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Project Abstract Summary
For the Project Abstract Summary form. 4,000 characters or fewer; no PII; no references to other parts of the application.
North Caddo Medical Center (NCMC) is a public hospital service district and Critical Access Hospital in Vivian, Louisiana, operating six provider-based Rural Health Clinics across Caddo and Bossier Parishes. NCMC proposes Vivian Remote Care, a four-year quality improvement project whose Clinical Health Service Focus Area is chronic disease management and care coordination, distinguished by pharmacy-integrated medication reconciliation delivered through NCMC's own retail pharmacy.
The need is severe and documented. Caddo Parish Medicare beneficiaries cost 26 percent more than the national average ($15,831 vs. $12,553 standardized per capita), with 22 percent more inpatient stays and 12.5 percent more emergency visits per 1,000. CDC PLACES reports 44.0 percent adult hypertension, 17.2 percent diabetes, and 8.9 percent COPD in Caddo Parish. Caddo ranks 48th of 64 Louisiana parishes for health outcomes, in a state ranked 50th of 50 nationally. NCMC operates no chronic care management, remote monitoring, or principal care management program today; telehealth is telephone-based and available at only three of six clinic sites.
The project implements the three required quality improvement strategies. First, NCMC will adopt the Model for Improvement with PDSA cycles inside a Chronic Care Model delivery framework, hiring a Remote Care Program Coordinator and a Patient Enrollment and Education Specialist and training clinical staff to sustain a culture of quality. Second, NCMC will strengthen data collection through a bidirectional integration between its Veradigm EHR and a remote care management platform, producing structured chronic disease data where none is captured today and a monthly quality dashboard. Third, NCMC will implement billing and coding strategies and staff training for the CY2026 chronic care management, remote patient monitoring, and advanced primary care management code families, which Rural Health Clinics became able to bill individually as of January 1, 2026.
Year one is a pilot at the Vivian site, NCMC's largest clinic and its HRSA-designated rural location. Years two through four spread the model to the remaining Rural Health Clinics. Measured outcomes include blood pressure control, A1c control, medication reconciliation completion, 30-day readmissions, and ambulatory-care-sensitive emergency department use among enrolled patients.
Sustainability is built into the design rather than deferred. The care management services delivered under this project are separately payable by Medicare on top of the all-inclusive Rural Health Clinic rate, so the program generates recurring revenue that grows as enrollment grows. The federal request declines after the expansion year as NCMC absorbs the project positions, and the program is projected to fund those positions from operating margin before HRSA funding ends.
Character count of the five paragraphs above: approximately 2,900 — inside the 4,000 limit with room to add anything NCMC wants to emphasize.


1. Introduction
Merit review Criterion 1 — Need (5 of 20 points)
North Caddo Medical Center proposes Vivian Remote Care, a four-year quality improvement project that builds a chronic disease management and care coordination capability where none exists today, and makes it permanent by attaching it to a revenue stream that outlives the grant.
Clinical Health Service Focus Area: chronic disease management and care coordination, targeting hypertension, type 2 diabetes, congestive heart failure, COPD, and chronic kidney disease — the five conditions that drive Caddo Parish's excess inpatient and emergency utilization. The distinguishing element is medication reconciliation performed in coordination with NCMC's own retail pharmacy, which closes a loop most rural chronic care programs cannot close.
Project goals:
1. Goal 1 — Build a sustained culture of quality improvement. Establish a trained QI team, adopt the Model for Improvement, and run structured PDSA cycles against a defined chronic disease measure set for the full period of performance.
1. Goal 2 — Create the data capability the measure set requires. Integrate the Veradigm EHR with a remote care management platform so chronic disease data is captured as structured, reportable data, and stand up a monthly quality dashboard.
1. Goal 3 — Make the service line financially self-sustaining. Implement billing and coding workflows and staff training for the CY2026 care management code families so the program funds its own staffing before federal support ends.
1. Goal 4 — Improve measured outcomes. Achieve target improvements in blood pressure control, A1c control, medication reconciliation completion, 30-day readmissions, and ambulatory-care-sensitive emergency department visits among enrolled patients.
Project partner. NCMC will contract with CoachCare, a remote care management organization, for EHR integration, connected devices and logistics, and a clinical care team of registered nurses, licensed practical and vocational nurses, and certified medical assistants who deliver monitoring and care management as an extension of NCMC's practices. The federal award pays only the fixed integration, implementation and training fees; the recurring per-patient service fee is paid by NCMC from program revenue. CoachCare is a contractor rather than a network member; its roles and deliverables are described in the Approach section and documented in Attachment 13.
NCMC decision: HRSA strongly encourages — but does not require — forming a network. If NCMC wants network credit, candidates worth a call this week are the Louisiana Rural Health Association, a regional AHEC, or a neighboring CAH. Each network member needs a signed letter of support in Attachment 13. If NCMC applies alone, say so plainly and move on — a thin, unconvincing network scores worse than none.
2. Need
Merit review Criterion 1 — Need (15 of 20 points)
2.1 Target population and unmet need
NCMC serves the northern half of the Shreveport–Bossier City market from Vivian, roughly 30 miles north of Shreveport. It is the only Critical Access Hospital in that catchment and operates the only primary care access points in several of the communities it serves. The two-parish Medicare denominator is 75,451 beneficiaries.
The population is measurably sicker and more expensive than the country it is averaged into:
	Indicator
	Caddo Parish
	National
	Source

	Medicare standardized cost per capita
	$15,831
	$12,553
	CMS Geographic Variation, CY2024

	Inpatient stays per 1,000 beneficiaries
	274
	225
	CMS Geographic Variation, CY2024

	Emergency visits per 1,000 beneficiaries
	664
	591
	CMS Geographic Variation, CY2024

	30-day readmission rate
	18.84%
	—
	CMS Geographic Variation, CY2024

	Adults with hypertension
	44.0%
	—
	CDC PLACES, 2024

	Adults with diagnosed diabetes
	17.2%
	—
	CDC PLACES, 2024

	Adults with COPD
	8.9%
	—
	CDC PLACES, 2024

	Adults with coronary heart disease
	7.8%
	—
	CDC PLACES, 2024

	Dual-eligible share of Medicare
	28.2%
	—
	CMS Monthly Enrollment, CY2024

	Qualified Medicare Beneficiary share
	18.1%
	~12–13%
	CMS Monthly Enrollment, CY2024


