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BUREAU OF PRIMARY HEALTH CARE EVALUATION STRATEGY:
DESIGN OF USER AND VISIT SURVEYS

L BACKGROUND, INTRODUCTION

The Bureau of Primary Health Care (BPHC) in the Health Resources and Services
Administration has the responghility for providing hedth services to medicaly underserved
populations and to persons with specid hedth care needs. The Community Hedth Center (CHC)
program, in BPHC, has been providing servicesto low income, underserved populations for more
than 25 years. These populationsinclude the homeless, people with HIV or AIDS, residents of
public housing, at risk women, and non-English speaking populations. Eight grant mechanisms
fund primary care delivery programs serving about 7 million people across the United States. The
grantees include non-profit community based corporations, non-profit coditions, hospitas and
locd hedth departments. Currently, there are over 600 grantees providing hedth and medica
services at more than 2000 delivery sites. Health and social services are provided through direct
on-Ste care, extensve outreach and referral services, and mobile units.

Administration, evauation and planning of the CHC program require collection and
analyss of data concerning the nature and frequency of services offered and provided by CHCs,
the characteristics of the CHC users and providers of services, and the utilization patterns of care
recipients. These data serve three basic needs. First, the CHC grantees need data to evaluate
their servicesin order to set priorities, allocate resources, and improve operations. In addition,
the BPHC’s operational Divisions must be able to assess and monitor the programs to assure
compliance with statutory program requirements and to formulate policy. Finaly, the BPHC
must be able to document achievement of program objectives for outsde interest groups as well
asthe DHHS and the Congress.

Of specific interest is information describing how CHC sarvices are being used, why some
community residents do or do not utilize the local CHC, and how well CHCs meet the needs of
their users. Information is needed on the characteristics of the CHC users and on the content of
their visits to the CHC to better understand the current role that CHCs play within the community
hedth care system. Dataare needed to understand the health care needs of the CHC user
population, to assess how well the CHC program is able to meet those needs, and to guide
planning and policy decisons so that the CHC program might better meet future needs. These
types of data have not been routinely collected by BPHC from CHCs in the past, and are not
routinely available from the Bureau Common Reporting Requirements (BCRR) or any other
source.

To meet these data needs, the BPHC contracted with the Center for Health Policy Studies
(CHPS) to refine and pretest surveys of CHC users and visits. The CHC User and Visit Surveys
are to be designed to provide data comparable to existing nationd data.  This is accomplished by
patterning the CHC User Survey after the National Health Interview Survey (NIBS), and the
CHC Visit Survey after the National Hospital Ambulatory Medical Care Survey (NHAMCS).
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The National Center for Health Statistics has conducted the National Health Interview
Survey (NHIS) since 1957, contracting with the Bureau of the Census for field data collection.
NHIS is a household interview survey, representative of the civilian non-indtitutionadized US
population. Supplements to the NHIS are used from time to time to provide additional detailson
individuals with specific characteristics (e.g., those with certain disabilities), certain types of care
received (eg., the medica device implant supplement), personad hedth habits, knowledge, etc.
The core questions in the NHI'S represent socio-economic and demographic data, customary
source of care, recent care utilization and diagnoses, limitations of activity, chronic and acute
conditions, and perceived health status information.” The NHIS core questions and selected
supplements have been adapted to obtain information regarding the user population of CHCs.

The National Hospital Ambulatory Medical Care Survey (NHAMCS), also conducted by
the National Center for Health Statistics, isasurvey of visitsto hospital outpatient departments
and emergency rooms. Thisisarelatively new survey, but the basic instruments and methods are
based on the Nationd Ambulatory Medicd Care Survey that has been operationa since 1974.
Data are collected in this survey through a patient visit form completed for a sample of patient
visits to the hospital clinics. Information collected includes patient demographic data, reason for
vigit, diagnosis, treatment and disposition decisions. The NHAMCS outpatient department
patient visit form has been adapted for use at CHCs as part of the presently reported study.

Using the NHIS questionnaire for the CHC User Survey and the NHAMCS patient visit
form for the CHC Vigt Survey has a number of advantages.

e Comparable interview data for the US population and for ambulatory vigits to
“competing” hedlth care ddivery facilities will be available for reference comparisons with
those collected at CHCs.

e Quedtions for inclusion in the user interviews have been vdidated and refined over a 35
year period, and over a 20 year period for the visit abstraction form.

¢ Classification and coding systems for both NHIS and NHAMCS data elements are
developed, documented, and have been incorporated into multiple choice items on the
forms, or into coder training materials.

e There is, within NCHS and the user community, a wealth of practicad knowledge
regarding the implementation of these survey instruments and the anaysis of the data

The current project to refine and pretest CHC User and Vist Surveys is described in the
following five sections and the Attachments. Section 2 summarizes the project objectives. The
methods used to develop and pretest the CHC User and Visit Surveys are described in section 3.
The results of the study, including the sample design and data collection procedures developed for
the surveys, are presented in section 4. Conclusions and recommendations are provided in section
5.
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2.

OBJECTIVES

The genera objective of this project was to evauate the feasihility of conducting

Community Health Center User and Visit Surveys based on the NHIS and NHAMCS methods
and instruments, and to develop and test a basic design for these surveys. More specifically, the
objectives were to adapt the NHIS and NHAMCS instruments and procedures for use in surveys
of CHC users and visits, and to pilot test the resulting instruments and proceduresin avariety of
CHCs. Sampling issues were to be explored and tested, including development of sample frames,
sampling designs, and sampling methods for samples of CHC users and CHC visits. The design
for sampling CHCs was the responsibility of the National Center for Hedlth Statistics. It was
intended that the instruments, procedures, sample design and pilot test results would provide the
framework for nationd CHC surveys, and would support the submisson of an OMB approva
request for the full scale surveys at CHCs. Preparation of a complete and defensble OMB
approval request was an integral aspect of the project. All work wasto be performed with the
informed concurrence and advice of an Advisory Croup convened specificaly for the present

study.

The scope of the investigations was to be fairly broad, including CHC and CHC user

response issues, sampling methods, adaptation of the data collection instruments, and details of
the data collection methodologies. Investigations of these issues were to include Ste visits to a
variety of CHCs and discussions with the CHC staff, documentation of sampling frames and
methods for selecting CHCs, sampling frames and methods for selecting CHC users, and sampling
frames and methods for selecting CHC visits. Data collection methods were also to be
investigated by administering interviews to selected users of CHCs, and by completing patient
vigt forms for selected vists.

3. METHODS
The methods used to develop the CHC Vist and User Surveys involved the following
basc steps.

Assemble an advisory panel to provide overal guidance and recommendations.

Assess the feasihility of collecting NHIS and NHAMCS type data concerning CHC users
and visits.

Determine the availability and accessibility of the user and visit data through ste visits to
CHCs.

Modify the survey instruments for use in the CHC setting.
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e Develop data collection methods that would be compatible with the nationa survey
methods and would be suitable and acceptable to the CHC.

e Develop sampling methods that would be efficient, sufficient, and applicable to CHC users
and CHC visits.

e FEvauate and refine the instruments, methods, and survey design through field testing in
CHC:s.

Because the data collection procedures and instruments for the CHC User and Visit
Surveys are to be patterned after the procedures and instruments used in the NHIS and
NHAMCS, the basic designs of those studies served as the starting point to develop the designs
for the User and Visit Surveys. The survey design issues, therefore, focused on the feasibility of
applying the NHIS and NHAMCS instruments in the CHC setting, adapting the instruments for
the CHC Survey application, and developing the survey designs and methods to be compatible
with the nationa surveys designs and methods.

Advisory Panel

An advisory pand was convened early in the project to provide genera guidance and to
review preliminary survey plans. The Advisory Panel members are shown in Attachment 1. A
background document listing issues for consideration by the Technica Advisory Pand (TAP) was
circulated prior to the meeting (Attachment 2). The Panel endorsed the general concept of
adapting the NHIS and NHAMCS instruments for the CHC surveys, and made specific
suggestions regarding data collection procedures, data analysis, and methods for gaining CHC
support. Some of these suggestions were:

e The Pand members recommended that the CHC Executive Directors be the initial
contects for requesting survey participation. They believed that most CHCs will view
participation favorably unless the tasks presented for them to do are formidable.
Objections, if any, will stem from lack of staff or other resources to do additional work
involved. The survey, therefore, must not impose much of a burden on the CHC,
particularly the smaller ones.

e The CHCs must be presented with a detailed explanation of the survey and its intended
purpose, including a description of how the data will and will not be used. It must be
made clear that the results will not be used to evaluate the CHC, or to compare the
performance of one CHC against the other. If it is feasible, it will be desrable to provide
feedback of data for individua CHCs, but such information must be clearly useful to the
CHC and relevant to CHC interna policy decisions.

e The Pand believed that nearly every CHC has a computer list of users that may be suitable
for selecting a user sample. The content and format of the computer files will vary, as will
the level of sophigtication of the computer systems and. computer staffs. Many CHCs will
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dso have computer lists of vidts suitable for sdecting a vist sample. The CHCs’ ability to
select samples of users and visits will vary, but most CHC gtaff probably will need help. A
representative of the data collection contractor should be available for that purpose.

The Panel agreed that the user survey should include current users, but no agreement was
reached on the definition of “current”. Usersfor the past one or two years were the most
often mentioned definitions. It was noted that the longer the reference period, the more
indligible persons there will be in the sample.

The incluson of non-English spesking users in the survey was discussed. These users
condtitute a significant portion of CHC users, and must be included in the survey. Inmost
CHCs, these users will not be identifiable in advance of sample sdection. It is preferable
to use an interviewer who is bi-lingua rather than to have clinic personnd, a family
member or other trandator accompanying the respondent, but it may be necessary in
CHCs with large or diverse ethnic populations to utilize dl of these dternatives. For the
rarer language and the hearing impaired, it will be necessary to make whatever
arangements are possible with the assistance of the CHC.

The pand suggested that the initid contact with the sample CHC user should be by letter
from the CHC Executive Director, followed by atelephone call fromaCHC
representative to set up an appointment. For difficult to contact users, at least 3 telephone
cdls should be attempted, followed by a telegram or a registered letter. Persona visits to
the users homes are likely to be too expensive for routine use, but should be explored as
an dternative in certain Stuations. Those users with no telephone will need different
trestment and may need a persond vist.

Some users will have transportation problems getting to a clinic a the appointed time or at
al. The need for child care is another major problem to overcome. This problem would
be dleviated if in-home interviews were available.

Most Pand members felt there must be an on-site coordinator from the data collection
contractor to do much of the work and to oversee anything that the CHC staff doesin
aranging or conducting survey activities.

The CHC Users must be paid for their participation to cover transportation and other
expenses. The CHC should aso be reimbursed for the expenses it incurred because of
participation.

Space in the CHC for the user interview may be a problem in some CHCs. It would be
helpful if interviews could be scheduled on evenings and weekends, but that will only be
possible if the CHC is open during those times. The use of other possible sites was
discussed, such as a nearby church, hospital, library, or school.
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. Confidentiality issues were discussed. It was agreed that this should not be a problem if
the visit data set does not include identifying information (which it will not), User data
will be collected directly from the user, and all identifying information will be deleted from
the data before leaving the CHC.

« Although there would be advantages in having “same sex” interviewers and interviewess,
it was agreed that femae interviewers would be acceptable to most male and femae
respondents.

Site Visits

The initid proposed design of the CHC User and Visit Surveys was based on the designs
of the NHIS and NHAMCS. Thefinal design resulted from a series of visits to CHCs to develop,
evaluate and revise the survey instruments and procedures. At each site visit, a specific protocol
(Attachment 3) was followed to assure coverage of the mgor design issues. At the find two ste
vigits, a pretest of proposed survey methods and instruments was conducted. Detailed
descriptions of dl ste vigts and their outcomes are provided in Attachment 4.

Developmental Site vigits were conducted at the following Community Hedth Centers:

e Caroline Hedth Services, Inc. Denton, Maryland

o Centrd Virginia Community Hedth Center* New Canton, Virginia

e Community Hedth Centers, Inc. Colorado Springs, Colorado
e Crusaders Centrd Clinic Association Rockford, Illinois

e Hamilton Hedth Center, Inc. Harrisburg, Pennsylvania

e Metropolitan Denver Provider Network Aurora, Colorado

e Sunset Pak Family Hedth Center* Brooklyn, New Y ork

Pretests of proposed methods and instruments were conducted at the following Community
Hedth Centers:

o York Hedth Center* York, Pennsylvania
o Henrietta Johnson Medica Center* Wilmington, Delaware

* |nterviews were conducted with selected users at these four CHCs.

A variety of types of CHCs were chosen to assure that the specific conditions of different
CHCs would be taken into consideration during the planning of the project. These stes include
urban and rurd Stes, sites of various Sizes, and Stes from severd regions of the country. The
mgority of CHCs visted were in the Middle Atlantic region. However, two sites in Colorado and
one each in lllinois and New York were vigted. Three of the Stes serve large urban populations,
four dtes serve medium-sized urban populations, and two Stes are located in rurd areas. The
CHCs ranged from having a single service site to having more than three service sites,
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Discussons were generdly held with the Executive Director, Medica Director, and the
persons responsible for the CHC's information (computer) systems and medica records
administration. In addition to gathering information on the applicability of the planned survey
design and instruments, recommendations were solicited from the CHC regarding all aspects of
the planned surveys. The site visits focused on:

e Methods for obtaining the CHCs’ cooperation

e Methods for sampling CHC users and visits, including the availability of user and vist
sample frames

Availability of the vigt data in both the information and the medica records systems
Methods for enlisment of users

Evduation of the user and visit questionnaires

Methods for remunerating users and CHCs for survey participation

Avallability of space within the CHC, or nearby, for conducting the interviews
Confidentiaity issues and concerns

Willingness of the CHC to perform various survey related activities

Each potentid Ste selected for a visit was first contacted either by telephone or by mall.
CHPS gained the agreement of either the executive director or the operations manager to conduct
ste visits. CHPS arranged to interview the CHC directors, directors of information systems, and
directors of medica records or their representatives at each of the gtes vigted. In the smaler
CHCs, separate staff for information systems and medical records were not available, and all
questions were directed to the Executive Director. The visitstook an average of about two hours
at CHCs where no user interviews were conducted. At CHCs where the User data collection
form was administered to a sample of users, the Site visits took a full work day.

The questions asked of the CHC's adminigtrative taff followed a protocol that was
prepared in advance (see Attachment 3). Questions were grouped by topic. The topics discussed
with the Executive Directors centered around the decision to participate, the general organization
of the CHC, the availability and content of user and patient visit files for sampling purposes,
confidentiality issues, the CHCs capahility and willingness to assst in the project, and other
congderations of concern to the CHC. Questions about the CHC decision process in determining
whether to participate in surveys included discussions about who should be sent the initid request
to paticipate, factors involved in the decison process, and who would make such a decision, The
generd organization of the CHC was discussed, including information on the number of service
Stes, types of services offered, the number of users and visits, the number of providers, medical
records systems, and other characteristics of the CHCs. Confidentidity issues were discussed to
gauge the sensttivity of the CHC regarding access to medica records, user files, visit logs, and
ways to resolve any problems in this area.

There was dso a series of questions about the CHC's capability and willingness to
cooperate in a survey in which they might be asked to perform many of the survey tasks. The
questions were designed to determine whether the CHC had the expertise, resources, and
willingness to perform the following:
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o Sdect a random sample of users,

o Sdect a random sample of vigits,

o Send a letter inviting participation to users,

o Arrange gppointments for user interviews,

o ldentify users requiring special assistance (proxies, trandators, transportation, €fc.),
o Provide interview space,

o Abstract medical records or assist abstractors.

Findly, the CHC’s expectations were assessed regarding compensation for performing these and
other tasksin the project.

In most CHCs, staff responsible for operation of their information and medical records
sysems were interviewed. The questions asked of the information systems staff dedt with the
specific information system maintained, the availability of user and vist ligts suitable for sample
selection, their ability to sample users and visits from the total CHC population, and the type of
information that is collected and stored on computer files. Questions addressed to the medica
records staff centered on the condition of medica records (i.e, format, legibility, completeness,
computerization, etc.), their location and accessibility, and the type of information found in the
medica records, (eq., current problem ligt, identity of al providers seen during a visit, and reason
for the visit).

Development of User Questionnaire

The core household interview questionnaire used in the 1993 NHIS and NHIS
supplemental questionnaires were evaluated for their applicability to CHCs. Inaddition to review
by CHPS staff, the forms were reviewed by members of the Advisory Panel, NCHS, and HRSA
daff. Major attention was given to the utility of the dataitems, the format of the questionnaires,
and the need for additiond CHC specific questions. Suggested revisions and additions were
reviewed jointly by al parties.

The NHIS questionnaire is lengthy and complex, and required consderable modification
for usein CHCs. It was necessary, for example, to modify the questionnaire format since the
NHIS is applied to a “household’, which may include multiple persons, rather that to an
individua. The survey of CHC users will be applied to specific individua users. Some questions
were inappropriate or unnecessary for the CHC survey and were deleted. Because there are
numerous HIS Supplements, it was necessary to evaluate and select among them. Although the
core questions in the NHIS are comprehensive for national survey data, for BPHC purposes, it
was desirable to add questions that relate specifically to CHC users. For example, questions were
needed concerning perceived access barriers to medica care (geographic, financia, socio-culturd,
language, etc.), satisfaction with CHC services, and determinants of care seeking behavior. It was
ds0 desrable to develop questions that address the hedth-care-seeking behavior of some users
who intermittently use other sources of care in addition to the CHC.
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An early draft of the user data collection instrument was administered to severd users
during the Central VirginiaHealth Center site visit. Revisions were made based on the results of
that test, and additional testing was completed at the Sunset Park Family Health Center. The
purpose of these tests was to gauge the length, comprehensibility, and facility with which the
questionnaire could be administered. A variety of users were purposively selected for the tests to
include infants, young children, middie aged and elderly men and women. Users for these tests
were enlisted by CHC staff, and were not randomly selected. The questionnaires were
administered by CHPS oaff trained for that purpose. An observer was present at most of the
interviews to assst in identifying problems. All problems with the questionnaire were recorded,
such as a user's misunderstanding of questions, ambiguity of responses, inconsstencies in
question content or structure, and incorrect skip patterns. Questionnaire modifications were
made to resolve such problems after each dte vist. Users who participaied in the questionnaire
test were debriefed to solicit comments regarding the user's impressions of the instrument.
Interviewers noted problem described by users, and made recommendations that were
incorporated into instrument revisions.

Paper copies of the User Questionnaire were used in dl test interviews. Because this form
is lengthy, requires numerous skips among the questions, and has many interrelated questions, it
appeared to be an ideal candidate for application of computer assisted personal interview (CAPI)
technology. This posshility was explored with officiads a the NCHS who have developed a
CAP1 verson of the NHIS. Their tests indicated that the CAPL version of HIS resulted in a 5-10
percent increase in time necessary for the interview, but that the resulting data were more
accurate, consistent and cleaner. Time and effort to process resulting data were also considerably
reduced. The NHIS is still being done with paper forms. The NCHS officials, however,
recommended that the CHC survey be done using CAPL if funds and time were adequate.

Development of Patient visit Abstract (PVA)

The NHAMCS is a relaively new survey by NCHS, but the patient visit form used
represents an adaptation of the NAMCS form, which has been used for over 20 years. In contrast
to the cumbersome and complex NHIS questionnaire, the NHAMCS patient visit formisa
relatively smple, single page instrument. A copy of the 1993 NHAMCS abstract appearsin
Attachment 5.e, and as the final page in Attachment 2. It was reviewed by the Advisory Pand,
HRSA personnel, and CHPS taff for applicability to the CHC setting, and only a few
modifications were considered. For example, the categories used to describe the expected source
of payment and the disposition do not include some categories commonly used in the CHC. Most
items, however, are directly applicable to the CHC visits and required no change. The NHAMCS
form, therefore, was adopted without change as the Patient Visit Abstract (PVA) for pretesting
the CHC Vist Survey. All testsof the PVA were conducted using the NHAMCS form
unchanged, but several recommendations for modification of the checkoff lists within questions
have been developed.
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At dl CHC gte visits, medica records were reviewed to evauate the accessibility and
avallability of the data items required for the PVA. At 4 of the site vists, CHPS personnel
completed several PVAs by abstracting data from medical records. CHC dtaff assisted in this
process. The avalability of the required data items, compatibility of item definitions with records
data, and ease of data retrieval were evaluated. Discussions were held with CHC dtaff concerning
definitions of data items, location of information in the medica records, possible other sources of
data not accessible from the medica record, and problems encountered during abstracting.

Pretest of design and instruments

Based on the findings during the first 7 gte vists, including field tests of the survey
instruments, preliminary data collection methods and instruments were developed for the CHC
User and Visit Surveys. These were pretested at the final two site visits, during which an
abbreviated verson of the proposed survey design was tested. The pretest included replication of
methods for contacting and recruiting CHCs, attempting to induce the CHCs to perform survey
tasks on a cost reimbursement bases, having the CHC produce the sampling frames and draw the
sanple, and collection of sample data.

Introductory letters were sent to 3 CHCs from HRSA explaining the CHC’s proposed role
in the survey, and asking for their cooperation. One week after the letters were mailed, two of the
CHCs were telephoned by CHPS to confirm their cooperation and arrange for an induction
interview. (It was not necessary to contact the third CHC since the first two contacted agreed to
cooperate.) At the induction interview, CHC staff were provided with background information
on the surveys, and ingructions and materids for completing al survey tasks. Verbad and written
instructions were provided for selecting the user and vist samples, for contacting the users to be
interviewed, and for completing the PVAs. After the induction visit, the CHC dtaff prepared lists
of users and visits, and then sdlected the user and vist samples.

To test the User Survey protocol, a draft |etter to CHC users was provided to the CHC by
CHPS a the induction interview. The CHC findlized the letter, typed and addressed it, and sent it
to six users over the signature of the CHC Executive Director. The CHC daff then contacted the
users by telephone to obtain their cooperation, and to arrange for an interview appointment. The
user interviews were conducted by CHPS daff a the appointed times. The users were selected
for the interviews by the CHC staff. Because of the $25 payment offered to users, all users
approached about participation agreed at the two developmental CHCs and at the first pretest
CHC. At the find dte vist, an effort was made to enlist the cooperation of a randomly selected
set of 6 users, Only 2 of the 6 agreed to participate in the study. An additional 5 randomly
sdlected users were cdled by the CHC, and they aso would not cooperate. Three volunteer users
were then recruited for the test interviews.

Following the Vist Survey protocol, the CHC dtaff prepared a systematic random sample
of 120 vigts, then completed the PVAs for five of the sampled vists. Medica records were
retrieved for the five patients, and the appropriate vist identified based on the visit date and the
provider seen.
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A debriefing was held with the CHC saff to review and evauae the entire process.
Estimates of the hours spent and the costs involved to complete al survey activities were
provided by the CHC. Materials used in the pretest, except the User Questionnaire, are provided
in Attachment 5.

4. RESULTS

41 CHC Cooperation_and Participation

All of the CHCs visited stated that they would be willing to participatein a
nationd survey. The common sentiment was that the CHCs would participate in this project
because they believed the data are needed and would be useful to them as well as the BPHC.
Some Executive Directors stated that they would like the sample in ther facility to be large
enough to provide them with estimates for their CHC. While most Sites were positive about
cooperding, some Stes emphasized the added burden it would place on their dready
overburdened staff and resources. The consensus among the CHCs was that the executive
directors or presidents of the CHCs are the appropriate people to contact with the initial letter
describing the survey. The major factor that would be considered in the decision to participate
would be the amount of staff time needed to assst in the survey. In addition, the CHCs want to
know in detal the purpose and uses of the survey data. Administrators of several CHCs stated
that adequate assurances of confidentiality precautions would aso be a factor in the decision to
participate.

Overal, the CHCs are willing to cooperate in the conduct of the survey to the extent
necessary, keeping in mind their limited resources. All Stes would be willing to provide staff to
prepare and mail the initid letters to users, schedule gppointments, and determine specid
language, transportation, child care, and other needs to facilitate interviews with users. None of
the CHCs expected that these would be major problems, but it was clear that steps to prevent
these issues from becoming problems must be taken in each CHC prior to data collection. CHC
daff did not expect that contacting users would pose any difficulty. Eight of the nine sites
preferred that the CHC dtaff abstract their own medica records. Confidentidity concerns were
the main reasons for this preference, though most of the sites indicated that they could
accommodate an outsde interviewer, if necessary. One center stated that it does not have the
staff to do the abstracting, and would prefer that the contractor perform thistask. All CHCs
stated that if the contractor does perform abstracting, medical records staff would be available to
assst in locating, re-filing, and interpreting handwriting and abbreviations in the medica records.

Adeguate space at the CHC sites for conduct of the user interviews would be a problem at
four of the nine stes. These gtes are too smal to accommodate private rooms for interviews.
However, in dl cases, the administrators indicated that finding adeguate space nearby would not
be a problem. The CHC or the contractor could easly arrange space nearby and in most instances
with little or minimal cost. Space and supervision for child care would be a problem in nealy Al
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of the CHCs. Only one of the stes visited had a dtaffed child care facility. In dl others, specid
arrangements will be needed for those interviewees who bring smal children or infants to the
interviews.

42  Users Survey
Sampling

All nine CHC:s visited stated that they have adequate computer files and sufficient
capability to select the user samples. All CHCs were able to provide an unduplicated, complete
list of users for a defined time frame, and the staff expressed a willingness to sdlect the sample
based on ingtructions provided. The content and form of the computer files varied considerably
among the CHCs. Some CHC have very sophisticated computer systems containing
comprehensve user data These CHCs generally also have the technical expertise to select
samples from their systems. Other CHCs have less elaborate systems. Some, for example,
maintain a list of the current year's users in a LOTUS file. These sites could not select the
samples directly from the computer, but had files that could produce sample frames for manual
selection. Both pretest sites were of thistype. In both locations, the CHC staff was successful in
following the sampling specifications provided, and manually selecting a systematic random
sample of users from a computer printed list of al users.

At the two pretest gSites, training of the CHC staff for sample selection involved relatively
brief verba ingtructions and detailed written ingtructions. The time spent explaining the sampling
ingtructions was constrained by the available CHC staff time. Verbd indructions were provided
for about 20 minutes at the first pretest site. This proved to be barely adeguate. At the second
pretest site, time allowed for only about 5 minutes of instruction with the person ultimately
assigned to do the sampling. This was not time to provide sufficient instruction. A brief review
of procedures by telephone was sufficient for staff of the first site. A thorough review of the
sampling procedures by telephone was necessary at the second site. Delays of several weeks
before sample sdlection at the second site further exacerbated the training problems. At the
second site, detailed instructions were provided by telephone during the sampling process. The
written indructions were referenced by the staff of the first Site, but not by the staff a the second
dgte. Sampling was verified during a follow-up vist, and concluded to have been done
successfully at both gtes.

Following the sampling indtructions, the staff at each pretest Site developed a list of users
for a previous 12 month period. One Site used cadendar year 1993, while the other used the 12
months prior to the survey date. (Reference time frame problems are discussed below.) The lists
were sorted by age within sex and printed. Both pretest CHCs successfully determined a random
dart number and a sampling interva that resulted in a systematic random sample of 40 users.
Review of the finad samples by CHPS indicated that the sampling was done correctly. The printed
list of sampled users included the user name, address, date of first visit, and other information
sufficient to identify and contact the user.
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Determining which users to include in the sample frame involved severa consderations.

1. At CHCs with multiple service locations, users at all locations receiving 330 funds were to
be included. CHCs had no difficulty identifying such locations. In al but one of the
CHCs visited, a centrd file of users was maintained that included users a al service
locations. At one CHC, separate lists were maintained at each service location. These
lists were mutualy exclusive, and could be sampled independently.

2. Savices received by the user was another factor considered for determining inclusion in
the sample frame. In the pretest, only usersreceiving “medica” services, as defined for
the BCRR, were digible for the study and included in the user sample frame. All CHCs
visited were able to identify the type of services received, and could delete from the
sampling frame those users who did not recelve at least one medica sarvice. HRSA has
congdered including users who receive other services, and “targeting” users of selected
sarvices for over sampling. The CHCs visted dl had the capability to identify users by
most services, and could accommodate any decision to include or exclude users on that
basis.

3. The time frame for the use of services is another consideration for determining inclusion in
the sample frame. The pretest included only “current” users, defined-as users receiving
sarvices during the 12 months prior to the data collection. The “prior year” definition was
sdlected because the reference periods for some questions on the user questionnaire refer
to care received in the past year. This definition was problematic in one of the nine CHCs
visited. At the York Health Center (YHC), the user list ismaintained in aLOTUSfile. A
new user file is condructed each caendar year by entering the name and data for users a
their first visit during the year. At any point in time, the file includes only those users who
have used the YHC since the prior January 1. An annud file of users is available,
therefore, only for a complete cadendar year. People who may consder the CHC therr
primary source of care, but who make no visits to the YHC during a particular year, will
not be included in the file of users for that year. Construction of a multi-year user file
would be extremey difficult since it would require merging of the annua files and
giminating numerous duplicates. Congtructing an annua file on other than a calendar year
basis would be equdly as difficult.

Most other CHCs had a*“running” list of usersthat included everybody who had ever
vigted the CHC, or at least had visited during the last severa years, dong with the dates
of al visits. These files could be used for ether a caendar or “prior” year user's list.

Since the NHAMCS and NHIS are conducted on a calendar year basis, it could be argued
that the User and Visit Surveys should also be conducted on a caendar year basis for
comparability. Using the prior calendar year as the reference period should not present
the CHCs with any problems of sampling or of data collection. It does present a problem
of compatibility with the user questions reference period, and a problem in caculating
rates. With a user file congtructed like the YHC file, the total user base from which the
visits derive is greater than the user sample frame. This is because the user frame does not
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include those users who could have used the CHC, but did not during the year.
Determining an gppropriate user base for rate caculation may be difficult. With a
“running” user list, the opposite problem exists. That is, the list may contain people who
are no longer “users’ and have no intention of returning to the CHC. In either event,
however, decisons are necessary to define an gppropriate user base for use in caculating
user population based rates.

In most CHCs, certain users are considered to be particularly sensitive to release of any
information on their use of the CHC. For example, most CHCs will not reveal the identity of
users seeking services for AIDSHIV, STDs, or teen family planning. Most CHCs can identify
these users and can include or exclude them from the user sample frame. At the pretest sites,
these users remained in the frame. After the sample was sdected, the names were screened to
identify any who should not be contacted. At one site, two HIV patients appeared in the sample
of 40 users. None appeared in the sample at the second site. Dealing with these types of patients
will be problematic. Some CHCs will not contact these patients under any circumstances. Others
suggested that they would try to devise methods to ask for their cooperation without
compromising the confidentiality agreements. Individudly talored arrangements to ded with this
issue will be necessary at each CHC.

Materials and Data Collection

The user questionnaire pretested in the CHCs consisted of selected NHIS core questions,
selected NHIS supplements, and questions designed specifically for CHC users. Problems with
early drafts were largely eiminated during Ste vigt tests, and administration of the questions to
users in the pretest went smoothly. Specific problems and changes suggested by the test
interviews are contained in the individua Ste visit reports (Attachment 4). The “average” user
interview required about 75 minutes. This varied by about 10 minutes depending on the number
of health problems reported. Non-English speaking users present additional problems that must
be addressed prior to data collection. Test interviews with 2 such users resulted in incomplete
interviews because of excessve time requirements. The quaity of the data for these users is dso

Suspect.

User data were collected during thirteen interviews with CHC users at four sSites. In the
two developmental Stes, the users were selected and enlisted informaly by the CHC gaff from
among recent users. CHC staff reported no difficulties finding users willing to cooperate. Users
from the two pretest sites were recruited more formally using letters from the CHC followed by
telephone calls, as described above. At the first pretest Site, 6 users were purposively selected in
order to get avariety of ages of both sexes. ldentifying willing participants was not difficult, and
4 interviews were scheduled. At the second pretest site, 11 randomly selected users were
contacted, 6 by letter and telephone, and 5 by telephone only. Just 2 of those contacted were
willing to participate in the study. All enlissment efforts were made by the CHC dtaff person
assigned to this study. She could offer no explanation of the high refusal rate, stating that the
only reasons offered by the users were: “too busy”, and “not interested”.
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Definitions of terms and ingtructions for administering the questionnaire were not prepared
because the questions are largely self-explanatory, and definitions are provided with the questions
when necessary. Only generd indructions may be needed, which can be abstracted from the
NHIS materials. Due to the length of the user questionnaire, a copy is not included with this
report. The questionnaire has been submitted separately on diskette.

L etters to the users requesting their cooperation were tested in only two CHCs. The firgt
version tested was found to be too complex. A simplified verson (shown in Attachment 5) was
used in a second test. The recipients of the letter did not participate in the study, and no specific
feedback on the effects of the letter was obtained by the CHC daff. The CHC persons who
talked with the users expressed confidence that the letter did not dissuade the users from
participation, but recommended that the letter befurther smplified. Scripts for telephone
enlistment of users were tested in two CHCs. CHC staff reported that they used the scripts as
guidelines, but did not use the materid verbatim. They said that the information was useful, but
that they were uncomfortable reading it directly.

Paper copies of the user questionnaire were used in al test interviews. Revisionsto the
instrument were made between interviews at each site. Two interviewers were involved. One
was experienced in persond interviewing, but had not previoudy used the user questionnaire, and
the other was quite familiar with the questionnaire because of her involvement with its
development. Neither interviewer had significant difficulties administering the questionnaire.

Users paticipating in the interviews were generaly able and willing to provide al of the
information requested. The only questions posing any difficulty were those requiring recal of
past events. No user expressed concerns about the sengitivity of any information. All
respondents were asked a few “debriefing” questions a the conclusion of the interview. None of
the respondents appeared to fed uncomfortable with any of the questions asked,, When asked,
none indicated that any questions were inappropriate, and none indicated that they thought the
interview was too long. Inthefinal round of testing, no respondent had trouble understanding
any of the questions, or believed any question dedt with sendtive or embarrassing issues.

As noted above, users who have difficulty spesking English presented specid difficulties in
data collection. Two Hispanic users were interviewed in one CHC using trandators provided by
the CHC. Both of the interviews were terminated after about 90 minutes, though the interviews
were not near completion. In addition to the excessive time required for such users, considerable
uncertainty results when both questions and answers require translation. Many CHCs, however,
sarve large numbers of non-English spesking people, particularly Hispanics. CHC staff a severa
dSte vigts strongly suggested that a Spanish version of the user questionnaire be provided. They
note, however, that there are several Spanish dialects to consider. They also agreed that a
bilingual interviewer or a trandator would be needed, even with a trandated questionnaire.
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Response

During site vigt discussions, it was the genera opinion of nearly al CHC personnel that
dtaining a reasonably high response rate anong CHC users would not be difficult. This opinion
was based on ther knowledge of their users, and their belief that users would be responsive to
requests from the CHC. Remuneration of the participants would provide further incentive to
cooperate. Most of the CHC administrators thought that $25 would be adequate compensation
for interviewees. Several administrators stressed that amounts lower than this would not be
adequate for many users who may have to take time off from work, or pay transportation costs.
Only one of the CHCs visited indicated that user motivation to participate might pose a problem.
In the three Stes where the CHC was not required to enlist specific users, they had no problem
identifying people who would willingly participate. In one of the two CHCs, where randomly
chosen users were to be enlisted in the study, very few were willing to cooperate. The CHC staff
as well as the CHPS staff were surprised by this outcome. These results, however, may reflect
more of an enligment problem than a user response problem. This is discussed more in the
recommendations section below.

