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Section I.  RHP Organization 
	TABLE 1-1. RHP PARTICIPANT & STAKEHOLDER INFORMATION

	RHP Participant Type
	Texas Provider Identifier (TPI)
	Texas Identification Number (TIN)
	Ownership Type
	Organization Name
	Lead Representative
	Lead Representative Contact Information

	ANCHORING ENTITY

	Academic Health Science Center
	198523601
	3-709709709-3-000
	State owned
	Texas A&M Health Science Center
	Ms. Shayna Spurlin 
RHP 17 Program Director
	Texas A&M Health Science Center

1266 TAMU

College Station, TX 77843-1266
Spurlin@tamhsc.edu 
979-436-9140

	IGT ENTITIES

	Academic Health Science Center


	
	3-709709709-3-000
	State-owned
	Texas A&M Health Science Center
	Brett Giroir, MD 

CEO & Executive Vice President 
IGT: Jeff Burton 
	8441 State Hwy. 47

Clinical Bldg. 1, Suite 3100

Bryan, TX 77807

giroir@tamhsc.edu 
979-436-9100

IGT Transfers: jburton@tamhsc.edu 

	Community Mental Health Center (CMHC)
	
	1-74-1793265-8-004
	Non State-owned Public
	MHMR Authority of Brazos Valley
	Mr. Bill Kelly

Executive Director
	P.O. Box 4588

Bryan, TX  77805

bkelly@mhmrabv.org
979-361-9840

IGT Transfers: Same 

	Community Mental Health Center (CMHC)
	
	1-76-0032662-7-001
	Non State-owned Public
	Tri-County Services
	Mr. Evan Roberson
Executive Director
	1506 FM 2854

Conroe, TX 77304-2206

EvanR@tricountyservices.org 

936-521-6119
IGT Transfers: Same

	County
	
	1-74-6000433-0-038
	Non State-owned Public
	Brazos County
	Hon. Duane Peters

County Judge

IGT: Irene Jett
	Brazos County Administration Building

200 South Texas, Suite 332

Bryan, TX 77803

beckstrom@brazoscountytx.gov
979-361-4102

IGT Transfers: IJett@brazoscountytx.gov

	County
	
	1-74-6000041-1-000
	Non State-owned Public
	Grimes County
	Hon. Ben Leman
County Judge

IGT: Jessi Murphy
	P.O. Box 160

Anderson, TX  77830

Ben.leman@co.grimes.tx.us  
936-873-4476

IGT Transfers: Jessi.murphy@co.grimes.tx.us

	TABLE 1-1. RHP PARTICIPANT & STAKEHOLDER INFORMATION

	RHP Participant Type
	Texas Provider Identifier (TPI)
	Texas Identification Number (TIN)
	Ownership Type
	Organization Name
	Lead Representative
	Lead Representative Contact Information

	IGT Entities (continued)

	County
	
	1-74-6000503-0-003
	Non State-owned Public
	Leon County
	Hon. Byron Ryder

County Judge

IGT: Brandi Hill 
	P.O. Box 429

Centerville, TX  75833

Byron.ryder@co.leon.tx.us
903-536-2331

IGT Transfers: brandi.hill@co.leon.tx.us 

	County
	
	1-74-6001672-2-017
	Non State-owned Public
	Madison County
	Hon. C.E. McDaniel, Jr.
County Judge

IGT: Judi Delesandri
	101 W. Main St., Rm 110

Madisonville, TX  77864

April.covington@madisoncountytx.org
936-348-2670

IGT Transfer: judi.delesandri@madisoncountytx.org

	County
	
	1-74-6000871-1-019
	Non State-owned Public
	Robertson County
	Hon. Charles Ellison
County Judge
	P.O. Box 427

Franklin, TX 77856

Charles.ellison@co.robertson.tx.us
979-828-3542

	County
	
	1-74-6000408-2-024
	Non State-owned Public
	Washington County
	Hon. John Brieden

County Judge

IGT: Sharon Stolz
	100 East Main, Ste. 104

Brenham, TX 77833-3753

countyjudge@wacounty.com
979-277-6200

IGT Transfers: sstolz@wacounty.com 

	Hospital District
	
	1-74-1612400-0-000
	Non State-owned Public
	Angleton Danbury Hospital District
	Mr. David Bleakney
Chief Executive Officer
	132 E. Hospital Drive 

Angleton, TX 77515

bleakneyd@admc.org
979-849-7721

IGT Transfers: Same 

	Hospital District
	
	1-76-0636528-0-555
	Non State-owned Public
	Bellville County Hospital District
	Mr. Clay Kistler
Board Chairman
	44 N. Cummings  

Bellville, TX 77418

Txvalues@sbcglobal.net 
979-865-2678

IGT Transfers: Same 

	Hospital District
	
	1-74-1820731-6-555
	Non State-owned Public
	Burleson County Hospital District
	Mr. Kirk Chapman

President
	P.O. Box 456

Caldwell, TX 77836

bchd@airplexus.com
979-567-3245

IGT Transfers: Same 

	TABLE 1-1. RHP PARTICIPANT & STAKEHOLDER INFORMATION

	RHP Participant Type
	Texas Provider Identifier (TPI)
	Texas Identification Number (TIN)
	Ownership Type
	Organization Name
	Lead Representative
	Lead Representative Contact Information

	IGT Entities (continued) 

	Hospital District
	
	1-74-6003411-3-000
	Non State-owned Public
	Calhoun County Hospital District dba Memorial Medical Ctr
	Mr. Jason Anglin

Chief Executive Officer
	815 North Virginia Street

Port Lavaca, TX 77979

JAnglin@mmcportlavaca.com 

361-552-0222

IGT Transfers: Same  

	Hospital District
	
	1-76-0153629-9-003
	Non State-owned Public
	Chambers County Public Hospital District #1
	Mr. Steven Gularte
Chief Executive Officer
	P.O. Box 398
Anahuac, Texas 77514 sgularte@chambershealth.org
409-267-3143

IGT Transfers: Same  

	Hospital District
	
	1-74-6000756- 4-013
	Non State-owned Public
	El Paso County Hospital District
	Mr. James Valenti
President & Chief Executive Officer
	4815 Alameda Ave.
El Paso, TX 79905

jvalenti@umcelpaso.org
915-521-7601
IGT Transfers: Same  

	Hospital District
	
	1-74-1625013-6-501
	Non State-owned Public
	Gonzales County Hospital District
	Mr. Chuck Norris
Chief Executive Officer
	1110 N Sarah DeWitt Dr.

Gonzales TX, 78629

cnorris@GonzalesHealthcare.com 
830-672-8495
IGT Transfers: Same  

	Hospital District
	
	1-74-1536936-6-324
	Non State-owned Public
	Harris County 

Hospital District
	Mr. Mike Norby

Chief Financial Officer
	2525 Holly Hall Drive

Houston, TX 77054

michael.norby@harrishealth.org 

713-566-6400

IGT Transfers: Same 

	Hospital District
	
	1-74-1738475-1-002
	Non State-owned Public
	Jackson County Hospital District 
	Mr. Bill Jones
Chief Executive Officer
	1013 South Wells Street 
Edna, Texas 77957
bjones@jchd.org
(361) 782-7810

IGT Transfers: Same  

	Hospital District
	
	1-20-2797853-0-000
	Non State-owned Public
	Liberty County Hospital District #1 
	Mr. C. Bruce Stratton

President
	624 Fannin 

Liberty, TX 77575

cbsesq@strattonlawfirm.com 

936-336-7400
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	RHP Participant Type
	Texas Provider Identifier (TPI)
	Texas Identification Number (TIN)
	Ownership Type
	Organization Name
	Lead Representative
	Lead Representative Contact Information

	IGT Entities (continued) 

	Hospital District
	
	1-74-6025069-3-001
	Non State-owned Public
	Matagorda County Hospital District
	Bryan Prochnow

Chief Financial Officer
	104 7th Street
Bay City, TX 77414
bprochnow@matagordaregional.org
979-241-5525

IGT Transfers: Same

	Hospital District
	
	1-74-1772120-0-003
	Non State-owned Public
	Montgomery County Hospital District
	Mr. Randy Johnson

Executive Director

IGT: Brett Allen
	P.O. Box 0478

Conroe, TX 77305

rejohnson@mchd-tx.org
936-523-5001

IGT Transfers: ballen@mchd-tx.org 

	Hospital District
	
	1-74-1498067-6-001
	Non State-owned Public
	Sweeny Hospital District 
	Mrs. Hong Wade

 Chief Financial Officer
	305 N McKinney 
Sweeny TX 77480

hong.wade@sweenyhospital.org
979-548-1500

IGT Transfers: Same

	Hospital District
	
	1-74-2086610-9-000
	Non State-owned Public
	Walker County Hospital District
	Mr. Robert Hardy

Chairman 
	P.O. Box 1267

Huntsville, TX 77340

wchd@sbcglobal.net
936-295-0038

IGT Transfers: Same 

	Hospital District
	
	1-76-0488120-5-000
	Non State-owned Public
	West Wharton County Hospital District
	Ms. Tisha Zalman 
Chief Executive Officer
	303 Sandy Corner Road

El Campo, TX 77437

tzalman@ecmh.org 

979-543-6251

	Local Health Department 
	
	1-74-6000433-0-038
	Non State-owned Public
	Brazos County Public Health District
	Mr. Ken Bost 

Director 

IGT: Brian Pratt
	201 North Texas Avenue

Bryan, TX 77803-5317

kbost@brazoscountytx.gov
979-361-5715
IGT Transfers: bpratt@brazoscountytx.gov  

	Regional Planning Commission 
	
	1-74-1562020-6-002
	Non State-owned public 
	Brazos Valley Council of Governments
	Mr. Tom Wilkinson

Executive Director
	PO Box 4128

Bryan, TX 77805-4128

twilkinson@bvcog.org
979-595-2801

IGT Transfers: Same

	TABLE 1-1. RHP PARTICIPANT & STAKEHOLDER INFORMATION

	RHP Participant Type
	Texas Provider Identifier (TPI)
	Texas Identification Number (TIN)
	Ownership Type
	Organization Name
	Lead Representative
	Lead Representative Contact Information

	PERFORMING PROVIDERS

	Community Mental Health Center (CMHC)
	136366507
	1-74-1793265-8-004
	Non State-owned Public
	MHMR Authority of Brazos Valley
	Mr. Robert Reed 

Director, Mental Health Services 
	P.O. Box 4588

Bryan, TX  77805

rreed@mhmrabv.org
979-821-9401

	Community Mental Health Center (CMHC)
	081844501
	1-76-0032662-7-001
	Non State-owned Public
	Tri-County Services
	Ms. Cynthia Peterson
Medicaid Transformation Waiver Administrator
	1506 FM 2854

Conroe, TX 77304-2206

cynthiap@tricountyservices.org  

936-521-6122

	Local Health Department 
	130982504
	1-74-6000433-0-038
	Non State-owned Public
	Brazos County Health Department
	Ms. Sara Mendez

Health Education & Promotion Director
	201 North Texas Avenue

Bryan, TX 77803-5317

smendez@brazoscountytx.gov
979-361-5730

	Local  Health Department
	TPI: 311035501
	1-46-0698418-6-000
	Non State-owned Public
	Montgomery County Public Health District
	Mr. Andrew Karrer
Community Paramedicine Program Manager
	1400 South Loop 336 West

Conroe, TX 77304

akarrer@mchd-tx.org
936-523-1103

	Physician Group Associated with Academic Health Science Center
	198523601
	3-709709709-3-000
	State Owned
	Texas A&M Physicians Group
	Dr. Nancy W. Dickey
Interim Chair, Clinical & Translational Medicine
	8441 State Highway 47

Clinical Building 1, Suite 3100

Bryan, TX 77807

arnold@tamhsc.edu 
979-436-0399

	Private Hospital
	020860501
	1-62-1762360-8-002
	Private For-profit
	College Station Medical Center
	Ms. Vicky Cha Bridier
Chief Operating Officer & Facility Compliance Officer
	1604 Rock Prairie Road

College Station, TX 77845

vicky.cha@csmedcenter.com 

979-680-5412

	Private Hospital
	020841501
	1-62-1801361-9-003
	Private For-profit
	Conroe Regional Medical Center
	Mr. Thomas Holt

Chief Financial Officer
	504 Medical Center Blvd

Conroe, TX 77304

Thomas.holt@hcahealthcare.com
936-539-7413

	Private Hospital
	189791001
	1-20-3069241-7-000
	Private Non-profit
	Huntsville Memorial Hospital
	Mr. Shannon Brown
Chief Executive Officer
	110 Memorial Hospital Drive

P.O. Box 4001

Huntsville, TX 77342-4001

Shannon.Brown@huntsvillememorial.com
936-435-2230

	TABLE 1-1. RHP PARTICIPANT & STAKEHOLDER INFORMATION

	RHP Participant Type
	Texas Provider Identifier (TPI)
	Texas Identification Number (TIN)
	Ownership Type
	Organization Name
	Lead Representative
	Lead Representative Contact Information

	Performing Providers (continued)

	Private Hospital
	135226205
	1-74-2519752-6-000
	Private Non-profit
	Baylor Scott & White Hospital Brenham
	Mr. Jason Jennings
Chief Executive Officer
College Station Region
	3000 Briarcrest Drive, Suite 418

Bryan, TX 77802

jdjennings@swmail.sw.org
979-836-6173

	Private Hospital
	127267603
	1-74-1282696-2-501
	Private Non-profit
	St. Joseph Regional Health Center
	Mr. Tim Ottinger

Advocacy, Legislative Affairs, & Community Benefits Officer
	2801 Franciscan Drive

Bryan, TX 77802

tottinger@st-joseph.org
979-776-3777

	Private Hospital
	160630301
	1-76-0536234-6-005
	Private Non-Profit
	CHI St. Luke’s Community Medical Center – The Woodlands
	Mr. Ken Zieren 

Administrative Director
	CHI St. Luke’s Hospital System 

3100 Main St., Suite 569

Houston, TX 77002

kzieren@sleh.com
832-355-3862

	UC-ONLY HOSPITALS

	Private Hospital
	112725003
	1-74-2759890-3-000
	Private Non-Profit
	Burleson St. Joseph Health Center
	Mr. Tim Ottinger

Advocacy, Legislative Affairs, & Community Benefits Officer
	1101 Woodson Drive

Caldwell, TX 77836

tottinger@st-joseph.org
979-776-3777

	Private Hospital
	210274101
	1-30-0427437-2-002
	Private Non-Profit
	CHI St. Luke’s Lakeside Hospital 
	Mr. Ken Zieren 

Administrative Director
	CHI St. Luke’s Hospital System 

3100 Main St., Suite 569

Houston, TX 77002

kzieren@sleh.com
832-355-3862

	Private Hospital
	147918003
	1-74-1282696-2-002
	Private Non-Profit
	Grimes St. Joseph Health Center 
	Mr. Tim Ottinger

Advocacy, Legislative Affairs, & Community Benefits Officer
	210 South Judson

Navasota, TX 77868

tottinger@st-joseph.org
979-776-3777

	Private Hospital
	112724302
	1-62-1619857-8-002
	Private For-Profit
	Kingwood Medical Center
	Ms. Melinda Stephenson

Chief Executive Officer
	22999 US Highway 59 North

Kingwood, TX 77339

Melinda.stephenson@hcahealthcare.com
281-348-8000
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	RHP Participant Type
	Texas Provider Identifier (TPI)
	Texas Identification Number (TIN)
	Ownership Type
	Organization Name
	Lead Representative
	Lead Representative Contact Information

	UC-ONLY HOSPITALS (continued)

	Private Hospital
	020990001
	1-74-2761145-8-005
	Private Non-Profit
	Madison St. Joseph Health Center 
	Mr. Tim Ottinger

Advocacy, Legislative Affairs, & Community Benefits Officer
	100 W. Cross Street

Madisonville, TX 77864

tottinger@st-joseph.org
979-776-3777

	Private Psychiatric Hospital 
	TPI: In Progress
	3-20-4877239-9-000
	Private Psychiatric Hospital 
	Rock Prairie Behavioral Health
	Mr. Jim Serratt

Chief Executive Officer
	3550 Normand Drive

College Station, TX 77845

jm.serratt@strategicbh.com
979-703-8848

	OTHER STAKEHOLDERS 

	Regional Public Health Director
	
	Texas Public Health Region 6/5 South
	Dr. Julie Graves

Region 5S/6 Director
	5425 Polk, Suite J

Mail Code 1906

Houston, TX 77023

Julie.graves@dshs.state.tx.us
713-767-3000

	Regional Public Health Director
	
	Texas Public Health Region 7 Director
	Dr. Sharon Melville

Region 7 Director 
	2408 South 37th Street

Mail Code 1902

Temple, TX 76504

Sharon.Melville@dshs.state.tx.us 

254-778-6744

	Clinic 
	
	Brenham Express and Family Medicine
	Washington County

(St. Joseph System)
	110 Highway 290

Brenham, TX 77833

979-830-5584

	Clinic
	
	Family Care Center
	Leon County

(College Station Medical Center)
	1686 West US 79

Buffalo, TX 75831

903-322-2204

	Clinic
	
	Huntsville Memorial Hospital  Medical Clinic
	Walker County (Huntsville Memorial)
	521 IH-45 South, Suite 4

Huntsville, TX 77340

936-291-3240
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	Texas Provider Identifier (TPI)
	Texas Identification Number (TIN)
	Ownership Type
	Organization Name
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	OTHER STAKEHOLDERS (continued)

	Clinic
	
	Huntsville Memorial Hospital Medical Clinic - Madisonville
	Madison County (Huntsville Memorial)
	1613 East Main

Madisonville, TX 77864

936-349-0350

	Clinic
	
	Navasota Medical Center
	Grimes County
	501 East Washington

Navasota, TX 77868

936-825-6444

	Clinic 
	
	The Rural Healthcare Center
	Robertson County
	702 Main Street

Calvert, TX 77837

979-364-3888

	Clinic
	
	Scott & White Clinic – College Station
	Ms. Linda Clark

Administrator 
	1600 University Drive

College Station, TX 77840

lclark@swmail.sw.org 

979-691-3300

	Clinic 
	
	St. Hope Foundation Conroe Clinic & Dental Services 
	Montgomery County (St. Hope Foundation)
	1414 S. Frazier, Suite 105

Conroe, TX 77301

Conroe@offeringhope.org
Clinic: 936-441-2440

Dental: 713-778-0827

	Clinic 
	
	St. Joseph Family Medicine Clinic - Navasota
	St. Joseph Hospital System
	9409 State Highway 6

Navasota, TX 77868

936-825-7200

	Community Free Clinic 
	
	Health For All
	Ms. Elizabeth Dickey 

Executive Director 
	PO Box 5913
Bryan, TX 77805

info@hlth4all.org
979-774-4176

	Community Free Clinic
	
	Washington County Health & Services Center Faith Mission
	Rev. Randy Wells
Executive Director
	100 S. Chappell Hill St.

Brenham, TX 77833

randy.wells@faithmission.us 

979-251-9882
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	OTHER STAKEHOLDERS (continued)

	County
	
	1-74-6000467-8-023
	Non State-owned Public
	Burleson County
	Hon. Mike Sutherland

County Judge
	100 West Buck, Suite 306

Caldwell, TX 77836

Co.judge@burlesoncounty.org
979-567-2333

	County
	
	1-74-6000558-4-020
	Non State-owned Public
	Montgomery County
	Hon. Craig Doyal 
County Judge
	501 North Thompson, Suite 401

Conroe, TX  77301

Patti.werner@mctx.org
936-539-7812

	County
	
	1-74-6001432-1-016
	Non State-owned Public
	Walker County
	Hon. Danny Pierce

County Judge
	1100 University Avenue, Room 204

Huntsville, TX  77340

spegoda@co.walker.tx.us
936-436-4910

	County EMS
	000122401
	1-74-6000408-2-003
	Non-State owned Public
	Washington County EMS
	Mr. Kevin Deramus

Director
	1875 Hwy 290 West

Brenham, TX 77833

kderamus@wacounty.com
979-277-6267

	County Medical Society
	
	Anderson-LEON County Medical Society
	Dr. Joseph Tretta
President
	3201 S. Loop 256, Suite 610

Palestine, TX 75801-6905

903-729-6768

	County Medical Society
	
	Austin-GRIMES-Waller County Medical Society
	Dr. Wilford Morris, Jr.

President
	3433 Hwy 36 South

Sealy, TX 77474-3854

979-885-0848

	County Medical Society
	
	BRAZOS-ROBERTSON County Medical Society
	Dr. Mark Florian

President
	3201 University Drive East, Suite 345

Bryan, TX 77802-3484

florianmd@cox-internet.com
979-731-8465

	County Medical Society
	
	MONTGOMERY County Medical Society
	Mr. Paul Purcell

Executive Director
	PO Box 133067

The Woodlands, TX 77393

ed.mcms@sbcglobal.net
281-298-9655
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	OTHER STAKEHOLDERS (continued)

	County Medical Society
	
	WALKER-MADISON-TRINITY County Medical Society
	Dr. Curtis Montgomery
	100 Medical Center Pkwy, Suite 500

Huntsville, TX 77340-4965

936-291-0614

	County Medical Society
	
	WASHINGTON-BURLESON County Medical Society
	Dr. Jon Bode
	605 Medical Court, Suite 203

Brenham, TX 77833

979-836-2822

	FQHC
	
	Brazos Valley Community Action Agency (BVCAA)
	Ms. Karen Garber
	1500 University Drive East, Suite 100

College Station, TX 77840

kgarber@bvcaa.org
979-846-1100

	FQHC
	
	HealthPoint ABC 
	Brazos County
	1651 Rock Prairie Road

College Station, TX 77845

979-693-7400

	FQHC
	
	HealthPoint Bryan/College Station 
	Brazos County
	3370 S. Texas Avenue, Suite B

Bryan, TX 77802

979-595-1700

	FQHC
	
	HealthPoint Mary Lake Dental
	Brazos County
	624 Mary Lake

Bryan, TX 77801

979-846-2500

	FQHC
	
	HealthPoint Somerville
	Burleson County
	600 Memory Lane

Somerville, TX 77879

979-596-1441

	FQHC
	
	Caldwell Community Health Clinic
	Burleson County 
	302 W. Hwy. 21

Caldwell, TX 77836

979-567-3287

	FQHC
	
	The Community Dental Center
	Montgomery County
	101 Pine Manor Road 

Oak Ridge North, TX 77385

936-539-4004

	FQHC
	
	Family Health Center, Pedi Dental & Medical Services
	Montgomery County
	506 Medical Center Blvd., Suite 320

Conroe, TX 77304

936-523-5292

	FQHC
	
	HealthPoint Navasota
	Grimes County 
	1905 Dove Crossing, Suite C

Navasota, TX 77868

936-825-0000
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	OTHER STAKEHOLDERS (continued)

	FQHC
	
	HealthPoint Madisonville 
	Madison County
	100 W. Cross Street

Madisonville, TX 77864

409-348-3418



	FQHC
	
	HealthPoint Hearne 
	Robertson County 
	709 Barton Street

Hearne, TX 77859

979-279-3451

	FQHC
	
	HealthPoint Centerville
	Leon County 
	607 Lassater Street

Centerville, TX 75833

903-536-3687

	FQHC
	
	Lone Star Family Health Ctr – Region 5S/6 FQHC Admin. 
	Montgomery County
	704 Old Montgomery Road

Conroe, TX 77301

936-539-4004

	FQHC
	
	Madison County Community Health Center
	Madison County 
	813 South State Street

Madisonville, TX 77864

936-348-3396

	FQHC
	
	HealthPoint Robertson County CHC
	Robertson County 
	1002 West Brown Street

Hearne, TX 77859

979-279-0701

	FQHC
	
	St. Joseph HealthPoint Franklin
	Robertson County 
	808 W. Highway 79

Franklin, TX 77856

979-828-4540

	Hospice
	
	Aseracare Hospice
	Montgomery County 
	19221 I-45 South, Suite 190

Shenandoah, TX 77385

	Hospice
	
	Embracing Hospice
	Montgomery County
	2040 N. Loop 336 West, Suite 324

Conroe, TX 77304

936-788-5900

	Hospice 
	000203700
	
	
	Hospice Brazos Valley, Inc.
	Craig Borchardt, PhD

President/CEO
	502 W. 26th Street
Bryan, TX 77803

cwborchardt@medicine.tamhsc.edu
979-821-2266

	Hospice
	
	Lighthouse Hospice
	Montgomery County
	200 Riverpointe

Conroe, TX 77304
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	Ownership Type
	Organization Name
	Lead Representative
	Lead Representative Contact Information

	 OTHER STAKEHOLDERS (continued)

	Hospice
	
	Odyssey Hospice of Conroe
	Montgomery County
	100 I-45 N, Suite 300, Box 103

Conroe, TX 77301

936-788-7707

	Hospice
	
	Thee Hospice
	Walker County
	PO Box 6548

Huntsville, TX 77342

936-291-8439

	Hospice
	
	Traditions Hospice
	Brazos County 
	1862 Rock Prairie Road, Suite 204

College Station, TX 77845

979-822-5511

	Private Hospital
	
	Memorial Hermann The Woodlands Hospital
	Mr. Josh Urban

CEO
	9250 Pinecroft 

The Woodlands, TX 77380

josh.urban@memorialhermann.org 

713-897-2300

	Private Specialty Hospital
	
	Aspire Behavioral Health of Conroe, LLC – Geriatric Psychiatric Hospital
	Montgomery County
	2006 S. Loop 336 West, Suite 500

Conroe, TX 77304
lcorcoran@aspirebhc.com
936-647-3500

	Rural Health Clinic 
	
	Brenham Clinic
	Washington County 

(College Station Medical Center)
	600 North Park Street

Brenham, TX 77833

979-836-6153

	Rural Health Clinic
	
	Falls Community Hospital Clinic - Bremond
	Robertson County (Falls Community Hospital (Marlin))
	201 South Main St

Bremond, TX 76629

254-746-7264

	Rural Health Clinic
	
	Huntsville Memorial Hospital  Medical Clinic
	Walker County (Huntsville Memorial)
	125 Medical Park Lane Suite C

Huntsville, TX 77340

936-291-3219

	Rural Health Clinic
	
	Huntsville Memorial Hospital Medical Clinic
	Walker County (Riverside)
	3638 State Highway 19

Riverside, TX 77340

936-436-5560

	Rural Health Clinic 
	
	Scott & White Family Practice – Brenham 
	Washington County (Scott & White)
	539 Medical Parkway

Brenham, TX 77833

979-836-1883

	TABLE 1-1. RHP PARTICIPANT & STAKEHOLDER INFORMATION

	RHP Participant Type
	Texas Provider Identifier (TPI)
	Texas Identification Number (TIN)
	Ownership Type
	Organization Name

	OTHER STAKEHOLDERS (continued)

	Rural Health Clinic
	
	St. Joseph Normangee Family Medicine Clinic 
	Leon County 

(St. Joseph System)
	910 Highway 3 West

Normangee, TX 77871

936-396-2806

	Urgent Care Clinic
	
	Brazos Valley Urgent Care Clinic
	Brazos County 
	2911 Texas Avenue South, Suite 103

College Station, TX 77845

979-764-2882

	Urgent Care Clinic
	
	Buffalo Urgent & Family Care Clinic
	Leon County 
	1048 Railroad Street

Buffalo, TX 75831

903-322-9309

	Urgent Care Clinic
	
	NextCare Urgent Care 
	Montgomery County (partial) 
	15320 Highway 105 West, Suite 120

Montgomery, TX 77356


Section II.  Executive Overview of RHP 

The Region 17 Regional Healthcare Partnership (RHP 17) is a nine-county partnership that formed on March 14, 2012 and is located in the eastern portion of the Central Texas region. RHP 17 consists of Brazos, Burleson, Grimes, Leon, Madison, Montgomery, Robertson, Walker, and Washington Counties. RHP 17 covers 6,986 square miles, and has a population density of 120.68 residents per square mile
 compared to a statewide density of 95.92.  A map of the region is included in Addendum 1. 
Healthcare Environment 

Patient Population 

According to the 2010 Census, the total population for RHP 17 was 843,054 with Brazos and Montgomery Counties consisting of about 77% of the region’s residents.  Montgomery County has the highest percentage of children aged 18 or less in the region while children make up about one fifth of the population in the rest of the region. Brazos County has the smallest percentage, 7.2%, of seniors aged 65+ while Leon County’s senior population is significantly higher than the rest of the region at 21.5%. The senior population is 4% to 7% higher than the state average of 10.5%. 

A large percentage of RHP 17 is uninsured. Just over a quarter of the adult population in Brazos, Montgomery, and Washington Counties are uninsured. With the exception of Madison County, which has the highest uninsured rate at 38%, the remainder of the RHP 17 counties have approximately a 30% uninsured adult population.   Burleson, Leon, and Madison Counties have slightly higher rates than the Texas average of uninsured children, which is 17.6%. All counties had fewer children enrolled in the CHIP program than the statewide average of 7.2%, with the exception of Grimes County, which was the same, as seen in Table 3-3.

Health Systems and Providers

The largest hospitals in RHP 17 are located in Brazos and Montgomery Counties. The St. Joseph Health System (SJHS) is a regional hospital system headquartered in Brazos County and now affiliated with the Catholic Health Initiatives (CHI) System. The SJHS is the most represented within the region in terms of number of facilities across the nine counties.  St. Joseph operates a 250-bed hospital in Bryan, Texas, as well as three critical access hospitals and three clinics in six rural communities within the region. The College Station Medical Center is a Brazos County hospital affiliated with Community Health Systems.  The Baylor Scott and White Health System operates a small hospital in Brenham and completed a 143-bed hospital in Brazos County in August 2014. Hospitals in Walker and Montgomery Counties are affiliated with larger systems outside RHP 17, including Herrmann Memorial in Houston, Hospital Corporation of America (HCA) of Tennessee, and CHI St. Luke’s Health System in Houston.  In addition, there are a number of primary care clinics, urgent care centers, and two local mental health authorities, all of which are primarily located in the two largest counties. There are two federally qualified health center (FQHC) systems with approximately 16 clinic locations in the region. There are also six federally-designated rural health clinics (RHC) in the region along with two new rural clinics being developed in Walker County and potentially a third in Robertson County as part of the DSRIP projects being implemented in the region. The FQHCs and RHCs are often the only primary care available in some rural communities.

RHP 17 has a full continuum of care which is primarily available in Brazos and Montgomery Counties.  It includes health promotion, primary care, specialty care, chronic disease management, labor and delivery, general and specialty surgery, intensive care, behavioral health care services, rehabilitation, emergency care, and many others.  In most cases, limited primary care can be obtained locally but more preventative screenings and specialty care must be accessed in Brazos or Montgomery Counties or even outside the region, most commonly in the Houston area.  This can create transportation issues for many residents in RHP 17, may result in long waits to access certain types of care, and may oftentimes prevent some residents from ever receiving the health care they need. 

Key Health Challenges

The key health challenges in RHP 17 are like many areas in Texas.  Addressing these health care needs will require broad system transformation and collaboration among health care providers and organizations.  The broad key health challenges in RHP 17 include:

· Poor access to primary care;
· Poor access to specialty care;
· Poor access to behavioral/mental health services; and

· Lack of coordinated care, especially for those with multiple needs.

Access to quality primary care is a challenge throughout most of the region because health care is concentrated in Brazos and Montgomery Counties. Although centrally located within the region, Brazos County is not located on or near an interstate highway. State highways leading into Brazos County from the east and north are predominantly two lane highways. Montgomery County is located in the southeastern part of the region. Professionals in the rural areas are frequently stretched very thin, making access difficult.  More specialized care in these areas can be all but impossible to obtain. The need for expanded primary care capacity, especially for the uninsured and underinsured population, is an issue in all counties, not just rural counties. Population growth in these counties is outpacing the growth in the number of health care professionals.  

Access to behavioral health and mental health services is also a large concern.  There are two local mental health authorities in RHP 17, but they are challenged to keep up with demand and limited by their eligibility criteria, which only allows for them to serve those at risk of severe and persistent mental health disorders. Transportation issues can again make seeking services inconvenient.  

RHP 17 lacks coordinated care.  This causes residents, especially those who have multiple needs or have limited access to services, to use inappropriate and more expensive services, such as the emergency room or emergency medical services.  

In particular, in regional planning meetings, RHP 17 providers reported treatment of individuals with chronic disease, individuals with co-occurring mental health and chronic disease, and individuals with intellectual disabilities and mental health issues to be a challenge with the resources available.  

Each of these key challenges, if resolved, would provide better quality of life and reduce the burden on our criminal justice system, hospitals and emergency departments. 

RHP Goals and Vision, and Plans for Achieving the Goals

The overarching goal of RHP 17 is to transform the local and regional health care delivery systems to improve access to care, efficiency, and effectiveness.  Specifically, RHP 17 will address the key challenges listed above and will aim to resolve these by reaching four primary goals.  The plans for achieving those goals are outlined below under each goal:

1) Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

        Providers in RHP 17 will achieve this goal by expanding the availability and capacity of primary care in the region, as well as expanding the services available through primary care providers.  In addition to expanded clinic hours, there are plans to explore implementation of rural fellowships and allow primary care residents to be placed in rural areas, expand capacity at safety net clinics, implement mobile primary care screenings, target disparity groups with evidence based health promotion, disease prevention and chronic care management, and increasing behavioral health care via telehealth and mobile clinics in rural communities.  Some of these new services will focus on managing chronic conditions, while others will focus on decreasing potentially preventable admissions/readmissions, inappropriate ED use, and/or aim to improve patient satisfaction, an indicator of quality of care.

2) Increasing the proportion of residents with a regular source of care;

        The expansion of primary care capacity in the region will provide opportunities for residents to establish a regular source of care.  In addition to availability, new patient navigation programs will refer patients who are currently without a regular source of care to available primary care providers.

3) Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs; and 

        The coordination of care in the region will better address the community needs by integrating primary and behavioral health services, integrating behavioral health services with services for the intellectually and developmentally disabled, and creating patient navigation programs to ensure residents who access more inappropriate settings of care can develop a regular source of care.

4) Reducing costs by minimizing inappropriate utilization of services.

        Given the largely rural nature of RHP 17, inappropriate utilization of services is a critical issue as many needed services simply are not available locally.  All of the activities described under Goals 1, 2 and 3 above, in theory, will reduce inappropriate utilization of the emergency department (ED), the criminal justice system and emergency medical services.  The expansion of primary care availability and accessibility, care coordination through patient navigation, targeted behavioral health services, and evidence-based health promotion/disease prevention targeting high risk and disparate populations all serve to get people into the right care at the right time.  Specific outcomes of interest include, but are not limited to, appropriate utilization of the ED and reducing the ambulatory care sensitive admission rate.