Caddo Parish ranks 48th of 64 Louisiana parishes for health outcomes, and Louisiana ranks 50th of 50 states nationally (America's Health Rankings, 2025). The Vivian Rural Health Clinic holds a facility Automatic Health Professional Shortage Area designation scored 19 for primary care, mental health, and dental; the local mental health HPSA population-to-provider ratio is 156,408 to 1.
2.2 Existing services and why they do not meet the need
NCMC provides primary care across six provider-based Rural Health Clinics, a 24-hour emergency department, swing-bed and long-term care, outpatient physical therapy, a retail pharmacy, and a fitness center. What it does not provide is longitudinal management between visits. NCMC operates no chronic care management, remote patient monitoring, principal care management, or advanced primary care management program. Telehealth is telephone and video-call based and is offered at only three of six clinic sites.
The consequence is visible in the utilization data above. Chronic disease is managed episodically, at appointments, in a population where 44 percent of adults are hypertensive and 17 percent are diabetic. Between visits there is no blood pressure or glucose data, no medication reconciliation outside the encounter, and no structured escalation path short of the emergency department — which the parish uses 12.5 percent more than the nation.
The nearest alternatives are in Shreveport, 30 miles south. For a Medicare population that is 28 percent dual-eligible, that distance is a real barrier, and it is the reason a between-visit model delivered by telephone and connected device is the intervention that fits this population rather than a referral to a distant subspecialty clinic.
2.3 Organizational need against the three quality improvement strategies
Strategy 1 — quality improvement capacity. NCMC has no dedicated quality improvement staff position and no formal QI methodology in use across the clinic network. Quality work is absorbed by leaders who already hold multiple roles: the Chief Financial Officer and the Clinic Director both carry responsibilities well beyond quality. There is no staff member whose job is to own a chronic disease measure set, run improvement cycles against it, and hold the clinical team to it. This is the single largest barrier to the project and the primary use of grant funds.
Strategy 2 — data collection capacity. NCMC runs a split technology stack: the six Rural Health Clinics operate on Veradigm while the hospital operates on Oracle Health. Chronic disease information in the clinics exists largely as narrative documentation rather than structured, queryable data. There is no between-visit physiologic data at all, because no device program exists. NCMC cannot today produce a population-level report of blood pressure control or A1c control, which means it cannot measure the outcomes this program is built to improve.
Strategy 3 — billing and coding capacity. NCMC bills no care management codes. This is the most consequential gap, because the revenue is available and unclaimed. Effective January 1, 2026, following the sunset of the bundled G0511 payment on September 30, 2025, Rural Health Clinics bill chronic care management, remote patient monitoring, and advanced primary care management codes individually. Because these services are separately payable on top of the all-inclusive rate, they are one of the few genuinely incremental margin lines available to a cost-based provider. NCMC's billing staff have no experience with these code families, no denial-management workflow for them, and no time-documentation process to support them.
2.4 Staff training needs
1. Quality improvement methodology — the Model for Improvement, PDSA cycle design, run and control chart interpretation. No staff member currently holds formal QI training.
1. Chronic disease measure specification — how blood pressure control, A1c control, and medication reconciliation measures are defined, captured, and validated.
1. EHR data capture — structured documentation in Veradigm sufficient to support the measure set, and use of the eligibility flag and order workflow the integration introduces.
1. Care management billing and coding — code family requirements, consent and time documentation, claim submission through the integration, and denial trend management.
1. Enrollment conversation skills — how clinical staff introduce the program during a visit, which is the single largest determinant of enrollment and therefore of both clinical reach and financial sustainability.
2.5 Barriers
Workforce. NCMC runs high-volume clinics with providers who have very little uncommitted time. The organization does not have staff to redeploy into a new program; the roles this project needs do not exist in their current form. Recruiting clinical staff into a rural parish in a state ranked 50th for health outcomes is difficult and slow.
Access and geography. The clinic network spans roughly 35 miles. Patients who cannot easily travel are exactly the patients whose chronic disease goes unmanaged between visits.
Care coordination. There is no structured handoff between the emergency department, the swing beds, and the clinics, and no post-discharge follow-up protocol — in a service area with an 18.84 percent readmission rate.
Financial sustainability. As a cost-based Critical Access Hospital with provider-based Rural Health Clinics, growing most categories of volume also grows the allowable cost base. Separately payable care management is one of the few service lines that improves margin rather than shifting it, which is why it is the right foundation for a program that must survive the end of grant funding.
NCMC decision — how to frame the organization's financial position. There is a real tension here. Criterion 1 rewards demonstrated need, while Criterion 5 and the pre-award risk review assess whether the organization can manage federal funds, and HRSA reviews audit reports and findings. This draft deliberately describes the structural economics of cost-based reimbursement rather than reciting recent operating results. NCMC's CFO should decide how much financial detail helps versus hurts, and that judgment should not be made by an outside party.
RURAL ELIGIBILITY — worth checking before you finalize the service area. Appendix A of the NOFO lists 270 counties containing census tracts that lost HRSA rural status in the September 2025 definition update, and states that HRSA still considers those tracts eligible for FY2026. Caddo Parish is named on that list. Three NCMC clinics sit in Caddo Parish — Vivian, Oil City, and Blanchard — so the FY2026 service area may legitimately be larger than Vivian alone even if the Rural Health Grants Eligibility Analyzer returns "not rural" for some of them. Plain Dealing, Benton, and South Bossier are in Bossier Parish, which is not on the list. Run all six street addresses through the Analyzer at data.hrsa.gov/tools/rural-health and cross-check the Caddo results against the formerly-designated tract spreadsheet. A larger eligible service area strengthens the application and enlarges the pilot.
3. Approach
Merit review Criterion 2 — Response (25 points)
3.1 Goals and objectives against the stated need
	Need identified in Section 2
	Objective
	Measured by

	No QI staff, no QI methodology
	Hire and train a Remote Care Program Coordinator; establish a QI team meeting monthly and running PDSA cycles from Q2 of Year 1
	QI team chartered; PDSA cycles completed per quarter; staff completing QI training

	No structured chronic disease data; no between-visit data
	Integrate Veradigm with the remote care platform; capture physiologic and care-management data as structured data; publish a monthly quality dashboard from Q3 of Year 1
	Integration live; dashboard published monthly; % enrolled patients with complete measure data

	No care management billing capability
	Implement billing, coding and denial-management workflow and train billing staff; reach and hold a 95% collection rate on care management claims
	Clean-claim rate; collection rate; denial rate and trend

	Uncontrolled chronic disease; excess inpatient and ED use
	Enroll and manage the eligible chronic disease population at Vivian in Year 1, then across the network
	Unique patients receiving services; BP control; A1c control; readmissions; ACS ED visits

	No medication reconciliation outside the encounter
	Deliver pharmacy-coordinated medication reconciliation at enrollment and after every inpatient or ED discharge
	Med recs completed; % of enrolled patients with a reconciliation in the last 12 months

	No post-acute handoff
	Implement a structured post-discharge follow-up cadence for enrolled patients
	% of discharges with follow-up contact inside 48 hours; 30-day readmission rate