43 Vit Survey
Sampling

Mogt of the discussion in section 3.2 above relating to user sampling also applies to visit
sampling. All of the CHCs visited stated that they have adequate computer files and sufficient
capability to sdect a vist sample. All CHCs were able to provide an unduplicated, complete list
of vigts for a defined time frame, and the CHC staff expressed a willingness to sdlect the sample
based on ingructions provided. However, several of the CHCs insisted that they would need at
least 30-60 days to do the sampling, sSince MIS saff availability varied unpredictably. As with the
user files, the content and form of the computer visit files varied considerably. Some CHC have
very sophigticated computer systems containing comprehensive vist data Some, for example,
have large databases that include visit data as part of their user files. These systems have patient
registration information, demographic data, and information about each visit for each user. Visit
information may include diagnosis, procedure codes and other clinicd data for each visit. These
CHCs generdly dso have the technica expertise to select samples from their systems. Other
CHCs have less eaborate systems and may, for example, maintain a list of the current year's visits
in a LOTUS file. Some sites could not select the samples directly from the computer, but had
files that could produce sample frames for manua selection. The two pretest sites were of this
|latter type, and sdlected the visit samples from printed lists of visits. In both locations, the CHC
staff was successful in following the sampling specifications provided, and manualy sdlecting a
systematic random sample of users from a computer printed list of al users. Training the CHC
daff in the pretest to select the visit sample was part of the overal sample training discussed in
section 3.2 above.
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At the pretest sites, the CHC staff produced a list of al vigts for the prior 12 months. The
firg gte produced the ligt in chronologica order. The second site produced the list in aphabetical
order on patient’s last name because of a misunderstanding of the ingtructions. Both sites
determined the proper sampling interval to achieve a sample of about 120 vists. Using arandom
start, they were successful in sdlecting a random systematic sample of visits. The sampling
materias were reviewed by CHPS, and it was judged that the sampling had been done correctly.
The list of sample vigts included patient name, medica record number, date of the selected vist,
and provider at the visit.

In determining the scope of vidts digible to” be included in the sample frame, consderation
was given to the same factors as discussed above for the CHC user sample frame. A mgor
objective is to have compatible definitions for digible vidts and users.

1. Vigitsto al service sites supported with any section 330 funds were included in the frame.
In most CHCs with multiple locations, a central list of visits was maintained which
included al visitsto all locations. In CHCs without a central list, sampling of each service
ste's ligt independently would be required.

2. All vigts for medica care services were digible for the survey and were included in the
frame. Visitsfor dental and other non-medical services were excluded from the frame,
dthough visits that included medical care services together with non-medica or dentd
sarvices during the same day were considered to represent eigible visits for which all
sarvices would be abstracted. In al CHCs, the type of service was available for each visit
so that an appropriate frame could be constructed for varied definitions for digible vists.

3. The time period for visits included in the frame should be the same time period used for
the user sample frame. Nearly dl CHCs had the capability of usng a caendar year or the
prior 12 months when congructing the visit frame.

4. The scope of patients included in the visit frame should aso be the same as those included
in the user frame. Most CHCs have the ability to identify selected types of usersin their
visit data, so they could beincluded or excluded as desired. For example, the CHC.could
identify vigits by HIV patients and school hedth program recipients.

The incluson of vidts by “sengtive’ patients is not as much of an issue for the visit data as
it is for the user data, because the vigt data are collected without identifiers, and it would not be
necessary to contact the patient (which might be threatening to certain patients). Some CHCs,
however, may not permit anyone who is not on the CHC staff to view the medical records for
these users unless the patient agrees to such a review. In these facilities, completing the PVA
must be done by CHC taff for al such patients.
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Materials and data collection

The PVA used in the CHC Visit Survey pretest was the 1993 NHAMCS Patient Record
Form without modification (Attachment 5). In the initid 7 Ste vigits, sources of data to complete
the vigt form were investigated with particular attention paid to the medica records. In each of
the two pretest site visits, CHC personnel completed 5 PVAs. Inal CHCs, nearly al of the data
items were found in the medica records. The exceptions were the patient’s race, ethnicity and
expected source of payment. Race and ethnicity are not available in some CHCs, or are not
routindly available in the medical record. The vaue of the information when it is available is dso
an issue, Since many users are of mixed racia and ethnic heritage, and definitions of race and
ethnic categories are imprecise. Current expected source of payment is aways available in CHC
business office records, but frequently not in the medica record. This information must
sometimes be obtained from the CHC’s user file or from billing records. Source of payment aso
varies over time as users income fluctuates and they become digible and indligible for the various
assistance programs. Since the vigt form is completed for a particular visit, the payment source
for that vist is needed. Obtaining that information with certainty is often problematic.

The only other PVA item causing problems was the question asking whether the patient
had been seen before in the CHC for the same condition. Written PV A instructions were not
referenced by the CHC staff during data collection, and verbal explanation of what congtituted
“the same condition” was not adequate. All other items on the PV A were completed without
significant problem by the CHC staff in the pretest. However, it was suggested that several items
on the PVA be adapted to facilitate use in CHCs. Specificaly, the following changes were
suggested:

Item 9. (Was patient referred for this vist by another physician?) could be deleted since it
is designed primarily for specidty care and does not normaly apply to CHCs.

Item 13a. (Selected services) should include “psychosocia assessment”

Item 14. (Counseling/education) should include “nutrition/diet education”, “drug/al cohol
education”, “contraception education”, and “Parenting skills'.

Item 16. (Disposition this visit) should include categories for “ Referral to WIC”,
“Referra to dental clinic”, and “ Referral to social services’. The category, “Return to
referring physician” could be deleted.

Item 17. (Providers seen thisvisit) should also list “health educator”, “social worker”, and
“nutritionist”.

During further review of the PVA and comparing it with the 1995-96 NAMCS Patient Record,
severd other opportunities for improvements were noted. First, since many of the CHC vigts are
related to injuries, it may be useful to collect injury information through an item similar to the
NAMCS Item 10 (Isthisvisit injury related?). Collecting information on the external cause of
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injury and place of occurrence would aso be useful. In addition, the item concerning diagnostic
and thergpeutic services could be expanded to include whether certain preventive services were
performed or ordered, such as breast examinations, PAP tests, blood |ead measures, TB test,
visud acuity, and cholesterol level.

In some CHCs, sources other than the medical record are available for some of the visit
data items. For example, in most CHCs, an encounter form is routinely completed for each
patient visit in order to support the billing function. That form contained nearly dl of the
information needed for the PVA a one of the pretest Stes. To complete thevisit form at that
site, the CHC staff abstracted data from both the encounter form and the medical record for each
visit. This increased the time required to complete the vigt form, but the CHC indicated that both
sources of information were needed to assure complete information about the vist. Also, in some
CHCs, the computer information system includes patient demographic data and clinical datafor
every patient visit. This information can be printed for each sample patient vist and entered
directly on the PVA. Inno CHC wasiit feasible to complete the entire PVA from computer
generated data. It will always be necessary, therefore, to abstract some of the information from
the medica records. For example, the data item relaing to whether the patient had been seen
before for the same condition always requires reference to the medical record. Making this
determination from computer records will likely depend on the diagnosis, which is often an
unreligble indicator of follow-up information.

In CHCs where the PVA is completed from two or more sources, decision rules for
handling conflicting information will be needed. The scope and extent of problems caused by this
issue were not determined in this project. (In the one CHC where testing was possible, the CHC
failed to provide the computer generated datato compare with the medical records’ information).
Discussions with CHC gtaff, however, indicated that problems of conflicting data should be
minima. Multiple sources of information should be viewed as complementary, and when directly
contradictory information is found, the medica record data takes precedence.

Detaled written ingructions and definitions for completing the PVA were provided to the
CHC daff participating in the pretest (Attachment 5). Staff at both sites stated that they did not
refer to the ingtructions because they felt tha they knew how to complete the form from th.e
verbal instructions provided at the CHC induction interview. In addition, they thought that the
vigt form items were self-explanatory. In discussons about the items during the debriefing vigits,
however, it was apparent that not all items were clearly understood. It was also apparent that the
instructions were not used because the abstractor perceived that studying the instructions would
have required too much time, probably because the detailed ingtructions are lengthy.

Medical Records

The source of most information for the PVA is the medica record. Records were
reviewed in al of the CHC dgte vigts, and visit forms were completed from medica records data
a 6 gtes. All if the CHCs used a variation of the SOAP format, and all reported that their
records contain problem lists. However, problem lists were not always well maintained. Further,
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the medical records gppeared to be easlly readable or transcribed and typed in less than haf of the
CHCs visited. While records seemed complete at all the sites, abstractors may require some
assistance in deciphering medica records, even when the abstractor is familiar with the records.
In one pretest site, the CHC person abstracting data from records spent considerable time going
to a physcian for help in interpreting his handwriting. For thisreason, it is perhaps preferable to
have the CHC medical records staff do the abstracting for the PVAs. Training sessions must be
provided, however, to assure that the proper information is abstracted. Because of concerns
about confidentiality, most CHCs preferred to perform the abstrating in-house.

In CHCs with multiple service locations, medical records are generally kept separately at
each location. Users who go to more than one location for their care usudly have their medica
record maintained at one location, designated as their principal location. Information about visits
to other locationsis sent to the medical record at the principal location, or the medical record is
sent to the other location for the scheduled visit, then returned to the principal location. The
sample of patient visits will include vigts to dl digible service locations. To obtain patient visit
data, therefore, it will be necessary in some CHCs to have the complete records transmitted to
one location, or to vigt al locations for purposes of abstracting visit data. The specific
arrangements in each CHC will depend on who is abdiracting the data and the preferences of the
CHC management staff.

The printed list of sample visits used in the pretests included the patient name, date of the
visit, and providers seen during the visit. This was sufficient information to identify the
appropriate patient medical record and the specific visit within the record.

5. CONCLUSIONS AND RECOMMENDATIONS

Data collection instruments and procedures were developed and tested for Community
Health Center Surveys of Users and Visits. Through a series of CHC site visits and field tests, the
instruments and procedures of the NHIS and NHAMCS were adapted to meet the needs of the
CHC environment, and to provide data comparable to the data from these national studies. CHC
administrators and staffs were quite cooperative, and demonstrated a willingness and capability to
perform many of the survey activities. Information systemsin the CHCs are adequate for
establishing sample frames of both users and visits. Sample selection may be accomplished by the
CHC staff with instruction and assistance. Peatient Visit Abstracts (PVA) may be completed by
CHC daff or a contractor’'s staff using information from the medica records and other records in
the CHC. Enlisment of users for the interview is feasible with adequate incentives and flexible
scheduling of gppointments.

Congdering the findings of this study, the following are recommendations for a nationd
CHC User and Vigt Survey.
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5.1 Enlisstment of CHCs

A very high cooperation rate should be attainable from CHCs in a survey of their users
and vigts if their needs are given congderation. Most CHCs are quite busy and have limited staff.
They understand the need for and uses of the proposed survey data, and will cooperate if the
burden on ther aff can be minimized. A letter from a HRSA officid should be sent to the CHC
Executive Director requesting the CHC' s cooperation. The letter should specify the needs and
uses for the data, the specific tasks that may be asked of the CHC staff, and an assurance that all
data will be held in confidence. The letter should also assure the CHC administrator that every
effort will be made to minimize the resources required of the CHC to participate, and that they
will be reimbursed for thelr costs. Arrangements for an appointment should be made by the
contractor by telephone within a week of mailing the Ietter.

While CHC saff are quite busy mogt of the time, there are certain times of the year when
they are unusualy busy. For example, during the month or so before a grant gpplication is due,
the CHC administrative staff will be unavalable for any outside projects. Some flexihility is
needed in scheduling a CHC' s participation in order to avoid such times. In addition, adequate
time must be permitted to perform any tasks expected of the CHC. In order to expedite the
survey, it may be necessary in some CHCs to have contractor staff do many of the survey tasks.

For maximum efficiency, the letter and telephone cal to each CHC should convey a clear
understanding of the tasks the CHC staff may be responsible for performing so that al appropriate
people will be-available at the induction visit. Agreement must be clear as to which survey tasks
the CHC will perform, and which staff member will be responsible for each. If severa CHC staff
members are to be involved, one overall coordinator should be designated so that the contractor
representative can ded with a single point of contact. Time must be made available a the
induction visit for a thorough discusson of al tasks with the appropriate persons. A tentative
time schedule for completion of the tasks should be set, and arrangements made for refresher
training if tasks cannot be completed in a reasonable time.

52 | nstruments

The ingtruments recommended for the nationd CHC User and Vigt Surveys are shown in
Attachments 5 and 6. In addition, the User Interview Questionnaire, transmitted separately, is
recommended for the nationa survey. The Ietters and telephone scripts were effective in the field
tests, and may be “personalized” by the individual CHCs during actual survey operations. Though
severd modifications to the PVA were briefly congdered during the study, none were tested due
to time congraints, The unmodified NHAMCS Patient Record, therefore, is included in
Attachment 5. Attachment 6 includes a PVA that is a dightly modified verson of the NHAMCS
form, reflecting the findings of the pretest. It is recommended that the modified PVA be used for
collecting the CHC visit data. The instructions used in the pretest of this form were somewhat
lengthy for practical use by CHC daff, but should serve to document the detailed definitions and
indructions for the PVA. An abbreviated version of the PVA data item indructions is provided in
Attachment 6, which may be used during data collection.
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The paper verson of the User Questionnaire worked reasonably well in the find tests. It
has many sections, however, only some of which are applicable during each interview. Thus, it
has numerous complicated skip patterns. It is recommended that a CAPL version of the
questionnaire be developed. It is also recommended that each question be prepared in Spanish as
well as English because of the numerous Hispanics served by CHCs. A Spanish version could be
a developed as a separate CAPL program, or each question in the CAPL could be entered in both
languages. The later approach may be most efficient since only one set of answers would be
needed. Also, many questions in the User Questionnaire require yes/ino answers that need,
essentidly, no trandation.

53  Sampling

Every CHC has ligts or files of users and visits that will serve as sample frames for the user
and vigt samples. The nature and content of these lists, however, vary consderably among
CHCs. Mogt will have computer files, though they will vary in the degree of their sophistication.
Although it is unlikely, some may have only paper logs of vists or lists of users. At the CHC
induction interview, therefore, it will be necessary to determine what files will best serve as the
sample frames, and what information is available in those files that may be used in the sampling
process. Most CHCs will be willing and capable of sdlecting the samples, if sampling
specifications are not complex. In CHCs with information system contracts, it may only be
possible to select samples through the contractor. A recent NACHC survey report provides
information on the prevalence of certain software packages among CHCs. |f multiple CHCs using
the same software are selected for the survey, it may be cost effective to arrange with the vendor
to provide a specially designed sampling program. Regardless of who selects the sample,
thorough ingtruction must be provided directly to the person who will sdlect the sample. If
sample sdection cannot be accomplished within a few days after the ingtruction, arrangements
should be made to review procedures, probably by telephone, when construction of the frames
and sample sdection are initiated.

Careful specifications must be given for sample frame congtruction to assure that al of a
CHC’s digible sarvice dtes, and dl appropriate types of users and visits are included.
Information is generdly avalable in both the user and visit files on the service Ste and type of
vist. Definitions of users and visits should be compatible to facilitate data anaysis. The pretest
definition of including dl medica care service users and visits has the advantage of making the
vigt definition compatible with the NHAMCS data. However, since the type of visit can be
identified, medical care visits could be tabulated and andyzed separately even if non-medica vists
were included in the survey.

The time frame to be covered by the samples must also be determined. It is recommended
that both the user sample and the vigit sample have reference periods of the prior caendar year.
All CHCs will be able to provide a sample frame for the prior year, and that would standardize the
reference period for all CHCs. Using a reference period other than a calendar year is problematic
for some CHCs, and would result in non-standard reference periods. Using a calendar year
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presents a problem for afew questions on the User Questionnaire that refer to events during the
previous 12 months. Adjustments could be made for this problem, if necessary. Using the “prior
year” data unadjusted, however, should not result in biased data. Because all CHCs report BCRR
on acalendar year basis, BCRR data can be used to adjust for non-responding CHCs, to guide
sampling ingtructions, etc., if the calendar year is aso used for the sampling frame. During
pretesting, the BCRR data were validated in four CHCs. It was determined that the BCRR
provides good estimates of the number of medica users and visits. This finding is not surprising
since these CHCs use the same information system to prepare the BCRR as they use for the
survey sampling frame.

Users with sengtive reasons for using the CHC, such as HIV testing and teen family
planning, should be included in the sample frame. Over-sampling should be planned, as needed,
to compensate for high non-response among these groups. The user sample should be carefully
screened by the CHC staff to identify all users needing special considerations. The contractor
should work with the CHC to make specia efforts to accommodate their needs so they may
participate in the survey.

Suggested specifications for sdlecting the user and visit samples are shown in Attachment
5. These specifications are for sdlecting Smple systematic random samples of visits and users.
The user file is presorted by age within sex to assure proportiona selection of age and sex groups.
The vist file is presorted chronologicaly to assure a distribution of vigts over the defined time
period, A random “start with” number and the appropriate “take every” number are determined,
and the samples systematicaly sdected. The CHC staff personsin the pretest were able to
understand and perform the sampling with moderate training and supervison. In some CHCs,
given the complications of the information systems, it is preferable to have the CHCs generate the
lists of users and visits, and select the samples. It will be advisable, however, to have the
contractor check the sampling process to assure that complete user and visit lists are generated,
and that samples are selected as specified. If more complicated sampling is proposed, the
complexity may exceed the capabilities of the personne or the information systems of some
CHCs. Stratification with varied sampling rates among the strata, for example, would be
problematic for many CHC’s. Such samples could only be obtained with considerable assistance
and supervison from the contractor.

5.4 Enlistment of Users

Users should be contacted first by mail to provide an officia invitation to participate in the
User Survey. Theletter should be from the CHC Executive Director. A sample letter is provided
in Attachment 5. The Ietter should be followed by a telephone cal to obtain the user's
cooperation and to arrange an appointment for an interview. The letter and cal should
emphasize @ the need for the information by the locd CHC as well as the overdl CHC
program, b) the benign, non-threatening nature of the information requested, c) the
confidentiality guarantees, and d) payment for the interview. A payment of $25 is recommended
for participants, unless unusua problems would require a larger amount (such as traveling long
distances in rura areas).
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The initid telephone contact may be made by the CHC staff or the contractor’s
representative. A sample telephone script is shown in Attachment 5. Most CHCs prefer to make
the initid contact, and generally know how and when to reach their users. However, the ability
and motivation of the staff person selected by the CHC to do this will be unknown and variable
among CHCs. Thorough training will not assure success. It will be important, therefore, for the
contractor to monitor this process carefully, and to intervene quickly if necessary.

CHC saff can keep the User appointment schedule, and reschedule appointments as
necessary. Appointments must be available in non-working hours and weekends, if possible, to
accommodate working users. Other specid arrangements may be necessary for users who are
handicapped or homebound, and for users who have transportation, language, or child care
problems. Users with English language difficulties present paticular problems that must be
addressed.  Since CHCs serve many non-English speaking people, arrangements for trandators
must be made. This should not be difficult because trandators are frequently needed during the
care of these same patients in the CHC. Methods for addressing these problems should be
discussed during the CHC induction interview. At the time that appointments are made, the caller
should determine whether trandation or other specid needs will be required for each respondent.

55 User data collection

User data collection is to be accomplished by administration of the User Questionnaire
resulting from the pretests. Because the questionnaire is complex and lengthy, smooth and
competent adminigtration is essentid. The interviewer must be well trained to administer the
interview effectively, including severad practice interviews. The use of CAPL is strongly
recommended, if feasible. Space for interviews must alow for privacy and no interruptions
during the interview. Most CHCs have space available for at |east one interviewer to work.

When space is not available, the CHC will help arrange for space at a nearby location.
Congideration should be given to offering interviews in the user's home when necessary. The sex
of the interviewer does not appear to be an issue for mae respondents, but a female interviewer is
preferred for femae users,

As noted previoudy, a Spanish verson of the questionnaire and a bi-lingua interviewer
are highly desrable for Hispanic Usars. Other Users with English spesking difficulties will require
a trandator, preferably provided by the CHC, but provided by the User, if necessary. If a CHC
trandator is used, some pre-interview training should be completed to familiarize the trandator
with the questionnaire so that ambiguities and interpretation problems are minimized during the
interview. - If CAPL is used, a paper copy of the questionnaire should be available for use by
tranglators.

In scheduling user interviews, the characteristics of the respondent will, to some extent,
dictate the time required for the interview. We recommend scheduling a minimum of 15 hours
per interview, but users with many medical problems and/or language bariers may require from 2
to 2.5 hours.
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5.6 Visit data Collection

Datafor completing the Patient Visit Abstract (PVA) are generally obtained from medical
records. Other records, including computer files, may aso be used to supplement the medica
record data, as necessary. CHCs have staff capable of completing the PVA, and generaly prefer
that their staff do such abstracting. Given the need for some medicd judgment and norma
problems with legibility of hand written entries, it is preferable to use CHC personnd for this task
who are familiar with the medica records and providers. Training is necessary for CHC staff to
do the abdtracting correctly. Definitions of terms used on the PVA, and examples of inclusons
and exclusons for the data items should be provided. Use of the detailed instructions shown in
Attachment 5 is recommended. The condensed instructions shown in Attachment 6 should be
provided to the abstractor for use during data collection. In those CHCs where the abstracting is
done by the contractor, CHC staff will provide assistance.

Some CHCs have computer files containing detailed visit data that could be used to
complete part of the PVA. A determination must be made in each CHC asto what PVA data
items are in the computer files, and which are acceptable for completing the PVAs. It is
recommended that the medical records be considered the primary source of PVA data. Only
computerized data that the CHC knows to be accurate and complete should'be used for the PVA.

Generdly, the patient demographic information, payment sources, and providers seen data are
computer data items useful for the PVA. Some clinical data may adso be included in the computer
files, but may not be complete. For example, only the “principd” diagnosis may be provided.
Also, the computer information generally has been coded, possibly introducing error. It is
recommended, therefore, that the clinical data, (the reasons for vist, diagnosis, patient seen
before, procedures, medications, and dispostion), dways be abdracted from the medica records.
In both pretest sites, the PVAs were initiated by recording the first 6 PVA items directly from the
computer visit record. Thiswas sufficient information to identify the patient medical record and
the specific sampled vist. Inone site, the provider’ s name was al so noted on the form to assure
accurate identification of the sample visit. This procedure is recommended when those daa items
areincluded in the CHC’s computer records.

When the same data are available from more than one source, the potentia for conflict
exists. In the event that computer data conflicts with the medial records data, the medical records
data should be accepted as accurate. When information is different in two sources but not
conflicting, it is suggested that dl information be recorded on the PVA. For example, if the
computer record indicates a procedure was performed that is not found in the medical record (or
vice versa), that procedure should be recorded on the PVA. When such differences are found
frequently, the CHC administration should be consulted to determine the best source of data.

o CENTER FOR HEALTH POLICY STUDIES




5.7 Data Analysis

A data analyss plan is presented in Attachment 7 as specific research questions to be
addressed by the CHC User and Visit Survey. The data cross tabulations indicated for each
question are provided to illustrate how the data will be used to address the stated questions. This
is not intended to be an exhaustive list of research questions or tabulations, but rather a range of
examples to illugtrate the richness of the data set and the breadth of the possible analyses.

5.8 Other _considerations
Confidentiality

Confidentidity is a mgor concern in al CHCs. Assurances that al information obtained in
the CHC User and Vist survey must be given by al parties involved. All data collected should
have patient identifiers deleted before they are removed from the CHC. Prior to collecting any
data, al non-CHC persons involved in data collection should present the CHC Executive Director
with a properly executed statement assuring confidentiaity of al data. The visit data will not
involve collection of identifying information, but requires access to medical records, Most CHCs
will allow access to the records by contractor staff with assurances of confidentiality. The user
data will be collected directly from the user, S0 the user must be assured of confidentidity.
Identification of persons as CHC users is aso sometimes a confidentiadity concern. CHCs may
view contacting certain users as problematic, and may permit a contractor to make contact only
dter the CHC has gotten permission from the user. Patients with HIV or AIDS are examples of
such users. In some CHCs, any contact with these users may be prohibited. During the CHC
induction interview, issues of confidentidity should be discussed, and the necessary steps taken to
assure confidentiaity of al information collected.

Medical Records Data to Supplement Users Data

The use of medical records data in conjunction with the interview data for the user sample
merits reconsideration. This idea was rejected during the early development of the survey,
primarily on confidentiality grounds. Data from the medical records, however, would provide
vauable information to supplement the information obtained in the user interview. To avoid the
confidentidity concerns, the medica records data could be collected by the CHC dtaff after the
user interview, and recorded on forms identified only by a user ID number. This could be kept
separate from the user interview data until names were removed, and merged by computer on the
basisof ID at alater time. Information on CHC visits, services, conditions, immunizations and
medications are examples of data that would be vauable supplements to the user interview data.
In addition, such information for user non-respondents would be invaluable in assessing response
bias, and for improving survey estimates. It may be necessary in some CHCs to obtain the user’s
permission to abstract the data. Thiswas not tested in the pretest, but permission could be
requested a the end of the user interview. If, however, procedures can be developed that
guarantee the medica records data cannot be linked by name with the user, the permisson of the
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user to abstract the data should not be necessary. Because of the value of the medical records
data, this possihility merits additiona exploration.

Costs

The coststo a CHC for participation in the User and Visit Survey are estimated in the
following table based on the information provided by one pretest site. The same data were
requested from the second site, but have not been provided. Unit costs for the pretest are
projected to expected national costs per CHC based on a sample of 40 users and 120 visitsin each
CHC. These costs are based on the CHC staff selecting the samples, contacting the users to
arrange and interview, doing follow-up of user non-response, and completing the PV As.
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Table

CHC User and Visit Survey

Estimate of Cost to CHC for Participation

Staff Hours Activity
York National
CHC projected
05 | Start-up: reading and reviewing materids, planning
1.0 1 Gathering files, data, etc., in preparation for sampling
2.0 4 Visit sample selection, preparation of Vist File for
sampling: deleting out-of-scopes, sorting, etc.
2.0 4 Recording of visit sample, initiation of Patient Vigt
Abstract .
0.5 25 Pulling chart, abstracting data, returning chart
3.0 8 User sample selection, preparation of file, sorting,
eliminating out-of-scope users, recording of
information for user sample list
15 14 Retrieve user address and telephone number, prepare
letters, mail letters
0.5 16 Initid telephone calls to enlist users, st up
appointments
0.25 7 Follow-up cdls for no-shows, reschedule
appointments
11.25 80.0 TOTAL HOURS
$18.30 $18.00 Hourly rate, including fringe benefits
$212.06 $1440.00 Total wages
$2.10 $20.00 Postage
$214.16 $1460.00 TOTAL COSTS

28
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Attachments

L Advisory Pandl

2. Background Document for Advisory Panel Meeting

3. CHC Site Vigt Guide

4, Site Vigt Reports

a)
b)
c)
d)
e)
f)
g)
h)
i)

Caroline Hedth Services, Inc.

Centrd Virginia Community Hedth Center
Community Hedth Centers, Inc.

Crusaders Centrd Clinic Association
Hamilton Hedth Center, Inc.
Metropolitan Denver Provider Network
Sunset Pak Family Hedth Center

York Health Center

Henrietta Johnson Medicd Center

5. Pretest Materials

a)
b)
©)
d)
€)
f)

Letter to CHCs

Letter to CHC Users

CHC Users Survey Telephone Guide

User and Visit Sample Instructions

Patient Visit Abstract Form

Patient Visit Abstract Detailed Instructions

6. Patient Visit Abstract (PVA)

3)

PVA (NHAMCS form modified)

b) PVA abbreviated instructions

1. Data Anadyss Plan

9 CENTER FOR HEALTH POLICY STUDIES




Attachment 1

Community Health Center User and Visit Survey

Technical Advisory Panel

CENTER FOR HEALTH POLICY STUDIES




Attachment 1

Technical Advisory Panel
CHC User and Visit Survey

Merle Cunningham, MD

Medical Director

Sunset Park Family Health Center
150 55th Street

Brooklyn NY 11220

(718) 630-7216

Robert Gomez

Executive Director

El Rio Santa Cruz Neighborhood Health
Center, Inc.

839 West Congress Street

Tucson, AZ 85702

(602) 670-3 704

Sandral Hullet, MD

Medical Director

West Alabama Health Services, Inc.
200 Morrow Avenue

Eutaw, AL 35462

(205) 372-328 1

Joanne Lukomnik, MD
404 Riverside Drive
New York, NY 10025
(2 12) 662-2463

Greg Nycz

Project Director

Family Health Center of Marshfield
1000 North Oak Avenue
Marshfield, Wl 54449-5709

(7 15) 389-4788

Jerri Regan

‘Bureau of Primary Health Care, HRSA
4350 East West Highway, Room 7-3A1
Rockville, MD 20857

(301) 594-3730

Trish Royston

Office of Planning, Evaluation and
Legidation, HRSA

5600 Fishers Lane, Room 14-33
Rockville, MD 20857 _

Gordon Willis

Office of Research and Methodology
National Center for Health Statistics
6525 Belcrest Road, Room 9-1 5
Hyattsville, MD 20782

(301) 436-7111

Ben Duggar, Sc.D.

Vice President

Center for Health Policy Studies
9700 Patuxtent Woods Drive
Columbia, MD 21042

(301) 381-4203

James Del.ozier

Senior Research Associate
Center for Health Policy Studies
9700 Patuxtent Woods Drive
Columbia, MD 2 1042

(301) 381-4203

CENTER FOR HEALTH POLICY STUDIES —




Attachment 2

Background Documentation on the Design of
Surveys of Cientsand Visitsto
Community Health Centers

Prepared for
Technical Advisory Panel Meeting

December 20, 1993

CENTER FOR HEALTH POLICY STUDIES —



December 8, 1993

BACKGROUND DOCUMENT ON THE DESIGN OF
SURVEYS OF CLIENTS AND VISITS TO CHCs

1. INTRODUCTION

As part of the BPHC strategy for evauation of the C/MHC program, two national
surveys are planned. Thefirst will be a survey of the clients or users of CHCs and the
second will survey characteristics of visitsto CHCs. To provide comparative databases each
of these surveys will be adapted from existing natlonal surveys conducted by the National
Center for Health Statistics. In this way characteristics of the users of CHCs can be
contrasted to those of the U.S. population, and the diagnoses and services associated with
visits to CHCs compared with visits to other provider -types.

The survey of users of CHCs will be adapted from the National Health Interview
Survey (NHIS). Thisis an annual survey of a representative sample of households
throughout the U.S. Survey data are collected through persona interviews with all available
respondents in each household who provide information on all members of the household. In
addition to demographic information, disability, symptoms, diseases, and other conditions are
reported, and information regarding health care utilization, various health-related behaviors,
perceptions, etc. are collected. Supplements to NHIS are designed to obtain additional detail
on specia topics of interest each year. Because the core sample for the NHIS includes about
49,000 households and represents approximately 127,000 persons, national estimates derived
from the NHIS have relatively good statistical reliability for separate age/sex cohorts, those
residing in metropolitan versus non-metropolitan areas, by race, and by family income.

Adapting the NHIS questionnaire/methodology for a survey of CHC users requires:

. The questionnaire format must be dlightly modified from that designed for a
household interview to one for collecting information about only one person
(thisisnot adifficult problem sinceit is aready used in one-person
households). The interview protocol must be modified to address problems
of when and how to select a proxy for those CHC users unable to respond
for themselves.

o A sampling strategy which provides representative data on the users of
CHCs. This involves shifting from a sample of residentia units (for
households) to a sample of known users of a sample of CHCs. After
selecting CHC:s for survey, the sampling frame for the users of each
included CHC will depend on what lists are available from that CHC.

. Interview procedures will also be different, with the need to develop
protocols for contacting users drawn for the sample, assessing their
willingness to participate and arranging for interviews. Special issues of
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confidentiality arise because of the selection of known users of the CHCs
for the interview, and because of the need to assure the respondents that the
information they provide will neither be disclosed nor affect their
subsequent medical care.

o Because of BPHC interests, some questions may be dropped and some
replaced by questions which more directly address issues concerning CHCs
and alternative sources of care, the content and process of care experienced
by CHC users, and perceptions of the users about access barriers.

. It will also be appropriate to consider other potential modifications which
may contribute to improved interview completion, reduction in survey
costs, or enhanced reliability of the responses.

Asindicated above, the CHC user survey must differ in some important respects
from the NHIS methodology, yet will follow as closely as possible the NHIS in order to
preserve comparability.

The survey of visits to CHCs will be adapted from the National Hospital
Ambulatory Medical Care Survey (NHAMCYS). NHAMCS include separate surveys of
emergency rooms and organized outpatient department clinics. The outpatient department
survey instrument from NHAMCS will be modified to serve as the survey instrument for
visits to CHCs. Because this is a retrospective medical record-based survey, the contents can
be varied to reflect the specia interests of CHCs and BPHC without risk to the comparability
of findings from the unchanged data elements. NHAMCS & so contains a core set of
questions which replicate certain of those contained in the National Ambulatory Medical Care
Survey, an ongoing national survey of visits to office-based physicians, thus broadening the
comparison base for the planned survey of visits to CHCs.

Sampling issues for the survey of visits to the CHCs are similar to those with the
survey of users. The sampling frame within each selected CHC must permit deriving
accurate weights for each sampled visit in order to develop national estimates. The
NHAMCS data collection protocols must also be modified to accommodate the confidentiality
concerns of CHCs, unique medical record system formats, availability of some datain
automated format, and opportunities and limitations for utilizing CHC staff to abstract needed
medical record data.

2. ROLE OF THE TECHNICAL ADVISORY PANEL

A Technical Advisory Panel (TAP) consisting of CHC representatives,
BPHC/HRSA staff, NCHS survey methodology staff, and a technical support contractor (the
Center for Health Policy Studies) has been formed to provide survey design and pretest
guidance. Although much of the surveys' content represent "givens" and cannot be changed,
TAP advice is needed for a number of design decisions. This document presents the design
issues for TAP review and advice.
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After assisting with the assessment of design alternatives and development of
recommendations, the TAP will review plans for pretesting protocols and instruments. The
Center for Health Policy Studies (CHPS), in cooperation with NCHS, will then conduct the
pretest. Following the actual pretests, the TAP will review the findings and develop final
recommendations for additional changes, and preparation of the request for Office of
Management and Budget (OMB) approval for the conduct of the national surveys. The actual
conduct of the survey will be dependent on receipt of OMB approval, availability of funds,
and award of a competitive contract for survey implementation.

3. DESIGN OF THE SURVEY OF USERS OF CHCS
3.1 Sampling Issues for Consideration

A multistage sample is planned, consisting of grantees, service sites (when
relevant), and users. The process for selecting users for interview may vary among CHCs,
depending upon the availability of sampling frame(s) at the CHC, number of service sites,
and the distributions of types of services and users by service site. If aCHC hasa
comprehensive list of al users, covering al sites, only one sample will be needed. The
survey is being designed to collect information about “current” medical users of Section 330
funded CHCs and will exclude migrant farmworkers and homeless individuals if they are
separately identified in the sampling frame (because these individuals often cannot be
contacted except at time of visit for services, it is not feasible to include them in the present
survey design). Seasonal migrant clinics and clinics specifically for the homeless will be
excluded, but decisions as to other types of specia service or user clinics have not been
reached.