	Table 2-1. RHP Category 1 & 2 Projects

	Project Title (include unique RHP project ID number)
	Project Area
	Brief Project Description
	Related Category 3 Outcome Measures
	Estimated Incentive Amount (DSRIP)

	Category 1: Infrastructure Development

	130982504.1.1                                           Brazos County Health District
	1.10.2
	Title: Implementation of an EHR System at Brazos County Health District

Enhance Performance Improvement and Reporting Capacity Through Technology                                                                                  
	130982504.3.1                                                                                                                               IT-6.2.b  Visit-Specific Satisfaction Instrument (VSQ-9)
IT-15.17 Latent Tuberculosis Infection (LTBI) treatment rate
	$432,000

	020841501.1.2                                                  Conroe Regional Medical Center
	1.9.2
	Title: Expand Access to Specialized Trauma Services Improve Access to Specialty Care                                                                                                                    
	020841501.3.2                                                                                                                                      IT-3.3 Risk Adjusted Congestive Heart Failure (CHF) 30-day Readmission Rate
	$785,294

	189791001.1.1                                        Huntsville Memorial Hospital
	1.9.2
	Title: HMH Cardiac Catheterization Laboratory Improve Access to Specialty Care
	189791001.3.1                                                                                                                                      IT-3.8 Acute Myocardial Infarction (AMI) 30 -day  Readmission Rate 
	$2,641,613

	189791001.1.2                                       Huntsville Memorial Hospital
	1.9.2
	Title: HMH Inpatient Dialysis Laboratory

Improve Access to Specialty Care
	189791001.3.2                                                                                                                                            IT-1.16 Hemodialysis Adequacy Clinical Performance Measure III  
	$1,408,859

	189791001.1.3                                      Huntsville Memorial Hospital 
	1.9.1
	Title: Nursing Fellowship Program to Provide Training in Specialty Areas 

Expand High-Impact Specialty Care Capacity in Most Impacted Medical Specialties                                                                                                
	189791001.3.3                                                                                                                                        IT-4.5 Patient Fall Rate
	$1,408,859

	* PASS 2 PROJECT*

189791001.1.4                                      Huntsville Memorial Hospital
	1.1.3
	Title: Mobile office to provide screenings, vaccination, physicals and health education 

Expand Mobile Clinics 
	189791001.3.4                                                                                                                                        IT-2.17 Uncontrolled Diabetes Admissions Rate 
	$4,120,022

	* 3 YEAR PROJECT*

189791001.1.100                                      Huntsville Memorial Hospital
	1.1.1
	Title: Huntsville Memorial Hospital’s Primary Care and Non-Emergent Services in Rural Areas
Establish More Primary Care Clinics
	189791001.3.100       

IT-1.13 Diabetes care: Foot exam

189791001.3.101     

IT-1.21 Adult Body Mass Index (BMI) Assessment
189791001.3.102     

IT-1.23 Tobacco Use: Screening & Cessation
	$3,533,523


	Table 2-1. RHP Category 1 & 2 Projects

	Project Title (include unique RHP project ID number)
	Project Area
	Brief Project Description
	Related Category 3 Outcome Measures
	Estimated Incentive Amount (DSRIP)

	160630301.1.1                                                      St. Luke's - The Woodlands Hospital
	1.1.2
	Title: Expanding Primary Care Access in Montgomery County 

Expand Existing Primary Care Capacity
	160630301.3.1                                                                                                                                       IT-2.21 Ambulatory Care Sensitive Conditions Admissions Rate
	$7,634,803

	* 3 YEAR PROJECT*

160630301.1.100                                                      St. Luke's - The Woodlands Hospital
	1.3.1
	Title: Implementing a Chronic Disease Management Registry
Implement/Enhance and Use Chronic disease Management Registry Functionalities
	160630301.3.100                                                                                                                                       IT-3.17 Risk Adjusted Chronic Obstructive Pulmonary Disease (COPD) 30-day Readmission Rate
	$1,591,061

	135226205.1.1                                                  Scott & White Hospital Brenham
	1.1.2
	Title: Increasing Primary Care Provider Time at Brenham Free Clinic Expand Existing Primary Care Capacity
	135226205.3.2

IT-9.2.a Emergency Department (ED) visits per 100,000
	$364,865

	198523601.1.1                                             Texas A&M Physicians
	1.1.2
	Title: HFA Capacity: Expanding Access to Primary Care/Preventive Services, Improving Transition of Care, and Improving Quality of Care for the Indigent Population of Brazos and Surrounding Counties Expand Existing Primary Care Capacity 
	198523601.3.1                                                                                                                                          IT-1.7 Controlling High Blood Pressure 
	$669,349


	Table 2-1. RHP Category 1 & 2 Projects

	Project Title (include unique RHP project ID number)
	Project Area
	Brief Project Description
	Related Category 3 Outcome Measures
	Estimated Incentive Amount (DSRIP)

	198523601.1.4                                                Texas A&M Physicians
	1.11.2
	Title: Expanding Telemental Health Services Throughout the Brazos Valley

Implement technology-assisted behavioral health services from psychologists, psychiatrists, substance abuse counselors, peers and other qualified providers
	198523601.3.5
IT-11.26.e.i Patient Health Questionnaire 9 (PHQ-9)
	$2,948,607

	081844501.1.1                                                                   Tri-County Services MHMR
	1.13.1
	Title: Intensive Evaluation and Diversion Program Develop and implement crisis stabilization services to address the identified gaps in the current community crisis system
	081844501.3.1                                                                                                                                        IT-11.26.e.i Patient Health Questionnaire 9 (PHQ-9)
	$5,035,447

	081844501.1.2                                                                       Tri-County Services MHMR
	1.13.1
	Title: IDD Assertive Community Treatment Program Develop and implement crisis stabilization services to address the identified gaps in the current community crisis system
	081844501.3.2                                                                                                                                        IT-11.26.b Aberrant Behavior Checklist (ABC)
	$1,151,178

	081844501.1.3                                                                       Tri-County Services MHMR
	1.9.2
	Title: Expanded Psychiatry Delivery Program Improve Access to Specialty Care
	081844501.3.3                                                                                                                                      IT-11.26.e.iii Patient Health Questionnaire: Somatic, Anxiety, and Depressive Symptoms (PHQ-SADS)
	$1,962,935


	Table 2-1. RHP Category 1 & 2 Projects

	Project Title (include unique RHP project ID number)
	Project Area
	Brief Project Description
	Related Category 3 Outcome Measures
	Estimated Incentive Amount (DSRIP)

	Category 2: Program Innovation and Redesign

	130982504.2.1                                             Brazos County Health District
	2.7.1
	Title: Free Rapid HIV Testing to Targeted Clients at High-Risk for Contracting HIV 

Implement innovative evidence-based strategies to increase appropriate use of technology and testing for targeted populations (e.g., mammography screens, colonoscopies, prenatal alcohol use, etc.)
	130982504.3.200                                                                                                                                    IT-15.10
Syphilis positive screening rates 

130982504.3.201                                                                                                                                    

IT-15.13
Gonorrhea Positive Screening Rates

130982504.3.2                                                                                                                                    
IT-15.6 Chlamydia screening in women
	$43,200

	020860501.2.1                                             College Station Medical Center
	2.9.1
	Title: Advanced Community Paramedicine (ACP) Navigation Program 

Provide navigation services to targeted patients who are at high risk of disconnect from institutionalized health care (for example, patients with multiple chronic conditions,  cognitive impairments and disabilities,  Limited English Proficient patients)
	020860501.2.1                                                                IT-9.4.b Reduce Emergency Department visits for Diabetes
	$1,371,890

	* PASS 2 PROJECT*

189791001.2.1                                        Huntsville Memorial Hospital
	2.2.2
	Title: Program to enable patient to better manage their health; Chronic Care Management Models Apply Evidence-Based Care Management Model to Patients Identified as having High-Risk Health Care Needs
	189791001.3.5                                                                                                                                      IT-3.4 Diabetes 30 day Readmission Rate 
	$5,025,575

	136366507.2.1                                                    MHMR Authority of Brazos Valley
	2.13.1
	Title: Crisis Triage Unit 

Design, Implement and Evaluate Research-Supported and Evidence Based interventions tailored towards individuals in a target population
	136366507.3.1                                                                                                                                       IT-1.18 Follow-Up After Hospitalization for Mental Illness
136366507.3.500

IT-11.26.c Adult Needs and Strength Assessment (ANSA) with CHMC.5 - Adherence To Antipsychotic Meds
	$1,153,000


	Table 2-1. RHP Category 1 & 2 Projects

	Project Title (include unique RHP project ID number)
	Project Area
	Brief Project Description
	Related Category 3 Outcome Measures
	Estimated Incentive Amount (DSRIP)

	136366507.2.2                                               MHMR Authority of Brazos Valley
	2.13.1
	Title: Rural ACT/Jail Diversion/Crisis Specialist Design, Implement and Evaluate Research-Supported and Evidence Based interventions tailored towards individuals in a target population
	136366507.3.2                                                                                                                                    IT-9.1 Decrease in Mental Health Admissions and Readmissions to Criminal Justice Settings
	$1,085,000

	* 3 Year PROJECT*

311035501.2.100                                           Montgomery County Health District
	2.9.1
	Title: Community Paramedicine (CP): Provide Navigation Services to Targeted Patients Who are at High Risk of Disconnect from Institutionalized Health Care. 
Provide navigation services to targeted patients who are at high risk of disconnect from institutionalized health care (for example, patients with multiple chronic conditions,  cognitive impairments and disabilities,  Limited English Proficient patients)
	311035501.3.100                                                                                                                                           IT-9.2 Reduce Emergency Department (ED) visits for Ambulatory Care Sensitive Conditions (ACSC) per 100,000
	$4,167,500

	127267603.2.1                                                     St. Joseph Regional Health Center
	2.9.1
	Title: Prenatal Care Navigation Program 

Provide navigation services to targeted patients who are at high risk of disconnect from institutionalized health care (for example, patients with multiple chronic conditions,  cognitive impairments and disabilities,  Limited English Proficient patients)
	127267603.3.1                                                                                                                                    IT-8.19 Post-Partum Follow-Up and Care Coordination
	$662,589


	Table 2-1. RHP Category 1 & 2 Projects

	Project Title (include unique RHP project ID number)
	Project Area
	Brief Project Description
	Related Category 3 Outcome Measures
	Estimated Incentive Amount (DSRIP)

	135226205.2.1                                               Scott & White Hospital Brenham
	2.8.1
	Title: Improving Primary Care and Supportive Services to Reduce Avoidable ED and Hospital Visits at Scott & White Hospital in Brenham 

Design, develop, and implement a program of continuous, rapid process improvement that will address issues of safety, quality, and efficiency.
	135226205.3.4

IT-9.2.a Emergency Department (ED) visits per 100,000
	$364,865

	198523601.2.1                                                Texas A&M Physicians
	2.1.1
	Title: Development of a Redesign Process for Transforming Primary Care Clinics and Providers to the PCMH/Guided Care Model
Develop, Implement and Evaluate Action Plans to Enhance/Eliminate Gaps in the Development of Various Aspects of PCMH Standards 
	198523601.3.6                                                                                                                                     IT-1.10 Diabetes care: HbA1c poor control (>9.0%)
	$1,338,669

	198523601.2.2                                                  Texas A&M Physicians
	2.6.2
	Title: EBP Resource Exchange: Training, Implementation and Evaluation of Evidence-Based Self-Management and Wellness Programs 

Establish Self-Management Programs and Wellness using Evidence-based Designs
	198523601.3.7                                                                                                                                     IT-10.1.h CDC Health-Related Quality of Life (HRQoL) Measures
	$1,784,931

	198523601.2.3                                                  Texas A&M Physicians
	2.9.1
	Title: Brazos Post Discharge Patient Care Coordination

Provide navigation services to targeted patients who are at high risk of disconnect from institutionalized health care (for example, patients with multiple chronic conditions,  cognitive impairments and disabilities,  Limited English Proficient patients)                                                                                                                                 
	198523601.3.8                                                                                                                                     IT-6.2.c Health Center Patient Satisfaction Survey
	$4,462,338

	198523601.2.4                                                  Texas A&M Physicians
	2.10.1
	Title: Home-Based Palliative Care 

Implement a Palliative Care Program to address patients with end-of-life decisions and care needs
	198523601.3.9                                                                                                                                     IT-10.1.d McGill Quality of Life (MQOL) Index
	$446,232

	* PASS 2 PROJECT*
081844501.2.1                                                  Tri-County Services MHMR
	2.15.1
	Title: Integrated Primary and Behavioral Health Care Services with included Mobile Clinic Component Design, implement, and evaluate projects that provide integrated primary and behavioral health care services.
	081844501.3.4                                                                                                      IT-1.7 Controlling high blood pressure
	$3,961,178


Section III.  Community Needs Assessment 

The community needs assessment for RHP 17 aims to describe the health status of the region by presenting data and tables on demographics, insurance coverage, healthcare infrastructure, projected changes in the region and key health challenges.  This information is important to the community, stakeholders, counties, hospitals, clinics, local mental health authorities, and public health districts to better understand the health concerns of the region.  This data is essential for developing broad, meaningful Delivery System Reform Incentive Payment (DSRIP) projects that will result in health care system transformation for RHP 17.

Community Needs Assessment Approach

RHP 17 approached the community needs assessment through a four-step process that occurred primarily during the early months of plan development.  First, the anchor team compiled secondary data from multiple sources, including those suggested by the Health and Human Services Commission, for each county in the partnership.  Any existing local assessment data was added to it.  Second, the compiled assessment information was distributed to IGT entities and local stakeholders in each county and reviewed in meetings held in each county. Upon review and discussion of the assessment data, stakeholders were asked to submit any additional data they might have and to begin identifying priority areas.  Third, the IGT entities were brought together to discuss priority areas; the premise was to indicate what type of transformational activities they would support if they were to put up IGT based on the deemed priorities for their communities.  Finally, the priority areas were summarized by county and at the regional level and disseminated to providers and other stakeholders for planning, who were again asked to submit additional information they may have relevant to the specific priorities. These meetings and the collection of the community needs data strengthened the overall communication and collaboration between RHP 17 organizations, which will be critical over the five-year waiver and throughout any waiver renewal/extension. 

Adhering to and building on the approach above, an updated community needs assessment was conducted across the region and the results shared with regional stakeholders and community partners. Since 2002, the Center for Community Health Development (CCHD) at the Texas A&M School of Rural Public Health has conducted population health status assessments of the seven-county Brazos Valley region, (including seven of the nine RHP 17 counties), on a four-year cycle. In an effort to assist the local not-for-profit hospitals in meeting the new 990 requirement of conducting an updated community needs assessment triennially, CCHD shifted their assessment schedule to every three years beginning in 2013. The RHP 17 providers located in the seven-county Brazos Valley region encouraged CCHD to expand the scope of the 2013 assessment to include all nine of the counties in RHP 17, thereby providing a comprehensive updated needs assessment to support DY3 planning and to augment the 2010 data previously used for DY2 project planning.  Since the Community Needs Assessments are the driving force behind the selection of DSRIP projects in each region, the RHP 17 Anchor Team opted to use a portion of their DY1 incentive payment to partner with CCHD on the assessment and reinvest in the regional community. Given the existing working relationships between CCHD and many RHP 17 providers, IGT entities, and other regional stakeholders, the RHP 17 leadership and key stakeholders were confident in partnering with CCHD, which has extensive expertise in conducting community health assessments and was a designated Prevention Research Center of the U.S. Centers for Disease Control and Prevention from 2004 – 2014. 
The RHP 17 Regional Health Assessment was conducted from January through June 2013, with the findings presented at a Regional Health Summit in September 2013. This population health status assessment included analysis of data collected through a household survey of over 5,200 RHP 17 residents and through community discussion groups held with more than 1,000 regional leaders, health care providers, social services organizations and local residents. A copy of the RHP 17 Regional Health Assessment Executive Summary is included as Addendum 3 to the RHP 17 Plan. Full copies of the in-depth regional assessment along with supplemental reports for each RHP 17 county can be found by visiting the CCHD website (http://cchd.us/publications/ ).
Demographics

Population/Age

Demographic information for the region was compiled from the 2010 Census.  The total population for RHP 17 in 2010 was 843,054 with Brazos and Montgomery Counties consisting of about 77% of the region’s residents.  More than half, (54%), of the region’s population lives in Montgomery County. The least populated county in the region is Madison County with 13,664 residents.  RHP 17 is approximately 6,986 square miles with a population density of 120.68 residents per square mile which is slightly higher than Texas’ population density of 95.92 residents per square mile.  The region’s population is expected to increase to 891,443 residents in 2020 and up to 1,036,029 in 2030 according to 2008 projection estimates by The Office of the State Demographer of The State of Texas as noted by the Texas Workforce Commission.1
All the counties in RHP 17 had a lower percent of their population under age 18 than Texas (27.3%).  RHP 17’s rural counties all have a higher percentage of population over the age of 65 than Texas as a whole (10.3%) in that age group, with Leon County having the highest percentage of 65+ population of 21.5%. Most of the counties in RHP 17 were close to the state’s percentages for males and females, 49.6% and 50.4% respectively, except for Grimes County, (54.5% male/ 45.5% female), Madison County (57.6% male/42.2% female), and Walker County (59% male/41% female).

Race/Ethnicity

The percentage of Texas residents that are non-Hispanic White is 45.3%, which is significantly lower than every county in RHP 17, with the non-Hispanic White population ranging from 58.5% in Madison County to 77.8% in Leon County. The remainder of RHP 17 counties’ average non-Hispanic White population is 63%. With the exception of Leon County, the rural counties had a higher percentage of African Americans than the State of Texas percentage as a whole (11.8%) with African Americans making up over one-fifth of the population in both Walker (22.5%) and Robertson (21.6%) counties.  The Hispanic or Latino population in all RHP 17 counties is less than 25%, which is significantly lower than the statewide Hispanic/Latino population percentage of 37.6%. One-fifth of the population in Brazos, Grimes, and Montgomery counties are of Hispanic/Latino origin with percentages ranging from just over 23% to slightly less than 21%. 

Income
In 2010, RHP 17 consisted of 280,917 households with median household incomes ranging from $34,259 in Walker County to $65,620 in Montgomery County. Texas’ median household income is $49,646, which is higher than every county in RHP 17 except for Montgomery County.  The per capita income in Texas in 2010 was $24,870 which is higher than seven of the nine RHP 17 counties.  Montgomery County has the highest per capita income, $31,959, while Walker County has the lowest per capita income, $13,920.  The region’s average per capita income is just under $21,000. 

In 2009, the Federal Poverty Guidelines set the Federal Poverty Level (FPL) at $10,830 for an individual and $22,050 for a family of four. In Texas, 17.1% of all residents were below the poverty line in 2009. Five of the nine RHP 17 counties had higher percentage of residents living below the poverty level ranging from 29.8% in Brazos County to 18.1% in Grimes County.  An average of 14% of persons live in poverty in Burleson, Leon and Washington counties with Montgomery County having the lowest percent (11.2% )of the population living under the FPL.  

Madison and Robertson counties had the highest percentages of persons younger than 18 years of age living in poverty across RHP 17, which were 30.2% and 29% respectively. With the exception of Montgomery County, all counties have a significantly higher percentage, (an average of nearly 25%), of persons aged 18 years and younger living under the FPL than the state average of 14.3%.

Table 3-1 provides a summary of age, race/ethnicity, and income demographics for the region.
	Table 3-1. RHP 17 Population Data (including Age, Race/Ethnicity, and Income
 


	
	Brazos
	Burleson
	Grimes
	Leon
	Madison
	Montgomery
	Robertson
	Walker
	Washington

	Total County Population (2010)
	194,851
	17,187
	26,604
	16,801
	13,664
	455,746
	16,622
	67,861
	33,718

	% RHP 17 Population (843,054)
	23.1
	2.0
	3.2
	2.0
	1.6
	54.1
	2.0
	8.0
	4.0

	     AGE

	% Less Than 18
	20.4%
	23.5%
	22.8%
	22.3%
	22%
	27.6%
	25.3%
	16.7%
	22.1%

	% Age 18-64
	72.4%
	59%
	63.4%
	56.2%
	64.1%
	62.0%
	58%
	73.0%
	59.5%

	% Age 65+
	7.2%
	17.5%
	13.8%
	21.5%
	13.9%
	10.4%
	16.7%
	10.3%
	18.4%

	     GENDER

	% Male
	50.6%
	49.5%
	54.5%
	49.9%
	57.6%
	49.6%
	49.5%
	59.0%
	49.2%

	% Female
	49.4%
	50.5%
	45.5%
	50.1%
	42.4%
	50.4%
	50.5%
	41.0%
	50.8%

	     RACE/ETHNICITY

	% White 
	73.3%
	77.9%
	73.0%
	84.9%
	67.0%
	83.5%
	67.7%
	67.1%
	74.2%

	% Black
	11%
	12.2%
	16.5%
	7.2%
	19.9%
	4.3%
	21.6%
	22.5%
	17.6%

	% American Indian/Alaska Native
	0.4
	0.6
	0.5
	0.6
	1.0
	0.7
	1.0
	0.4
	0.3

	% Asian
	5.2
	0.2
	0.2
	0.7
	0.7
	2.1
	0.8
	0.9
	1.3

	% Native Hawaiian or Others Pacific Islander
	0.1
	0
	0
	0
	0
	0
	0
	0
	0

	% Two or More Races
	2.3
	1.9
	2.2
	1.2
	1.4
	2.3
	1.5
	2.1
	1.6

	% Hispanic or Latino Origin
	23.3
	18.4
	21.2
	13.5
	19.7
	20.8
	18.0
	16.8
	13.8

	% White Not Hispanic
	59.1
	68.1
	60.6
	77.8
	58.8
	71.2
	59.1
	58.5
	66.4

	     INCOME

	Households (2010)
	66,105
	6,750
	8,366
	6,569
	3,592
	150,546
	6,232
	19,902
	12,855

	Per Capita Personal Income (2010) 
	$21,018
	$21,379
	$17,365
	$22,484
	$14,245
	$31,959
	$21,113
	$13,920
	$25,464

	Median Household Income (2010) 
	$37,898
	$43,185
	$39,429
	$40,355
	$37,207
	$65,620
	$38,393
	$34,259
	$43,159

	% Persons < 100% FPL (2009)
	29.8%
	15.6%
	18.1%
	16.9%
	25.9%
	11.2%
	20.2%
	23.2%
	14.5%

	% Persons <age 18 that are <100% FPL (2009) 
	23.7%
	22.5%
	23.9%
	25.2%
	30.2%
	15.2%
	29.0%
	24.9%
	19.4%

	Average Monthly TANF (SFY 2009) 
	110
	11
	21
	9
	10
	358
	24
	138
	148

	Average Monthly SNAP (SFY 2009) 
	15,388
	1,830
	3,094
	1,717
	1,750
	29,960
	2,671
	5,489
	3,132


Education

Total public school enrollment in 2010 for counties in RHP 17 is 145,995 with dropout rates varying by county from 0.5% in Madison County to 9.1% in Brazos County.  The dropout rate in Texas for 2010 was 7.3%.
  In RHP 17, every county had at least 76% of residents over age 25 holding a high school diploma with Montgomery County being the highest at 85.9% and Brazos County closely behind with 84.5%.  The range was larger in RHP 17 for the percentage of residents over age 25 that hold a bachelor’s degree with the lowest in Grimes County (11.3%) and the highest in Brazos County (39.3%)
.   

In RHP 17, there are a total of 35 school districts and 212 schools, including alternative and disciplinary schools.
   During the 2010-2011 school year, 62.4% of Texas children participated in the Free and Reduced Lunch Program.  Counties in RHP 17 ranged from 43.7% (Walker County) to 73.9% (Madison County) of children participating in the program.4
	Table 3-2.  RHP 17 Education Data,

	  
	Brazos
	Burleson
	Grimes
	Leon
	Madison
	Montgomery
	Robertson
	Walker
	Washington

	Total public school enrollment 
	26,780
	2,887
	4,318
	3,155
	2,605
	90,408
	3,303
	7,279
	5,260

	High school dropout rate (2010)
	9.1%
	4.8%
	4.3%
	2.5%
	0.5%
	3.0%
	3.9%
	5.4%
	1.5%

	Percent of population age 25+ w/12 or more years of education (2010)
	84.5%
	76.8%
	77.2%
	78.7%
	78.2%
	85.9%
	76.6%
	80.3%
	79.2%

	Percent of population age 25+ w/a college degree (Bachelor's Degree or higher) 
	39.3%
	10.5%
	11.3%
	12.6%
	11.5%
	29.7%
	15.8%
	17.1%
	25.8%

	Number of school districts (current)
	4
	3
	4
	5
	2
	7
	5
	3
	2

	Number of schools 

(elementary, middle, high)
	44
	10
	9
	12
	5
	100
	10
	13
	9

	Elementary
	23
	3
	4
	5
	2
	52
	3
	5
	4

	Secondary
	4
	2
	2
	0
	1
	11
	1
	2
	0

	Middle
	7
	2
	1
	3
	1
	15
	3
	2
	2

	High
	5
	2
	2
	4
	1
	12
	3
	2
	2

	Others (Alternative, Disciplinary)
	5
	1
	0
	0
	0
	10
	0
	2
	1

	% of kids with Free and Reduced Lunch program
	59.5%
	64%
	73.7%
	60.1%
	73.9%
	48.1%
	72.7%
	43.7%
	58.4%


Employment

There is a wide range of employers across RHP 17 in regards to type, size, and location. Public employers with over 1,000 employees include the Texas A&M System, (including Texas A&M University, the Texas A&M Health Science Center and System offices); Sam Houston State University; the Texas Department of Criminal Justice, and the largest local independent school districts in the region.  Another major employer in many of the communities is local government. City and county government are often the second highest public employers within a community behind local independent school districts.  The largest employers in the manufacturing sector in RHP 17 include Sanderson Farms, Blue Bell Creameries, L.P., Chicago Bridge and Iron, Huntsman Pigments, LLC, Kongsberg Automotive, and Monterrey Mushrooms. The healthcare industry is also a major regional employer, with the larger hospital systems employing 500 to over 1,000 per facility.  Even in rural communities, the critical access hospitals are one of the larger employers.

Types of companies/organizations that commonly employed the highest number of people in RHP 17 counties are manufacturing, healthcare, food/restaurant supply, retail, city and county government, and education. Information is collected differently for each county due to the fact that many of the rural communities do not collect that information on a regular basis or at all. Others communities have economic development associations and/or chambers that collect major employer data while the Texas Workforce Commission data is focused on major manufacturing employers and then data by industry sector, which does not identify specific employers. Additional information listing the top employers in RHP 17 can be found in Addendum 2.

In 2010, unemployment rates in RHP 17 ranged from a low of 6.1% (Brazos County) to a high of 8.8% (Grimes County), with two counties exceeding the State rate of 8.2% (Grimes and Robertson Counties).  

Health Coverage

Over 99,000 people (aged and disabled) in RHP 17 were enrolled in Medicare in 2010.
  In RHP 17, the total number of unduplicated Medicaid clients in 2009 was 111,704 with the range being from 2,825 in Madison County to 52,072 clients in Montgomery County.  Brazos County had 26,290 unduplicated Medicaid clients, and when combined with Montgomery County, the two represent 70% of the region’s total.  

The rates of uninsured adults were high in RHP 17 with only Brazos and Montgomery being below Texas’ rate of 26%.  The highest percentage of uninsured adults was in Madison with 38% uninsured.  In Texas, 19.5% of children 18 years and younger were without health insurance.  Madison and Leon Counties had the highest rate of uninsured children, with both around 19% with the lowest rates occurring in Brazos and Montgomery Counties at approximately 14% percent for both counties.  In addition, the State CHIP enrollment in 2010 was 7.2%.  With the exception of Grimes County which matched the state’s percentage in CHIP enrollment, all RHP 17 counties had less children participating in the CHIP program than the state of Texas as seen in Table 3-3.

	Table 3-3.  RHP 17 Insurance Coverage 

	
	Brazos
	Burleson
	Grimes
	Leon
	Madison
	Montgomery
	Robertson
	Walker
	Washington

	Medicare

	16,219
	3,308
	4,124
	4,509
	1,971
	52,080
	2,872
	7,354
	6,824

	Aged Only
	13,798
	2,824
	3,449
	3,947
	1,688
	44,397
	2,400
	6,307
	5,832

	Disabled Only
	2,421
	484
	675
	562
	283
	7,683
	472
	1,047
	992

	Unduplicated Medicaid
	49,380
	1,171
	6,617
	3,674
	2,936
	6,097
	1,023
	1,324
	40,873

	Adult Uninsured

	25.4%
	31.5%
	31.9%
	31.2%
	38.0%
	25.4%
	31.6%
	29.6%
	27.3%

	Child Uninsured4
	13.6%
	18.1%
	17.4%
	19.4%
	19.6%
	14.2%
	17.1%
	16.0%
	16.0%

	CHIP Enrollment4
	5.1%
	6.9%
	7.2%
	6.7%
	5.5%
	5.5%
	4.6%
	4.3%
	5.9%


Healthcare Infrastructure and Environment

In RHP 17, there is a substantial range of providers by type and distribution among the counties. Montgomery and Brazos Counties had the highest total amounts of providers in 2010 with 6,650 and 3,182, respectively, due to high population and hospital density in these areas.  The largest hospitals in RHP 17 are located in these two counties.  Across the region, Licensed Vocational Nurses, Registered Nurses, and EMS personnel are the most numerous out of all the types of providers.  Each county in RHP 17 has at least one of each type of provider.  RHP 17 has a total of 12,031 of the types of health providers shown in this table (Table 3.4).

	Table 3.4 RHP 17 Provider Data3

	
	Brazos
	Burleson
	Grimes
	Leon
	Madison
	Montgomery
	Robertson
	Walker
	Washington

	Direct Care Physicians
	395
	7
	14
	4
	7
	741
	2
	78
	42

	Primary Care Physicians
	180
	4
	11
	4
	6
	342
	2
	42
	19

	Physician Assistants
	41
	1
	2
	3
	2
	86
	2
	26
	6

	Registered Nurses
	1,218
	33
	53
	23
	42
	2,770
	27
	266
	199

	Licensed Vocational Nurses
	476
	43
	63
	30
	50
	854
	48
	211
	183

	Nurse Practitioners
	31
	1
	2
	1
	3
	93
	1
	5
	4

	Dentists
	77
	1
	4
	4
	3
	193
	1
	22
	14

	Pharmacists
	136
	5
	4
	7
	7
	364
	5
	72
	35

	Chiropractors
	26
	1
	2
	2
	2
	90
	1
	4
	7

	EMS Personnel 
	602
	55
	59
	63
	23
	1,117
	51
	104
	69


Hospital Sizes & Costs

There are a total of 1,622 beds in the hospitals located in RHP 17 in 2010,
 ranging from 16 beds at The Physicians Centre of Bryan to 292 beds at Conroe Regional Medical Center.  Across the region, the average number of beds per hospital is 95. These hospitals serve the residents of counties located in RHP 17 as well as those residing in surrounding areas. Uncompensated Care charges totaled $335,616,148 in RHP 17, with nearly half that amount coming from Conroe Regional Medical Center and St. Joseph Regional Health Center combined.  Uncompensated Care compared to gross patient revenue as a percentage ranged from 0.4% at Nexus Specialty Hospital to 16.1% at Grimes St. Joseph Health Center.  

Table 3-5 provides a summary of the hospitals in RHP 17, as well as their annual charges, uncompensated care, and bad debt.
	Table 3-5.  RHP 17 Hospital Data (Sizes and Costs)  

	
	City (County)
	Ownership Type
	Staffed Beds
	Bad Debt

Charges ($)
	Charity Charges ($)
	Total UC Care ($)
	Net Patient Revenue ($)
	Total Gross Pt. Revenue ($)
	UC Care % of Gross Pt. Revenue

	Burleson St. Joseph Health Center
	Caldwell (Burleson)
	NP
	25
	2,278,301
	1,054,396
	3,332,697
	10,492,664
	28,362,240
	11.8

	Christus Dubuis Hospital of Bryan
	Bryan (Brazos)
	NP
	18
	36,656
	36,611
	73,267
	5,867,074
	14,445,831
	0.5

	College Station Medical Center
	College Station (Brazos)
	FP
	141
	26,148,283
	2,026,765
	28,175,048
	136,501,266
	550,577,681
	5.1

	Conroe Regional Medical Center
	Conroe (Montgomery)
	FP
	292
	33,771,785
	51,660,300
	85,432,085
	284,074,546
	1,273,049,412
	6.7

	Grimes St. Joseph Health Center 
	Navasota (Grimes)
	NP
	18
	4,104,773
	1,014,976
	5,119,749
	14,359,653
	31,871,613
	16.1

	HealthSouth Rehabilitation Hospital
	Conroe (Montgomery)
	FP
	84
	277,692
	514,241
	791,933
	20,221,096
	30,061,816
	2.6

	Huntsville Memorial Hospital
	Huntsville (Walker)
	NP
	96
	8,466,682
	10,838,806
	19,305,488
	72,952,629
	207,249,473
	9.3

	Madison St. Joseph Health Center
	Madisonville (Madison)
	NP
	25
	4,365,644
	760,441
	5,126,085
	13,669,648
	36,208,130
	14.2

	Memorial Herrmann The Woodlands Hospital
	The Woodlands (Montgomery)
	NP
	252
	34,147,536
	9,294,343
	43,441,879
	234,285,396
	678,560,225
	6.4

	Nexus Specialty Hospital 
	Shenandoah (Montgomery)
	FP
	75
	193,146
	226,856
	420,002
	25,474,250
	96,600,117
	0.4

	Reliant Rehabilitation Hospital
	Shenandoah (Montgomery)
	FP
	60
	185,574
	380,724
	566,298
	24,006,303
	32,331,799
	1.8

	Scott & White Hospital – Brenham
	Brenham (Washington)
	NP
	51
	4,720,793
	2,125,917
	6,846,710
	26,407,165
	67,739,332
	10.1

	Solara Hospital Conroe
	Conroe (Montgomery)
	FP
	35
	381,542
	0
	381,542
	18,043,994
	66,942,491
	0.6

	St. Joseph Regional Health Center
	Bryan (Brazos)
	NP
	250
	27,188,392
	69,690,280
	96,878,672
	276,540,511
	1,167,503,120
	8.3

	St. Luke’s Lakeside Hospital
	The Woodlands (Montgomery)
	FP
	30
	1,572,050
	180,685
	1,752,735
	41,961,452
	116,222,111
	1.5

	St. Luke’s The Woodlands Hospital
	The Woodlands (Montgomery)
	NP
	154
	22,590,304
	14,472,980
	37,063,284
	162,655,312
	531,035,811
	7.0

	The Physicians Centre Hospital 
	Bryan (Brazos)
	FP
	16
	908,674
	0
	908,674
	17,064,595
	58,967,928
	1.5


Potentially Preventable Hospitalizations 
Potentially preventable hospitalizations are a burden on the health care system, especially in areas of limited resources.  Chronic diseases such as COPD and Diabetes are found in this table and account for a large percentage of the total number of potentially preventable hospitalizations in each county.  Preventable hospitalizations can be avoided by helping residents access appropriate quality care and services that will result in fewer trips to the emergency room and fewer admissions.  By developing DSRIP projects that aim to reduce emergency department visits, hospitals may be able to bring down their overall costs and use their staff and resources more efficiently.