3.2 Strategy 1 — Quality improvement strategies and staff training
QI model. NCMC will use the Model for Improvement (Associates in Process Improvement; disseminated by the Institute for Healthcare Improvement) as its improvement method, operating inside the Chronic Care Model (Wagner) as the delivery framework. Both are established, evidence-based, and widely used in rural primary care. The Model for Improvement supplies the three framing questions and the PDSA cycle; the Chronic Care Model supplies the delivery design — self-management support, delivery system redesign, decision support, and clinical information systems.
How the model improves care. The Chronic Care Model predicts that moving from episodic, visit-based chronic disease care to planned, proactive, between-visit management improves control rates and reduces avoidable utilization. NCMC today operates the episodic model exclusively. The project supplies each missing element: a prepared, proactive care team (the coordinator plus the contracted care team), clinical information systems (the integration and dashboard), decision support (protocolized escalation thresholds), and self-management support (device-based feedback and regular coaching contacts).
How the framework is applied. The QI team will charter one improvement aim per quarter against the measure set in Section 6, run PDSA cycles at the clinic level, and review results at a monthly QI meeting using run charts from the dashboard. Year 1 cycles focus on enrollment and data capture; Years 2 through 4 shift to clinical control rates and utilization as the denominator becomes large enough to support them.
Staff roles and training. The Remote Care Program Coordinator leads QI and completes formal QI training in Q1. The Clinical Champion provides physician leadership and signs off on clinical protocols. The Patient Enrollment and Education Specialist owns the enrollment conversation. The Billing and Revenue Cycle Analyst owns claim integrity and denial trends. Clinic nursing staff receive training on the eligibility flag, the order workflow, and escalation handling. The contracted care team receives NCMC-specific protocol training during implementation and participates in the monthly review.
Alignment with value-based care. NCMC participates in no shared savings program or alternative payment model today, so the immediate alignment is measure-level rather than contract-level: the measure set is built from HEDIS-aligned specifications (controlling high blood pressure, A1c control) so that the data assets created here are directly reusable if NCMC later enters a value-based arrangement. Louisiana's Rural Health Transformation Program has committed to CMS on blood pressure control, A1c control, and preventable emergency department visits — the same measures — which positions NCMC to participate without rebuilding its measurement infrastructure.
3.3 Strategy 2 — Strengthening data collection
The core technology action is a bidirectional integration between Veradigm and the CoachCare remote care platform. It does four things NCMC cannot do today:
1. Flags eligible patients inside Veradigm, so the enrollment decision happens in the clinical workflow rather than on a separate list.
1. Returns an evidence-of-care document to the patient chart on a recurring basis, which creates the structured documentation trail the measure set and any audit require. NCMC staff do not scan or key anything.
1. Captures physiologic data continuously from cellular-connected devices, plus patient-reported data from a patient application — creating between-visit chronic disease data where none exists.
1. Creates care management claims automatically in the practice management system, which is the mechanism behind Strategy 3.
Data tools: the Veradigm EHR as the system of record; the remote care platform for physiologic and care-management data; a monthly quality dashboard built on the platform's analytics layer for the measure set; and secure file exchange for the periodic population files used to refresh the eligible list.
Artificial intelligence. NCMC will use risk stratification analytics to rank the eligible population by clinical risk so that limited enrollment capacity is spent on the highest-need patients first. NCMC will not use AI for clinical decision-making; all clinical escalation decisions are made by licensed clinicians. [NCMC TO CONFIRM: describe any additional AI or automation NCMC intends to use, or state plainly that use is limited to risk stratification. Reviewers respond better to a narrow, accurate claim than a broad one.]
3.4 Strategy 3 — Billing, coding and financial sustainability
This is the strategy that determines whether the program survives the grant, and it is the reason this project can credibly promise sustainability rather than hope for it.
As of January 1, 2026, following the September 30, 2025 sunset of the bundled G0511 payment, Rural Health Clinics bill the care management code families individually rather than at a single blended rate. The relevant families are chronic care management, remote patient monitoring, and advanced primary care management. These services are separately payable in addition to the RHC all-inclusive rate.
Actions under this strategy:
1. Configure automated claim creation through the Veradigm integration so claims are generated from documented care activity rather than assembled by hand.
1. Train billing staff on the code families, consent requirements, and time documentation standards that support them.
1. Establish a monthly reconciliation process for the first six months of each site's launch — billed units against delivered services — moving to quarterly once stable, with a return to monthly intensity each January when payer rules reset.
1. Establish denial trend monitoring, with defined actions for coverage and cost-share patterns, including identifying patients for whom cost-sharing makes participation inappropriate.
1. Verify the rate basis. Certified Rural Health Clinics bill these codes at national non-facility rates rather than the local geographic locality rate. The financial projections in this application are modeled conservatively on Louisiana locality rates, so the national basis represents upside that is not claimed here. [NCMC TO CONFIRM with its MAC and its billing vendor before relying on either basis.]
3.5 Ongoing training, collaboration and information sharing
	Year
	Training and collaboration focus

	Year 1
	QI methodology certification for the Coordinator. Vivian staff training on eligibility, ordering and escalation. Billing staff training on care management code families. On-site launch session with clinical leadership. Monthly QI team meeting begins. Monthly performance review with the contracted partner begins.

	Year 2
	Train-the-trainer: the Coordinator delivers the Vivian curriculum to the five expansion clinics. Advanced measure specification training. Denial management deep-dive after the first full year of claims. Quarterly all-site QI forum begins.

	Year 3
	Advanced PDSA facilitation for site champions. Peer learning across sites using comparative dashboard data. Sustainability planning workshop with finance.

	Year 4
	Succession and handoff training so QI capability is not resident in one person. Documentation of standard work. Dissemination of results to the Louisiana State Office of Rural Health and peer rural providers.


