when (i.e., at what points in time) measurements should be made. The indicator should
answer questions such as: Should a baselinu’pre-funding  measure be collected  at the start of
the calendar year? academic year? fiscal year? When should follow-up/post-frmding
measures be collected? Are these points in time (or the units of measurement) really
observable and feasible for grantees to conduct a&z collection?

ExaJnples:

Indicator 11: Number of student hours in clinical training with health care service delivery
organizations that serve areas that have a high concentration of minority groups

” Uy In this case, data collection may be difficult due to level of detail involved in reporting “hours.”

Indicator 6: Number of trainees in areas where there is an imbalance in competency an&or
skill mix, such as ambulatory care, HIV/AIDS, health promotion and disease
prevention, geriam’cs,  and substance abuse

In this example, one would need to specify and relate time frames for determining the degree of
responsiveness to need and for detecting imbalances on a continuing basis.

3. LLnk to Funding: To address this issue, BHPr’s next steps will involve further clarifying or
emphasizing the linkage between BHPr-funded intervention and the outcome or indicator
affected. Evidence of this causal linkage may need to be established through empirical
research. Clearly defined linkages should refer specifically to funded interventions and
should show that the funded efforts caused/increased  the likelihood or level of the outputs.

Examples:

Indicator 3: Number of schooWprograms  with a mission statement an&or formal policies
supporting primary care

‘Ur
Ln this example, the indicator measures process rather than outcome without clear evidence of
policy implementation. In using this indicator, the Bureau will need to reference the empirical
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research literature on use of mission statements in performance evaluation to identifjf strategies
inbestuseofthisi&cator.

Indicator 22: Number of underrepresented minority  faculty purticipating  in faculty recruitment
an&or development programs

In this example, it may be difficult to trace changes in this indicator to BHPr funding.

4. Link to Environment: To address this issue, BHPr’s next steps will involve making the
indicator more specific in terms of the needs/gaps/ skills/other  health care market/workfonze
attributes being addressed through BHPr funding. This requires specific environmental
intelligence. These indicators will need regular review and updating to stay current with
external environment needs. For example, external performance benchmarks can be used to
demonstrate why a problem exists, why BHR has a role in addressing the problem, what
BHFYs role is in addressing the problem, and how well BHPr is doing in addrekng the
identified problems.

Examples:

Indicator 4: Number of programs that address issues raised by workforce analysis and
surveibnce

ln this case, it is not clear what benchmarks are used to determine “imbalances;” e.g., is
Ir “balance” achievable only through one “staffing” model?

Indicator 14: Number offaculty  with practices serving wuierserved  areas, low income
populations, an&or high-risk populations.

In this example, one would need to define and to track/identify continuously “under-served areas,
low income populations, and/or high risk populations.”

The table that follows is organized by cross-cutting goal. outcomes, and associated
indicators. We have indicated which of these broad issue areas we think apply to each of the
indicators by placing an “x’ in the appropriate cell of the table.
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What to Me.asunment Link lo Link tn

I. Number  of graduates  and/or program completers of primary care tracks  by discipline

2. Number  of graduates  and/or  program completers of health  professions  programs  that support  primary X

4 MAJOR Issr~tc!!  ‘t-o Atmtwss IN[ wttER INDKATOR ANALYSFS
i

Coal 1: Promote  a Health Care Workforce with a Mix of Ihe Competencies and Skills Needed to Deliver Cost-Effective, Quality Cam

areas that have  a high concentration of minority groups
12. Number of student  hours in didactic training  which address culturally diverse issues  in health care X X
13. Number of schools/  programs that have  a mission  statement  and/or  formal  policies encouraging X X X

L
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Goal 2: St. ,port Educational Programs’ Ability to Meet the Needs o 1( Jnerable Populations

Measurement

@&omq:  lr(creasc  in rhr number  offaculty and trainees in srtiingr serving underserved  areas, low-income populafions~  and/or h&&sk  pop&& I q.. 1” ‘+’ 2.: f!,F .,
14. Number  of faculty with practices  serving  underscrvcd areas, low-income  populations,  and/or  high-risk X X X X

populalions
15. Number of student  hours in clinical  training with health care  service  delivery  organizations  serving X X X

underserved  areas, low-income populations,  and/or high-risk  populations

16. Number of student  hours in didactic  training which address  health  care issues  related to underserved X X X
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Goal 3: 11 rove cultural diversity in tlw lwaltl~  professions 1
I 1 What to 1 Measurement 1 Llnk to 1 Link to I

1 Measure 1 Timeframe ] Funding 1 Environment
Ou&oms: Increase in ths number  of minor@  faculty

. * ‘L._, ,( r, “1 ~ ‘ .,‘,; .m
22. Number  of underrepresented mmority  facuhy parllcipating  In faculty recruitment  and/or development X

1 X I x 1’
programs I I I I

23. Number  of underrepresented  minorities serving  as faculty X X
Outcome:  Incrccys in tha numbrr qfminority/diwdvantaged  graduates  and/orprogram  complsten ! ,,:c,:‘,* “A .*., ,,^’
24. Number  of minority/disadvantaged  students  or trainees  who graduate  and/or  complete  programs each X X

year
25. Number  of minority/ disadvantaged students  or trainees  enrolled each year X X
26. Number  of minority/ disadvantaged secondary  education students  enrolled  in academic enhancement X X X

and skills building  programs
27. Number  of minority/ disadvantaged post-secondary  education students  enrolled  in academic X X X

enhancement  and skills building  programs 4
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f t
Goal  4:

i
Stimulate  and Monitor Helevant  Systems  of tlealth  Professions Education  in Response  to Changing  Demands  of the Health  Care
Marketplace

Outcome:  Increase In the number of schools/programs w&h active  partnerships or cooperative working  agreemen(s wirh public  a& p&q. FO~~$Q  bar,rA
orffanizatbu,  such as manaxed care sites,  rum1 health organizations,  community  health centers,  etc. 1

28. Number  of schools/  programs providing  training  through  formal partnerships  or consortia
/ ,‘, t* i

X X X
arrangements  among  public entities and/or private health  care organizations

29. Number of trainees  in structured  educational proRrams  in managed  care sites. rural health X X X
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APPENDIxA
ANAii’SIS OF INDICATOR ISSUES THAT.
MkYREQIJIRE FURTEllSR DIS-ON:’



_ _
i i

INI~ICA’I’OR Issubzs ‘1’11~~ MAY HEQUIRE FURTHER IWXXISS~ON

Unless otherwise  noted, comments in Slreng~~w Weuhesses,  and Kecommendafions  columns for particular outcomes are relevant  also to the
indicators grouped under those outcomes.

Goall Strengths

Promolc 1 Heah Care Worklorce  with I MIX of 4 GAO report noted Ihal supply and
the Compelenclea and Skills Needed lo Ikllver distribution of health professionals

Cost-Eflcctlve, Quality Care arc key to improved access. This
goal makes an appropriate supply of
health professionals a lop priority.

+ Addresses need for COSI  control while
mainlaining quality

Outcome

A. Increase In the number of
health professlonols necessary
to provide and support
primary core

Indicator

Weaknesses

e Dots nol address need lo improve
access explicitly as the reason for
promoting Supply issues; access
issues may need IO be further
emphasized, especially given &cent
reports (e.g. Pew Health Professions
Commission) stating need IO reduce
number of health professionals.

