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Welcome, I’m Pamela Nonnenmacher, a Public Health Advisor with the CDC’s Division for Heart Disease and Stroke Prevention, and I’d like to welcome you to this call about the Paul Coverdell National Acute Stroke Program funding opportunity.
First, thank you for taking the time to be on this call today.  Let me run through today’s agenda and then introduce you to the people you will be hearing from today. I am your moderator for the call.
Rob Merritt, who is the Epidemiology and Surveillance Branch Chief, will give an overview of the background of the acute stroke care initiative.
Dr. Mary George, a medical officer with the Epidemiology and Surveillance Branch, will provide an overview of the funding opportunity announcement.
Tracey Sims and Christine Davis are both from the CDC Procurement and Grants Office (or PGO as we all know it) will discuss the letter of intent requirements and submission procedures.
I will then review some key resources available to you for additional information as you prepare your letters of intent and eventual applications.
We will end with time for some of your questions.  Currently all lines are on mute.  However, prior to the question and answer portion of the call, the operator will provide instructions on how you can indicate that you would like to ask a question.  With this in mind, we suggest writing down your questions during the call, as questions will be held until the end of the CDC presentations.  
I am now going to turn it over to Rob Merritt who will give us the background on acute stroke care.
Thank you, Pamela.
Over 130,000 people in the United States die of stroke annually, accounting for one in 18 deaths in the United States.  On average, every 4 minutes someone dies of a stroke.  Over 795,000 people have a stroke each year, at a cost of nearly $54 billion each year.  Four out of every five persons having a stroke have hypertension and currently fewer than half of all persons with hypertension have it controlled.  In 2001, Congress directed the Centers for Disease Control and Prevention to establish the Paul Coverdell National Acute Stroke Registry to improve stroke care for people experiencing a stroke.  CDC, the Joint Commission, and the American Heart Association have been working together to improve acute stroke care through Get With The Guidelines – Stroke, the Paul Coverdell National Acute Stroke Registry, and disease-specific care certification in stroke for hospitals.  
Patient safety and improvement of health care services are key components of the Affordable Care Act and the National Quality Strategy for healthcare.  Goals of the National Quality Strategy for healthcare that are aligned with the goals and mission of the Paul Coverdell National Acute Stroke Program include:
	Making care safer by reducing harm caused in the delivery of care
	Ensuring that each person and family is engaged as partners in their care
	Promoting effective communication and coordination of care
	Promoting the most effective prevention and treatment practices for the leading causes of mortality, starting with cardiovascular disease
The purpose of the program is to develop stroke systems of care that span the continuum of stroke care that will work to improve the overall quality of stroke care within states.  This initiative will build on the work begun and lessons learned since the inception of the Paul Coverdell National Acute Stroke Registry and will develop collaboration among state health departments, emergency medical services, hospitals, rehabilitation facilities, stroke care providers, other health care providers, and other stakeholders focusing on improving stroke care.  
I will now turn over the line to Dr. Mary George to discuss an overview of the FOA and funding levels.
Thank you, Rob.
The program funded through this FOA will address several Healthy People 2020 focus areas of stroke, the ABCs for cardiovascular disease prevention, notably secondary prevention using antithrombotic medication when appropriate, cholesterol control, and smoking cessation counseling, the NQF endorsed performance measures for acute stroke care, and has a number of process goals to be reached by the end of the funding period and impact goals for accomplishment within and/or beyond the funding period.  
Measurable outcomes of the program will align with performance goals which are part of the overall mission of the Division for Heart Disease and Stroke Prevention.  As stated earlier, applicants funded under this FOA will work within the span of the continuum of stroke care.  Efforts in quality improvement will focus on the particular elements of the continuum beginning with the onset of stroke, emergency medical services, acute in-hospital care, rehabilitation, secondary prevention, and transitions of care.  
Please be aware of the three categories of funding offered through this FOA.  I will address each category.
Applicants may apply for any of the three categories, but they must indicate which category they are applying for in the letter of intent and in the application abstract.  Only one application may be submitted per applicant.
Category A is the in-hospital stroke quality improvement component.  This is the format with which most who are acquainted with the Paul Coverdell National Acute Stroke Registry will recognize.
Category A will focus solely on quality improvement efforts within the hospital.
Category B has two options:  a combination of the in-hospital stroke quality improvement component from Category A plus one additional component in the continuum of care.  