The total cost of potentially preventable hospitalizations in RHP 17 counties for 2005-2010 was $1,529,192,432.  During the years 2006 to 2010, the region experienced a total of 41,415 potentially preventable hospitalizations. The anchor compiled only hospitalization data from 2006-2010 in order to comply with HHSC requests for data no earlier than 5 years before the waiver.  However, the cost-related data was unable to be separated by year so the amounts reflect costs during 2005-2010.

Table 3-6 summarizes potentially preventable hospitalizations.

	Table 3-6.  RHP 17 Potentially Preventable Hospitalizations 2006-2010


	
	Brazos
	Burleson
	Grimes
	Leon
	Madison
	Montgomery
	Robertson
	Walker
	Washington

	Angina
	41
	0
	10
	15
	0
	130
	0
	83
	0

	Asthma
	505
	89
	120
	100
	46
	1313
	97
	403
	41

	Bacterial Pneumonia
	1186
	367
	417
	490
	273
	4340
	252
	916
	109

	Congestive Heart Failure
	1636
	379
	503
	471
	220
	4503
	430
	1096
	266

	COPD
	766
	226
	299
	333
	147
	4173
	241
	591
	57

	Dehydration
	380
	104
	186
	80
	36
	888
	111
	163
	53

	Diabetes Short-term Complications
	292
	25
	82
	22
	26
	631
	68
	234
	7

	Diabetes Long-term Complications
	478
	118
	235
	91
	36
	328
	147
	551
	77

	Hypertension
	287
	37
	63
	55
	34
	835
	43
	275
	30

	Urinary Tract Infection
	804
	207
	281
	236
	147
	3004
	189
	610
	61

	TOTAL Hospitalizations
	6375
	1552
	2196
	1893
	965
	21233
	1578
	4922
	701

	TOTAL Hospital Charges 2005-2010
	$205,872,848
	$41,734,882
	$65,412,289
	$50,978,545
	$26,970,188
	$905,641,973
	$51,495,594
	$154,918,644
	$26,167,469


Services & Systems

At the time the waiver was being initiated in late 2011 and early 2012, St. Joseph Health System, Scott and White Healthcare, Hospital Corporation of America (HCA), St. Luke’s Episcopal Health System and Memorial Herrmann Health Care System were hospital systems that have a presence in RHP 17. However, since waiver inception, several affiliations have changed with St. Luke’s Episcopal Health System and St. Joseph Health System being acquired by Catholic Health Initiatives (CHI). Additionally, Baylor Health merged with Scott & White to for the Baylor-Scott & White Health System.  St. Joseph has hospitals and clinics in Brazos, Burleson, Grimes, and Madison Counties and clinics only in Leon, Robertson, and Washington Counties.  Baylor Scott and White Health operates a hospital and a clinic in Washington County, as well as multiple clinics in Brazos County where they have also completed a new hospital that opened in 2014. HCA has two hospitals in Montgomery County, Conroe Regional Medical Center and Kingwood Medical Center. The CHI St. Luke’s Health System is headquartered in Houston, outside of Region 17, but two of their facilities, St. Luke’s The Woodlands and St. Luke’s Lakeside, are located in Montgomery County, which is part of RHP 17. Memorial Hermann Health Care System is also headquartered in Houston but one hospital in RHP 17 is affiliated with the system, Memorial Herrmann - The Woodlands. Huntsville Memorial Hospital (HMH) in Walker County was previously affiliated with the Memorial Hermann system, but that affiliation has termed and HMH is not currently affiliated with a major hospital system. In addition to the facilities and systems listed above, new systems represented in RHP 17 include The Methodist Hospital System out of Houston and Strategic Behavioral Health out of Tennessee. Methodist is expanding operations and building a hospital facility in The Woodlands that is anticipated to open in late 2016 or early 2017, and Strategic Behavioral Health built an inpatient psychiatric hospital in Brazos County that opened in April 2014. 
Between the broad hospital system representation in RHP 17, a full continuum of care is provided including health promotion, primary care, specialty care, chronic disease management, labor and delivery, general and specialty surgery, intensive care, behavioral healthcare services, rehabilitation, emergency care, among many others.  The most comprehensive services are available through the hospital systems in Brazos and Montgomery Counties, while health care resources are less abundant in the more rural counties of RHP 17.  Broad expansion and increased integration of the services offered in the region will be essential to maintain the capacity to serve the growing population in this area of Texas.

HPSA Designations 

In Region 17, Burleson and Robertson Counties are designated as HPSAs in every category and seven counties have shortages in both primary care and mental health care, while all counties have either partial or full HPSA designations related to primary care (see Table 3.7)
. 

	Table 3-7.  RHP 17 Health Professional Shortage Area Designations

	
	Brazos
	Burleson
	Grimes
	Leon
	Madison
	Montgomery
	Robertson
	Walker
	Washington

	Primary Care
	Partial
	Yes
	Yes
	Yes
	Yes
	Partial
	Yes
	Yes
	Yes

	Dental
	Partial
	Yes
	No
	No
	No
	Partial
	Yes
	No
	No

	Mental Health
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	No
	Yes


Current DHHS-funded Initiatives

In Region 17, the following performing providers have identified Department of Health and Human Services funded initiatives being used (see Table 3.8).

	Table 3-8.  RHP 17 DHHS Funded Initiatives

	Entity
	DHHS Funded Initiative
	Brief Project Description

	College Station Medical Center
	EHR incentive payments
	Implementation of hospital EHR and/or incentive for existing EHR in accordance with HITECH/EHR federal regulations on electronic health records.

	Conroe Regional Medical Center
	EHR incentive payments 
	Implementation of hospital EHR and/or incentive for existing EHR. Conroe Regional is meeting goals as set forth by regulations on Electronic Health Records.   Will not expand with DSRIP

	Huntsville Memorial
	EHR incentive payments
	Implementation of hospital EHR and/or incentive for existing EHR in accordance with HITECH/EHR federal regulations on electronic health records. HMH is implementing a hospital EHR. 

	Huntsville Memorial
	Health professions loans and workforce development grants
	Physicians affiliated with hospital participating in these programs.

	Huntsville Memorial
	Potentially Preventable Hospitalization Grant


	The grant allows for an HMH case manager to follow-up with community members who are found to be at high risk of hypertension or diabetes and works with HMH to provide one follow-up interaction post discharge. The Community Case Worker DSRIP Project will expand upon what this employee is already doing for HMH by ensuring that some discharged patients with selected conditions are adhering to a care management plan. 

	St. Joseph Health Center
	EHR Incentive Payments 
	Implementation of hospital EHR and/or incentive for existing EHR in accordance with HITECH/EHR federal regulations on electronic health records. SJRHC expects to receive EHR incentive payments; filed for Medicaid (TMHP) EHR funds in October 2012. 

	St. Luke’s- The Woodlands
	EHR incentive payments
	Implementation of hospital EHR and/or incentive for existing EHR in accordance with HITECH/EHR federal regulations on electronic health records. St. Luke’s The Woodlands is attesting to Meaningful Use in 2013 and expects to receive EHR incentive payments over the next four years.

	Scott & White Brenham
	Health Care Innovation Awards


	[Clinic-based programs] Participating as a member site of High Value Healthcare Collaborative (HVHC) on a) initiatives to improve patient engagement for diabetes and Congestive Heart Failure management and b) improve shared decision making for preference sensitive surgical procedures.

	Scott & White Brenham
	Accountable Care Organizations (ACOs)


	Application submitted but not yet approved

	Texas A&M Health Science Center dba Texas A&M Physicians
	Others HITECH grant or payment
	The Rural and Community Health Institute is one of 62 national Regional Extension Centers (REC).  Our extension center, CentrEast, contracted with the Office of the National Coordinator, to assist 1000 priority primary care providers (PPCPS). The purpose of RECs is to work with priority primary care providers with the adoption, implementation and reaching meaningful use of electronic health records.  

ARRA Funding (Meaningful Use) for EHR Implementation

	Tri-County Services
	EHR incentive payments
	Implementation of and/or incentive for existing EHR in accordance with HITECH/EHR federal regulations on electronic health records. Tri-County is receiving Phase I Incentive Payment for an existing EHR. 

	Tri-County Services
	SAMSHA Funding
	Community Mental Health services block grant

SA-Prevention

SA - Treatment

	Tri-County Services
	Others federal funding
	Title XIX – HCS

Title XIX – TxHmL

Title XIX – ICF

Title XIX – Medicare

Title XIX – Medicaid Regular

Title XX – TANF

Medicaid Administrative Claiming

Rehabilitative Services

Case Management – IDD

Case Management – MH

PATH

HOME

SA-Prevention

SA - Treatment


Projected Changes during Waiver Period

RHP 17 is expected to continue to grow in the coming years.  The population of this region as reported in the 2010 Census is 843,054 and is expected to grow by approximately 50,000 residents to 891,4431 by 2020.  This kind of population growth can be positive economically, but can also add to the burden carried by health service providers such as clinics, local mental health authorities, and local health departments, especially when the current infrastructure is not sufficient to meet the current need. As outlined above, there are efforts currently underway to further develop in-patient psychiatric care and to expand the number of hospital beds and specialists within the region.

Health Infrastructure Development

The City of College Station (Brazos County) has been partnering with local hospitals including College Station Medical Center (The Med), St. Joseph Health System, and other stakeholders in developing a medical district in South College Station to create opportunities for the development of health care infrastructure around existing health care facilities. This area is where the new Baylor-Scott & White Hospital was built and is also where a new psychiatric hospital, Rock Prairie Behavioral Health, has also been completed and opened in April 2014 with the support of the College Station City Council and approved infrastructure improvements in the hopes that the new psychiatric hospital will provide relief for regional law enforcement, who often make mental health transports to either Austin or Houston due to lack of in-patient facilities. In addition to the economic savings to the counties and cities, patients will benefit from receiving care locally, near other supportive services.

Montgomery County hospitals are also looking to provide more care and supportive care closer to home with several of the hospitals planning for or currently working on expansion in the near future. St. Luke’s The Woodlands is expected to open a Medical Arts Center that will incorporate centers for cardiovascular care and neuroscience as well as oncology care affiliated with MD Anderson. Growth initiatives for Conroe Regional include a geriatric service program, robotic surgery, and telemedicine. Additionally, the Houston Methodist System has secured land in The Woodlands and is set to break ground in early 2015 for a new 193-bed hospital facility. 

Future Considerations

A significant consideration as we look to the future is the anticipated increase in demand and further need for improved access due to the soon-to-be erected 385-acre Exxon Mobile corporate complex being built in The Woodlands. The site will reportedly be the largest corporate complex in the world upon completion with an estimated 10,000 workers reporting there. Some of the local health systems have anticipated this, and the Exxon complex has been the catalyst for some of the new construction of facilities and planned growth in services, with some local systems reportedly in talks to establish clinics on site at the complex to provide care to the Exxon workers. 

However, despite the addition of these new facilities in Brazos and Montgomery Counties, with the anticipated population growth of the region and the already limited resources in rural areas, there will still be issues for rural community residents related to access. Transportation remains one of the top barriers, particularly for rural residents, in accessing health care in urban areas in RHP 17.  Not only is the public transportation system limited throughout the region but most connecting state highways within the region are two lane highways without shoulders, which limit the flow of traffic between rural areas and more urban areas. Travel time from rural communities to urban areas within the region range from approximately 20 minutes to over an hour.  

With the expansion of specialty care under the waiver, rural RHP residents should have access to more specialty care in their own communities through telemedicine and mobile clinics as well as the planned rural clinic in Robertson County and the set up of two new rural clinics by Huntsville Memorial Hospital in Walker County by the end of 2015. However, while there will be some expansion of services to rural communities, it will be largely related to behavioral health under the existing waiver and rural communities will have to continue to work with providers to encourage expanded primary and clinical specialty care in rural communities.

Political Impact

RHP 17 will also be affected by political changes during the waiver period, not only through state and local midterm election changes but in large part by the presidential election. Midterm elections have seen four new judges elected in RHP 17 alone. While it is too early to know what type of impact this will have on the region, it must be noted that support for many providers, both DSRIP and UC only, under the waiver are funded across the state by counties in which the Judge and four county commissioners make the determination and approve the county’s budget each year. With a change in leadership at the county level, there could be some impact on DSRIP and UC funding. Additionally, there will be a presidential election in 2016 right as the waiver is transitioning from demonstration to renewal or extension. The outcome of the 2016 election could have an impact on federal funding in general, as well as an impact on the Patient Protection and Affordable Care Act (ACA). The ACA created a pool of newly insured Americans eligible for healthcare services in 2014. To date, the State of Texas has resisted expanding Medicaid and opted to not establish a state-run health insurance exchange. The presidential election, as well as the current and future Texas legislative sessions will provide the direction we can anticipate for the region and the state. Coverage of Medicaid expansion in its relation to and potential requirement to be a condition of continued federal funding of uncompensated care pools is a key topic across the country, with many watching the results of negotiation and potential litigation between the federal government and other unexpanded Medicaid states like Florida. The outcomes of national and state level legislative sessions, these ACA-related negotiations, and the national election in 2016 will influence insurance coverage and access to care for residents of this region in ways it is too early to predict.

Key Health Challenges

Much like the United States and the State of Texas, there are health challenges present in RHP 17 that can only be addressed successfully through broad system transformation and collaboration among healthcare providers and organizations.  The challenges outlined for this region are closely related with the proposed DSRIP projects as well as the interests of our hospitals, local mental health authorities, local health departments, and other stakeholders. 

Poor access to primary care

As seen earlier in this section, there are fewer providers located in the more rural counties of RHP 17, particularly in Burleson, Leon, Madison, and Robertson Counties.  Except for nurses, these four counties have seven or fewer of all other healthcare professionals represented in the table.  Expanding primary and specialty care services is an essential component of transforming and integrating the healthcare system in RHP 17.

In many cases, providers are just not available in some areas.  In other cases, when they are available, they are not accessible due to clinic hours, scheduling processes, or full panels.  In addition to the health provider shortage in several RHP 17 counties, access to care is also influenced by health coverage; as has been illustrated in this section, a significant proportion of RHP 17 residents are uninsured.  A small number of these individuals in each county qualify for the county indigent healthcare program, which is considered the “payer of last resort”.  Medically indigent is defined as county residents that are at or below 21% of the Federal Poverty Level.  These residents use disproportionate amounts of resources from their local health care and social services providers and often lack access to care coordination and a medical home.  In RHP 17, there is a need for additional support services such as patient education and transportation services to assist these residents in navigating the healthcare system and seeking care before there is an emergency.  These types of services for indigent populations will allow for improved overall efficiency of healthcare services delivered in RHP 17.

Poor access to specialty care

Access to specialty care continues to be an issue for rural residents, especially the underinsured and uninsured.  As noted in the 2010 Brazos Valley Health Assessments, rural community discussion participants cited the lack specialty care and access to specialty care as a top community issue. This is a particular issue for rural seniors and low income residents who do not have adequate or affordable transportation options that will provide access to care in the urban areas.

One specialty that is extremely limited across the region is psychiatry which is primarily limited to local mental health authorities (LMHA) who provide care only to those at risk of serve and persistent mental disorders. The few psychiatrists not associated with an LMHA or employed by a state organization are those associated with the Texas A&M College of Medicine, a larger health system, or have their own private practice which altogether do not meet the regional demand. 

Poor access to behavioral/mental health services

RHP 17 is served by two local mental health authorities, one which covers seven of the nine RHP counties, (Mental Health Mental Retardation Authority of the Brazos Valley), and one which covers two counties plus a third in another RHP, (Tri-County Mental Health Services). The behavioral health needs of the region exceed the capacity of these organizations to provide adequate care to anyone who may need services.  This is not uncommon as mental and behavioral resources and services are often underutilized and lack the resources necessary to meet the needs. Persons experiencing symptoms of a mental health illness often are transported to emergency rooms and then to out of region psychiatric facilities or jail. There is limited crisis stabilization within the region. Crisis stabilization services would also provide an opportunity for patients to receive needed services in more appropriate settings, and allow law enforcement officers and emergency department personnel to focus on regular duties.  Adults who have not been able to avoid psychiatric hospitalization or incarceration often need skills training on managing stress, medications, and daily life successfully.  This may also include a transportation component to enable patients to see their healthcare providers or education on how to utilize the public transportation systems available in the area.  Because transportation is often a huge issue in rural counties, telepsychology programs could be a useful resource in RHP 17 to overcome this barrier. In some cases, care coordination and integration of support services is essential in assisting individuals in managing their chronic or persistent mental illnesses.

Lack of coordinated care, especially for those with multiple needs

Chronic diseases are an acknowledged health challenge in RHP 17, much like the rest of the state and country.  Many counties in the region had rates of chronic disease deaths that were similar or higher when compared to the rates for the State as a whole.  As seen in Table 3-6, chronic diseases account for many preventable hospitalizations that use a considerable amount of time and resources that should be spent on other hospital functions. The effects of chronic diseases can be controlled, reduced, or eliminated by programs that encourage people to make healthier lifestyle choices and offer appropriate chronic disease management resources.  

As these issues of poor access to services and uncoordinated care compound each other, the end result for the region is growing health disparities, particularly among those who are lower income, live in more rural areas of the region, have mental health issues or intellectual disabilities, or have multiple needs.  This drives up health care costs by increasing inappropriate use of the emergency department and potentially preventable hospital admissions.

In 2010, there were 312,612 visits to emergency departments across RHP 1711.  Non-trauma emergency room visits are one of the most costly ways to access the healthcare system and are often avoidable when residents have access to education about healthy living, adequate primary care, and prevention resources.  Individuals with intellectual and developmental disabilities (IDD) often disproportionately use the emergency room to access care and may be in need of other wrap-around behavioral health and crisis intervention services.  Appropriate identification of these individuals and tailoring services according to their needs will help to eliminate some of the burden on emergency departments.  

In addition to inappropriate ED use, many conditions that could be managed through adequate primary care go untreated, resulting in avoidable hospitalization, costing the region upwards of $1,529,192,432 in the five-year period between 2005 and 2010.  A strengthened health care delivery system with improved access and coordination of a broad range of services would truly be transformative for the health outcomes and quality of life for residents in RHP 17.

Summary of Key Community Needs

Based on the broad themes of need presented in the Community Needs Assessment, we have organized our Community Needs table into themes with specific needs identified within each theme.  Below is a table representing the community needs identified for RHP 17 that will be addressed in the five-year waiver plan.  Links to data sources are available in Addendum 3.

	Table 3-9. RHP 17 Summary of Community Needs

	Identification Number
	Brief Description of Community Needs Addressed through RHP Plans
	Data Source for Identified Need

	CN.1 Limited access to primary care.

	CN.1.1
	The ratio of RNs to population is 41% less than the state average in Walker County.
	DSHS Health Currents, 2010 Health Occupation Information

http://www.dshs.state.tx.us/chs/healthcurrents 

	CN.1.2
	Limited access to primary care in Walker County.
	HRSA Health Professional Shortage Areas

http://hpsafind.hrsa.gov/HPSASearch.aspx 

	CN.1.3
	Lack of primary care access to low income and uninsured in Montgomery County.
	Table 3-3 RHP 17 Insurance Coverage

2011 Montgomery County Health Assessment

http://www.tamhsc.edu/1115-waiver/rhp17.html 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.1.4
	Limited access to primary care or residents without a usual source of care in Washington County.
	HRSA Health Professional Shortage Areas 2010

http://hpsafind.hrsa.gov/HPSASearch.aspx 

 2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.1.5
	Limited access to primary care for uninsured residents in Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties.
	HRSA Health Professional Shortage Areas

http://hpsafind.hrsa.gov/HPSASearch.aspx 

2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html
2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.1.6
	Limited access to primary care and lack of primary care physicians in rural RHP 17 communities.
	Table 3-4 RHP 17 Provider Data

HRSA Health Professional Shortage Areas

http://hpsafind.hrsa.gov/HPSASearch.aspx 

2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html
2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.1.7
	Limited access to chronic disease management programs and services for Montgomery County indigent care population.
	2011 Montgomery County Health Assessment

http://www.tamhsc.edu/1115-waiver/rhp17.html 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.1.8
	Inappropriate utilization of ED services for primary care in Washington County.
	2010 Cooperative DSHS/AHA/THA Annual Survey of Hospitals & Hospital Tracking Database

http://www.hhsc.state.tx.us/1115-docs/10ER-reportx.pdf 

	CN.1.9
	Limited coordination of primary care and support services for residents of Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties
	2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.1.10
	Limited access to chronic disease management programs and services in all RHP 17 counties.
	2010 Brazos Valley Health Assessment
http://www.cchd.us/pages/reports.html 
DSHS Potentially Preventable Hospitalizations for Walker County

http://www.dshs.state.tx.us/ph/county.shtm
2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.1.11
	Limited access to free rapid HIV tests for at-risk minority populations living in Brazos County to expedite enrollment into treatment and supportive services.  
	Texas Department of State Health Services – Health Facts Profiles (2009) http://www.dshs.state.tx.us/chs/cfs/Texas-Health-Facts-Profiles 

	CN.2 Poor access to specialty care.

	CN.2.1
	Lack of Trauma Level I or II specialty care in RHP 17.
	2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html 

2011 Montgomery County Health Assessment

http://www.tamhsc.edu/1115-waiver/rhp17.html 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.2.2
	High mortality rate related to heart disease in Walker County.
	2011 Walker County Health Status Assessment 

Executive Summary

http://www.tamhsc.edu/1115-waiver/rhp17.html 

DSHS In-depth County Profiles 

http://www.tamhsc.edu/1115-waiver/rhp17.html 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.2.3
	Hospitalizations from long-term diabetes complications among the highest potentially preventable hospitalizations in Walker County increasing by 32% from 2009-10.
	DSHS Potentially Preventable Hospitalizations for Walker County

http://www.dshs.state.tx.us/ph/county.shtm 

	CN.2.4
	Lack of access to psychiatric care in all RHP 17 communities.
	2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html
2011 Montgomery County Health Assessment

http://www.tamhsc.edu/1115-waiver/rhp17.html 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.3  Limited access to mental health/behavioral health services

	CN.3.1
	Limited access to behavioral health counseling especially to uninsured residents in rural RHP 17 communities.
	Table 3-3 RHP 17 Insurance Coverage

HRSA Health Professional Shortage Areas

http://hpsafind.hrsa.gov/HPSASearch.aspx 
2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html
2011 Montgomery County Health Assessment

http://www.tamhsc.edu/1115-waiver/rhp17.html 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.3.2
	Limited access to crisis services in Montgomery County for serious mentally ill adults.
	HRSA Health Professional Shortage Areas

http://hpsafind.hrsa.gov/HPSASearch.aspx 

2011 Montgomery County Health Assessment

http://www.tamhsc.edu/1115-waiver/rhp17.html
2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/   

	CN.3.3
	Limited access to crisis stabilization services for low income, often below poverty level, with intellectual and developmental disabilities living in Montgomery or Walker Counties.
	Table 3-3 RHP 17 Insurance Coverage

2011 Montgomery County Health Assessment

http://www.tamhsc.edu/1115-waiver/rhp17.html 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.3.4
	Lack of access to psychiatric care for persons with non-priority psychiatric disorders in Walker and Montgomery Counties.
	HRSA Health Professional Shortage Areas

http://hpsafind.hrsa.gov/HPSASearch.aspx 

2011 Montgomery County Health Assessment

http://www.tamhsc.edu/1115-waiver/rhp17.html 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.3.5
	Limited access to crisis stabilization services for serious mentally ill adults, particularly low income and uninsured, living in Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties.
	Table 3-3 RHP 17 Insurance Coverage

HRSA Health Professional Shortage Areas

http://hpsafind.hrsa.gov/HPSASearch.aspx
2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html
2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.3.6
	Lack of access to the appropriate level of mental health services for high-risk behavioral health clients with psychiatric and physical health needs in Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties.
	HRSA Health Professional Shortage Areas

http://hpsafind.hrsa.gov/HPSASearch.aspx 

2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html
2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.3.7
	Lack of coordinated behavioral and physical health care for medically indigent behavioral health patients with co-morbidities in Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties.
	2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html
2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.3.8
	Lack of coordinated behavioral and physical health care for medically indigent behavioral health patients with co-morbidities in Montgomery and Walker Counties.
	Table 3-3 RHP 17 Insurance Coverage

2011 Montgomery County Health Assessment

http://www.tamhsc.edu/1115-waiver/rhp17.html 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.4  Lack of coordinated care for those with multiple needs

	CN.4.1
	Inconsistency in data management/lack of coordination between programs leading to duplication of services in Brazos County.
	2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html
2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.4.2
	Inconsistency in data collection and management that identifies health disparities and populations at risk in Montgomery County.
	2011 Montgomery County Health Assessment

http://www.tamhsc.edu/1115-waiver/rhp17.html
2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/   

	CN.4.3
	Limited coordination of care exists in Washington County for disparity groups having co-occurring chronic conditions and who inappropriately utilize the ED for primary care.
	2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html
2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.4.4
	Limited coordination of care and support services for indigent Montgomery County residents
	Table 3-3 RHP 17 Insurance Coverage

2011 Montgomery County Health Assessment

http://www.tamhsc.edu/1115-waiver/rhp17.html 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.4.5
	Lack of coordinated prenatal care and delivery services for high-risk, uninsured, low income recent immigrants with low health literacy in Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties
	Table 3-3 RHP 17 Insurance Coverage

2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html
2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.4.6
	Lack of coordinated care for frequent ED users post discharge
	2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html
Survey of Hospitals & Hospital Tracking Database

http://www.hhsc.state.tx.us/1115-docs/10ER-reportx.pdf 

2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  

	CN.4.7
	Limited access to coordinated clinical and supportive care services for Brazos Valley residents with end stage chronic conditions
	2010 Brazos Valley Health Assessment

http://www.cchd.us/pages/reports.html
2013 RHP 17 Regional Health Assessment

http://cchd.us/publications/  


Section IV.  Stakeholder Engagement

RHP Participants Engagement

RHP 17 has engendered broad stakeholder engagement from the beginning of the process through the rapid dissemination of information, use of a variety of media for communication, and through public meetings.  As new information became available from HHSC, the anchor team focused on interpreting those materials and putting accessible, meaningful information in the hands of stakeholders in our region as quickly as possible—typically the same day or the following day.  To reach as many people as possible, RHP 17 established a website in May 2012, http://www.tamhsc.edu/1115-waiver/rhp17.html,  that is updated frequently, sometimes daily, with new information, as well as a master email list consisting of anyone who has indicated an interest in receiving RHP updates (whether participating or not).  The first list consisted of contact information compiled for every eligible IGT entity and performing provider in the region, and additional representatives and stakeholders were added from there.  Finally, throughout the process, RHP 17 has met in public meetings, (face-to-face and via conference call), that were posted on the website in advance and information disseminated through the listserv; when appropriate, these meetings were also posted by public entities participating (i.e., counties).  

Organization of RHP 17

In HHSC’s initial regional healthcare partnership map, seven of the current RHP 17 counties were included in a 30-county region, (then referred to as Region 8), covering much of rural Central Texas. Early conversations between the stakeholders in the 30-county region resulted in a consensus to split the region into “8 East” and “8 West,” dividing the 16 western counties from those six rural counties surrounding Brazos County, which ultimately became RHP 17.  The Texas A&M Health Science Center and the Brazos Valley Council of Governments co-hosted an informational meeting about the 1115 Waiver in Bryan on February 28, 2012. Invitees included hospital representatives, the local mental health authority, the local health department, county judges and commissioners, hospital district representatives, physicians, Texas Department of State Health Services representatives, Texas A&M Health Science Center faculty from the College of Medicine and its Department of Psychiatry, Texas A&M Physicians group members, the School of Rural Public Health, the Texas A&M Department of Educational Psychology.  Meeting attendees agreed to move forward with developing a regional healthcare partnership (RHP) and asked that the Texas A&M Health Science serve as the anchor of the RHP. 

With support from the Brazos Valley Council of Governments Board and administration, RHP 17 was the first RHP to officially form in the State of Texas on March 14, 2012.  Each county commissioners’ court in the region passed a resolution to establish the RHP and each county judge signed a joint letter to the HHSC commissioner stating their intent to organize a regional health partnership designating Texas A&M Health Science Center as the anchor.  Soon after the formation of RHP 17, Montgomery County and Walker County stakeholders opted in as members of RHP 17 as well. 

RHP Engagement throughout the Four-Year Planning Process

Once the regional boundaries were finalized, the partnership met to develop an informal leadership group and discuss operational processes. The Brazos County judge agreed to chair the partnership with assistance from the Executive Director of the Montgomery County Hospital District. The anchor team would be responsible for developing meeting agendas and related materials, for notification of meetings, communication of RHP activities, and providing the RHP updates on waiver-related activities at the state level.  The full RHP met on monthly basis, often two to three times a month, through mid-August at which point the RHP asked that the anchor focus their efforts on providing technical assistance to the performing providers and completing the RHP Plan.  

In addition to the RHP meetings, public community planning meetings were held in each county of the RHP in late May and early June. The purpose of these meetings was to provide an overview of the waiver, review community health status and needs data, and to determine community priorities related to the selection of DSRIP projects.  These meetings are described more fully in the “Public Engagement” section below.

On June 7th, the anchor facilitated an RHP meeting in which the regional priorities gathered from the individual county meetings were presented to the RHP members.  With the regional priorities set, performing providers then had the direction they needed to determine which projects to pursue developing based upon potential community and IGT support. This led to a June 19th RHP meeting in which performing providers presented their project concepts so that IGT entities could begin to determine which projects they would support.  The project concept papers were posted to the RHP 17 website. Over the next couple of months, performing providers met independently with IGT entities to secure IGT commitment for DSRIP projects. The last full RHP meeting held in person prior to the final adoption, certification, and signing of the plan was on August 15th. This meeting focused on the remaining tasks of the performing providers, the IGT entities, and the anchor. From that meeting forward, the anchor and performing providers continued to work on the plan and the DSRIP projects which had garnered IGT support. During this time, the anchor communicated with the RHP via email and phone and continually updated the waiver website with information on current waiver activities. 

From mid-August forward, the RHP anchor communicated with the RHP through a minimum of biweekly emails, culminating with the completed RHP plan being distributed for RHP review and public comment and review on November 7, 2012. Throughout the months of September and October, performing providers continued to develop their DSRIP proposals, adapting their narratives as new RHP Planning Protocol updates became available.  The anchor team provided ongoing technical assistance to performing providers through formal and informal conference calls and face-to face meetings with individual providers while also communicating process and timeline updates to all performing providers via emails and the RHP 17 website. 

On November 14, 2012, the RHP held a public meeting at the Brazos Valley Council of Governments to review, sign, and certify the final RHP 17 Plan prior to submitting the plan to HHSC on November 16, 2012. 

RHP Engagement throughout the Three-Year Project Planning Process

The RHP 17 Anchor Team reviewed the process and proposed rules for adding new three-year projects for DY3 implementation, along with project planning timelines, and disseminated this information, along with updates to regional stakeholders, to facilitate the planning process in accordance with the guidelines and instruction set forth by HHSC and CMS. All HHSC communications related to three-year planning and proposals were shared with the region. Additionally, regional meetings were held along with calls facilitated and individual technical assistance meetings provided by the Anchor Team to interested stakeholders as requested. As HHSC extended deadlines or provided updates related to three-year project planning, the Anchor Team modified the RHP 17 timelines for participating stakeholders and provided updates as appropriate. We reached out again to County Medical Societies, both President and President-elects, using updated 2013 information from the Texas Medical Association to encourage participation in regional activities and remind physician groups of the opportunities to secure IGT funding and participate in this final opportunity to submit DSRIP projects during the current 1115 waiver period. 

A proposal submission and scoring process were developed in accordance with the guidelines set forth by HHSC. The proposed processes for submitting proposals, scoring submissions, and the requirements and directives related to prioritizing projects were all reviewed with and approved by consensus within the region via these face-to-face regional meetings, regional calls, and written regional communication.

The RHP 17 Anchor Team adopted the approach used by Region 1 in the initial plan submission process that was recommended and provided as a sample by HHSC and CMS. The Region 1 scoring model was based on a modified NIH grant scoring tool in which any proposed new three-year projects were scored on a scale of 1-9 based on five weighted domains: alignment with community needs (30%), transformational impact (25%), integration with other projects or partners (20%), likelihood of success (12.5%) and sustainability (12.5%). During an RHP 17 regional meeting, the information HHSC released on the proposed rule for adding new DY3 projects was reviewed, the timelines for accepting proposals and putting together the prioritized list outlined, and the proposed scoring process discussed, and as mentioned above, approved by consensus. The Anchor Team created a proposal form similar to the one used during the initial plan development process for providers to begin development of new three-year projects, while identifying pertinent information to include estimated valuation and needed IGT along with estimated QPI data, to assist regional stakeholders in understanding community needs being met by proposed projects and to also help in securing IGT funding for projects. These proposal forms were reviewed in detail and made available via our website, along with other documents necessary for planning to include community needs tables from the plan, the HHSC proposed rule, revised RHP protocols, recommended QPI metrics for each project option, etc. 

To complete scoring, RHP 17 worked in conjunction with RHP 8 to obtain volunteer scorers in each region who agreed to score the other region’s proposed three-year projects in an effort to ensure independent and unbiased review. A joint call was held between RHP 8 and RHP 17 volunteer scorers to review the process, go over the forms, and answer questions. Volunteers received the proposals and a score sheet and were given a week to return the scored proposals. An aggregate score was calculated for each proposal and the total score along with any reviewer comments were sent to each RHP 17 provider who submitted a proposal. The aggregate score was held in consideration along with whether or not a project had confirmed IGT, the identity of the IGT entity, and confirmation of community needs being met by the project as the means of determining the RHP 17 Prioritized Projects List and the priority order of the proposals submitted. Copies of the proposals and the scores were sent to the region, along with the prioritized project list for review prior to a public meeting held for regional approval of the new three-year projects for RHP 17. 

Once the RHP 17 prioritized list was submitted by the region at the end of October 2013, the RHP 17 Anchor Team immediately began working in close collaboration with performing providers who had submitted new three-year projects on full project development. Technical assistance and support have been ongoing for participating providers and IGT entities throughout the fall, with final narratives and completed milestone/metric workbooks for all projects due mid-December to the RHP 17 Anchor Team for final three-year plan modification and submission to HHSC in late December 2013. 

RHP Engagement Beyond Plan Submission

Once the initial four-year RHP plan had been submitted, the RHP held a debriefing meeting in early December 2012 to discuss how to improve upon the planning process for DY3, establish the preferred meeting schedule of key stakeholders in the region, and develop a timeline for the DY3 planning process. The region anticipated adding new projects for DY3 as allowed by the Program Funding and Mechanics Protocol.  Certain IGT entities and providers in the region had elected to wait until DY3 to further explore project participation and development for a variety of reasons, and as planning progressed and information from HHSC was made available, the anchor ensured that those IGT entities and providers had the opportunity to participate in the planning process for DY3. At the direction of the RHP leadership, the anchor organized additional planning meetings specific to the DY3 plan in addition to the regular communication of the RHP.