Strengths

+ Addresses need for more
primary care providers

Recommsnd&iou/Stnzteg&a
1

+ Reword lo make &oal cmphasizt  that
the supply of BUM funded  beallh
professional* muu be maintained lo
meet demands of unckuxvcd
populations, e.g. “...needed  lo
Unprove accw lo coat-effeclive.
qualily care.”

Weaknesses

Need IO show why BliPr has a
specific role in increasing the
number of primary care givers
Need IO clarify measurement
timeframe

Rscommra&bu/St.ratonr/Slrorqlrr

Reword to make BoaI
emphasize  that lhe supply of
Bureau funded health
professionalr  mull be
maintained to meat demand8 of
underserved  populations, e.g.
“health profeulonalr ovolbbk
to provide and support primaty
care needr  &r underserved
areas.”
Specify time frame

96JAoO55 Page A2- 1 Lcwin- VHI, Inc.



Outcome

1)Al.A !d)r~i4~‘lC  Sllc;ciE-%I IONS thOh*  “ttt*R ~&~R~ABNTATIVES  (CONT.)
‘W Et

Indicators

6. Number of uainces
in areas where rhere
is an imbalance in
compeleney r&or
skill mix, such as
ambulatory care,
HIV/IUD& be&b
promotion ud
disease prevention,
gertalrics.  and
aubrtance  abuse

Programs Rehed
to Indiction

0 Associared.
Denral and
Public Health
Professions
(AADS)

+ Medicine
(AH@C
APAP)

e Nursing
(MCN)

Suggested Data Sour-car

e AACN (II of NP
Programs with Health
Promolion Course)

+ AACN (#of NP
Gerialric  Programs
Masrer’flosr-
Master’s)

4 AACN (II enrolled in
graduate NP
programs by
specially)

e AACN(#
baccalaureate nursing
programs having a
separate communily
health course/  health
promotion course)

* AHEC
* AADS granree
* ARF
* AR - PAE

Current Low Data
Availability  of Collectian

Data Burden
C __

C

C __

C --

M
P

N/A
P I7

N
Y

NtA
N/A

Data Are
Collected

+

Y

Y19

N

N
N

NIA
N

Data An
COtlIp&t#

YM

Y’l

N/A

YU

N
N/A
NIA
N

hlaha
Accwal4

.-Y

Y

N/A

Y

N
N/A
N/A
N

:: The data could be difficult IO define and counr.

”
The dn~r  are only available for 1994-1995.

t
The &a will be available Spring 1996.
‘there was a 83% response for rhe l9!94- 19295 survey admrnrsrued by AACN.

zs
That hu been a 63% response rrlc  for Ihc annual survey rdminrsrered by AACN
Tbae has been a 80% ruporue  rare lo lhe rurvcy administered by AACN

-
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i DATA SorrHc~~uc;c;l;~'lro~s hwhj IPR HEPWESENTA'~IVES(CON.~.)

Oulcomes

C. Increase in Ule
number of
lnlerdtsctpttnary
cdlPborslloN

Indicators Programs Hclared Suggested Data Sources CUrrSllt Law Data
IO Indicators

Data Are Data Am
Availability of

DacaArr
Collection Collected

Data Burden
Cmplrrr Accuma

7. Number 01 graduates cl’
Yearly

l Associated. + AACN (#of NP __ N/A
and/or  program

W A
Dcnlsl and graduates and all

N/A

completers providing Public Health BSN t MSN
servicer in areas Professions graduates with
where there is an (AADS -AIDS employmcnl
imbalance in dental, ASPH) commitmcnls) P N N
competency andlor

N N
+ M e d i c a l 4 AttEC P Y N

skill mix, such as
N/A

(AHEC,
N/A

+ AADS grantee N IA N/A N/A
ambulatory care,

NIA NJA
APAP) 4 ARFI AAMC p” N/A N

H I V / A I D S ,  h e a l t h  ,
N N

Nursing + AR - PA@ P N N/A
promotion and

N/A NfA
MAW

disease prevention,
a ASPH alumni survey

geriatrics, and
subslance abuse

8. Number of clinical 4 Associated. * AHEC P N N
experiences

N
Dental and

N
4 P Y N

involving
AADS grantee NIA

P u b l i c  H e a l t h  +
NIA

AAMC N/A N/A N/A
interdisciplinary

N/A
Professions

NIA
e AR - PAE P N/A N N N

learns lo meet (AADS - + IGC project” P N/A N N/A
community needs geriatric

NIA

(raining)
l Medicine

(AHEC, APAP.
AAFP)

9. Number of students + Associated, * AHEC P N N
receiving

N
Dental and

N
* P Y N

interdisciplinary
AADS grantee NIA

Public Hcatlh
NIA

4 A A M C N/A N/A N/A
team experiences

NIA
Professions

N/A
+ AR - PAE P N/A N N N

(AADS - e IGC project P NIA N N/A N/A
geriatric
Iraining)

+ M e d i c i n e
(AHEC. APAP,
AAFP)

f) The data wilt be available December 1995.
z The dua could be diffrcuh  IO define and count.

The ta projed which ir funti by HRSA IO STFM on bchall  of KGC IS currcnrly conducting evrlualiona  md ia &zheJukd for compleriun In 1998,
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The mosl current data are from 1993.
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I)ATA Souttt-E SIIG(;~~T~ONS I;K~ TIHP~ REPRESENTATIVES (CONT.) 4

National Workforce Goal:

II. Support Educational Programs’ Ability 10 Meet the Needs of Vulnerable Populations

OulcomcJ Indicafon Programs Rtlattd ’ .~lqRc.ffrd  f)ala Cll~tIll Low Data Data Are Data Are Data Are
IO Indicators Sources Availability of Collecrion Collected Complete Accurate

Data llurden Yearly
A. Increase In lhe 14. Number of faculry + Associalcd. + AACN (NP faculry C __ NZR Y Y

number of faculty with practices Dcnral  and practice)
and trslnees In serving underserved Publ ic  Health + AIIEC M Y N N N
solUng serving areas, low-income Professions e AADS P Y N N/A N/A
underserved areas, populations, and/or (AADS) + ARFI AAMC N/A N/A N/A N/A N/A
low-Income high-risk + Medic ine + AR - PAE P N/A N N N
populatloru, and/or populations (AHEC,
high-risk populallons APAP)

+ N u r s i n g
(AACN)

15. Number of student + AACN N/A N/A N/A N/A N/A
hours in clinical * AHEC N/A N/A N/A N/A N/h
training with health + AADS N/A N/A N/A N/A NIA
care service delivery e AR-PAt? N/A N/A N/A N/A N/A
organizations  serving
underserved areas,
low-income
populallons, and/or
high-risk populations

16. Number of student + AACN N/A N/A N/A N/A N/A
hours in didactic + AHEC N/A N/A N/A N/A N/A
training which * AADS N/A NIA N/A N/A N/A
address health care + AR-PAE N/A N/A N/A N/A N/A
issues relsred lo
underserved areas,
low-income
populations, and/or
high-risk populations