One configuration is to include the EMS component which covers the EMS quality of care and the transition from EMS to hospital.  
The other configuration is to include transition of care activity for post hospital transition to rehabilitation or home.  
For clarity, Category B can be either a combination of in-hospital care plus EMS or a combination of in-hospital care plus post hospital transition.
Category C is a combination of the pre-hospital component (EMS), the in-hospital stroke quality improvement component, and the post-hospital transition component.  
As you read through the FOA you will see that there are some recipient activities and performance measures that are common to all three categories.  There are also category-specific recipient activities and performance measures so please be sure to read the FOA carefully to ensure you are addressing the specifics for your chosen category of funding.   Again, let me state that an applicant may submit only one application and that the application and the LOI must clearly state which category of funding is addressed in the application.
 I now turn it over to Tracey Sims and Christine Davis from the CDC Procurement and Grants Office.
Thank you, Dr. George. 
Eligible applicants for this FOA are state health departments with heart disease and stroke prevention programs.  This includes the District of Columbia.  
Applicants funded under this FOA will work collaboratively with public and private partners to implement components of an integrated stroke system of care with a strong focus on quality improvement and effective and efficient transitions in care for stroke patients.  
CDC expects to make a total of approximately 9-12 awards under this FOA.  However, this number may vary.  Within the Category A funding level, CDC expects to fund approximately 4-6 awards.  Within the Category B funding level, CDC expects to fund approximately 4-6 awards and within the Category C funding level, CDC expects to fund 1 award.  
The funding levels are expected to range between $275,000 to $600,000 per award dependent upon which category of funding is awarded and the number awarded within each funding category.
Awardees will be funded with awards beginning on or about June 30, 2012 for a 12-month budget period.   The projected project period is for 3 years, subject to availability of funds.
Throughout the project period, CDC’s commitment to continuation of these awards will be conditioned on the availability of funds, evidence of satisfactory progress by the recipient and the determination that continued funding is in the best interest of the Federal government.
Applicants are requested to submit a Letter of Intent for this program.  The letter of intent allows the CDC program staff to estimate and plan the reviews of submitted applications.  The information contained within the LOI does not dictate the content of the application and will not have any bearing on the scoring of the application.  
The LOI should be no more than one page (8.5 x 11), double spaced, with one-inch margins, written in English (avoiding jargon), and unreduced 12-point Times New Roman font.
The deadline date for submitting an LOI is 11:59 p.m. U.S. Eastern Standard Time, April 2, 2012 and should be submitted to the point of contact listed in the FOA.  
The deadline date for submitting an application is 11:59 p.m. U.S. Eastern Standard Time, May 2, 2012 and should be uploaded to grants.gov. 
I will now turn over the line to the moderator, Pamela.
Thank you, Tracey and Christine.  
We would like to take a few moments to make sure you are aware of several resources that are available to you. 
We have established an inbox to which you may forward any questions you may not get answered today on this call or any questions that may arise between now and the application deadline.  The email address for the inbox is Coverdellqa@cdc.gov.  We have personnel assigned to monitor this inbox and it is our goal to be able to provide answers to these requests within approximately 48-72 hours.  
All the questions received either from this call or through the inbox will be posted on the Division for Heart Disease and Stroke Prevention’s website at http://www.cdc.gov/dhdsp/programs/stroke_registry.htm.
Please check this website frequently for new questions and answers.
We have allotted the rest of the call for questions.   To the extent possible we will try to answer your questions today.  If we are unable to address your question today on this call, please send your question(s) to the inbox.   The line is now open for questions.
**************************START OF QUESTIONS*************************************
Question: FOA, Page 10: My question is in regard to the Category B.  Page 10 does not indicate that all of the activities that are listed in Category A must be included in Category B and I am assuming that that is the case.  The second part of the question is in regard to the chart audits that are listed under Category A, performance measures. Could give some specifics about the expectations regarding chart auditing? 
Response:  All of the activities in Category A are included in Categories B and C.   Regarding chart auditing:  Remember chart audits of hospital charts are done to compare the data that was originally collected and put into the database, to data collected from an independent reviewer of the chart.  The chart audits are done to ascertain accuracy of the data collected preparing the original chart abstraction with the independent chart auditor.

