
Facts

POPULATION:
3,409,549

NUMBER OF UNINSURED

1,022,864 (29.4%) 

NUMBER OF MEDICAID

RECIPIENTS:
1,704,775 (49.8%)

NUMBER OF FQHCS: 

10, with 88 delivery sites

TOTAL USERS: 
158,433

PERCENT OF THOSE USERS AT

100% OR BELOW FPL: 
67.9%

The Connecticut Primary Care
Association (CPCA) is “Making
Community Health Happen” with a
focus on clinical programs in the
northeast. Its Clinical Excellence
Program is firmly embedded as a
clinical practices resource for Region 1.

Evelyn Barnum, ED since 1997,
says the Association has always placed
an emphasis on both clinical activities
and health center operations, but has
found a growing niche in developing
and sharing best practices for both. “It
began when the Joint Commission on
Accreditation of Health Care
Organizations (JCAHO) extended its
accreditation process to health centers
— just around the time I joined the
CPCA,” she says. Before then, the
coveted quality rating had been
reserved for hospitals and other
private entities while the Bureau of
Primary Health Care (BPHC) had its
own Primary Care Effectiveness
Review survey. 

Barnum saw JCAHO accreditation
as a huge opportunity. “There was no
question that our health centers were
quality operations,” she says, “but
being able to compete in clinical
quality arenas on the same level as
hospitals and other health care
organizations was a huge coup for
community health. It gave us a chance
to shine.”

To prepare its member health
centers for the rigorous review
process, the CPCA turned to its
Director of Clinical Affairs, Jennifer
Granger,  to help organize and
streamline the preparation needed for

the first ‘go-through’ by reviewers. “At
that time, although health centers
were providing quality health care and
superb programs, we needed to
strengthen documentation.  Strong
policies and procedures were not in
place across the board,” Granger says.
“Preparing for the accreditation
process helped identify our weak
points as a community health system,
challenging us to meet the
ambulatory care standards of
organizations that were ahead of us in
that area.”

To streamline the learning curve,
CPCA developed a JCAHO
workgroup that consisted of various
staff from member health centers that
represented different operational
areas. “Each member of the
workgroup brought specific policies
and procedures to share so that no one
was starting from scratch in every
area.” The CPCA also brought in
consultants to work with the group to
develop and strengthen best practices
and quality improvement measures.

Before the JCAHO reviewers
visited the centers, CPCA hit the road
with a pre-review version of the
popular game show “Jeopardy” to
ensure the health centers were ready.
“We had a lot of fun with that, and it
was a nice wrap up to a lot of hard
work on the part of all health center
staff,” says Jennifer Granger. All  the
member CPCA centers that were 330
funded at the beginning of the
initiative have gone through two
rounds accreditation and are preparing
for round three with confidence. 
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But, the accreditation process did
more than tighten policies, improve
record keeping, and define quality
improvement measures — it prepared
the membership for disease
management programs introduced by
BPHC in 1998 as the national Health
Disparities Collaborative (HDC). In
1999 CPCA became the lead PCA for
the Northeast (NE) Cluster of the
HDC. The NE Cluster, made up of
16 states/territories in Regions I, II,
and III, currently has more than  100
health center participants. “Right
now we are doing about 30 centers a
year, so we have made significant
headway toward the BPHC goal of
100 percent participation by 2006.”

The HDC started off with
collaboratives that addressed specific
identified health disparities, such as
asthma, depression, and diabetes, but
now focuses on sustaining and
spreading the care model as a whole.
“The goal is to sustain and spread the
model of care to manage all chronic
diseases, preventive health screening
and improve overall outcomes,” says
Granger who coordinates the work of
CPCA staff for the Northeast Cluster
and the collaborative relationships
with CPCA’s partner clinical network,
Clinical Regional Advisory Network

(CRAN) and 10 other partner PCAs
throughout Regions, I, II and III.
After completing Phase 1 of the NE
Cluster HDC, centers are eligible for
their own funding from BPHC to
support their ongoing work to
integrate the care model into all
aspects of their organization’s
improvement activities. Granger
described that as the lead PCA,
CPCA supports these programs
through a comprehensive infra-
structure. That infrastructure includes
a Cluster Director, who is a clinician
with expertise in the HDC models
and access to the best practices of
other participants across the country;
Cluster Coordinators at PCAs in
other states with proficiency in
sustaining improvements and
spreading the models; and
Information Systems Specialists at
CPCA and CRAN  who support
teams in the use and maintenance of
patient registries as well as in
generating the reports necessary 
to track national and individual
patient outcomes. 

By using on-line “virtual offices”
for several of its programs, the CPCA
has created repositories to archive
information that are accessible to
members. “We developed the
repository idea during the state-wide
JCAHO preparation,” Barnum says.
“We stored all the shared data so
anyone could retrieve facts, policies,
procedures, statistics, demographics,
etc. at any time. It became such a 
time saver and really streamlined the
work process.”

CPCA provided the support
needed for a core group of clinicians

to start a regional clinical network in
1999. The New England Clinicians
Forum (NECF) evolved as a network
with an emphasis on web-based
communication. With CPCA as its
administrative home base and
through the NECF Website
(neclinicians.org) and list serve, NECF
promotes information exchange and
collaborative research. The NECF still
hosts an annual face to face
conference, but Barnum says, the
website allows instant communi-
cation and quick access to clinical
information. In 2002, NECF
expanded its research activities with
funding received from the Agency for
Healthcare Research and Quality
(AHRQ).  The AHRQ grant helped
to establish a Practice-based Research
Network (PBRN) which has already
successfully competed for its first
research award.  The NECF PBRN
was one of seventeen PBRNs funded
through the Robert Wood Johnson
Foundation’s Prescription for Health
initiative in 2003 to develop
innovations in primary care practice.  

“In today’s changing health
environment, access to information
becomes crucial,” Barnum says. “As
the voice of Connecticut’s not-for-
profit health centers, it is imperative
that we continue to support the
efforts of all our health center’s and
their programs in the most up-to-date
methods available.” By focusing on
clinical practices and advancements,
and faster ways to disseminate and
distribute information, the CPCA
will continue to ‘Make Community
Health Happen.’
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