ISSUE - Will many CHCs refuse to participate? What are likely objections? What can we
offer CHCs, other than study results?

ISSUE - If a CHC operates special clinics at different locations and does not have a central
unified list of users, should each site’s users be sampled separately? Which, if any, types of
clinics should be excluded (e.g., school clinic, women’'s health, AIDS clinic, etc.)?

ISSUE - The survey will obtain information on current users of CHCs, but what should be
the definition of a “current user”?

ISSUE - What types of lists or data bases containing current users are likely to be available,
and what are the pros and cons of using each for selection of the users to be surveyed?

ISSUE - Who should draw the sample of users, the CHC staff or the survey contractor? Will
the CHC authorize non-staff to have access to lists of users for purposes of sampling?
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3.2 PROTOCOLS FOR CONTACTING USERS

It is envisaged that users will be offered a nomina payment to come to the CHC,
or other specified location, for the interview. Although some of those interviewed will use
the occasion to also seek services at the CHC, it is not intended that the interviews be
conducted in conjunction with a service visit. All participation will be voluntary and it is
hoped that the interview can be condensed to no more than about one hour. Because users
will know that they have been selected for the interview because they are users of the CHC,
the protocol for contacting them must be handled carefully. Confidentiality of the fact that
they use the CHC must be considered, aswell as the perceptions that users may have about
whether a decision not to participate might jeopardize their future care at the CHC.

Contacting some users may be difficult if they do not communicate well in
English. Also, some users, such as young children, the very old, or individuals who are not
competent due to disability, cannot give informed consent for the interview and need to have
a proxy respond for them.

ISSUE - Will the CHC’s records indicate which of the users selected for survey do not speak
or read English and, if so, what spoken and written languages are appropriate? Do CHC
records indicate which users, other than children, require a proxy respondent? Where in the
record would such information be located?

ISSUE - Once a user has been selected for the sample, how will contact be initiated? Will
CHCs be willing to contact clients and invite their participation in the interview? Will CHCs
make appointments for interviews? Will the CHC only determine if the user iswilling to be
contacted by the survey contractor, or will the CHC only advise all users that the survey is
being performed and encourage participation? Should the initial contact be by mail, phone,
or both? What proportion of users will not be contactable by either method? What
proportion of users are likely to refuse to participate when contacted?

ISSUE - CHCs make provisions for contacting users after lab test results are received, etc.,
can these procedures and “no contact” criteria be used when recruiting users to participate in
the interview?

ISSUE - How large a financia inducement to participate in the survey should be offered?
Should the amount vary with the distance the user must travel? Will other inducements be
necessary, such as child care at the interview site, transportation in rural areas, etc.? For
any homebound users (either due to temporary disability or, if care is delivered through a
home visit program, permanent disability) included in the sample, should provisions be made
for conducting the interview in the home? Should we mix personal interviews with telephone
interviews (for those unable to come to the CHC or other central location)?

ISSUE - How do CHCs deal with users who speak a language other than English or Spanish?
Should a bilingual family member be allowed to serve as interpreter? If a family member
services as interpreter for the interview, should an honorarium be provided to this person?
What are options for providing transators and the advantages and disadvantages of each?
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3.3 PROTOCOLS FOR CONDUCT OF THE INTERVIEWS

It is anticipated that from 25 to 100 users will be interviewed at each selected
CHC, depending on the number of CHCs sampled. Mogt, if not al, interviews will be
conducted at the CHC. However, if space does not permit conduct of confidential interviews
at the CHC, we will need temporary space nearby (rent a mobile van and park it next to the
CHC, or rent space in an adjacent building). The number of concurrent interviews will
determine space needs. Having more interviews shortens the time period for interviews, and
allows more efficient scheduling, shorter waits by interviewees, etc. Interviews are designed
to take about an hour, but a lone interviewer may only complete five interviews per day due
to scheduling problems, no-shows, etc. Three interviewers, however, may average six to
seven per day since some overscheduling can be done to anticipate no-shows, interviewers
can work staggered hours into the evening, etc. Several interviewers working concurrently
also makes possible scheduling same-sex interviews, including Spanish speaking interviewer,
efc.

ISSUE - Because space for conduct of private interviews may be at a premium at some
CHCs, how much space per interviewer, and how many interviewers will be needed? Is this
much space likely to be available? If not, what are the pros and cons of the alternatives?

ISSUE - Will evening and weekend interviews be necessary? If so, can these be performed
at the CHC? Who and how will interviewees be greeted upon arriva at the CHC? If a CHC
is very busy, can those coming to the CHC for the interview only avoid queues at the
information or registration desk (might we have asign directing those to be interviewed to a
specia room or area, rather than to the main waiting area)? If the central waiting area is
used by interviewees, will special provisions and staff for checking them in as they arrive be
needed? Should interviewees be provided with baby sitting service at the CHC, with
refreshments, or with specia reading materials about the survey if they have to wait?

ISSUE - To what extent can overscheduling be used to reduce the problem of now-shows?
What proportion of no-shows can be expected? How long can an interviewee be expected to
wait if we do overbook, but every interviewee arrives on time?

ISSUE - Will same-sex interviewers be required? How about for children?

ISSUE - If the user of arural CHC lives at a great distance, or in a geographically
inaccessible area, may a telephone (or radio) interview be substituted?

34 OTHER INFORMATION ON SAMPLED USERS

Demographics and medical history of the sampled users are aready available in the
records at the CHC. Obtaining these data from the records shorten the interviews, but may
alter the comparability with data obtained through personal interviews (NHIS). Additional
confidentiality issues also arise if information from the medical record is linked with personal
interview responses. Some information which is not normally collected through the NHIS
may be available through the review of the user’s medical record (e.g., immunization
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history), but even greater value can then be garnered by having the interviewer follow-up on
incomplete or unusua information abstracted from the medical record.

ISSUE - Should the personal interviews be supplemented with CHC record data on source of
payment, family income, race and ethnicity, dates and reasons for visits to the CHC, medical
history, immunization history and height/weight measurements? Will the CHCs require that
users give their permission for obtaining these data even if there are no individualy
identifiable names or numbers on the data sheets? Will individually identifiable data be
needed on the interview sheet and medical record abstract to permit subsequent follow-back?
If so, and these data are incomplete in the CHC' s records, should these data be abstracted
before the interview and then have the interviewer seek to fill in the gaps? Should the
interviewer seek to update or verify CHC record information? Might a user object to the
interviewer having been provided with confidential medical information prior to the
interview, or could the interviewer be considered to be the agent of the CHC aslong as no
individually identifiable data is retained by the survey contractor or BPHC (e.g., remove the
patients name from the interview record and visit records, but assign a unique number to
each such that they may be linked for analysis)?

ISSUE - If patient permission is needed to abstract medical record information, are those
users participating in the interviews likely to provide permission for abstracting certain
information from their medical records? If so, should this be a condition for participation
and done prior to the interview?

ISSUE - Who will abstract information from the CHC' s records? If CHC staff abstract and
link the data, then remove patient identification from these data, will permission of the user
be required? Will CHCs have staff available to do this on a timely basis? Would this cause
many CHCs to decline to participate?

|SSUE - What information would be of use to CHCs? Should this information be added to
the interviews of CHC users? Should it be added to the information to be abstracted from
CHC records?

4 DESIGN OF THE SURVEY OF VISITSTO CHCS
4.1 SAMPLING ISSUES FOR CONSIDERATION

The same CHCs selected for the survey of users will be used for the visit survey.
Sampling issues to the point of selecting specific visits for survey are similar. Because the
NHAMCS abstract is designed for medical visits, CHC medical visits will be surveyed.

ISSUE - Considering the need for comparability with NHAMCS and NAMCS, what will be
the operational definition of amedical visit? The BCRR contains a definition and provides
counts of encounters on a calendar year basis. Should this definition, be used for the planned
survey?
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ISSUE - What sampling frames for visits exist at most CHCs -- day sheets? Billing files?
Automated systems which can produce the sample according to specifications? Do most
CHCs have monthly counts of “medical visits’ for a stratified monthly sample?

ISSUE - Will CHC staff be willing and able to draw the sample if provided with instructions
and reimbursement? If not, will the CHC give BPHC representatives (or the survey
contractor) access to the sampling frame to do the sampling?

ISSUE - Once a specific vigit is selected for the sample, how often might that patient’s
medical record be missing? Information on the visit be incomplete in the record?

4.2 |SSUES REGARDING CONFIDENTIALITY, USER CONTACT, AND THE
ABSTRACTING PROCESS

Visit information to be abstracted need not include anything which identifies the
patient, although basic demographic data will be needed. It is possible that CHC staff might
be contracted to draw the sample, abstract the visits, and provide only de-identified abstracts
to the BPHC.

At present the NHAMCS abstract can be completed in 2-8 minutes by a medical
records professional, depending on the complexity of avisit, and excluding time to pull and
refile a record. Between 100 to 800 visits will be abstracted for each surveyed CHC.

ISSUE - Will CHCs authorize the survey contractor to have access to the medical record if
no patient identification appears on the abstract? 1f CHC user permission is required for
abstracting the record, will CHCs assist in obtaining such permission? Can this be done by
phone, or will amailed permission slip be required? CHCs currently obtain permission of
patients to provide medical record information to third party payers, is this permission broad
enough to include research studies?

ISSUE - Certain of the data elements require medical judgement (e.g., was this patient seen
in this clinic for the same medical condition before?). Will CHC medical records staff be
able to make such judgements, or will nurses be needed to do the abstracting?
ISSUE - If medical records are illegible, incomplete or unintelligible to the abstractor:

o Will it be possible to ask the provider to clarify or interpret the data?

. If a non-CHC abstractor, will the CHC medical records staff consult
regarding interpretation of CHC-specific terminology, abbreviations, etc?

. What types of medical visits may be poorly or incompletely documented in
the medical record? What criteria will define that the wrong medical record
was pulled rather than the documentation for the selected visit was missing?
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4.3 CONTENT OF THE VISIT ABSTRACT

Although the NHAMCS visit record will be used as the basis for the abstract
design, there may be other data elements which should be added. Questions need to be
resolved concerning how to deal with conflicting or updated information in the medical
record.

Some data elements which might be useful and which are available in CHCs but
not necessarily in hospital OPD records might be added. Other items which are commonly
encountered in hospital OPD records may not be routinely entered in CHC medical records.
We need TAP advice concerning present NHAMCS and potential data elements.

ISSUE - Should information entered in the medical record after the visit be used to update
and expand upon the physician’s entries at time of visit (e.g., the lab result comes back and
indicates which of several “rule-out” diagnoses actual applies, or the pharmacist cals the
physicians and requests permission to substitute a different medication that than prescribed)?
What if atest was ordered, but there is no indication in the record that it was performed?

ISSUE - If the medical record entries are internally inconsistent for a particular visit (as
might occur, for example, when the patient was seen by both a midlevel provider and a
physician), what should be done?

A sample copy of the 1993 NHAMCS outpatient department visit record is attached. Sample
copies of NHIS interview formswill be provided to TAP members on December 20 at the
meeting.
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Attachment 3

Community Health Center User and Visit Survey

Site Visit Guide
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Attachment 3

Community Health Center User and Visit Survey
Site Visit Guide

GENERAL INFORMATION

Who is most appropriate person to receive HRSA introductory letter?
Decision to participate:

What is the process?

Who are the key people likely to be involved?

What are the mgjor factors influencing the decision?
How can barriers to participation be reduced and overcome?

e o

Is the BPHC information current?

o

Service Site(s) and address(es) correct?
b. Volume of services data correct and still appropriate measure of
Size?

Are “medical services’ provided at each service gSte, i.e. are al Stes digible for the
study?

SAMPLING OF CHC USERS

[Questions on user files to determineif alist of users existsthat is suitable for use as a sampling frame. It
should be complete, unduplicated and include certain minimum, current information.]

Do you maintain a file of all of your CHC users?
More than one file?

If thisisamulti-site CHC, do you maintain a central file that includes users for all
Stes or does each ste maintain its own file of users?

If central file: Can user’s primary service site be identified?

If no central file:
a Can users be included in more than one file?
YES --> About what % of users are listed in more than one file?
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10.

11

b. Obtain the following information for each file.
Is the tile computerized?

YES
NO--> In what form is it kept?

a Does the CHC use a data processing service organization for its patient
registration, encounter and billing data processing?

Are all users included on the file?

YES
NO---> What users are omitted?

How frequently is information in the user file updated?
Are former (inactive) users deleted from the file?

YES ---> when
NO

Which of the following items of information are included in the file for each user?

* Name and address (including zip code)
Unique identification number

Medical record number

Telephone number

Date of first service at CHC or date of registration
Date of last service

Whether last service was a medical service
Site of last service (if more than one site)
Age or date of birth

Speciad language requirements

Payment source

Family or household composition
Mohility problems

>*

* Ok kX Ok ¥ K F

*

For each of the above items not on the user file:
a Is that information available in another CHC file?

YES ---> (specify item and file)
NO
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12,

13.

14.

15.

What other information is in the user file? specify
(Obtain a record layout for file or blank data form, if available.)

Is information available to facilitate sampling of selected users, for example,
perinatad service users?

SAMPLING OF PATIENT VISITS

[Questions about visit log to determine if alist of patient medical visits exists that is suitable for use as a
sampling frame. It should be complete for some time period, contain relatively few cancellations, and
some minimum information.]

Ifthis 1sa multi-site CHC, do you maintain a central visit or encounter log including
vigts for al stes, or does each Ste maintain its own visit log?

a. If separate logs, ask the following for each site.
Do you maintain a visit or encounter log for patient visits?
a Do you mantain more than one log?

YES ---> How many? How do the logs differ?
NO

b. How long are completed logs retained ?

16. Is the log computerized?

17.

18.

YES
NO--> In what form is it kept?

Does the log include al visits by all patients? (That is, al patients that should be
entered on that particular log.)
(Are walk-in patients, referrals, scheduled appointments, etc. included?)

YES
NO ---> What types of vigts are not included?
About what % of vists are not included?

Does the log include appointment cancellations or other patients who did not
complete a vigt after being entered on the log?

YES ---> What type of patients are they?
Can these patients be identified on the log?
NO
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19.

20.

21.

22.

23.

24.

2.5.

26.

Can medical services encounters be identified (as opposed to denta encounters and
encounters for ancillary and other services)?

If a patient has encounters with different provider types during the same visit, will
this be noted in the log?

Which of the following items are included on the log for each vist?
* Patient name

Date

Medical record number
Provider type

Type of service
Payment source
Patient age

Patient sex

Patient race

Reason for Vist

*

I R S S Y

Is other information included on the visit log? (specify)
(Obtain copy of log form if available)

Is acount of total medical encounters for the service site available by the week?
month? year?

MEDICAL RECORDS INFORMATION

[Questions about the medical records to determine characteristics of the medical records system.
Information for the sample of patient visits will be abstracted from the patient's medical record.]

Are the medical records for al patients maintained a one location in the CHC?

If multi-site CHC, are records for all patients maintained at one central location or
does each site maintain its own medica records?

If no central records system, ask the following for each records system
maintained

Are your medica records computerized?

YES
NO ---> How are they organized?

Is the information in the medical record entered in a specified format such as SOAP,
problem oriented, or other system?
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27.

28.

29.

30.

Y ES ---> specify
NO

Do al provider types make entries concerning encounters in the same single
medical record? If no, or a separate record used, please describe differences for the
following provider types.

*

Dentist

Nurse

Nutritionist

Menta Hedth Counsdor
Psychiatrist

Sociad Worker

Hedth Educator

*

*

Which of the following items are normally available in the medical record for each
medical encounter?

Date of service
* Patient age
Patient sex
Patient race
* Reason for visit/complaint or symptom
Tests and procedures ordered and provided
Diagnosis  (coded?)
Medications ordered, provided, continued
disposition decision
* provider types
* referral information (in and out)
* Payment source

Is any other information routinely recorded in the medica record? specify
(Obtain a copy of any form used to record information in the medical record)

CONFIDENTIALITY ISSUES

[Questions on confidentiality issues to determine nature of any confidentiality problems and possible
approaches for resolving them.]

Could arrangements be made for a BPHC contractor's representative to have access
to your user file to select a sample of users for this study?

a. Will approvas be necessary, by whom?
b. Will other conditions on availability be set? If yes, describe.
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32.

33.

35.

36.

37.

Could arrangements be made for a BPHC contractor’'s representative to have access
to your vigit log(s) to select a sample of visits?

a. Will approvas be necessary, by whom?
b. Will other conditions on availability be set? If, describe.

Could arrangements be made for a BPHC contractor’s representative to have access
to your medical records to abstract data for this study?

a. Will approvas be necessary, by whom?
b. Will other conditions on availability be set? If yes, describe.

CHC CAPABILITY AND WILLINGNESS TO ASSIST

Isthe CHC willing and are available staff capable of selecting arandom systematic
sample of users following specific instructions? a sample of vigts?

Is CHC willing to:

a Send a letter to the user sample inviting their participation (50 users? 100
users?)

b. Cal users and arrange appointments for interviews?

Identify users requiring proxy respondents, translators, or special
transportation and make appropriate arrangements for same?
d. Follow-up on no-shows and cancellations to reschedule appointments?

Does CHC have suitable space for:

Private persona interviews of users? (One, two or three concurrently)
Child care for interviewees?

Waiting area for interviewees?

Personal computer (CAPI), including electrical outlet?

e op

Does CHC have staff available to abstract medical records and complete encounter
forms? (3-5 min. per form, 100 forms? 300 forms?)

a. Title/lbackground of staff
b. Edtimated time requirement to complete

If abstracting is done by contractor staff:

a. Will CHC pull records and re-file them after abstracting?
b. Is staff available to assist abstractor with problems?
C. How much advance notice is needed for pulling charts?
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38.

3.

40.

41.

42.

d. Is office and work space available?
OTHER CONSIDERATIONS

What is an appropriate amount of reimbursement for participants in user study?
should it be provided by cash, check, money order?

If users have specid transportation needs, will CHC know that in advance? can
CHC daff make the arrangements?

Will female interviewers be acceptable for male and female users, or should an
effort be made to have same sex interviewers?

Does CHC know in advance any user needing trandator help? Does the CHC have
trandators on staff or available for assistance?

How will CHC derive costs for reimbursement for:

Drawing samples of users and visits

Contacting  users

Space and equipment

Trandators

Abstracting medica records

Providing supplemental data for users and visits

o oao o
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Attachment 4

Community Health Center User and Visit Survey

Site Visit Reports

a) Caroline Health Services, Inc.

b) Central Virginia Community Health Center
¢) Community Health Centers, Inc.

d) Crusaders Central Clinic Association

e¢) Hamilton Health Center, Inc.

f) Metropolitan Denver Provider Network

g) Sunset Park Family Health Center

h) York Health Center

i) Henrietta Johnson Medical Center
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SITE VISIT REPORT

CAROLINE HEALTH SERVICES, INC.
Denton, Maryland

March 9, 1994

Delivery Order 240-93-0102

Center for Health Policy Studies
9700 Patuxent Woods Drive
Columbia, MD 21046
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SITEVISIT REPORT

CAROLINE HEALTH SERVICES, INC.
Denton, Maryland

Purpose of Site Visit

This CHC was visited as part of the pretest and information gathering for the design
of surveys of CHC users and visits. Topics for discussion were: 1) the process
through which this CHC would assess whether or not to participate in the planned
surveys, 2) the availability and characteristics of sampling frames for users and visits,
3) single versus multi-site sampling and data collection, 4) medical records
organization and contents, 5) conditions under which the CHC would agree to
perform administrative and abstracting tasks associated with conduct of the survey,
and 6) any special considerations regarding design or implementation of the surveys at
this CHC.

Conduct of Site Visit

Site Visit Team: Ben Duggar and Steve Wojcik

Persons Contacted:  Center Director (J. Wayne Howard)
Medical Director (J. Corwin, M.D.)

Date of Visit: The visit was conducted March 9, 1994

Although this grantee operates three sites, we visited only the Denton site which is the
main office. The meeting took exactly 2 hours, which included conduct’ of a quick
review of several medical records. Site staff were very cooperative and all or our
guestions were answered.

Site Description

Caroline Health Services (CHS) employs three full time physicians (a pediatrician, a
family practitioner, and a general practitioner) to staff two full time clinics and one
part time clinic. Denton, the main clinic, is near the geographic center of Caroline
County. The Goldsboro site is about 20 miles to the north, the Federalsburg site
(operated 2 days per week currently) is about 20 miles to the south almost on the
county line. Although there is no hospital in Caroline County, there is a diagnostic
center in Denton operated by the hospital from the adjacent county. The diagnostic
center does most of the ancillary services for CHS, so there is very limited laboratory
and X-ray on-site. Through agreements with the U. of Maryland medical school they
have a rotation of medical students through the CHS clinics each year. With
Georgetown University they also get nurse practitioner students each summer.
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In 1993 there were about 4900 active users, 45% of whom customarily used the
Denton Site, 45% the Goldsboro site, and 10% the Federalsburg site. Although some
patients use two sites, al have a“primary site” at which their medical record resides.

Although each site has a nurse, there are no health educators on site, no social
workers, no WIC or nutritionists, no mental health staff. The CHC refers pregnant
women to the county health department which also runs WIC. The nurse at the clinic
does provide some patient education, as for diabetics or those with hypertension. The
CHC also does EPSDT on site.

CHS has no evening or weekend hours at present, but recognizes that this would be
desirable for conduct of the survey interviews. The user population is about 17%
black, a few Haitians or Hispanics, but mostly white English speaking. When they
have a non-English speaking patient, CHS contacts the DelMarVa project about
arranging for a Haitian Creole or Spanish trandlator.

Sampling of Users and Visits

The CHC uses a single central computerized information system for all three sites.
Data are transmitted through dedicated phone lines to terminals at each site. The
computer is an Altos 350085 which operates on a 486DX2/66 MHZ chip and has 8
MB of RAM and 520 MB of hard drive storage. Software is UNIX based. They use
the JSI MIS software package, which is also used by a number of other CHCs.

The computer contains al active users (those with any use in the past 24 months at
present) and can be used to select a random stratified sample. Right now they have
plenty of disk space, but in a few years might go to an 18 month interval for purging
inactive users. It was suggested that if we have several CHCs in the survey which
use the JSI software, we should recommend that the survey contractor approach JSI
about writing the sampling algorithm and then use the same program for each such
CHC. Theuser file contains al of the data elements we requested (e.g., name and
address, phone, DOB, sex, date of last visit and all previous visits, type of service,
place of service, provider ID, insurance status, diagnosis in 1ICD-9-CM, CPT codes
for visit). The computer can also be used to draw the sample of visits, then could
print out and provide in machine readable format most of the visit information which
otherwise would have had to be abstracted from the chart.

Attached is a copy of the encounter form. All data from this form is in the computer
and can be used for sampling or as a substitute for abstracting from the chart for the
sample of vigits. The patient registration file is also in the computer and has poverty
level, sliding fee category, and contact information.

Recruiting of CHC Participation and Willingness to Play Expanded Role

For this CHC is was suggested that the initial letter should come to the Executive
Director inviting participation, with a copy to the medical director (it was agreed that
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the copy to the medical director would not really be necessary). The CHC would be
willing to send out the contact letters on their stationery if we wrote the copy. The
secretary would also be willing to call users and make appointments for interviews.
The Executive Director believes that most of the users have a phone, athough on
occasion they have to call a neighbor, but all users can be reached through the phone
system at least indirectly.

There is a space problem at CHS clinic sites, however, and it was strongly
recommended that the survey firm arrange for off-site interview space. The following
were suggested:

o Utilize the senior centers as a place for interviews. Seniors could get there via
the senior transportation van and would also not mind waiting for interviews
since they have much to do there while waliting.

o Utilize the county library system. There isabranch in Denton, Goldsboro and
Federalsburg, and each has a meeting room available. This also has the
advantage of plenty of reading material while waiting (Wayne is on the
Library Board and feels this would be an acceptable use).

. We could rent a Winnebego, do interviews at each site, or even at the housing
project if we had 4-5 users in the sample that resided there.

) The 4-H has buildings in most of the communities and could be talked into
letting the survey interviewers use space (need to talk to the County Extension
agents about space).

. Church buildings can aso be used for interviews, would be especially good for

the black community since these churches are generally very convenient to a
substantial proportion of the residences.

Transportation for the interviews can be a problem for some patients, but by having
interviews conducted at several locations in the county, this should not be a problem.
The Area Agency on Aging should be contacted about helping with their
transportation service (about 25% of the CHS users are Medicare). Also, the Rural
Development Corp. provides a transportation service for Medicaid patients.

There is a part-time nurse who works for CHS and who might be willing to do the
abstracting of visits during her non-work days. She knows the medical records and
can read the physicians' handwriting!

Medical Records Organization and Contents
The medical records for children have an immunization record. All records of

continuing patients also have a problem list, with dates of service related to each and
change in status. Physicians hand write notes -- they do not have good handwriting
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and it would be difficult for an outsider to abstract from them. Therefor, it is much
better to get most of the NHAMCS data elements from the computer or from a copy
of the encounter form. A copy of the patient registration form was in the record, but
the encounter forms were not always filed. We examined a thick chart with ten years
of encounters -- the dates of encounters were clear throughout. Apparently the CHC
used to type all physician notes (they were in SOAP format) until 1988 when the
practice changed to hand written notes (these were so intelligible that we could not
verify if they are currently SOAPed). We examined a chart for a user with only one
visit a few months earlier (for an acute condition) and found this chart to be
incomplete (all visit information was there, but no problem list, med list; or
immunization record). We looked at a young child's record and found it to be quite
complete, including charts for growth and development, immunizations, etc.

Because of the detail in the computer file, the job of abstracting, can be made to be
limited to only the reason for visit, medications, whether previously treated for this
condition by CHS (which will be in the computer for past 2 years or so), disposition,
referrals (particularly for off-site ancillary services), and whether seen by the nurse
for services other than health education (the encounter form captures health education
services, whether provided by the nurse or physician -- CHS has added a suffix to
CPT 99401 to indicate the type/topic of health education).

Conclusions

This would be an easy site for conduct of the surveys of users and visits.  We do not
see the need to stratify the sample by service site and recommend a straight random
sample of al users meeting the criterion for “active’. Sampling can be done using
the computer, both for users and for visits, and with ailmost any conceivable
stratification. Their willingness to take on much of the logistics for interviews (on a
cost reimbursable basis where cost is labor rate plus fringe plus other direct costs,
such as postage, phone, reproduction) will help to control survey implementation
costs. If the survey contractor arranges with major software vendors serving CHCs
to prepare sampling/abstracting programs, these costs could be quite low when
amortized over 3 or more CHCs in the sample which use the same system.

Space for interviewers would be the only potential problem, but there are many
alternative acceptable solutions.
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SITE VIS'T REPORT

CENTRAL VIRGINIA COMMUNITY HEALTH CENTER
New Canton, Virginia

Purpose of Site Visit

This CHC was visited as part of the pretest to gather information for the design of
surveys of CHC users and visits. Topics for discussion were: 1) the process through
which this CHC would determine whether or not to participate in the planned surveys,
2) the availability and characteristics of sampling frames for users and visits, 3) single
versus multi-site sampling and data collection, 4) medical records organization and
contents, 5) conditions under which the CHC would agree to perform administrative
and abstracting tasks associated with conduct of the survey, 6) confidentiality concerns,
and 7) any specia considerations regarding design or implementation of the surveys at
this CHC. In addition to discussions with administrative personnel, direct testing of
the User Interview Instrument through test interviews with CHC users were conducted.
No medical records were abstracted, though a review of the medical records to evaluate
the availability of selected data items was performed.

Conduct of Site Visit
Site Visit Team: Ben Duggar, Jm DeLozier, Kyung Keel, Trish Royston

Persons contacted : Mr. Roderick Manifold, Executive Director
Dr. Randall Bashore, Medical Director

Date of Vigt: February 17, 1994

Site Description

Centra Virginia Community Health Center is a rural facility serving a 5 county area in
the central part of the state. This grantee operates three delivery sites, a central
location in New Canton, the Southern Albermarle Family Practice in Esmont, and the
Women's Health Center in Farmville. The latter is primarily and OBG services site.
We visited only the New Canton location. The New Canton facility employs about 5
FTE providers, Farmville about 2, and Esmont about 1 FTE . The meetings took from
10:00 am to 3:30 pm, which included interviews with 3 users and review of several
medical records. The CHC has severa vans to provide transportation to needy users.
Virtualy all users are English speaking so that trandlators are not an issue. Site staff
were very cooperative and all or our questions were answered.
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Sampling of Users and Visits

The CHC uses a single central computerized information system for all three sites. The
computer system is primarily a billing and accounting system, but the files include data
for al visits as well. All users for all three sites are included in the files. Users are
divided into three files depending on their date of last service and whether they have
paid al outstanding bills. The files are labeled “Archive’, “Historical” and

“Current”. However, al files are easily accessible, and afile of current users could be
assembled with virtually any definition of “current”. This file can be used to select a
random stratified sample of both users and visits. The CHC would be willing to select
samples according to written specifications if given sufficient time.

The user file contains al of the data elements needed for selecting the user and visit
samples (e.g., name and address, phone, DOB, sex, date of last visit and all previous
visits, type of service, provider 1D, insurance status. In addition to the visit sample,
the computer file can be used to provide many data items for the patient visit data
abstract record which otherwise would have to be abstracted from the chart.

Recruiting of CHC Participation and Willingness to Play Expanded Role

For this CHC, it was suggested that the initial letter should be sent to the Executive
Director inviting participation. The CHC would be willing to send out the user contact
letters on their stationery if we wrote the copy and provided it on diskette. The CHC
should also be permitted to personalize the letter, if they want, subject to HRSA final
approval. This CHC would also be willing to call users and make appointments for
interviews. Most of the users have an address and phone number where they can be
reached. About 20% of users have no phone, but they can be reached through a
neighbor or relative.

There is generally not a space problem at this CHC, and they felt they could
accommodate two or three interviewers simultaneously. This CHC also has a child
care area for users with small children.

This CHC expressed a general willingness to participate in the study but felt that they
should be reimbursed for any staff time needed to participate. They would expect that
most of the work would be done by their staff, and they would be willing to draw
samples, type and mail the letters, arrange appointments, and abstract visit data.

Medical Records Organization and Contents

The medical records are not computerized, though many entries are typed. All entries
arein a SOAR format. A problem list is present, but only major and chronic
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conditions are included. Each chart contains an immunization history sheet with the
source of the information generally recorded. Records reviewed were quite complete
and detailed. Referral information might be difficult to find since it may be necessary to
look for avisit to another provider to know referral type. “Seen before in this clinic” will
need specid effort to identify, although follow-ups are recorded because hilling is
different for aninitial visit and afollow-up visit. Definition iS needed for the seen before
item. For multi-site CHC, does this question refer to the CHC or to a particular clinic?

Each of the three facilities maintains its own medical records. A user’s records are
kept at the “principal” site for that user. If-a visit is scheduled for another site, the
record is sent to the site for the visit and returned after the visit. Walk-in visits to
another site are recorded on an encounter form which is sent to the primary site for
inclusion in the user’s chart.

The CHC indicated willingness to do the medical record abstracting, and had
appropriate personnel to do the work. The detailed clinical data in the user computer
file could be used to complete the visit data form for many items but not for all needed
data.

User Interviews

Interviews were conducted with three CHC users. Ms. Ked administered the
interviews, and Ms. Royston was an observer.

All sections of the survey except the “cancer screening” section were administered to
one or more respondents. In only one case were al relevant sections of the survey
administered. The “cancer screening” section refers to women ages 35 and above.
Only one respondent qualified. However due to time constraints, the section was not
covered. Each respondent was asked questions for approximately an hour. Except for
one respondent who elaborated on many of the questions, the process was efficient.
Three respondents answered questions using the choices provided for them such as
“Yes," “No," “Agree, " “Disagree, " etc.

All respondents arrived on time for the interview or earlier. None of the respondents
commented that they felt uncomfortable with any of the questions and all rated the one
hour time length “OK.” Three respondents came to the CHC specifically for the
purpose of participating in the survey. The fourth participant had other business at the
CHC and commented that she would not have come solely for the survey.

With the exception of the person who elaborated on her responses to questions, the
amount of time to administer the survey to someone with one or more health conditions
was not noticeably more cumbersome or longer than administering to someone without
any health problems. For most of the respondents, it was difficult to provide the
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number of times she had visited the CHC in the last year. One respondent had visited
the clinic every three to six weeks in the last year. “Routine check-up” was also a
source of confusion though most considered their last visit to the CHC as their “routine
check-up. " The ease and logic of the skip patterns in the survey were for the most part
uncomplicated.

Suggestions for improvements were discussed with the observer after each interview.
Survey designers might consider replacing questions that ask for { name} to be inserted
or include [He/she] or [his/her] with “you” or “your” to make the question easier to
read and follow.

Conclusions

The personnel at this CHC were quite cooperative and helpful in making suggestions
for the study design. They participate in many such studies and do many themselves.
They are experienced in collecting data and would have no problem participating in a
User and Visit Survey. Their computer records system would facilitate much of the
data collection and they have both the interest and ability to do much of the work. The
general discussion yielded the following suggestions:

The CHC suggest that interviewed patients for which medical records information will be
obtained need to sign arelease at time of interview. If this provesto be problematic, the
CHC would agree to have their staff abstract the needed data from the medical record and
return the interview and abstracted data with all identifiers removed. Abstracting of
information for visits when the patient is not known, would not need arelease.

It was suggested that the field staff for the survey present the CHC administrator with a
signed confidentiality agreement to start the interview process as official documentation
of their commitment to maintaining confidentiality of all data.

The Medical Director pointed out that payment might bias results because poorer, non-
working users will be easier to recruit than workers and those with some wealth.

Walk-in patients are generally much more reluctant and unavailable than schedul ed
patients. Walk-ins are more often males, workers and sicker than scheduled patients.

The characteristics of non-respondents can be obtained from the CHC records and
compared to respondents to evaluate bias. This CHC would be willing to do this on an
anonymous basis, ie by providing aggregate information.  Since the number of refusals
might be small in a CHC, this may or may not be feasible.

Confidential users, mostly teens, will present some diffkulties. It would not be
permissible to contact them at their homes, and they may be more reluctant than most to
participate. They could be contacted at the CHC if avisit is scheduled during the survey
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period (not likely). It could also be possible to disassociate the CHC from the contact
process and do the interview wherever the respondent is comfortable.  Since there are
very few of these users, they can be handled individualy.

Theintroductory letter to children below a certain age must be addressed to the parent
and the child. Although 18 would seem to be the logical age for this cutoff, this may be
tricky for teens. Solicit more CHC advice on this.

This CHC recommends against any community publicity of the study. They think it
would not be helpful and could be confusing-or counterproductive in some user groups.