As with the original submission, once the three-year plan modification was formally submitted to HHSC, the RHP held a debriefing meeting in early 2014 to review HHSC feedback on new three-year projects. Any necessary revisions to three-year projects were addressed and a timeline developed to complete the required modifications, as well as advance provider implementation of the submitted three-year projects and further progress continued implementation of four-year projects. The RHP continued to diligently work to share information, review progress, and address any issues that have arisen with the three-year projects as well as with existing projects as full plan approval and modification has continued throughout DY3 into DY4. 
The Anchor Team continues to update the regional website, coordinate meetings at the regional level, as well as at the individual stakeholder level as warranted, and uses a region-wide distribution list to disseminate information between meetings. 
As has been the case throughout plan development and implementation, the Anchor Team will continue to provide less formal means of technical assistance daily to all waiver stakeholders and participants in RHP 17 via phone or email as needed. An additional means of continued engagement beyond plan submission is the implementation of an opportunity for all interested stakeholders to participate in RHP 17 learning collaborative activities as outlined below.  
RHP 17 Learning Collaborative Plan and Activities 

RHP 17 continues to work toward robust development of regional learning collaborative activities within the limitations of our smaller, more rural, Tier 4 region. The anchor and key stakeholders partner to institute regional activities to help facilitate collaborative learning and encourage more collaborative engagement and sharing by all RHP 17 stakeholders. The region began holding monthly learning collaborative calls in June 2014, with calls held the second Thursday of every month from 10-11 a.m. Following a standard format, each call focuses on an area related to quality improvement or other items of interested expressed by providers. A brief presentation by the anchor team or a volunteer innovator agents (often providers) shares experiences relevant to that month’s topic, and then the floor is opened for discussion among all participants. Topics have included PDSA cycles, an RHP 17 Project overview (get-to-know-your collaborators), Root Cause Analysis, and FMEA and Cause-Mapping among others. 
Since July 2014, the RHP 17 Anchor Team has been sending out a monthly newsletter to the region that that spotlights work in the region, celebrates success, shares upcoming event information, and details an area of focus that may be of interest to regional stakeholders. Based on feedback, in March 2015, the region switched to a bimonthly schedule for the newsletter. A learning collaborative discussion group via Google Groups ™ is also available for all interested stakeholders, who are routinely encouraged to join and participate. Stakeholders can post topics or questions to the group, and the Anchor Team also shares identified self-learning opportunities (e.g., free webinars, etc.) with group members. 

Furthermore, peer-to-peer learning opportunities with other regions are shared with regional providers and discussion group members. In partnership with our sister region, RHP 8 (also anchored by the Texas A&M Health Science Center), we may offer joint events such as lunch and learn presentations or meetings, as well as participation to providers in both regions for monthly calls and cohort groups. Several RHP 17 Providers, as well as the RHP 17 Anchor Team, attend and participate in face-to-face events hosted by Region 3 in Houston. The larger RHP 3 has a broader provider base and infrastructure, and we encourage providers to participate in RHP 3 as the regions share some patient flow between North Harris (RHP 3) and Montgomery (RHP 17) counties. Additionally, information shared with us by other Anchors across the state is forwarded on to providers to allow them to participate in larger urban areas and seek out collaborative opportunities among providers with similar projects as desired. 

In addition to these ongoing activities, RHP 17 plans to hold two semiannual face-to-face events each demonstration year. Events are generally half-day and include keynote presentations, poster presentations to spotlight regional projects, opportunities for networking, and “raise the floor” initiative cards for participants to commit to participating in regional activities and collaboration. Cards and event surveys are collected to help identify areas of interest for future learning collaborative events, to gauge cohort group interest and topics for Region 17 and interest in cohort group involvement in RHP 3 and RHP 8. 

Public Engagement

Public Meetings

As noted in the “RHP Participants Engagement” section above, a public informational meeting about the 1115 Waiver was held on February 28, 2012 at the Brazos Valley Council of Governments. Co-hosted by the Texas A&M Health Science Center and the Brazos Valley Council of Governments, this meeting offered an overview of the waiver and the opportunity for a wide variety of community stakeholders to come together to discuss the formation of a regional health care partnership.  Meeting attendees agreed to move forward with developing a regional healthcare partnership (RHP) and asked that the Texas A&M Health Science Center serve as the anchor of the RHP.  As a result of this meeting, each county discussed joining the regional healthcare partnership in a public commissioners’ court meeting and passed resolutions documenting their intent to join RHP 17 and indicating their selection of the Texas A&M Health Science Center as the RHP 17 anchor.

After the RHP officially organized the anchor and the Brazos Valley Council of Governments facilitated community planning meetings that provided an overview of the waiver, a review of community health status and needs data, and a forum to determine community priorities related to the selection of DSRIP projects.  Most of these meetings were formally posted at the respective county courthouse, and the meeting schedule was forwarded via the RHP listserv to all RHP participants. These meetings were attended by local elected officials, health care providers, community organizations, supportive health and social services organizations, and other key community leaders.  In these meetings, the anchor team reviewed assessment data from recent community health assessments as well as other secondary data that was gathered from the U.S. Census Bureau, the Department of State Health Services, the Robert Wood Johnson Foundation County Health Rankings, and other sources, as posted on the RHP 17 website, http://www.tamhsc.edu/1115-waiver/rhp17.html. Then, the anchor team facilitated a discussion with attendees asking them to rank the highest priority community concerns.  Following the priority ranking of community needs, the anchor team reviewed the current version of the DSRIP menu and asked meeting participants to rank interest in projects related to community need and based upon what they were willing to support locally. All meeting materials were posted to the RHP 17 website.  All meeting attendees were notified of the RHP listserv and the opportunity to be added the listserv in order to receive meeting notices as well as updates on RHP 17 and state waiver activities.  Additionally, the RHP website link was posted on all county planning agendas and announced during each community meeting as a timely informational resource for community members.  

We continued this open engagement throughout the three-year planning and prioritization process as well, also having providers and other key stakeholders participate in the submission and review of proposed new projects that would address updated community needs, community priorities, and health status data. Updated need and assessment data was shared for the region as part of this process, and a public meeting was held on October 16, 2013 in the Executive Conference Room of the Texas A&M University Health Science Center headquarters in Bryan. At this meeting, attendees were invited to review and approve the RHP 17 Three-Year Project Prioritized List. Regional stakeholders were able to participate telephonically or via in-person participation. 

During this meeting, a recap of the three-year project proposals submitted, the scoring process and criteria used, and the guidelines by which each project was assigned a priority ranking were outlined. The final RHP 17 priority list was then reviewed in detail and the floor open for discussion and comment by all stakeholders.

All subsequent meetings of the RHP as well as the agenda were posted prior to each meeting with related meeting materials posted to the website immediately following each meeting.  Each RHP meeting was open to the public to attend, and most meetings were held at the Brazos Valley Council of Governments in Bryan or at the Texas A&M Health Science Center in Bryan.

When requested throughout the entire planning process, anchor team representatives attended public Commissioners’ Court sessions to answer questions and provide feedback regarding the waiver.  These sessions were posted on Commissioners’ Court agendas and on the web and thus, open to the public.  County Judges and Commissioners often had questions and concerns regarding the effects the waiver may have on their County. TAMHSC provided the latest information available at the time of the meeting.  

Additionally, regional information and updates are provided to key stakeholders within the region, as well as other interested stakeholders across the state whenever requested. The Anchor Team has routinely presented updated on waiver activities within RHP 17 as part of Medicaid Regional Advisory Committee meetings, and the RHP has both “RHP 17 Waiver FAQ” and “RHP 17 Quick Facts” resources available to the public on the RHP website along with the RHP 17 Plan and regional event information. We are also working with stakeholders and community partners interested in acting as host, so that regional meetings can be taken out into the community and throughout the region at various times to continue to encourage participation and foster engagement.  

Public Comment on RHP Plan

Once the original four-year RHP Plan was drafted, it was posted for public comment between November 7th and November 12th.  To ensure broad notification of the availability of the plan for public comment, each county posted a notice through their existing mechanisms (i.e., website and paper posting at the courthouse).  Others entities were given a copy of the posting in case they also had public notice mechanisms they regularly used and the anchor issued a media advisory in case any local media outlets wanted to pick up the story. The notice of availability of the plan for public comment indicated the URL where the plan could be found, as well as how to submit public comments; a public comment form was also posted on the website and could be submitted electronically or by mail.  Because of the size of the document, it was primarily available electronically on the RHP 17 website for review but could be requested in hard copy if needed.

A similar process was followed for public comments related to the three-year RHP plan modification. Following the public meeting held on October 16, 2013, the prioritized list and proposals, previously shared with the region at large, were left open for interested stakeholders to submit comment/concerns prior to formal submission to HHSC. Comments were encouraged to be submitted via email communication and were open until the week of October 28th when the list was due to HHSC. No public comments were received, and the finalized list was submitted to HHSC by the RHP 17 Anchor Team on October 31, 2013. Additionally, the formal three-year plan modification – in which three new three-year DSRIP projects were added for the region – the plan was made available to the region at large for review and comment prior to submission on December 20, 2013. Again, no public comments were received and no public concerns were raised. Both final plan documents remain publically available on the RHP 17 website. The region also has a feature available on every page of the website that allows visitors to submit an inquiry to request copies of meeting materials, ask questions, and join the regional distribution list and discussion group. 
	Summary of RHP 17 Regional and Public 1115 Waiver Communication

	Date
	Description of Meeting/Communication with RHP 17
	Type

	2/28/12
	Waiver Informational Meeting
	Public

	3/14/12
	RHP Organizational Meeting – Formation of RHP 17 
	Public

	4/18/12
	RHP Meeting – Discussion on organization governance/operational processes
	RHP

	5/3/12
	RHP Plan Orientation Meeting – Overview of RHP Plan Components/DSRIP Project Areas (2 meetings – one held in the morning and the other in the afternoon.)
	RHP

	5/22/12
	Walker County Planning Meeting – Review of assessment data, determination of community priorities to be addressed by waiver projects
	Public

	5/22/12
	Washington County Planning Meeting – Review of assessment data, determination of community priorities to be addressed by waiver projects
	Public

	5/23/12
	Burleson County Planning Meeting – Review of assessment data, determination of community priorities to be addressed by waiver projects
	Public

	5/23/12
	Grimes County Planning Meeting – Review of assessment data, determination of community priorities to be addressed by waiver projects
	Public

	5/29/12
	Meeting with Texas A&M Physicians, Overview of RHP Plan/DSRIP Project Areas
	RHP Providers

	5/29/12
	Montgomery County Planning Meeting – Review of assessment data, determination of community priorities to be addressed by waiver projects
	Public

	5/30/12
	Brazos County Planning Meeting – Review of assessment data, determination of community priorities to be addressed by waiver projects
	Public

	6/04/12
	Madison County Planning Meeting – Review of assessment data, determination of community priorities to be addressed by waiver projects
	Public

	6/04/12
	Leon County Planning Meeting – Review of assessment data, determination of community priorities to be addressed by waiver projects
	Public

	6/05/12
	Robertson County Planning Meeting – Review of assessment data, determination of community priorities to be addressed by waiver projects
	Public

	6/07/12
	Review of Regional Priorities for DSRIP Projects/Overview of  DSRIP Proposal Process
	RHP

	6/19/12
	Discussion on Developing Projects for Common Community Priority Areas including Primary Care, Health Promotion and Disease Prevention, Telehealth, and Behavioral Health
	RHP

	6/22/12
	Meeting with potential new mental health provider to discuss waiver
	RHP

	7/11/12
	Performing Provider Proposal Presentations to IGT Providers 
	Public

	7/20/12
	Provider Meeting – Update on all Waiver related protocols, securing IGT, HHSC Planning Conference,  and RHP 17 Timeline
	RHP Providers

	7/27/12
	County IGT Meetings – Update on all Waiver related protocols, securing IGT, HHSC Planning Conference, RHP 17 Timeline, and project development status.
	IGT Entities

	7/27/12
	Provider Meeting – Discussion on merging similar proposals or revising similar proposals so that they address unique target populations
	RHP Providers

	8/15/12
	RHP Update Meeting – HHSC Planning Summit highlights, revised RHP 17 timeline and tasks, and affiliations agreements 
	RHP

	9/19/12
	Provider Meeting – Updates from HHSC Anchor Call; Q&A on Final PFM, Review latest version of planning protocol and RHP plan template
	RHP Providers

	9/28/12
	Provider Conference Call – Overview of Electronic Workbooks, final RHP Planning Protocol, and final timeline for project narrative submission and review
	RHP Providers

	10/1/12-11/12/12
	Anchor/Individual Provider Conference Calls and Meetings to Provide Technical Assistance
	RHP Providers

	11/7/12-11/12/12
	RHP Plan sent out for public review and comment
	Public

	11/14/12
	Public RHP 17 meeting held to review, sign, and certify final RHP 17 Plan
	Full RHP/Public

	12/12/12
	RHP Provider Meeting & Call (Additional Info Request – Summaries)
	RHP Providers

	1/2/2013
	RHP 17 Conference Call – HHSC Plan Feedback (Common Project Problems)
	RHP

	1/22-1/24/13
	Revised RHP 17 Plan shared with Region prior to 1/25/13 submission to HHSC
	RHP

	3/5/13
	RHP 17 Regional Meeting
	RHP

	4/25/13
	RHP 17 DY2 Reporting Meeting (Selection of April or June period)
	RHP

	4/04/13- 6/04/13
	Anchor/HHSC/Individual Provider Conference Calls and Meetings to Provide Technical Assistance for Phase 1 revisions
	RHP Providers 

	6/05/13
	RHP 17 Regional Meeting 
	RHP

	6/03 – 6/12/13
	Anchor/Individual Provider Conference Calls and Meetings to Provide Technical Assistance for Phase 3 (provider submission to HHSC)
	RHP Providers

	6/24 – 7/03/13
	Anchor/Individual Provider Conference Calls and Meetings to Provide Technical Assistance for Phase 3 revisions (Anchor submission to HHSC)
	RHP Providers

	7/09-7/20/13
	Anchor/Individual Provider Conference Calls & Mtgs to Provide Technical Assistance for Phase 2 QPI
	RHP Providers 

	9/05/13
	RHP 17 Regional Meeting & Post-Award Implementation Forum 
	Public

	9/01- 9/11/13
	Conference Calls & Mtgs to address reporting summaries/feedback/IGT support & Phase 3B (Oct) revisions 
	RHP IGT Entities & Providers 

	9/05-9/26/13
	RHP 17 Learning Collaborative discussed regionally, survey completed, plan design approved regionally
	RHP 

	9/12/13
	TAMHSC-SPH Center for Community Health Development’s 2013 RHP 17 Regional Health Summit
	RHP 

	9/17-9/26/13
	New Three-Year Project proposal submissions regionally disseminated & scoring process completed in conjunction with RHP 8 through volunteer scorers 
	RHP 

	10/01/13
	Approved RHP 17 Learning Collaborative Plan submitted to HHSC 
	RHP

	10/03/13 


	Scores for RHP 17 three-year project proposals received from RHP 18 volunteer scorers and prioritized list drafted
	RHP 

	10/16/13-10/28/13
	RHP 17 Meeting to review three-year project proposal scores & Prioritized Project List open for public comment 
	Public 

	10/14/13
	RHP 17 Regional Communication – Update to Stakeholders 
	RHP

	10/31/13
	Final Prioritized Three-Year Project List submitted to HHSC
	RHP

	11/01 – 12/16/13
	Anchor/Individual Provider Conference Calls & Mtgs to Provide Technical Assistance for Three-Year Project development and submission
	RHP Providers

	11/06/13-

11/27/13
	Anchor/Individual Provider Conference Calls and Meetings to Provide Technical Assistance for Phase 4 Revisions and Modifications 
	RHP Providers

	11/12/13
	RHP 17 Provider Meeting – Phase 4 review and technical assistance 
	RHP Providers

	12/06/13
	RHP 17 Phase 4 Revisions submitted to HHSC  
	RHP

	12/09/13
	RHP 17 Regional Communication – Update to Stakeholders 
	RHP 

	12/15/13
	RHP 17 DY2 Annual Report submitted to HHSC 
	RHP

	12/20/13
	Submission of RHP Three-Year Plan Modification to HHSC
	RHP 

	1/13/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	1/27/14-

2/4/14
	Anchor/Individual Provider Conference Calls and Meetings to Provide Technical Assistance for HHSC feedback on Phase 4 Revisions
	RHP Providers

	1/30/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	2/5/14
	Updated RHP 17 DSRIP Spotlight Projects sent to HHSC
	RHP

	2/7/14
	RHP 17 Phase 4 Response to HHSC Feedback and Updated Section I information submitted to HHSC
	RHP 

	2/10/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	2/14/14-2/26/14
	Anchor/Individual Provider Conference Calls and Meetings to Provide Technical Assistance for Feedback on Three-year Projects
	RHP Providers

	2/21/14-

3/09/14
	Anchor/Individual Provider Conference Calls and Meetings to Provide Technical Assistance for New Category 3 Selection Tools 
	RHP Providers

	2/24/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	2/28/14
	RHP 17 Three-year Project Revisions submitted to HHSC 
	RHP

	3/10/14
	Completed Category 3 Selection Tools sent to HHSC by Providers Reporting in April
	RHP Providers

	3/24/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	3/27/14
	RHP 17 DY3 Learning Collaborative Kick-off Event (face-to-face) – Texas A&M Health Science Center 
	RHP

	4/14/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	4/28/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	5/19/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	5/22/14
	RHP 17 received CMS approval of new 3-year projects
	RHP

	6/2/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	6/12/14
	RHP 17 Monthly Learning Collaborative Call – PDSA Cycles
	RHP

	6/16/14
	RHP 17 Regional Communication – Update to Stakeholders 
	RHP

	6/30/14
	RHP 17 Regional Communication – Update to Stakeholders 
	RHP

	7/1/14
	Joint Lunch & Learn Presentation (RHP 8 & RHP 17): Six Sigma
	RHP Providers

	7/10/14-8/05/14
	Anchor/Individual Provider Conference Calls and Meetings to Provide Technical Assistance for DY4-5 Change Requests (Plan Mods & Technical Changes)
	RHP Providers

	7/10/14
	RHP 17 Monthly Learning Collaborative Call – Collaborator Project Roundtable 
	RHP

	7/17/14-7/31/14
	Anchor/Individual Provider Conference Calls and Meetings to Provide Technical Assistance for Category 3 Feedback from HHSC 
	RHP Providers

	7/28/14 
	RHP 17 Medicaid/Low-Income Uninsured Percent Summary submitted to HHSC 
	RHP Providers

	8/1/14
	Updated Section 1 information submitted to HHSC 
	RHP

	8/1/14
	RHP 17 Category 3 Responses to HHSC feedback submitted by Providers to HHSC 
	RHP Providers

	8/8/14
	RHP 17 DY4-5 Change Requests submitted to HHSC 
	RHP

	8/11/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	8/12/14
	Second DY3 RHP 17 Learning Collaborative Event (face-to-face) – Annenberg Conference Center
	RHP

	8/14/14
	RHP 17 Monthly Learning Collaborative Call – Root-Cause Analysis 
	RHP

	9/05/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	9/9/14 – 9/10/14
	RHP 17 participated in HHSC’s Statewide Learning Collaborative Summit in Austin 
	RHP Providers

	9/18/14
	RHP 17 Monthly Learning Collaborative Call – FMEA and Cause Mapping
	RHP

	10/09/14
	RHP 17 Monthly Learning Collaborative Call – Protected Health Information
	RHP

	10/13/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	11/05/14
	October DY3 Reporting submitted to HHSC via Cooper Online System
	RHP Providers

	11/13/14
	RHP 17 Monthly Learning Collaborative Call – Project Communication Plans 
	RHP 

	11/19/14-

12/05/14
	Anchor/Individual Provider Conference Calls and Meetings to Provide Technical Assistance for DY4-5 Change Request Feedback 
	RHP Providers

	11/20/14
	RHP 17 Midpoint Assessment Anchor Entrance Conference  
	Anchor 

	11/26/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	11/20/14- 12/19/14
	Ongoing Midpoint Assessment of RHP 17 conducted by Myers & Stauffer
	RHP

	12/04/14
	RHP 17 Cohort Group Initial Kick-off Meetings
	RHP 

	12/09/14
	RHP 17 Response to Feedback on DY4-5 Change Requests submitted to HHSC
	RHP 

	12/15/14
	RHP 17 DY3 Annual Report submitted to HHSC 
	RHP

	12/18/14
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	1/08/15
	RHP 17 Monthly Learning Collaborative Call – Project Management Software/Tools
	RHP Providers

	1/09/15
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	01/16/15
	Responses to October DY3 Reporting Feedback submitted by Providers via Cooper Online System
	RHP Providers

	2/11/15
	RHP 17 Monthly Learning Collaborative Call – Collaborating with Community Partners (Project Unity) 
	RHP

	2/12/15
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	2/25/15
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	3/12/15
	RHP 17 Monthly Learning Collaborative Call – Cybersecurity in Health Care 
	RHP Providers

	3/12/15
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	3/25/15
	RHP 17 DY4 First Semi-Annual Learning Collaborative Event (face-to-face) – The Cannery/Faith Mission in Brenham, TX
	RHP

	4/9/15
	RHP 17 Monthly Learning Collaborative Call – Making the Case for Evidence-Based and Promising Practices
	RHP

	4/15/15
	RHP 17 Regional Meeting 
	RHP

	5/4/15
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	5/12/15
	RHP 17 Regional Communication – Update to Stakeholders
	RHP

	5/14/15
	RHP 17 Monthly Learning Collaborative Call – Practical Application of Health Informatics 
	RHP


Section V.  DSRIP Projects

RHP Plan Development

RHP 17 Requirements

RHP 17 is a Tier 4 region, which carries a minimum requirement of four projects from Categories 1 and 2 with at least two from Category 2.  In the final plan, RHP 17 has included 16 projects from Category 1 and 15 projects from Category 2; 28 of these projects were selected in Pass 1 and 3 in Pass 2.  Addendum 4 summarizes all the proposed projects considered but not selected by the RHP for Pass 1 and Pass 2 combined.

Pass 1 / Pass 2

As a smaller region, RHP 17 used a relatively simple process for Pass 1 and Pass 2 project selection.  As mentioned in Section III, each IGT entity was provided with the local and regional assessment data and asked to determine its priorities early in the process.  These priorities were communicated in public meetings, and were summarized and disseminated to eligible performing providers to inform them what IGT entities would be willing to fund.  Based on the then-current list of project areas and options, the anchor created a form, and the performing providers were asked to submit 2-page concept proposals for the IGT entities to review.  The anchor compiled the concept proposals and facilitated meetings with the IGT entities and performing providers to discuss their ideas, and they began to negotiate IGT.  As the planning protocol evolved, so did the projects.

Once the final planning protocol was approved, most of the performing providers and IGT entities had agreements in place as to what funds were available for which projects; the amount of DSRIP for the region did not approach the regional DSRIP cap.  Based on this, RHP 17 proceeded through Pass 1 focused on meeting the Pass 1 requirements and ensuring that our eligible Pass 1 providers were able to include projects that would enable them to participate in Pass 2.  RHP 17 has only one major safety net hospital and no public hospitals.  The process utilized the performing providers’ Pass 1 workbooks for information to ensure the following:

1. The region met the minimum number of projects from Categories 1 and 2;

2. The major safety net hospital participated in DSRIP in Pass 1;

3. The hospital providers’ DSRIP projects met the 5 percent allocation guideline; 

4. The local mental health centers were each represented in Pass 1 so that they could participate in Pass 2 in case they exceeded their Pass 1 allocation; and

5. The local health departments were represented in Pass 1 so that they could participate in Pass 2.

In this process, we were able to include everything in Pass 1 except for what the entities with smaller percent allocations had in excess of those allocations—one of the community mental health centers and one hospital provider.  Pass 2 then consisted of projects that would not fit under the Pass 1 allocations, as well as those from providers not eligible under Pass 1.

In order to be eligible to submit new three-year DSRIP projects, a region had to have met all of the requirements defined for Pass 1 in the Program Funding and Mechanics Protocol and been eligible to move to additional passes. As a Tier 4 region, RHP 17 carried a minimum requirement to implement four projects from Categories 1 and 2 with at least two from Category 2. In addition, any identified safety net hospital was required to implement a DSRIP project and a minimum of 5% participation among private hospitals in the region was also required. As outlined in the original RHP 17 Plan submitted in November 2012, the region met all of these Pass 1 funding requirements and submitted two projects funded through the Pass 2 process. All of these requirements continued to be met in RHP 17, thereby allowing eligible providers in the region to develop and submit new three-year projects for approval and implementation in December 2013. 

RHP 17 Goals

The overarching goal of RHP 17 is to transform the local and regional health care delivery systems to improve access to care, efficiency, and effectiveness.  Specifically, RHP 17 will address the key challenges listed above and will aim to resolve these by reaching four primary goals.  The plans for achieving those goals are outlined below under each goal:

1. Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

Providers in RHP 17 will achieve this goal by expanding the availability and capacity of primary care in the region, as well as expanding the services available through primary care providers.  In addition to expanded clinic hours, rural fellowships will allow for residents to be placed in rural areas, expand capacity at safety net clinics, mobile primary care screenings, targeting disparities groups with evidence based health promotion, disease prevention, and chronic care management, and increasing behavioral health care via telehealth and mobile clinics in rural communities.  Some of these new services will focus on managing chronic conditions, while others will focus on decreasing potentially preventable admissions/readmissions, inappropriate ED use, and/or aim to improve patient satisfaction, an indicator of quality of care.

2. Increasing the proportion of residents with a regular source of care;

        The expansion of primary care capacity in the region will provide opportunities for residents to establish a regular source of care.  Enhanced training of primary care providers will also contribute to more care capacity and better quality of care for primary care patients.  In addition to availability, new patient navigation programs will refer patients who are currently without a regular source of care to available primary care providers.

3. Increasing coordination of preventive, primary, specialty, and behavioral health care for residents, including those with multiple needs; and 

        The coordination of care in the region will better address the community needs by integrating primary and behavioral health services, integrating behavioral health services with services for the intellectually and developmentally disabled, and creating patient navigation programs to ensure residents who access more inappropriate settings of care can develop a regular source of care.

4. Reducing costs by minimizing inappropriate utilization of services.

        Given the largely rural nature of RHP 17, inappropriate utilization of services is a critical issue as many needed services simply are not available locally.  All of the activities described under Goals 1, 2 and 3 above, in theory, will reduce inappropriate utilization of the emergency department (ED), the criminal justice system and emergency medical services.  The expansion of primary care availability and accessibility, care coordination through patient navigation, targeted behavioral health services, and evidence-based health promotion/disease prevention targeting high risk and disparate populations all serve to get people into the right care at the right time.  Specific outcomes of interest include, but are not limited to, appropriate utilization of the ED and reducing the ambulatory care sensitive admission rate.

Process for Four-Year Project Selection

In the Program Funding and Mechanics Protocol, the requirements for project selection outline criteria for provider participation and that every DSRIP project should meet a specific regional need identified in the community needs assessment that is supported by data.  In addition, community stakeholders were assured and providers were directed that all projects proposed and selected should:  a.) benefit the Medicaid and indigent population in RHP 17; b.) demonstrate regional transformation, integrating with other providers where able, and c.) represent a cohesive strategy implemented across all four protocol categories. 
In RHP 17, the initial allocations were outlined for the region as a whole, and then Pass 1 allocations were given by HHSC for each hospital.  The designated percentages of the regional allocation were also calculated for named categories of providers:  academic health science centers, community mental health centers, and public health departments.  Given these allocations, RHP 17 went through the steps described above in the “Pass 1 / Pass 2” Section:

1. Prioritization of community need within each community and as a region;

2. Solicitation of project concepts based on identified priorities and the then-current DSRIP menu;

3. Presentation of project concepts by providers to IGT entities;

4. Revision of project concepts with the new and final DSRIP Planning Protocol;

5. Review of proposed projects by anchor entity to highlight any potential issues related to the fit with the Planning Protocol;

6. Review of the proposed projects by IGT entities to determine fit with local needs and priorities, as well as the scope and potential impact of each project;

7. Selection of projects to support by IGT entities; and

8. Negotiation of project specifics and amount of IGT available to support each project.

Once the IGT entities committed support to the projects they selected, the anchor conducted a cursory review to ensure that the requirements were met, which was subsequently verified through the provider and anchor workbooks.

Process for Three-Year Project Selection

In addition to adhering to all the main components used in the four-year project selection process, RHP 17 also followed the proposal submission, scoring and prioritization process for three-year projects outlined in Section II. Given the small number of Performing Providers able to secure IGT for new projects and the large remaining DSRIP allocation in RHP 17, all projects with a confirmed source of IGT support were selected for implementation and inclusion in the regional plan. 

In accordance with initial requirements for all DSRIP Projects as outlined in the Program Funding and Mechanics Protocol, each project had to meet a specific regional need identified in the community needs assessment that is supported by data.  Again as outlined above, community stakeholders were once again assured and interested providers were directed that all projects proposed and selected should: a.) benefit the Medicaid and indigent population in RHP 17 and include data related to estimated quantifiable patient impact; b.) demonstrate regional transformation, integrating with other providers where able; and c.) represent a cohesive strategy implemented across all four protocol categories as applicable. 

Category 4 Exemptions

No performing providers in RHP 17 are exempt from Category 4 reporting.

Project Valuation 

RHP 17 adopted a general five-step approach to guide project valuation across the RHP, with each provider able to determine the ultimate valuation of each project with its related IGT entity.  Once each provider had determined the content of the project, including tasks, timelines, milestones, and metrics, it was asked to consider the following steps:

1. Determine how much the project, including the Category 1/2 portion, the Category 3 portion, and where applicable the Category 4 portion, will cost to implement. 

It is critical that each provider understand the actual cost to their organization of implementing a project, to ensure feasibility of implementation, long-term sustainability, and to ensure that the valuation at least covers these costs.  When determining the actual implementation costs, several factors influence variations in costs across seemingly similar projects, including:

•
Size of the organization (existing infrastructure, resources, administrative costs);

•
Complexity of the project and project implementation;

•
Size and scope of the project;

•
Size of the target area (geography) if the project is in multiple locations or including transportation as a supporting service;

•
Size and characteristics of the target population; and

•
Resource needs for implementation and long-term sustainability.

The initial estimated project costs were suggested to include all implementation costs, including personnel, equipment/supplies, travel, training, expert consultants, subcontracts, and any administrative support costs.  This bottom line for the project gives providers a starting point for valuing their project.

2. Calculate any cost savings or costs avoided, both short- and long-term. 

Substantial variability arises from this step, as each project focuses on different target outcomes, where the cost-savings or costs avoided may be calculated in a variety of ways.  For each project, providers were encouraged to estimate additional value of the project in consideration of the following:

•
Collaboration of resources or services with other providers that reduces the costs of service delivery;

•
Cost-savings for potentially preventable admissions, readmissions, and complications;

•
Costs potentially avoided that had historically been incurred through:

· Transportation of patients to services;

· Inappropriate emergency department utilization;

· Poor prevention or chronic care management that leads to the need for acute care;

· Disability and long-term care needs resulting from lack of care;

· Unnecessary criminal justice institutionalization; and

· State mental health hospital utilization.

As a final step in estimating value, providers were asked to consider other sources of value to patients, to the health care system, and to the community—particularly those sources that are more difficult to put dollar amounts to but can be significantly impacted in the long-term.  These include:

· Overall patient and community quality of life;

· Increased stability for patients and their families;

· Reduced missed workdays and increased productivity;

· Better overall health outcomes for patients and their families; and

· Others community factors—better quality of life allows for stronger economic development, which contributes to having more resources for health and human services.

3. Determine how much IGT is available for the project.

Once the provider had an estimated amount for the entire project, including both cost and value, they were recommended to then work with their IGT entities to determine how much IGT would be available for the project by year.  This was also influenced by each provider’s DSRIP allocation in Pass 1 and Pass 2 that determined maximum amounts for projects they could propose.  There is variability among seemingly similar projects based on IGT availability, given IGT entities’ available resources and their willingness to commit them to specific projects.

4. Scale the project appropriately based on the support available.

With an understanding of the IGT available and how much incentive that may generate for a provider, given that they are able to meet their metrics, providers were encouraged to use their cost and value estimates to determine the feasible and sustainable scale of the project.  In many cases, limited IGT forced providers to reduce the scope of their projects and to select specific target areas or target populations, or limit the number of clients they could see each year.  Thus, much variability is a result of limited IGT in this RHP.

5. Once a total value determined for each project, those values divided between Category 1/2, Category 3, and Category 4 (if a hospital performing provider).

The final step in the process was for the provider to take the entire project valuation and divide it appropriately among the project component categories (1/2, 3, and if a hospital, 4), at the minimum meeting the required percentages for each category but with discretion left to the provider to determine what was appropriate for their project.

Within this valuation framework, each performing provider has the flexibility to consider factors unique to its project.  Thus, there is variability among seemingly similar projects based on aspects of the organizations, project complexity, investment needed to implement and sustain activities, target population, scope of the project, and available IGT.

 Category 1: Infrastructure Development 

· Related Category 3 Outcome Measure(s)

RHP 17 Category 1 Projects

1) Baylor Scott & White Hospital - Brenham: Project 135226205.1.1

· 135226205.3.2:  IT-9.2.a Rate of Emergency Department visits per 100,000 population

2) Brazos County Health District: Project 130982504.1.1 

· 130982504.3.1:  IT-6.2.b Visit Specific Satisfaction Instrument (VSQ-9)

· 130982504.3.500:  IT-15.17 Latent Tuberculosis Infection (LTBI) treatment rate

3) CHI St. Luke’s – The Woodlands Hospital: Project 160630301.1.1

· 160630301.3.1:  IT-2.21 Ambulatory Care Sensitive Conditions Admissions Rate 
4) CHI St. Luke’s – The Woodlands Hospital: Project 160630301.1.100

· 160630301.3.100:  IT-3.17 Risk Adjusted COPD 30-day Readmission Rate
5) Conroe Regional Medical Center: Project 020841501.1.2

· 020841501.3.2: IT-3.3 Risk Adjusted CHF 30-day Readmission Rate

6) Huntsville Memorial Hospital: Project 189791001.1.1 

· 189791001.3.1:  IT-3.8: Acute Myocardial Infarction (AMI) 30-Day readmission Rate
7) Huntsville Memorial Hospital: Project 189791001.1.100

· 189791001.3.100:  IT-1.13 Diabetes Care Foot Exam

· 189791001.3.101:  IT-1.21 Adult Body Mass Index (BMI) Assessment

· 189791001.3.102:  IT-1.23 Tobacco Use Screening and Cessation

8) Huntsville Memorial Hospital: Project 189791001.1.2

· 189791001.3.2:  IT-1.16 Hemodialysis Adequacy Clinical Performance Measure III
9) Huntsville Memorial Hospital: Project 189791001.1.3 

· 189791001.3.3:  IT-4.5 Patient Fall Rate
10) Huntsville Memorial Hospital (Pass 2 project): Project 189791001.1.4

· 189791001.3.4: IT-2.17 Uncontrolled Diabetes Admission Rate
11) Texas A&M Physicians: Project 198523601.1.1 

· 198523601.3.1:  IT-1.7 Controlling High Blood Pressure 

12) Texas A&M Physicians: Project 198523601.1.2

·  198523601.3.2:  IT-1.10 Poorly Controlled Diabetes Rates

13) Texas A&M Physicians: Project 198523601.1.4

· 198523601.3.4:  IT-11.26.e.i: Patient Health Questionnaire (PHQ-9)
Category 1: Infrastructure Development 

· Related Category 3 Outcome Measure(s)

RHP 17 Category 1 Projects, continued:

14) Tri-County Services MHMR: Project 081844501.1.1

· 081844501.3.1:  IT-11.26.e.i Patient Health Questionnaire (PHQ-9)
15) Tri-County Services MHMR: Project 081844501.1.2

· 081844501.3.2:  IT-11.26.b Aberrant Behavior Checklist (ABC)

16) Tri-County Services MHMR: Project 081844501.1.3

· 081844501.3.3:  IT-11.26.e.iii Somatic, Anxiety, and Depressive Symptoms (PHQ-SADS)

Project Summary Information

Category 1 – Project 1

Unique Project ID: 135226205.1.1
Project Option: 1.1.2
Pass: Pass 1

Provider Name/TPI: Baylor Scott & White Hospital - Brenham/135226205
Provider Information: Baylor Scott & White Hospital - Brenham is a 60-bed, trauma level III, private, non-profit hospital located in the city of Brenham in Washington County, a 603.95 square mile area with a 2010 population of approximately 33,711. This hospital is part of Scott & White Healthcare, a large integrated system. 

