Urban Reporting Questions and Answers
1. Our clinic has a separate Mental Health clinic that maintains its own records.  We don’t have access to their records.  How will we be able to report on screening for Domestic/Intimate Partner violence, Alcohol use, and Depression?

Patients who are only seen in the Mental Health clinic do not meet the definition of an Active Clinical patient for these screenings and should not be included.
Most screening for Domestic/Intimate partner violence, Alcohol use, and depression will probably occur in the core medical clinics in order to identify patients who may need to be referred for additional service.  We recognize there may be active clinical patients who haven’t been screened but have self-referred to the Mental Health clinic.  One way to address this situation is to provide a list of active clinical patients that meet the denominator definition for each of these measures and that have not been screened according to your records to the Mental Health clinic.  If any of these individuals are being seen, the Mental Health clinic could review those records, and provide the results to you. 

2. Our clinic sees patients who live in a household with a patient who has a Tribal membership card, but they do not have Tribal identification themselves.  Are they included in the GPRA population?

The criteria for determining eligibility for services as an AI/AN in an urban clinic is established by P. L. 94-437, section 4.  The criteria also appear in the Indian Health Manual, Chapter 19.  Each individual requesting services as an AI/AN must have acceptable proof in accordance with the criteria cited above.  It is important to note that possession of a Tribal membership card may not be sufficient to establish eligibility; the Tribe must be federally recognized or recognized by the state where the urban clinic is located in order for membership to be acceptable proof.  Descendents in the first or second degree of a member meeting the above would also be eligible.  In California, a unique, additional method of qualifying also exists as follows: any California resident who is living in an urban area served by an urban clinic and who is a descendent of an Indian who resided in California on June 1, 1852 is eligible for service.
3. The logic definition for Alcohol screening includes information on CAGE.  Do we have to use that screening device in order to take credit for screening?  

No.  CAGE is a common screening tool, but your clinic may be using a different screening method.  You can take credit based on any of the criteria in the logic definition.
4. Our clinic does not have an electronic medical record system.  We use our billing    system to create performance reports, and it accepts a maximum of 4 codes.  For patients with multiple problems, something like tobacco cessation counseling will be the 5th or 6th code and will not be picked up.  Will we have to do chart audits to provide a complete report? 
You may need to do a manual chart audit for some measures if you know that your data system has limited capability to collect the necessary data.

5. Are all measures based on a patient’s age at the beginning of the report period?

Yes, with one exception.  The measure for childhood immunizations requires that the patient’s age be calculated as of the end of the report period.

6. The manual chart review sheet asks for an ASUFAC code.  What is it?

This code is a unique identifier that Indian Health Service assigns to each location providing patient services.  All ASUFAC codes are listed in the IHS standard code book on the IHS website at http://www.ihs.gov/CIO/scb/index.cfm?module=FACILITY&option=list&num=11&newquery=1.
7. Do we need to complete the height and weight blocks and calculate the BMI of every patient?

No.  You only need this information for children ages 2 through 5 for the childhood weight control measure.

8. Do we need to annotate the Active Clinical Population sections for every chart on the Manual Chart Review Sheet?

No.  These sections were added to assist in tracking your active populations for each measure.  You can either use one “master” sheet to track your active population for each measure or you can use Table 1: Electronic Query Cheat Sheet, Column D to report the appropriate population data.

9. Some codes that we use in our clinic aren’t included in the logic definitions.  What do we do?

The definitions that have been included in the GPRA reporting instructions excluded RPMS-specific codes to make the logic easier to follow for programs using other data systems.  The Clinical Reporting System package will pick up these codes for RPMS users.  However, we will re-issue the logic definitions with all codes to eliminate any confusion.  You should not be using local codes unless the logic definition instructs you to do so.  For example, several measures instruct users to include local laboratory taxonomies for specific tests, such as A1c.
10. At our clinic, we call patients 3 times to come for a Pap screening and then send a certified letter.  If there is no response, we have recorded a refusal.  Is this practice acceptable or do refusals have to be explicitly stated by the patient?

The process you describe can constitute a refusal.  However, refusals count only within the last 12 months of the report period.  Patients should be educated about the importance of preventive or screening procedures that they have previously refused and the procedures should be offered on a recurring basis.  Be sure to document your refusal process in your policies and procedures manual.   
11. We make referrals to another site for mammograms.  Do we need to get a report back to document it as a completed mammogram?

Yes.  Unless you receive a report or bill, you do not have verification that the mammogram was done.  
12. The Tobacco Cessation denominator is “current tobacco user.”  Does this include “ceremonial users”?  If it does, then the numerator “tobacco cessation counseling” seems like you are asking people to give up cultural practices.

Ceremonial user is a new category in CRS version 6.1.  Ceremonial users are not considered tobacco users and should not be counted in your denominator of current tobacco users who should be counseled.
13. What if our UCRR does not match GPRA? 

These reports are based on different criteria, even if the titles of some of the categories sound the same.  There is no expectation that the two should match.

14. Where can we access the ‘pub’ directory for the file we created in RPMS for GPRA?

The file you create at your local facility is stored in a directory on your local server (we designate it as a ‘public’ directory but it may not have that designation at your site). Contact your site manager to locate this directory and retrieve your GPRA file. Exception - In the California Area all files are stored in a site specific directory on the Area server. Your site manager can assist you in retrieving this file or if you need further assistance contact the California Area Office (CAO) IT staff. 

15. If a facility serves transient/homeless – can they be identified as that and be counted as living in a community assigned?



The only way to get this population counted in your GPRA results is if 


they reside in a community assigned to the facility. If you choose to use 


your facility address as the patient’s residence they will be counted. 


However, make sure you annotate in the RPMS patient registration file 


that the patient is homeless/transient.

16. Can we add cities to the community code list? Can this process be expedited?
The process to have a new community added to your RPMS community table is to submit the request with all documentation (community name, county, zip code) to the Area Office. The information will be reviewed and submitted to Headquarters (HQ). HQ’s receives requests from all Area Offices; they review and compile the data to be released in the next software patch. Timeline varies.
17. How is each program categorized to determine direct service vs. referral? For example, LA does both and is able to input results of referral visits – which standard are we held to?



For GPRA year 2006 facilities that provide any direct care (as stated in 


your contract) will need to report as such. However, we are aware that this 

issue will need to be addressed in more detail in the coming years.  We are 

currently working with the Office of Urban Health Program as well as the 


Office of Information Technology to determine the best way for all urban 


facilities to get credit for their work (direct or referral).    