17. Number of + AACN NIA _ N/A N/A N/A NIA
continuing education + AIIEC N/A N/A N/A N/A N/A
experiences t AADS N/A N/A N/A N/A N/A
addressing issues + AR-PA@ N/A N/A N/A N/A N/A
related lo
undcrscrvcd  areas,
low-income
popularlons,  and/or
high-risk populations



i

Outcomes

B. Increase lo
lhe number d
graduates rndh
program complcten
pracking In
underserved  areas,
low-income
pupulatlons,  and/or
hlgh-risk
pop4daUons

Indicators

18. Number of schools/
program, rha~ have a
mission sla(emcnr
Pnd/or formal
Policies addrcutng
irsuea related IO
underserved  areas,
low-income
populariona,  and/or
high-risk popularions

19. Number of graduates
entering residencies
that serve
underacrvcd  areas,
low-income
popularions. and/or
high-risk populations

Programs Related
lo Indicators

4 Associakd.
Dcnral and
Public Health
Professions
(AADS)

4 Medicine
(AHEC,
AAMC. AAFP)

+ Sludcnt
Assisrence
(NAMME)

Suggested Data SOWCCJ

4 AACN
4 AtiEC
4 AADS
4 AR-PAP,
e A A M C

4 AHEK
4 AADS granrcc
4 AHA
4 AAMCJARF
4 JAMA/ NE.JM/

Journal of Family
PracticeI Weslem
Journal of Medicinal
Academic Medicinel
AAPP repor?

CUtWIll
A vailabilily of

Data
N/A
NIA
NIA
NIA
NIA

Cm
C
C
P
P

Low Dafa
Colleclbn

Burden
N/A
NIA
NIA
NIA
NIA

Y
Y
__

N/A
NIA

Data Aru
CoUecfed
Ye&
NIA
NIA
NIA
NIA
NIA

$1

NIA
NIA
NIA

Data in
conrpkrr

N/A
NIA
N/A
NIA
N/A

Y
NIA
NIA
NIA
NIA

Dalah
ACCWWf#

NIA
N/A
N/A
N/A
N/A

Y
N/A
N/A
N/A
N/A

Moat of Lhe uudiu lrrgel tlnlegiu for rccruiring phyriclsnr  lo rural and underserved  areas.
w The data are currently collccrcd for all applicable AHPC programs
” Currcnrly,  Le drlr arc qorrcd according IO a lhrcc year gram cycle.



I)ATA SOIJRC‘K ~II(X;F~TI~N~ FltoM HHPR H&YWI.:SENTATIVFS  ((:()~*r.)

Programs  Related
IO lndkalon

i---
Suggcstcd Vara S’ourcrr CUrtaM law Data

Avaihbility of Collection
Dala Burden

C --

-.--A-
OuIcomtr IIld&lUO~S

!O Number of graduates
who enter pracltce  in
undcrscrvcd  areas.
low-income
populalions, an&or
high-risk populations

2 I. Number of graduates
and/or program
completers who
remain in praclicc
acllings serving
underserved  areas.
low-income
populalions. and/or
high-risk populations

b Associated.
Dcnral and
Public Heahh
Professions
(AADS,
ASPII)

b Medicine
(AtIFf, APAP,
AAFP)

b Nursing
(AACN)

e Associakd,
Dcmal and
Public Heallh
Professions
(AADS)

e Medicine
(AHEC, APAP.
AAPP)

+ AACN ((I NPs from
gradualc  programs
employed in
communily based
silts)

* AACN (national
sample survey)

e AACN (survey of
certified NPs and
Clinical Nurse
Spccialisls)

6 AtiEC
b AADS gramee
+ AAMC
4 PA@ Programs
0 AR - PAE
+ ASPH alumni survey
e Journals/ AAFP

report
e AHEC
+ AADS
+ AAMCI ARFI

Annual PPC
+ Journals/ AAFP

report

C

C

C”
C

N/A
C
P
P
P

M
CIP’

P

NIA

__

Y
Y

NIA
__

NIA
N

NIA

N
Y

NIA

N/A

Data Ara
Coliected

+?+-

NJ4

N”

Y
N”
N/A
Y
N

N/A
NIA

N/A

N/A

Data Are
CornpI&

N/A

NIA

N/A

Y
N/A
NiA

N
N

N/A
N/A

N
N/A
N/A

N/A

DoloASU
Amfral8

N/A

N/A

N/A

Y
NIA
NIA

N
N

N/A
NIA

N
NIA
NIA

N/A

I

1: The data UC currently collcclcd  for all applicable AHEC programs

E
The data on grdurru ICC from 199 I - 1993.
The data MC available from DHHS - Division of Nursmg. The survey was conducted in 1992.

z
The data are available from DHHS - Division of Nursing. The survey was conducuxi in 1992 and published in 1994.
Curmnlly, me dala are reported according Lo a three year grant cycle.

y
Some ddi~lond Programs could collcc~ the data, so long as cracking is not required for an unrcasonabk  period of dmc.
C~~cntly, the data are rcportcd according lo a three year grant cycle.
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4 DATA Source WGCFST~ONS FRO r! t. A~PR REPRESENTATLVFS (CONT.)

National Workforce Goal:

III. Improve  diversity in the health professions.

Outcomes IlldiClUO~ Programs Rclakd Suggrrled Dafa Sources CiIrrenl Low Dafa Data Are DlltIlh Data An
lo Indiction Availability of Collection Collecled complelr Accurdr

Data Burden YCcVlJ
A. Increase In the 22. Number of * Associated. + AHEC P N N N N

number of mtnortly underrepresenkd Denrat and + Employee I C __ Y Y Y
rncut1y minorily faculry Public Health \nstirufionat records

parlicipaling in Professions + AADS granke P Y N Y Y
facutly  recruilmenl (AADS, 8 AAMU ARF N/A N/A N/A NIA N/A
and/or development ASPH) + AR - PAE P NIA N N N
programs 8 Medicine 0

(AH@C
ASPH annual faculty M Y NIA NIA N/A

APAP)
survey

4 Student
Assistance
(NAMME)

23. Number of l Associated. + AACN (race/ c: __ Y Y Y
underrepresenled Denrat  and erhniciry  data on
minorilies serving as Public Health undergraduare  &
faculry Professions graduate nursing

(AADS, facuhy) M Y N N N
ASPII) + AHEC C __ Y Y Y

l Medicine + Employee-facuhy
(AHEC. APAP. /institutional records P Y N Y” Y
AAMC) a AADS grantee C __ Y N Y

+ Srudenr + AAMC Faculty C _- Y Y Y
Assistance Roster P N/A NiA NIA N/A
(NAMM@)  + AR-PAE C _- Y Y Y

e N u r s i n g e ARF
(AACN) + ASPH annual faculty

survey

xa The numbers could be. de(errntned by counting rhe facuhy from cxisnng data
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1)AI’A  s()tlR<‘~C  SII(X;IW‘iONS  bkOM  BHPR RE~RtiSENTAT~v~  (CONT.)

t
---d*..ncr
I. Increase  In the

number  of
mhority/disadvantag
ed graduatea  and/or
program completera

Indicarors  -

!4 Number of minorilyl
disadvantaged
students or trainees
who graduate and/or
complele programs
each year

!5. Number of minority/
disadvantaged
students or trainees
enrolled each year

26. Number of minority/
disadvantaged
secondary education
students enrolled in
academic
enhancement and
skills building
programs