Intervention: Through this project, additional provider FTEs will be dedicated to service delivery at the Brenham free clinic. We will expand primary care clinic hours by expanding primary care clinic staffing. The project goal is to increase access to and utilization of primary care services at the clinic to reduce ED utilization. 
Need for the Project: There is a local perception of unused capacity for delivering more primary care services at the free clinic and an associated perception that lack of primary care was leading to unnecessary ED and hospital utilization.  The clinic was open 139 days in the past 13 months and served 697 patients (approximately 643 patients/year). From May 2011 to September 2012, the clinic saw an average of 4.42 patients/day. In a 2-week audit during February, April, May, and August, 2012, 16% of patients admitted to the hospital did not have a PCP. Addition of clinical FTEs is expected to increase the number of patients with access to primary care at the clinic for those without a PCP and those who may have trouble accessing their PCP.
Target Population: Patients who currently use the free clinic and those who present to the ED or hospital for non-urgent services who do not have a usual source of primary care. The target subpopulation of persons using services at the free clinic will be determined in DY2 of the project. 
Category 1 or 2 expected Patient Benefits: At the end of the five-year demonstration, we expect to increase primary care clinic volume of visits and evidence of improved access for patients seeking services.  The Pre-DSRIP Baseline is 662 encounters provided in DY1.  We expect to increase the number of primary care visits (encounters) by 7% over the Pre-DSRIP baseline in Year 4 (for an additional 46 encounters over Pre-DSRIP Baseline) and 5% over Year 4 rates in Year 5 (5% increase over DY4’s total of708 visits for a DY5 impact of an additional 81 encounters over Pre-DSRIP Baseline).  (Improvement Milestone 1-12). 
Category 3 Outcome(s): IT-9.2.a – Emergency Department (ED) visits per 100,000.Our goal is to reduce all-cause ED visits in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures, by a gap reduction of 5% compared to baseline in DY4 and by a gap reduction of 10% compared to baseline in DY5. Baseline rates will be established in DY3.

Title: Increasing Primary Care Provider Time at Brenham Free Clinic

RHP Project Identification Number: 135226205.1.1

Project Option: 1.1.2
Performing Provider Name/TPI #: Baylor Scott & White Hospital—Brenham/ 135226205


Project Description:  

Required Core Components: This project will expand the community (free) clinic in Brenham by adding additional provider FTEs (core component C) to extend service hours (core component B). Additional primary care space is available in adjacent space and under the control of a community partner (Core component A). A verbal agreement is in place between the performing provider and that community partner to expand space to one additional exam room if/when the primary care expansion requires that space.  In Demonstration Year 2, clinic hours will be expanded from 20 hours (currently) to at least 25 hours/week (Metric P-2.1). In Demonstration Year 3, hours will be extended further to a minimum of 35 hours/week. 

Extending hours will allow us to observe expected increases in both the number of visits (Metric I-12.1) and number of unique patients served (Metric I-12.12) in Demonstration Year 4 by 7% (for each metric) over Baseline rates established for Demonstration Year 1. In Demonstration Year 5, we will reach more patients to reach our goals for increasing the number of patient visits (Metric I-12.1) by 5% over Year 4 levels and increasing number of unique patients served (Metric I-12.2) by 5% over Year 4 levels. These expansions over baseline represent 46 additional primary care visits for low-income patients in DY4 and an additional 81 visits in DY5. We expect approximately 10% of additional patients served with be Medicaid beneficiaries and 80% will be persons with low income who are uninsured.
Goals and Relationship to Regional Goals: The overall goal of this Category 1 project is to meet individuals’ needs in ways that reduce inappropriate ED utilization [.

Project Goals:
· Increase utilization of free clinic primary care services

· Reduce inappropriate ED utilization

The project meets the following regional goals:
· Increasing the proportion of residents with a regular source of care;

· Reducing costs by minimizing inappropriate utilization of services

Challenges: We expect that meeting our metrics for increased volume of patient visits and unique patient served will require more than opening additional provider hours. To encourage individuals to access the clinic during the extended hours, we will coordinate with hospital personnel to encourage referrals to the clinic. We will also look at other outreach methods in the community to a) increase awareness of new clinic hours, and b) increase understanding of the importance of primary care services for preventing exacerbation of symptoms requiring high-intensity services like those available in the ED and hospital. 

5-Year Expected Outcome for Provider and Patients: At the end of the 5-year demonstration period, we expect to maintain a schedule of at least 35 hours of clinic service at week at the Brenham free clinic and for those extra service hours to be accessed regularly by established patients plus new patients in need of a regular source of care. This expanded capacity in the community clinic will give the hospital a referral source for patients needing a regular source of care and should contribute to reductions in inappropriate ED utilization.

Starting Point/Baseline:  No baseline has been established for utilization of ED and hospital services by patients of the free clinic. Baseline for total number of clinic visits has been established using administrative clinic data. : Baseline number of visits for Demonstration Year 1 (Oct 2011-Sept 2012) is 662 visits. Baseline for number of unique patients served in Demonstration Year 1 is 419. 

Rationale: We selected the project option because of a local perception of unused capacity for delivering more primary care services at the free clinic and an associated perception that lack of primary care was leading to unnecessary ED and hospital utilization. Increasing the number of clinic hours was a shared goal for the IGT entity and Performing Provider because both believe the increase in primary care service availability will address individuals’ needs in ways that will prevent ED utilization and hospitalization. Their expectation is consistent with data from a two-week audit during February, April, May, and August, 2012 at the Performing Provider hospital. In that audit, 16% of patients admitted to the hospital did not have a primary care provider. The addition of clinic hours will give patients without a regular provider sufficient access to ongoing primary care.

Community needs addressed:

· CN.1.4: Limited access to primary care or residents without a usual source of care in Washington County.

· CN.1.8: Inappropriate utilization of ED services for primary care in Washington County.  

How this project represents a new initiative or significantly enhances an existing delivery system reform initiative:

This is a new project that is not related to other initiatives funded by the US DHHS.

Related Category 3 Outcome Measure(s): Selected Category 3 measures include:

· IT-9.2.a
Emergency Department (ED) visits per 100,000 
Appropriate ED utilization is a measure of access to and utilization of appropriate primary health care. While not all ED visits are avoidable, it is assumed that appropriate ambulatory care could prevent the onset of this type of illness or condition, control an acute episodic illness or condition, or manage a chronic disease or condition. A disproportionately high rate of ED utilization is presumed to reflect problems in obtaining access to appropriate primary care. Increased supply of primary care providers and service hours at the free clinic is expected to address challenges obtaining appropriate primary care.

Relationship to other Projects and other Provider’s Projects: This project is closely tied to the Category 2 project submitted by the same Performing Provider (135226205.2.1). Both are designed to reduce potentially avoidable ED utilization. Primary care supply expansion from this project will be more appropriately leveraged in part through the efforts of our Category 2 project to use rapid cycle improvement to address needs leading to inappropriate service utilization. Category 4 reporting (135226205.4.1) may demonstrate impacts on potentially avoidable hospitalizations and hospital readmissions due to the impact of our Category 1 and Category 2 project on mechanisms of inappropriate utilization. There are several other primary care expansion projects taking place within RHP 17 to provide services to the underserved residents in this large rural region, though those projects will serve unique populations in other counties including Montgomery County (Project 160630301.1.1) and Brazos County and several of the smaller counties adjacent (Project 198523601.1.1). These shared projects present an opportunity for support and improvement in service areas through collaboration. 

Plan for Learning Collaborative: Scott & White Hospital – Brenham will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver/rhp17.html).
Project Valuation:  The scope of this project was determined by several factors including cost to implement the program, intangible benefit to the community in providing improve health care to residents and the potential costs saving/avoidance that could be associated with that, and then scaled appropriately to work with the availability of funds from IGT entities. Factors included were the sum of a) direct posts of program services, and project management, and b) indirect costs of participation in this waiver and of administering the program (e.g., hiring, communication, offices, personnel management, and information technology), along with potential cost savings and cost avoidance seen with appropriate utilization of services and primary care resources. 

Project Summary Information

Category 1 – Project 2

Unique Project ID: 130982504.1.1 

Project Option: 1.10.2
Pass: Pass 1

Provider Name/TPI: Brazos County Health District/130982504
Provider Information: Brazos County Health District (BCHD) is a city/county public health district (local health department) located in the city of Bryan. BCHD serves all of Brazos County, a 585.45 square mile area with a county population of 194,851 in 2010, representing an estimated 332.8 persons per square mile. BCHD is dedicated to preventing disease, protecting life, and promoting a healthy lifestyle. The health district oversees a variety of activities and services that range from providing vaccinations and sexually transmitted infections testing to doing inspections/providing permits, issuing food handler cards, tracking disease reporting, emergency preparedness and water testing, and providing health education and promotion throughout the county. Only uninsured and Medicaid patients can receive immunizations at the health department.  Any client can receive sexually transmitted disease testing, regardless of insurance status; however, the majority of clients for this clinic are uninsured. 

Intervention: Implementation of an electronic health record (EHR) system in the Brazos County Health District. 

Need for the Project: Currently, BCHD has different health record systems for the various clinics provided (paper charts and on-line systems). An EHR would consolidate information into one system.  Implementation of an EHR system would also allow staff immediate access to all client information. This would improve quality of patient care, avoid duplication of services (i.e. vaccines), and give staff the ability to share patient information more efficiently with other providers.

Target Population: The target population for this project includes all clients utilizing clinical services at BCHD.  Around 7,500 clients utilize our clinical services each year.  The project seeks to enter 3,000 unique clients into the EHR in DY3, 2,250 unique clients in DY4 and 2,250 unique clients in DY5 for a cumulative QPI impact of 7,500 clients. Approximately 52% of the clients served for immunizations are uninsured or indigent.  Insurance status is not asked of clients receiving services in the sexually transmitted infections clinic; however, it is estimated that about 50% of those clients are Medicaid eligible or indigent.

Category 1 or 2 expected Patient Benefits: This project seeks to improve the quality of care and patient satisfaction of BCHD clients.  Around 7,500 clients utilize our clinical services each year.  

Category 3 Outcome(s): IT-6.2.b Visit-Specific Satisfaction Instrument (VSQ-9)

Our goal is to improve patient satisfaction scores by 5% over baseline in DY 4 and 10% over baseline in DY5. 

IT-15.17 Latent Tuberculosis Infection (LTBI) treatment rate:  Our goal is to improve the percentage of patients with LTBI who complete a course of treatment by 5% over baseline in DY4 and 10% over baseline in DY5.  
Title of Project:  Implementation of an Electronic Health Record (EHR) system at Brazos County Health District
Unique Project ID: 130982504.1.1

Project Option: 1.10.2
Performing Provider Name/TPI: Brazos County Health District/130982504

Project Description:  Brazos County Health District proposes to implement an electronic health record system for clinical services.

Through its Community Health Services division, Brazos County Health District (BCHD) provides immunizations, testing and treatment for sexually transmitted infections, and testing and treatment for tuberculosis.  This project would be a new project that would allow implementation of an electronic health record system for clinical services at BCHD.

Currently, BCHD has different health record systems for the various clinics provided (paper charts and on-line systems).  An EHR would consolidate information into one system.  

Implementation of an EHR system would also allow staff immediate access to all client information. This would also improve quality of patient care, avoid duplication of services (i.e. vaccines), and give staff the ability to share patient information more efficiently with other providers.

There are numerous benefits of using an EHR system, including:

· Improve quality and convenience of patient care 

· Increase patient participation in their care 

· Improve accuracy of diagnoses and health outcomes 

· Improve care coordination 

· Increase practice efficiencies and cost savings
BCHD staff will use the following steps to implement an EHR system.  

1. Conduct an assessment of our needs

2. Develop an implementation plan (written plan)

3. Select an EHR system that best meets our needs (work with Brazos County Information & Technology department)

4. Conduct staff training

5. Implement EHR system

6. Evaluate/Quality Improvement

BCHD is a department of Brazos County.  The Brazos County IT department has researched systems and will request bids for an appropriate system for public health services.  BCHD will own the EHR system, but Brazos County IT will assist with maintenance.  This project would fund the purchase of both the hardware and software for the system.

Goals and Relationship to Regional Goals: The goal of the project is to improve the quality of patient care and to improve patient satisfaction by consolidating patient information into one system.

Project Goals:

· Improve quality of patient care

· Consolidate patient information into one system

Improve patient satisfaction through quality improvement
Electronic health records can improve patient quality of care by reducing errors, improving patient outcomes, and supporting the provider decision making.

Electronic health records can increase patient satisfaction through the following ways: improve communication with patients, allow providers to easily explain what was done at a visit by using EHR clinical summaries (question #6 on VSQ-9), reduce patient wait time and increase time with provider by reducing amount of paperwork (question #4 & 5),  and decrease unnecessary tests and immunizations (question #7).

Regional Goals: This project meets the regional goals of increasing coordination of preventive, primary and behavioral health care for residents, including those with multiple needs, and has the potential to help meet the goal of increasing the proportion of residents with a regular source of care. 

Challenges: There are several challenges with implementing an EHR system.  All client information will need to be consolidated into one system.  BCHD will need to determine the best system for a public health setting.  Staff will also have to learn a new system.  However, BCHD can plan ahead for these challenges and include them in the implementation plan.  

5-Year Expected Outcome for Provider and Clients: Over the 5 year project, the system would improve the quality of patient care and improve patient satisfaction scores by 10%. Also, our goal is to improve the percentage of patients with LTBI who complete a course of treatment by 10% over baseline. This project will also assist BCHD with streamlined record retention, facilitate billing for services, and enhance improvement capacity in reporting to appropriate state and federal agencies.  The project seeks to enter 3,000 unique clients into the EHR in DY3, 2,250 unique clients in DY4 and 2,250 unique clients in DY5 for a cumulative QPI impact of 7,500 clients.
Starting Point/Baseline:  Currently, BCHD has different health record systems for the various clinics provided (paper charts and on-line systems).  An EHR would consolidate information into one system.  

From January 2013 through December 2013, BCHD served the following number of clients:

· Immunization Clinic Visits:  4,600

· Sexually Transmitted Infections Clinic:  1,200

· TB Clinic Visits:  500

· TB Skin Tests:  1,200

Around 7,500 clients utilize our clinical services each year.  This will serve as an estimated baseline number of patients that will be entered into the new system.

The target population for this project includes all clients utilizing clinical services at BCHD.  The electronic health record system will be utilized for the STI clinic clients first, then TB clients, and finally the immunization clients.  Around 52% of the clients served for immunizations are uninsured or indigent.  Insurance status is not asked of clients receiving services in the sexually transmitted infections clinic, however, it is estimated that about 50% of those clients are Medicaid eligible or indigent.

Rationale: EHRs are a new initiative for BCHD.  There are numerous reasons that BCHD selected this project.

Providers that bill for Medicare and Medicaid services will be required to utilize EHRs for reimbursement as stated by the Centers for Medicare and Medicaid Services.  This project will allow us to continue to bill for Medicare and Medicaid services. EHRs can improve patient quality of care by reducing errors, improving patient outcomes, and supporting provider decision making.  

· EHRs can consolidate information into one system and improve patient satisfaction through quality improvement.

· EHRs can be a valuable tool for emergency situations.  There are numerous challenges of accessing medical records and coordinating health care information for people displaced due to a disaster. One way to ensure that health information can be accessed during an emergency is to ensure that it can be accessed during routine, non-emergency situations.  

· EHRs can also assist with disease reporting both on a local and state level.

Project Components: Through the implementation of an EHR system, BCHD proposes to meet the following project components:

Project Option: 

1.10.2: Enhance improvement capacity through technology.  

a. Training BCHD staff on process improvement strategies, methodologies and culture;


Key staff, including nurses and administrative assistants, will participate in training on the EHR system that will discuss improvement strategies and methodologies with patient satisfaction and quality improvement.  This training will also discuss an employee suggestion system that allows staff to identify and share issues aligned with process improvement.  

b. Developing an employee suggestion system that allows for the identification of issues that impact the work environment, patient care and satisfaction, efficiency and other issues aligned with continuous process improvement.  BCHD staff will meet monthly to discuss employee suggestions on the EHR system.  Key staff will identify issues with process improvement and send them to their direct supervisor via email.   BCHD supervisors will meet monthly to discuss employee suggestions on the EHR system.  

c. Designing data collection systems to collect real-time data that is used to drive continuous quality improvement.  Specific methods for data collection will be determined when the appropriate EHR system is chosen by BCHD and the Brazos County IT department.  However, patient dashboards will be reviewed monthly for continuous quality improvement.   

d. Continuous Quality Improvement:  BCHD will create a QI team made up of several staff members to look at continuous quality improvement.   This team will identify lessons learned from implementing an electronic health record system and will identify key challenges associated with expanding the system to all clinical services.  The model for improvement that will be utilized includes creating an AIM statement, determining how change will be measured, and utilizing the PDSA cycle (Plan, Do, Study, Act) to make changes.  

Project Milestones:

1. Enhance or expand the organizational infrastructure and resources to store, analyze and share the patient experience data and/or quality measures data, as well as utilize them for quality improvement.  

With an EHR system, quality measures data will be collected through patient and quality improvement dashboards.  Data will be formatted in charts and graphs to help determine meaningful and actionable conclusions.

In DY 2, BCHD will increase the number of quality measures to be collected by 3 measures.  Outcomes to measure include patient wait time, patient goal setting, and documentation of teach back methodology.  Teach back methodology will specifically be measured in the sexually transmitted infections clinic.  Part of the clinic’s patient education is teaching clients about disease prevention, protection, and how to avoid reinfection, which is currently documented in the chart.  The effectiveness of the “teach back method” will be measured by documenting the number of clients that are re-infected with chlamydia and gonorrhea during a year timeframe. Patient goal setting will specifically be measured during the sexually transmitted infections clinic.  As part of the clinic’s patient education, clients are educated on what their test results mean and when they need to call back to get those results.  The goal is for clients to call back for test results in order to get any necessary treatment.  Staff will document the number of clients that call back for their results compared to the total number of clients seen in clinics.  

In DY3, BCHD will increase the number of new quality measures being collected by 1 measure.  Outcome to measure includes creating action plans for TB clients. Action plans will be created for clients in the TB clinic for medication compliance, treatment plans and physician follow-up.  Staff will document the number of action plans created compared to the total number of clients seen in clinic. 

2. Review project data and respond to it every week with tests of new ideas, practices, tools, or solutions.  BCHD staff and providers will practice and utilize a new EHR tool every month based on weekly reviews of the EHR system.  The tools tested will be summarized quarterly.

Improvement Milestones:

1. Create a quality dashboard or scoreboard to be shared with organizational leadership and at all levels of the organization on a regular basis that includes outcome measures and patient satisfaction measures.
Specific dashboards, such as patient and quality improvement dashboards, to be shared include, % of women age 16-24 being tested for chlamydia, number of positive primary and secondary syphilis cases, number of positive gonorrhea cases, patient wait time, number of clients re-infected with gonorrhea or chlamydia, the number of clients calling back for STI results, and the number of TB clients with a client action plan. Summary of dashboard data will be shared monthly with BCHD supervisors.  

2. Demonstrated improvement in 3 selected quality measures.  

The metric that will be measured is improvement in the three following quality measures: patient wait time, patient goal setting, and teach back methodology. The goal is to have a 20% improvement in the three measures by the end of DY5.  

Unique community need identification numbers the project address:

CN.4.1 Inconsistency in data management/lack of coordination between programs leading to duplication of services in Brazos County

How the project represents a new initiative of significantly enhances an existing delivery system reform initiative: Currently, BCHD has different health record systems for the various clinics provided (paper charts and on-line systems).  An EHR would consolidate information into one system.  BCHD receives no other federal funding for implementation of an EHR system.  

Implementation of an EHR system would also allow staff immediate access to all client information. This would also improve quality of patient care, avoid duplication of services (i.e. vaccines), and give staff the ability to share patient information more efficiently with other providers.

Related Category 3 Outcome Measure(s):  

1. Outcome Domain-6: Percent improvement over baseline of patient satisfaction scores.

IT -6.2.b - Percent improvement of patient satisfaction scores using Visit Specific Satisfaction Instrument (VSQ-9) 

Patient satisfaction will be measured using the Visit Specific Questionnaire (VSQ-9). The goal of the project is to improve patient satisfaction scores by 5% in DY 4 and 10% in DY 5.

Reasons/rationale for selecting outcome measure: This outcome was selected because electronic health records can increase patient satisfaction through the following ways.  Improve communication with patients, allow providers to easily explain what was done at a visit by using EHR clinical summaries (question #6 on VSQ-9), reduce patient wait time and increase time with provider by reducing amount of paperwork (question #4 & 5),  and decrease unnecessary tests and immunizations (question #7).
2. Outcome Domain-15 Infectious Disease

IT-15.17 Latent Tuberculosis Infection (LTBI) treatment rate

BCHD will measure the percentage of patients with LTBI who complete a course of treatment.  This will be measured through the electronic health record or other administrative data.  The EHR will help with this measurement by providing alerts and reminders to the providers about a client’s treatment plan.

Relationship to other Projects, Others Performing Providers’ Projects and Plan for Learning Collaborative:  BCHD is also submitting a Category 2 project (130982504.2.1) to provide rapid HIV testing.  EHRs would help with the tracking of demographics, test results, referrals, and education provided. Additionally, while there are not any other EHR implementation projects in the region, our office works closely with a lot of the other public/county health care providers to include the local MHMR Authority. We have a lot of the same patients come through our offices as they are processed through the system. Implementation of this project is believed to have a positive impact on helping with better coordination of care for uninsured and indigent patients seen in multiple offices and will make it easier to avoid duplication of services, which will be a cost-saving measure. More importantly, this project will also help coordinate services and assist patients in getting the care and follow up they may be lacking. 

The Brazos County Health District will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver/rhp17.html).
Project Valuation:  The scope of this project was determined by several factors including cost to implement the program, intangible benefit to the community in providing improve health care to residents and the potential costs saving/avoidance that could be associated with that, and then scaled appropriately to work with the availability of funds from IGT entities. Cost factors included were EHR equipment, staff training, updates, and quality improvement tools. BCHD is working with the Brazos County IT department to determine an EHR company and system that can best meet the needs of our clients, staff, and services. Cost savings are anticipated to be realized from the reduction in duplicated services, as well as staff and patient time from review and tracking through paper records. 

Project Summary Information

Category 1 – Project 3

Unique Project ID: 160630301.1.1
Project Option: 1.1.2
Pass: Pass 1

Provider Name/TPI: CHI St. Luke’s The Woodlands Hospital/160630301
Provider Information: St. Luke’s The Woodlands Hospital, a member of the -CHI St. Luke’s Health, is a 212-private-bed, non-profit hospital located in the city of The Woodlands in Montgomery County, a 1,041.74 square mile area with a 2010 population of approximately 455,761. The hospital opened in 2003 and provides services that include pediatrics, emergency care, diagnostic imaging, surgery, intensive care, oncology, and cardiac care. St. Luke’s The Woodlands partners with other health care organizations in the Texas Medical Center to provide services and care to all patients in the area. 
Intervention: Improving/expanding access to primary care in Montgomery County though an increase in clinic hours, staffing and/or clinic space. Primary care access will be increased through additional primary care and OB/GYN staffing. 
Need for the Project: Montgomery County's health assessment identified access to primary care as a challenge/barrier to care upon surveying community leadership. Community representatives discussed that clinics seem to be operating at full capacity, with long waits in waiting rooms and appointments being booked far out. They identified a need to enhance capacity for primary care. Providing primary and preventive care will support the efforts to keep both the individual and the community healthy and avoid expensive Emergency Room visits and inpatient care.

Target Population: This project will target all pediatric and adult residents of Montgomery County. Approximately 15% of patients seen at St. Luke’s The Woodlands Hospital are either Medicaid eligible or indigent/uncompensated. In 2012, the hospital had 793 Medicaid and Medicaid Managed Care (financial class E1 and E2) newborn discharges. We expect that this population will benefit from the proposed program. Additionally, in 2012, annual emergency room visits are approximately 38,000 with Medicaid and indigent patients representing 22% of visits. Furthermore, in 2011, ExxonMobil announced the construction of their new North Houston campus. Ancillary population growth is expected from the development of this campus. Considering this target population, we expect the total patient impact, over the life of the waiver, to be approximately 10,000 patient visits (DY 2:500 patient visits, DY 3: 1,500 patients impacted, DY 4: 2,500 patients impacted and DY 5: 5,500 patients impacted). In addition, the project will develop and implement an evidence based patient satisfaction survey tool with an average of 2,000 patients expected to be surveyed each year.
Category 1 or 2 expected Patient Benefits: The project seeks to recruit and retain additional primary care providers and improve access to care as witnessed by an increase in clinic volumes. The project seeks to provide primary care appointments (or services) to an additional number of patients in DY4 based on the projects developed in DY3 and additional patients in DY5 based on projections developed in DY4. 
Category 3 Outcome(s): IT-2.21. Ambulatory Care Sensitive Conditions Admissions Rate. Our goal is to reduce the number of inpatient admissions associated with ambulatory-care sensitive conditions in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures (closing the gap between reported baseline and high performance level benchmarks by 10% in DY4 and by 20% in DY5). Baseline rates will be established in DY3.

Project Narrative 
Title of Project: Expanding Primary Care Access in Montgomery County
RHP Project Identification Number: 160630301.1.1

Project Option: 1.1.2
Performing Provider Name/TPI #: CHI St. Luke's The Woodlands Hospital (SLWH)/ 160630301

Project Description: The project seeks to expand the capacity of primary care to better accommodate the needs of the regional, growing patient population and community, as identified by the Montgomery County needs assessment, so that patients have enhanced access to primary and preventative care services, allowing them to receive the right care at the right time in the right setting. 

Challenges: The current challenge in Montgomery County, located in RHP 17, is the lack of primary care physicians in the community.  St. Luke’s The Woodlands Hospital will work to meet this challenge by recruiting and retaining primary care physicians in the community. Given our location, we will aim to recruit residents from Baylor University and University of Texas Medical Branch—Galveston. There is also significant potential for St. Luke’s The Woodlands Hospital to recruit from the Texas A&M Health Science Center Family Practice Residency Program within our region and recruit/retain primary care physicians from within their proposed Rural Fellowship program as part of 1115 activities. Our strategy may include development of residency programs and/or fellowships on campus. With appropriate primary and preventive care, the Ambulatory Care Sensitive Conditions Admission rates should decrease significantly. 

Five-year Expected Outcomes for Providers and Patients: Over the next five years, we hope that this project will contribute to increasing the access to primary care through expanded clinic space, hours and staffing.  Over the course of the project, we expect the total patient impact to be approximately 10,000 patients. The project also will develop and implement an evidence based patient satisfaction survey tool with an average of 2,000 patients expected to be surveyed each year.
Goals and Relationship to Regional Goals: The project goal would be to focus on serving the publicly-insured and underinsured patients, primarily in Montgomery County but also from other counties and areas that may be dictated by emergent patient flow, who utilize the St. Luke’s facilities and are in need of a regular source of primary care.

This project meets the following regional goals:

· Expanding the availability of and access to timely, high quality primary, specialty and behavioral health care for residents, including those with multiple needs;

· Increasing the proportion of residents with a regular source of care; and

· Reducing costs by minimizing inappropriate utilization of services. 

Starting Point/Baseline:  St. Luke's The Woodlands Hospital recruits physicians in a variety of ways including employment in CHI St. Luke’s Health Medical Group (SLMG).  -SLMG currently employs one primary care physician and two clinical support staff. The clinic currently has three exam rooms and one procedure room. The clinic is open for 40 business hours each week, 36 of which are clinical, and see an average of 250 patient visits each month. Baseline rates for patient visits will be established in DY4 (between October 2014 and September 2015) and implemented in DY5.  -SLMG is in the process of recruiting additional primary care physicians and developing a Quality Committee that will establish and monitor quality measures and use quality bonus incentives to attract and retain talent. 

Rationale:  Montgomery County is home to over 455,000 residents with 17% of people reporting to be in poor to fair health.  Many areas of the county have been federally designated as Medically Underserved Areas.  Montgomery County has seen a 55% population increase in the last 10 years. Between 2000 and 2009, Montgomery County grew faster than the city of Houston and Texas. With a rapidly growing community, healthcare services in general must expand to accommodate the demand. 

Historically, Montgomery County is underserved by primary care physicians. Much of East County has been designated as a Health Professional Shortage Area (HPSA). Lone Star Family Health Center has also received this designation for primary medical care. Furthermore, East County and Northwest County around Richards, Montgomery and Dobbin have been designated as Medically Underserved Areas for almost a decade now. Lone Star Family Health Center, the only Federally Qualified Health Center (FQHC) in the county, served almost 19,000 residents in 2009. Lone Star saw a majority of publicly-insured patients. In 2009, the four acute care hospitals in the area received just over 97,000 visits to their emergency department from Montgomery County residents. Publicly-insured patients accounted for the largest and growing proportion of ED visits (nearly 40 percent), and an even higher proportion of visits for potentially preventable conditions (nearly 50 percent). Publicly- insured ED visits were highest from Conroe, New Caney, Willis and The Woodlands. In 2012, approximately 14-15% of patients served at St. Luke’s The Woodlands Hospital are categorized as Medicaid eligible or indigent/ uncompensated care.

Montgomery County's health assessment identified access to primary care as a challenge/barrier to care upon surveying community leadership. Primary care, particularly for low income and uninsured population, was cited as a major void in the county. Community representatives discussed that clinics seem to be operating at full capacity, with long waits in waiting rooms and appointments being booked far out. They identified a need to enhance capacity for primary care. In May 2012, Sadler Clinic, a major provider of primary care in the area, declared bankruptcy. Physicians formerly employed by Sadler Clinic left the community to seek employment elsewhere. This resulted in an increase in ED visits for low levels of care and therefore an even greater need for primary care services in the area. Additional primary care providers would help to address this issue. Providing primary and preventive care will support the efforts to keep both the individual and the community healthy and avoid expensive Emergency Room visits and inpatient care. 

Required Core Project Components 

a) Expand primary care clinic space: We do not anticipate any capital projects to expand clinic space; however, clinics may expand into other locations/buildings.

b) Expand primary care clinic hours: Depending on volume, we will expand evening and/or extend weekend hours to better accommodate our patient population. 

c) Expand primary care clinic staffing: Over the course of the five year project, we will hire two additional care providers. We will also hire/train the necessary support staff to facilitate increased volumes of patients in their practices.
Unique Community Need Identification Number This Project Addresses

· CN.1.3 Lack of Primary Care Access to Low Income and Uninsured in Montgomery County 

· CN.1.6 Limited Access to Primary Care and Lack of Primary Care Physicians in Rural RHP 17 communities 

New Initiative or Significant Enhancement to Existing Delivery System Reform: This project represents a significant enhancement to an existing delivery system reform initiative by potentially transforming the way care is currently provided in Montgomery County. It has the potential to impact care from illness based to preventative based. This transformational delivery of care will result in better health outcomes, patient satisfaction, appropriate utilization and reduced cost of services. Montgomery County is experiencing unprecedented population growth. As our population grows, we have an increased need for primary care physicians in our community. Currently, St Luke’s The Woodlands Hospital has seen 2,700 additional patients in their Emergency Department for less than emergent care needs since the closing of Sadler Clinic in May 2012. This type of patient growth causes increased delays in care delivery and causes overcrowding of emergency rooms. Many of these patients would follow up with a primary care physician if properly referred. This project would transform the way care is delivered in Montgomery County.
Related Category 3 Outcome Measure(s):  IT-2.21. Ambulatory Care Sensitive Conditions Admissions Rate
With limited access to primary care services, patients may ultimately wait until they are in a more acute condition before seeking medical care. This leads to potentially avoidable admissions and costs that could have more appropriately been treated in an ambulatory setting. Measure IT-2.21 will allow us to capture our project’s effectiveness in directing and improving the appropriate utilization of healthcare services. Our ability to increase the number and access to primary care physicians should result in reduced admissions related to Ambulatory Care Sensitive Conditions as patients increasingly seek primary care rather than more expensive inpatient services.

Relationship to other Projects, Others Performing Provider’s Projects and Plan for Learning Collaborative: This project will primarily focus on serving the publicly-insured and underinsured patients, primarily in Montgomery County but also from other counties and areas that may be dictated by emergent patient flow, who utilize the St. Luke’s facilities and are in need of a regular source of primary care. Similar projects to expand primary care access throughout the largely rural RHP 17 area are being undertaken in other counties. In Montgomery County, the Public Health District is working to create a Health and Wellness Center project (Project# Pending.2.1) that could also be seen to provide some primary care services, though their specific focus is directed to targeting chronic disease management with specific relation to diabetes patients who are already receiving supplies and indigent chronic care through services offered by the hospital district but do not have any routine management or follow up. There is some potential for St. Luke’s The Woodlands to provide some support, perhaps through shared clinic space and/or staffing, as primary care training and recruitment programs like the Texas A&M Physician’s Rural Fellowship Project (Project #198523601.1.2) get more established. Such a program may need training rotation locations that the St. Luke’s expanded primary care clinics and access could provide, while St. Luke’s may see some benefit from the availability and possible retention of interested and well-trained primary care providers from the rural fellowship rotations. These are items anticipated to be explored through participation in the RHP 17 Learning Collaborative.     

St. Luke’s The Woodlands Hospital will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver/rhp17.html).
Project Valuation: The value of this project takes into account the PFM principles of size factor, project scope, populations served, community benefit, cost avoidance, addressing priority community need, and estimated local funding.  