This facility presents an unusual decision problem for obtaining the patient visit data.
Much, but not all of the visit data could be obtained directly from the computerized user
file. Some dataitems are not on the user file and some are on the file but not in the
format needed for the Patient Record Abstract. The temptation would be to have the
available data tabulated from the computer and abstract only the missing data from the
medical record. When this possibility occurs, the rules for deciding how to proceed
should be spelled out in advance. Some important considerations are: How to “connect”
the data for a given patient visit from two or more sources. How would the information
be processed? What is done when items are missing from the computer record? Would
one then look in the medical record? What is done when the computer record included
information that is not in the medical record, such as the patient source of payment?
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SITE VISIT REPORT

COMMUNITY HEALTH CENTERS, INC.
Colorado Springs, Colorado

Purpose of Site Visit

An on-site assessment was made at Community Health Centers, Inc. (CHCI) as part
of the pretest and information gathering phase for the design of surveys of center
users and visits. The following topics were discussed: 1) the process through which
this CHC would assess whether or not to participate in the planned surveys, 2) the
availability and characteristics of sampling frames for users and visits, 3) single
versus multi-site sampling and data collection, 4) medical records organization and
contents, 5) conditions under which the CHC would agree to perform administrative
and abstracting tasks associated with conduct of the proposed surveys, and 6) any
specia considerations regarding design or implementation of the surveys at this CHC.

Conduct of Site Visit

Site Visit Team: Steven Wojcik

Persons Contacted:  Chief Operations Officer (Gayle Taylor)
Systems Manager (Velvet Taley)
Medica Records Director (Lynn Threllfall)

Date of Visgit; March 21, 1994

The visit took place in one of the three sites operated by the grantee, the main site,
which is located in an industrial/commercial park in east Colorado Springs. The
meeting took approximately two and one half hours and included a tour of the facility
and the examination of an arbitrary sample of several medical records. The
administrative staff were very cooperative and eager to answer and elaborate on all
questions posed to them.

Site Description

The main site is large, well-designed, modern and well-equipped. Funds to construct
the facility came from alocal foundation has resulted in an attractive “model” or
showcase CHC building, very different from the average CHC. This is the only site
operated by the grantee that provides comprehensive medical services.

The patient services are divided into primary health care, family health care, and
women’'s health care sections. The primary health care section handles acute cases,
emergencies, and walk-ins. The family health care section handles scheduled
appointments, chronic care, follow-up visits, and pediatric care (including
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immunizations). The women’s health section handles obstetric and gynecologica care
and routine perinatal services. This CHC participates in the Comprehensive Perinatal
Care Program (CPCP) and is funded by BPHC to enhance perinatal servicesto
include services such as case management, risk assessment, and substance abuse
counseling. The center aso provides diabetic counseling through its Diabetes
Education and Support Center (DESC), mental health counseling (a psychiatrist sees
patients a couple times per week, and county mental health staff use the center to
counsel juveniles), and case management for referred specialty care (provided by a
cadre of 150 voluntary participating physicians in the area).

The main site has awaiting area that can hold over 100 people, and includes a
separate area for child care while parents see the provider. The CHC main facility
has on-site a clinical |aboratory for performing basic tests, and a pharmacy. Other
laboratory services are contracted to the local private hospital system. Hospital and
radiology services are referred on aratio of two-thirds to the local private hospital
system and one-third to the county hospital. CHCI contracts with alocal MRI center
for MRI scans. A second site provides a minima amount of clinical services (1
provider and a case manager) at ared cross homeless shelter several times per week.
Users at this site who need additiona services come to the main site. The third site
provides only dental care, serving al the CHC users. Hours of operation of the main
site are from 8-6, weekdays. CHCI is closed on weekends.

CHCI employs the following clinical personnel: 4 physicians, one of whom is a
pediatrician and 2 are obstetricians, 5 physician assistants, 3 nurse practitioners, 3
nurses, and 2 case managers. The nurses provide most of the organized health
education programs (particular attention is given to patient/family education for
diabetes, and to provision of intensive health education and parenting training for
prenatal care patients). CHCI also serves as a Site for an osteopathic physician
training program, and has 5 residents who spend time seeing CHC patients each year.

The service area includes the entire Colorado Springs area. There were
approximately 17,000 users and 53,000 visits in calendar year 1992. The user
population is 70% white, 14% Hispanic, 12% African-American, with asmall Asian
and native American population. About 30% of users are Medicaid recipients. Most
of the remaining users have no insurance.

Sampling of Users and Visits

CHCI operates a complicated computer system. The mgor computer systemisa
local area network which connects the PCs at CHCI and has information on all
patients and services at al three sites. It operates on a Novell network. The
hardware consists of an IBM RSC. The patient information system software is from
IDX, one of the largest medical information systems software companies in the
country. Medical records are tracked using Infotracks software. CHCI switched to
its current patient information system in January 1993. No information from the old
system was carried over into the new system, nor was a rollback performed.
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Therefore, it may appear in the computer files that many patients first visited the
clinic in 1993 because none of their utilization data from prior years have been
transferred. By the end of 1994 most active users will be in the current system.

There are two additional independent patient information systems in operation within
CHCI. Case management information is on-aPC in text format and is not linked to
the patient information system. Case management information could be linked with
the main computer system, if manpower resources were devoted to this task.
Information on CPCP usersis also kept on a separate information system. The
perinatal services data are entered into a PC using an internally developed MIS
(programmed in FoxPro).

The mgjor patient information system contains information on all users with any visits
to any of the CHC’s service sites since the new software system was brought on-line
in January 1993. Users are subdivided into active and inactive groups, based on
whether they have visited within the year. Inactive user records have not been
purged, but there were only 15 months of users and visitsin the system at the time of
our visit. Because adequate memory is available, there are currently no plans for
purging the system and it could be used to select a stratified random sample of users
for any look-back period from January 1994. The center employs an MIS staff and
could do the programming. The user inquiry and registration files contain all of the
information we requested: name, address (including zip code), phone number, date of
birth, sex, date of al vigits, type of service, place of service (including department
within the CHC), payment source, up to four diagnoses per visit (coded in ICD-9-
CM), and services (CPT codes). They employ no special codes to distinguish type of
health education.

Files are organized by family account numbers, rather than by individual patient (an
individual patient number within the family is assigned). Individuals can be uniquely
identified by combining the account number and the patient number. A special needs
field identifies patients with mobility or language problems. Updating of patient
information varies by payment source, the most infrequent being yearly. The
computer could also be used to select a random sample of medical visits within a
specific time period. Medical visits can be distinguished from other visits. The
computer can also be used to print out and provide in machine readable format much
of the visit information which otherwise would have to be abstracted manually from
charts. The case management computer system could be used to gain information on
referrals, or these may be abstracted from the charts. Information on medications,
smoking status, reason for visits, injuries and chronic conditions (unless diagnoses
codes were reported on the encounter forms), procedures not codable in CPT,
counseling and health education services, and disposition would have to be obtained
from the medical charts. Diagnoses data for each visit generally reflect only the
principal reason for the visit, plus any complicating chronic condition which had to be
considered when planning the treatment for the acute condition. Complete diagnostic
information would have to be obtained from the chart.
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Recruiting of CHC Participation and Willingness to Play Expanded Role

It was suggested that the initial letter inviting participation should be directed to the
Executive Director. This CHC would be receptive to participation in such a study.
Concerns of the CHC revolve around the numbers of staff involved and the amounts
of time required by each. The CHC would be willing to send aletter on their
stationery to the sample of users inviting survey participation, if drafted by the BPHC
or the survey contractor (subject to minor editing by the CHC). CHCI would aso be
willing to schedule and reschedul e interview appointments. According to the
representatives of this CHC, all users can easily be contacted by telephone. The
Chief Operations Officer indicated that language barriers are generally not a problem
at the CHC. Six staff members speak Spanish and CHCI does offer a trandation
service. Patients who speak other languages usually provide their own trangdators.
An arrangement with a local deafness center provides sign language services to CHCI
when needed. CHCI does not offer transportation services. However, there is a bus
stop outside of the clinic which patients use and the county does offer transportation
services for the elderly. The Chief Operations Officer did not indicate that she
expected either of these issues to be a problem during interviewing. She thought that
$20 or $25 would be enough to compensate interviewees and provide an incentive for
them to participate. )

The Systems Manager had no preference about whether CHCI or the contractor would
select the random sample of users and visits. However, because of the complexity of
their computer system, it may be wiser for CHCI staff to select the sample using the
contractor’s instructions.  Or, she would be willing to give the contractor a half hour
of instruction on the computer system. The Medical Records Director preferred that
the contractor abstract medical records since CHCI would not have sufficient staff for
this task. They would be willing to pull and refile the records. Records could only
be pulled for a few days since they may be needed for clinical purposes. Staff would
be available to assist in the interpretation of entries, or for resolving other types of
abstracting problems.

There would be ample work space for abstracting on site.  The main site has ample
private rooms which could be made available for conduct of the interviews. There
also is ample waiting room space with a child care room. The clinic has office hours
every evening during the week until 6 pm. It is closed on weekends. Space would
not be a concern at this site.

Medical Records Organization and Contents

All medical records, including those of the people receiving care at the red cross
homeless shelter are housed at the main site. Most medical records at CHCI (99%)
are transcribed. The other 1% are hand written but legible. The medical records are
fairly complete and physicians’ notes are in the SOAP format. Medical records of
persons Who have not visited for three years are archived. Children’s records have a
complete immunization record, including information on immunizations received
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elsewhere which have been verified. A child’s record appeared to be very complete,
including immunization and growth records and the results of extensive tests for
normal physical and behavioral development. A record of an adult who had visited
numerous times was very complete with a problem list, medication list, referral
information, hospitalization records, and ancillary service results. It also included
information on family medica history.

Conclusions

This site would an ideal study participant for both the interviews and the visits. The
site has ample space to accommodate interviews and abstracting staff. The fact that
there are three service sites would not introduce any complexity to the sampling or
data collection. The center is willing to accept confidentiality guarantees and permit a
contractor to abstract its medical records and use its computer information system for
BPHC authorized research. CHCI is aso willing to assist in any way. No major
problems were identified at this site.
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SITE VISIT REPORT

CRUSADERS CENTRAL CLINIC ASSOCIATION
Rockford, Illinois

Purpose of Site Visit

We visited the Crusaders Central Clinic Association (CCCA) as part of the pretest

and information gathering phase for the design of surveys of CHC users and visits.
During the site visit the following topics were discussed: 1) the process by which this
CHC would assess whether or not to participate in the planned surveys, 2) the
availability and characteristics of sampling frames for users and visits, 3) single
versus multi-site sampling and data collection, 4) medical records organization and
contents, 5) conditions under which the CHC would agree to perform administrative
and abstracting tasks associated with conduct of the survey, and 6) any specia
considerations regarding design or implementation of the surveys at this CHC.

Conduct of Site Visit

Site Vigit Team: Steven Wojcik

Persons Contacted:  Executive Director (John Frana)
Community Services Director (Susan Lundquist)

Date of Vigt: March 22, 1994

The visit took place in the main site, one of two sites operated by the grantee. The
meeting took approximately two hours and included atour of the facility, the viewing
of a short video describing the services offered, and examination of a couple of
medical records. The administrative staff were very cooperative and eager to answer
and elaborate on all questions posed to them.

Site Description

CCCA operates two comprehensive service sites and provides limited services in 22
other locations around Rockford. The main site is located just west of downtown
Rockford in alow-income residential area. The Site covers one square city block and
Is housed in a former high school building that has been partially converted and
provides more than adequate amounts of space for current CHC operations. Pediatric
services are provided in a house next door. The second site is located five miles
away on the south side of the city. Unlike the main site, it is quite small. Both sites
offer the same comprehensive medical services and providers rotate between the two
sites. CCCA also provides two weekly clinics in community mental health centers
and senior citizen centers, and temporary, regular clinics in homeless shelters, soup
kitchens, the library, and other places. CCCA also provides services at the county
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jail, the juvenile detention center, and at selected locations for other special
populations.

In the fall of 1994 CCCA will begin providing obstetrical care to indigent women at
four sites.  The two main sites offer pediatric care, primary care, dental care, home
hedth care, vision care, HIV/AIDS care, socia services, and heath education.
Health education includes diabetes and hypertension counseling, and dealing with
chronic care. CCCA does perform simple X-rays, basic laboratory tests, and operates
aretaill pharmacy. In addition, the grantee also participates in the Comprehensive
Perinatal Care Program (CPCP) which provides enhanced prenatal care. CCCA aso
provides EPSDT for its own patients and offers afull range of immunizations.

CCCA dso has a homeless program in which it offers housing assistance, substance
abuse and mental health counseling. The site has limited evening hours and is closed
on weekends.

CCCA employs the following FTEs of clinica personnel: 13.4 physicians (3 of
whom are pediatricians, 3.7 are internists, 1 is an obstetrician, 4.7 are family
practitioners, and 1 ophthalmologist), 0.2 podiatrist, 5.0 physician assistants, 3.0
nurse practitioners, 2 pharmacists, and 6 dentists’ CCCA aso isasite for a
residency training program for the University of Illinois Medical School, dietician and
nursing programs of Northern Illinois University, and a dental assistant program at a
local junior college. The center employs 15 social workers and 2 mental health case
coordinators. Most users receive hospital care and any necessary ancillary services
not performed by the CHC at a private local hospital center. A small number of
users may be hospitalized or receive speciaized ancillary services from the county
hospital.

The service area includes the entire Rockford area. There were approximately 27,000
medical and optical users and 115,000 visits in calendar year 1993. The user
population is 50% white, 36% African-American, 9% Hispanic with a small Asian
and native American population. About 50% of users are Medicaid recipients. Most
of the remaining users had no insurance.

Sampling of Users and Visits

The CCCA does have a centralized computer system. Its hardware consists of an
IBM RSC 6000. The patient information system is UNIX-based software from Global
Health Systems which vends to numerous health facilities and is based in Rockville,
MD. The Chicago Board of Health and Cook County are in the process of adopting
this same system. The CEO did state that CCCA was dissatisfied with this system
and will be changing software by June. He was uncertain as to how much patient
information from the old system will be carried over. The computer is able to print
out alist of al possible users of medical services and distinguish them from CCCA
users recelving non-medical services, although it will he difficult to obtain an
unduplicated user list. The computer system has the capability to select a stratified
sample or subsamples.
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The patient information system contains information on all users since the computer
system was set up six years ago. The center employs an MIS staff who could write
programs to draw the samples. Records have never been purged. Users are
subdivided into active and inactive groups based on whether they have visited within
the last two years. The user inquiry and registration files contain al of the
information we requested: name, address, phone number, date of birth, sex, date of
all vigits, type of service, place of service, payment source, diagnoses in ICD-9-CM,
and services/procedures coded in CPT. It was mentioned that they may use different
versions of CPT, and shift between ICD-9-CM and CPT for certain procedures,
depending on the source of payment. Illinois Medicaid requires coding in earlier
‘versions of CPT. Illinois Medicaid also is lagging in adopting the annual updates to
ICD-9-CM.

CCCA employs no special codes to distinguish among types or purposes of health
education provided to patients. The initial contact file does contain information on
whether the user requires Spanish language trandation or transportation. Updating of
patient information varies by payment source, the most infrequent being yearly. The
computer can aso be used to generate alist of medical visits, from which arandom
sample can be manually selected. Medical visits can be distinguished from other
visits. The computer can aso be used to print out and provide in machine readable
format much of the visit information which otherwise would have to be abstracted
manually from charts. The case management computer system can be used to gain
information on referras. Information on medications, smoking status, injuries,
chronic conditions, procedures, counseling and health education services, referral
information, and disposition would have to be obtained from the medical charts.
Diagnostic and reason for visit information would have to be abstracted from the
charts.

Recruiting of CHC Participation and Willingness to Play Expanded Role

It was suggested that the initial letter inviting participation would be directed to the
Executive Director and the center would be receptive to participation in such a study.
Concerns of the center would include the length of time required and the fact that
during the second and fourth quarter of the year, they would be too busy to
participate. The CHC would be willing to send the letter inviting participation drafted
by the BPHC or the contractor and addressed to users. CCCA would also be willing
to schedule and reschedul e interview appointments. All users can easily be contacted
by telephone. They indicated that language barriers are generally not a problem at
the CHC. Six staff members speak Spanish. Patients who speak other languages,
such as Laotian, usually provide their own trandators.

CCCA does offer transportation services primarily for the elderly and perinatal care
users, but also for those in need. They did mention that there is a potential for abuse
of transportation which they have had to deal with in the past. The Executive
Director did not indicate that she expected either of these issues to be a problem
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during interviewing. They thought that $25 would be enough to compensate
interviewees and provide an incentive for them to participate. Most of their users are
working poor and would have to take off from work to, participate. Evening or
weekend interviewing might be better at this site.

CCCA would prefer to have the CHC staff select the sample of users and perform the
medical records abstracting. They would also be willing to pull and refile the
records. Records could only be pulled for a few days since they may be needed for
clinical purposes. Staff would be available to assist in resolving abstracting problems.
There would be ample work space for abstracting on site at the main site.  Space for
both interviewing and abstracting would be tight at the second site.  The main site has
ample rooms for interviews and ample waiting room space, However, interviews

may not be as private as would be desired. Thereis achurch nearby and other sites
which could be used to conduct interviews. Alternative space for interviewing would
have to be found adjacent to the second site.

Medical Records Organization and Contents

About half of the medical records at CCCA are transcribed. The decision to
transcribe is based on the legibility of the physician’s handwriting.- The medical
records are fairly complete and physicians notes are in SOAR format. Children’s
records have a complete immunization record, including information on
immtmizations received elsewhere (immunization history is verified). A child's
record which we reviewed appeared to be very complete, including immunization and
growth records. A record of an adult who had visited numerous times was very
complete with a problem list, medication list, referral information, hospitalization
records, and ancillary service results.

Conclusions

This site would be okay for both the interview survey of users and for the survey of
visits. The CHC prefers that its own staff abstract the medical records, and its own
staff perform the sampling from the computer information system, but would allow
the contractor access if necessary. CCCA isaso willing to assist in logistics or any
other way.

Space would be a problem at the second site and private rooms for interviewing might
be difficult to find at the main site. However, the administrators felt that solutions
could be found. They also indicated that because of the large percentage of the user
population that works, compensation and timing of interviews would influence
participation rates.
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SITE VISIT REPORT

HAMILTON HEALTH CENTER, INC.
Harrisburg, Pennsylvania

Purpose of Site Visit

The Hamilton Health Center (HHC) was site visited as part of the pretest and
information gathering phase for the design of surveys of CHC users and visits.
During the visit the following topics were discussed: 1) the process through which
this CHC would assess whether or not to participate in the planned surveys, 2) the
availability and characteristics of sampling frames for CHC users and visits, 3) single
versus multi-site sampling and data collection, 4) medical records organization and
contents, 5) conditions under which the CHC would agree to perform administrative
and abstracting tasks associated with conduct of the survey, and 6) any specia
considerations regarding design or implementation of the surveys at this CHC.

Conduct of Site Visit

Site Visit Team: Jim DeLozier and Steven Wojcik

Person Contacted: ~ Chief Executive Officer (Joseph Summers)

Date of Vidit: March 16, 1994

Although this grantee operates seven sites, we visited only the Fulton Street site
which is also the main office. The meeting took approximately one and one-half
hours. We did not look at any medical records. The Chief Executive Officer was
largely cooperative but seemed to have limited time and could only provide brief
superficial answers to some of our questions. Nevertheless, the meeting provided the
most essential information with the exception of the exact layout of the CHC’s MIS
user files and medical records.

Site Description

HHC employs the following FTEs of clinical personnel: 4.5 dentists, 3.5
pediatricians, 2.5 general practitioners, 1.0 physician assistant, and 1.8 nurse
practitioners to staff two full time clinics which provide comprehensive medical and
dental services. Both sites offer perinatal services. HHC aso has five WIC sitesin
Harrisburg and surrounding towns, which do not provide medical services. The
Fulton Street site is located about one and a half miles aimost directly north of the
state capitol building in a low-income residential area. The center itself isin alarge
building in a park and adjacent to a church. The Walnut Street site, which has just
re-opened within the last year, is located one-third of a mile south of the state capitol
building in the downtown business and government district and about two miles from

CENTER FOR HEALTH POLICY STUDIES




the Fulton Street site. HHC plans to operate a clinic from a mobile van, and to
implement two school-based clinics in the near future. The van would be located in
areas where the need is not sufficient to justify a full-time clinic. The school-based
clinics would be open to al users in the neighborhood. Plans for a teen health center
areininitia stages. The current service area encompasses the city of Harrisburg.
However, HHC has requested to extend the service area to the whole of Dauphin
County.

Currently there are about 12,000 active users of medical and dental services,
including 1,000 of the 5,000-6,000 WIC recipients. Although some patients use two
sites, al have a“primary site, " to which they are encouraged to come and at which
their medical record is located. The user population is relatively young and racially
and ethnically mixed. The major groups are African-Americans and Hispanics.
Smaller groups include Asian-Americans of various ethnicity and a group of recent
Russian immigrants. Seventy percent of users are Medicaid recipients who are evenly
split between managed care and fee-for-service. Twenty percent of users are self-pay
and pay on a dliding fee basis. About seven percent of users have private insurance
and three percent are Medicare recipients.

Sampling of Users and Visits

HHC uses a single central computerized information system for both sites that provide
medical care. The computer is an AS/400. HHC uses a software package from BCA
for its patient information system. About 10-15 CHCs nationwide use similar
software designed by BCA.

The computer contains information on all users within the last five years. Records
are regularly updated and users are subdivided into active and inactive users. Active
users are defined as those using services within the past three years. It was indicated
that user information allows the distinguishing of WIC recipients who do not use
medical and dental services at HHC. Distinguishing between medical and dental
visitsis easy. A small number of users have had only dental visitsto HHC, and it is
not known whether they, in fact, have another customary source of primary care, or
whether they merely have not sought any medical care. The MIS user file contains
the following data el ements we requested: name, address, phone number, date of
birth, sex, date of all visits, type and place of service for each visit, payment source,
family or household composition, diagnoses (ICD-9-CM codes), and CPT codes for
all procedures and other codable services. It does not contain information indicating
whether a user has specia language or transportation reguirements.

Information in the MIS is ideal for the sampling of selected users. The computer can
also be used to draw the sample of visits, and can print out and provide in machine
readable format most of the visit information which otherwise would have to be
abstracted manually from charts. Information on medications, reason for visits,
counseling and education services, and disposition would have to be obtained from the
medical charts.
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Recruiting of CHC Participation and Willingness to Play Expanded Role

For HHC, it was suggested that the initial letter inviting participation should be
directed to the Chief Executive Officer. A decision to participate would be made by
the CEO in consultation with the senior management team. HHC would in all
likelihood participate if asked by the BPHC. HHC would be willing to send out the
contact |etters on their stationery if we wrote them. The staff would also be willing
to call users selected for interviews and make appointments.  All users can easily be
contacted by telephone.

Space for three interviewers and a waiting area for interviewees would be difficult
according to the CEQ, athough he stated that some room could be found. They do
have a large conference room but the waiting area is small. If additional space is
needed, there is a church next door which could provide space, most likely without
cost. If neither the CHC nor the church are adequate, he felt that it would be
relatively easy to find space nearby for the interviews. Because of the geographic
distance between the sites, it is suggested that appointments for interviews be
arranged at the interviewee's primary site.

Many staff members are bilingual, speaking both Spanish and English. One staff
member speaks Vietnamese. Patients who speak other languages usually provide their
own translators. HHC offers no transportation services but Dauphin County
transportation service buses are available to all Medicaid recipients and HHC does
provide funds for transport in selected hardship cases. The CEO did not indicate that
he expected either of these issues to be a problem during interviewing.

The CEO strongly emphasized that the contractor would not be permitted access to
medical records unless absolutely necessary. He stated that HHC would provide
personnel to abstract medical records. Either medical records or nursing staff could
abstract records on their own time (on a cost reimbursable basis).

Medical Records Organization and Contents

We did not look at medical records and were unable to assess their completeness or
legibility. We did not request to do so because the CEO had stated at least three
times during the interview that he would not allow outside persons access to medical
records. He declined to provide copies of the encounter form and the user
registration forms or user file layout within the MIS after our request. He indicated
that they use the SOAP format. The CEO wishes to eventualy convert to
computerized medical records. It appears that some inactive medical records may be
housed in a separate building one block away.

Conclusions

Aslong as CHC staff perform abstracting, this would be an easy site for conduct of
the surveys of users and visits. The CHC would feel uncomfortable if the contractor
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had direct access to medical records. At this site, the BPHC and the contractor
should go out of its way to emphasize the confidentiality of the study to reassure the
CHC. The sample does not need to be stratified by service site and we recommend a
straight random sample of all users meeting the criterion for “active.” It is relatively
easy to exclude the individuals in the system who use WIC only and it is easy to
distinguish between medical and dental visits. Sampling can be done using the
computer, both for users and for visits, and with almost any conceivable stratification.
The site would be willing to take on much of the logistics for interviews on a cost
reimbursable basis (cost is defined as the number of person hours times each
individua’s labor rate plus fringe, plus other direct costs such as postage, telephone,
and photocopying. Contacting of patients, transportation, language barriers, and
space for up to three simultaneous interviews are not expected to be problems.

The CEO of HHC expects that users will not be reluctant to participate. If the survey
contractor finds that a number of CHCs using the same software have been selected to
participate, arrangements could be made to prepare sampling/abstracting programs for
use at al such sites. The major potentia problem for this site is that the contractor
would have to rely on CHC staff to abstract medical records. However, the CHC
does have medical records staff and nursing staff available to do the abstracting, and
the CHC would be willing to make arrangements for their participation on a cost-
reimbursement basis.
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SITE VISIT REPORT

METROPOLITAN DENVER PROVIDER NETWORK
Aurora, Colorado

Purpose of Site Visit

The Metropolitan Denver Provider Network (MDPN) was site visited as part of the
pretest and information gathering phase for the design of surveys of CHC users and
visits. The following topics were discussed: 1) the process by which this CHC
would assess whether or not to participate in the planned surveys, 2) the availability
and characteristics of sampling frames for users and visits, 3) single versus multi-site
sampling and data collection, 4) medical records organization and contents, 5)
conditions under which the CHC would agree to perform administrative and
abstracting tasks associated with conduct of the survey, and 6) any special
considerations regarding design or implementation of the surveys at this CHC.

Conduct of Site Visit

Site Visit Team: Steven Wojcik

Person Contacted:  Executive Director (David Myers)

Date of Visit: March 21, 1994

The visit took place in one of the two sites operated by the grantee, the Aurora
Clinic, which is across the street from the administrative offices. The meeting took
approximately two hours and included a visit to the medical records room and
examination of an arbitrary sample of several medical records. The Executive
Director was cooperative and forthcoming with information, All questions were
answered.

Site Description

MDPN was organized in 1989. It operates two full-time clinics on opposite ends of
Denver. The AuroraClinic islocated in central Aurora, just east of Denver and
southeast of Stapleton Airport in a mixed commercial and low-income residential area
consisting of small homes, apartments, and mobile homes. The clinic islocated in a
former house. The other siteis twenty-two miles away in Lakewood, just west of
Denver, in Jefferson County. Both clinics operate independently, serving different
user populations, and employing separate groups of providers. The Lakewood Site is
located in the county health department building. In addition to weekday hours, both
Sites are open one evening per week. Neither site is open on weekends.

MDPN employs the following FTEs of clinical personnel: 2.6 physicians, 2.4 mid-
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levels, 0.2 nurse mid-wife, 0.5 generalist case manager, and 2 case managers
dedicated to teen pregnancy prevention, The latter two are the only health educators.
Both sites provide comprehensive medical services, including adult, pediatric (they
also deliver EPSDT and immunizations), and perinatal care. Providers are generally
assigned to one site and do not practice at the other site. Health education done by
the clinical staff includes prenatal, diabetes, substance abuse, parenting, and auto
safety counseling. The staff also assists with referrals for social services. The
MDPN is ateaching site for the nurse mid-wifery program at the University of
Colorado. MDPN has no socia workers and no mental health staff. Users receive
ancillary and hospital services at 5-6 hospitals in the Denver area.  The Aurora site
does have a pharmacy outlet which offers limited pharmaceuticals to clinic users only.

The service area includes the entire Denver metropolitan area, however users reside
primarily in the suburbs east and west of the Denver city limits. There were
approximately 3,650 usersin calendar year 1992, but they have enjoyed great growth
and the current number of users is substantialy higher (CHC representatives stated
that there has been a 40% increase in visits and a 30% increase in users since 1992).
Approximately sixty percent of users receive care at the Aurora Clinic and the
remaining 40% receive care at the Jefferson County site. The user populéation is 65 %
white, 20% African-American, 10% Hispanic, and a small proportion Asian and
native American. Hispanics and recent Russian immigrants are more likely to use the
Jefferson County site while the Aurora Clinic has a higher percentage of Asians.
African-Americans are evenly distributed between the sites.  About 30% of users are
Medicaid recipients. Most of the remaining users have no insurance.

Sampling of Users and Visits

MDPN uses a single central computerized information system for both sites. The
computer is a powerful PC (486DX66). Terminals at both sites are connected by a
dedicated phone line. MDPN uses a Versyss software package which is UNIX-based.

The computer contains information on all users since the computer system was set up
in 1992 and can be used to select a stratified random sample of users. However, two
samples would have to be separately selected, one for each site since the computer
can only provide complete lists of users by site.  Thiswould be better for the survey
since interviewing would have to occur at each site for the users of that site, due to
the great distance that separates the sites. The user file does not contain information
indicating whether a user has specia language or transportation requirements.
Information such as date of most recent visit and demographics is available to
facilitate sampling of selected users. The center employs no MIS staff, but the
Executive Director has generated a list of users from which a recent random sample
was manually drawn to conduct focus groups. Records have not been purged. Users
are not subdivided into active and inactive groups.

The computer user file contains al of the information we requested: name, address,
phone number, date of birth, sex, date of all visits, type of service, place of service,
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payment source, diagnoses coded in ICD-9-CM code, and services coded in CPT.
Visits involving only health education and no medical services can be identified by the
presence of C codes unaccompanied by medical codes. The computer can also be
used to list al medical visits within a specific time period, again with two separate
lists by site of care. A random sample can then be picked manually or possibly a
program can be written to select a random sample by computer. The computer can
also be used to print out and provide in machine readable format much of the visit
information which otherwise would have to be abstracted from charts. Information on
medications, smoking status, reason for visits, chronic conditions, referral

information, counseling and education services, and disposition would have to be
obtained from the medical charts. Also, diagnosis information from the computer will
only reflect that for the visit. Complete diagnostic information would have to be
obtained from the chart.

Recruiting of CHC Participation and Willingness to Play Expanded Role

For MDPN, it was suggested that the initial letter inviting participation should be
directed to the Executive Director. Since the organization is small, the entire staff
would be involved in the decision to participate. Concerns of the CHC focus on what
information will be gathered, how it will be used, and the costs to the CHC to
participate (measured in disruption and staff time). The MDPN has conducted some
studies of its own, such as focus groups, and is well aware of what isinvolved in
such studies. The CHC would be willing to send a |etter on their stationery inviting
user participation in the interviews, provided that it be drafted by the BPHC or the
survey contractor and that the mailing costs be reimbursed. In their own studies, they
have used a consultant who specializes in this area to carefully word letters sent to
people for which confidentiality might be a problem, such as persons with HIV+ and
teens. Although MDPN recognizes that scheduling and rescheduling appointments is
time-consuming, it would be willing to do these tasks.

CHC dtaff indicated that all users can be contacted by telephone. The Executive
Director indicated that language barriers are generally not a problem at the CHC..
Staff members speak Spanish, Chinese, Vietnamese, Russian, and sign language. He
also stated that when they do have a problem, they use AT& T’ s trandation service in
athree-way telephone conversation. Patients who speak other languages usually
provide their own trandators. MDPN does offer bus tokens and cab vouchers for
people who have difficulty getting to the clinic. The Executive Director did not
indicate that he expected either of these issues to be a problem during interviewing.
He thought that either $15, $20, or $25 would be fine as compensation for
interviewees.

The Executive Director stated that confidentiality provisions would determine whether
he prefers that the contractor or MDPN select the sample of users and visits. MDPN
prefers to have its own personnel abstract medical records, and to pull and refile the
records. Nursing and medical assistant staff members would be responsible for
handling medical records abstracting. The cost and time would be factors involved in
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this decision. Fifty to one hundred charts would not be a problem for MDPN.
However, if more charts were to be examined, it would be too much for MDPN staff.
Records could only be pulled and set aside for a few days since they may be needed
for clinical purposes. Thus, it would be necessary to pull several batches of records
as the abstracting process continued. If outsiders are to do the abstracting, CHC staff
would be available to assist in resolving abstracting problems. There would be little
work space for abstracting on site since the medical records at the Aurora Clinic are
housed in a tiny room and the entire site has little space. However, the administrative
offices are located across the street, and space could possibly be made available there.
The Aurora site does not have the space for even oneinterviewer. The waiting area
istiny and thereisno child care. Space for the interviews could be located in the
administrative offices. The clinic has office hours one evening per week and is closed
on weekends. It is possible that the site could be used for interviews on other
evenings during the week or on the weekend. The Executive Director suggests that
interviews be held at both sites since they are far apart from each other.

Medical Records Organization and Contents

Provider notes in most of the medical records have been transcribed. Others appear
to be legible, and fairly complete. Physicians' notes are in the SOAP format.
Children’s records have a complete immunization history, including information on
immunizations received elsewhere and verified. A pediatric chart which we reviewed
appeared to be very complete, including immunization and growth records. A record
of an adult who had visited the CHC numerous times was very complete with a
problem list, medication list, referral information, and ancillary service results.

Conclusions

Selection of this CHC would produce minor complications for the conduct of both the
survey of users and survey of visits. It would be necessary to stratify by service site
since the user population varies by site (one site has a special population, Russian
immigrants under case management) and the computer can only generate information
by site, not for the CHC as awhole. Apart from this complication, the computer
could be used to select the sample of users and visits, and sort according to many
variables. The CHC would be willing to take on many of the tasks involved in
participation in the study.

The other major problem is that of finding space for conducting the interviews and for
abstracting records. Space would have to be found off-site. The CHC representatives
cautioned us that there could be a small but significant refusal rate among users who
are asked to participate. MDPN had difficulty in getting users to participate in its
own recent focus group study, attaining only a 20% participation rate. This may be
due to the small staff size and lack of experience. The contractor may have less
difficulty, but this concern has been broached.
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SITE VISIT REPORT

SUNSET PARK FAMILY HEALTH CENTER
Brooklyn, New York

Purpose of Site Visit

This CHC was visited as part of the pretest to gather information for the design of
surveys of CHC users and visits. Topics for discussion were: 1) the process through
which this CHC would determine whether or not to participate in the planned surveys,
2) the availability and characteristics of sampling frames for users and visits, 3) single
versus multi-site sampling and data collection,-4) medical records organization and
contents, 5) conditions under which the CHC would agree to perform administrative
and abstracting tasks associated with conduct of the survey, 6) confidentiality
concerns, and 7) any specia considerations regarding design or implementation of the
surveys at this CHC. In addition to discussions with administrative personnel, direct
testing of the User Interview Instrument through test interviews with CHC users were

conducted.
Conduct of Site Visit

Site Visit Team: Ben Duggar, Jim DeLozier and Donna Ruscavage

Persons contacted: Special Assistant to Executive Director (Molly McNees)
Medical Director (Merle Cunningham,M.D.)
Director of Quality Assurance (Kathleen Madden)
Director, MIS (Baob Miller)
Chief for Outpatient Medical Records (Carlos Batazar,
ART)

Date of Vidit: The visit was conducted March 23, 1994

This grantee operates three principal delivery sites and 10 part-time school health
sites. We visited only the Sunset Park Family Health Center which is the main
service site. The meetings took from 10:00 am to 4:30 pm, which included
interviews with 3 users and review of several medical records. Site staff were very
cooperative and al or our questions were answered.