Cultural change is the real risk this training addresses. Providers in high-volume clinics will not adopt a new workflow because a grant requires it; they adopt it when the escalations they receive are clinically useful, when the documentation appears in the chart without work on their part, and when a named person is accountable for making it run. The training plan is built around producing those three conditions early.
4. High-level work plan
Merit review Criteria 2 — Response and 4 — Impact. The detailed work plan is Attachment 4.
	Period
	Activities
	Lead
	Progress measure

	Y1 Q1
	Recruit and onboard the Coordinator and Enrollment Specialist. Execute the contract. Begin Veradigm integration. Coordinator begins QI training. Charter the QI team.
	Project Director
	Positions filled; contract executed; integration kickoff held

	Y1 Q2
	Integration live at Vivian. Run population and risk stratification. Staff training delivered. Enrollment begins. First PDSA cycle on enrollment workflow.
	Coordinator
	Integration live; eligible list built; first patients enrolled

	Y1 Q3
	Monthly dashboard published. Billing reconciliation cycle begins. Pharmacy-coordinated medication reconciliation workflow live. Second PDSA cycle.
	Coordinator / Billing Analyst
	Dashboard live; first claims adjudicated; med rec count

	Y1 Q4
	Full pilot census reached. Baseline clinical measures established. Year 1 evaluation and expansion readiness review.
	Project Director
	Enrollment at target; baseline BP and A1c control reported

	Y2
	Spread to the five expansion Rural Health Clinics in two waves. Train-the-trainer delivery. Denial management deep-dive. Quarterly all-site QI forum begins.
	Coordinator
	Sites live; unique patients served; control rates by site

	Y3
	Network at steady state. Clinical outcome PDSA cycles. Comparative site performance review. NCMC begins absorbing project positions.
	Project Director
	Control rates vs. baseline; readmissions; cost share absorbed

	Y4
	Sustainability handoff. Standard work documented. Succession training. Results disseminated. Program fully funded from operating margin.
	Project Director
	Positions absorbed; margin coverage ratio; final outcome report


The activities build on each other deliberately. The integration must be live before structured data exists; structured data must exist before the dashboard means anything; the dashboard must exist before PDSA cycles can be run against real measures; and billing must be reconciled before the sustainability claim can be tested. Expansion is deliberately held to Year 2 so that it spreads a working model rather than an untested one.
5. Resolving challenges
Merit review Criterion 2 — Response
	Challenge
	Why it is likely
	Resolution

	Provider engagement is thin
	Providers run high-volume clinics with little uncommitted time. Referral volume is the largest single driver of enrollment.
	A named Coordinator whose job is provider engagement. Ordering built into the existing Veradigm workflow so it costs seconds, not minutes. Panel-by-provider reporting reviewed monthly so engagement is visible. Escalations arrive with clinical context attached so they are useful rather than noise.

	Recruiting the Coordinator takes longer than planned
	Clinical recruiting into a rural parish is slow, and the role requires both clinical and administrative skill.
	Interim plan: the Clinic Director covers coordinator duties at reduced scope while recruiting continues, and the contracted partner supplies an on-site enrollment specialist at its own expense during launch. Enrollment can begin before the position is filled. See Attachment 6.

	Enrollment is slower than modeled
	Telephonic outreach converts poorly before a program is locally known; conversion improves once patients have heard of it from their own physician.
	Sequence enrollment through in-visit referral first and telephonic campaigns later. On-site enrollment support during launch. Enrollment is a Year 1 PDSA focus precisely because it is the most uncertain variable.

	Denials or cost-sharing suppress collections
	A 28 percent dual-eligible population creates coverage complexity, and no organization collects at 100 percent.
	Monthly reconciliation for the first six months per site. Denial trend monitoring with defined actions. Where cost-sharing makes participation inappropriate for a patient, that patient is identified and removed from the eligible list rather than billed.

	NCMC changes its EHR during the period of performance
	A platform decision is under consideration.
	The contracted platform integrates with all major EHRs, and migration between integrated systems is a standard, generally uncharged transition. The work plan would absorb a one-quarter integration rebuild without changing project outcomes.

	Expansion sites are not rural-eligible
	Rural designation is determined by census tract and changed in September 2025.
	Grant-funded activity is confined to verified HRSA-designated rural areas. Expansion to any non-eligible site proceeds on NCMC funds, which NCMC has committed to regardless of award. Project outcomes are reported only for the eligible service area.


Adapting during the project: the monthly dashboard and quarterly QI review are the mechanism for adaptation. Where a measure moves the wrong way or an assumption proves wrong — enrollment conversion being the most likely — the QI team re-charters the aim and runs new cycles. The Year 1 evaluation is deliberately positioned before expansion so that what spreads in Year 2 reflects what was learned in Year 1.
6. Performance management
Merit review Criterion 3 — Performance management (15 points)
6.1 Expected outcomes
Targets below are proposed starting points. [NCMC TO CONFIRM: baselines cannot be stated today because the data does not exist — that is itself part of the need. Year 1 establishes baselines; targets should be expressed as improvement from Year 1 baseline.]
	Measure
	Specification
	Target

	Unique patients receiving services
	Unduplicated count of enrolled patients receiving care management services in the period
	Y1 baseline at Vivian; growing through network spread in Y2–Y4

	Blood pressure control
	Enrolled hypertensive patients with most recent BP < 140/90 (HEDIS CBP-aligned)
	Improvement vs. Y1 baseline in each subsequent year

	A1c control
	Enrolled diabetic patients with most recent A1c < 8% (HEDIS HBD-aligned)
	Improvement vs. Y1 baseline in each subsequent year

	Medication reconciliation
	Enrolled patients with a documented reconciliation at enrollment and within 30 days of any inpatient or ED discharge
	Coordinated with NCMC's retail pharmacy

	30-day readmission
	All-cause 30-day readmission rate among enrolled patients
	Reduction vs. the 18.84% parish rate

	Ambulatory-care-sensitive ED visits
	ED visits for conditions manageable in primary care, among enrolled patients
	Reduction vs. Y1 baseline

	Care plan completion
	Enrolled patients with a documented, current care plan
	Sustained high completion

	Collection rate
	Care management claims collected as a share of billed
	Reach and hold 95%


6.2 Data collection, reporting and the monthly dashboard
A monthly quality dashboard is the operational core of performance management and is explicitly required by this program. It will report new enrollments and the share billable, enrollment by pathway, deactivations and their reasons, panels by provider, escalation volume and disposition, physiologic and patient-reported data capture, and the clinical measure set above. The QI team reviews it monthly; leadership reviews it quarterly.
The Coordinator owns accurate and on-time submission of HRSA performance data after each budget period, including the access-to-care, population demographics, sustainability, and quality improvement implementation categories in Appendix B of the NOFO, and the cost-savings calculator provided on award. The Project Director reviews and certifies before submission. The sustainability ratio will be calculated using HRSA's Economic Impact Analysis tool at ruralhealthinfo.org/econtool.
6.3 Data management and security
All protected health information remains inside HIPAA-covered systems. The EHR is the system of record. Population files exchanged with the contracted partner move through an encrypted, access-controlled file transfer service under a Business Associate Agreement — never email or portable media. Access is role-based and reviewed [NCMC TO CONFIRM frequency]. Reporting to HRSA is aggregate and de-identified. NCMC's existing information security program governs incident response, backup, and breach notification. [NCMC TO CONFIRM: name the security framework, the BAA status, and the incident response plan — reviewers score the specificity here.]
6.4 Applying lessons learned
Year 1 at a single site is designed as a learning vehicle for the network. Enrollment conversion, escalation routing, documentation patterns, and denial trends learned at Vivian become the standard work that spreads in Year 2. The quarterly all-site QI forum beginning in Year 2 makes comparative performance visible across sites, so a workflow that works at one clinic can be adopted at the others. Standard work is documented in Year 4 so the capability survives staff turnover.
7. Sustainability
Merit review Criterion 4 — Impact (15 points)
Most quality improvement projects end when their funding does, because the activity has no revenue attached. This one does. Care management services are separately payable by Medicare on top of the Rural Health Clinic all-inclusive rate, so every enrolled patient generates recurring reimbursement that continues after the period of performance ends.
7.1 Projected program economics
The table below is drawn from a financial model built on NCMC's Medicare panel, CY2026 Louisiana locality rates, and the enrollment assumptions described in Section 3. Year 1 reflects the Vivian pilot alone; Year 2 adds the expansion clinics; Years 3 and 4 are steady state. These are modeled projections, not guarantees.
	Grant year
	Sites
	Net reimbursement
	Program cost
	Net margin to NCMC
	Margin %