Programs  Related
to lndicalorr

Suggcrkd  Dow Sources

6 Associated. 6 AACN (racel
Dental and cthnicily data on
Public Health graduates frorn
Professions undergraduate  L
(AADS. graduate schools)
ASPII) * AHEC

b Medicine 4 NAMME program
(AHEC. APAP. records
AAMC) + AADS grantee

b Nursing * AAMC graduate &
WW GME data

0 Student 4 AR - PAP,
Assistance * ASPtl  annual data
(NAMME) survey

4 Associakd,
Dental and
Public Health
Professions
(AADS.
ASPII)

4 Medicine
(AllEC, APAP.
AAMC)

t Nursing
(AACN)

4 Sludenl
Assistance
(NAMME)

b Associated,
Dental and
Public Health
Professions
(AADS)

4 Medicine
(AHEC,
APAP)

* Student
Assistance
(NAMME)

-
+ AACN (race/

elhnicily  data on

+
*

enrollees)
AIIEC
NAMME program
/admissions records
AADS grantee
AAMC enrollmenl &
GME data
AR - PAE
ASPIf  annual data
survey

4 AHEC - Office of
Minority Affairs

+ NAMME program
data

4 AADS grantee
4 AAMC

The data UC not l vailabk at the program or hosprral level.. .
r: Currently, the data arc rtported  according to a llvec  year grant cycle

currenl
4 vailability  of

Da&
C

C
C

s

C
C

C

c
C

UP
C

C
C

P

C
U P
N/A

Low Data
Collecrion

Burden
__

._

--
_-

__
__

. .

_-

Y
__

. .

N

__
Y

NIA

Data Are
Collecrrd

Yearly
Y

Y
Y

N”
Y

Y
Y

Y

Y
Y

N 41

Y

Y
Y

N

Y
N

NIA

Data An
compl8t#

Y

N

Y
NIA
NIA

Da&Are
Accurata

Y

Y
Y

Y
Y

Y
Y

Y

Y
Y

Y
Y

Y
Y

N

Y
N/A
N/A

Currently, the data are reported according to a tlucc year grant cycle.
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-. - -~~~i DATA SOURCE SUMXSTIONS k R4 f -wJHPR REPRESENTATIVES(CONT.)

Outcomes Indicators

27. Number of mmonly/
disadvantaged post-
secondary education
stodents enrolled in
academic
enhancement and
skills building
programs

Programs Rehed
lo Indicators

4 Associated.
Dental and
Publrc Health
Professions
(AADS)

l Medicine
(AHEC.
APAP)

+ Sludenl
Assistance
(NAMME)

Suggested Dafa Sources

e AIIW - Office of
Minority Affairs

4 NAMME program
data

4 AADS grantee
e AAMC

Current
A vailability of

Dal0
P

C
U P

P

Low Data
CoUecrion

Data Are
Coikclcd

Data An
completa

Burden Yearly
N N N

__ Y Y
Y N41 NIA

N/A NIA N/A

DataAreAccnmle
N

7Y
NIA
NIA

J I

Pa those pwgrwns  applying for a grant. the da111 arc rqwrlcd every three yeara. - - -

%.lAWS5 Page B-I 1 LewiJI-  WI, Inc.
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t

Outcomes

B. Increase la the
number d
dMPWVJ=that use 8yslematlc
colnmunltynlnti
outcome
PcJf-
me- In mcetlng
mukelnatdI

c lncreaaa  In conunully
of care lr8Inlog
uperlencxs

DATASOURCK SUGWSTIONS ti~q ~HPRREPRESENTATIVE~(CONT.) i

Indicators

3 I. Number of schools/
programs  that
develop  communily-
rdnled  outcome
pfOllMnX

32. Numbu of tdneu
participating  in
communlly-bad
conlinuily  of care
CXplWhCU

Programs Related
to Indicators

b Associated.
Den@1 and
Public Health
Professions
(AADS,
ASPH)

6 M e d i c i n e
(APAP)

6 Associated.
Dental and
Public Health
Professions
(A ADS)

* Merlicine
(APAP,  AAFP)

Suggested Dolo Sources

+ AADS grantee ~-
* AAMC
* AR - PAE
e ASPti  aMUd  data

survey

+ AADS grantee
* AAMU ARP
e AR - PAE
* IGC project

Currenl
Availability o/

Data
P

N/A
P
M

P
NIA

P
P

N/A 1 N i N 1 N
Y N/A N/A N/A

Y N N/A N/A
N/A N/A N/A N/A
N/A N N N
NIA N tiA NIA

%JAWSS Page B-13 Ltwin-VIII, Inc.



GME
HCOP MIS

HRSA
ICC proJcct
IOM report
JAMA

Graduate Medical Eclucation
HcalthGxec~OpporhtyProgramMaqancnt
hlformalion  systems
Health Related professions
Health Resourus and Services Admhhation
Irwrdisciplinaq GencraIist  Curriculum
Institute of Medicine
Journal of the kmrican Medical Association 1

MSN 1 Masters of Science in Nursing
NAMME 1 National Assocmion of Medical Minority Educators

1 New England Journal of Medicine
1 Nurse Practitioners
1 Primary Care Orpanizations  Consortium
1 Society of Teachen of Family Medicine

96JAW55 Page B- 14 L&win-VHI,  Inc.



Outcome

INIII(-ATOH  Issues ‘I’IIAT MAY W:d AE FURTHER DIS~USSON (CONT.)

Indittior Slrcnglhr WCilkltCSSCS

+ Specifies  discipline to Cactlilale
trackmg

I Number of graduates and/or
program completers of ptm~~y
COLE tracks by discipline

+ Definition of “primary care
tracks” and “discipline” no1
clear

2. Number of graduates and/or
program completers of health
professions program5 1hat
suowrt by
discipline

3. Number of schools/
programs with a mission

supporting primary care

e Measures impact of graduates
on meeting primary care needs

4 Many prograrns have mission
statements; the indicator
potentially could be used in
Phase Ill IO monitor
comparative, non-BHPr funded
programs

4 Scope of measurement no1
clear. e.g. how to measure
“supporl”?

4 Scope of measurement not
clear because the content of a
mission statemenl may vary,
e.g. how IO measure
“supporting primary care?”

* The indicator measures process
rather than outcome; does not
show evidence of policy
implementation.

i

e Provide a lisl of primary care
tracks to facililaic
standardization of reporting

e Provide crorr-cutting  definition
of primary care and rationale
for why more ir needed; i.e..
the marked  will not lake care of
PrimarYCmaeab

4 Define ‘kuppcwt” and establish
a minimum ttandard. (Should
some disciplinea  inherently
offer more “support” than
others? What effect does this
have on the meaning of thio
bean count?)

+ Reference literature on uti of
mission statements in
performance evalualion lo
identify rtracagia in besl use of
this indicator (uome
participanlr raid evidence
exists)

* Reword to make indicator
outcome-oriented

+ Continue IO evaluate the
linkage belween mission
statement content and later
development of primary care
providerr

Page A2-2 Lewln- Vfff, Inc.



Oufcome

B. Increase In program
responsiveness to forecasted
Imbalances In health
professlofu  rupply,
competency, and till mix

INDICATOR Issrr~s ‘I’IIAT MAY HWJt tI+cFm~wzR IMscussroN (CONT.)