Site Description

Sunset Park Family Health Center is quite different from most CHC’s inthat it is
hospital based and serves as the outpatient department for the Lutheran Hospital
Center (LHC) in southwest Brooklyn. It is a large facility, employing 70 full time
physician equivalents, including a variety of specialists as well as family practice
physicians. Annually, there are several hundred thousand patient visits. In addition to
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the main service site, there are two satellite sites, also in southwest Brooklyn, that
provide medical services: the Family Physician Health Center, and the Park Slope
Family Health Center.

An additional site is operated which provides only menta health and substance abuse
services. As part of the substance abuse program, however, limited medical services
are provided at this location as a requirement of the state substance abuse program.
While discussion and decision is needed as to whether this service is eligible for the
study, it is recommended that such medical services be considered incidental to the
substance abuse services and, therefore, out-of-scope for this survey.

A large proportion of the CHC user population is of Hispanic origin, and many of the
staff are bi-lingual. Trandators are readily available for most patients in need.

Sampling of Users and Visits

The CHC uses a single central computerized information system for all three sites.
Their computer system is tied into the hospital main-frame for the registration and
encounter data. Data are downloaded to their PC system monthly. They use
FOXPRO for accessing and tabulating data from their PC based user files. The
computer files contain all active users, and can be used to select arandom stratified
sample of both users and visits. The CHC would not want a contractor or other
outside person to have access to their computer records. They would be willing to
select samples according to written specifications if given sufficient time and adequate
relmbursement.

The user file contains all of the data elements needed for selecting the user and visit
samples (e.g., name and address, phone, DOB, sex, date of last visit and all previous
vigits, type of service, place of service, provider 1D, insurance status, up to 3
diagnoses in ICD-9-CM, and CPT codes for procedures). In addition to the visit
sample, the computer file can be used to provide many data items for the patient visit
data record which otherwise would have to be abstracted from the chart. Available
from the computer file for each visit are:  Date of visit, zip code, date of birth, sex,
source of payment, diagnosis, provider seen, and disposition decision.

A few special issues were identified during this visit. Since program
eligibility/payment source can change frequently, care must be taken to determine
source of payment at the time of the selected visit. Since this may be problematic in
some CHC'’s, selection of avisit sample for a recent time period would seem
desirable to minimize the problem.

Seen before for same problem may be difficult to determine for some visits. The best
source of this information is probably an indication that the visit is for “follow-up”.
Rules for searching prior visits, using a problem list, and for making a determination
for chronic as well as acute and non-illness problems are needed. The time period to
be used for determining whether the patient has been “seen before for this problem”
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must be defined. A chronic condition treated several years earlier may till exist at
the current visit and, therefore, has been “seen before”. An acute condition treated 6
months previously, on the other hand, may not be related to the same condition
diagnosed at the current visit.

Attached is a copy of an encounter form used inthe CHC. All data from thisformis
in the computer and can be used for sampling or as a substitute for abstracting from
the chart for the sample of visits.

Recruiting of CHC Participation and Willingness to Play Expanded Role

For this CHC, it was suggested that the initial |etter should come to the Executive
Director inviting participation, with a copy to the medical director (it was agreed that
the copy to the medical director would not really be necessary, but is advisable). The
CHC would be willing to send out the contact letters on their stationery if we wrote
the copy and provided it on diskette. It was suggested that it be made available in
several commonly used software formats for convenience. The CHC should aso be
permitted to personalize the letter, if they want, subject to HRSA fina approval. It
was suggested that the letter from BPHC to the CHC should acknowledge the burden
this study will present to the CHC staff, express appreciation for participation, make
it clear that the CHC will be reimbursed for their costs, and that participation is
voluntary. This CHC would aso be willing to call users and make appointments for
interviews. Most of the users have an address and phone number where they can be
reached, although for some it will be through arelative or a neighbor.

There is generally a space problem at CHC clinic sites, but this CHC expects that
they could find the needed space in nearby buildings for the interviews. This CHC
does not provide transportation for any users.

This CHC expressed a general willingness to participate in the study but strongly
emphasized that it would be a burden on their staff. They would expect that most of
the work done by their staff to draw samples, arrange appointments, and abstract visit
data would be done on an overtime basis, and they wanted to be assured that their
costs would be largely covered. They aso emphasized the need to know, from the
beginning, exactly what they would be expected to do, and that they would be given
adequate time to do it.

Medical Records Organization and Contents

The medical records are not computerized and are not typed. All entries are by hand
in aloose SOAP format. A problem list is present, which is currently being revised.
The more serious and chronic problems are entered on the list when they occur, but
updating of the information is infrequent. Each chart contains an immunization
history sheet with the source of the information generally recorded.
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Each satellite facility maintains its own records. A user’s records are kept at the
“principal” site for that user. If avisit is scheduled for another site, the record is
sent to the site for the visit and returned after the visit.  Walk-in visits to another site
are recorded on an encounter form which is sent to the primary site for inclusion in
the user’s chart.

The CHC indicated willingness to allow a contractor to do the records abstracting.
They also suggested that they often use medical residents for this purpose (LHC is a
teaching hospital).

Asin other CHC's, the detailed clinical data in the computer file could be used to
complete the visit data form for many items but not for all needed data.  This presents
an opportunity to save part of the effort of completing data for the visit sample, but
also presents a few problems. For one, a decision will be needed regarding which
data items may be retrieved from computer files, when available, and which must
aways be abstracted from the medical records. It must be determined whether it is
acceptable to use computer data from some facilities and not from others which do
not have such computer files. Also, when visit data are obtained from two (or more)
sources, the methods/mechanics for merging the data must be detailed. And, the
comparability of data in the computer system and in the chart has not been
established. That is, will the diagnosis, for example, recorded in the computer
system be the same as the diagnosis abstracted from the record for the same visit?
These are issues needing further exploration and discussion before a final decision is
made on how and whether the computer data may be used as part of the visit data set.

User Interviews

Interviews were conducted with three CHC users. Ms. Ruscavage administered the
interviews. Mr. DeLozier observed the last interview, but no observer was present
for the first two interviews. The first interviewee was an Hispanic female, about age
20. The second was an Hispanic female responding as a proxy for her 12 year old
son. Both of these respondents had difficulty with English and required an
interpreter. These interviews were extremely difficult and time consuming. Both
were terminated after 90 minutes, the first about half way through and the second
about one third through. Both the interpreters and respondents had difficulty with
many questions. Until a translation of the questionnaire is completed, additional
interviewers with non-English speaking users should not be attempted.

The second user presented a specia problem for the interviewer. The user was
having difficulty getting satisfaction with the care of her child. It was apparent that
during the interview the user frequently gave extended answers which reflected her
frustration with the “system”. Interviewers will need training on how to handle users
with their own agenda so that the interview can stay focused on our data collection.
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This case was particularly difficult because of the language problem, the emotional
state of the respondent, and the child’s medical problems.

The third user originally scheduled for an interview turned out to be an non-user who
was to be a proxy for hisinfant child. Because we had done a child proxy already, a
replacement user was sought. Few people were willing to spend an hour at that time.
One male was identified who initially agreed only to leave when he was told it would
require about one hour. A volunteer was finally identified who was a 16 year old, bi-
lingual male. He was relatively bright, cooperative and had virtually no health
problems. This interview went rather smoothly, but still took nearly an hour. A few
specific problems were noted during the interview. These and other comments are
included in the interviewer summary comments attached. A summary of Ms.
Ruscavage’'s comments are also attached.

Conclusions

This would be a more difficult site for conduct of the surveys of users and visits,
primarily because of its size, workload, and the preponderance of non-english
speaking users. We do not see the need to stratify the samples by service site and
recommend a straight random sample of all users meeting the criterion for “active’.
Sampling can be done using the computer, both for users and for visits, and with
amost any conceivable stratification. Their willingness to take on much of the
logistics for interviews on a cost reimbursable basis will help to control survey
implementation costs. They would determine costs as labor rate plus fringe, plus
other direct costs, such as postage, phone, and reproduction.
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USER INTERVIEW PROBLEMS

1. Interview is too long. The easiest interview, a bright young man with no medical
problems, took nearly one hour.

2. Several items seemed to be repeated: Job information for past year; Activity
limitation; where born; number of times visited CHC in last year.

3. Skip pattern needed for non-drinkers and non-smokers to avoid irrelevant questions on
these topics.

4, The dietary questions seem to be answered with guesses. Specific problems; does
“beans’ include kidney types as well as green/yellow? Do the vegetables and tomato sauce
on pizza count as vegetables and fruit juice? (pizza can be afrequent part of kids' diets)

5. Section ES needs a skip to avoid irrelevant questions when there are zero days when
family had no money for food.

6. Rule is needed for age below which certain questions are not asked. eg. family
insurance coverage, reason for first visiting CHC (or add a category that parent brought for
first time), and immunization data.

7. For bi-lingual people, “do you speak mostly English” might be answered with
“where”. ie, they speak one language in the home and English outside the home. Also, it
should be clear whether this question relates to how well the language is spoken or how
much.

8. Length of time for appointment has no response for those who only use CHC as walk-
in patient.
9. Question on number of months during past 12 that user had ajob was confusing’ to

respondent and interviewer, or possibly to me. Respondent thought it asked about number of
jobs, then about having more than one job at the sametime. Not sure he ever understood.
Needs to be reworded.

10.  Immunization questions using “letters’ for the immunization type was confusing. Hib
was thought to be HIV. DPT was not known, though tetanus was. MMR was not
recognized, but measles was.
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MEMORANDUM

TO: Ben Dugger
FROM: Donna Ruscavage
RE: Community Health Center User Survey

25 March 1994

What follows is feedback on the draft instrument for the Community Health Center User
Survey based on the pilot test at the Sunset Park Community Health Center in Brooklyn, New
York this week.

Overadl, the questionnaire is very long. This does not appear to be problematic if the
respondent has few or no health conditions--the one interview | did with a healthy 18
year old male (with only one condition) lasted 55 minutes. However, if the
respondent does have severa health conditions, it could increase the interview time to
over an hour.

Two interviews were conducted in Spanish with translators. Both of these interviews
took about 11/2 hours, and | was not able to make it through half of the questions for
either respondent. The Condition List 1 + 2 seemed difficult to trandate; neither of
the two translators could find the Spanish word for cerebral palsy.

In general, the wording of the questions is awkward and stiff. The interview might
go more smoothly (and quickly) if the questions were worded in a conversational
style. The awkwardness of the wording sometimes made it difficult for the
respondents to figure out what the question was in fact asking. This may be
problematic for the full study and may result in some respondents answering questions
just to respond (even if they do not understand the question).

The income questions are somewhat repetitive.

The skip patterns need to be fixed as Jm noted in his observation and the skips to the
Item Cores need to be fixed (right now they are noted in the text and refer to the
question to be skipped at the end of the question, not before the question--thisis
confusing).

. In the Source of Care section, question 5a. is confusing. It needs to be reworded and
the choices of very important (yes), somewhat important (no), and not a reason (don’t
know) are extremely confusing. It might be clearer to ask how important areason is
it for you to.... and give the choices only as very important, somewhat important, or
not areason. Or ask why do you come here rather than another clinic, isit because.. .
and have the choices yes and no.
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SITE VIST REPORT

YORK HEALTH CORPORATION
YORK, PENNSYLVANIA

Purpose of Site Visits

The York Health Corporation (YHC), along with the Henrietta Johnson Medical
Center, was selected for a final test of the CHC User and Visit Survey procedures and
instruments.  The purpose of this site visit was to test the CHC User and Visit Survey
instruments and procedures by conducting an abbreviated version of the complete
survey in the YHC. Two visits to the YHC were made to accomplish this, one on
August 5 and the second on August 3 1, 1994,

First Visit

The purpose of the first visit was to test the YHC' s willingness and ability to
accomplish the survey tasks, and specificaly to:

Get the YHC's agreement to conduct the test survey

Explain the tasks necessary for survey participation

Determine which tasks the YHC was willing and able to perform
Provide written and verbal instructions for completing the survey tasks
Provide survey materials

Prior to the initial visit, a letter from Dr. Marilyn Gaston, Director of the Bureau of
Health Care Delivery and Assistance, was sent to the Executive Director of the YHC
that described the purpose of the User and Visit Survey and asked for the YHC's
cooperation in conducting a final test of the instruments and procedures. A genera
description of the project and a detailed, step by step, list of the activities required of
the YHC was included in the letter.

Specifically, the YHC was asked to:

. select a sample of 40 users from all medical care users during calendar
1993, following the specifications provided

. select 6 users of varied age and sex for recruitment to complete the user
interview

. send letters to the 6 users requesting their participation in the survey

. contact the 6 users by telephone to arrange their participation and
schedule an appointment for the interview
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. provide space for the interviews

. select a sample of 120 visits from al medica care visits which occurred
during calendar 1993, following the specifications provided,

. complete patient visit abstracts for 5 of those visits
. document the time and costs required to accomplish the tasks

About one week after Dr. Gaston’s |etter was mailed, a telephone call was made to the
executive director of the YHC, Mr. Stuart Pullen. Mr. Pullen agreed to meet with the
CHPS representatives to discuss the survey and a meeting was scheduled for August 5.

At the visit, the YHC's agreement to participate was obtained, and both verbal and
written instruction for completing the survey tasks were provided, This included
instruction for sample selection, guidelines for telephone contacts with users, and
instructions for abstracting records. Survey materials were provided, including draft
copies of letters to the user sample and Patient Record Abstracts. The YHC agreed
that the abstracting of medical records data and completion of the Patient Record
Abstracts would be done by YHC personnel. The user interview was to be done by
CHPS personnel. The target date for the completion of al activities was set for August
31

Second Visit

The second visit to the York Health Corporation (YHC) was made on August 31 for
the purpose of reviewing the outcome of the YHC's efforts to complete the above listed
tasks, and to evauate the user questionnaire by conducting interviews with a sample of
4 users. A discussion of these activities and the outcomes are presented below.
Conduct of Site Visit

Site Visit Team (First visit): Chris Moriarty, NCHC
Jm DelLozier, CHPS

Visit T nd visit): Joanne Lukomnik, MD, Consultant
Trish Royston, OPEL, HRSA
Kyung Ked, CHPS
Jim DelLozier, CHPS

CHC Persons contacted: Mr. Stuart Pullen, Executive Director
Ms. Suzanne Posey, Administrative Assistant

Date of First Visit: August 5, 1994
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Date of Second Visit: August 31, 1994
Site Description

The York Health Corporation serves the city of York and surrounding area. This
grantee operates three delivery sites, a central location and two smaller satellite
facilities. The satellite facilities receive no 330 funding and were, consequently,
judged to be out of scope for the survey. In addition, the providers at the YHC
occasionally go to schools, senior citizen centers, and group homes in the area to
provide medical services. In these situations, the detailed information about the
persons served and services provided are kept by the schools and institutions involved.
The YHC has information on the time spent by their providers, the genera nature of
the service provided and, in some instances, the names of persons served. Mr. Pullen
stated that the information about the people served under these conditions is considered
to be the property of the ingtitution in which the care is provided. It would not be
appropriate to include the names of such personsin any list of “users’, and it is not
possible to access their medical records in the other facilities. These persons, therefore,
were judged to be out of scope for the survey.

If these services are of interest in the User and Visit Survey, it is feasible to get
information concerning the number of off-site visits by CHC staff according to the
genera type of service provided (e.g., Immunizations, blood pressure screening,
genera medical care). Information may also be available on the number of such
“users’ and their demographic characteristics. Collection of these data for all CHC’s in
the national sample would permit national estimates for these services and users.

This YHC has about 10% Hispanic users, most of which are bi-lingual. They also
have some users who are functionaly illiterate. Because this is a small YHC, the staff
knows which people have special needs and could identify any that fell into the user
sample. The also have translators who could help to administer the user questionnaire
to non-English speaking users, if necessary. The YHC staff members were very
cooperative and agreed to perform all regquested tasks. The first meeting took from
10:00 am to 12:30 PM. The second meeting and interviews lasted from 9:00 am to
5:30 pm.

Sampling of Users

The YHC maintains afile of usersin a LOTUS file. A new user file is constructed
each caendar year by entering the name and data for users at their first visit during the
year. At any point in time, the file includes only those users who have used the YHC
since the prior January 1. An annual file of usersis available, therefore, only for a
complete calendar year. People who may consider the CHC their primary source of
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care, but who make no visits to the YHC during a particular year, will not be included
in the file of users for that year. Construction of a multi-year user file would be
extremely difficult since it would require merging of the annual files and eliminating
numerous duplicates. Constructing an annual file on other than a calendar year basis
would be equally as difficult.

For these reasons, the calendar year 1993 file was selected for the user sampling frame
for this test survey. Information contained in the file is sufficient to identify users
making medical visits, and includes user age and sex for sorting prior to sample
selection. Software is not available at the YHC to select the sample from the LOTUS
file, but the file can be sorted and the sample selected from a printed list, or directly
from the computer screen using the LOTUS line numbers. Information is available in
the file to identify the user including, name, age and sex. Patients' address and
telephone numbers must be obtained manually from another file.

The sampling procedures were presented in both verbal and written form at the first
sitevisit. After about 30 minutes of review and discussion of sampling specifications,
the site visit team and the YHC personnel were satisfied that they understood the
specifications and would be able to accomplish the sample selection._

The user sample selection was done by Ms. Posey and was completed on August 17.
She stated that she acquired a good understanding of the sampling process from the
instructions given at the first visit, and that the written sampling instructions were quite
helpful in refreshing her memory and guiding her through the sampling process. The
YHC users for 1993 are contained in two lotus files, roughly representing the first and
second halves of 1993. There were 6613 users included on the files. That total
included 2055 (31%) which were deleted because they were off-site users ruled out of
scope for the survey. The remaining 4558 users were sorted by age and sex. This
number was divided by 40 to derive the sampling interval of 113. Beginning with a
random number (10), every 113th user on the files was selected. A review of the
resulting 40 users indicated that the sampling was done correctly.

A method for recording the user sample names and addresses was not specified. Ms.
Posey was simply instructed that a list of the sample would be needed. Rather than
listing the sample of users on blank paper, M sPosey used a Patient Record Abstract
(PRA) for each user, recording the user name, date of first visit for the year, age, sex,
race, ethnicity, and source of payment. This was effective, but because there is not
much space on the PRA for address and telephone number, that is not the most efficient
way to proceed. It may be advisable to provide a form for recording the user sample
for those CHC’s doing manual sampling. Adequate space could then be designated for
the name, address, telephone number and other needed information. This form could
also serve as a control sheet by having spaces for indicating the status of the various
contacts (e.g., mailing of letter, telephone call, appointment schedule).
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Of concern in selecting a user sample are users who should not be identified as CHC
users or who would require special contact procedures because of confidentiality
considerations. Thisincludes HIV, STD and selected family planning patients. These
patients could be deleted from the user list prior to sample selection. These users
represent a unique and important patient population for most CHC's, however, and
their systematic exclusion from the survey is undesirable. It is preferable that these
patients be included in the sample and identified by the CHC as “sensitive” respondents
requiring special enlistment procedures. The contact and enlistment procedures for
these users must be determined on a case by case basis by each CHC. It is recognized
that contact of some such users may not be possible, and that response rates for these
users are likely to be lower than for other users. In CHC's where these populations can
be identified prior to sample selection, it would be desirable to create a separate
stratum for these users in order to control the numbers and types of users selected. It
Is important, however, to make a specia effort to include these groups in the CHC
User Survey in order that the results reflect the full range of CHC activity and
responsibility.

User Contacts

The procedures for selecting and contacting a sample of 6 users were presented and
discussed at the August 5 site visit. The 6 users were to be selected from known,
recent users such that 2 would be children, 2 young adults and 2 older adults. An
effort to get a male and female in each age group would be made. Letters to be sent to
the 6 users were provided to the YHC on diskette. After a brief review of the letter by
Mr. Pullen, he suggested two modifications. The first was to eliminate reference to the
US Public Health Service. He was concerned that the users would associate US PHS
with the local public health department which, to some, has negative connotations. It
was agreed to substitute CHC Program for the US PHS. The second suggestion was to
delete the reference to the authorization by Congress through the PHS Act.  Because of
OMB requirements for this statement, it will remain in the letter. Responding users
will be asked about their reaction to the letter. In addition, alternatives to citing the
PHS Act should be explored.

The YHC agreed to generate the letters on their |etterhead, and to mail them to the
users. They agreed to follow the letter with a telephone call to the users to arrange an
interview at the YHC. A telephone guide was provided for the YHC’s use, and a target
date for the interviews was set for August 31.

At the second visit, it was determined that the letters had been completed, signed and
mailed to 6 users on August 19. The changes to the letter suggested by Mr. Pullen
were not implemented because of an oversight by the person who prepared the letters.
The letters were sent exactly as drafted by CHPS. All six users received the letter.
Telephone calls were made to five of the six users on August 24 and 25, to set up
appointments for interviews. Three of the five users agreed to the interview, one was
unavailable due to a family emergency but would have participated at a later time, and
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the fifth declined to participate. The sixth user had no telephone. That user, however,
telephoned the CHC from a neighbor’s phone to say that she would participate. A
second letter was sent to this user specifying the day and time for the interview. The
CHC was unable to reach the user to confirm the appointment even though a staff
person was sent to the user’s home. This user did appear for the interview at the
appointed time. Two of the three others who agreed to participate arrived at the
scheduled time for the interview. One user called to cancel the appointment due to
ilIness and was willing to reschedule. Since rescheduling for another day was not
possible, a substitute user was found from among the CHC staff in order to assure 4
user interviews.

The users were not directly questioned about their reaction to the letter from the YHC,
though none commented negatively about it. It -was Ms. Posey’s impression from
talking with the users, however, that the letter was difficult for most of them to
understand. She suggested that it be written more simply with fewer agency names and
much less detail. Discussion among the site visit team resulted in agreement that the
letter should be simplified and an attachment developed which presents the critical facts
about the survey.

User Interviews

The interviews with 4 users were conducted during the August 31 site visit. The
interviews were administered by Kyung Keel with observation by Trish Royston and/or
Joanne Lukomnik at three of the four interviews. Interview space was provided in Mr.
Pullen’s office. Had the interviewing required several days or weeks, another place for
the interviews would have been necessary. Mr. Pullen stated that such space would
have been available.

All applicable sections of the survey were administered to each respondent. The
interviews for each respondent required approximately one hour and 15 minutes. Each
respondent answered multiple choice questions with the choices provided and very few
questions needed elaboration by the questionnaire administrator.

All respondents arrived on time for the interview or earlier. Two males, afemale, and
a mother proxy for a seven year old child were the interviewees. One male was 57
years old and the other 65, giving an opportunity to test the instruments for males
under 65 and over 65. No respondent commented that they felt uncomfortable with
any of the questions or that the interview was too long. All four respondents came to
the CHC specifically for the purpose of participating in the survey.

The amount of tirne and effort needed to administer the survey to someone with two or
more health conditions were not noticeably greater than administering to someone with
only one health problem. Unlike the users interviewed at the Central Virginia Health
Center, the respondents did not find it difficult to provide the number of times they had
visited the CHC in the last year. Three of the four respondents lived with one other
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person while the fourth lived with seven others. The time to administer the survey did
not vary by the number of family living in the same household.

In general, the interviews went well. The ease and logic of the skip patterns in the
survey were, for the most part, uncomplicated. No magjor problems were encountered,
though a number of relatively minor problems were noted. Some skip patterns were
missing, mostly in the recently revised sections. There were some questions during the
child interview that were not applicable to children, and there were a few questions that
caused some confusion to the respondent. Suggestions for improvements were
discussed by the survey team after each interview. Specific suggestions made by
Kyung, previoudly transmitted directly to Trish, are attached.

Sampling of Visits

The YHC aso uses a LOTUS file for its file of visits. It isasimple chronological
listing of visits, kept continuously. In order that the user and visit data are for
corresponding time periods, the YHC was instructed to select the visit sample from
medical visits made during calendar 1993. To select the sample, the YHC was to
determine “start with” and “take every” numbers, and identify the sample from the
LOTUS line numbers. The sample frame is to be kept in chronological order, and will
include date and site of visit, patient name and provider names.

The visit sampling procedures were presented in both verbal and written form at the
first site visit.  After about 15 minutes of review and discussion of sampling
specifications, the site visit team and the YHC personnel were satisfied that they
understood the specifications and would be able to accomplish the sample selection.

The calendar 1993 visit file for the YHC contains 21,635 visits.  This includes contacts
made with nurses and social workers as well as physicians. The total visit count was
divided by 130 to derive a sampling interval of 180. After arandom start (4), every
180th visit was selected. Ms. Posey performed the sample selection and stated that she
had no difficulty. She understood the instructions given at the first meeting and used
the written instructions during the selection process. It was not necessary to print the
file of visits. She found it quite easy to use the LOTUS line numbers to identify the
sample. Visit sample selection was completed on August 15.

As each sample visit was identified, Ms. Posey partially completed a PRA, recording
the patient name, date of visit, date of birth, sex, race, ethnicity and source of
payment. To assure that the correct visit was identified in the record, she also noted
the provider’s name on the PRA. A review of the 130 partially completed PRA’s
indicates that the sampling was done correctly.

Visit Abstracts
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After the visit sample was completed, Ms. Posey completed the partially completed
PRA’s for the first 5 visits. Using the patient name and visit date, the medical record
for each patient was retrieved and the visit identified in the chart. Information from the
chart was then used to complete the data items on the PRA. Those items completed
during the sampling process (date of visit, date of birth sex, race, ethnicity and source
of payment) were not verified with chart data. No problems were encountered finding
any records or identifying the specific visit in the records. Completion of the 5 PRA’s
required about 30 minutes. Ms. Posey stated that she believed completion time would
average under 5 minutes per PRA after she had completed a few and became more
familiar with the needed data items. The abstracting was completed on August 16.

Problems were encountered with the following specific PRA items:

Race and ethnicity -- Recording these items was problematic. The YHC
considers Hispanic to be a racia category. Hispanic patients, therefore, do not
also have aracia designation of white or black. In addition, many patients
refer to themselves as “bi-racial” which is a category recorded in the YHC
records. This cannot be coded on the PRA.

Was patient referred. -- This question pertains to referrals to the CHC by non-
CHC physicians. These referrals are rare at the YHC, and the referral
information is sometimes not recorded in the record. There may also be interest
in referrals by non-physician providers. In addition, there may be a need to
collect information about referrals within the CHC by other CHC providers.
This question could be modified to accommodate these needs.

Has patient been seen before.. .-~ This is difficult to ascertain from records.
Guidelines are needed to help abstractor. Verba review of this item should
emphasize the rules.

Counsdling/education -- This information is not readily available in the YHC
records. Most providers are thought to do such counseling when appropriate,
but seldom record it in the record.

Disposition -- The CHC study may need alternative categories such as referral
to another provider in the CHC. In addition, the category “refer to other
physician/clinic” was interpreted to include referral to the hospital OPD clinic
for an x-ray or lab test.

Dr. Lukomnik suggested the addition of an item to capture any care provided by other
providers before or after the medical care visit. For example, nutritional counseling,
dental consults, social services, or prenatal classes might be scheduled on the same day
asamedical care visit.
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Trandation, interpretation

Because of a significant Hispanic population at the YHC, several staff members are
used as trandators. Discussion was held with two staff members regarding the need
for a trandated version of the user questionnaire. While no conclusions or solutions
were reached, several points were made:

Spanish is likely to be the only language sufficiently common to justify a
translation of the questionnaire. This would not be a straightforward process
since there are many Spanish dialects used in various parts of the country and
among different Hispanic groups.

It would be possible to trandate just the response options cards given to the
respondent. This would be helpful, but would still require a trandator for all
other parts of the questionnaire.

There are at least three options for sources of trandators. 1) Provided by the
contractor, 2) Provided by the CHC, and 3) Provided by the respondent. The
first option is most desirable since the person could be trained and would not
present the response bias introduced by the other two options. Because of cost
considerations and the wide variety of languages, however, this will not be
feasible in many locations. The second option is the next most desirable. The
CHC'’s generally know their patients well enough to know what each user’s
trangation needs are. In addition, some training of CHC trandlators could be
accomplished to minimize response bias. The third option may be the only
option in some instances where no other trandator is available.

Some medical terms have no Spanish equivalent and are not translatable. The
English must be used for these terms and the term defined in Spanish.
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costs

In order to estimate the costs incurred by CHC's to participate in the User and Visit
Survey, the YHC was asked to record the time needed to accomplish the various survey
tasks performed for this test. MsPosey did most of the work for the test survey, and
recorded her time. She noted that it was difficult to keep track of the time because she
had to do the survey tasks when she could find the time among her normal obligations.
As aresult, the survey tasks were often interrupted by the need to perform normal
work. A stop watch was not used to record the time. Ms. Posey believes the estimates
she made are somewhat low. Not included-in the estimates are the time needed for the
initial site visit to enlist the CHC's cooperation and to instruct them in the survey
procedures. Also not included is the time required of the CHC staff during the day(s)
that the user interviews are being conducted. The hours and costs by task estimated for
the YHC are as follows:

CHC User and Vidit Survey
Cost Estimates for York Health Corporation

Staff Hours Activity

0.5 Start-up: reading and reviewing materials, planning

1.0 Gathering files, data, etc. in preparation for sampling

2.0  Visit sample selection, preparation of Visit File for sampling: deleting
out-of-scopes, sorting, etc.

2.0 Recording of visit sample, initiation of Patient Record Abstract

0.5 Pulling chart, abstracting data, returning chart (5 visits)

3.0 User sample selection, preparation of file, sorting, eliminating out-of-
scope users, recording of information for user sample list

15 Retrieve user address and telephone number, prepare letters, mail letters

(6 users)
0.5 Initial telephone calls to enlist users, set up appointments (6 users)
0.25 Follow-up calls for no-shows, reschedul e appointments (1 user)
05 Outreach contact (1 user)

11.75 TOTAL HOURS
x $18.85 Hourly rate

$22 1.49 TOTAL WAGES
+$1.74 Postage (6 letters)

$223.23 TOTAL COST
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10.

Summary

Mr. Pullen and Ms. Posey were quite cooperative, helpful, and interested in the study.
Mr. Pullen expressed an interest in knowing the results of the final study, and
suggested that it would be exciting if the data were sufficient to tabulate for individual
YHC’s. He kept a copy of the user questionnaire to review because he has an interest
in someday surveying his users.

Overal, the survey procedures went rather smoothly. The time allowed for completion
of the tasks was adequate for the small number of records to be abstracted and users to
be contacted. Sampling of users and visits, even with unsophisticated computer
systems, was relatively easy to complete. The Patient Record Abstract and the user’s
questionnaire both functioned well, with only minor problems that may be corrected.
The YHC personnel were quite cooperative and willing to assist and advise in the
survey operations, as has been the experience with nearly al CHC'sinvolved in
developing the User and Visit Survey. Response rate at the CHC level for this survey
should not be a problem. A true test of user cooperation has not been attempted, yet,
but users at the YHC arrived on schedule and were cooperative and uncomplaining.
This, too, is typical of users interviewed in other CHC's. )

A few issues need resolution before implementation of the full survey:

Off-dsite users and visits -- If and how to include off-site users and their visits
must be determined. Since this can be a significant part of a CHC's program, it
would seem advisable to include these users and their visits. Since limited
information may be available in some CHC's for these contacts, counts of users
and visits by some categories may be required.

Sensitive users -- Users, such as HIV and STD patients, are an important part
of the CHC' s user base. Their inclusion in the survey is important, but their
contact by the CHC and enlistment into the survey will require specialized
procedures, possibly unique to each CHC. A general approach to this problem
Is needed which alows each CHC to be flexible in identifying and enlisting
these users into the survey so that all confidentiality considerations are satisfied

Patient Record Abstract -- Little attention has been paid to modifying the PRA
to meet the unique needs of the CHC data. It is possible to conduct the survey
using the current version of the NHAMCS form. It is aso feasible to modify
the PRA and instructions to make the items more appropriate for the CHC data.
For example, the source of payment, disposition and provider-seen items have
response categories that could be modified to better suit the CHC needs. Itis
also feasible to add questions, such as one to capture the non-medical services
performed on the same day as a medical visit (as described above). As such
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changes are introduced, however, the necessity for field testing becomes
greater, and the data’s comparability to the NHAMCS data is diminished.

. Reference time period -- It was apparent at the YHC that collection of
information would be quite difficult if the reference period for sampling was
other than a calendar year. Of the 8 CHC' s visited in this development period,
this was the only CHC with this requirement. Other CHC's had a “running”
list of users that included everybody who had ever visited the CHC, or at least
had visited during the last several years, along with the dates of al visits. Since
the NHAMCS and NHIS are conducted on a calendar year basis, it seems
logical that the User and Visit Survey could also be conducted on a calendar
year basis for comparability. Using the prior calendar year as the reference
period should not present the CHC’s with any problems of sampling or of data
retrieval from medical records. It does present a problem in calculation of
rates, however. With a user file constructed like the YHC file, the total user
base from which the visits derive is greater than the user sampling frame.
Excluded from the frame are those persons who could have used the CHC, but
did not. Determining an appropriate user base for rate calculation may be
difficult. With a “running” user list, the opposite problem exists. Thet is, the
list may contain people who are no longer “users’ and have no intention of
returning to the CHC. This situation could be resolved by defining a user as
someone having visited the CHC during some defined period. In either event,
however, decisions are necessary to define an appropriate user base for use in
calculating population based rates.

11.  Chronology of Contacts with YHC
Aug. 5 -- Initia visit.

Aug. 11 -- Telephone call from Ms. Posey concerning sampling. She cannot access the 1993
User file as described in our 8/5 meeting. She wants to use the 1992 file instead. She
said she could use 93, but it would require much more work. | asked her to estimate
the extra cost of using 1993, but go with 92.

Aug. 15 -- Telephone call from Ms. Posey as follow-up to prior cal. She got the 93 file she
needs from a co-worker. She can use 93 as planned.

Aug. 19 -- Ms. Posey was called to inquire about the status of activities in general and the user
interview appointments in particular. She selected the visit sample first because that
looked easiest. That is completed. She is nearly done with the user sample, and
expects to finish by the 23rd. Letters for the 6 users to be interviewed are ready and
should be mailed by 23rd. It will be difficult to schedule interviews on 8/31. It may
be the following week.
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Aug. 25 -- Ms. Posey called to determine progress and status of user interviews. All sampling
has been completed. Letters were sent to users on August 23. Three of four
interviews are set for August 3 1. The fourth is pending. CHPS personnel arrival at
the YHC at 8:45 on August 31 was scheduled.

Aug. 31 -- Final site visit completed as scheduled.
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USER QUESTIONNAIRE COMMENTS
FROM
KYUNG KEEL

1. SPELLING? WORDING? ete.

ROUTINE CARE & CHC SERVICES, #15 -- Need a left { in from of

“name’.

ROUTINE CARE & CHC SERVICES, #16.e -- Change wording from
“storing medicines... where {name) in a safe place” to “storing medicines. ..ina
safe place” or “storing medicines.. .where { name} cannot reach them. ”

SOURCE OF CARE: SELF, #9.c -- Remove the word “that” from question.
DISABILITY, #36.a -- Need aright ] after “his/her. ”
CORE SECTION D: INCOME AND ASSETS PAGE, #14.b -- Change

answers to “Owned or Rented” from “Yes or No,” since the question asks if the
place where respondent lives is owned or rented.