	Y1
	1
	$220,263
	$131,026
	$89,238
	40.5%

	Y2
	6
	$822,594
	$466,203
	$356,391
	43.3%

	Y3
	6
	$1,085,808
	$605,764
	$480,044
	44.2%

	Y4
	6
	$1,085,808
	$605,764
	$480,044
	44.2%

	4-year total
	—
	$3,214,473
	$1,808,757
	$1,405,716
	43.7%


7.2 The handoff
The federal request declines after the Year 2 expansion peak while NCMC absorbs a growing share of the project positions, and program margin covers the absorbed cost many times over:
	
	Year 1
	Year 2
	Year 3
	Year 4

	Federal request
	$238,349
	$246,818
	$223,956
	$179,108

	Position cost absorbed by NCMC
	$0
	$0
	$17,789
	$63,361

	Net program margin available
	$89,238
	$356,391
	$480,044
	$480,044

	Margin coverage of absorbed cost
	n/a
	n/a
	27.0×
	7.6×


By the final year of the period of performance NCMC is carrying roughly a third of the loaded project staffing cost out of operating margin generated by the program itself, and that margin covers the absorbed cost more than seven times over. The step-down is deliberately gradual. The program economics would support a faster handoff and NCMC can accelerate it, but holding the coordinator and enrollment roles near full strength through Year 3 protects enrollment during and immediately after the expansion, which is what the recurring revenue depends on. Continuation past Year 4 requires no replacement grant — it requires only that enrollment be maintained, which is the ordinary operation of the service line.
7.3 After the award — Year 5 and beyond
The period of performance ends September 29, 2030. The positions do not. This section states plainly what Year 5 costs NCMC once no federal money is available, and whether the service line's own margin covers it. Revenue is held flat at the Year 3–4 steady state with no escalation while salaries escalate at 3 percent — the conservative direction on both sides. Every position returns to the full FTE the service line actually needs, including the Clinical Champion time NCMC contributes today.
	Year 5 — first year with no federal funds
	Amount

	Net reimbursement (six sites, steady state)
	$1,085,808

	Less recurring contractor service fee
	($605,764)

	Net program margin
	$480,044

	Remote Care Program Coordinator, 1.00 FTE
	$76,535

	Patient Enrollment & Education Specialist, 1.00 FTE
	$47,271

	Project Director (CFO), 0.10 FTE
	$16,320

	Billing / Revenue Cycle Analyst, 0.20 FTE
	$11,705

	Clinical Champion (physician or APP), 0.05 FTE
	$15,847

	Fringe benefits at 28 percent
	$46,950

	Loaded payroll carried by NCMC
	$214,628

	EHR integration maintenance ($150 per month)
	$1,800

	QI training, dashboard and measure upkeep
	$8,000

	Patient education supplies
	$4,000

	Total annual cost to NCMC
	$228,428

	Net to NCMC after the program funds its own staff
	$251,616


The margin covers the loaded payroll 2.2 times over and the full operating cost 2.1 times over. Every position the grant created is funded from the revenue the program itself generates, and the service line still contributes $251,616 a year to NCMC's operating result.
What changes at the transition is who pays, not what it costs. Total loaded project payroll is $208,379 in Year 4 and $214,628 in Year 5; the difference is salary escalation and nothing else. NCMC's share is what moves — $83,055 in Year 4, when the award still funds most of it, to $214,628 in Year 5. That is a step of $131,573 in a single year, and it is the number a reviewer should be looking for. Program margin covers that step 3.6 times over.
The more useful test is how far the program can fall short before NCMC is subsidizing it. Payroll, integration maintenance and QI upkeep are fixed; margin scales with the number of patients enrolled. Breakeven sits at $511,897 of net reimbursement — 47% of the modeled steady state, or roughly 424 Enrolled Patients against the 900 the model projects and 552 Enrolled Services against 1,170. Enrollment would have to fall by more than half, and stay there, before the program stopped paying for its own staff.
	Census vs. model
	Enrolled Patients
	Net reimbursement
	Net program margin
	Annual cost to NCMC
	Net to NCMC