Question: Specifically regarding the budget, how much should we anticipate allowing in terms of a budgetary standpoint and what is the expectation in terms of the numbers of audits that we have to conduct?
Response:  We have not set a specific number of audits at this time.  The chart audits that we are currently doing under the existing FOA may be different from what we do in this new FOA.  There are different ways of conducting that chart audit.  Right now we are recommending a minimum of 10 charts per hospital per year but that is under the current FOA and that may change with the FOA that we are discussing today.

Question: My state is not a Coverdell state, can our department of health apply for these funds?
Response: The eligibility for this funding opportunity announcement is limited to state health departments with a heart disease and stroke program.  It is not limited to states that receive CDC funding.  If you have a heart disease and stroke program funded by other sources you could be eligible to apply for this FOA.

Question: My question is about if we can put in one application, if we put in for Category C and CDC is interested in funding you, but perhaps not for both rehab and EMS, will you be bumped to Category B?  If you apply for Category B and CDC is interested in funding you for the in-hospital registry portion, will you be bumped up to Category A?
Response:  Our objective reviewers are looking at each of the applications.  They will be looking at each category and each component that is in those applications to determine the strength of each component of those listed in each category.  For those multiple category applications, the seamless operation of the system and its individual strength will be judged.  So based on the number of applications received for each category, the determination will be made using the reviewers recommendation to allocate award recommendations for each category. 

Question: As a yet to be funded state, we do have a program, but are new and basically quite small.  I am not sure we have the capacity to go forward.  My question is do you envision doing this again and isn’t the goal to have all the states eventually have an opportunity for this?
Response:  At this time, it is open to any state health department that has a heart disease and stroke program.  As to the future funding opportunities that is quite dependent upon funding availability and also any priority direction that the agency and the division may have at the time that a new funding opportunity announcement would be put out. 

Question:  You have several states that are already receiving Coverdell grants and we don’t have one of those now, but we do have a heart disease and stroke prevention program, how would you judge the two?  I assume current grantees will be eligible to apply, but they would be some steps ahead of those of us who do not have those grants now.  How will you look at evaluating the proposals based on that?
Response:  Within the funding opportunity announcement there is a list of evaluation criteria and those evaluation criteria will be used by our objective reviewers to look at the application and base their recommendations strictly upon the merits of that particular application and what it holds within the application.  There is not a preference for states that already have a registry as this is definitely an open competition that is based strictly on the merit of the application as it comes in.

Question:  On page 6, second bullet point, there is a reference to complications after a stroke.  Is that for Category B, transitions of care into long-term care or do you expect that to be addressed in Category A?
Response:  That would be appropriate for Category B, transition of care or for Category C.

Question:  Do the Coverdell states pay for the registry for each AHA overlay for each hospital or is that an expectation under this grant? This is the overlay that transmits data to the Coverdell registry.  This may be the charge that Outcome Sciences charges to states to be able to download those data.
Response:  I think you’re referring to the Outcome Sciences data collection tool that money that hospitals pay to use that data collection tool is handled with a contract between the hospital and Outcome Sciences.  We have not required states to use one particular data collection tool.  That is one of the options and many states and hospitals have found that works very well for their data collection.  

Question: If we are not funded at the Category C level but we are recommended at the Category B level, what would the process be for reconciling what they find a budget award might be?
Response: Prior to the award of anything PGO will hold budget discussions with the recipient and we will discuss the actual funding that is available for the award and let you know the category you are funded at and ask you to revise your budget accordingly before we issue the award.

Question:  Currently we have external staff going into the hospitals and doing the actual re-abstraction from the patient charts to compare to the guidelines database.  In the new program, is that still an expectation or would we be able to work with hospitals to say they would have to have a second person other than the one who entered the data into the Get With The Guidelines re-abstractions.  Could we have hospitals doing their own re-abstraction and then confirming the data to us?
Response: Chart audits are an audit of hospital charts done to compare the data that was originally collected and put into the database to data collected from an independent reviewer of the chart and to ascertain the accuracy of the data collected.  We realize that there a number of different ways to accomplish that goal and CDC is willing to work with states to come up with the best method for accomplishing those goals.