2. STRUCTURE

CORE NHIS, SECTION L, #.b -- Do we mark the boxes if respondent served
DURING the wars, but not IN them?

CORE NHIS, SECTION L, #7.f -- Will “Church” be PRIVATE COMPANY ?

CORE H. CONDITION LIST, 4 -- Does this till refer to the past 12 months
or isit have you EVER had.. .?

HEALTH BEHAVIORS, #E1.a -- One respondent answered “ Winter Only.”
What would be the appropriate category?

SOURCE OF CARE: SELF, #5.a -- | thii we need a response of DK when
asking whether the following are true about the health center.

SOURCE OF CARE: SELF, #9.d.(1) - Respondent said the reason for the test
was not explained at that visit because it was known already (regularly scheduled
test). Should this question read “Did someone ever explain the reason for the
test or procedure”’, or do we need another response category?
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« ROUTINE CARE & CHC SERVICES, #21 -- We should probably have a NA
option since some respondents do not have children or children who need child
care (d), or who do not need help with finding a place to live or get food.

3. KIP PATTERNS

¢ CORE-LIMITATION OF ACTMTY, ITEM CORE 8 -- Ages 18-69
probably skipsto ITEM CORE 14A.

e CORE -- LIMITATION OF ACTIVITY, ITEM CORE 14B -- Other skip to
Section G, Health Indicator Page.

e CORE -- LIMITATION OF ACTIVITY, #12.a -- Response’of “NOo” skipsto
Item Core A.

e SOURCE OF CARE: SELF, 16.b -- Response of “No” and, “DK” should skip
to “Next Section”

e SOURCE OF CARE: FAMILY MEMBERS, 4 -- “THIS hedth center” should
skip to 5.a.

e HEALTH BEHAVIORS, AIDS TESTING, ITEM AIDS -- Need a skip for
“Under 18"

e DISABILITY -- SELF RESPONSE, ITEM DO -- Need a skip for < 13
(Proxy) or should under 17 be proxy?

4. QDD QUESTIONS

. HEALTH BEHAVIORS, ALCOHOL, #4.b -- This question is very similar to
question 2.b, but it requires calculating the average and applying it to the days
the person does drink, etc. Respondents thought | was just repeating the same
question. Should we remove this question?
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SITE VIS'T REPORT

HENRIETTA JOHNSON MEDICAL CENTER
Wilmington, Delaware

Purpose of Site Visit

The Henrietta Johnson Medical Center (HIMC) was one of two CHC’s selected for a
final test of the survey procedures and instruments. A letter from Dr. Marilyn Gaston,
Director of the Bureau of Hedth Care Delivery and Assistance, was sent to the director
of the HIMC which described the purpose of the User and Visit Survey and asked for
the HIMC' s cooperation in conducting a final test of the instruments and procedures.

A general description of the project and a detailed, step by step, list of the activities
required of the HIMC was included in the letter (attachment 1). This field test was
intended to determine the HIMC' s willingness and ability to accomplish the complete
range of survey tasks needed to conduct the User and Visit Survey, to evauate the time
requirements for accomplishing those tasks, to evaluate the response rate for users, and
to estimate the costs to the HIMC to participate.

-

Specificaly, the HIMC was asked to :

. select a random, systematic sample of 40 users from al medical care users
during the previous 12 months, following the specifications provided

. select 6 users at random from the sample of 40 for recruitment to complete the
user interview

. send letters to the 6 users requesting their participation in the survey

. contact the 6 users by telephone to arrange their participation and schedule an

appointment for the interview
. provide space for the interviews

. select a sample of 120 visits from all medical care visits which occurred during
caendar 1993, following the specifications provided

o complete patient visit abstracts for the first 5 of those visits
. document the time and costs required to accomplish the tasks
Three site visits were required to complete the field test and obtain results from the

HJIMC personnel. The three visits were made on August 2, September 20, and
October 19,1994,
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First Visit

The purpose of the first visit was to obtain the cooperation of the HIMC, and to
instruct the clinic personnel in how to complete the survey tasks. It was determined that
Rosa Rivera, the HIMC office manager, would be responsible for performing the
survey tasks. During the first visit, Ms. Rivera and Mr. Greg Williams, the Center’s
executive director, were provided with verba and written instruction for sample
selection, draft copies of letters to users, written guidelines for making the telephone
contacts with users, patient record abstract forms, and instructions for abstracting
records (attachment 2). It was planned that the abstracting and completion of the
Patient Record Abstract (PRA) would be done by Ms. Rivera, and that the user
interview would be done at a subsequent visit by CHPS personnel. The target date for
completion of activities and the interviews was set for August 29.

Second Visit

Through a series of follow-up telephone calls with the HIMC, it was determined that
Ms. Rivera was unable to begin working on the survey tasks until early September
because of her norma workload. The August 29 site visit, therefore, was rescheduled
for September 20. The purpose of the September 20 visit was to review the completed
survey activities and to conduct interviews with several users. However, Ms. Rivera
had difficulty enlisting the cooperation of users for the interviews. Therefore, the plan
to conduct the user interviews at the second site visit was change. The second visit
was conducted, nevertheless, for the purpose of discussing the problems Ms. Rivera
had in recruiting users for the user interview, and to debrief her on the performance of
the other survey activities that had been completed. Methods for re-contacting users to
persuade them to cooperate were discussed, and plans were made for Ms. Rivera to
make follow-up calls to the users.  The interviews were scheduled for a final site visit
on October 12.

Third Visit

Through telephone contacts, it was determined that Ms. Rivera was unsuccessful in her
second attempt at enlisting the cooperation of the users selected in the sample. A
second set of 5 users was identified. Ms. Rivera was asked to contact them and any
others, as needed, to arrange at least 3 interviews for October 19. On October 18, it
was confirmed that the interview appointments had been scheduled, and the site visit
was conducted on the 19th.

Conduct of Site Visit

Site Visit Teamn (first visit): Ben Duggar, Jim DeLozier, Chris Moriarty
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Site Visit Team (second viit): Jm DelLozier

Site Visit Team (third visit); Jim DeLozier, Kyung Keel, Donna Eisenhower
and Rhoda Cohen of Mathematica Policy Research

HIM ns contacted; Mr. Gregory Williams, Executive Director
Ms. Rosa Rivera, Front Office Manager

Date of First Visit: August 2, 1994

Date of Second Visit: September 20, 1994

Date of Third Visit: October 19; 1994

Site Description

The Henrietta Johnson Medical Center serves the city of Wilmington and surrounding
area. This grantee operates two delivery sites. They have a central location and a
small satellite facility about 4 miles away that was opened in October, 1993. The
satellite facility was not included in the most recent version of the BPHC Directory.
HIMC providers do not make visits to patients outside of the two service sites, except
for visits to hospital inpatients. Medical records are kept separately in each site.
Computer information files kept at the main facility include visit and user information
for both sites. This facility has about 8% Hispanic users, but very few need
trandators. HIMC staff were very cooperative and agreed to perform all regquested
tasks. The August 2 meeting took from 10:00 am to 12:00 p.m., the September 20
meeting lasted from 2:00 p.m. to 4:30 p.m. and the October 12 meeting from 9:30 am
to 3:00 p.m.

Sampling of Users

The HIMC uses the MDX computer information system, a UNIX based system. A
single central system is used for both service sites. The user file contains all of the data
elements needed for selecting the user samples (i.e., name and address, phone, DOB,
sex, date of last visit, type of service, provider ID). During the first site visit, the
sampling procedures were presented to the HIMC personnel in both verba and written
form. Discussion indicated that the computer system could be used to list al users who
had visited the HIMC during any 12 month period. Sorting the user file by age and
sex was not possible using their standard report format, but they believed that one of
the other available formats would enable such sorting. They did not think that they
could select the sample using the computer. The actual selection could be done
manually from a printout of all users. The information included in such a printout will
vary, depending on the “canned” report being used. They believed that the
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information was available to select the sample and contact the individua users. After
about 20 minutes of review and discussion of sampling specifications, we and the
HIMC personnel were satisfied that they understood the specifications and would be
able to accomplish the sample selection.

The user sample was selected about September 5. Sampling instructions were reviewed
in detail during a telephone conversation with M sRivera on September 1. Using one
of the standard tabulation options available in the HIMC’s information system, a
computer file of all users for the previous 12 month period was generated. This file
was sorted by age within sex and printed. The printout included the user name,
address, date of birth, date of first visit during the calendar year, and sex. Thetotal
number of users on the list was divided by 40 to determine a sampling interval, and a
random number was selected for the “start with*’ number. (The random number was
provided by CHPS during the September 1 telephone conversation.) The sample of 40
users was then determined manually by counting through the printed list and circling
each n-th sample name. A review of the list indicates that the sampling was done
correctly. Ms. Rivera stated that she did not need to refer to the printed sampling
instructions because the verbal instructions given at the initial site visit along with
subsequent instructions given over the phone had been sufficient.

The user file contained al users, including users at both service sites and “ sensitive”
users, that is, users who would need specia attention because of confidentiality
concerns (HIV, STD patients). After the sample was selected, it was screened for
sensitive users and two were identified: One, an HIV positive patient, was determined
to have died. The second was a STD patient. If the survey were being done in this
CHC, specia procedures would be needed to approach that user. The question of how
to approach this user for participation in the survey was discussed with Ms. Rivera, but
no readily apparent method was identified. It was indicated, however, that any contact
with the user would need the approval of the Executive Director.

A subset of the user sample was selected for enlistment into the survey and completion
of the user interview. A procedure for selecting six users was provided to Ms. Rivera
which would be simple to follow and permit selection of a random subset of users.
The subset was selected by starting with the 5th listed sample person and taking every
5th thereafter until six users were selected. It was determined at the second visit that
Ms. Rivera followed this procedure. Of the 6 users in the sample, 1 was male and 5
were female. By age, 4 were adults, 1 was ateenager, and 1 was an infant.

User Contacts

At the initial site visit, the procedures were presented and discussed for selecting and
contacting a sample of 6 users. The 6 users would be selected randomly from the user
sample as described above. A draft letter to the users from the CHC was provided on
diskette. This letter was subsequently revised based on information from the Y ork
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CHC field test that indicated the letter should be simplified. The simplified version
was provided to the HIMC. The medical director was asked to comment on the letter
and recommend changes if he thought any were needed. He had no changes to suggest.
The CHC agreed to generate the letters on their letterhead, and to mail them to the 6
users. The users would then be contacted by telephone to arrange an interview at the
HIMC. A telephone guide was provided for the HIMC'’s use. A target date for the
interviews was set for August 29. As noted above, this was rescheduled for September
20, and rescheduled a second time for October 19. Appointments were to be scheduled
with at least 4 users, and the CHPS interviewer was scheduled to visit the HIMC to
conduct the interviews. The HIMC has space available for the interviews, but
indicated that use of space for several weeks during the full survey, would require
specia arrangements.

L etters were prepared to the 6 users and mailed on September 9. Phone calls were
made on September 14 thru 16 in an attempt to schedule interviews on September 20.
Three of the users declined to participate, giving no explanation. One user could not
be reached because no one answered the telephone.  One user agreed to participate, but
was not available on the 20th. Only one user, the teenager, agreed to participate and
was willing to schedule an appointment on the 20th..

At the second site visit, the results of the telephone contacts were discussed in detalil.
The telephone contacts with the sample users were made by Ms. Rivera. Discussions
with her did not yield definitive information about the reasons for the refusals.  In the
discussions about how she approached the users, it seemed that Ms. Rivera was
somewhat passive and did not make much effort to persuade the users to cooperate for
fear of offending them. Methods for overcoming the refusals were discussed, including
emphasis on the importance of the survey to the HIMC, and assurances that the
information requested is non-threatening and confidential. Mr. DeLozier suggested
that a CHPS interviewer would make an attempt to convert the refusing users. Ms.
Rivera preferred to make the attempt herself. It was agreed, therefore, that Ms. Rivera
would make a second attempt to get the cooperation of the 3 refusals, and would
continue to call the user she was unable to reach. Her efforts would be directed
toward:

« Convincing the users to participate

« Suggesting a possible interview date only after it is clear the user will
participate

« Determining if interview times on weekends or in the evening after working
hours would facilitate participation

« Determining the reason(s) for refusal for those who cannot be convinced to
participate, and asking the user what could have been done, if anything, to get
cooperation.
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Regardless of the outcome of the follow-up contacts, interviews will be scheduled with
3 or 4 usersin order to test the final version of the user questionnaire. The users to be
interviewed will include any of the 6 sampled users available and willing to participate
on the selected date, supplemented by other users.

The second attempt to enlist the 4 sample users was not made until September 10,
about 3 weeks after the second site visit. Ms. Rivera was unable to convince any of the
4 to cooperate. She also was unable to provide any insight into why the users declined,
stating only that they “were not interested”; or were “too busy”. On her own
initiative, Ms. Rivera selected 5 additional user names from the user sample list and
called them to ask their cooperation. No letter was sent in advance, though it was
initialy stated that the letter was sent. None of-the 5 were persuaded to cooperate. In
order to have users to test the questionnaire, Ms. Rivera found 3 persons among those
visiting the clinic on October 17 or 18 who were willing to cooperate. Ms. Rivera
could offer no information about why most of the 11 randomly selected users would
not cooperate in the study. Her only thought was that the users may be afraid that the
information they provide would somehow be used against them. She offered no
suggestions for how to aleviate such fears.

User Interviews

Interviews with users were conducted on October 19. The interviewing was done by
Kyung Keel. An observer from Mathematica was present at each interview. The first
interview was held in a conference room.  Since that room was needed at noon, the
subsequent interviews were conducted in the office of the Executive Director, who was
out for the day. Three interviews were conducted, all with female users. One
respondent arrived on time for the interview, one was 15 minutes late and the last
respondent arrived 30 minutes late. All respondents were females; one married, one
widowed and one single. Two females were under 70 and onewas 7 1, giving an
opportunity to test both the instruments for females under 70 and 70 and over. One
respondent was pregnant.

All applicable sections of the survey were administered to each respondent. Each
respondent was asked questions for approximately an hour and 30 minutes. Each
respondent answered with the choices provided and very few questions had to be
elaborated upon.

One respondent appeared slightly annoyed when asked a question about race,
commenting that “God made only one race and that is the human race.” However, she
did answer based on the choices available, and when later asked if any of the questions
seemed inappropriate, she answered that no questions were. All respondents were
asked after the interview whether or not they felt uncomfortable with any questions,
whether or not any questions were inappropriate, if any questions were unclear and to
comment on the length. All respondents commented that they felt comfortable with all
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questions and that the questions were clear. Though none of the respondents knew
before the interview how long it would be, al commented that the survey was not too
long. Two respondents came to the CHC specifically for the purpose of participating
in the survey. One respondent also had come for an appointment prior to the
interview.

Administering the survey to someone with two or more health conditions was not
significantly more cumbersome and time consuming than administering to someone
with only one health problem. However, each health problem added two to three
minutes to the interview and could potentially increase the length of interviews more
than fifteen minutes.

Unlike prior pre-tests, respondents did not find it difficult to provide the number of
times they had visited the CHC in the last year. All respondents were able to answer
the questions with the choices provided.

The ease and logic of the skip patterns in the survey were, for the most part,
uncomplicated.

Sampling of Visits

The same computer file available for the user sample can be used to identify the visit
sampling frame. This tile contains information for each visit made by each user during
the past year. Visits to both sites are included on the same file. To select the sample,
the HIMC will generate a list of all medical care visits during the past 12 months.
Actua sample selection will be done manually from the printed list of visits. The list
will be in chronological order, and will include date and site of visit, patient name and
diagnosis. The HIMC noted that they also have encounter forms completed for all
visits which are kept in chronologica order. Should they have problems selecting the
sample using the computer list, they can fall back on the encounter forms,

After about 15 minutes of review and discussion of sampling specifications, we and the
HIMC personnel were satisfied that they understood the specifications and would be
able to accomplish the sample selection.

Additional, detailed medical data concerning the visits is available through another
computer file. As atest, the computer medical data could be compared with the same
data abstracted from the medical record for the 5 test abstracts.

As planned, the HIMC computer file was used to produce a listing of al visits during
the previous 12 months. The list was not sorted chronologically, as planned, but was
sorted in alphabetical order on patients' last names. Ms. Rivera stated that she could
have sorted chronologically, but did not understand that that was needed. The list

included all visits to both service sites. It also included inpatient visits to hospitalized
patients. No off-site ambulatory care visits are made by HIMC staff. Inpatient visits
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were easlly identified, and were skipped in the sample selection process. The sample
list included patient name, date of visit and date of birth. To select the sample, Ms.
Rivera divided the total outpatient visit count by 130 to determine a sampling interval.
She used a random start provided by CHPS, and manually selected the sample from the
computer printout. Using the printed list, the patient name and record number was
recorded on a PRA for each sampled visit. No separate list of the sample visits was
constructed.

A review of the printout indicated that the sampling was completed correctly. Ms.
Rivera stated that she did not use the printed sampling instruction, but relied on the
verba instructions given at the first site visit and subsequent instructions given during a
phone conversation.

Visit Abstracts

After the visit sample has been selected, 5 of the visits would be identified for
abstracting. The Patient Record Abstract (1994 NHAMCS Outpatient form) and
instruction for abstracting the data from the medical records were provided to Ms.
Rivera at the first site visit. The items on the form were reviewed briefly. The HIMC
medical records are maintained at both service sites.  For this test, it was agreed that 5
visits would be selected which could be completed from records maintained at the
primary facility.

The visits selected for abstracting were the first 5 visits selected for inclusion in the
sample. Data for the PRA were obtained from 2 sources. The information for items 1
through 9 was abstracted from the patient encounter forms completed by the HIMC for
every patient encounter. The other items were completed from the progress notes and
data contained in the patient medical record. For each PRA, Ms. Rivera located and
copied the encounter form, located and pulled the medical record, completed the PRA,
and returned the medical record to the record room.

Two of the selected visits were visits to the satellite service site.  (Ms. Rivera forgot
that in this test situation she could substitute other visits for satellite visits.) For these
vidits, the patient name and record number were faxed to the satellite facility.

Personnel there pulled the record, copied the visit information and faxed the copy to
Ms. Rivera. Only the pages of the record relating to the specified visit were obtained.
As aresult, information for some of the PRA items was not available. Specificaly,
other diagnoses and information to determine whether the patient had been seen before
for the same problem were unavailable. Had this been the full survey, the complete
record would have been reviewed by going to the satellite facility or by having the
entire record sent to the abstractor.

Ms. River reported that she had no problem identifying the patients or the appropriate
visits selected for abstracting. It took her about two hours to complete the 5 records.
This time, however, included the time needed to send and receive the faxes, and time
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spent waiting for a physician to interpret his handwriting on one of the medical
records. Ms. Rivera estimated that she would need about 15 to 20 minutes to
complete an average PRA, including pulling encounter forms and charts and returning
them to the record room. Thisis the highest estimated time for completing a PRA in
any CHC. A significant part of the time resulted from using two sources for the
information. An encounter form was used for some information, and the medical
record for the remaining data. In all other CHC’s contacted in this study, the entire
PRA could be completed from the medical record, or everything but payment source
was available in the record.

Ms. Rivera had several questions about specific PRA items. During the induction of
the CHC into the survey, Ms. Rivera was available for only a short time and was given
only about 5 minutes of training, along with the- written instructions.  Since she did the
abstracting more than a month after the training, she probably forgot most of what she
learned in that brief session. She did not review the instructions prior to completing
the PRA’s. This leads to the conclusion that

a) The person designated to complete the study tasks needs to have adequate
training N

b) The tasks need to be completed relatively soon after the training

) Instructional materials need to be concise and easily referenced

d) Contractor staff should be easily accessible to the CHC staff throughout the
study to provide guidance and answer questions

The following are the PRA items which Ms. Rivera indicated were not completed or
were not clearly understood:

Ethnicity - Thisinformation is not maintained in the HIMC records. This item was
left blank.

Referred by another physician - The clinic gets referrals from many kinds of
providers, but rarely from another physician. For example, they get referrals from
social workers and public health workers, Ms. Rivera stated that she would have
correctly checked yes for this item for referrals by another HIMC physician.

Patient seen before, for same problem - Ms. Rivera had no problem determining new
and old patients. How to determine whether the patient had been seen for the same
problem was not clear. Some guidelines and explanation of what to include are
needed.

Disposition - One patient was referred to the hospital for performance of an imaging
procedure. It was not clear whether this should be recorded in disposition as a referral,
or in the Tests and Procedures item as an ordered procedure, or both.
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Providers Seen - This CHC uses part-time physicians. Ms. Rivera did not know if
these should be called “staff physicians’ or “other physicians’.

Issues, Conclusions

The discussions with the HIMC personnel at the first site visit went smoothly and there
were no unexpected issues raised. The HIMC personnel appeared to grasp the intent of
the study and the study procedures readily, including the sampling procedures. They
agreed to perform all tasks requested, and to calculate the resources needed to
accomplish them. A debriefing was conducted with Ms. Rivera, the only person at the

CHC significantly involved in the study.

Results of this field test indicate the need for the following:

. The CHC enlistment process must include a reasonable amount of time for
training of CHC personnel. Emphasis should be given to:

a. Methods for convincing users to participate, overcoming their fears,
and being as accommodating as necessary to get cooperation.

b. Completing the PRA: discussing what each item means, what is
included and excluded, deciding on how to code specia situations
presented by the CHC.

c. Developing the sampling frames. specifying precisely which types of
visits are included and excluded in the visit frame, and which users are
to be included in the user frame.

. Assistance from the contractor should be readily available to the CHC staff for
help in sampling, recruiting, and answering questions as they arise. If atask is
not done within days of the enlistment visit, review of the procedures should be
scheduled by telephone or site visit just prior to the beginning of the task. This
Is particularly important with regard to sampling. Regularly scheduled
telephone calls between the contractor and the CHC staff should be arranged,
particularly during the startup period.

o Time for the user interviews should be made available during evening and
weekend hours. Many of the users selected to participate in the user survey
will be working during normal working hours. It is not reasonable to expect
these people to take time off from their jobs to complete the interview.
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. It may be necessary to complete some user interviews in the user’s home. This
should not be standard procedure, but could be a last resort for some users in
some CHC's if response is not good.

. It will be difficult in most CHC's to know how effective their designated person
will be in enlisting the cooperation of users. The background and qualifications
of the person will be unknown, and training opportunities will be limited.
Monitoring of calls will be virtually impossible. There will be a much higher
likelihood of success if the enlistment is attempted by the contractor’s trained
interviewers. If the CHC insists on playing arole, efforts should be made to
limited it to an initial, brief, telephone call. The call could simply let the user
know that the CHC supports the study, the CHC needs the user’s cooperation,
and that the contractor’s representative will be calling to provide the details.

. Some respondents will only be able to attend an interview if they can bring a
child along. This presents a challenge since most children will be disruptive at
least some of the time during an hour plus interview. Few CHC's have
supervised areas for children. Some CHC' s will have staff to help ook after
children. Methods for handling children should be discussed with the CHC
administration during their induction into the survey. It might be necessary for
the interviewer to have available a few toys or books for smaller children, and
possibly provide crackers or soft drinks.

. The use of medical records data in conjunction with the interview data for the
users sample merits reconsideration. This idea was rejected during the early
development of the survey, primarily on confidentiality grounds, but would
provide valuable information to supplement the information obtained in the user
interview. To avoid the confidentiality concerns, the medical records data
could be collected by the CHC staff after the user interview, and recorded on
forms identified only by a user ID number. This could be kept separate from
the user interview until names were removed, and merged by computer on the
basis of ID at alater time. Information on CHC visits, services, conditions,
immunizations and medications are examples of data that would be valuable
supplements to the user interview data. In addition, such information for user
non-respondents would be invaluable in assessing response bias, and for
improving survey estimates.

10. Cost of Participation

The following table was provided to the HIMC personnel for completion in
order to determine the costs needed for them to complete the pilot survey. They
were asked to provide estimates of cost in the categories shown, or to provide
other costs estimates based on their own accounting system. At the completion
of the project, no cost estimates had been provided.
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Table
Henrietta Johnson Medical Center
Costsfor Pretest Participation
CHC User and Visit Survey

Staff Hours, expenses

Activity

Start-up: reading and reviewing materials, planning

Gathering files, data, etc. in preparation for sampling

Visit sample selection, preparation of Visit File for
sampling: deleting out-of-scopes, sorting, etc.

Recording of visit sample, initiation of Patient Record
Abstract

Pulling charts, abstracting data, returning charts

User sample selection, preparation of file, sorting,
eliminating out-of-scope users, recording of information
for user samplelist

Retrieve user address and telephone number, prepare
letters, mail letters

Initial telephone callsto enlist users, set up appointments

Follow-up calls for no-shows, reschedule appointments

Other tasks (specify)

TOTAL HOURS

| Hourlv rate |

| TOTAL WAGES (Hours X rate)

| Postage

| Other codts (specify)

[ [TOTAL COST

11. Chronology of Contacts with HIMC

Aug. 2 - Initial contact site visit

Aug. 19 - ID telephoned to inquire about general progress. Nothing has been done to this
point. Talked with Rosa who had done nothing and required some reminders to
remember the project. She told me to talk with Mr. Williams. Mr. Williams
apologized for the lack of progress, stating they have been quite busy. He stated he
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will meet with Rosa in the next three days to review tasks and begin. JD asked him to
give priority to identifying the users who will be interviewed, and getting their letters
out. He was also asked to call if he or Rosa had any questions when they began
reviewing the request. He said they will.

Aug. 25 - ID caled HIMC and left message for Mr. Williams to call.
Aug. 29 - Mr. Williams returned call, but JD was out of the office.
Aug. 30 - JD called HIMC and left message for Mr. Williams to call.

Sept. 1-JD called HIMC and reached Mr. Williams. They still have done nothing. Mr.
Williams will talk with Rosa Rivera and the two will call later today to review what
they need to do.

Sept. 1 - Rosa caled JD to talk about the project. Mr. Williams was unavailable at the time.
JD reviewed the whole project with Rosa, and went through the sampling step by step.
Rosa referred to the materials left during the site visit as she talked. She seemed to
understand what was needed and promised that it would be done soon. She had printed
alist of al users aready JD explained how the user sample would be selected. After
the user sample is selected, she was instructed to take every 5th sample person,
beginning with number 5, until she gets 6 users to contact for an interview. JD faxed
her a revised letter to the users as recommended at the York site visit. The last site
visit and the user interviews are scheduled for September 20.

Sept. 13 - ID called HIMC and talked with Rosa about current status of project. She reported
that sampling was completed without problems. Letters were completed and mailed on
Sept. 8. Telephone calls will be made in next two days. Interviews are still scheduled
for 9/20. Shewill call if any problem arises with scheduling.

Sept. 19- JD caled HIMC to confirm tomorrow’s visit. Rosais out for the day, but JD
talked with Mr. Williams. Rosa had difficulty enlisting users. Only one of the 6
contacted was willing to come to the HIMC for the interview, the other 5 declined.
One of the 5 was willing, but could not get off work during the interview time frame.
Mr. Williams could offer no explanation for the other 4 refusals. No interviews will
be conducted tomorrow.

Sept. 20 - JD called Rosa to set up appointment to debrief her on survey activities. An
appointment was scheduled for 2:00 today. An effort will be made to determine why
the users refused to participate as well as to learn how the sampling and abstracting of
records was accomplished.

Sept. 20 - The site visit was completed. The results are detailed in site visit report.
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Sept. 23 - ID called Rosa to check on progress of re-contacting user sample and rescheduling
for interviews. Sheis out today and will not return until the 29th.

Sept. 30 - JD called Rosa to check on progress. She has not yet done the calling of users but
will “try to get to it soon. > Oct. 12 was set as the new target for interviews.

Oct. 7 - ID called Rosa again. She said she has not had time to make the calls. She promised
to do it early next week. New target date for interviews set for Oct. 19.

Oct. 12 - JD called Rosa to check on progress. Rosa stated that she was unsuccessful with all
4 re-contacts. She stated that she had selected 5 new users and had sent |etters to them
two days ago. (It was later determined that no letters were sent.) She planned to call
them tomorrow to arrange an appointment for the 19th.

Oct. 14 - Attempts to reach Rosa today and on October 17 were unsuccessful. JD left
messages asking for a return call.

Oct. 18 - After JD left several messages, Rosa returned the telephone call at 5 p.m. today.
She had set up appointments with 3 users for tomorrow, beginning at 9:30 am.

Oct. 19 - The site visit was completed with 3 user interviews.
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Henrietta Johnson Medical Center
Site Visit Report

Attachment 1
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[HRSA letterhead]
Date

Dear Ms. Baxter:

The Health Resources and Services Administration (HRSA), Bureau of Primary
Health Care (BPHC) is conducting a pretest of a proposed national survey of community
health center (CHC) users and visits.  The purpose of the pretest it to identify and solve
potential survey design problems. The full survey is being planned for 1995 and will provide
national and regional profiles of CHC users, their health attitudes, knowledge, health services
utilization and needs. The Center for Health Policy Studies (CHPS) has been contracted to
assist BPHC in this pretest, and the National Center for Health Statistics is assisting with the
sample design and survey instrument development. The enclosed fact shegts provide
additional information about the study and the tasksinvolved in the pre-test.

The fina phase of the pretest consists of the conduct of portions of the survey at
severa CHCs, following the protocols which would be used for the full survey. At this time
we are requesting the participation of several CHC:s in the pretest, including your CHC.

This participation involves the following:

. A preliminary meeting with the CHPS researchers concerning how the
sampling would be performed at your CHC and alternative roles for the CHC
in survey conduct.

. Arranging for drawing a sample of users and visits.
. Arranging for 3-6 of your usersto be interviewed by CHPS' interviewers.
. Arranging for abstracting of 5 visits from medical records.

The preliminary meeting takes about two hours to meet with you, your information systems
director and your medical records director. The interviews with users would be scheduled at
your convenience on a subsequent day. We are well aware of the many demands on your
time and resources and would not ask for your help if this were not important to the program
and to BPHC. Every effort has been made to keep the burden on CHCs to a minimum. All
information collected from the interviewed users and al information abstracted from medical
records will be strictly confidential. No individual identifiers other than the demographic
characteristics of the users will be retained. Participation in the pretest is voluntary and
CHPS will reimburse your CHC for any programming and computer costs you incur in



drawing the sample.

A representative of CHPS will be contacting you in a few days to make pretest
arrangements. | hope that you will agree to cooperate in this important study. In the
meantime, for additional information, contact Jerrilyn Regan of BPHC’s Office of
Evaluation, Analysis, and Research (301-594-4280), or the CHPS Project Leaders, Jim
DeLozier or Ben Duggar (410-381-4203). Thank you for your help.

Sincerely,

Enclosures



BUREAU OF PRIMARY HEALTH CARE
EVALUATION STRATEGY:
DESIGN OF USER AND VISIT SURVEYS

The development of CHC user and visit surveysis part of an overall Bureau
evaluation strategy for collecting data regarding users, services and outcomes. The need for
evaluation of CHCs exists at three levels. First, the grantees must be able to evaluate their
servicesin order to set priorities, allocate resources and improve operations. The Bureau's
operational Divisions must be able to assess and monitor CHC performance to assure
compliance with statutory program requirements and formulate policy. Third, the BPHC
must be able to document achievement of program objectives for outside interest groups and
for decision makers within the Department of Health and Human Services.

Visit and client based survey tools will be adapted from the National Hospital
Ambulatory Medica Care Survey (NHAMCS) and the National Hedlth Interview Survey
(NHIS) through an Interagency Agreement with the National Center for Health Statistics
(NCHS). These instruments will be used to collect information on demographics of users,
health status, reasons for seeking care, diagnoses, services utilized, and outcomes and
satisfaction. Rigorous sampling strategies will be used to permit derivation of national
estimates and comparisons with NCHS' national data, including analyses based on customary
source of primary care and socioeconomic status. It is anticipated that, if successful with
CHCs, the user and visit surveys will aso be applied to the collection of information
regarding other BPHC programs since many population groups are seen across Bureau
programs for a variety of services.

The Center for Health Policy Studies (CHPS) of Columbia, Maryland, is assisting
BPHC in assessing alternatives for resolving design issues and conducting pilot testing of
both the user and visit surveys. An Advisory Group of CHC, BPHC, and NCHS
representatives is consulting with the study team during this process. It is anticipated that
field work for the pretests will be completed in July 1994 and the full national survey
conducted in 1995.

For additional information, contact Jerrilyn Regan of BPHC’s Office of Evaluation,
Analysis, and Research. Ms. Regan can be reached at:

Bureau of Primary Hedth Care

Office of Evauation, Analysis and Research, Rm 7-3Al
4350 East-West Highway

Rockville, MD 20857

(301-594-4280)

The CHPS Project Leaders are Jim DeLozier and Ben Duggar. They can be reached at (area
code 410) 381-4203.



BUREAU OF PRIMARY HEALTH CARE

PRE-TEST ACTMTJES FOR PARTICIPATING CHCsIN THE

SURVEY OF USERS AND VISITS

Pre-test participation involves a preliminary meeting, arranging for drawing a sample

of users and visits, contacting and arranging for 3-6 CHC users to be interviewed, and
providing space for interviews on a subsequent day. The sequence of pretest activities and
CHC involvement are as follows:

Step 1:

Step 2:

Step 3

Step 4:

Step 5:

A brief meeting of the CHC' s decision makers with the pre-test staff. This
entails an initial 30 minute meeting with the Executive Director or designee to
describe and outline the pre-test and answer questions. Next, a 30 minute
discussion with the CHC's information systems director to identify sources and
methods for drawing the samples. Then, a 30 minute meeting with the
Director of Medical Records to arrange abstracting of 5 visits from medical
records, followed by afinal 15 minute meeting with the Executive Director to
finalize arrangements for the conduct of the pretest and reimbursement of costs
for drawing the sample.

As part of the pretest we wish to determine the costs and bé&st methods for
drawing the samples. If your CHC has a suitable computerized information
system, the contractor will negotiate arrangements for you to draw the sample
and will reimburse you for the costs. Recognizing the shortage of MIS staff at
most CHCs, we anticipate allowing 4-6 weeks for each CHC to draw the
sample. This sample will not actually be used in the pretest, but the process
and costs of drawing the sample is a pretest.

Independently of the formal sampling described in Step 2, the CHC will
identify an arbitrary sample of 6 recent CHC users and mail each a letter (the
draft will be provided by the contractor --- the letter may be tailored by the
CHC as long as certain information is retained). The letter describes the
purposes of the survey, confidentiality, and that participation in the interviews
is voluntary. The letter will state that the contractor will pay each interviewee
an honorarium of $25 to offset their costs and time for participation in an
interview lasting about one hour. It will state that someone from the CHC
will phone in afew days to schedul€ the interview, or that the CHC user may
call a designated person to schedule the interview.

The CHC will contact the letter recipients, assess and record their willingness
to participate and, if willing, schedule interviews on a designated day for al or
as many of the 6 selected users who agree to participate (we anticipate that
regardless of which day is selected |-3 of those receiving the letter will not be
available that day).

On the designated day, the contractor’ s interviewer and one or more BPHC
observers will come to the CHC to conduct the interviews. Each inteviewee



will be paid the $25 honorarium at the conclusion of the interview.