Size Factor:  St. Luke’s The Woodlands Hospital received a DSRIP allocation representing 6.7 percent of initial DSRIP funds allocated in RHP 17.  HHSC factors used to determine initial DSRIP allocations show St. Luke’s had 1 percent of the historic UPL dollars, 14 percent of the total Medicaid claims and over 6 percent of the total HSL/Charity Care.  Regarding project size in comparison to other providers with similar projects, St. Luke’s total Medicaid claims is almost 3.5 times the size of the hospital in Brenham with 6 times more uncompensated care, which also has primary care project.  Additionally, project valuations in RHP 17 are typically smaller as the providers with DSRIP allocations up to almost $50 million have limited participation in the DSRIP pool.  

Project Scope:  This project will target all pediatric and adult residents of Montgomery County. Approximately 15% of patients seen at St. Luke’s The Woodlands Hospital are either Medicaid eligible or indigent/uncompensated. In addition, the Medicaid and indigent population represents 22% of annual emergency room visits. The hospital also had 793 Medicaid and Medicaid Managed Care (financial class E1 and E2) newborn discharges. We expect that these groups will be impacted by the proposed project. In addition, over the next few years, we expect to see ancillary population growth as a result of the construction of ExxonMobil’s North Houston campus. Over the course of the waiver, the total primary care patient impact is expected to be approximately 10,000 patient visits (DY 2:500 patient visits, DY 3: 1,500 patients impacted, DY 4: 2,500 patients impacted and DY 5: 5,500 patients impacted). The project will also develop and implement an evidence based patient satisfaction survey tool with an average of 2,000 patients expected to be surveyed each year.  In order to serve these additional clients, this project contemplates recruitment and retention of primary care physicians and staff which have fixed costs.  

Populations Served:  As primary care is a top priority in our community, all residents, children and adults, of Montgomery County will be served.  

Community Benefit:  The Montgomery County needs assessment identified the severe lack of primary care in the county as a priority.  Community benefit will increase access for all area residents and patients to primary and preventive care services.  Reducing wait times and hopefully providing more appropriate care settings for primary care.  

Cost Avoidance:  Additional considerations include the potential savings to St. Luke’s and the community tax payers through an anticipated decrease in inappropriate utilization of services, such as the St. Luke’s emergency room for non-emergency situations and routine primary medical care.  With the severe lack of primary care in the county, as identified by the Montgomery County needs assessment, it is anticipated the better long-term management of medical conditions in this population through routine and increased access to primary care will result in fewer preventable admissions to the hospital, which could also result in hundreds of thousands of dollars in avoided costs each year.  As outlined, the expansion of primary care services is expected to produce a large return on investment through the appropriate utilization of hospital services and an overall reduction in -Ambulatory Care 

Sensitive Conditions Admissions Rates.

The cost of the program such as recruiting, hiring, salaries and benefits and retention efforts account for the higher value of the program over time as services are expanded. Additionally, 

Addressing a Priority Community Need:   The Montgomery County needs assessment identified the severe lack of primary care in the county as a priority.   

Estimated Local Funding: IGT is available for the full valuation of this primary care project.  

Project Summary Information

Category 1 – Project 4

Unique Project ID: 160630301.1.100 

Project Option: 1.3.1
Pass: Pass 4 (new three-year projects)

Provider Name/TPI: CHI St. Luke’s The Woodlands Hospital / 160630301
Provider Information: CHI St. Luke’s The Woodlands Hospital (SLWH), a member of the Catholic Health Initiatives (CHI) St. Luke’s Health System, and is a -212 bed, non-profit hospital located in the city of The Woodlands in Montgomery County, a 1,041.74 square mile area with a 2010 population of 455,761. The hospital opened in 2003 and provides pediatric, geriatric, diagnostic testing, surgery, intensive care, oncology, emergency and cardiac services. SLWH partners with other Texas Medical Center organizations to provide care to all area patients.

Intervention: This project seeks to implement a disease management registry for one or more patient populations diagnosed with selected chronic diseases. A multidisciplinary team will use the registry to continuously identify, track, and evaluate high-risk patients that are non-complaint or in need of testing, education, and follow up. Registry data will be leveraged to develop and implement cost-effective, evidence-based chronic disease management programs.
Need for the Project: The 2011 Montgomery County Community Health Assessment revealed that the county lacked chronic disease management systems and identified the effective use of health information technology (HIT) as a primary recommendation for improving quality of care. Community leaders discussed cost savings and improved coordination that could result from better connecting residents to resources and avoiding duplicative care. The registry will be used to identify high risk patients and provide targeted, coordinated care that may result in reduced emergency department (ED) visits and admissions related to chronic diseases.

Target Population: This project will target adult residents of Montgomery County with chronic conditions. The Montgomery County Community Health Assessment revealed that chronic conditions disproportionately impact low-income, Medicaid-eligible population. Medicaid eligible or indigent/uncompensated patients account for approximately 15% of all SLWH patient visits and approximately 22% of all ED visits. 

Category 1 or 2 expected Patient Benefits: This project will be one of the first regional efforts to leverage HIT to improve care delivery. Patients with chronic diseases that may have otherwise forgone or pursued expensive acute care will be targeted to engage in cost-effective, evidence-based disease management. Care will become more coordinated as high-risk patients are identified and offered educational and community resources for disease management. Approximately 2,000 patients will be impacted over the course of the project (DY 3: 100 patients, DY 4: 400 patients, DY 5: 1,500 patients). In DY3, DY4 & DY5, the quantifiable patient impact (QPI) will be measured by I-15.2 – Number of patients entered into the practice registry.  Each year, we aim to increase both the number and percent of chronic disease patients managed in the registry 

Category 3 Outcome(s): IT-3.17 Risk Adjusted COPD 30-day Readmission Rate.   The project’s focus on population health management will result in reduced readmissions and potentially preventable admissions for patients suffering from chronic diseases. SLWH seeks to reduce COPD readmission rates in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures (closing the gap between reported baseline and high performance level benchmarks by 10% in DY4 and by 20% in DY5). Baseline rates will be established in DY3.
Project Narrative
Category: 1
Project Area and Option: 1.3.1
Title of Project:  Implementing a Chronic Disease Management Registry 

RHP Project Identification Number: 160630301.1.100

Performing Provider Name:  St. Luke’s The Woodlands Hospital  
Performing Provider TPI #: 160630301 
Project Description:  The project seeks to implement a disease management registry that will address the needs of the growing regional population and community, as identified by the 2011 Montgomery County Community Health Assessment. 

SLWH will develop and implement a disease registry that will be used to identify, track, and stratify patients with selected chronic disease(s) into risk categories. A multidisciplinary team will use registry data to create targeted, evidence-based interventions for patients with the highest needs. SLWH’s ultimate project goal is to identify the highest risk patients and develop specific follow up practices that ensure patients who may have otherwise pursued more costly interventions seek the right care at the right time in the right setting. We anticipate that by increasing the number of patients engaged in effective, low-cost disease management programs, we will be able to reduce chronic disease readmissions and potentially preventable admissions over the three year project demonstration.
Challenges: Given that SLWH does not currently have a chronic disease registry, the hospital will leverage its partnerships with sister hospitals within Catholic Health Initiatives (CHI), of which SLWH is a member. Many CHI hospitals across the country have implemented chronic disease registries and associated disease management programs. SLWH will work collaboratively with these hospitals to understand common challenges associated with such a project and build a program that is based on best practices.  Additionally, SLWH will pursue a transitional registry that grows more sophisticated and robust in its reporting capacity each year. 

Three-year Expected Outcomes for Providers and Patients: Over the next three years, our project will help to ensure that patients suffering from chronic diseases receive timely, cost-effective, evidence-based interventions. We anticipate that there will be increased patient adherence to disease management programs and recommendations as registry participants are tracked and followed up with by a multidisciplinary team of providers. Over time, patients will be able to avoid high-cost acute care by engaging in disease-management programs. Medicaid and indigent patients that may have otherwise relied on the emergency department (ED) for care will benefit from enhanced education and access to disease management care plans. Providers will benefit from improved processes for identifying and providing specialized treatments for high-risk patients.

Goals and Relationship to Regional Goals: The project goal is to identify, track, and create coordinated care pathways for chronic disease patients from Montgomery and neighboring counties. We will stratify patients into risk categories and target interventions towards patients with the highest needs. The registry will prompt providers to conduct appropriate assessments and deliver condition-specific care. Additionally, providers will be able to identify patients who are not meeting care management plans. By tracking key patient indicators, the registry will assist providers in reaching out to patients with gaps in their care, thereby preventing complications and costly care interventions.

This project meets the following regional goals:

· Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, and

· Reducing costs by minimizing inappropriate utilization of services. 

Starting Point/Baseline:  Currently, SLWH does not have a chronic disease registry nor a trained team to manage a registry and create targeted interventions. Thus, the hospital lacks a process for identifying high-risk patients and tracking patient adherence to recommended treatments.  Medicaid and indigent patients suffering from chronic disease overwhelmingly rely on the ED to address their chronic care needs. Over the course of the project, SLWH will implement a disease registry and develop a multidisciplinary team that will assist in the appropriate utilization of healthcare services. 
Quantifiable Patient Impact: SLWH will use HHSC’s recommended QPI (individuals impacted) for this project. Each year we will seek to increase the number of patients that are entered, tracked, and engaged in the registry and disease management interventions. Over the course of the project, we expect the total patient impact to be approximately 2,000 unique patients entered, tracked, and managed through the registry (100 in DY3, 400 in DY4, and 1,500 in DY5 for a cumulative total of 2000 unique patients for DY3, DY4 & DY5). In DY3, QPI will be measured by Milestone P-2, allowing us to establish a baseline percent of chronic disease patients in the registry. Each year, we aim to increase both the number and percent of chronic disease patients managed in the registry, as measured by Metric I-15.2 Number of unique patients entered in the practice registry.
Rationale: Montgomery County is home to over 455,000 individuals, with 17% of residents reporting to be in poor to fair health.  Montgomery County has seen a 55% population increase in the last 10 years. Between 2000 and 2009, Montgomery County grew faster than the city of Houston and the state of Texas. With a rapidly growing community, it is becoming increasingly important for providers to create coordinated care pathways for high-risk, and potentially high-cost, patients. 

To date, healthcare providers in Montgomery County have not leveraged available electronic systems to manage population health needs. A leading recommendation in the 2011 Montgomery County Community Health Assessment was for providers to use information technology to improve clinical and community care coordination. Community representatives discussed the potential cost savings and improved coordination that could result from better connecting residents to resources and avoiding duplicative care efforts. Without the appropriate technology infrastructure, patients currently “fall through the cracks” as providers are limited in their ability to identify and track high-risk patients that may need additional attention and tailored interventions. 
The Montgomery County Community Health Assessment revealed that chronic conditions disproportionately impact low-income, Medicaid-eligible population. The same assessment revealed that the four acute care hospitals in the area received just over 97,000 ED visits from Montgomery County residents. Publicly-insured patients accounted for the largest and growing proportion of ED visits (nearly 40%), and an even higher proportion of visits for potentially preventable conditions (nearly 50%), including complications associated with chronic diseases. Publicly-insured ED visits were highest from the cities of Conroe, New Caney, Willis and The Woodlands. In 2012, approximately 15% of SLWH patients were categorized as Medicaid eligible or indigent/ uncompensated care. Medicaid and indigent patients accounted for nearly 22% of all SLWH ED visits.

The county lacks programs and services that target chronic disease management, especially for indigent populations. The 2013 RHP 17 Regional Health Assessment revealed that only 8% of patients with chronic conditions have ever been referred to a chronic disease management program. This indicates that patients are either forgoing or seeking more costly care at a later time. SLWH will address these challenges by implementing a disease management registry that will be used to identify, track, and assist in creating targeted interventions for high risk patients.
SLWH seeks to address regional needs and health system goals by focusing on effective, lower-cost population health management versus high-cost acute care. 

Selection of Milestones and Metrics: During the first year of this project, the Hospital will identify chronic disease(s) for inclusion in a registry, train a multidisciplinary team, and develop and implement a chronic disease registry system. SLWH will select the patient population(s) targeted for inclusion in the chronic disease registry and associated programs based on an analysis of hospital and regional data, including the prevalence of disease in Montgomery County and hospital "frequent fliers." Patients with a primary or secondary diagnosis of the targeted chronic disease(s) will be entered into the registry. The Hospital will increase the number of patients entered into the registry each year.

Also during the first year, the Hospital will train and/or hire a multidisciplinary team to monitor, contact, and educate patients on disease management. As the registry is further developed, the team will eventually be alerted by clinician prompts and reminders to proactively care for these high need patients. Over time, the multidisciplinary team will use registry data to develop and implement targeted evidence-based interventions. In the second and third years of the project, additional providers will be trained and engaged in the use of the registry and its associated programs. Continuous patient monitoring and targeted interventions are strategies that may be applied to broader patient populations across the St. Luke’s Health System.

Unique Community Need Identification Number This Project Addresses: 

· CN.1.7 Limited access to chronic disease management programs and services for Montgomery County indigent care population.

· CN.1.10 Limited access to chronic disease management programs and services in all RHP 17 counties. 

New Initiative or Significant Enhancement to Existing Delivery System Reform: This project represents a new initiative for the hospital and region that has the potential to transform care delivery in Montgomery County, particularly for Medicaid and indigent populations relying on the ED as their source for chronic disease management. This project will mark one of the first regional efforts to leverage electronic health information to improve the care delivery system. Patients with chronic diseases that may have otherwise forgone or pursued expensive acute care will now be targeted to engage in cost-effective, evidence-based disease management programs. Care will become more coordinated as high-risk patients are identified, followed up with regarding adherence to prescribed treatments, and offered educational and community resources for disease management. 

This transformational delivery of care will result in improved health outcomes, appropriate utilization and reduced cost of services. Montgomery County is experiencing unprecedented population growth. As our population grows, it is increasingly important that providers better coordinate care in an effort to maximize limited healthcare resources. 
Project Core Components: SLWH will fulfill all required project core components over the life of the grant.

a) Enter patient data into unique chronic disease registry. Based on information entered into electronic medical records during hospital and outpatient encounters, patients with targeted chronic diseases will be identified and entered into SLWH’s electronic chronic disease registry system.

b) Use registry data to proactively contact, educate, and track patients by disease status, risk status, self-management status, community and family need. A multidisciplinary team will run reports using the chronic disease registry system that will identify the highest risk patients based on multiple comorbid conditions, frequent readmissions, or other criteria. Patients that are identified as high risk will be contacted by the multidisciplinary team for follow up regarding patient adherence to recommended interventions. Follow up may also include discussions regarding obstacles to receiving suggested care and education regarding available community resources. These interactions with patients will be recorded within the patient’s record. 

c) Use registry reports to develop and implement targeted QI plans. The chronic disease management team will use registry information to identify potential gaps in patient care as a roadmap for targeted quality improvement projects. The team will work with hospital leadership to identify and plan Quality Improvement projects. 

d) Conduct quality improvement for project using methods such as rapid cycle improvement. Activities may include, but are not limited to, identifying project impacts, identifying “lessons learned,” opportunities to scale all or part of the project to a broader patient population, and identifying key challenges associated with expansion of the project, including special considerations for safety-net populations. Hospital leadership will continuously monitor of the chronic disease registry and targeted disease management interventions. At a minimum, Quality Improvement projects will be completed annually and reported out to hospital executives.

Customizable Process or Improvement Milestones: N/A

Related Category 3 Outcome Measure(s): IT-3.17 Risk Adjusted COPD 30-day Readmission Rate.  Over the life of the waiver, SLWH aims to reduce 30-day -COPD readmission rates. Patients with chronic diseases, including -COPD, receive services in urgent and emergency care settings for issues that could be managed in a more coordinated manner if provided with appropriate chronic disease management resources, education, and follow up. This trend is especially pervasive for Medicaid and indigent individuals suffering from chronic diseases. Our Category 1 project will help in identifying chronic disease patients that are “frequent fliers” in our ED, as well as patients that are at risk for readmission due to gaps in their care. These patients will be tracked, educated, and offered hospital and community resources related to chronic disease management. Medicaid and indigent populations suffering from -COPD will no longer have to rely on the ED as a regular source of care as they will be educated and linked to resources. These efforts will result in improved health outcomes, appropriate utilization, and reduced cost of services for patients suffering from chronic diseases, including -COPD. 

Relationship to other Projects: The implementation of a chronic disease registry and evidence-based disease management programs will bolster other regional initiatives related to enhancing preventative and population health efforts. The implementation of a chronic disease registry will provide new primary care providers added to the hospital through SLWH’s existing project 160630301.1.1: Expanding Primary Care Access in Montgomery County, with tools to identify and better manage patients with chronic disease. Offering chronic disease registry tools to primary care providers will assist in panel and population health management by focusing on preventative care.  Additionally, there may be opportunities for collaborative learning and/or cross-coordination of community referral sources with other evidence based program initiatives in RHP 17 such as Texas A&M Physician’s evidence based program exchange project (198523601.2.2) or opportunity for the SLWH registry effort to identify and refer patients to programmatic efforts such as Montgomery County Public Health Districts health and wellness center project (311035501.2.1) or patient navigation project (311035501.2.2) to assist Medicaid and low-income/uninsured patients with chronic conditions in accessing needed services that can further bolster management of their chronic conditions and overall health. 

Plan for Learning Collaborative: SLWH will participate in an RHP 17 learning collaborative that meets at least semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. Participation in these learning collaborative meeting events, as well individual training opportunities, regional spotlights and routine collaborative communications in the region, will allow SLWH to work with other providers within this specific project area or with similar targeted outcomes in an effort to share what we are doing, what we are learning, and how we might all leverage this shared information to continually improve and benefit the projects.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website hosted by the anchor (www.tamhsc.edu/1115-waiver).  In addition, opportunities may exist and will be explored for SLWH to interact with providers in other RHPs who may have a registry project and or/chronic disease management focus to expand learning and quality improvement opportunities. Additionally, SLWH looks forward to participating in HHSC’s statewide learning collaborative as opportunities arise. 

Project Valuation:  The value of this project takes into account the principles of size, project scope, populations served, community benefit, cost avoidance, addressing priority community need, and estimated local funding.  

Size Factor:  SLWH received a DSRIP allocation representing 6.7% of initial DSRIP funds allocated in RHP 17, and 17% of DSRIP funds available to RHP 17 for new DY3 projects.  HHSC factors used to determine initial DSRIP allocations show St. Luke’s had 1% of the historic UPL dollars, 14% of the total Medicaid claims and over 6% of the total HSL/Charity Care.  

Project Scope:  This project will involve developing and implementing new electronic infrastructure, in the form of a chronic disease registry. Additionally, the project seeks to train and/or hire staff to manage the registry and perform disease management programs. Each year, the registry and its associated programs will become more robust as additional functionality, staff members, and patients are added. 

Populations Served:  As population health is considered a rising priority for our community, our project will target all residents of Montgomery County suffering from chronic diseases. The Montgomery County Community Health Assessment revealed that chronic conditions disproportionately impact low-income, Medicaid-eligible population. Approximately 15% of SLWH patients are Medicaid eligible or indigent/uncompensated. Additionally, Medicaid and indigent patients account for 22% of SLWH’s ED visits. Over the next few years, we expect to see ancillary population growth as a result of the construction of ExxonMobil’s North Houston campus. Over the course of the waiver, we expect to impact 2,000 unique patients (DY 3: 100 patients, DY 4: 400 patients, DY 5: 1,500 patients impacted). 

Addressing a Priority Community Need:  The 2011 Montgomery County Community Health Assessment revealed that the county lacked chronic disease management systems and identified the effective use of health information technology as a primary recommendation for improving quality of care.
Community Benefit: The community will benefit from more coordinated care, the addition of chronic disease management education and programs, and reduced healthcare costs as services are more appropriately utilized. 

Cost Avoidance: Additional considerations include the potential savings to SLWH and the community tax payers due to an anticipated decrease in inappropriate utilization of services, including the use of SLWH’s ED for non-emergency situations and potentially preventable complications.  Additionally, as high risk patients are identified and tracked, a focus will be on preventative and routine care, rather than high-cost acute treatments. It is anticipated the improved long-term management of chronic conditions will reduce the number of preventable admissions and readmissions, and may consequently result in hundreds of thousands of dollars in avoided costs each year.  As outlined, an enhanced model for chronic disease management is expected to produce a large return on investment through the appropriate utilization of hospital services and an overall reduction in -COPD 30-Day Readmission Rates.

Estimated Local Funding: IGT is available for the full valuation of this primary care project.
Project Summary Information

Category 1 – Project 5

Unique Project ID: 020841501.1.2

Project Option: 1.9.2

Provider Name/TPI: Conroe Regional Medical Center/020841501

Provider Information: Conroe Regional Medical Center (“CRMC”) is a 360-bed, trauma level III, private hospital located in the City of Conroe.  CRMC has a primary service area that includes Montgomery County, Walker County and San Jacinto County (combined population of 549,991) and a secondary service  area  which  includes  Madison  County,  Leon  County,  Liberty  County,  Polk  County,  Grimes County, and Waller County (combined population of 221,330). With 250 physicians on a staff of over 1,200  people,  CRMC  offers  comprehensive  services  that  range  from  emergency  services  to  the neonatal intensive care unit and include cardiac care, wound care, surgery, wellness and therapy services, women’s care, pediatrics, rehabilitation, and diagnostics.

Intervention: This project will expand access to specialized trauma services through the development and implementation of new trauma care processes, expansion and renovation of current trauma care clinical facilities, and improved access to specialty care physicians.

Need for the Project: The need for additional trauma care has been recognized by community stakeholders as one of the most significant healthcare issues facing Region 17.  Because there is no Level I or Level II trauma centers in Region 17, many trauma patients must be transported to one of two Level I trauma centers in Houston, which takes 40 to 80 minutes by ground depending on the starting location within the Region. The additional time required to be transported to the Level I trauma centers or remaining at a non- or lesser-designated facility can result in increased morbidity and mortality for trauma patients.

Target Population: The target population is trauma care patients who reside in CRMC’s primary and secondary service areas. CRMC had approximately 10,200 trauma patient encounters last year, and approximately 48% of these encounters were with Medicaid or uninsured patients. Therefore, we are expecting that a similar percentage of the patients benefiting from this project will be Medicaid or uninsured patients.

Category 1 or 2 expected Patient Benefits: The development and implementation of a Level II Trauma Center at CRMC will enhance specialty care services in Montgomery County while reducing the number of patients transferred to Level I Trauma Centers in Houston. This will result in higher patient satisfaction, reduction in time to definitive care, expanded availability of specialty care in the local community.   Our goal is for these benefits to be demonstrated by an increase in the number of specialist providers, clinic hours or procedure hours in targeted specialties by 5% over baseline in DY4, and 10% over baseline in DY5.

Category 3 Outcome(s): IT-3.3 – Risk Adjusted CHF 30-day Readmission Rate. Our goal is to reduce the risk-adjusted 30-day readmission rate for CHF patients in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures. 

Title of Project: Expanding Access to Specialized Trauma Services

RHP Project Identification Number: 020841501.1.2

Project Option: 1.9.2

Performing Provider Name/TPI #: Conroe Regional Medical Center (CRMC)/020841501

Project Description: Level II Trauma Center: During the project period, CRMC will pursue designation as an American College of Surgeons Level II Trauma Center. This will require the development and implementation of new trauma care processes, expansion and renovation of current trauma care clinical facilities and the improved access to specialty physicians to care for an expanded population of injured patients.

The development and implementation of a Level II Trauma Center at CRMC will enhance specialty care services in Montgomery County while reducing the number of patients transferred to Level I Trauma Centers in Houston.   This will result in higher patient satisfaction, reduction in time to definitive care, expanded availability of specialty care in the local community, and reduction in cost of services. Obtaining Level II certification from the American College of Surgeons will require the development of a comprehensive care system in the local community that brings together ground and air EMS, the emergency department, referring hospitals, freestanding emergency centers, trauma surgeons, multiple subspecialties and rehabilitation facilities.

The target population is trauma care patients who reside in CRMC’s primary and secondary service areas. CRMC had approximately 10,200 trauma patient encounters last year, and approximately 48% of these encounters were with Medicaid or uninsured patients. Therefore, we are expecting that a similar number of trauma patients will benefit from the enhanced trauma services each year and a similar percentage of the patients benefiting from this project will be Medicaid or uninsured patients each year.  Further, approximately 100-200 trauma patients each year will be able to avoid transfer from CRMC to a higher level facility, in addition to those patients that will benefit from being transported to CRMC directly from the scene instead of having to be transported from the scene to another higher level trauma care facility.

This project will involve the following core 1.9.2 project components as these relate to the development and expansion of trauma care clinical facilities:

a) Increase specialty trauma service availability with extended trauma care services/procedure hours.

b) We will facilitate the increase in total specialty care trauma services/procedure hours by recruiting additional specialty care physicians in targeted specialty areas.

c) Increase/expand specialty trauma care clinical facilities. The specialty care physicians will be located in new and/or enhanced trauma facilities. The new/enhanced trauma facilities will have space for the new physicians to provide specialty trauma care services to patients in the community.

d) Implement transparent, standardized referrals across CRMC’s trauma system. A referral system will be used to ensure that patients receive timely access to appropriate trauma care services.

e) Conduct quality improvement for project using methods such as rapid cycle improvement. CRMC’s quality improvement activities will include implementing a comprehensive performance improvement review process for trauma and create actions plans to address deficiencies in criteria, coverage, or performance.

Goals and Relationship to Regional Goals: This project’s goals are: (1) to enhance specialty trauma care services in Montgomery County through the development of a Level II Trauma Center at CRMC and (2) to reduce the number of patients transferred to Level I Trauma Centers in Houston.

This project meets the regional goals related to expanding the availability of and access to timely, high quality primary, specialty and behavioral health care for residents, including those with multiple needs. It can also be argued that this project meets/is related to the regional goal of reducing costs by minimizing   inappropriate   utilization   of   services.   While   trauma   services   are   not   considered inappropriate utilization given the acute and emergent nature of the services, this project will help meet the goals of reduced costs associated with care in the region by allowing for availability and utilization of trauma services locally; thereby, in some cases preventing and/or reducing the additional expense associated with out of region transport and care.

Challenges: The most difficult challenges will be the development of physician specialty support, and the likely need to recruit new physicians into the community.  Targeted specialties will likely include: Plastic Surgery; Neurosurgery; Orthopedic traumatology; ENT; Oral Maxillofacial Surgery, and Trauma surgery. To overcome this challenge, CRMC will satisfy the ACS requirements to incentive specialty care physicians to provide specialized services in Montgomery County. Additionally, CRMC will be faced with the challenge of meeting Level II trauma center performance level expectations and patient volume requirements which are significantly more demanding than that of a Level III trauma center. One example would include the expectation that Trauma Surgeons be at the bedside within fifteen (15) minutes of trauma team activation. CRMC will address this challenge by recruiting physicians willing to be housed in the hospital when on-call and ensuring there are facilities necessary to accommodate those physicians while on-call.

5-year expected outcome(s): Within the five years of the project, CRMC will:

· Perform a needs assessment to document demand for trauma and related subspecialty services and capability gaps that must be addressed.

· Form a Level II Trauma Development Committee with interdisciplinary representation from within the facility, the Regional Advisory Council, and local air/ground EMS providers

· Implement a comprehensive performance improvement review process for trauma and create action plans to address deficiencies in criteria, coverage, or performance.

· Implement an injury prevention program based on injury causes/patterns identified through trauma registry data

· Complete the application process for Level II designation

· Collect trauma registry and performance improvement data to support a consultative site review and final designation site review by the American College of Surgeons.

· Enhance and/or recruit additional specialty physician coverage in targeted growth areas to fulfill current unmet needs

· Increase the number of trauma and non-trauma patients receiving targeted specialty care receiving treatment in the local community thereby reducing costs and improving patient satisfaction.

Starting Point/Baseline: Currently, CRMC is designated by the Texas Department State of Health Services as a Level III Trauma Center.  Year to date in 2012, CRMC receives 850 – 900 trauma patient per month.     Of these, approximately 8% are admitted and an additional 1-2% are transferred to a higher level of care because subspecialty services are not readily available in the local community. These statistics do not include patients transported to higher level care from the scene or those transferred from other area healthcare facilities.

During DY 2, a gap analysis/community needs assessment will be completed to quantify the total number of patients in Montgomery and surrounding counties that are transported from the scene or from a referring facility to a Level I trauma in Houston.    The assessment will be used to identify the service level needed in the local community. The needs analysis will also be used to evaluate the steps needed to align the community needs with CRMC’s facility capabilities and the ACS certification requirements.

Rationale: The need for additional trauma care has been recognized by community stakeholders as one of the most significant healthcare issues facing Region 17.  Because there are no Level I or Level II trauma centers in Region 17, many trauma patients must be transported to one of two Level I trauma centers in Houston, which takes 40 to 80 minutes by ground depending on the starting location within the Region.
 Furthermore, a study conducted in Houston in 2008 demonstrated that when both Level I’s were on divert, mortality from trauma increased.

The American College of Surgeons recommends one Level I or II trauma center per one million in population, and an Abaris Group study analyzing data related to local trauma capacity, ER utilization, and the number of past trauma incidents confirmed that Montgomery County will need a Level II trauma center by 2013.
   CRMC’s location on a major freeway in a suburban population centers makes it an ideal candidate for a Level II trauma center.   If CRMC becomes a Level II trauma center, patients from Madison, Leon, and Walker Counties could remain 45 minutes closer to home.

Unique Community Need Identification Number this Project Addresses:
CN.2.1 Lack of Trauma Level I or II Specialty Care in RHP 17

Related Category 3 Outcome Measure(s) and Rationale for Measure Selection:  020841501.3.2, OD‐9 Right Care, Right Setting, IT‐3.3 Risk Adjusted CHF 30-day Readmission Rate.
Critical trauma is a time sensitive disease process. The absence of Level I/II trauma care in the Houston area outside the Texas Medical Center results in significant time delays for the critically injured patient. In 2006, McKenzie et al demonstrated that in–hospital mortality was significantly lower at trauma centers than at non-trauma centers.   Differences in mortality were primarily confined to patients with more severe injuries.    For the multi-system trauma patient, the distance to the Level I trauma center or remaining at a non- or lesser-designated facility can result in an increase in morbidity and mortality.

Relationship to other Projects and Others Provider’s Projects:  This project ties to Category 4, RD-3 (potentially preventable complications) in that increased access to trauma care in Montgomery County will  enable  patients  to  receive  trauma  care  before  additional  complications  arise  and  therefore improve trauma care outcomes.  This project also ties to RD-4 (Patient Centered Healthcare) in that patient satisfaction is directly linked with patients having regular and easy access to specialty care. CRMC, like most Level III trauma centers does not have consistent specialty coverage for certain types of less severe trauma.   Examples include minor burns requiring evaluation by a plastic surgeon, facial fractures requiring ear, nose and throat, and joint fractures requiring specialized orthopedic coverage. Most every pediatric trauma admission must be transferred due to the lack of pediatric specialty coverage.    All of these examples result in the patient leaving the local community for care in a more distant location.  This results in higher costs for travel, increased inconvenience, loss of family support mechanisms--all of which distract from patient satisfaction.

While no other providers in the region are doing similar projects, the project CRMC is proposing could provide support and additional improvement to the outcomes some other providers hope to see through implementation of specialty care projects. Specifically, Huntsville Memorial Hospital is working to address a specific community need related to a very high mortality rate linked to heart disease in Walker County (CN.2.2) by implementing Project# 189791001.1.1., the HMH Cardiac Catheterization Laboratory, to improve early intervention and treatment of heart disease. It is hoped that development of a Level I or II trauma center that brings about the reduced transit times described above might assist in addressing the mortality rate associated with those Walker County patients suffering traumatic cardiovascular events requiring transport and high level intervention.

Plan for Learning Collaborative: CRMC will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions: first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation:  The project is valued using a method which ranks the importance of each projects based on five factors: (1) the amount of local funding government funding available to support the project; (2) the extent the project helps furthers the goals of DSRIP, which are to (a) enhance access to health care, (b) increase the quality of care, and (c) improve the cost-effectiveness of care provided in the community; (3) the degree of need for the project in the community; (4) the cost of the time, effort, and clinical resources involved in implementing the project, and (5) the size and scope of the patient population served by the project.  This approach best addresses the impact of the project, the investment  of  the  performing  provider  and  the  overall  value  to  the  community  to  the  extent community resources are available to help fund DSRIP projects.

Project Summary Information

Category 1 – Project 6

Unique Project ID: 189791001.1.1 

Project Option: 1.9.2
Pass: Pass 1

Provider Name/TPI: Huntsville Memorial Hospital/189791001
Provider Information: Huntsville Memorial Hospital is a 124-bed, trauma level IV, private hospital located in the city of Huntsville in Walker County, a 784.17 square mile area with a 2010 population of approximately 67,861. Huntsville Memorial Hospital provides services that range from inpatient/outpatient surgery and care, rehabilitation and wound care to outpatient counseling, mammography and other diagnostic imaging, and a vocational nursing program. In addition to serving the patients of Walker County through the hospital, Huntsville Memorial also operates some rural health clinics in Huntsville and in neighboring Madison County. 

Intervention: Implementation of a Cardiac Catheterization Laboratory at Huntsville Memorial Hospital in order to improve access to specialty care. 
Need for the Project: Cardiac care is a service that will benefit from improved coordination of care as well as availability of services locally. Currently no facility in Walker County offers Cath Lab services. From 2005-2010, three cardiac-related conditions were responsible for slightly less than 2,000 potentially preventable hospitalizations, indicating that currently there are gaps in the care of cardiac patients. These conditions were high blood pressure, congestive heart failure and angina (without procedure), all three of which are conditions known to result in the need for cath lab services. 
Target Population: The target population is any Walker County resident needing Cardiac Catheterization Laboratory services; and those needing a referral for cath. lab services or a referral for follow-up care after receiving Cath. Lab services.  Using data from HMH’s last fiscal year approximately 30% of HMH’s patients are indigent, charity care or Medicaid; therefore we expect 1 out of 3 patients utilizing this project to be from these payer sources. 
Category 1 or 2 expected Patient Benefits: Initial estimates of the number of procedures performed using Cath. Lab equipment are 800 annually. It is likely that most of the patients will have two referrals; one referral for the cath. lab services and a second referral for follow up care. It is estimated that approximately 1600 referrals annually directly related to the cath. lab service. At least 800 of these referrals will be appropriately categorized using the referral management system. HMH will work with other healthcare provider in the community to ensure these referrals are appropriately categorized. It is HMH’s expectation that through the availability of this new service as well as the improved referral management there will be a decrease in potentially preventable readmission rates for AMIs. 