	100% — Modeled steady state
	900
	$1,085,808
	$480,044
	$228,428
	$251,616

	75% — Enrollment 25% below model
	675
	$814,356
	$360,033
	$227,428
	$132,605

	60% — Enrollment 40% below model
	540
	$651,485
	$288,026
	$226,828
	$61,198

	47% — Breakeven
	424
	$511,897
	$226,314
	$226,314
	$0


Two things this analysis does not claim. It takes no credit for the national rate basis available to certified Rural Health Clinics, because the projections are modeled at Louisiana locality rates instead. It takes no credit for Louisiana Medicaid or Medicare Advantage coverage of these code families. Both are upside that would raise every figure above. What it does assume is that enrollment is actively maintained — replacement enrollment for ordinary attrition is the one operational responsibility that cannot lapse, which is why the Enrollment Specialist returns to 1.0 FTE after the award ends rather than being the first position cut.
[NCMC TO CONFIRM: the salary figures here inherit the illustrative placeholders in the budget; replace them with actual pay scales and this table recalculates. The conclusion is not sensitive to moderate changes — loaded payroll would have to more than double, to $466,244, before program margin stopped covering it.]
7.4 Sustaining the QI capability and the data tools
The QI capability is sustained by keeping the Coordinator role permanent — NCMC has committed to this as a permanent position, not a grant-term one — and by documenting standard work in Year 4 so the methodology is institutional rather than personal. Site champions trained through the quarterly forum provide redundancy.
The data tools are sustained because they are operational infrastructure, not project artifacts. The EHR integration and the dashboard are how the service line runs day to day. Their recurring cost is small and precisely known — integration maintenance is $150 per month — and once the period of performance ends it is carried in the program economics above, where it is a fraction of one percent of the margin it supports.
7.5 Payer strategy
Medicare. The primary sustainability mechanism, as described above. NCMC will follow the chronic care management guidance in the RHIhub Care Management Guide referenced in this NOFO.
Medicaid. Medicaid is roughly 30 percent of NCMC's gross patient revenue. Louisiana Act 859 (2026) requires the Louisiana Department of Health to equalize Medicaid reimbursement between independent and provider-based Rural Health Clinics by October 1, 2026, which directly affects all six NCMC clinics. NCMC will engage LDH on whether these care management services align with the state's value-based care direction. [NCMC TO CONFIRM current Louisiana Medicaid coverage of these code families — it is not modeled in the projections above, so any coverage is upside.]
Medicare Advantage and commercial. Medicare Advantage penetration in the service area is substantial and MA plans reimburse these services at parity with Medicare Part B in most contracts. Not separately modeled.
Value-based and state programs. NCMC participates in no shared savings program today. Louisiana's CMS Rural Health Transformation Program is a near-term opportunity whose committed measures — blood pressure control, A1c control, and preventable emergency department visits — are the measures this project builds the capability to report. See the note below regarding Attachment 12.
7.6 Sustainability challenges
1. Enrollment attrition. Patients disenroll. Resolution: deactivation reasons are tracked on the monthly dashboard and treated as a PDSA target; replacement enrollment is a standing operational responsibility rather than a launch activity.
1. Payment policy change. Care management payment rules have changed twice in recent years. Resolution: the program is built on three code families rather than one, so a change to any single family does not end the service line, and the clinical model is not code-dependent.
1. Key person dependency. Resolution: documented standard work, trained site champions, and succession training in Year 4.
1. Cost-share collection in a high dual-eligible population. Resolution: denial and cost-share monitoring from the first month, with patients removed from the eligible list where participation would create an inappropriate financial burden.
Attachment 12 — CMS Rural Health Transformation Program. If NCMC participates in or benefits from Louisiana's RHTP, this attachment is required. It must describe the CMS-supported activities and explain clearly how the HRSA-funded work is non-duplicative, coordinated and complementary. Reviewers do not score it, but omitting it when it applies is a compliance problem. Louisiana holds substantial RHTP Year 1 funding and LDH sub-grant windows have been open through early August 2026 — confirm current status with LDH (RuralHealthTransformation@la.gov) before submitting.
Program income — resolve this before submission. Medicare revenue generated by services delivered under a federally funded project may be treated as program income under 2 CFR 200.307, which can require it to be deducted from the federal share unless the award terms specify otherwise. This budget is deliberately structured to limit that exposure: the federal award funds workforce, training, evaluation and the fixed integration and implementation fees, and pays none of the per-patient service fee attached to the billable service itself. NCMC's finance leadership and the HRSA project officer should still agree the treatment in writing, and the budget narrative should state it. This is a real audit risk and it is easy to miss.
8. Organizational information
Merit review Criterion 5 — Resources and capabilities (20 points)
8.1 Applicant organization
	
	

	Legal status
	Public hospital service district; a component unit of Caddo Parish, governed by a nine-member board of commissioners. Attachment 2 is a public-entity statement, not an IRS nonprofit letter.

	Facility type
	Critical Access Hospital, CCN 191304. Certified as a CAH since July 1, 2001 under Louisiana's Necessary Provider designation. 25 certified beds, swing-bed approved, with a dedicated 24-hour emergency department.

	Clinic network
	Six provider-based Rural Health Clinics, all under CCN 191304: Vivian (193476), Plain Dealing (193485), Benton (198513), Blanchard (198536), South Bossier (198549), Oil City (198559).

	Clinical staff
	Eighteen clinicians. Fourteen hold longitudinal primary care panels across the clinic network.

	Other services
	Outpatient physical therapy, retail pharmacy, fitness center, long-term care.

	Technology
	Veradigm in the Rural Health Clinics; Oracle Health in the hospital.

	Track record
	NCMC has added three Rural Health Clinic sites in five years, including the acquisition of the Oil City clinic effective January 1, 2025 — evidence of operational capacity to stand up and absorb new sites.

	Financial management
	[NCMC TO SUPPLY: audit status and any findings; accounting system; segregation of duties; federal award experience. Criterion 5 scores this directly, and HRSA also assesses it in the separate pre-award risk review.]


Connection to the target population: NCMC has served this community since 1965 and is the only Critical Access Hospital and the only source of primary care in several of the communities in its service area. Its board is publicly accountable and locally appointed.
8.2 Key personnel and staffing
Detail for each position is in Attachment 6; biographical sketches are in Attachment 7. Positions not yet filled are listed as "to be hired" with the interim plan and hiring timeline, which the NOFO expressly permits.
	Role
	FTE (Y1)
	Responsibility

	Project Director — Chief Financial Officer
	0.10
	Overall accountability, federal funds management, budget and reporting certification, expansion decisions.

	Remote Care Program Coordinator (to be hired)
	1.00
	Day-to-day program leadership; QI team lead; provider engagement; escalation oversight; HRSA performance reporting. Clinical licensure with administrative scope.

	Patient Enrollment & Education Specialist (to be hired)
	0.75
	In-visit enrollment conversations, consent, device education, schedule review against the eligible list.

	Clinical Champion — physician or APP
	0.05 (contributed)
	Clinical protocol approval, escalation pathway sign-off, peer influence with providers. Contributed by NCMC, not charged to the award.

	Billing / Revenue Cycle Analyst
	0.25
	Claim integrity, reconciliation, denial trend management, collection rate.

	Clinic Director
	[NCMC TO CONFIRM]
	Operational integration at site level; interim coordinator coverage during recruiting.

	Contracted care team (CoachCare)
	n/a — contract
	Registered nurses, LPN/LVNs and certified medical assistants delivering monitoring, care management, medication reconciliation and patient engagement as an extension of NCMC, escalating to NCMC clinicians beyond nursing scope.