Step 6: The CHC’s Director of Medical Records, or other person designated by the
CHC, will abstract an arbitrary sample of 5 visitsto the CHC. We estimate
that the time required to pull the medical records and abstract the 5 visits will
total less than one hour, but wish to know how long it took, including reading
the instructions. The 5 visit abstracts and time report will be sent to the
contractor without divulging the name of the patient.

That concludes the pretest.



Henrietta Johnson Medical Center
Site Visit Report

Attachment 2
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CHC USER AND VISIT SURVEY
Overview of Protocol

FINAL TEST OF PROCEDURES - Henrietta Johnson Medical Center

The CHC User and Visit Survey isasurvey of Community Health Center (CHC) users and
medical care visits to be conducted in anational random sample of Community Health Centers.
The survey is conducted intwo parts. Oneisthe User Survey which involves the collection of
data concerning the health and demographic characteristics of CHC users. The second isthe
Viiit Survey in which patient visit data are collected describing patterns of health services
utilization. All service sites that provide medical care are included in the survey. The CHC will
bereimbursed for the cost of all survey activities performed by the CHC staff.

Datafor the User Survey will be collected through a personal interview with a sample of 40
usersin each CHC. The users sample will be randomly selected from among all CHC users who
have had one or more visits to the CHC during the previous 12 months. This sample may be
selected by computer in those CHC' s having a suitable computer file of users. (For this test, the
sample of 40 will be selected, but only about 6 users will be contacted and interviewed ), The 6
users selected for the test interviews will be sent aletter that briefly describes the survey and
asks for their cooperation. The letter will be followed by a telephone contact to verify the user’s
willingness to participate and to arrange an appointment for a personal interview. The personal
interview will be conducted in the CHC or other convenient location by atrained interviewer
under contract to the HRSA. The user questionnaire is a subset of the National Health Interview
Survey questionnaire, supplemented with questions relating directly to CHC users, and requires
about one hour to administer. Users who participate in the survey will be provided remuneration
of $25 to defray costs of transportation, child care and other expenses.

Datafor the Viiit Survey will be obtained by abstracting information from medical records for a
random sample of about 120 CHC visits. The visit sample will be randomly selected from
among all medical care visits made to the CHC in the previous 12 months. The visit sample’ may
also be selected by computer in those CHC' s having a suitable computer file of visits. (Fot this
test, the sample of 120 will be selected, but only 5 visits will be selected for abstraction of data
and vompletion of the abstract form). For 5 of the visits selected in the sample, the patient’s
medical record will be pulled, and an abstract will he completed. The abstract isaone page
form similar to the National Hospiital Ambulatory Medical Care Survey data form, and includes
about 16 data items. Each abstract requires about 5 minutes to compl ete.

The survey tasks which you have agreed to perform for thistest are:

Select asample of users. Select arandom sample of about 120 “current” users according to
Specifications provided by the contractor. Thisis preferably done by computer when



computerized files are available. Otherwise, the best available listing of users must be
identified, and a sample selected manually.

Mail a letter to each sampled user from the CHC administrator. A draft letter will be
provided on diskette which the CHC may “personalize” as desired. The finalized letter must
be addressed, printed on CHC letterhead, and mailed to each user in the sample.

Telephone each sampled user and set up an appointment for the user to come to the CHC for
an interview. Target date for the interviewsis August 19 or aday in the following week.
Notify the Center for Health Policy Studies when the appointments are set.

Provide space in the CHC or help arrange for available space at a nearby location for conduct
of personal interviews with the users.

Sdect a sample of patient visits. Select arandom sample of visits according to specifications
provided by the contractor. Thisis preferably done by computer when computerized files
ae avalable. Otherwise, the best available listings or logs of visits for the previous 12
months must be identified, and a sample selected manually.

Pull the medical records for a sample of 5 patient visits. Abstract about 16 dataiitems from
the medical record for each sample visit.

For the 5 sampled visits, provide a printout of the visit data contained in the computer record
for comparison with the data abstracted from the medical record.

Estimate the cost of performing each of the survey tasks. Meet with the CHPS staff to
discuss the outcome of the test.



A. | ion

Selection of auser sample is straightforward once the sampling frame has been established. The
frame is simply afile or list of al users eligible for the survey. For the HIMC User Survey, the
frame must include all persons who made a visit to the HIMC (including all eligible service
sites), for medical care during the 12 months prior to the time of sample selection. Thismay be a
single file covering all service sites, or individual files for each service site. Regardless of the
number of files, the sampling processis the same for each file. In HIMC' s with computer files
of users, the sampling specifications should be easily accomplished. In most instances, the
instructions that follow should also be easily completed manually using non-computerized files
of users. If computerized files are not available, and the HIMC files make it unreasonable to
follow the specifications for manual sample selection, the Contractor’ s supervisory personnel
must be contacted to determine the best sampling plan for the particular HIMC.

Following are instructions for selecting the User sample using computerized files. Modifications
acceptable when manual selection is necessary are provided in [brackets].

1. Develop the User Sampling Frame from the HIMC User file(s) by identifying all users who
made one or more visits for medical care during the 12 months prior to the date of user
sample selection. For example, if the sample is being selected in August 1995, the frame will
consist of all users making a visit during the months of August 1994 through the month of
July 1995.

2. Sort the usersin the User Frame by selected demographic characteristic (e.g. Age, race, sex)
asdetermined by BPHC. For example, if the file is to be sorted by age within sex, all males
would be listed first from youngest to oldest. Then all females would be listed from youngest
to oldest. [ For manual sample selection, sorting may not be feasible. In that case, the user
file will be used as available, without sorting.]

3. Assign a6 digit “user ID number” to each user in the sampling frame in the sorted order,
beginning with the number 000001. This number is used for sample selection and will serve
asthe ID number for the user on all survey materials. [For manua sample selection,
assignment of this number prior to sample selection is not necessary. After the sample has
been selected, however, afive digit ID number must be assigned to each user selected in the
sample.]

4. Determine an exact count of all usersin the sampling frame. (For HIMC’ s with more than
one user file, this count will be the total of all usersin all files)) Divide that number by 40,
and drop any digits after the decimal. The resulting whole number is the sample “ Take
Every” (TE) number. (For, example, if the HIMC frame has 2592 users, division by 40
yields 64.8. The TE number, therefore, is 64. The number 40 is used because that will
produce the desired sample size of approximately 40.)
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5. Determine arandom “ Start With” (SW) number by using a table or calculator with random
numbers. Following instruction for random number selection, select a random number
between 1 and the TE number. (For example, if the TE number is 64, the SW number may
be any number from 1 to 64 inclusive.) If the sampling frame consists of more than one user
list, determine a new random SW number for each list, but use the same TE number for all
lists.

6. Select the User Sample by selecting the user with the SW number and each “TE” th user ID
number thereafter. (For example, with a SW=20 and a TE=64, the sample will consist of
user ID number 20 and every 64th number thereafter. i.e. user ID numbers 20, 84, 148,212,
276,...)

7. Produce the User Sample List on both paper and diskette, including all sampled usersin the
order sdlected. Thelist should contain as much of the following information as available
from the files: User’s assigned ID Number, complete name, address, telephone number, date
of birth, sex, medical record number, principa service site used, parents name if under age
18, date of last HIMC visit.

B. Visit Sample Selection

The visit sample selection, like the user sample process, is straightforward once the sampling
frame has been established. The frame must include all visits by al usersin the user frame made
to the HIMC (including all eligible service sites), for medical care during the same 12 month
period used for the user sample frame. This may be asingle file or visit log covering all service
sites, or individual filesfor each service site. Regardless of the number of files, the sampling
process is the same for each file. In HIMC’s with computer logs or files of visits, or users' files
that include information on their visits, the sampling specifications should be easily
accomplished. In most instances, the instructions that follow should also be easily accomplished
manually using non-computerized files of visits. If computerized filesare not available, and it is
not reasonabl e to follow the specifications for manual sample selection, Contractor supervisory
personnel must be contacted to determine the best sampling plan for the particular HIMC.

1. Develop the Visit Sampling Frame from the HIMC Visit Logs or User file(s), by identifying
al visitsfor medical care during the specified 12 month period.

2. Sortthevisitsin the Visit Frame by date of visit, from earliest to most recent date. Sort on
time of day within date, if available. [For manual selection of visits, sorting may not be
feasible. In that case, the visit log or file will be used as available, without sorting.]

3. Assigna6digit “visit ID number” to each visit in the sampling framein the sorted order,
beginning with the number 00000 1. This number isused for sample selection and will serve
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as the ID number for the visit on all survey materials. [For manua sample selection,
assignment of this number prior to sample selection is not necessary. After the sample has
been selected, however, a6 digit ID number must be assigned to each visit selected in the
sample.]

Determine an exact count of al visits in the sampling frame. (For HIMC’s with more than
one visit file, this count will be the total of all visits on all files.) Divide that number by 120,
and drop any digits after the decimal. The resulting whole number is the sample “ Take
Every” (TE) number. (The number 120 is used because that will provide the desired sample
size of approximately 120 visits.)

Determine arandom “ Start With” (SW) number by using a table or calculator with random
numbers. Following instruction for random number selection, select a random number
between 1 and the TE number. (For example, if the TE number is 100, the SW number may
be any number from 1 to 100 inclusive.) If the sampling frame consists of more than one
visit list, determine a new random SW number for each list, but use the same TE number for
al lists.

Select the Visit Sample by selecting the visit with the SW number and each “ TE” th user
number thereafter. (For example, with a SW=30 and a TE=100, the sample will consist of
visit number 30 and every 100th number thereafter. i.e. visit numbers 30, 130, 230, 330,
430,...)

. Produce the Visit Sample List on both paper and diskette, showing all sampled visitsin the

order selected. (For ease of abstracting, the sample may be sorted on medical record number
or in other order according to how the medical records are stored.) The paper copy of the list
should contain as much of the following information as available from the files. The medica
record number, assigned Visit ID Number, patient’s complete name, date of visit, date of
birth, sex, service site, diagnosis, services or procedures received. The diskette file should
contain this information plus additional visit data when available for use in lieu of abstracting
it from the medical record. The specific dataitems which may be included are designated in
the Patient Record Abstract instructions.
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Introductory Letter to CHC Users

Dear [User]

| am writing to ask for your help in a study of Community Health Centers. The Henrietta
Johnson Medical Center, like many health centers across the country, provides health careto a
wide variety of people with many different health care needs. Information about those health
care needs, and the ways that people use health centers, are very important for planning the
future of the health center program.

This study is being conducted in many health centers across the country. As a person who has
used the Henrietta Johnson Medical Center, you have been randomly selected to represent our
health center in this study. To participate, we are asking you to make an appointment to
complete a confidential interview at the Medical Center . During the interview, you will be
asked questions about your needs for health care, the places you go for care, and your opinion
about the care you receive. The interview takes about an hour, and you will be given $25 for your
participation.

Thisisavoluntary study, and there are no penaltiesif you choose not to participate. However,
your cooperation is very important for making the study a success and for helping to assure that
Community Health Centers continue to meet the health care needs of their users. All information
you provide will be held in strict confidence, and will be used only for statistical purposes.

In afew days, RosaRivera from the Medical Center will call you to answer any questions you
may have, and to arrange an appointment for the interview. Thisis avery important study, and |
urge you to cooperate.

Thank you for your help!

Sincerely,

Greg Williams
Executive Director
Henrietta Johnson Medical Center

This study is sponsored by the Bureau of Primary Care, Health Resources and Services Administration, DHHS,
under authority of Section 24 1 of the US Public Health Service Act.



Letter for child under age 13 or other user unable to respond for self
Dear [User’sParent or Guardian]

| am writing to ask for your help in a study of Community Health Centers. The Henrietta
Johnson Medical Center, like many health centers across the country, provides health careto a
wide variety of people with many different health care needs. Information about those health
care needs, and the ways that people use health centers, are very important for planning the
future of the health center program.

This study is being conducted in many health centers across the country. As a person who has
used the Henrietta Johnson Medical Center, [child's ranie] has been randomly selected to
represent our health center in this study. To participate, we are asking you to make an
appointment to complete a confidential interview at the Medical Center. During the interview,
you will be asked questions about [ child’s name] needs for health care, the places he/she goes for
care, and your opinion about the care he/she receives. Theinterview takes about an hour, and you
will be given $25 for your participation. It is not necessary for [ Child’s name] to attend the
interview.

Thisisavohmtary study, and there are no penaltiesif you choose not to participate. However,
your cooperation isvery important for making the study a success and for helping to assure that
Community Health Centers continue to meet the health care needs of their users. All information
you provide will be held in strict confidence, and will be used only for statistical purposes.

In afew days, Rosa Rivera from the Medical Center will call you to answer any questions you
may have, and to arrange an appointment for the interview. Thisisavery important study, and |
urge you to cooperate.

Thank you for your help!
Sincerely,

Greg Williams
Executive Director
Henrietta Johnson Medical Center

This study is sponsored by the Bureau of Primary Care, Health Resources and Services Administration, DHHS,
under authority of Section 24 1 of the US Public Health Service Act.



CHC USER SURVEY
TELEPHONE GUIDE

Hello, M. thisis at the Henrietta Johnson Medical Center. How are you
today? M. , | am calling today to ask for your help in astudy we are doing to help
improve the services provided at community health centers. We are asking specially selected
users of our Center to tell us about their health care needs and to tell us what they think might be
done to better meet those needs. The purpose of the study isto gather information to help make
sure that our Center can meet your health care needs and the needs of people like, and to help
make sure that your needs will continue to be met in the future.

To participate in the study, | would like to arrange an appointment for you to come to the
Medical Center to be interviewed by a member of the study team. [ We will provide child care
during the interview if you need that, and] Y ou will be given $25 to cover the expense of coming
here.

Theinterview takes about one hour. Thisisan important study that will provide us with valuable
information, Your participation isvery important to its success, and we urge you to cooperate.
Please be assured that all information you provide in this study is held in complete confidence.
Theinformation will be used to produce statistics, and will not be given to anyone with your
name attached for any other purpose. Even the staff here in the Medical Center will not be
alowed to see the information you provide.

If possible, we would like to schedule it for sometimeon -- or --- . Are any of these dates
convenient for you?
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NOTICE — Information contained on this form which would permit identification of any individual or establishment has been collected with a guarantee that it will be held
in strict confidence, Will be used only for purposes stated for this study, and will not be disclosed or released to others without the consent of the individual or the establishment
in accordance with section 308(d) of the Public Health Service Act (42 USC 242m). Public reporting burden for this phase of the survey Is estimated to average 3 minutes
per response. If you have any comments regarding the burden estimate or any other aspect of this survey, including suggestions for reducing this burden, send them to
the PHS Reports Clearance Officer; Attn: PRA: HHH Building, Rm. 721-S; 200 Independence Ave., S.W., Washington, DC 20201, and to the Office of Management and
Budget; Paperwork Reduction Project (0920-0278); Washington. DC 20503.

NATIONAL HOSPITAL AMBULATORY
MEDICAL CARE SURVEY

OUTPATIENT DEPARTMENT
PATIENT RECORD

1. PATIENT NAME

2. PATIENT RECORD NO.

1993-94
3. DATE OF VISIT|5. SEX 6. RACE 7. ETHNICITY 8. EXPECTED SOURCE(S) OF 9. WAS PATIENT §
PAYMENT (Check all that apply} REFERRED FOR
[ white Hispanic THIS VISIT BY
‘D Female ) I Bl +[] Private 1 commercial 5 ] HMO/ . ANOTHER
Montth Day  Year 2(:] Black origin EE]] Vi 1 gothe, prepaid PHYSICIAN?
: . Medicare 6 Patient paid
Asian { Pacific Not 2
4. DATE OF BIRTH Mal H - ] D ¥
2 D ale Islanqer . D Hispanic 3 D Medicaid 7 D No charge ®
/ / B D American Indian / 2 D No
i 8 Other
Month Day  Year Eskimo / Aleut 4D0ther government D

10. PATIENT'S COMPLAINT(S), SYMPTOM(S), OR
OTHER REASON(S) FOR THIS VISIT
(In patient’s own words)

a. Most important.

11. PHYSICIAN'S DIAGNOSES

a. Principal diagnosis {
problem associated
with item 10.a:

12. HAS PATIENT BEEN}

SEEN IN THIS
CLINIC BEFORE

I [:]Yes 2DNO

{

If yes, for the condition
in item 1 la?

1Oves 2 JNo

b. other: b. Other:
€. Other. C. Other:
13. TESTS, SURGICAL AND NONSURGICAL PROCEDURES, AND THERAPIES
a. SELECTED b. ALL OTHER SERVICES
SERVICES include: Performed Ordered
(Check all ordered . Tests . Imagings ZD
or provided) . Surgeries and other ! ! D 2 D
procedures
1[:] Blood pressure  , Other therapies 2 O - D
(such as contact lenses.
zD Urinalysis psychotherapy, 1 D 2 D
or physiotherapy)
3 Spirometr .
Cse Y Exclude: ' 0O O

. Services in item 13a

4D Allergy testing . Counseling / education

« Medications s

0 -0

5[:] HIV serology

(Record one on each line
and check performed or 6

9

1] z[:l

6 [:] Other bloodtest  ordered for each.)

None D " 14. COUNSELING/EDUCATION
(Check all ordered or provided)

1+ [ None

Exercise

3 D Cholestero! reduction
a D Weight reduction

5 D Smoking cessation

6 D Growth / development

7 D Injury prevention
8 D HIV transmission

a
10 D Other

Other STD transmission

8 15. MEDICATIONS / INJECTIONS

None []

. Meds ordered,
supplied. or
administered

Include: « Rx and OTC
« Immunizations
. Allergy shots
« Anesthetics

. New meds
. Continuing meds

18. DISPOSITION THIS VISIT
(Check all that apply)

(with or without |[:| No follow-up planned

new orders)
2 D Return to clinic PRN

» 4

Return to clinic + appointment

4 D Telephone follow-up planned

5 D Return to referring physician

GD Refer to other physician/clinic

7E] Admit lo hospital

s[_] Other (Specifys

17. PROVIDERS SEEN

THIS VISIT

(Check al thar apply)
1 D Resident/Intern
2 D Staff physician

3 D Other physician

Physician  assistant/
4 D Nurse practitioner

5 D Registered nurse

6 D Licensed practical
nurse

1[:] Nurse's aide
8 [:] Other (Specify)
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Community Health Center User and Visit Survey

Pretests Materials

a) Letter to CHCs

b) Letter to CHC Users

¢) CHC Users Survey Telephone Guide

d) User and Visit Sample Instructions

e) Patient Visit Abstract (NHAMCS form)

f) Patient Visit Abstract Detailed Instructions
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Letter to CHCs
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Attachment 5.a

Introductory Letter to CHC from HRSA

Dear Dr. Jones:

The Community Hedth Service (CHC) program has been providing critica hedth services
to a significant segment of the American population for more than 25 years. With the
country facing a crigs in health care and making efforts to reform the way care is ddivered
and financed, it is important to ensure that the needs of those served by CHC's continue to
be met. It is aso important to ensure that the CHC's have the information they need to
continue meeting their users needs.

Towards that end, the Bureau of Primary Health Care (BPHC) of HRSA has commissioned
a survey of CHC users. Of maor interest are the health status and health needs of users,
their health related attitudes, expectations and concerns, and their paterns of hedlth care
utilization. These data will be used to assess the needs of the user population and to inform
the planning process to assure that the CHC program will meet user’s future hedlth care
needs.

To successfully complete this survey, we will need your assstance. A sample of 50 CHC's
across the country, including yours, is being asked to participate in this survey by asssting
our contractor in the data collection process. This survey has two components. The first is
a persona interview survey with a sample of users of your Center, conducted by the trained
interviewing staff. The second component is a patient visit survey in which data will be
abstracted from medical records for a sample of visits to your Center. These two
components of data collection will be modeled after the National Hedth Interview Survey
and the Nationa Ambulatory Medical Care Survey so that resulting statistics will be
comparable to existing national data.

Your participation is critica to the survey’s success. This survey is authorized by Section
26 11 of the Public Health Service Act. Your participation is voluntary, and there are no
pendlties for not participating. However, the CHC's sdected for the survey have been
carefully chosen to represent al CHC's in the country, and the cooperation of al CHC's is
important for obtaining accurate, representative data.

The survey protocol is flexible to meet any special needs of your CHC, and to be minimally
disruptive to your primary function of providing patient care. Enclosed is a generd
description of the survey protocol and the role you may be asked to play. Your exact role in
the survey will be determined through discussons with our contractor. You will, of course,
be rembursed for the expenses of participation.
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Our representative from (contractor) will be calling you in the next few days to discuss the
detalls of the survey, and to determine the most efficient way to complete the survey in your
Center. We recognize that this survey will be an extra burden for you and your staff.
However, this is an important survey a a critica time in the CHC program higtory. |
strongly urge your full cooperation. Thank you for your consideration.

S.Y. (HRSA officia)
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CHC | etter Enclosure

CHC USER AND VISIT SURVEY
Overview of Protocol

1 GENERAL

The CHC User and Vist Survey is a survey of Community Hedth Center (CHC) users and
medical care visits. It is being conducted in a national random sample of Community
Health Centers. The survey is conducted in two parts. Oneisthe User Survey which
involves the collection of data concerning the hedth and demographic characteristics of
CHC users. The second is the Visit Survey in which patient visit data are collected
describing patterns of hedth services utilization. All service stes that provide medical care
are included in the survey.

2. CHC USERS SURVEY

Data for the User Survey will be collected through a personal interview with a sample of
about 40 users in each CHC. The users sample will be randomly selected from among dll
CHC users who have had one or more visits to the CHC during the previous year. This
sample may be sdected by computer in those CHC’s having a suitable computer file of
users. Those users selected in the sample will be sent a letter that briefly describes the
survey and asks for their cooperation. The letter will be followed by a telephone contact to
verify the user's willingness to participate and to arrange an appointment for a persona
interview. The persond interview will be conducted in the CHC or other convenient
location by a trained interviewer under contract to the HRSA. The user questionnaire is a
subset of the NHIS questionnaire, supplemented with questions relating directly to CHC
users, and requires a little over one hour to administer. Users who participate in the survey
will be provided remuneration of $25 to defray costs of transportation, child care and other
EXPenses.

3. CHC VISIT SUR VEY

Data for the Visit Survey will be obtained by abstracting information from medical records
for a random sample of about 120 CHC visits. The visit sample will be randomly sdlected
from among al medica care visits made to the CHC in the previous year. This sample may
aso be sdlected by computer in those CHC's having a suitable computer file of visits. For
each vist sdlected in the sample, the patient’s medica record will be pulled, and an abstract
will be completed. The abstract is a one page form similar to the NHAMCS data form, and
includes about 16 data items. Each abstract requires about 5- 10 minutes to complete.

4. DATA COLLECTION

A private research firm, under contract to HRSA, will have overal responsibility for data
collection. Their staff will telephone and visit the CHC to arrange participation, collect
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data, and train and assist CHC staff in those survey activities performed by the CHC. A
number of survey activities may be accomplished by ether contractor staff or CHC steff,
depending on the preference of the CHC. The following are the survey activities that pilot
tests have shown are generaly accomplished most efficiently by CHC staff. These are dso
activities which many CHC administrators prefer to have done by their staff rather than by a
contractor’s staff If the CHC prefers, of course, some or al of these activities may be
completed by the contractor, with the CHC's advice and guidance as needed. Find
decisons on these and other aspects of the survey will be made through discussions

between the CHC administration and the contractor. The CHC will be reimbursed for the
cost of al survey activities performed by the CHC staff.

5. CHC's ROLE IN SURVEY
The survey tasks which the CHC may choose to perform are:

e Select asample of users. With the contractor’ s assistance, select a random sample of
“current” users according to specifications provided by the contractor. This is
preferably done by computer when computerized files are available. Otherwise, the best
available listing of users must be identified, and a sample selected manually.

e Mall a letter to each sampled user from the CHC administrator. A draft |etter will be
provided on diskette which the CHC may “persondize’ as desred. The finalized letter
must be addressed, printed on CHC letterhead, and mailed to each user in the sample.

e Teephone each sampled user and set up an appointment for the user to come to the
CHC (or other selected location) for an interview. Re-contact those users who do not
appear at the agppointed time to arrange a second appointment.

e Provide space in the CHC or help arrange for available space at a nearby location for
conduct of persona interviews with the users. The space will be needed for a 2-4 week
period and must be reasonably private to permit confidentia interviewing, Sufficient
gpace for two Smultaneous interviews is preferred.

e Sdect a sample of patient visits. With the contractor’'s assstance, select a random
sample of vidts according to specifications provided by the contractor. This is
preferably done by computer when computerized files are avallable. Otherwise, the best
available listings or logs of vidts for the previous 12 months must be identified, and a
sample sdected manudly.

e Pull the medica records for the sample of patient visits. Abstract about 16 data items
from the medica record for each sample vist. In CHC's with computerized
information about each patient vist, some of the vist data may be derived from
computer files.
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Letter to CHC Users

CENTER FOR HEALTH POLICY STUDIES —



Attachment 5.b

Introductory Letter to CHC Users
Dear [CHC User]

| am writing to ask for your help in astudy of Community Health Centers. The Small
Town Medical Center, like many health centers across the country, provides health care
to awide variety of people with many different health care needs. Information about
those health care needs, and the ways that people use health centers, are very important
for planning the future of the health center program.

This study is being conducted in many health centers across the country. As a person
who has used the Small Town Medical Center, you have been randomly selected to
represent our health center in this study. To participate, we are asking you to make an
appointment to complete a confidential interview at the Medical Center . During the
interview, you will be asked questions about your needs for health care, the places you
go for care, and your opinion about the care you receive. The interview takes about an
hour, and you will be given $25 for your participation.

Thisisavoluntary study, and there are no penaltiesif you choose not to participate.
However, your cooperation is very important for making the study a success and for
helping to assure that Community Health Centers continue to meet the health care needs
of their users. All information you provide will be held in strict confidence, and will be
used only for statistical purposes.

Inafew days, Rosa Smith from the Medical Center will call you to answer any questions
you may have, and to arrange an appointment for the interview. Thisis a very important
study, and | urge you to cooperate.

Thank you for your help!

Sincerely,

Executive Director
Small Town Medical Center

This study is sponsored by the Bureau of Primary Care, Health Resources and Services Administration,
DHHS, under authority of Section 24 1 of the US Public Health Service Act.
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Letter for child under age 13 or other user unable to respondfor self
Dear [User’s Parent or Guardian]

| am writing to ask for your help in a study of Community Health Centers. The Small
Town Medical Center, like many health centers across the country, provides health care
to awide variety of people with many different health care needs. Information about
those health care needs, and the ways that people use health centers, are very important
for planning the future of the health center program.

This study is being conducted in many health centers across the country. As a person
who has used the Small Town Medical Center, [child’s name] has been randomly selected
to represent our health center in this study. To participate, we are asking you to make an
appointment to complete a confidential interview at the Medical Center . During the
interview, you will be asked questions about [child’'s name] needs for hedth care, the
places he/she goes for care, and your opinion about the care he/she receives. The

interview takes about an hour, and you will be given $25 for your participation. It is not
necessary for [Child’s name] to attend the interview.

Thisisavoluntary study, and there are no penalties if you choose not to participate.
However, your cooperation is very important for making the study a success and for

hel ping to assure that Community Health Centers continue to meet the health care needs
of their users. All information you provide will be held in strict confidence, and will be
used only for statistical purposes.

In afew days, Rosa Smith from the Medical Center will call you to answer any questions
you may have, and to arrange an appointment for the interview. Thisisavery important
study, and | urge you to cooperate.

Thank you for your help

Sincerely,

Executive Director
Small Town Medical Center

This study is sponsored by the Bureau of Primary Care, Health Resources and Services Administration,
DHHS, under authority of Section 24 1 of the US Public Health Service Act.
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CHC Users Survey Telephone Guide
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Attachment 5.c

CHC USER SURVEY
TELEPHONE GUIDE

Hello, M. thisis at the Small Town Medical Center. How are
you today? M. , | am calling today to ask for your help in a study we are doing to
help improve the services provided at community health centers. We are asking
randomly selected users of our Center to help us by completing an interview about how
you use the health center, and how we might do a better job of providing the services you
need. Thisstudy isbeing done in many health centers across the country to gather
information that will help make sure that our Health Center can meet your health care
needs and the needs of people like you in the future.

To participate in this study, | would like to arrange an appointment for you to come to the
"Medical Center to beinterviewed by a member of the study team. [ Wewill provide child
care during the interview if you need that, and] Y ou will be given $25 totover the
expense of coming here.

The interview takes about one hour. Thisis an important study that will provide us with
valuable information. Y our participation is very important to its success, and we urge
you to cooperate. Please be assured that al information you providein this study is held
in complete confidence. The information will be used to produce statistics, and will not
be given to anyone for any other purpose. Even the staff here in the Medical Center will
not be allowed to see the information you provide.

If possible, we would like to schedule an appointment sometime between . . .. Are any of
these dates convenient for you?
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User and Visit Sampling Instructions
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Attachment 5d

CHC User and Visit Sampling I nstructions

A. User Sample Selection

Selection of a user sample is straightforward once the sampling frame has been
established. The frame is simply afile or list of al users eligible for the survey. For the
CHC User Survey, the frame must include all persons who made a visit to the CHC
(including all eligible service sites), for medical care during the calendar year prior to the
time of sample selection. This may be a single file covering al service sites, or
individual filesfor each service site. Regardless of the number of files, me sampling
process is the same for each file. In CHC' s with computer files of users, the sampling
specifications should be easily accomplished. In most instances, the instructions that
follow should also be easily completed manually using non-computerized tiles of users.
If computerized files are not available, and the CHC files make it unreasonable to follow
the specifications for manual sample selection, the Contractor’ s supervisory personnel
must be contacted to determine the best sampling plan for the particular CHC.

Following are instructions for selecting the User sample using computerized files.
Modifications acceptable when manual selection is necessary are provided in [brackets].

1. Develop the User Sampling Frame from the CHC User file(s) by identifying all users
who made one or more visits for medical care during the calendar year prior to the
date of user sample selection. For example, if the sampleis being selected in March
1995, the frame will consist of al users making avisit during calendar 1994.

2. Sort the usersin the User Frame by selected demographic characteristic (e.g. Age,
race, sex) as determined by BPHC. For example, if the file is to be sorted by age
within sex, all males would be listed first from youngest to oldest. Then all females
would be listed from youngest to oldest. [ For manual sample selection, sorting may
not be feasible. Inthat case, the user file will be used as available, without sorting.]

3. For computer sampling, assign a 6 digit “user ID number” to each user in the
sampling frame in the sorted order, beginning with the number 00000 1. This number
is used for sample selection and will serve asthe ID number for the user on all survey
materials. [For manual sample selection, assignment of this number prior to sample
selection is not necessary. After the sample has been selected, however, afive digit
ID number must be assigned to each user selected in the sample.]

4. Determine an exact count of all usersin the sampling frame. (For CHC's with more
than one user file, this count will be the total of all users in all files.) Divide that
number by 40, and drop any digits after the decimal. The resulting whole number is
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the sample “ Take Every” (TE) number. (For, example, if the CHC frame has 2592
users, division by 40 yields 64.8. The TE number, therefore, is 64. The number 40 is
used because that will produce the desired sample size of approximately 40.)

5. Determine arandom “ Start With” (SW) number by using atable or calculator with
random numbers. Following instruction for random number selection, select a
random number between 1 and the TE number. (For example, if the TE number is 64,
the SW number may be any number from 1 to 64 inclusive.) If the sampling frame
consists of more than one user list, determine a new random SW number for each list,
but use the same TE number for al lists.

6. Select the User Sample by selecting the user with the SW number and each “TE”th
user ID number thereafter. (For example, with a SW=20 and a TE=64, the sample
will consist of user ID number 20 and every 64th number thereafter. i.e. user 1D
numbers 20, 84,148, 212, 276 ,...)

7. Produce the User Sample List on both paper and diskette, including all sampled users
in the order sdected. Thelist should contain as much of the following information as
available from the files. User’s assigned ID Number, complete name, address,
telephone number, date of birth, sex, medical record number, principal service site
used, parents name if under age 18, date of last CHC visit, and provider seen.

B. Visit Sample Selection

Thevisit sample selection, like the user sample process, is straightforward once the
sampling frame has been established. The frame must include all visits by all usersin the
user frame made to the CHC (including all eligible service sites), for medical care during
the same calendar year used for the user sample frame. This may be asingle file or visit
log covering al service sites, or individual files for each service site. Regardiess of the
number of files, the sampling processis the same for each file. In CHC’s with computer
logs or files of visits, or users files that include information on their visits, the sampling
specifications should be easily accomplished. In most instances, the instructions which
follow should also be easily accomplished manually using non-computerized files of
visits. If computerized files are not available, and it is not reasonable to follow the
specifications for manual sample selection, Contractor supervisory personnel must be
contacted to determine the best sampling plan for the particular CHC.

1. Develop the Visit Sampling Frame from the CHC Visit Logs or User file(s), by
identifying all visits for medica care during the specified year.

2. Sort thevisitsinthe Visit Frame by date of visit, from earliest to most recent date.
Sort on time of day within date, if available. [For manual selection of visits, sorting
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may not be feasible. In that case, the visit og or file will be used as available, without
sorting.]

. Assign a6 digit “visit ID number” to each visit in the sampling frame in the sorted
order, beginning with the number 00000 1. This number is used for sample selection
and will serve as the ID number for the visit on all survey materials. [For manual
sample selection, assignment of this number prior to sample selection is not
necessary. After the sample has been selected, however, a6 digit ID number must be
assigned to each visit selected in the sample]

. Determine an exact count of all visitsin the sampling frame. (For CHC’s with more
than one visit file, this count will be the total of all visits on all files.) Divide that
number by 120, and drop any digits after the decimal. The resulting whole number is
the sample “Take Every” (TE) number. (The number 120 is used because that will
provide the desired sample size of approximately 120 visits.)

. Determine arandom “Start With” (SW) number by using atable or calculator with
random numbers. Following instruction for random number selection, Select a
random number between 1 and the TE number. (For example, if the TE number is
100, the SW number may be any number from 1 to 100 inclusive.) If the sampling
frame consists of more than one visit list, determine a new random SW number for
each list, but use the same TE number for al lists.

. Select the Visit Sample by selecting the visit with the SW number and each “TE”th
user number thereafter. (For example, with a SW=30 and a TE=100, the sample will
consist of visit number 30 and every 100th number thereafter. i.e. visit numbers 30,
130,230, 330,430,...)

. Produce the Visit Sample List on both paper and diskette, showing all sampled visits
in the order selected. (For ease of abstracting, the sample may be sorted on medical
record number or in other order according to how the medical records are stored.)

The paper copy of the list should contain as much of the following information as
available from the files. The medical record number, assigned Visit ID Number,
patient’s complete name, date of visit, date of birth, sex, service site, diagnosis,
services or procedures received. The diskette file should contain this information plus
additional visit datawhen available for usein lieu of abstracting it from the medical
record. The specific dataitems which may beincluded are designated in the Patient
Record Abstract instructions.
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Patient Visit Abstract

(1994 NHAMCS Patient Record Form)
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Department of Health and Human Serwces
Publlc Health Service,

417512

OMB No.
Expires:

in accordance with section ¢ -

Budget; Paperwork Reduction Project { ., Washington, DC 20502.