Category 3 Outcome(s):  “The following category 3 measure has been approved in 2014 to describe improvements to the delivery system and patient population: IT- 3.8 – Acute Myocardial Infarction (AMI) 30-Day readmission Rate.”  Our goal is to reduce the acute myocardial infarction 30-day readmission rate by in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures, by a gap reduction of 10% compared to baseline in DY4 and by a gap reduction of 20% compared to baseline in DY5. Baseline rates will be established in DY3.
Title: Improve access to specialty care: Huntsville Memorial Hospital's Catheterization Laboratory

RHP Project Identification Number: 189791001.1.1

Project Option: 1.9.2
Performing Provider Name/TPI: Huntsville Memorial Hospital/189791001

Project Description:  This project will require HMH to renovate the current facility to support a Cardiac Catheterization Laboratory (Cath Lab) as well as invest resources into creating a referral management system, which will be a critical part of Walker County’s specialty care infrastructure. To begin this project HMH’s capital funds will be used for the planning and renovations necessary for Cath Lab equipment to be installed.  HMH has met with professionals to assess the current facility to determine how the Cath Lab can be successfully integrated. HMH will have to purchase the following equipment: Philips Bi-plane Allura Xper FD10/10, GE Mac Lab, IVUS and Balloon Pump. After the equipment is in place, additional training, policies, and collaboration with community partners will have to occur to promote proper treatment. One of HMH’s goals for the Cath Lab is to treat patients quickly after a ST Segment Elevation Myocardial Infarction (STEMI) has been detected. The execution of such an efficient process will require considerable input from the hospital, physicians and emergency medical services. Finally, the Cath Lab will require ongoing supervision and monitoring to ensure that treatments are consistently run in an efficient and appropriate manner. 

After the initial construction of the Cath Lab and engagement of stakeholders through the access to care plan, HMH will begin implementing a referral management system to be implemented at HMH and extend to other providers within the Walker County community. This referral management system will focus on three aspects; scheduling necessary follow-up appointments, ensuring referrals have complete patient information, and reasonable time difference between referrals and appointments.  This system will be implemented as outlined in the DY3 metric, that the system will improve referrals between the providers in the ambulatory setting and the cath lab at the hospital. The system will be improved upon in DY4 when training is delivered to specialty staff and providers increasing the likelihood that efficient referral management through consistent and uniform procedures. Finally in DY5, the success of the referral management system will be recorded through the percentage of referrals appropriately categorized; the targeted percent of referrals appropriately categorized will be determined in DY2. Currently, cost estimates for the referral management department have not been determined, however, several systems are being considered such as GE or WIT. HMH also considered the staff needed to operate the referral system. 

According to a market assessment HMH had conducted in 2011 the hospital’s primary service area has 635 inpatients with diagnosis related group (DRG) codes for Cardio/Vasc/Thor surgery. This number is projected to increase over the next 5 years to 671 inpatients. Compounding the need for specialty cardiac services is the 1,490 inpatients with DRG code for cardiovascular disease in HMH’s primary service area. The number of inpatients is expected to increase to 1,579 in 2015 (www.TAMHSC.edu/1115-waiver/rhp17-files/walkerco-execsumm-hmh-market.pdf).  These numbers indicate the growing need for specialty cardiac services; however initial estimates of the number of procedures which will be done at HMH as calculated by HMH’s consultants are about 800 procedures annually.
Goals and Relationship to Regional Goals: The goal of this project is to increase Cath Lab service available for Huntsville Memorial Hospital’s inpatients and help reduce Potentially Preventable Hospitalizations. HMH is expecting for reduction in PPHs due to improved patient outcomes and ultimately improved treatment for the County residents through specialty services being available locally and investment in the referral procedures for patients needing specialty cardiac care. The reduction in PPHs will be monitored through the improvement targets in category 3, Acute Myocardial Infarction 30 day readmission. 

This project meets the following regional goals:

· Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs; and

· Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs.
Challenges: There are some challenges associated with this project. HMH will have to train staff to perform the STEMI procedures shortly after the condition is detection. This will require establishing lines of communication after a STEMI patient is identified. HMH will need to raise awareness throughout the County and among other healthcare providers that treatment is now available locally. Awareness of this new services being available at HMH is important to ensure that Walker County residents are utilizing the Cath Lab to the fullest extent. HMH’s access to care plan, which is a milestone in DY2, will identify actions are critical after a STEMI patient has been identified. The access to care plan will also identify healthcare providers in the community who the most critical in the treatment of Cath Lab patients and ensure they are aware of the services and HMH policies.       

HMH will input considerable financial resources into this project, which can be challenging due to uncertain and changes associated with hospital reimbursement income. HMH is addressing this issue by developing plans and milestones to finance this project.

5-year expected Outcomes for Provider and Patient: HMH is expecting better patient outcomes because Walker County residents will have improved access to Cath Lab services and cost savings through appropriate use of medical treatment. HMH is expecting these improved outcomes from patients being able to receive care locally. For patients with an emergency cardiac condition, the length of time needed for an ambulance ride to another facility may result in significant damage to cardiac tissue. HMH is also expecting improved patient referrals as will be demonstrated through milestones for DY4.  This service will give HMH the infrastructure through which an effective patient care system can be established. The effective treatment will occur through improved access for patients with emergency cardiac conditions and improved referral management resulting in better follow-up care. 

The equipment listed in the project description will give HMH the ability to treat STEMI patients. These patients are considered to have an emergency cardiac condition, will receive improved patient care because the procedures can be done locally.  The sooner a patient receives treatment after a STEMI condition is detected, the less damage occurs. Because of HMH's investment in a Cath Lab, residents will not have to travel out of the county for treatment; meaning that procedures are done sooner and more tissue will be saved.  

The Cath Lab will allow HMH to make sure that patients receiving services are obtaining the appropriate referrals for follow-up care as outlined in the Category 1 metric for DY5. This is significant because Walker County residents cost over $40,000,000 in potentially preventable hospitalization expenses from 2005-2010 due to congestive heart failure and angina (without procedure) (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf). If HMH offers better access to cardiac services and follow up care, then these potentially preventable admissions will decrease, thus decreasing HMH’s cost in this area. 

Starting Point/Baseline: Currently Catheterization Laboratory procedures are not available in Walker County, so the baseline for this service is zero for both procedures and appropriate referrals. Because the service will not be available until DY2 and no local cardiologist have been identified by the hospital to serve the Medicaid/ uninsured populations needing cardiac referrals, HMH has not been able to provide any inpatient, outpatient or specialist services to any patients. Therefore, the Baseline would be zero

Rationale:  HMH placed the Cath Lab DSRIP project in Category 1.9.2, which is described as infrastructure development, expand specialty care capacity, and improve access to specialty care.   This project represents a significant opportunity for HMH to develop services and infrastructure not in place prior to DY2. It expands care capacity because it addresses specialty healthcare needs that previously had to be treated outside of Walker County. Because residents of Walker County will be able to access Cath Lab services locally it is expected that this will reduce barriers such as transportation or required time commitment for receiving Cath Lab services. 

The metrics which HMH chose for this project were selected because they monitor the development of specialty equipment for cardiac care then the measures the hospital’s progress of effectively referring patients needing this service or follow up care for cardiac problems.  Beginning in DY2, the physical structure will be built, meaning that the equipment listed in the project description section will be functioning at HMH.  DY2 will be further complemented by the development of a care access plan which should help HMH address problems prior to the time when patient care will actually begin. In DY3, the referral system can be made to address three aspects; scheduling necessary follow-up appointments, ensuring referrals have complete patient information, and reasonable time difference between referrals and appointments. In DY4, HMH will provide education to ensure that staff members understand the proper use of the referral technology, guidelines and process established in DY3. Finally in DY5, HMH will measure the percentage of appropriately categorized referrals to ensure the referral system is functioning as intended. 

These metrics are relevant to HMH’s patient population because it will help ensure that patients needing Cath Lab procedures are receiving appropriate referrals. The appropriate follow up care is a well-documented need in Walker County as shown by the Potentially Preventable Hospitalizations document created by DSHS and is also available on HMH’s anchor website. The document states that PPH for High Blood pressure, Congestive Heart failure and Angina (without procedure) are slightly fewer than 2,000 hospitalizations from 2005-2010 (www.dshs.state.tx.us/ph). It is likely that if a patient is receiving Cath Lab treatment they will also have symptoms of angina, CHF or high blood pressure; therefore, this DSRIP project will indirectly address PPHs by helping patients by receive appropriate follow-up care. Even further support of the Cath Lab development at HMH is the increasing number of Cardio/Vasc/Thor Surgery DRG codes occurring in HMH’s primary service area; which is 635 inpatients in 2010 (www.tamhsc.edu/1115-waiver/rhp17-files/walkerco-exec-summ-hmh-market.pdf). This DRG code includes several conditions and procedures, some of which are acute myocardial infarctions and cardiac catheterization. 

Uninsured and Medicaid Benefit: Through this project Medicaid and Uninsured cardiac patients will gain access to a wide range of services both simple, like routine follow-up appointment with a cardiologist, and complex, such as cardiac surgery. This population has estimated cardiac care needs are based on historic and projected rates of DRG are related to cardiac disease within HMH’s services area. Calculations scaled the estimated demand to represent the uninsured and Medicaid population within Walker County. By reviewing estimated number of cardiac services among Uninsured and Medicaid patients, there is an apparent need among this population with more than 37,000 services required throughout DY2-DY5 of the waiver demonstration. On an annual basis, the following services are estimated for Medicaid and uninsured patients; 4,717 cardiology office visits, 3,048 Outpatient visits for cardiothoracic and Cardiology and 1,565 inpatient visits for cardiovascular care and Cardio/Vasc/Thor surgery. Even though HMH will not be able to treat all these patients, HMH will supply 2,000 services to this population annually, after Catheterization Lab services are available. Currently HMH does not provide these services.   
This project will improve the quality of the services that Uninsured and Medicaid patients receive. Over the past year, 88% of the cardiac referrals from the HMH clinic were for patients whose payer source was Uninsured, Medicaid or Charity Care. Fifty-four percent of these patients were indigent patients and due to lack of options, these patients had to receive care at another facility that required over two hours of travel just to arrive at the facility. In some cases, patients also received medical consultation at the same facility. Through implementing this project, a large majority of the uninsured and Medicaid patients will be able to receive care locally. 

Project Components: The project area 1.9.2 has four core components. The core components are:

a) Increase service availability with extended hours

b) Increase number of specialty clinic locations. 

c) Implement transparent, standardized referrals across the system

d) Conduct quality improvement for project using methods such as rapid cycle improvement.  Activities may include, but are not limited to, identifying project impacts, identifying “lessons learned,” opportunities to scale all or part of the project to a broader patient population, and identifying key challenges associated with expansion of the project, including special considerations for safety-net populations.

This project will address each core component in the following ways:

a) When the Cath Lab is able to treat patient this will represent an increase hours of availability in Walker County. Previously there was not a Cath Lab in Walker County and anytime that Cath Lab services are available represents an increase in hours.  
b) When the Cath Lab is able to treat patient this will represent an increase in the number of clinic locations as well as hours of availability in Walker County, previously there was not a Cath Lab in Walker County and anytime that Cath Lab services are available represents an increase in hours.  
c) Metrics in DY 3, 4 and 5 ensure that a referral system management is in place and efficiently functioning.
d) The metrics HMH has chosen for their project will ensure that the Cath Lab is undergoing QI assessments through Conduct, Plan, Do, Study, Act cycles monitored through a metric in the companion category 3 project.  
Unique community need identification number this project addresses: CN.2.2:  High mortality rate related to heart disease in Walker County.
How this project represents a new initiative or significantly enhances an existing delivery system reform initiative: HMH currently does not have a Cath Lab.  Our hospital offers a variety of specialty care services, particularly for those with heart disease, but Cath Lab services are not available locally at this time.  This initiative will improve access to this care for targeted patients while increasing appropriate utilization and positive health outcomes.

Related Category 3 Outcome Measure:  “The following category 3 measure has been approved in 2014 to describe improvements to the delivery system and patient population: IT- 3.8 – Acute Myocardial Infarction (AMI) 30-Day Readmission Rate.”  
Rationale for selecting the outcome measures: The related Category 3 measure that was chosen is potentially preventable readmissions/Acute Myocardial Infarction (AMI) readmission rate. This metric was chosen as it is a good indicator of the cost savings HMH may be incurring due to the improved treatment. AMI is a reasonable condition for HMH to be tracking for this project because, AMI are a common diagnosis which can be found in the DRG codes for Cardio/Vasc/Thor Surgery. The community need which HMH is using to justify this project is the number of Cardio/Vasc/Thor Surgery within Walker County and the surrounding areas. 

We believe building the Cardiology program as a whole to include the Cath lab has resulted in less AMI readmissions.  AMI patients typically would present to the ED and without a cath lab to perform a catheterization, possible intervention, often would opt for “medical management” or refuse to be transferred to a facility that could perform an intervention.  Eventually without having the diagnostic cath or intervention, the patient will re-present with the same symptoms.  Having the cath lab has reduced this significantly. 
According to Texas Health Care Information Collection, acute myocardial infarctions (AMI) were the most expensive condition billed to the uninsured, (http://www.dshs.state.tx.us/thcic/publications/hospitals/HospitalReports.shtm). This is especially significant for HMH because 29% of Walker County residents are uninsured (http://www.countyhealthrankings.org/app/texas/2012/walker/county/1/overall). From these two facts it can be inferred that some of HMH's uncompensated care charges are attributed to the high cost of treating patient’s suffering from AMI who were not able to receive specialty Cath Lab services in Walker County. Ultimately a Cath Lab leads to better patient outcomes and lower cost of treating uninsured residents suffering from an acute myocardial infarction. An attempt HMH can make to reduce cost associated with treating the uninsured population would be significant because currently HMH’s total UC charges for 2010 are $19,305,488 (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf). The large amount of UC charges HMH amassed during 2010 also indicates that significant portion of the patients treated at HMH are indigent and individuals of this demographic will benefit from this project.
Relationship to other Projects:  This project has the potential to become incorporated with the chronic care management models which HMH is implementing as a Pass 2 DSRIP project. This project also relates to the Category 4 reporting in two ways. The Cath Lab has the potential to influence RD-1, potentially preventable admissions, which as discussed in the rationale section. Furthermore Reporting Domain 5, Emergency department decision to transfer, may be indirectly influenced because the Cath Lab will reduce the number of patients that are transferred out of HMH.  This will create a change in transferring procedures which is likely to have an impact however what that impact may be is unforeseeable. 

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  HMH will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation:  The valuation for DY 2-5 was determined based on four categories; achieves waiver goals, addresses community need, population served, and project investment. Each project was ranked in these categories on a scale of 1-5. Ranking was determined based on how a project compared to the other DSRIP projects HMH is considering for Pass 1 of the 1115 waiver. A project receives a ranking of five if it best represents the category. Rankings are subjective. A percentage was assigned to each project based the total number of points given out. For example if a project’s cumulative points were 15 and a total of 63 points were awarded then the project represents 23.8% of the valuation (15/63). This was then taken into consideration with the pass 1 allocation HMH was allotted. After the IGT valuation was calculated this number was then distributed across the four categories identified in the PFM protocol and the appropriate valuation was assigned to Category 1 metrics.

The total cost of the Catheterization Lab cannot be estimated at this time due to the difficulty associated with calculating direct and indirect cost. Factors that would have to be considered are, but not limited to: consulting fees, equipment, staffing, building, cost of training, overhead cost of planning and technological support. Current Cath Lab cost estimation is $4.3 million; however HMH is investing some of some of its own Capital funds into this project which is why the valuation for this project is lower the estimated cost. Further adding to the valuation of this project is the cost savings HMH anticipates to occur. Cost savings resulting from adequate follow up care for residents needing Cath lab services, as well as better patient outcomes for those with Emergent Cardiac conditions because travel time is reduced. The amount of money that is saved per patient through improved treatment is unknown making the exact cost savings that occurs per patient unknown; therefore total cost savings cannot be calculated. When taking indirect cost, cost savings, and direct cost of the Cath Lab it is reasonable to place the valuation of this project at $2,641,613 for a cumulative total for DY 2-5.  

The cost savings and monetary value of the project was taken into consideration as was the criteria for which the project matched the four categories; achieves waiver goals, addresses community need, population served and project investment. While taking these factors into consideration, HMH then determined how much IGT was available for all 1115 waiver projects then scaled the value appropriately.  
Project Summary Information

Category 1 – Project 7

Unique Project ID: 189791001.1.100 

Project Option: 1.1.1
Pass: Pass 4 (new three-year projects)

Provider Name/TPI: Huntsville Memorial Hospital / 189791001
Provider Information: Huntsville Memorial Hospital is a 124-bed, trauma level IV, private hospital located in the city of Huntsville in Walker County, a 784.17 square mile area with a 2010 population of approximately 67,861. Huntsville Memorial Hospital provides services that range from inpatient/outpatient surgery and care, rehabilitation and wound care to outpatient counseling, mammography and other diagnostic imaging, and a vocational nursing program. In addition to serving the patients of Walker County through the hospital, Huntsville Memorial also operates a couple of rural health medical clinics in Huntsville and in neighboring Madison County. 

Intervention: This project will implement non-traditional clinics in small rural communities throughout the hospital's primary and secondary service areas in an effort to improve services available in these rural areas and increase the frequency of primary care visits. 

Need for the Project:  Overcrowding at HMH’s primary care clinic in Huntsville raises concern about meeting a growing population need.   One town within HMH’s service area has been identified as being over an hour away from a county-supported health clinic, when time is calculated as a round-trip drive.  Each town we select are within federally designated Health Professional Shortage Areas for low-income populations.  For these reasons Primary Care clinics need to be established within these areas, so residents are able to have improved access to primary care services. 
Target Population:   Our first focus is the residents in or near the town of Riverside, Texas, who are in need of primary care visits.  The populations can be identified by the zip code of 77367.  Based on the county’s demographics approximately 44% of those who receive services from this project will be uninsured or insured through Medicaid.
Category 1 or 2 expected Patient Benefits:  Through this project 2,000 primary care encounters will be held during DY3. 3,500 primary care encounters will occur during DY4. 4,500 will occur during DY5.  Patients will also benefit from having improved access to primary care.  Improved access will lead to individuals who are better informed about their health and able to make informed decisions about their health choices

Category 3 Outcome(s):  Three non-standalone measures from Outcome Domain 1(Primary Care and Chronic Disease Management) were selected.  The specific measures which HMH will monitor are: IT-1.13 Diabetes Care Foot Exam, IT-1.21 Adult Body Mass Index (BMI) Assessment, and IT-1.23 Tobacco Use Screening and Cessation.  These metrics will monitor the rate of their occurrence among the encounters with the affected population. 

Category: 1
Project Area and Option: 1.1.1
Title of Project:  Huntsville Memorial Hospital’s Primary Care and Non-Emergent Services in Rural Areas 

RHP Project Identification Number: 189791001.1.100

Performing Provider Name:  Huntsville Memorial Hospital 
Performing Provider TPI #: 189791001 
Project Description:  Huntsville Memorial Hospital’s primary care clinic located in Huntsville is currently overwhelmed with patients seeking treatment.  The clinic is open for 12 hours a day during the week and limited hours on weekends, however, still struggles to meet the needs of the community it serves. HMH prioritized expanding clinic services as a high second objective on the Community Benefit Plan (http://tamhsc.edu/1115-waiver/rhp17.html ). The high ranking of this item on the community benefit plan emphasizes the hospital’s concern about the clinics ability to meet the growing need of the patients who rely on the clinic.  To help alleviate this need, HMH will establish non-traditional clinics for primary and non-emergent care in rural setting within HMH’s secondary and primary areas.  Specifically, HMH is looking at the town of Riverside, Texas which is located 13.2 miles northeast of Huntsville

HMH will first establish a non-traditional clinic in Riverside, and then as the project progresses, establish a second non-traditional clinic where the location is currently unknown.  A non-traditional clinic can be any structure in or near the towns that can be re-purposed to provide primary care treatments. Non-traditional healthcare settings will be considered such as town halls, fire stations, local grocery stores, or any available space that can be leased.  A location will be chosen based on the availability of room that can be used for primary care check-ups, waiting areas, and a location for triaging patients.  These non-traditional clinics will be staffed by clerical and medical staff that are able to provide check-ups and other primary, non-emergent services.  HMH plans to have one medical director who will oversee operations and share various FTE personnel between both clinics. The clinical teams will consist of a registrar to assist incoming patients, as well as a medical assistant and a physician’s assistant that will be hired for each clinic.  The schedule of the clinics will match that of the town’s need.  More specifically, if residents requesting services fill the clinics’ schedules for three days, the clinics will be open for three days. 

The number of patients that are able to receive primary care at the clinic will be monitored through metrics in DY3, DY4, and DY5. These metrics will also monitor the quantifiable patient impact.  In addition to metrics monitoring this project QPI, HMH will also have metrics in DY3, DY4, and DY5 that monitor patient experience while at the clinics.  This metric will fulfill HMH’s requirement for quality improvement as well as help HMH better understand how to improve the delivery of care for these patients.  Finally, this project will also have metrics in the corresponding Category 3 project demonstrating how primary care visits have provided smoking cessation instructions to adult smokers, foot screenings for diabetics, and BMI screening and follow-up. These improvement targets will be collected and demonstrated in DY4 and DY5.

Goals and Relationship to Regional Goals: By opening these non-traditional clinics, HMH will be able to provide the community’s residents with easy-to-access primary care.  Better access to primary care will lead to more frequent utilization of primary care services, with increased utilization of primary care services will lead to better health through residents being able to make informed decisions about their health.  The increased access to primary care will also allow patients in these towns to better manage chronic diseases that are complex and expensive when not treated; requiring regular medical attention to learn how to properly manage.  The increased access to primary care clinics will help address illnesses before they lead to medical emergencies.

· Additional clinics will be established in rural counties within HMH’s services area

· Patients will be able to obtain primary care services more frequently than in the past

· Chronic disease such as diabetes and obesity will be better managed through primary care

· Adult smokers will be provided with information about smoking cessation interventions

In addition to the project goals described above, this project also addresses the following regional goals:

·  Expanding the availability of and access to timely, high quality primary, specialty and behavioral health care for residents, including those with multiple needs;

· Increasing the proportion of residents with a regular source of care;

· Reducing costs by minimizing inappropriate utilization of services. 

Three- Year Expected Outcomes for Patients and Provider: Our three year expectations will help HMH better understand how to improve the delivery of care for these patients. At HMH we will be able to provide the community’s residents with easy to access primary care in rural locations.  By increasing access to services, patients are more likely to receive non-emergent services needed to avoid a medical emergency resulting in a readmission or potentially preventable admission. As the provider of these services HMH will be able to prevent overcrowding at HMH’s primary care clinic in Huntsville. 

Challenges: There are several challenges that this project will face. Time constraints related to implementing a three-year project would be one of them.  It will be difficult for HMH to set-up these non-traditional clinics and hold the 2,000 encounters originally planned for this project’s QPI.  To adjust for this, HMH may roll this metric into the first 6 months of the next demonstration year. 

HMH is also considering establishing only one clinic in Riverside as a means to make the timeframe more manageable as well as cope with possible budget constraints.  To help HMH better estimate what money and time will be necessary for this project, HMH plans to establish the Riverside clinic to gage the feasibility of developing the second clinic.  If the second clinic is determined as unlikely to be completed, HMH will need to modify the project accordingly. 

The non-traditional clinic spaces will also pose a challenge.  Joint Commission has specific standards to which clinics are held for privacy reasons.  To ensure compliance, HMH might have to use innovative techniques such as white noise machines to make conversations inaudible.  

Disparities being addressed through this project: HMH selected Riverside because of its location and obvious need for better access to primary care for all residents but low-income individuals do have greater difficulty accessing care.  Riverside is part of HMH’s primary and secondary service area (http://tamhsc.edu/1115-waiver/rhp17-files/walkerco-exec-summ-hmh-market.pdf).  .  Riverside is represented by the area code 77367, which falls within Walker County.   The Riverside clinic is East  of HMH’s service area, which are the areas in greatest need because HMH’s Madisonville clinic serves those in the northern services areas and Montgomery County’s clinic are able to serve those in South service area.

 The Riverside clinic is over an hour’s drive (round-trip) to their County’s primary care clinics (http://tamhsc.edu/1115-waiver/rhp17.html ).  This is significant for those patients will have difficulty being seen by providers within the patient’s home town or geographic area without regularly accepted insurance.  This, of course, assumes that a primary care physician within that area is available or even accepting patients.  Riverside is located within a county that has been identified as healthcare provider shortage areas for low-income populations or low-income/single (http://tamhsc.edu/1115-waiver/rhp17.html). 

Starting Point/Baseline:  Prior to DY3, HMH had two primary care clinics.  The clinic located in Madisonville provided 4,868 encounters last fiscal year.  Due to this project, the number of individuals receiving primary care through HMH sponsored clinics should increase by 2,000 encounters in DY3, 3,500 encounters in DY4, and 4,500 encounters in DY5. This will lead to a cumulative increase of 10,000 encounters overs DYs 3-5, in addition to the encounters provided at newly established clinics.
Quantifiable Patient Impact:  Due to this project, the number of individuals receiving primary care through HMH sponsored clinics should increase by 2,000 encounters in DY3. 3,500 primary care encounters will occur in DY4, and 4,500 encounters in DY5.  This will lead to a cumulative increase of 10,000 encounters of the DY3-5.
Rationale/Community Needs: This project addresses the following unique community needs: 

• CN 1.5 - Limited access to primary care for uninsured residents in Brazos, Burleson, Grimes, Leon, Madison, Robertson and Washington Counties.

• CN 1.3 - Lack of primary care to low income and uninsured in Montgomery and Walker Counties. 

Metric reporting and HHSC mid-year reviews will ensure this project is meeting the community needs identified. The metrics that HMH has chosen for Quantifiable Patient Impact (QPI) will ensure that increased access to primary care is possible. Each demonstration year has a metric monitoring how many primary care encounters have occurred during the reporting period for QPI reporting. To complement metric reporting HHSC will be conducting a mid-year review that ensures the Medicaid and low-income impact. According to County Health Ranking, 28% of Grimes County residents are uninsured and 29% of Walker County residents are uninsured (http://tamhsc.edu/1115-waiver/rhp17.html ). Furthermore it can be inferred from the 2010 Census data and annual reports of unduplicated Medicaid clients that 18% of Grimes County residents and 14% of Walker County residents have Medicaid insurance (http://tamhsc.edu/1115-waiver/rhp17.html). If Riverside represents their County demographics, assumptions can be made that approximately 44% of those who are served through this project will be uninsured or Medicaid beneficiaries. 

New Initiative or Significant Enhancement to Existing Delivery System: This project will enhance HMH’s primary care clinic capacity by providing community residents with easy access to primary care in their rural locations.  By increasing access to services, patients are more likely to receive non-emergent services and avoid medical emergencies and preventable admissions.

Project Core Components and Project Category Selection: This project was placed under Category 1.1.1, or simply labeled as establish more primary care clinics. This is what HMH plans for the rural towns of Riverside... Establishing these non-traditional clinics is exactly what HMH plans to accomplish through this proposal. These clinics will be monitored on the quality of preventive care that is delivered through the corresponding Category 3 projects.  In this way, the project fulfills the requirements for Category 1.1.1.

(A) Continuous Quality Improvement: Based on revisions to HMH’s other DSRIP projects, it is anticipated that continuous quality improvement (CQI) will be treated as the only core component (Core Component A) for this project option since there are no other required core project components.  HMH will fulfill the CQI requirement by implementing patient satisfaction surveys. These surveys are likely to be based on CG-CAHPS or other evidenced-based satisfaction survey. Some areas that the survey could access are convenience of scheduling the appointment, attending appointment and likelihood of keeping the next appointment.  Surveys are limited to the areas which evidenced-based satisfaction surveys are already designed for.  These surveys will be administered in all remaining demonstration years. The form of administration may be as simple as a survey handed to each patient at the end of their appointment.

Customizable Process or Improvement Milestones: At this time Huntsville Memorial Hospital does not intend to use any Customizable Milestones. 

Related Category 3 Outcome Measure(s):  The Category 3 outcomes related to this project are three non-standalone measures selected from Outcome Domain 1 (Primary Care and Chronic Disease Management). The specific measures which HMH will report are: IT-1.13 Diabetes Care Foot Exam, IT-1.21 Adult Body Mass Index (BMI) Assessment, and IT-1.23 Tobacco Use Screening and Cessation.  These outcome measures will monitor the rate of their occurrence among the encounters with the affected population. 

Reasons/rationale for selecting the outcome measures: These three non-standalone outcome measures were specifically chosen for their relevance for the communities the clinics are being established in. Adult obesity within the two counties is higher than the state’s rate.  Walker’s rate is 33% and Grimes’ rate is 34%, while the state’s rate is 29% (http://tamhsc.edu/1115-waiver/rhp17.html). Diabetic screening was selected because Grimes has the highest rate of diabetes in the region (http://tamhsc.edu/1115-waiver/grimes-materials.pdf ). Huntsville does have a prevalence of diabetes at 8.2% of the population (http://wwwn.cdc.gov/CommunityHealth/RiskFactorsForPrematureDeath.aspx?GeogCD=48471&PeerStrat=8&state=Texas&county=Walker). Finally, smoking was chosen as an initiative because this habit causes high rates of sickness and death that could be avoided. Intervention information should be distributed at every opportunity possible, so patients are able to make well-educated decisions about their health.  

Relationship to other HMH and Performing Providers’ Projects:  This project is similar to two other DSRIP projects that HMH is already implementing. The Mobile Clinic (189791001.1.4) and Chronic Disease Management Models (189791001.1.4) are two projects providing primary care and non-emergent services in rural areas; each are focused on making more services available in rural areas.  Although, establishing non-traditional clinics in a rural area will allow HMH to provide a greater range of services than that offered through a mobile clinic. This project aligns with the one of the four Chronic Disease Management Models’ intervention area: follow-up care. Individuals living where the clinics are set up will not need to travel to other towns to receive follow-up care. 

Providing primary care and non-emergent services in rural locations relate with two of the Category 4 reporting areas.  For the rural areas that the clinics are established in, both 30-day readmission rates and potentially preventable admissions will be reduced when primary care and non-emergent services are better available. By increasing access to services, patients are more likely to receive non-emergent services needed to avoid a medical emergency resulting in a readmission or potentially preventable admission.  

Additionally, another provider in RHP 17 is working to expand primary care access to rural patients in Texas A&M Physician’s Rural Fellowship project (198523601.1.2). The implementation of this project, as well as the many navigation projects in the region that seek to improve access and referral to a regular source of care for patients (MCPHD 311035501.2.2, TAMP 198523601.2.3, MCPHD’s upcoming ACP project 311035501.2.100) provide opportunities for potential collaboration and sharing of best practices.  

Plan for Learning Collaborative: HMH will participate in an RHP 17 learning collaborative that meets at least semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. Participation in these learning collaborative meeting events, as well individual training opportunities, regional spotlights and routine collaborative communications in the region, will allow HMH to work with other providers within this specific project area or with similar targeted outcomes in an effort to share what we are doing, what we are learning, and how we might all leverage this shared information to continually improve and benefit the projects.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website hosted by the anchor (www.tamhsc.edu/1115-waiver).  In addition, opportunities may exist and will be explored for HMH to interact with providers in other RHPs who may have a rural primary care expansion projects to expand learning and quality improvement initiatives. Additionally, HMH looks forward to participating in HHSC’s statewide learning collaborative activities as available. 

Project Valuation: This project’s proposed valuation was derived considering the IGT resources which HMH has available for this project, the benefit and need for such a project, as well as the cost of implementing this project. After DY5, this project will provide at least 10,000 health care encounters that previously were not available in these areas. This is a considerably large impact of those who will then be able to receive care locally and should be reflected in the valuation. The need for increased access to primary care was noted as the second objective on HMH’s community benefit plan (http://tamhsc.edu/1115-waiver/rhp17.html). The high-ranking objective, demonstrating the need to improve access to primary care for the individuals served by HMH, justifies a high valuation for the project.  

HMH has proposed a high valuation to assist with cost associated with this project. Cost incurring areas for this project include, but are not limited to, a location to conduct the office visits at and personnel to run the clinics. The staff will include both medical and clerical employees. Staff wages can be considerable, as well as reimbursement for travel. The location that these visits occur at will probably be leased and utilities must be paid. While the final budget estimates for this project have not been solidified at this time, HMH expects this cost to be substantial and believes the proposal valuation is reasonable considering costs associated with this project.

Finally, after considering both the benefit and need for such a project as well as the cost of implementing this project, HMH considered what amount of IGT could be secured for this project. After considering all these factors, HMH decided upon this project’s proposed valuation.

Project Summary Information

Category 1 – Project 8

Unique Project ID: 189791001.1.2 

Project Option: 1.9.2
Pass: Pass 1

Provider Name/TPI: Huntsville Memorial Hospital/189791001
Provider Information: Huntsville Memorial Hospital is a 124-bed, trauma level IV, private hospital located in the city of Huntsville in Walker County, a 784.17 square mile area with a 2010 population of approximately 67,861. Huntsville Memorial Hospital provides services that range from inpatient/outpatient surgery and care, rehabilitation and wound care to outpatient counseling, mammography and other diagnostic imaging, and a vocational nursing program. In addition to serving the patients of Walker County through the hospital, Huntsville Memorial also operates some rural health clinics in Huntsville and in neighboring Madison County. 

Intervention: Implementation of an inpatient Dialysis Lab at Huntsville Memorial Hospital in order to improve access to specialty care. 
Need for the Project: The need for dialysis at HMH is twofold, in that it will allow patients to access dialysis care locally as well as help build an infrastructure to enable locally coordinated care. Currently HMH is the only hospital within Walker County, meaning that a resident must travel out of the county for inpatient hospitalization if a dialysis treatment might be needed during their stay. In addition, this project will establish e-referrals for dialysis patients meaning that patients will receive electronically coordinated care locally. The need for better coordination of care for dialysis patients is reflected in the 678 potentially preventable hospitalizations among diabetics with long term complications occurring from 2005-2010. Even though not all diabetics with long term complications require dialysis, it is fair to assume that diabetics will be a group utilizing this service and the high levels of PPHs indicates gaps in the services they are currently receiving. 
Target Population: The target population is any patient who might require a dialysis treatment during their inpatient stay. Using data from HMH’s last fiscal year approximately 30% of HMH’s patients are indigent, charity care or Medicaid; therefore, we expect that almost 1 out 3 dialysis patients will be from these payer sources. 
Category 1 or 2 expected Patient Benefits: This program will allow HMH patients needing dialysis treatment to remain in Walker County for inpatient treatment starting in DY2. In the beginning years of the program, it is estimated to serve 300 patients. The increase of patients receiving care will be documented in the DY5 metric. 

Category 3 Outcome(s): IT-1.16 – Hemodialysis Adequacy Clinical Performance Measure III. Our goal is to improve number of patients with delivered dose of hemodialysis in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures (closing the gap between reported baseline and high performance level benchmarks by 10% in DY4 and by 20% in DY5). Baseline rates will be established in DY3.