Indicator

4. Number of programs that
b yaddressiuuu
workforce analysis and
surveillance

-
SfrengfhS

-
* f%cus on “imbalances”

trnphnsi,es  Hllt’r’s altention  lo
meeting health access needs

-
+ Makes programs accountable

for identified problems

Weaknesses

The outcome  and its related
indicalors measure process
rather than outcome
Not clear what benchmarks are
used lo determine “imbalances”
-- is “balance” achievable only
through one “staffing” model?
Data reporting, tracking, and
comparisons may be difficult,
as issues may be numerous and
change over time, and different
grantees may be asked IO
respond to different forecasts
Questionable reliability of
forxasts needs to be addressed
Need IO specify and relate time
frames for determining the
degree of responsiveness to
need and for detecting
imbalances on a continuing
basis
Not clear what evidence exists
that Bureau funding results in
increased responsiveness as a
direct output
Need to clarify measurernent
timeframe

l Scope of measurement not
clear, e.g. how to measure
“address issues”?

e What are threshold criteria for
“raising an issue;” seems like
this is equivalent to signaling a
problem

RccommcndatlontlSfrcJIllrr

Need lo make very  clear how
“imbalance” is defined and
measured, and what constitutes
“responsiveness”
Specify that imbalances arc
relative lo nalional
benchmarks, e.g. HP2CtOO.
Specify whkh forwzasts/results
the grantees will be asked to
respond to
Clarify who is doing the
surveillance in order to ensure
objectivity of data surveillance
(e.g. convene a working group
10 conduc1  surveillance and
establish regular, periodic
information dlsscmination to
grantees)
Specify rruasuremeni
timeframe3

* Establish parameters for the
measurement of “address
issues”, e.g. if the “imbalance”
is measured In terms of a
percentage. lha Indicator could
be the number of grantees that
reduce the mtugln of imbalance
by X%.

e F20cus on a narrow set of care
“issues” and model of good
care balance within narrower
context, e.g. AIDS care for
South American Immigrants in
urban areas

%JAlm55 Page A2-3 Lewh-WI, Inc.



INDICATOH Issuers  ‘I’IIA’I’ M A Y  HE~UIIW  FURWER  D I S C U S S I O N  (CONT.)

Gool2

Support Educational Programs’ Ability to Meet
the Needs of Vulnerable Populations

Slrengfhs Weaknesses Recommcnddana/Stweg&a

* Shows BttPr’s commrrrnenl  IO health e May be difficutl  IO rract changes in e Further elaboration on BHPr’a
care infrasrruclure rhat provides care lhis goal to BHPr funding, e g.
IO rhe underscrvcd mulliple sources of funding support

special rote in entrancing program
“abitily”

this goat

Oulcome IltdiClll0r Strengths Weaknesses RecommrddlorJSlrolcgiea

A. Increase In the number of 4 Emphasizes lraining of health e Need lo define and lo 4
faculty l nd trrlneea  In ecttlnga professionats lo improve access

Hefine areaa and populalions

aervtng  undenerved ares,
lrack/idcnlify  continuously

IO care; shows lhal while some “underserved areas, tow-
expticilly and 8pceify  process

low-income populnlions, reports criticize the rising
for updaling

income populalions, and/or 4
and@ high-rtsk  population

Reword lo make outcome focus
number of heatlh professionals, high risk populations” on how BHPr enhances
growlh is still needed in 4 Link IO goal is unclear, e.g.
underserved arcas how wilt being lrained in lhe

granlee’s  “abiltly lo meet the
needs of vulnerable

“right” selling show how pOpdaliOuI”,  e.g. add “...in
grantees arc able IO meet needs order lo develop compelencies

4 Measurement timeframe no1 and sktll mtxea and loller  a
clear sustained career service inlere.s(

thal will facililals  access for
vulnerable populations in these
areas”

4 Specify measurement
limeframe

t 4. Number of faculty wilh 4 Slrong  link lo oulcome 4 Indicator is process rather than e
practices serving underscrd

Reword IO aet parameters on
outcome oriented , e.g. need lo how IO detine faeully for
slrcnglhen link belween having
facully practices lhal serve he

measurement (c.g, rrurnber of
primary care faculty VI. whole

underserved and influence on facutly?)
lratntng of olher heellh
professionals

e Rewording suggartlon:
Percentage of IwRy tnatead of
number

4 Rewording suggartton:
Percentage of faculty FfEa
spenl delivering rervices  via
practice...

4 Cildconducl research lo show
effecliveness of this indicator

%JAW5S
----__ ._.. -
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INI~ICATOH Issu~s'l't~~'~‘ MAY REQUIRE FURTHERDKCUSSION (CONT.)

lndicamr

,5. Nurnbcr of student hours  in
clinical  training with &&&MC
sc&wklirrCr~rPlrUns
wrvtng ktftdcrscrvc4!4e&Z,

16. Numbzcr of student hours in
e which address
health care issues related to

17. Number of continuinn

addressing issues related to
undcnerved areas. low-income
populations, and/or high-risk
populations

lg. Number of schools/programs
that have a mission
pndlor formal P&C&
&&&)g issues related to
w

------d 6thr

b Measures  student participation
directly

* Measures student participation
directly

4 Demonstrates BHPr’s attention
to continuing development of
health professionals

+ Many programs have mission
statements; the indicator
potentially could be used in
Phase Ill to monitor
comparative, non-BHPr funded
pmgrams

t

Weaknesses

b Unit of measurement (hours)
may he difficult for grantees to
collect

* Unit of measurement (hours)
may be difftcult  for grantees to
collect

+ Indicator is process rather than
outcome oriented

4 May be difficult to attribute
these experiences to the
influcncc of nill’r

* It can he argued that issues
related to non-target
populations also address these
specific populations May he
difficult to determine that the
needs of target populations are
explicate being addressed.

+ Does not show evidence of
policy implementalion

+ Scope. of mcasuremenl not
clear because content of
mission statement may vary,
e.g. how lo measure
“addressing issues related to”?
This may involve a wide range
of grantee foci, so il may be
difficult to determine that the
needs of target populations are
explicitly being addressed

Identify organizations
1 How IO compare by hours?

Some issues may nol require as
many hours of instruction;
define IO be percentage of all
clinical training or percentage
of all training

1 Identify organizations
1 How to compare by hours?

Small programs may be at a
disadvantage because some
issues may not require as many
hours of instruction

b Rewording suggestion: Percent
of hours of classroom training

b Reword indicator to make it
more oulcome oriented, e.g.
measure how many students
take advantage of these
opportunities

+ Make clear In rewording that
experiences result from grant
funding by BHPr and that the
needs of the target populations
are spcciftcally addressed

+ Reference literature on use of
mission statements in
performance evaluation lo
identify strateglcs in best use 01
this indicator

* Reword IO make indicator show
evidence of policy
implementation, and “issues”
more directly targeted to health
risks, behavior, and other
characteristics relevant to care
for these populations

%JAW55 Page A2-10 fkwin- Vffl, Inc.
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INI)ICAT'OR Issuss ‘I’ffAT MAY REQUIRE FURTHER DISCUSSION (CONT.)