Question:   If you apply for Category C and your application is determined for a different category and my question is if it is considered in the category would CDC make a recommendation in terms of which area of focus in Category B how the determination would be made about whether that would be focusing on EMS or be focusing on transitions?
Response: The reviewers will be looking at each component within an application to determine its strengths.  In multiple category applications, as we have said before, how those work together will be judged.  The entire application will be reviewed for its strengths in all areas for which it is applying.

Question:  For the number of awards, for example Category B, will it just be based on the strongest applications for EMS and the strongest applications for transition in terms of the numbers or is the numbers for each category pre-determined?
Response:  It is not pre-determined the number of awards in each category.

Question:  On page 3 of the FOA executive summary, there is a bullet about blood pressure control and that the goals of this FOA are in line with increased blood pressure control.  That is not explicitly stated elsewhere in the application and I am curious as to where that falls and how that will be.  I don’t see that specified in performance measures or expectations for the application.
Response:   Within this FOA and the quality improvement work that is done, we do a number of secondary prevention interventions as patients leave the hospital and in that transition of care, there are a number of things that need to be monitored in terms of the overall goals of maintaining cardiovascular health in these patients.

Question: My question is for data collection on page 10.  In terms of performance measures, it is very specific that Category A data collection should begin in year one.  I am assuming that means there is no timeline for Category B and C expectation for data collection to be completed in year one.
Response: It may be somewhat flexible depending on the program goals for those additional categories and in terms of how those programs are developed in the data collection needs of those programs.

Question:  Currently we do not have a heart disease and stroke prevention program that is funded by CDC.  Does that exclude us from applying for this opportunity?
Response:   The eligibility criteria for this FOA is that it is for state health departments with a heart disease and stroke prevention program.

Question: On page 7, Category B, under the transition of care it asks for a partnership with the rehab specialist, transitions coordinator.  Can you help define that? Does it need to be a formal partnership or something that someone has put into the budget for that position?
Response:  Whether it is a budget item is up to the applicant, but we felt that having a partnership with a rehabilitation specialist would be helpful for the transition of care component.

Question:  On page 9, Category B, it talks about a data linkage for the transition of care piece.  What specifically are you looking at for this?
Response:    I think that would be up to the applicant to try to determine what would be most important based on how they would do the transition of care module but it would obviously link to the in-hospital component.

Question:   On page 21, under background and needs, you use the term preference state.  Can you define that a little more?
Response: That refers to the burden of disease in the state.

Question: Is that however the burden is defined by the state or a particular set of comparisons you are looking for?
Response:  I think that is up to you to work with your heart disease and stroke program as to how you look at the burden of disease in your state.

Question:  On Category B, page 6, you list the conditions on the transitions of care.  The major complications after stroke that are included, but not limited to, are aspiration, pneumonia, etc.  Is the expectation for transition of care that those conditions be the primary focus of data that would be collected and how we would design our transitions program or are you really looking for the whole spectrum of what might happen to a patient in the hospital and then what happens in the outpatient setting?
Response:  We are really looking at improving that transition of care from in-hospital to most likely home or rehab.  There is a considerable amount of literature on transition of care that exists.  In terms of minimizing complications post-hospital we would be looking at how an applicant envisions that transition of care to improve post-hospital health and well-being.

Question:  Is the expectation then that at a minimum we look at all six of them and make the case of anything else we are adding or is it basically an open field?
Response:   That is open to the applicant.

Question:   About the award process:  We were understanding that if we were to apply for Category B, but we were not seen as a good fit for a certain reason, then we could still potentially receive Category A funding.  We talked about that earlier.  Based upon that assumption, I was wondering what the chance of getting that category A funding be equal to if we just applied for Category A in the first place?
Response:   As we stated earlier, as the applications come in and as our reviewers look at these applications and make their recommendations, it is really going to be dependent upon the merit of the application and how well it addresses what is in the FOA and what is in the evaluation criteria.

Question:  Relating to the use of funding itself, because assuming our state would receive an award, could some of the funding be used to cover the cost of super user licenses?  Right now we have paid Outcome Sciences $6,000 to cover the cost of super user licenses at the health department for our epidemiologist and I felt as a program manager, could we actually pay for that license for data going directly from the Coverdell program to Outcome Sciences?
Response:  If this is a necessary part of the program and necessary for the operation of the program, include it in the budget to be reviewed and considered.