Project management: the Project Director chairs a monthly project review with the Coordinator, the Billing Analyst and the Clinical Champion, working from the monthly dashboard. The contracted partner provides a dedicated client success advisor and participates in monthly reviews in the first year and quarterly thereafter.
9. Budget and budget narrative
Merit review Criterion 6 — Support requested (5 points). Detailed line items are in the accompanying budget workbook.
	Object class
	Year 1
	Year 2
	Year 3
	Year 4
	4-year

	Personnel
	$127,000
	$138,947
	$129,217
	$97,909
	$493,073

	Fringe benefits (28.0%)
	$35,560
	$38,905
	$36,181
	$27,415
	$138,061

	Travel
	$2,400
	$2,472
	$2,546
	$2,622
	$10,040

	Supplies
	$5,500
	$6,000
	$5,000
	$4,000
	$20,500

	Contractual
	$6,800
	$14,300
	$1,800
	$1,800
	$24,700

	Other
	$30,000
	$14,000
	$20,000
	$22,000
	$86,000

	Total direct
	$207,260
	$214,624
	$194,744
	$155,746
	$772,374

	Indirect (15.0% de minimis)
	$31,089
	$32,194
	$29,212
	$23,362
	$115,857

	TOTAL FEDERAL REQUEST
	$238,349
	$246,818
	$223,956
	$179,108
	$888,231


Every budget period is below the $250,000 ceiling. An application requesting more than the ceiling in any period is not reviewed.
Justification by object class
Personnel. Two new positions carry the project: a Remote Care Program Coordinator at 1.0 FTE and a Patient Enrollment and Education Specialist. The Specialist is budgeted at 0.75 FTE in Year 1 because the contracted partner supplies an on-site enrollment specialist at its own expense through launch, reaching 1.0 FTE in Year 2 as the network expands. The Billing and Revenue Cycle Analyst is at 0.25 FTE in Year 1 for the billing build and the first year of reconciliation, settling to 0.20 FTE once claims are stable. Both new positions step down in Years 3 and 4 as NCMC absorbs them, at a pace the program margin comfortably supports. The Project Director and Billing Analyst are existing staff charged at partial FTE for project-specific work. Salaries assume a 3 percent annual escalation. [NCMC TO REPLACE all salary figures with actual pay scales.]
Fringe benefits. Calculated at 28 percent of salary. [NCMC TO CONFIRM its actual fringe rate.]
Travel. Funds one staff member per year to attend the required one-and-a-half-day technical assistance workshop, budgeted to Washington DC at GSA per diem rates as the NOFO directs. This line is required; omitting it is a scored weakness.
Supplies. Patient education materials, demonstration devices used in the enrollment conversation, and printing, scaling with the number of live sites. All items fall below the equipment threshold under 2 CFR 200.1 and are correctly classified as supplies.
Contractual. The federal share of the CoachCare contract is limited to fixed, one-time and flat-rate fees. Nothing in this line varies with patient volume. There are three components: EHR integration setup at $2,500, charged once at contract execution; EHR integration maintenance at $150 per month, or $1,800 per year in every year of the period of performance; and implementation and training at $2,500 per location, charged in the year that location goes live — the Vivian pilot in Year 1, the five expansion Rural Health Clinics in Year 2, and none thereafter. That produces $6,800 in Year 1, $14,300 in Year 2, and $1,800 in each of Years 3 and 4: $24,700 across the four budget periods. The itemized schedule is on the Contract Fee Schedule tab of the budget workbook, and the same rates appear in the letter of agreement at Attachment 13.
Deliverables against these fixed fees: a live bidirectional Veradigm integration; recurring evidence-of-care documents written to the patient chart; automated care management claim creation; ongoing maintenance of the integration as Veradigm and payer requirements change; and role-based implementation and training for clinical, front office and billing staff at each location as it launches. What the award does not pay for is equally important: the recurring per-active-patient-per-month service fee — the clinical care team, the connected devices and their logistics, and the platform itself — is paid by NCMC out of program revenue, not from federal funds. CoachCare separately contributes an on-site enrollment specialist through the Vivian launch period, an on-site launch session, and care management standard operating procedures at its own expense, as described in Attachment 13.
Other. Quality improvement training and certification for project staff, configuration and measure build for the monthly quality dashboard, external evaluation support, and dissemination in the final year. Year 1 is the heaviest of the four because the dashboard is built, the measure specifications are written and validated, and the evaluation design and baseline data validation are completed before enrollment scales: $9,000 for QI methodology training and certification, $13,000 for dashboard configuration and measure build, and $8,000 for evaluation design and baseline validation. Later years fund the evaluation itself, the quarterly all-site QI forum, and Year 4 dissemination to the Louisiana State Office of Rural Health and peer rural providers.
Indirect costs. Calculated at the 15 percent de minimis rate under 2 CFR 200.414. [NCMC TO CONFIRM whether it holds a negotiated indirect cost rate agreement; if so, use that rate instead.]
Equipment note. The NOFO warns that equipment costs above 5 percent of the total award may be considered unreasonable and unallowable. This budget acquires no equipment at all. Remote monitoring devices are furnished by the contractor under the recurring service fee that NCMC pays from program revenue; they are never purchased by NCMC, and they fall below the 2 CFR 200.1 equipment threshold in any case. Do not let devices be reclassified into an Equipment line during budget review — it creates a cap problem that does not otherwise exist.


Attachment 6 — Staffing plan
Table format as the NOFO requires. Biographical sketches for each position go in Attachment 7; for positions not yet filled, include a letter of commitment if a candidate is identified.
	Name
	Title
	Affiliation
	FTE Y1→Y4
	Roles and responsibilities
	Hiring / onboarding

	[NAME]
	Project Director (CFO)
	NCMC
	0.10 → 0.10
	Federal funds stewardship; budget management; certification of all reporting; chairs the monthly project review; owns the expansion decision.
	Incumbent

	TBH
	Remote Care Program Coordinator
	NCMC
	1.00 → 0.65
	Program leadership; QI team lead; provider engagement; enrollment oversight; escalation governance; HRSA performance reporting. Clinical licensure (RN or LPN) with administrative experience.
	Posting within 30 days of award; target fill by end of Q1. Interim: Clinic Director covers at reduced scope; contracted on-site enrollment specialist supports launch.

	TBH
	Patient Enrollment & Education Specialist
	NCMC
	0.75 → 0.55
	In-visit enrollment conversations; consent; device education; daily schedule review against the eligible list. CMA or equivalent.
	Posting in Q1; target fill by Q2, aligned to enrollment start.

	[NAME]
	Clinical Champion (physician or APP)
	NCMC
	0.05 contributed
	Approves clinical protocols and escalation thresholds; peer influence with the provider group. Contributed by NCMC; not charged to the award.
	Incumbent

	[NAME]
	Billing / Revenue Cycle Analyst
	NCMC
	0.25 → 0.15
	Claim integrity and reconciliation; denial trend analysis; collection rate; supports billing and coding training.
	Incumbent


The NOFO caps a person at 1.0 FTE across all federal awards. Confirm none of the named incumbents is already fully committed on another federal grant.
Attachment 8 — Funding preference
Funding preferences move a fundable application up in ranking. They are met or not met; qualifying for more than one does not add credit. An application without documentation in this attachment receives no preference — this is free ranking benefit that applicants routinely leave unclaimed.
Suggested statement:
North Caddo Medical Center qualifies for the Health Professional Shortage Area funding preference because its Vivian Rural Health Clinic service site holds a facility Automatic Health Professional Shortage Area designation for primary care, mental health and dental care, with a HPSA score of 19. Documentation from the HRSA Shortage Designation website is attached.
Required documentation: a screenshot or printout from the HRSA Shortage Designation website showing the Vivian address within a designated HPSA. NCMC also appears likely to qualify under the medically underserved community or population preference, and under the primary care and wellness and prevention preference given the Clinical Health Service Focus Area. Claim the one best documented — additional preferences add no score.