Outcome

B. IncrcaselaUle numberof
gradualem  rndhr program
compkters praclicing In
underserved  aream,  low-lncom
popuiatJoM,  rod/or high-rkk
pUpUhtJOM

Indicator Strengths Weaknesses R8comm8nd8tfons/Sbut8gkr

4 Measures number of students + May be difficult to track + lndde  a feuibk tima frMlt
who remam  in these areas to 4 Not clear what constitutes
practice

for tnlcking, e.g. I ye&f. 3
“underserved areas, low- Years,  5 yun aRer graduation

4 Strong link to goal income populations, and/or 4 Ddirte prw and population8
high risk populations” explicitly and specify procur

+ Need IO deftne and IO for u@tifq
track/identify continuously
“underserved areas, low
income populations, and/or
high-risk populations.”

19. Number of graduates entering
residencies that serve
uodcrscrvcdlow-lncom

6 Measures service IO vulnerable + Measures process rather than 4 The indicator could be more
populations directly outcome outcome orluued if reworded

to “enter and complete
residencies,” or if “rcsidwy”
was changed to provide non-

20. Number of graduates nnd/or
medical variartU  in lhe wordin&

4 Good follow-up to 1119 4 May be difficult lo attribute 4 include a feaslbla time frame
program completers who enter * Addresses access issue changes in indicator IO BHPr
practice in undcrscrvcilm

for tracking, e.g. “enter practice
funding; many reasons why

low-income
within 1-3 yea&

graduates may choose to enter
practice in these areas

4 Tracking may be difficult
2 I. Number of graduates and/or + Good follow-up to I20 + May be difficult lo attribute 4 Set limits on the time that will

program completers who remain + Addresses access issue changes in this indicator to be tracked and monitor
in practice settings serving BHPr funding
tut&f.served areas. low-in-

regularly, e.g., “remaining three
4 Tracking may be difficult

and/or hi&&&
years after graduation,” “five
years after,” “IO years after.”

pot3ulationf + Supplement tnonltoring with
periodic, discrete evaluation
studies

___~-
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INI)IC,A’I‘()W ISSUES ‘I’llAT MAY itE(j m FUHTIWH  D I S C U S S I O N  (C O N T . ) fi

I Goal3

Improve culbral divcrsily In the health
professIons

Oulcomr

-
A. Increase In tic number of

mlnorlty  facully

i. Increase In Ihe number of
minorl~yldisadvantaged
gradunta and/or program
complctera

Sirrrgrhs

e I’IUIIMIWS twncr access lo care for
U,&IWVC,.,  l+lCdS hcLaUW

prl~rc~~~o~i~ WIII lx more scnsnivc
IO the needs of these vulncrablc
pl)plJlSllUlU

Indicator

22. Number of undcrrcDrcscnled
&g&y faculty pnrlicipaling in
facully recruilmcnl and/or
developmcnl programs

23 Numher of un&rrzer~~U&
m serving as faculty

Weakncrscr

* Goal does no4 explicnly  address
outcome of improvrng  access. GAO
report was very critical of Btlt’r’s
inability to show Ihal increased
dlversily led lo actual improvenienl
in access IO care; this measure does
not address Ihal criticism.

Slrcnglhs Weaknesses

e Addresses need for Cacully thal
represenls and may have a
bcrrcr  understanding of Ihe
vulnerable populations lhal (he
BtiPr serves .

e Need IO show effect of increase
on access improvemenls

a Not clear how one will define
“minority”

+ Slrong  link lo outcome

* Sltoiig link lo oulcome

* Demonslrates BHPr’s allenlion
LO diversifying health
professions SUpply

RccommcnddionafStrategies

e Specify grentixd  in order lo fecilitak
data collection

+ Link lo access improvement vie
increased cullural compelence  lo
delivering culturally appropriate care

e May be difficult IO (race
changes in this indicator lo
BttPr funding

4 NOI clear  what
“underrepresenled mmorily”
means

e Scope of mensuremenl  nol
clear, c.g how IO measure
“perliclpaling”?

* Scope of measurement not
clear, e g. not clear whal
“underrepresented minority”
means, include total faculty or
new (within three years of
service)?

+ Need IO show effect of increase
on access improvemenls

+ Not clear what constitutes
“minority/disadvantaged”

* This is a process measure if
ultimate concern is access lo
cart for patients with
backgrounds similar to
graduates and complecers

Recommcndat&na/Stratcgicr

6 Define “minortty”  end do
evaluation study IO measure
effectiveness of Intervention

+ Reword IO make the indicator
outcome-oriented, e g. “Percenl
of underrepresented  faculty
who direct or play a lead role in
faculty developmcnl”

l Define “undenoprcscntcd”

0 Define “underrepresented,”  i.e..
previously undcrfcpresenled  on
their faculty? Bati on local
population dltulbution?
Relative IO national
population? Rolallve to patient
populalion?

* Specify paremectr~ for
counling faculty, e.g. FTEr

+ Link this lo improving access
to underserved ami38

+ Define
“minority/disadvantaged” so
that term adjusts to changing
American demographic6

MJ.40055 Page A2- 12 hvin- VW, Inc.



B
INDICATOR ISSUES ‘I’IIAT MAY HEQ~IRE FURTHER DISCUSSION (CONT.)

Oulcomr Indicator

14 Number of
 srudcnls

or trainees who greduote and/or
complele programs each year

15. Number of M
dlsadvanlaned studems or
trainees enrolled each year

26. Number of m&&y/
m secondary
education students enrolled in
academic enhancemem  and
skulls building programs

Slrenglhr

6 Shows whether BllPr’s support
of sludenls and trainees
produces acrual graduates who
are trained IO serve

+ Can be compared IO #25 IO see
what USC of BIlPr dollars is

4 Good baseline measure

e Specilies type of studenls to
count

Weaknesses

b Does not tell whemer graduates
slay in the field, or where they
serve

e Indicator is process rather than
outcome focused, e.g. does not
tell whether enrollees continue;
whether enrollees graduate; or
whether graduates stay in the
lield
Indicator is process rather than
outcome focused, e g not clear
how academic enhancement
and skills building prograrns
lead IO increased diversity and
number of graduates
Need to have readily available
research lo demonstrate
effectiveness of this early
intervention
Skill-building programs may
lead IO somelhing totally
unrelated to health care for
vulnerable populations
Measurement timeframe. no1
clear

f

b Add en indicator that measures
the percentage who go on to
practice in undcrserved  areaa

b Reword to make the indicator
more outcome-oricnled, e,g.
“number of
minorily/dix&anlaged
gradueles  War program
complctur”

e Reword indicator IO make it
more outcome oriented, e.g.
measure impact on access

+ Add en indicator that measures
the percentage who go on lo
practice in underserved areas
Provide evidence on how these
skills enhance development of
professionala  with appropriate
skill mix for delivering cart to
underservd areas
Reword IO make the indicator
more outcome-orienied and
specifically health care related
Specify timeframe

%JAooS5 Page A2-I3
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INI,I<:ATOR ISSUES ‘I’llAl’ MAY RFq ‘m FURTIWR DISWSSION (CONT.)