Question:  I think I might have answered my own question.  The data linkage for the outpatient piece could be any EHR or specific EHR that the program decides to sue as their data linkage?
Response:   We would leave it totally up to the applicant to determine which EHR meets your program needs, goals, and objectives.

Question:   You stated that the award date is around the end of June and that if you apply for Category C or B but you are not eligible for that one and you get bumped down a level, that the budget would be re-negotiated with the CDC prior to receiving the actual award.  I’m trying to figure out what is the turnaround time for that.  If you are notified at the end of June that you get an award lower than what you sent in, what would the turnaround time from that date be to re-negotiate the budget?
Response:   That timeframe has not been determined yet, but we will have a discussion with you prior to the award.  If the time is limited we will give you an opportunity after the award to revise your budget.

Question:   About the data that is expected to be collected, particularly for the in-hospital portion: Are there any expectation for changes and which data will be collected or will be required by the CDC?
Response:  I would answer that by saying for those of you who have already participated and those who have not yet participated in the program that data collection is a continuous and evolving process.  Data elements do change from time to time and as we are aligned with American Heart Association, Joint Commission, and emerging alignment with CMS, we all see data elements change over time.  I think that is always a moving target.

Question: I wanted to go back to a point that we talked about briefly earlier.  While we understand that we cannot directly reimburse the hospitals to support their participation in the program, but that we could provide other types of support for the hospitals to be part of this initiative.  I know that this was one of the questions and the Q&A document that came out that talked about quality improvement programs and training.  Could you explain exactly what you mean by that?
Response:  The types of supported activities encouraged would be those that establish a collaborative relationship rather than a contractual relationship.  An example may include assisting them with supporting their quality improvement programs as you mentioned, training for quality improvement, educational materials, and technical assistance in quality improvement area.  We think it is very important that grantees avoid setting precedents for the types of payments that cannot be maintained or sustained over the long run.

Question:  The use of the term in-hospital stroke quality improvement on page 6.  I wanted to clarify, I’m assuming based on prior Coverdell practice that this would relate to strokes that were not initiated in the hospital but strokes that occurred outside of the hospital or has this FOA widened to also look at in-hospital stroke?
Response:   We recognize that there is a significant amount of quality improvement that also needs to be done no matter where a stroke occurs.  We would encourage people to not only work on quality improvement for the acute stroke that is brought into the emergency room, but as well as those that occur in the hospital.

Question:  For the first data collection that we would have to do for January 1, 2013, is there a certain percentage of the hospitals that would need to give data then?  What is the scope of that?
Response:   That would depend on the number of hospitals that are participating in the program at that particular period of time.  Coverdell has always encouraged hospitals to do prospective case identification and concurrent data collection particularly concurrent data collection with those data elements that really affect the care that’s being delivered at the time, that the person is in the hospital.  The data collection would really depend on who is participating, how long they have been participating, but we would expect that there would be, particularly a grantee that has not been involved in this work before, that you would by that time period at least have some hospitals participating or ready to start entering data very soon after that period.

Question:  If we had one or two hospitals, that is sufficient to start?
Response:   We have not set a particular limit on the number of hospitals. We would be providing technical assistance to state to try to get that infrastructure developed as rapidly as possible.

Question:  Is the expectation to have all the hospitals in the state eventually?
Response:   We have made no mention of that in the FOA.
*************************END OF QUESTIONS***********************************
Our time for this call has come to an end.  If you missed any portion of this call, CDC will be placing a transcript of the call on the Division for Heart Disease and Stroke Prevention’s website.  That website is http://www.cdc.gov/dhdsp/programs/stroke_registry.htm.
Please remember that the LOIs are due at 11:59 p.m. U.S. Eastern Standard Time on April 2, 2012 and applications are due at 11:59 p.m. U.S. Eastern Standard Time on May 2, 2012 via grants.gov.  We encourage you to continue to submit questions to the inbox at Coverdellqa@cdc.gov.  We look forward to receiving your letters of intent and your applications.  Thank you all for your interest in the Paul Coverdell National Acute Stroke Program and for your time today.   