Submission checklist
Attachments marked "counts" fall inside the 50-page limit.
	#
	Attachment
	Status
	Owner

	1
	Proof of rural eligibility — counties and/or census tracts served
	NCMC to run the Rural Health Grants Eligibility Analyzer for all six addresses; cross-check Caddo results against the formerly-designated tract list
	NCMC

	2
	Proof of nonprofit or public status
	Public-entity statement — hospital service district, component unit of Caddo Parish. Do NOT submit an IRS nonprofit letter.
	NCMC

	3
	Documentation from the State Office of Rural Health
	REQUIRED FOR ELIGIBILITY. Email Well-Ahead Louisiana (wellahead@la.gov, 225-342-9513) notifying intent to apply; attach the email and any response. Send immediately.
	NCMC

	4
	Work plan
	Draft provided — landscape table following this page
	Draft ready

	5
	Project organizational chart
	One page, project structure
	NCMC

	6
	Staffing plan and job descriptions
	Draft provided above
	Draft ready

	7
	Biographical sketches
	Max 2 pages each; no PII; letters of commitment for anyone not yet hired
	NCMC

	8
	Funding preference documentation
	Draft statement provided; attach HPSA screenshot from the Shortage Designation site
	NCMC

	9
	Multiple EIN/UEI exception request
	Only if applicable
	NCMC

	10
	Tribal EIN/UEI exception request
	Not applicable
	—

	11
	Prior funding history
	List all HRSA awards in the last five years with grant numbers; explain non-duplication for any current funding. Also confirm NCMC has not previously received an award under this program for a similar project — that is an eligibility bar.
	NCMC

	12
	CMS Rural Health Transformation Program
	Required if NCMC participates in or benefits from Louisiana RHTP. Describe the activities and explain non-duplication.
	NCMC

	13
	Agreements with other entities
	Signed CoachCare letter of agreement — draft provided separately. Add letters of support from any network partners.
	CoachCare draft ready

	14
	Letter from urban parent organization
	Not applicable — NCMC is the rural applicant and has no parent
	—

	15
	Other relevant documents
	Optional
	NCMC


Forms submitted through Grants.gov: SF-424; Project Abstract Summary; Grants.gov Lobbying Form; SF-LLL (optional); Project/Performance Site Location(s); SF-424A; Key Contacts. On the SF-424, Box 15 should contain a short description of the project rather than a bare title — HRSA publishes it to USAspending.
Registration lead time is the most common cause of a missed deadline. SAM.gov and Grants.gov registrations must be active and current before submission, and renewal is not instantaneous. Verify status today.
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Attachment 4 — Work plan
Required in addition to the work plan section of the project narrative, and must be consistent with it. Column headings follow the format the NOFO recommends. The Clinical Health Service Focus Area — chronic disease management and care coordination — and the three required quality improvement strategies must both be visible throughout; they are.
	Goals and objectives
	Key action steps
	Activities
	Outputs, data sources, assessment methods
	Outcomes and measurements
	Person / service area responsible
	Performance period

	Goal 1 — Build a sustained culture of quality improvement
	Hire Coordinator; charter QI team; complete QI methodology training; establish monthly QI review and quarterly improvement aims
	Recruit and onboard; QI certification; charter document; monthly QI meeting; one PDSA cycle per quarter
	QI charter; training certificates; meeting minutes; PDSA worksheets. Assessed by completion against the timeline.
	QI team operating from Y1 Q1 and sustained through Y4. ≥4 PDSA cycles per year. Staff trained in QI methodology.
	Project Director / Coordinator — Vivian, then all eligible sites
	Y1 Q1 start; continuous through Y4 Q4

	Goal 2 — Create the data capability the measure set requires
	Build and validate the Veradigm integration; risk-stratify the eligible population; stand up the monthly quality dashboard
	Integration build and go-live; population file exchange; dashboard configuration; staff training on structured documentation
	Live integration; eligible patient list; monthly dashboard. Assessed by go-live and by completeness of measure data.
	Integration live by Y1 Q2. Dashboard published monthly from Y1 Q3. Measure data complete for ≥90% of enrolled patients.
	Coordinator with contracted partner — Vivian Y1, expansion sites Y2
	Y1 Q1–Q3 build; monthly thereafter

	Goal 3 — Make the service line financially self-sustaining
	Implement automated claim creation; train billing staff; monthly reconciliation; denial trend management; verify RHC rate basis
	Billing configuration; coding and documentation training; monthly reconciliation for six months per site then quarterly; denial review
	Clean-claim rate; collection rate; denial rate and trend; reconciliation reports. Assessed monthly then quarterly.
	Collection rate reaches and holds 95%. Program margin covers absorbed staffing cost by Y3.
	Billing / Revenue Cycle Analyst with Project Director — all billing sites
	Y1 Q2 start; monthly Y1–Y2; quarterly Y3–Y4

	Goal 4 — Improve measured chronic disease outcomes
	Enroll the eligible chronic disease population; deliver care management, monitoring and pharmacy-coordinated medication reconciliation; run post-discharge follow-up
	Referral and on-site enrollment; device deployment; monitoring and triage; med rec at enrollment and post-discharge; escalation to NCMC clinicians
	Unique patients served; BP control; A1c control; med recs completed; 30-day readmission; ACS ED visits. Assessed monthly on the dashboard.
	Baselines set in Y1. Improvement against baseline in each of Y2–Y4. Readmissions below the 18.84% parish rate.
	Coordinator and Clinical Champion with the contracted care team — Vivian Y1, network Y2–Y4
	Enrollment from Y1 Q2; outcomes reported from Y1 Q4

	Goal 5 — Spread the model and hand off
	Extend to the five expansion Rural Health Clinics; train-the-trainer; document standard work; succession training; disseminate results
	Two expansion waves in Y2; quarterly all-site QI forum; standard work documentation; dissemination to the State Office of Rural Health and peer providers
	Sites live; site-level comparative performance; standard work document; dissemination record.
	All eligible sites live by end of Y2. Program fully funded from operating margin by Y4.
	Project Director / Coordinator — network
	Y2 Q1 through Y4 Q4


Mapping to the three required quality improvement strategies: Goal 1 is Strategy 1 (develop and implement QI strategies and train staff). Goal 2 is Strategy 2 (strengthen data collection using EHR, health IT and technology tools). Goal 3 is Strategy 3 (billing and coding strategies and training for financial sustainability). Goals 4 and 5 carry the Clinical Health Service Focus Area and the spread plan.
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