Outcome IdlCl3lOl

27 Nunher of UUWUI~
md post -secondary
educallon sludcnls cntollcd In
acwkmlc cnhanccmenl  and
IkIII$ hulldrng  ptoglams

Slrengrhs Weaknesses RrcommcndalLons/S~~r/Shrlllrllcr

4 Specifics lype of sludents lo 4 6lndicarot is process rather than Provide evidence on how these
counl outcome focused, e.g. does not

cell whether enrollees continue;
skills enhance development of

whether  enrollees graduate; or
professionals with appmpriate

whether graduates slay in the
skill mix for delivering care to
underserved areas

fidd 4 Reword to make the indicator
4 Need IO have readily available mote outcome-oriented and

research to demonstrate specifically hullh care related
effectiveness of this early 4

1 inletvenlion
Specify timcfmnx

4 Skill-building programs may
lead to something totally
unrelakd IO health care for
vulnerable populations

4 Measurement timeframe not
cleat

Page A2- 14 Lcwin-VHI,  Inc.



i ~Nl)I~‘A’I‘OH IsstiEs ‘I’ll/\‘1 MAY HI(()@ E Fumtmt DISCUSSWN (CONT.) f

Goal 4

Stimulate and Monitor Relevant Systems of
Health ProCessIons  Education in Response to
Changing Demands of the Health Care

Sfrtqyhs

* Ikmonslralcs IlIIPt function  of
supporting  health professions
irifraslnrclurc

Marketplace

Oulcomr

A. Increase in the number of
schoolslprograms  wlth nctlve
partnerships or cooperstlve
working agreements wlth
public  and prlvrte community
based organlzatlons,  such as
managed care sites, rural
health organizations,
community health centers, etc.

I

Indicator

28. Number of schools/ programs
providing training through
formal oartnershim or consorlia
m among public
entities and/or private health
cate organizalions

Weakncsscs Rccommcndations/Sb-ateg&s

+ Scope of measutcmcnl nor cleat, how
lo measure “response”, “relevanll”

b As stated, iI sounds like part of BHPt
mission is IO find employmenr
opportunilics for health
professionals, rather than using (hem
lo meel unmet needs of palienls  in
the marketplace

+ Who deletmines what the “changing
demands of the health care
marketplace” ate? - i.e. health market
never static, how ate Ihe changes that
ate worth responding lo noted? Focus
group participants fell that many
healthcare marketplaces exist, so
which market should BHPr be
responsive to? What does “moni1ot”
mean?

+ Define “telcvanl”
4 Suggested rewording: “SGmulatc

and monitor relevant syslems of
health professions education in
response lo changing demands of the
health care marketplace rhor crealc
gaps in fhc num.ber, rmining. and
skills needed IO prvvkk cart to
vulnerable populclrionr  aa a rcsulr
o~..changes”

Strrngrhs

* I.inks public and private health
efforts  in order IO support full
health inftastruc(ute

e Links public and private health
efforts in order LO support full
health inftaslruclute

Weaknesses

* Not cleat what “active
partnerships” or “cooperative
working agreements” ate

* How would changes in Ihis
ouLcome be traced 10 BHPt
funding7

e Need IO set some criteria for
this to ensure thal partnerships
and agreements are
unambiguously cleat and
observable when funded

* Measurement timeframe no(
CICZU

4 Indicator is process rather than
outcome oriented, e.g. does not
get al direct effect of how
students in these programs go
on IO serve in underserved
areas

e What is the focus of lhls
training?

RccommcndadodStmtegies

l Further explain why training in
these arrangcmonU  will lead to
belter  access/ meet needs of
changing marka; cite research
if available

* Define “acUve partnerships” &
“cooperalive working
agreements”

+ Specify Ihe focus of BHPr
funded training In these loci

4 Specify timeframe

e Reword IO make the Indicator
mote oulcome-oticnled,  e.g.
“Number of students/graduates
using community baaed sites
arranged through formal
consortia etc. for cllnical
training experience”

-
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t

Oulcome

C. Increase In contlnully of cure
training experiences

IN~)IC:AI‘OH  ISSUES ‘I’ItAT MAY KI&~HE Futwtttctt Dtscusstm (CONT.)

indicator

32. Number of trainees participating
in m

Slrenglhs

e Coritiriurty  of care is importanl
component of health care
access

+ Focused on community needs
of the market place

Weaknesses

Scope of measuremenl  not
clear; exlenl of training
experience that should be
counted needs specrfication
Not clear what impact
continuity of care training
experiences has on access
II may be argued that the
market is already doing this for
those already insured (e.g.
Medicaid and private
insurance)
Measurement timeframe not
clear

e Indicator is process rather than
outcome oriented, e.g. not
clear how many finish. what
effect this has on care delivery

e NOI clear what constitutes
“community based continuity
of care experiences”

i

Link belter access IO care in
field lo professionals who had
this type of training
Provide lime frame and focus
for data collection

* Defme “community based
continuily of c6re experiences,
I4 e g., does It refer IO continuity
of care strategica in CHC’s?
If MO87  Pri vat0 practices?

+ Cite research findings
indicaling the importance of
these experiences In broader
goal achievement.

.
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I)ATA  SOIJRVF:  SUGGESTIONS FROM BIWR REPRESENTATIVES (CONT.)
i

Outcomes

B. Increase In program
responsiveness  to
forecasted
Imbalances In health
professions supply,
competency, and &Ill
l?lIX

Indlcalorr

3. Number of schools/
programs with a
mission ctatemenr
and/or formal
policies supporting
primary care

4. Number of programs
that address issues
raised by workforce
analysis and
surveillance

5. Number of
initiatives that
address state and
local level research
data cepacity-
building

Programs  Related
lo Indicalorr

* Medicine
(AIIEC.  APAP.
AAFP)

* Assnciatcd.
Dental and
Public tlcalth
Professions
(ASPH)

4 Medicine
(AHEC,
APAP)

+ Associated,
Dental and
Public Health
Professions
(ASPH)

Suggesred Data Sources

4 AttEC mitsion
atatcmcnl

b AAMC
+ A R  PAE
* ASP11  data survey
4 GAO/tIEtIS/tIRSA/

Family Mcdicind
Annals of tnlcmal
Medicinel Academic
Medicine/ JAMA”

4 AHEC
* AAMC
+ AR - PAP,
4 IOM report
4 ASPH data survey
+ HRSA

+ D iv is ion  o f
Disadvantaged
Assistance Programs
(e.g., HCOP MIS)

+ Division of Student
Assistance Programs

+ IMPACT

Current Low Data
A unilahiliry o/ Collection

Data Burden
C Y

N/A
C
M
(‘

N/A
_.
Y

C
N/A
P IS

C
P
P

N/A

N/A

N/A

Y
N/A
N/A

Y
Y’”

N/A

N/A

NIA

Data Are
Collected

Yearly
Y

N/A
Y

N/A
N

Y
N/A

N
N/A
N/A
N/A

N/A

N/A

N/A

Data Are
Complete

Y

N/A
Y

N/A
Y

Y
N/A

N
Y

N/A
N/A

N/A

N/A

NIA

Dafa Are
Accurate

Y

N/A
Y

N/A
Y

Y
N/A

N
Y

N/A
N/A

N/A

NIA

N/A

1: Moat of these sources are sludies concerning Ihc specific chnracleristics of medical schools and aludents that Influence primary cue careers.
The data could be difftcult IO deftne and coun1.