NOTICE = Information contained on this form which would permit identification of any individual or establishment has been collected with a guarantee that it will pe held
in strict confidence, will be used only for purposes stated for this study, and will not be disclosed or released to others without the consent of the individual or the establishment
2. Public reporting burden for this phase of the survey is estimated to average ; minutes
per response. If you have any comments regardmg the burden estimate or any other aspect of this survey, including suggestions for reducing this burden, send them to
the PHS Reports Clearance Officer: Attn: PRA: HHH Building, Rm. 721-B; 200 Independence Ave., 8.W., Washington, DC 20201, and to the Office of Management and

1. PATIENT NAME

) 2. PATIENT RECORD NO.

3. DATE OF VISIT| 5. SEX (7 ETHNICITY

g

@ RACE

Whit
1D Female 1D e
2 D Black

Asian { Pacific
2 [ mate S O |slander

D American Indian /
Eskimo / Aleut

Hispanic

Manthh Day  Year origin 1

Not

4, DATE OF BIRTH 2 ¢l Hispanic

Month Day Year

3[] Medicaid
4 D Other government

(8.) EXPECTED SOURCE(S) OF

PAYMENT (Check ail that apply)

D Private / commercial 5 D HMO/
D Medicare §

other prepaid
Patient paid

7 [:] No charge

8 D Other

WAS PATIENT
REFERRED FOR
THIS VISIT BY
ANOTHER
PHYSICIAN?

1DYes
2[:]No

10. PATIENT'S COMPLAINT(S), SYMPTOM(S), OR
OTHER REASON(S) FOR THIS VISIT

(In patient's own words) a. Principal diagnosis /

problem  associated

a. Most mportant: with ilem 10.a:

11. PHYSICIAN'S DIAGNOSES

2/HAS PATIENT BEEN
SEEN IN THIS
CLINIC BEFORE

1 [:]Yes zDNo

b. Other:

l

If yes, for the condition

¢. Other: c. Other:

in item 11 a?

DYes zDNo

13. TESTS, SURGICAL AND NONSURGICAL PROCEDURES, AND THERAPIES

a. SELECTED
SERVICES
(Check all ordered
or provided)

b. ALL OTHER SERVICES
Include:
o Tests . Imagings
« Surgeries and other

None D

Performed Ordered

0 =0

procedures

1[] Blood pressure o+ Other therapies

0 -0

(such as contact lenses,
psychotherapy,
or physiotherapy)

2 D Urinalysis

0 -0

3 ] spirometry Exclude:

« Services in item 13a

O

4 D Allergy testing « Counseling / education

« Medications

0 -0

: d

|
HIV serology (Record one on each line

and check performed or

1D2 d

GD Other blood test

ordered for each.)

14. COUNSELING/EDUCATION
(Check all ordered or provided)

i D None

2 E] Exerci se
» 4

Cholesterol  reduction

4 D Weight ~ reduction

H D Smoking cessation
6 [:] Growth / development

2 7[] InjuryQrevention

s[:] HIV  transmission
QD Other STD transmission

10 D Other

*15. MEDICATIONS / INJECTIONS

None D

« Meds ordered,
supplied, or
administered

Include: « Rx and OTC
« Immunizations
« Allergy shots
« Anesthetics

« New meds

« Continuing meds
(with or without
new orders)

16. DISPOSITION THIS VISIT
(Check all that apply)

1[:] No follow-up planned

2 D Return to clinic PRN

3 D Return to clinic - appointment
4 D Telephone follow-up planned
5 D Return to referring physician
6 D Refer to other physician/clinic

; d

s[_] Other (Specify)

Admit to hospital

17. PROVIDERS SEEN
THIS VISIT
(Check all that apply)
1[:] Resident/Intern
2 [:] Staff physician
ZD Other physician
. D Physician assistant/

Nurse practitioner
5 D Registered nurse
D Licensed practical
nurse
7[:] Nurse’s aide
8 [_] Other (Specify)
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Patient Visit Abstract Detailed Instructions
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Attachment 5.f

CHC Patient Visit Abstract (PVA)
Detailed Instructions and Definitions

A. Patient Visit Sample Selection

1. What patient visits are included in sample

Patient visits included in the sampling frame are ALL visits to the CHC during the past
year by persons who saw a doctor or other CHC staff for medical purposes. (The
inclusion dates for the sample are specified for each CHC). Each visit selected in the
sample represents a single visit to the CHC. The specific sample of visits to be
abstracted is shown on the Visit Sample List along with selected information about the
patient and visit. When retrieving data for a sampled visit from a medical record, care
must be taken to assure that the proper visit is identified. Generally, the medical

record number will be used to identify the proper patient medical record. Thisis
discussed further below. In most cases, the date of visit will be sufficient to identify the
proper visit within the medical record, since most patients will make only one visit in a
day. In those cases where a patient has made more than one visit in a day, the
appropriate sampled visit must be identified using other information included in the
Visit Sample List such as, provider seen, location of visit, diagnosis or services
provided. If it isnot possible to distinguish among multiple visits on the same day, the
first visit recorded in the record for the specified day is to be used as the sample visit.
The person who actually provided medical care or services may be the doctor, nurse
clinician, physician assistant (PA), nurse, nutritionist, or other provider staff as defined
in the Bureau Common Reporting Requirements (BCRR).

When matching the Visit Sample List entry with a particular visit in a medical record,
the following rules should be applied to assure an exact match:

Algorithm for Assuring Selection of Correct
Patient Record and Visit

1. The Visit Sample List will include al or most of the following items for each
patient visit to be abstracted:

o Patients Name

« Medical Record Number and/or patient registration or other unique
identification number

. Patient Date of Birth
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« Patient Gender
. Date of Visit to be abstracted
. Information about the visit such as provider, diagnosis, services received

2. Pull the Medical Record corresponding to the medical record number on the list and
check that the name on the record exactly matches the name on thelist. Names
must match exactly on first, middle and last names except that middle initial and
middle name starting with the initial is acceptable. If the number and name match,
this is the correct record to abstract. If either the name or number is. not an exact
match, or one is missing, check the gender-and date of birth. If both the gender
and date of birth match, then the record is the correct one to abstract. If either
gender or date of hirth does not match, then record does not match. If record
cannot be matched, mark on the visit sample list “cannot match record”, and go to
the next listing.

3. Once the matching items positively identify a match, then open the chart and
attempt to locate the progress, chronological or treatment notes for that visit based
on the date of visit, providers and services.

4. |f notes cannot be located in the record for the same date given on the Visit Sample
List, mark on the list, “cannot match visit”, and go to the next listing.

5. Once the correct visit in the correct record is identified, proceed with completing
the Patient Visit Abstract.

B. Patient Visit Abstract

1. General

Information for the Patient Visit Abstract (PVA) will be abstracted from the patient’s -
medical record or provided in electronic form from computer records. This will vary
among CHC’s depending on their computer records systems. Prior to beginning
records abstraction, the field representative must determine which data items are
available from computer records and which must be obtained by abstraction from the
patient’s medical record.

Those items marked with an * below may be obtained from computer files when
available.

All items not available from the computer files and those not marked with an * must

be abstracted from medical records. If an item to be abstracted is not available in the
medical record, write “not available” (N/A) for that entry and go on.
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2. Medical record number

The patient visit sample listing will serve as a control sheet for abstracting data for the
Patient Visit Abstracts. The sample listing shows the patient name and medical record
number. The first entry on the PVA must be the patient name and the medical record
number recorded in the appropriate spaces on the top of the PVA exactly as they
appear on the sample listing. It is extremely important that the medical record number
be recorded exactly as shown on the sample listing. This number will be used in
processing to link the computer generated patient data with the data abstracted from the
medical record. When the medical record is pulled, its number and the patient name
must exactly match the information entered on the PVA. If it does not, verify that the
proper record has been pulled. If the proper record has been pulled and the numbers
do not match, use the sample listing number on the PVA and continue with the data
abstracting.

3. Explanation of Patient Visit Abstract Items

Instructions for each of the items on the Patient Visit Abstract are provided in numeric
sequence on the following pages. Unless specified otherwise, the information recorded
on the PVA pertains to “this visit”, defined to be the visit being abstracted.

PATIENT VISIT ABSTRACT ITEMS

*3DATE OF VISIT

The month, day and year should be recorded in figures, for example, 5/17/94
for May 17, 1994.

* 4 DATE OF BIRTH

The month, day, and year of the patient’s birth should be recorded here, in the
same fashion as Date Of Visit above. |n the rare event the date of birth is
unknown, if age or indicators of age are available, the year of birth should be
estimated as closely as possible.

For patients 100 years or older, record year as 18--.
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*5  SEX

Self-explanatory. In this and all other precoded questions, mark with an "X"
rather than a check (V).

* 6 RACE

If the patient’s race is not known, mark the “unknown” box.

Race Befinitions

1 white A person having origins in any of the origina
peoples of Europe, North Africa, or the Middle
East.

2 Black A person having origins in any of the black racia

groups of Africa

3 Asan/Pacific Ilander A person having origins in any of the origina
peoples of the Far East, Southeast Asia, the Indian
subcontinent, or the Pacific Idands. This area
includes, for example, China, India, Japan, Korea,
the Philippine Islands, and Samoa.

4 American Indian/ A person having origins in any of the original
peoples of
Eskimo/Aleut North America, and who maintains cultural

identification through tribal affiliation or
community recognition.

5. Unknown No information on race is available

*7ETHNICITY

If the patient’s ethnicity is not known, mark the “unknown” box.

Ethnici finiti
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1 Hispanic Origin

2 Not Hispanic

3. Unknown

A person of Mexican, Puerto Rican, Cuban,
Central or South American or other Spanish
culture or origin, regardless of
race.

All other persons.

Hispanic origin information not available

* 8 EXPECTED SOURCE(S) OF PAYMENT

Check the source or sources, that paid for the visit being abstracted.

Source(s) of Payment

1 Private/commercial

2 Medicare

3 Medicaid

4 Other government

5 HMOJ/other prepaid

Definitlons

Charges paid in-part or in-full by a private
insurance company. Include payments made
directly to.the physician as well as payments
reimbursed to the patient.

Charges paid in-part or in-full by a Medicare plan.
Includes payments directly to the physician as well

* as payments reimbursed to the patient. If charges

are covered under a Medicare sponsored prepaid
plan, mark this box and the prepaid plan box
below.

Charges paid in-part or in-full by a Medicaid plan.
Includes payments made directly to the physician
as well as payments reimbursed to the patient.

Includes payments made under any other local,
state, or Federal health care programs, such as
worker 's compensation programs and CHAMPUS.

Charges included under a prepayment plan.
Include Health Maintenance Organizations
(HMOs), Independent Practice Associations
(IPAs) , Preferred Provider Organizations (PPOs) ,
efc.
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6 Patient paid Charges, paid in-part or in-full by the patient or
patient’s family, which will not be reimbursed by a
third party. Exclude prepaid plan visits for which
no co-payment is charged. Mark one or more
boxes if partial payment is expected from one or
more third parties.

7 No Charge Visits for which no feeis charged. Do not include
vigits paid for as part of atotal care package, e.g.,
prepaid plan visits, post-operative visits included
in asurgical fee, and pregnancy visits included in
aflat fee charged for the entire pregnancy. Mark
the box, or boxes, that indicate how the services
were originaly paid.

8 Other Any other source of payment not covered in above
categories.

9 WASPATIENT REFERRED FOR THISVISIT
BY ANOTHER PHYSICIAN (OR CLINIC)?

This item provides an idea of the “flow” of ambulatory patients from one source
of careto another. Mark the“Yes’ or “No” category, as appropriate.

Notice that this item concerns referrals to the CHC; box 5 of Item 16 provides
information concerning referrals by the CHC. The information applies to
referrals for this visit and not to referrals for any prior visit. Referrals to the
CHC are defined to be visits to the CHC that are made because of the advice or
direction of someone other than the CHC staff.

10 PATIENT’S COMPLAINT(S), SYMPTOM(S) OR
OTHER REASON(S) FOR THISVISIT
(In patient's own words)

Thisis one of the most important items on the Patient Visit Abstract. No
similar data for visits to CHC’s are available anywhere and there is tremendous
interest in the findings. Take the time to find the patient’s reason for visit, if it
isrecorded in therecord. Note the following.
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If available, record the patient’s principal complaints, symptoms or other
reason as Stated by the patient. The physician may recognize right away, or
may find out after examination, that the real problem is something entirely
different, but in item 10 record how the patient defines his/her problem.

The item (like amost al other items on the Patient Visit Abstract) refers to
this vigt. Conceivably, the patient may be undergoing a course of treatment
for a serious illness, but if his principal problem on this visit is a cut finger
or atwisted ankle, the cut finger or twisted ankle is the information to be
recorded.

While it is preferred that the complaint or symptom be described in the
patient’s own words, exact recording of patient’s words is often not available
in medical records. If not, enter the words written in the record to explain
why the patient made the visit.

Do not record the diagnosis in this item unless that is the only information
available, or, for example, the reason is expressed as“1'm here for check of
my diabetes’ (or other diagnosis).

. Space has been allotted for both the “most important” and two “other”
complaints, symptoms, and reasons mentioned by the patient. The most
important should be entered in (a), and the other or othersin (b) and (c).
By “most important” is meant that problem or symptom which in the
physician’s judgment was most responsible for the patient making this visit.
If it cannot be determined which is most important, list the reasons in the
order given in the medical record.

. There will, of course, be visits by patients for reasons other than some
complaint or symptom. Examples might be:

annual checkup, well baby check-up
routine prenatal care school physical
postnatal care. Immunization

In such cases, simply enter in this item the reason for the visit.
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11 PHYSICIAN'S DIAGNOSES

a. Principal diagnosis/ b. Other  c. Other
problem associated with
item 10a.

Item 11a refers to the diagnosis associated with the entry in Item 10a. How did
the physician diagnose the most important complaint or symptom presented by
the patient on this visit? The diagnosis may be tentative, provisiona, or
definitive; it should represent the physician’s best judgment, expressed in
acceptable medical terminology including “problem” terms.

If no complaint or symptom is given in Item 10a (e.g., annual check-up, routine
prenatal care), and no diagnosis is made, enter “none. "

If a patient appears for postoperative care (follow-up visit after surgery), record
the postoperative diagnosis as well as any other diagnosis associated with [tem
10a. The postoperative diagnosis should be indicated with the letters (P.O.).

In contrast to most items on the form, Items 1 |b and 1 Ic do not refer solely to
this particular office visit. List in parts b and ¢ diagnoses of other medical
conditions known to exist for this patient at the time of the visit, regardless of
their relationship to the current problem. These may be entered in the notes for
this visit, or may be contained in a current problem list.

EXAMPLE
a. Principal diagnosis/ Acute URI
problem associated
with item 10a.

(The condition which brought the patient to the
physician’s office on this visit)

b. Other Diabetes
(Other conditions previously diagnosed by the
physician, either on this visit or in the past, and which
still exist in the patient)

Other Hypertension
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* 12 HAS PATIENT BEEN SEEN
IN THIS CLINIC (CHC) BEFORE?

“Seen” means “provided care for” at any time in the past. Check “Yes’ if the
patient was seen before by another physician or staff member in the CHC. This
box will be checked “no” only when the visit being abstracted is the first visit
recorded in the medical record.

If “No” (never saw patient before), mark that box and go on to Item 13.

If “Yes"is marked, dso answer the sub-question: Has this patient been seen
before for the condition diagnosed in Item Ila? When answering the sub-
question, the reference for acute conditions is to the same “episode” of the
condition. To answer yes to this question, the patient must have been seen for
the acute condition in the previous 30 days. For example, if the diagnosis is
strep throat and the patient was seen several months ago for strep throat, these
would likely be different episodes of the illness. Therefore, check “no”,
because the patient was not seen for the same condition. For chronic conditions
(e.g. hypertension, diabetes), the references is any time in the past. For
example, if the diagnosis is diabetes, check “yes’ if the patient was ever seen in
the CHC for diabetes. For medical records with problem lists, record “yes’ if
the diagnosis is on the problem list. For those without problem lists, review the
record for visits over the prior two years only to see if the condition was treated
before.. As arule, if words like “follow-up” or “returning for.. ” are used,
check the box “yes’. If these words are not used, look back at previous visits
for the same acute condition 4 weeks. Look back for the same chronic
condition two years.

13 TESTS, SURGICAL AND NONSURGICAL PROCEDURES,
AND THERAPIES

a. Selected Services Mark all services or procedures that were ordered
or provided during this visit for the purpose of
screening (i.e., early detection of health problems
in asymptomatic individuals) or diagnosis (i.e.,
identification of health problems causing
individuals to be symptomatic). During a visit for
a complete physical exam, several of the services

CENTER FOR HEALTH POLICY STUDIES =




b. All Other Services

may be ordered or provided. EACH SERVICE
SHOULD BE MARKED.

Record any additional services in column (b).
This includes:

1) Surgica and non-surgical procedures ordered
or performed. Record the specific name of
any ambulatory (outpatient) surgical
procedure performed, ordered, or scheduled
at the time of this visit. Routine surgical
procedures (e.g. wound care) as well as more
complex procedures (e. g . , cataract extraction,
vasectomy, hernia repair, growth removal,
etc.) should be reported. Any procedure
designated in the CPT-4 (which physicians
and their staffs will be familiar with) as a
surgical procedure may be recorded.

2) Therapeutic services (non-me& cation therapy)
ordered or performed. Examples include:

Psychotherapy - All treatments designed to
produce a mental or emotional response
through suggestion, persuasion, re-education,
reassurance or support; e.g., psychologica
counseling, hypnosis, psychoanalysis,
transactional therapy.

Corrective Lenses - Provision, ordering or
prescription for glasses or contact lenses.

Physiotherapy - Any form of physica therapy
including treatments using heat, light, sound,
or physical pressure or movement. For
example: ultrasonic, ultraviolet, infrared,
whirlpool, diathermy, cold and manipulative

therapy.

3) Any other screening or diagnostic services not
listed in column (a). Thisincludes tests (e.g.
EKG, mental status exam) and imaging (e.g.
chest X-ray, MRI).
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For each test, procedure or therapy listed in
column (b), check mark (i) the “Ordered” or
“Performed” box to indicate if it was performed at
this visit or ordered to be performed at a later
date.

Do not include counseling, advice, educational
services or medication. This information is
collected in items 14 and 15.

If no tests, surgical or nonsurgical procedures, or
therapies were ordered or performed, instruct the
physician to check the “None” box.

Category Specific Example
X-ray or other imaging _echocardiograph;,
routine chest x-ray,
mammogram,
CAT scan of head,
MRI of brain
incisions _1&D of abscess,
incision of pilonidal cyst
excisions _excision of cyst from leg,
dermabrasion
dressing _ change bandage on wound
removal of ... skin lesion,

pseudophakos (i.e. lens implant),
tympanostomy tube (ear tube),
toenall

insertion of ... |UD,

bilateral breast implants
repairs repair of retina tear by laser,
photocoagulation,
suture of scalp wound laceration
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biopsy closed biopsy of breadt,
biopsy of skin lesion

gastroscopy
culposcopy ,
flexible sigmoidoscopy

endoscopy

... ectomy vasectomy,
upper eyelid rhytidectomy,

tonsillectomy

...test pap test,
visual acuity test,
stress test-treadmill

non-medicine RX hearing aid Rx,
contact lens Rx

exams limited eye exam,
genera medical exam,
gynecological exam

other individual psychotherapy,
audiometry

14 COUNSELING / EDUCATION

Check all appropriate boxes for any counseling, advice, education, instructions,
or recommendations to the patient provided or ordered during the visit. Mark
box 10 “Other Counseling” for al counseling involving a current or potential
health problem not listed.

Exclude any form of medication since this will be collected in item 16.

Mark box 1 “None, " if no services were provided.
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15 MEDICATION / INJECTIONS

List all medications (drugs, vitamins, hormones, ointments, suppositories)
ordered, injected, administered or provided this visit, using either brand or
generic names. When listing medications, include:

prescription and non-prescription medication;
injections

vaccinations;

immunization and allergy shots;

anesthetics

drugs and medications which the doctor ordered or provided,
previous to this visit and instructs or expects the patient
to continue taking.

Record the same specific drug name (brand or generic) recorded in the
medical record.

Do not enter broad drug classes, such as “laxative,” “cough preparation,” or
“analgesic”, “antibiotic”, cold tablet”, birth control pills’, etc. The one
exception to thisrule, is “allergy shots” which is an acceptable entry.

Limit entries to drug name only. Additional information such as dosage
strength or regimen is not required.

If no medication was ordered or provided, mark the “None” box.

The following information is not requested and should not be entered on the PVA:
the number of pills prescribed,
the strength of the medication,

how frequently it is to be taken and
how the medication is administered, ordered or provided
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There is room for only 5 medications on the PVA (one on each ling). When more
than 5 are administered, provided or ordered, use the following guide:

List Medications

Ist those administered during the visit
2nd those provided

3rd those ordered

until the 5 spaces are completed (only one entry per ling). If this order is not
known or cannot be determined, list the first 5 medications in the order given in the
record.

16 DISPOSITION THISVISIT

Eight codes are provided to describe the disposition of the case on this visit.
Mark as many categories as apply.

Mark all categories that apply:

1 NO FOLLOW-UP PLANNED - No return visit or telephone contact is
scheduled or planned for the patient’s problem.

2 RETURN TO CLINIC, PRN - The patient is instructed to return to the clinic
& needed.

3 RETURN TO CLINIC - APPOINTMENT - The patient is told to schedule an
appointment or is given an appointment to return to the clinic at a
particular time.

4 TELEPHONE FOLLOW-UP PLANNED - The patient is instructed to
telephone the physician or other clinic staff on a particular day to report on
his or her progress, or to call at any time if he or she has a problem or
wishes further consultation, or a member of the hospital staff plans to call
the patient to check on his or her condition.

5 RETURN TO REFERRING PHYSICIAN - The patient was referred to this
clinic by his or her personal physician or some other physician and is now
instructed to consult again with the physician who made the referral.

6 REFER TO OTHER PHYSICIAN/CLINIC - The patient is instructed to
consult or seek care from another physician or clinic. The patient may or
may not return to this physician or clinic at alater date.
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7 ADMIT TO HOSPITAL - The patient is instructed that further care or
treatment will be provided as an inpatient in the hospital.

8 OTHER, SPECIFY - Any other disposition of the case not included in the
categories above. Any such “other” disposition should be described on the

line provided.
For example, a patient who |eft before receiving treatment or who left

against medical advice.

Item 17 - PROVIDERS SEEN THIS VISIT

Mark all providers seen during this visit. |f care was provided, at least in part, by a
person not represented in the seven categories, mark the “Other” box and specify the
provider in the space underneath.
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Attachment 6

Community Health Center User and Visit Survey

Patient Visit Abstract (PVA) -

a) PVA (NHAMCS form modified)
b) PVA abbreviated instructions
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Attachment 6.a

Patient Visit Abstract

(NHAMCS Form M odified)
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Patient Visit Abstract (Modified NHAMCS patient record form)

1. Patient Name

2. Patient Record No.

Attachment 6.a

5. Date of [ Visit 5 [Sex 7. RACE | 8. Expected Source of 9 Is Visit Injury Related?
Payment 0 Yes — answerab, ¢ c. Cause of injury
—J 1 |0 male P Whie 0 No
month day year 0 female | 0 Black | O Private / Commercial | @ Place of occurrence: b. Is injury
0 Asian/ Pacific|l 0 HMO prepaifd 0 Home work related?
6. Ethnicity|0 American Indianf 0 Medicare D School
4, Date hf Birth 0 Eskimo/Aleut | 0 Medicaid 0-  Athletics area 0 Yes
0 Hispanic 0 Unknown 0 wic 0 Street / Hwy 0 No
N S Not 0 Other  Governme 0 Other 0  Unknown
i i 0 Patient Paid 0 Unknown
Hispanic
month day year 0 P Unknown ( No Charge
10. Patient's Complaint(s), Symptom(s), or Other 11.  Physician’s Diagnoses 0 None 12. Hfs Patient Been
Reason(s) for Visit {in patients own words) Seen in this CHC
a. Principal Dx Before?
a. Most important associated with 10.a
0 J{yes 0 no
b. Other
b. Other If yes, for the condition in
2. Other c. Other item 11.a?
0 yes 0 no
13. Diagnostic I Screening Services 0 None 14. Therapeutic and Preventive Services 0 None
EXAMINATIONS | 1ESTS T IMAGING COUNSELNG I | 0 Mental Health
EDUCATION 0 Drug / Alcohol
0 Breast 0 Blgod Pressure 0 Mammogram | 0 X-Ray 0 Contraception
0 Pelvic 0 Urinalysis 0 EKG 0 CAT Scan O et / nutiton O Other
0 Rectal 0 TB Skin Test 0 Strep test 0 MRI 0 Exercise
0 Visual Acuity 0] Blood Lead Level 0 Endoscopy | 0 Ultrasound 0 Weight reduction OTHER THERAPY
0 Mental Status 0| Cholesterol Measure 0 PAP 0 Other 0 Chplesterol reduction
0 Other 0 PSA 0 Pregnancy 0 HIV transmission 0]psychotherapy
0 HIV Serology 0 Al Other, specify Ol Injury preventon 0 | Corrective lenses
0 Other Blood Test 0  Tobacco use 0 Physiotherapy
0 Other test 0 Growth / development § Ambulatory surgery
0 Other:
15. Medications [ Injections 0 None 16. Disposition this Visit 17. Hroviders seen this
visit
nclude:  Rx and OTC Meds ordered, New meds 0 No follow-up planned
Immunizations supplied, or Continuing meds 0 Return to clinic, appointment 0 Physician
Allergy  Shots administered (with or without 0 Telephone follow-up planned 0 Resident / Intern
Anesthetics new orders)

0 Refer tother physician / clinic 0
0 Refer to WIC

0 Refer to dental clinic

0 Refer to Social services

0 Admit to hospital
0 Other

0
0

Physician assistant/
Nurse practitioner

0 RN/LPN

0 Health Educator

Social ~ Worker
Nutritionist

0 Medical assistant

0 Other____




Attachment 6.b

Patient Visit Abstract

Abbreviated Instructions and Definitions
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Attachment 6.b

Patient Visit Abstract (PVA) - Modified NHAMCS Patient Record
Abbreviated Instructions

Instructions for each of the items on the Patient Visit Abstract are provided in numeric
seguence on the following pages. Unless specified otherwise, the information recorded
on the PVA pertains to “this visit’, defined to be the visit being abstracted. When
marking a check box, use an “X” carefully placed in the center of the box.

Item 1 - Patient Name

Enter the patient’ s full namein thisitem. Enter Jr., Sr., etc. as necessary to assure correct

identification of patient. To insure patient confidentiality, do not enter patient’s name
any other place on the form.

Item 2 - Medical Record Number

Enter the clinic’s medical record number for the person listed initem 1. This number is
needed to match the sampled visit with the patient’s medical record.

Item 3 - Date of visit

Record the month, day and year of thisvisit in numerical figures. For example, May 17,
1995 should be entered as 5/17/95.

Item 4 - Date of Birth

Enter month, day and year of patient’s birth in numerical figures asinstructed for item 3.

If date is not known, and cannot be determined from other sources in the CHC, estimate
the year of birth as closely aspossible. If patient is older than 99, enter year as 18--.

Item 5 - Sex

Place an x’ in the proper box.
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Item 6 - Race

Mark one box, which is most appropriate to indicate the patient’s race. If not known,
check the “unknown” box.

Item 7 - Ethnicity

Mark one box to indicate the patients ethnicity. If not known, check the “unknown” box.

Item 8 - Expected Sour ce(s) of Payment

Check all that apply. Check the source, or sources, that will pay for any part of thisvisit.
If both “HMO” and Medicaid (or Medicare) apply, check both boxes. *“Other
government” includes all state, local and federal agencies or programs not specifically
listed in thisitem.

Item 9-1sVist Injury Related?

Check yesif the visitisthe result of an injury, regardless of when the injury occurred.
New injuries, follow-up visits for recent injuries, and flair-ups of old injuries should all
be checked “yes’ in thisitem. For al yes answers, complete parts a, b, and c. Check
only one place of occurrence. If two places apply, check the one with box with the larger
number. For example, an injury occurring on a school playground or in a school gym
would be checked as occurring in an “athletic area’. Cause of injury should name any
object, or substance involved, and the circumstances of the injury Examples: fell off
ladder, passenger in auto accident, swallowed cleaning fluid, eye injured with toy.

Item 10 - Patient’s Complaint(s), Symptom(s), or Other Reason for This Visit

Record the patient’ s principal complaint, symptoms or other reason for thisvisit. Use the
words expressed by the patient, when possible. Record in part a the most important
reason for the visit (use your judgment based on the medical record). Record in parts b
and ¢ my other reasons. This information relates to the patients reasons for “this visit”.
A patient, for example, may have serious medical problems, but if an injured finger
causesthisvisit, “injured finger” is the information to record in thisitem.. Do not record
adiagnosisin thisitem since that information goes in item 11. Non-illness reasons are
also recorded here, such as prenatal care visits, routing check-ups, well baby visits, etc.
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Item 11 - Physician’s Diagnosis
a. Principal Diagnosis associated with Item 10a

b. and c. Other

It isimportant that the distinction between these two items is understood, Part “& refers to the
diagnosis associated with the entry in item 10a: How did the physician diagnose the most important
complaint or symptom for the patient during this visit? -The diagnosis may be tentative or definitive;
it should represent the best judgement at this time, expressed in standard medica terminology
including “problem” terms.

If no complaint or symptom is given in item 10a (e.g., annua check-up, routine prenatal care), and
no diagnosis is made, enter none.

If a patient appears for postoperative care (follow-up visit after surPery), record the postoperative
diagnosis as well as any other diagnosis associated with item 10a. [Ndicate the postoperative
diagnosis with the letters (P.O.).

In contrast to most items on the form, Items 1 Ib-c do not refer solely to this parficular visit. List
here the diagnosis of other conditions known to exist for this patient at this time, regardless of
their relationship to the present problem.

Example 1
a  Principal diagnosis/ - the condition which brought the patient to the clinic
problem associated
with item 11afoudy luabosacral Iproun
b . Other . ) represent other conditions diagnosed by the
Qgepgt kﬁoni\ be.m§ 0 outpatient department staff or any other physician,
C. Other ether during this visit or in the past, and which till
' . exist in the patient
chronic.  olcoholism P
Example 2
2 l;"m"gf: :;oc'gw'"i‘l — the condition which brought the patient to the clinic
b . Other -, .
. represent other conditions diagnosed by the
D tabetes (iellsdu3 } outpatient department staff on any other physician,
c. Other either during this visit or in the past, and which stiil
__Qbsllitf exist in the patient

In each of the preceding, diagnosis @) is the condition which brought the patient to the hospitd on this
vigt, while b) and c) represent other conditions which have been diagnosed by the physician either op
this visit or in the past, and which ill exist in the patient.
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Item 12~ Has Patient Been Seen in This CHC Before?

Thisitem is self-explanatory, and should be marked as appropriate. Note the sub-
question for patients seen before. If “YES’ is marked, indicating the patient was seen
before in the CHC, it must be determined if the patient has been seen for the diagnosisin
1la For an acute condition, “ Seen before” refers to the same episode of the condition.
For a chronic condition, the patient was “seen before” if: @) the patient’s “problem list”
indicates the condition was identified sometime prior to the current visit, or b) if avisit
for the same condition occurred within the last 2 years.

Item 13 - Diagnostic / Screening Services

Check all applicable boxes for all examinations, tests, or imagings performed or ordered
at thisvisit. Any diagnostic or screening service performed or ordered that is not listed
should be specified under the appropriate “ other, specify” category. Specify the name of
the service and not the CPT or other code for the service. If no services were provided or
ordered at thisvisit, mark the “none” box in the upper left corner of thisitem.

Item 14 - Therapeutic and Preventive Services

Check all applicable boxes for any counseling, education, or therapeutic service ordered
or provided at thisvisit. Any counseling, education, or therapeutic service performed or
ordered that is not listed should be specified under the “other, specify” category. Specify
the hame of the saviceand not the GBT ar other cade for thesergsicee.  w e r e
provided or ordered at thisvisit, mark the “none” box in the upper left comer of thisitem.

Item 15 - Medications/ I njections

List all medications (drugs, vitamins, hormones, ointments, suppositories, biologics)
ordered, injected, administered or provided during thisvisit. Use either the brand or
generic name as entered in the record. Include:

prescription and over-the-counter medications
immunizations
alergy shots
anesthetics
drugs and medications which have been prescribed or provided previous to
thisvisit which the patient is instructed or expected to continue taking
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Be sure to follow these instructions:

« Record the specific drug name (brand or generic) written in the medical record or on
the prescription

« Do not enter broad drug classes, such as “cough medicing”, laxative”, or “antibiotic”.

« Limit entry to medication name only. Information on dosage, regimen, etc. is not
required.

Item 16 - Disposition this Visit
Check all applicable boxes to indicate the follow-up and referral plans determined at this
vigit. For any disposition plan not listed, check “other” and specify. Do not include in

this item referrals for diagnostic or screening services. Referrals for such services are
included in items 13 as services ordered during this visit.

Item 17 - Providers seen this Visit

Mark all boxes that apply, indicating al providers “seen” during thisvisit. “Seen” means
that the person participated in some way with the care or treatment of the patient.
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Attachment 7

Community Health Center User and Visit Survey

Data Analysis Plan
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Attachment 7

Analysis and Publication Plan
CHC User and Visit Survey

MPLE RESEARCH OUESTIONS:

L What are the demographic characteristics of the CHC user population, and how do
they compare with the general population?

User data tabless Number and percent distribution of users by age, sex, race,
education, employment status, insurance coverage, and household
characteristics (income, head, family size).

2. What are the health characteristics of the CHC user population, and how do they
compare with the general population?

User data tables: Number and percent distribution of users by disabilities,
chronic conditions, impairments, risk factors, hospitalizations, self assessed
health status, immunization status of children:

Visit data tables. Number and percent distribution of Visits by principal Dx.,
presence of multiple Diagnosis; visit rates by demographic characteristics.

3. What are the general care-seeking practices of the user population?

User data tables: Number and percent distribution of users by visit patternsto
various service sites, regular source(s) of care. Characteristics of “regular”
users versus occasional users of the CHC: by income, demographics,
conditions, health status, insurance coverage.

4, What are the CHC utilization patterns of the “regular” user population, and how
do they compare with the general population?

Vidit data tables: Number and percent distribution of visits by age, sex,
payment source, income, various health status indicators. Visit rates by
demographic characteristics, and source of payment.
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10.

What are the health behaviors, knowledge, attitudes of the users?

User data tables: Number and percent distribution of users by risk factors, diet,
attitudes, exercise, knowledge of health factors.

How satisfied with the CHC services are the users?

User data tables: Number and percent distribution of users by waiting times,
provision of adequate information and services, difficulties receiving care,
reasons for using or not using CHC, complaints.

How well are the CHC' s meeting the users needs?
User data tables: Number and percent distribution of users by use of CHC vs.

other service sites, use of emergency room, referral patterns, childhood
immunizations, prenatal visits, other preventive services.

What mix of services and patients are seen in CHC's?

Visit data tables: Number and percent distribution of visit by demographics,
Dx., procedures, reasons for visit, providers seen, and disposition.

Arethe types of providers appropriate for the mix of patient problems?

Visit data tables: Number and percent distribution of visits by type of provider
according to Dx, reason for visit, referral patterns.

What is the extent of the need and use for special services by the users?

User data tables: Number and percent distribution of users by need for and use of
outreach services, transportation, child care, language accommodation.
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