” HRSA has designated a work group (0 discuss Ihe present and fulure composition of the public health workforce.
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Outcome

C. Increase In the number of
ln~erdlsclpllnnry
collsboraUona

i
INLNX’I‘OH ISSUES ‘I’HA’I MAY HE~JUIHE FUH’I’IIER  DISCUSSNJN (CONT.)

Indicator Strengths

Good measure of BHPr’s effort
IO address various skill mix
needs in underserved areas
Measure might bc used as a
measure in Phase III 10
compare 10 performance of
no’n-BtlF’r funded programs
Demonslrates  BHPr’s
willingness IO use s1a1e of 1he
art innovations

Weaknesses

Scope of measurement not
clear, e.g. how IO measure
“inlerdisciplinary
collabora1ionT  Activity?
Focus? Specify participants.
lime frames, clinical/
organizational appropriateness;
when is interdisciplinary
collaboralion beller?
May be difficult lo lracc
changes in this measure to
BHPr funding; e g. private
forces moving 1owards “patienlc
focused care” may involve
inlerdisciplinary aclivilies
No1 clear that in1erdisciplinary
collaborations will lead to
improved access/actual care
delivery
NOI clear who establishes the
collaborative partnerships, and
what effect this has on
parameters for measurement
Data tracking and comparison
may bc difficull; 1he number of
“collaboralions” appropriale
for each grantee may vary.
This indicalor may no1
accurately assess (he impact of
collaborations through a “bean
count”
Measures process ra1her than
oulcome

i

Elaboration on the linkage of
(his outcome IO the overall goal
would be helpful
Specify/define  paremeters  of
what BHf4 counts as
“interdlaclplinafy
collaborationa”.  e.g. specify
care context; skill mix and
competenciu that will be
combined; clarify whether It
will be measured in graduate
practices, elc.
Present evidence (e.g. reports
from private industry--Henry
Ford) that such collaborations
improve cott-effectivcneas,
qualily care. or both
Measure the percen1age change
in number of collaborations
between granteea to facllilate
data comparability
Work wi1h grantees who have
collected data on
multidisciplinary collaboration8
and are engaged In it lo
develop narrower delinilioru
for what constlluks
interdisciplinary collaboration

.____- - ~-------  - ~. __ ___~
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1 i
INDICATOW ISSWS ‘INAT MAY REQUIRE FURTHER DISCUSSION (CONT.)

Oufcone IdKlUO? Slreagllu WedaeneJ Recommendatb~Wegi~

8 Number of- 1 Lkrnon5lrsics BlIR’r ellenlion *
involvmg w

Scope of rneasuremenl  not * Specify what level of
lo community needa clear, e.g. how b measure

~IOrneel~
involvement rhould be rnullltd

“involving”? llow do these a
experiences differ from

Specify example8 of lhe kind of
expcriencor that are most

“structured” clinical training
described in other indicators

effeclivc  as lratning;  in
meeIing needa, rpecify  whal

1 + Not clear who detines counts aa a dlnind
communily needs “experience;” wbefe it occurs?;

How long?
6 Reword indhxtor  IO measure

clinical frdfdn~ cxpuiencu
e Clarify if number  included

either  or bolh experience,
available or taken by
individual8

+ Convene a working group lo
monitor and cct parameten  on
Ihe communlly needa

9 Number of students receiving * Indrcalor is ouicomc focused + Scope of measuremeni not +
m

Clarify if number include3
clear, e g. how lo measure either or both experiencea
“receiving interdisciplinary available or Wren by
learn experience”? individualr

e Specify paramelers  for
measuring Ihem experiences,
e.g. ddk Mltlflg (such a
clinical education)

e Specify example1 of the klnd 01
expcficnm thet are mat
effective  aa Iralnlng; in
meeting n&8, qccify whal
counts aa a dirtlnct
“experience;”  when it ocmn?;
How long?

e Specify whal lovcl of
“receiving” rhould be counted

MJAOO55 PaRe A2-6
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Goal 4: i .,mulate and Monitor Relevant Systems of Health Profes.. .rl~ Education in Response to Changing Demands of tt d,+ ,lea\th Car
Marketplace

What to Measurement Link to Link to
Measure Timeframe Funding Environment

dsBiitc~h&Wmber-‘of~~~~j  ~~~~‘~‘~6i;ii’.‘~d  fan suijl  )rlral  hen,,h orschdblr/gibgJdrhs+  wuW ‘active partnerships: or cotiperative.  working agreet$ents’ with, j#i~lti.C@d~,~~va~~j  ~oyjjnfui$ty  , basfdanizalfon~ cbmmuni  ’ hkallh ci;iii;r~,  erc: ’ ,( >,7’,:’ _a,
1 ^, ,,, J/ .I ,‘ ,..ll , ,.,: :a

28. Number of schoold  programs providing training through formal partnerships or consortia X X X
arrangements among public entities and/or private health care organizntions

29. Number of trainees in structured educational programs in managed care sites, rural health X X X
organizations, community health centers, etc.

30. Number of schools/ programs that train health professionals to identify and meet community needs X X X X
i~~r~a~~~~f~i~~~~~~~:~~~h~~~~~b~~/~r;ii~~uM~,fhafT~$(r  ~yysremaf~,~ommirtii~~ref~ed  oitl~cimsdirf~irirance*iirbhshh).iWrtfliHing  &jr;kkt needs ,,
31. Number of schools/ programs that develop community-related outcome performance measures I X I X I X

!o~f~&~ai,~~~~~~~~~~~~~~~i~~if~~~~~~;~ihfh~~~~~~~i~nc~~  ,::,i;.r ,.w:.:: ,. ‘. I. .(,, b, ’ ^ .“1“ _I ” “I’.‘, 4h,;(,::’ .’ ,. I

32. Number of trainees participating in community-based continuity of care experiences
I

X
I

X
1

X
I

X

961.4 WSS .Page Al-7 Irwin-WII,  Inc.
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I Oulcomr -I-
INIWATOH  Issuts  ‘l’tm’r MAY lhxf m FURTHER DISWSSION  (CONT.)

Indrcafor

12. Numhcr of srudcnl hours m
m which address

-In
health care

13. Number of schoold programs
that have a mirsion

encouraging diVCrJilY

Strengths

4 Mcasurcs  student partrcipatron
dlff!CllY

4 Many programs have mission
sralcmenls; the indicaror  is
cross-cutting and potentially
could be used in Phase III to
monitor comparative, non-
BHPr funded programs

Weahresscs

4 Scope of measuremcnl  not
clear, how IO measure “address
culturally diverse issues”? what
consriturcs “didactic training”?

4 Unit of measurement (hours)
may be difficult for grantees to
collccl

l Does nut show evidence of
policy implementation

4 Scope of measuremenl not
clear because conlent  of
mission slakmcnl may vary,
e.g. how to measure
“encouraging”?

4 Need to define “diversity”

I

Recommendationr/SlnrlcOlrr

4 Suggest collecting percentage
of required lecture lime

4 Reference liars on use of
mission rtatcmcntr in
performance avalualion lo
identify strategies in bcsl use of
this indicator

+ Specify minority/disadvantaged
groups included In definition of
“diversity”

4 Replace “divanlcy”  with:
“sensitivity Lo cultural divasily
in profwsional  training”
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