Title: Increase access to specialty care:  Huntsville Memorial Hospital's Inpatient Dialysis

RHP Project Identification Number: 189791001.1.2

Project Option: 1.9.2
Performing Provider Name/TPI: Huntsville Memorial Hospital/189791001

Project Description: HMH will begin contracting with an organization to provide dialysis treatment for patients during their stay in HMH. This contract company will work with HMH to provide staff and equipment on-site, so inpatient treatment can be provided when needed. HMH will communicate to the clinical staff changes in how to referral patients for dialysis treatment within the hospital as well as to other dialysis providers within the community. HMH is already developing the capabilities to communicate with other healthcare providers in the area electronically and integrating electronic medical records on the nursing floors. This project will require that HMH investigate these systems to determine how they can be specifically used to benefit patients requiring inpatient dialysis.  The referral of patients to other facilities for continuation of dialysis treatment or other services that might be needed, after discharged from the hospital will be facilitated through an electronic referral that will be documented through the implementation plan in demonstration year (DY) 3. If appropriate, the plan will also identify how inpatients are flagged as needing dialysis treatment after they have been admitted to the hospital. In DY4, documentation will be created to ensure that referrals and work-up are being appropriately done to ensure the referrals outlined in the implementation plan have all necessary information. Finally HMH will monitor the effectiveness of the dialysis treatments to ensure they are of high quality. This monitoring will be done through the companion project in category 3, and reported in DY 4 and 5. The growth in patients receiving dialysis treatment will also be recorded in DY 5 through the category 1 metric. 

The specific population size of those served by this project is at best estimated, because the exact number of Walker County residents needing inpatient treatment and regular hemodialysis treatments was not collected. However, two data sources help identify that inpatient dialysis will address a need in Walker County. These data sources are: DRG codes for nephrology/urology and Potentially Preventable Hospitalizations for diabetes with long term complications.  According to a market assessment HMH had conducted in 2011, the hospital’s primary service area has 703 inpatients with diagnosis related group (DRG) codes for Nephrology/Urology. HMH’s primary service area is mainly Walker County and rural areas bordering the County. The number of inpatients diagnosed with Nephrology/Urology DRG codes is projected to increase over the next five years to 748 inpatients (www.tamhsc.edu/1115-waiver/rhp17-files/walkerco-exec-summ-hmh-market.pdf). 

Adding to the market assessment’s data, enforcing the need for dialysis within Walker County, from 2005-2010, diabetes with long-term complications resulted in 678 Potentially Preventable Hospitalizations (PPH) in Walker (www.dshs.state.tx.us/ph). There is a linkage between diabetics with long-term complications and the need for an inpatient dialysis unit, because long-term complications from diabetes indicates that a patient’s body was exposed to damage from diabetes over an extended period of time, similar to that seen in diabetics with kidney failure who need dialysis. Even though not all 678 of these PPHs would require dialysis, it is reasonable to assume a portion of them will and would have benefited from HMH having the ability to treat them locally. Furthermore, any of these patients that were unnecessarily hospitalized and needed inpatient dialysis had to travel out of the County for treatment incurring even greater unnecessary cost.  Based off initial patient volume for DY2, it is estimated that a minimum of 300 inpatients annually will receive treatment. Because of the number of long-term diabetes complications as well as the inpatient nephrology/urology diagnosis, it can be assumed that this number will increase over the next couple of years. The increase in number of inpatients needing dialysis treatment will be monitored through the DY5 metric for this project.  

Goals and Relationship to Regional Goals: The goal of the project is to increase the availability of quality inpatient dialysis for the residents of Walker County. HMH will ensure that quality dialysis treatment is being provided through the improvement targets outlined in category 3. The increased access to care will be measured in DY5 through the increased volume of patients receiving inpatient dialysis treatment.  

This project meets the following regional goals:

· Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs; and

· Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs.
Challenges: One major challenge that HMH faces is the internal communication and education about how to transition patients from inpatient dialysis to outpatient dialysis treatment, as well as providing protocols on how to make sure patients receive the timely dialysis treatments. This issue will be addressed in Demonstration Year 2 and 3 through the access to care plan as well as the electronic referral implementation plan.  Then, in DY 4, metrics for referral and workup guidelines will be created to help ensure that this information is properly communicated and staff understand how to use the system. 

5-year expected outcomes for providers and patients: This project will help HMH expand by increasing the number of patients admitted to HMH who need regular dialysis treatment and help reduce re-hospitalization through coordination of care. It will also help residents needing dialysis on a regular basis, by allowing them to be hospitalized local. Previously these patients were transferred to other hospitals equipped to provide inpatient dialysis, requiring travel out of the County. It is the assumption that dialysis patients might avoid hospitalization due to the barriers associated with having to travel out of the county for hospitalization, as well as improved coordination of care through the e-referral plans and workup guidelines for dialysis patients.

According to Texas Health Care Information Collection, Diabetes Mellitus with complications accounted for 256,000 days of hospital stays for 2009 (http://www.dshs.state.tx.us/thcic/publications/hospitals/Statisticalreports.shtm). Walker County residents continue the state wide trend, with reports showing 678 hospitalizations from 2005-2010 (http://www.dshs.state.tx.us/ph/county.shtm). Links to this data are available on HMH’s anchor website (http://www.tamhsc.edu/1115-waiver/hhsc-comdataandresources-rhp-assess-needs.pdf). 

The high occurrence of hospitalizations related to diabetes complications within Texas and Walker County indicates that a significant number of residents would benefit from HMH have the ability to treat dialysis patients locally. The increasing number of inpatients with Nephrology/Urology diagnosis, expected to grow to 748 in 2015, indicates the growing need for specialty nephrology care, such as dialysis, among inpatients from the Walker County area. The metric in DY5 will measure the increase of inpatients receiving dialysis treatment at HMH. 

Starting Point/Baseline: Prior to DY2 inpatient dialysis was not offered at a hospital in Walker County, therefore the baseline for DY1 is zero.

Rationale:  HMH placed the Inpatient Dialysis Unit in Category 1.9.2, which is described as infrastructure development, expand specialty care capacity, and improve access to specialty care.   This represents a significant opportunity for HMH to develop services and infrastructure not in place prior to DY2. It expands care capacity because it addresses healthcare needs which previously had to be treated outside of Walker County because the services required specialized equipment and staff. This project also represents access to specialty care because patients in Walker County may view traveling out of the County as a barrier to receiving care. Now that the services are available locally they are more likely to start receiving hospital treatment they need, therefore improving their access.  

The dialysis unit’s metrics for Category 1 were selected because they outline HMH’s plan for implementing a success dialysis unit as well as the steps taken to ensure that efficient referral are available for patients needing inpatient dialysis treatment. DY2 represents the transformation of HMH from not being able to treat dialysis patients within the hospital to being able treat; as well the additional investigation to determine if there are any potential barriers which may occur, which will be addressed through the access to care plan. DY3 outlines HMH’s intentions to implement a referral system within the hospital to ensure that dialysis patients are referred efficiently through electronic means. DY4 outlines HMH’s communication to staff the proper way to referral and conduct workup of dialysis patients. The steps taken in DY4 help ensure that the referral polices are effective and well understood by the staff. Finally, DY5 will document the increase of patients receiving dialysis treatments.  

Uninsured and Medicaid Benefit: This project‘s impact on the Medicaid and Uninsured population within HMH’s service area is sizable. Throughout DY2- DY5 HMH expects that Medicaid and Uninsured patients will need 1766 nephrology services. HMH plans to deliver a minimum of 1580 nephrology services to this population over the waiver demonstration period and on average 395 services annually. 
When considering this project’s impact on Medicaid and Uninsured populations it is helpful to look at Medicaid as secondary source of insurance. Medicare covers individuals diagnosed with End Stage Renal Disease (ESRD) regardless of age; therefore, a large majority of patients receiving dialysis treatment has Medicare as a payer source. Because of this, when HMH considers the Medicaid population benefiting from this project, Medicaid as a secondary insurance has to be considered in addition to Charity, Medicaid, Indigent and Self Pay. 

Project Components: The project area 1.9.2 has four core components. The core components are:

e) Increase service availability with extended hours

f) Increase number of specialty clinic locations. 

g) Implement transparent, standardized referrals across the system

h) Conduct quality improvement for project using methods such as rapid cycle improvement.  Activities may include, but are not limited to, identifying project impacts, identifying “lessons learned,” opportunities to scale all or part of the project to a broader patient population, and identifying key challenges associated with expansion of the project, including special considerations for safety-net populations.

This project will address each core component in the following ways:

a) This project will expand services, when the services become available in DY2. The services being available at HMH it will represent an increase in locations because previously there wasn’t a time the service was available
b) This project will expand locations, when the service becomes available in DY2. When the services becomes available at HMH for any amount of time this represents an increase in hours, because previously there wasn’t a time the service was available
c) HMH will implement a referral system with standardized protocols ensuing this system is well defined.
d) HMH will participate in quality improvement associated with the dialysis unit as outlined in DY3 of category 3 milestones.
Unique community need identification number this project addresses:

CN.2.3:  Hospitalizations from long-term diabetes complications among the highest potentially preventable hospitalizations in Walker County increasing by 32% from 2009-10.
How this project represents a new initiative or significantly enhances an existing delivery system reform initiative: HMH currently does not have dialysis services, nor does any other inpatient facility in Walker County.  Our hospital offers a variety of specialty care services, particularly for those with diabetes, but dialysis services are not available at this time.  This initiative will improve access to this care for targeted patients while increasing appropriate utilization and positive health outcomes.

Related Category 3 Outcome Measure(s):  

Outcome Domain- 1 Primary Care and Chronic Disease Management

IT–1.16 Hemodialysis Adequacy Clinical Performance Measure III

Rationale for selecting the outcome measures: The related category 3 outcome that is associated with this project is primary Care and Chronic Disease Management/ Hemodialysis Adequacy clinical Performance Measure III. This metric was selected because of the high occurrence of hospitalizations related to diabetes complications within Walker County indicates that a significant number of residents will benefit from HMH have the ability to treat dialysis patient effectively (http://www.dshs.state.tx.us/ph/county.shtm). By adding the monitoring of hemodialysis adequacy clinical performance as a category 3 measure to HMH’s inpatient dialysis unit this will ensure that residents not only have access to treatment but that the treatment is of a consistent quality. Because this measure indicates how well the blood is clearing the accumulated toxins as well as clinical outcomes, it will indicate how effective HMH’s hemodialysis treatments are. Adding this measure to the dialysis unit DSRIP project hold HMH accountable to a quality of care correlated with desirable outcomes.   

This Category 3 will benefit all patients at HMH needing hemodialysis treatment. As discussed in the project description based off estimates from the PPH and DRG codes for Nephrology and Urology, we are expecting hundreds of patients to need this service. The initial month of implementation have shown about thirty patients treated a month. Of these hundreds of patients expected to be treated annually HMH is expecting about 30% of them to be indigent, charity care or Medicaid population, based off historical percentages of patients treated at HMH. 
Relationship to other Projects:  This project has the potential to become incorporated with the chronic care management models which HMH is implementing as a Pass 2 DSRIP project.

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  

HMH will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation:  The valuation for DY 2-5 was determined based on four categories; achieves waiver goals, addresses community need, population served and project investment. Each project was ranked in these categories on a scale of 1-5. Ranking was determined based on how a project compared to the other DSRIP projects HMH is considering for Pass 1 of the 1115 waiver. A project receives a ranking of five if it best represents the category. Rankings are subjective. A percentage was assigned to each project based the total number of points given out. For example if a project’s cumulative points were 15 and a total of 63 points were awarded then the project represents 23.8% of the valuation (15/63). This was then taken into consideration with the pass 1 allocation HMH was allotted.

The total cost of the Dialysis Unit was not estimated due to the difficulty in identifying direct and indirect cost. Factor that would have to be considered are, but not limited to: cost of contracting with the company providing dialysis treatment, staff training, technical support for referrals and equipment. All of these factors are difficult to estimate at this point in the planning process. However, HMH has determined that HMH pays range for a patient receiving dialysis treatment is $372.50-$425.00; these costs will rise if patient needs treatment during holiday or night hours. In addition, HMH is anticipating spending approximately $31,000 on technology necessary to accomplish e-referrals for dialysis patients. However, HMH is investing its own capital funds into the project to cover the e-referral technology. Further increasing the valuation of this project is the cost savings HMH is anticipating to occur. The cost savings will come through improved access to inpatient dialysis unit for the residents of Walker County. From 2005-2010, Walker County had 678 hospitalization due to Diabetes long-term complications and 294 hospitalizations due to diabetes short-term complications. If these hospitalizations needed dialysis treatment then they had to travel out of the County for treatment (www.dshs.state.tx.us/ph). The cost saving would occur when these patients receive quality care locally, leading to improved patient outcomes from being able to remain within in the same County for inpatient care.  The amount of money that is saved per patient through improved treatment is unknown make the exact cost savings that occurs per patient unknown; therefore total cost savings cannot be calculated. When taking indirect cost, cost savings and direct cost of the dialysis unit it is reasonable to place the valuation of this project at $1,408,859, which is the amount HMH assigned for the 1115 waiver throughout the demonstration years 2-5.

The cost savings and monetary value of the project was taken into consideration as was the criteria for which the project matched the four categories; achieves waiver goals, addresses community need, population served and project investment. While taking these factors into consideration, HMH then determined how much IGT was available for all 1115 waiver projects then scaled the value appropriately. 

Project Summary Information

Category 1 – Project 9

Unique Project ID: 189791001.1.3 

Project Option: 1.9.1
Pass: Pass 1

Provider Name/TPI: Huntsville Memorial Hospital/189791001
Provider Information: Huntsville Memorial Hospital is a 124-bed, trauma level IV, private hospital located in the city of Huntsville in Walker County, a 784.17 square mile area with a 2010 population of approximately 67,861. Huntsville Memorial Hospital provides services that range from inpatient/outpatient surgery and care, rehabilitation and wound care to outpatient counseling, mammography and other diagnostic imaging, and a vocational nursing program. In addition to serving the patients of Walker County through the hospital, Huntsville Memorial also operates some rural health clinics in Huntsville and in neighboring Madison County. 

Intervention: Implementation of a nursing fellowship program to provide training and improve access to specialty care areas. 

Need for the Project: This program is intended to help HMH recruit, retain and train Registered Nurses in specialty areas. This was a need identified at HMH due to the advanced age of RNs currently employed, as well as difficulty in successfully recruiting RNs for specialty areas. High turnover rates among nursing staff raises concerns about sustainability of current recruiting methods. If HMH is unable to implement a sustainable RN recruiting method, especially for specialty care nurses, services could be limited or the quality of the services negatively affected

Target Population: The target population is any patient needing specialty care at HMH. Using data from HMH’s last fiscal year, approximately 30% of HMH’s patients are indigent, charity care or Medicaid; therefore, we expect that nearly 1 out 3 patients will be from these payer sources.  

Category 1 or 2 expected Patient Benefits: To measure direct patient impact of the Fellowship program HMH will consider patients seen in the specialty fields while the Fellowship program is occurring. For example, last year there were 3,116, combined observation and admitted patients in the targeted specialty care (TSC) areas that HMH will provide training for. Therefore, if it takes an SHSU student 6 months to complete a fellowship program it can be assumed that 1,558 patients will benefit from this fellowship program per year, if there is only one program done each year.  However some years it is expect that HMH will offer the program twice a year reaching all 3,116 patients benefiting from the care delivered during the Fellowship program. This is in addition to the indirect result of the program, which is the retention of RNs to provide TSC. This indirect benefit will result in additional nursing staff at HMH and lead to the ability to treat greater patient volumes. It is assumed that this project will result in a 3% increase of patients treated annually in TSC by DY5. 
Category 3 Outcome(s): IT-4.5 – Patient Fall Rate.  Our goal is to reduce the patient fall rate by 5% over baseline in DY4 and 10% over baseline in DY5. Baseline rates will be established in DY3.

Title: Nursing Fellowship Program to Provide Training in Specialty Areas 

RHP Project Identification Number: 189791001.1.3

Project Option: 1.9.1
Performing Provider Name/TPI: Huntsville Memorial Hospital/189791001

Project Description:  This program will help HMH recruit, retain and prepare new nurses for a successful career in acute care nursing. During DY2 HMH will work to develop policies and curriculums that can be used in the implementation of this project and expanded upon to as to grow or improve the program. HMH staff will work closely together through interdepartmental meetings to communicate specialty specific competencies for each nursing department to the education department at HMH. Meetings will occur between HMH and the local university, Sam Houston State University (SHSU), regarding HMH’s recruitment of BSN students. HMH will attract these students through a paid, two-stage Nursing Fellowship program lasting a minimum of six months. The first stage of the program is a 12-week part time position where the student works as a Tech in the targeted specialty field (TSF) they have been selected for. The second stage of the program is when the graduated student has obtained GN/RN status and began working on the TSF as a Fellow or GN. Both stages of the program are done under close supervision of a preceptor. This fellowship will allow nurses to gain experience in a specialty field, while working with a preceptor as well as gradually acclimate the fellows to their role in acute care nursing at HMH while gradually increasing their nursing responsibilities.

The specialty floor directors, managers and preceptors will collaborate with HMH’s education department to ensure that the fellows receive proper education and instruction to prepare them for a successful care in a specialty field. Communication between departments will be done through documentation showing the Fellow’s completion of a checklist for each specialty competency. HMH will contract with selected fellows to work at HMH for duration of two years in the TSF they were there training occurred, in exchange for the education they have received. To promote the continual improvement and success of the RN training and recruitment in Walker County, HMH will work with SHSU’s BSN program to promote a mutually beneficial relationship between the two entities. 

The Fellowship Program will help with recruitment, retention and training of specialty RNs at HMH; which address Walker County’s health professional shortage disparity. Walker County has been documented as a health professional Shortage Area for low income groups (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf). Walker County's 2009 ratio of population per registered nurses is well below the state's ratio. Walker County's ratio is 407.7 compared to Texas' ratio of 695.6 (Source: www.dshs.state.tx.us/chs/healthcurrents). The ratio is calculated as; 100,000/2010 population multiplied by number of workers in the health occupation (Source: http://www.dshs.state.tx.us/chs/healthcurrents/sources.shtm#hprc_occu_rate ).  By implementing this project at HMH it will help improve low income groups access to healthcare professionals. Because HMH is commitment to treating the low-income groups in Walker County, the increase in RN staff at the hospital will reduce disparities in access to healthcare professionals for low-income populations. HMH’s devotion to the healthcare treatment of all individuals, regardless of ability to pay bills, is reinforced by HMH’s 2010 UC charges equaling $19,305,488.00 (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf ).  The increase of RN employment at will be monitored through the metric in DY5.

The target population for this project is any patient needing specialty care at HMH. Using data from HMH’s last fiscal year approximately 30% of HMH’s patients are indigent, charity care or Medicaid; therefore we expect that nearly 1 out 3 patients will be from these payer sources.  The direct patient impact of the Fellowship program will have can be measured by the number of patients seen in the specialty fields while the Fellowship program is occurring. Last year there was 3,116, combined observation and admitted for the TSC areas that HMH will provide training for. Therefore if it takes a SHSU student 6 months to complete a fellowship program it can be assumed that 1,558 patients will benefit from this fellowship program per year; if there is only one program done each year.  However some years it is expect that HMH will offer the program twice a year reaching all 3,116 patients. This is in addition to the indirect result of the program, which is the retention of RNs in TSC. This indirect impact of the program will result in a patient benefit of 3,116 per year. It is HMH’s expectation that through the recruitment and retention of RNs through this program, the quality of patient care will increase. 
As the Fellowship Program grew and developed during DY2, confusion around two issues related to the program’s original proposal occurred. First, the original proposal identified this program as the Nursing Fellowship Program. However, other hospitals have similar programs called Internship. It is also uncommon to use the term Fellowship for nursing programs. For these reasons, HMH does at times refer to this program as the internship program to avoid confusion. Second, while recruitment at SHSU does occur, HMH may wish to consider other candidates from nearby RN or BSN programs. HMH does not want to deny qualified candidates because they were not educated at SHSU. In addition, looking at other RN or BSN programs allows HMH to consider a larger population of RNs for the program. Ultimately, this will allow HMH to improve the number of RNs working in Walker County, which still addresses the healthcare professional shortage in Walker County.  

Goals and Relationship to Regional Goals: This project’s goal is to increase the capacity to provide specialty care services. The availability of targeted specialty providers will better accommodate the high demand for specialty nursing care and ensure that patients have access to high quality care.

This project meets the following regional goals:

· Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs; and

· Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs.
Challenges: Because this project is completely new to HMH it will require significant communication to make sure new protocol are understood and expectations of the program are the same for all individuals involved; students, preceptors, managers, directors and SHSU faculty. Additional challenges will be created from the transition of new graduate nurses to roles in acute care fields. Excellent preceptors will be required to prepare students to deliver highly specialized care and appropriate teaching situation will be needed. This is being addressed in demonstration year 1 through the development of training documents and the hiring of staff to assist in the managing of the nursing fellowship. 

5-year expected Outcomes for Providers and Patients: This project would directly address this issue of low RN to population ratio by insuring the direct recruiting of RNs from SHSU and other local RN schools. It will also help HMH train nurses in specialty areas, which are becoming more difficult to recruit for. HMH can also use this program as a means to educate new hires on problem areas in nursing care that need improvement. Therefore, not only will this program help recruit RNs but it will also place them in areas that HMH needs them the most. It is the expectation of HMH that due to the increased capacity to recruit RNs and provide them with training the quality of nursing care delivered at HMH will improve.  The improvement in nursing quality will be demonstrated through the nursing fellowships companion category 3 project, potentially preventable complications, Hospital acquired deep pressure ulcers. In addition to reducing potentially preventable complications this project will also assist in reducing Walker County’s disparity in healthcare professional access for low income individuals. This project will address this disparity be increasing the number of RNs recruited to HMH therefore providing access to low income groups, which is a group that HMH is committed to serve. Documentation of this recruitment will be part of the metrics for demonstration years 4 and 5. 
Starting Point/Baseline:  Prior to DY2, HMH had not implemented a Nursing Fellowship program, therefore, zero patients benefited from improved quality of care due to the program.

Rationale: This project was categorized into project areas 1.9.1; which is designated as Infrastructure development; expand specialty care capacity, and expand high impact/most impacted medical specialties. The goal of this program is to help HMH recruit RNs into specialty areas; which an adequate nursing staff is an important part of a HMH’s infrastructure. The Nursing Fellowship will expand nursing specialty care capacity at HMH by providing greater number of RNs who are able to work the specialty floors. The targeted floors to have expanded specialty care capacity are those which HMH accepts fellows into and have been designated as a high impact specialty through informal communication occurring internally at HMH. 
The metrics that HMH selected for the nursing fellowship program reflect the gradual development of the program and measures its anticipated success.  During DY2 and 3 the program will be established and recruits RNs into the program.  DY4 is when HMH will measure the recruitment and retention of fellows that are participating in the Fellowship program into a position working at HMH as part of the regular RN staff. Finally DY5 will indicate if HMH is in fact recruiting and retaining the RNs due to the Nursing Fellowship program at a greater rate than that experienced in DY2. 

The Fellowship Program will help with recruitment, retention and training of specialty RNs in HMH. Walker County has been documented as a health professional Shortage Area for low income groups (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf). By implementing this project at HMH it will help improve low income groups access to healthcare professionals. Because HMH is  commitment to treating the low income groups in Walker County the increase in RN staff at the hospital will ultimately help reduce the current disparities in low income demographic’ s access to healthcare professionals. This statement is reinforced by HMH’s 2010 UC charges equaling $19,305,488.00 (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf ).

Project Components: The project area 1.9.1 has four core components. The core components are: 
a) Identify high impact/most impacted specialty services and gaps in care and coordination
b) Increase the number of residents/trainees choosing targeted shortage specialties
c) Design workforce enhancement initiatives to support access to specialty providers in underserved markets and areas (recruitment and retention)
d) Conduct quality improvement for project using methods such as rapid cycle improvement.  Activities may include, but are not limited to, identifying project impacts, identifying “lessons learned,” opportunities to scale all or part of the project to a broader patient population, and identifying key challenges associated with expansion of the project, including special considerations for safety-net populations.

This project will address each core component in the following ways:

a) For this waiver period HMH will not be conducted high impacted/most impacted specialty services and gaps in care coordination. This component is informally addressed through the input of floor directors and managers communicating directly to HMH administration, the need for more skilled nurse in specialty areas.
b) This program is new to HMH, so any positions created to facilitate the education of the fellows would represent an increase in number of fellows. HMH will be monitoring the program’s growth and effectiveness of recruiting RNs, furthermore indicating that this initiative is increasing the number of fellows choosing TSF.  
c) This project supports workforce initiatives in Walker County, which is an underserved area for low income populations. Because HMH is a significant provider of care to low income groups, any workforce initiative that the hospital undergoes addresses an underserved market.
d) HMH will participate in quality improvement through Conduct, Plan, Do, Study Act cycles, as described in DY3 for category 3. In addition to the Conduct, Plan, Do, Study, Act cycles, HMH will be administering regular surveys to those enrolled in the nursing fellowship program to gage how well the program is being run and identify areas that need improvement.
Furthermore, HMH is not planning to complete core component A, because this core component could distract HMH from our immediate purpose which is the recruiting and retention of BSNs. The situation which HMH is trying to avoid by omitting this core measure is the following. A BSN student is willing to accept a position in a specialty field not identified in the original assessment of care, HMH may be hesitant to offer training in this areas as it was not originally identified as a needy area. This is of significant concern to HMH, because the hospital’s services lines are undergoing rapid growth which may cause nursing gaps to occur in areas that previously seemed adequately staffed. Because of the limiting possibility of this component, as well as this assessment already informally done through the everyday nursing administrative duties, HMH is opting out of this core component. 

Unique community need identification number this project addresses:

CN.1.1 The ratio of RNs to population in Walker County is 41% less than the state average.
How this project represents a new initiative or significantly enhances an existing delivery system reform initiative: HMH did not have a Nursing Fellowship prior to DY2.  This initiative will improve access to care for patients in targeted specialty fields while increasing positive health outcomes for HMH patients through improved quality of patient care.

Related Category 3 Outcome Measure:  

Outcome Domain 4:  Potentially Preventable Complications

IT 4.5:  Patient Fall Rate

· Reduce Patient Fall Rate 

Rationale for selecting the outcome measures: The category 3 project which HMH has chosen for the nursing fellowship program is the potentially preventable complications (PPC) and healthcare acquired complications/ Patient Falls.  This metric was chosen because this program will allow the new hires, who have undergone fellowship training, to be educated and trained in patient quality measures the hospital has identified as needing improvement. After consulting with HMH’s clinical effectiveness department it was determined that Patient Falls are a patient care issues were the most improvement is needed. Hospital acquired conditions can be identified and prevented by the hospital’s staff it is reasonably to assumed that proper training of fellows can contribute to improved outcomes in this area. This information was furthers supported by the data presented on Healthgrades.com, the website indicates that bed sores (or pressure ulcers) is a patient safety issue HMH ranks below average in (http://www.healthgrades.com/hospital-directory/texas-tx-central/huntsville-memorial-hospital-hgst6e2bc8b6450347). Healthgrades.com cites their source as Center for Medicare and Medicaid Services (CMS), therefore even though this information was not retrieved from the Anchor’s website it should still be considered creditable. 

HMH is a significant provider of care to low income groups, as emphasized by HMH’s UC charges in 2010 equaling $19,305,488 (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf ).  By HMH recruiting and training BSN students on how to avoid patient safety issues it is reasonable to assume that this category 3 project will help improve the healthcare treatment of the low income individuals treated at HMH. The improved healthcare treatment of low income groups will be enabled by HMH Category 3 Process and Improvement Target; which are designed to ensure HMH is achieving a reduced rate of deep pressure ulcers in patients. 

Relationship to other Projects:  The Nursing Fellowship does relate to Reporting Domain 3, Potentially Preventable Complications in Category 4. Because the fellowship is directly related to the quality of patient care it is reasonable to think that it will be lead to a reduction in PPCs at HMH. 

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  

HMH will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation:  The valuation for DY 2-5 was determined based on four categories; achieves waiver goals, addresses community need, population served and project investment. Each project was ranked in these categories on a scale of 1-5. Ranking was determined based on how a project compared to the other DSRIP projects HMH is considering for the 1115 waiver for pass 1. A project receives a ranking of five if it best represents the category. Rankings are subjective. A percentage was assigned to each project based the total number of points given out. For example if a project’s cumulative points were 15 and a total of 63 points were awarded then the project represents 23.8% of the valuation (15/63). This was then taken into consideration with the pass 1 allocation HMH was allotted.

The cost of the Nursing Fellowship was not estimated due to the difficulty in identifying direct and indirect cost. Factor that would have to be considered are, but not limited to: the cost associated with recruiting new nurses, training new nurses, the overhead of creating the training materials for fellows and salaries of the fellows. These factors are difficult to estimate at this point in the planning process, because of the high likelihood of miscalculation initial estimation were forgone.  Furthers increasing the value this project brings to HMH is cost savings that will occur. The cost savings will come through improved patient care leading to better patient outcomes and increased nursing retention of BSN nurses. The amount of money that is saved annually due to the nursing fellowship program is unknown; therefore total cost savings was not estimated. When taking indirect cost, cost savings and direct cost of the nursing fellowship it is reasonable to place the valuation of this project at $1,408,859.00, which is the amount HMH assigned for the 1115 waiver throughout the demonstration years 2-5.

The cost savings and monetary value of the project was taken into consideration as was the criteria for which the project matched the four categories; achieves waiver goals, addresses community need, population served and project investment. While taking these factors into consideration, HMH then determined how much IGT was available for all 1115 waiver projects then scaled the value.

Project Summary Information

Category 1 – Project 10

Unique Project ID: 189791001.1.4 

Project Option: 1.1.3
Pass: Pass 2

Provider Name/TPI: Huntsville Memorial Hospital/189791001
Provider Information: Huntsville Memorial Hospital is a 124-bed, trauma level IV, private hospital located in the city of Huntsville in Walker County, a 784.17 square mile area with a 2010 population of approximately 67,861. Huntsville Memorial Hospital provides services that range from inpatient/outpatient surgery and care, rehabilitation and wound care to outpatient counseling, mammography and other diagnostic imaging, and a vocational nursing program. In addition to serving the patients of Walker County through the hospital, Huntsville Memorial also operates some rural health clinics in Huntsville and in neighboring Madison County. 

Intervention: Implementation of a mobile office/clinic to improve and expand access to care by providing screenings, vaccinations, physicals and health education.  

Need for the Project: The Huntsville clinic currently operates 7 days a week from 8am‐8pm. Even with the clinic operating at non‐traditional hours there is still an unmet need for primary care services. The Huntsville Clinic experiences high volumes of patients and even overcrowding at times.  The high demand for the clinic’s services indicates a need for increased availability of non-emergent care. The inadequate supply of primary care may have resulted in Walker County’s high rates of potentially preventable hospitalizations as well as undesirable rankings for community health status indicators. HMH hopes that by delivering screenings, educations, physicals and vaccinations, this will address some of the need for primary care. 

Target Population: The target population for this project is all of Walker County as well as surrounding areas in need of primary care services such as education, vaccination, screenings or physicals. However, the goal is to reach those who are not already receiving primary healthcare from a local provider. Therefore, it is the expectation that the Medicaid, charity care and indigent population served by the project will mirror the population that is served at the Huntsville clinic, which is 50%. Using data from HMH’s last fiscal year approximately 50% of HMH’s patients are indigent, charity care or Medicaid; there we expect 1 out of 3 patients utilizing this project to be from these payer sources. 

Category 1 or 2 expected Patient Benefits: Last year HMH delivered 1558 physicals, vaccinations and dietary consults. It is the expectation that the mobile clinic will be able to deliver more than 15% of these services annually in the community setting. HMH anticipates that at least 1,500 encounters will have services provided to them in the community setting by DY5. Through the additional services that are delivered into the community there will be greater utilization of outpatient care and therefore a reduction in potentially preventable admissions.   

Category 3 Outcome(s): “The following Category 3 measure has been approved in 2014 to describe improvements to the delivery system and patient population: IT 2.17 Uncontrolled Diabetes Admission Rate (Potentially Preventable Admissions)”. Our goal is to reduce the number of non-maternal patients, age 18 years or older, admitted (and therefore discharged) with a principal diagnosis of uncontrolled diabetes. This measure will be coupled with PPR.11 Sepsis related PPRs. 

Title: Mobile Office to Provide Screenings, Vaccinations, Physicals and Health Education

RHP Project Identification Number: 189791001.1.4 (Pass 2) 

Project Option: 1.1.3
Performing Provider Name/TPI: Huntsville Memorial Hospital/189791001

Project Description:  This project will build the relationship between HMH with the community. By partnering together HMH’s healthcare services can be delivered at the partnering facility’s location in the community at scheduled times.  The mobile clinic will be staffed by healthcare professionals who travel into the community to provide screenings, vaccinations, physicals and healthcare education. This clinic will make regular stops at areas that are considered by HMH as having a high need for services. The services provided by the mobile clinic will be suited to the population’s needs. Two examples of how these services may be applied are education at the women’s shelter for enrolling in Medicaid or CHIP, and physicals provided at a place of employment to promote an employee health program. 

In the past, HMH has offered outpatient healthcare services at locations other than the HMH facility when specifically requested by the hosting facility. However, this project will expand upon that service by requiring HMH to proactively engage entities within the community about healthcare services they are interested in hosting at their facility, as well the timeframe and frequency that is agreed upon by both HMH and community organizations. HMH will obtain contracts to ensure medical staff is available to work the trips into the community. These planning activities are recorded through the milestones in demonstration year (DY) 2. After these planning milestones are complete, HMH will have a schedule of locations and times when trips will be made into the community and a list of providers that may be called on to participate in these trips. The DY3 milestones will record the actual patient populations being served during these trips into the community. In DY4, additional staff will be recruited to accommodate the program’s growth and HMH is expecting to see the number of patient’s receiving services increase over the next couple of years from expansion of new employees and a better understanding of where community healthcare services are best utilized. HMH plans to have 1500 encounters where physicals, education, vaccinations or screenings are provided to residents in the community by DY5. Based off last year’s rates for these services, this means that annually about 10-15% of HMH’s physicals, educations, vaccination and screenings will be moved into a community setting through the mobile clinic. HMH expects to serve approximately 450 patients in DY3 and through the metrics of DY4 increase number of residents reached to approximately 500 and 550 in DY5. Leading to approximately 1500 encounters reached throughout the entire waiver demonstration.  

Through the Mobile Clinic, multiple services will be made available to community members who are receiving vaccinations. The following is a list of these services: 

· Required paperwork and health screening to determine eligibility for vaccination 

· Review of online vaccination database to determine which shots needed 

· Data entry for billing 

· Updating vaccine database with vaccines received  

· Mailing reminders of when new vaccinations or boosters as need 

· On average four vaccinations are administered to school-aged children when receiving vaccinations. 

· Education about the vaccinations and possible side effects 

All these services are required to provide quality vaccinations and each service represents a patient impact.  Therefore this project could reasonable be valued over $5,000,000 because a majority of the 1,500 encounters will receive several services which should drive the value of the service provided over $1,651. 

Currently, access and utilization of proper outpatient care is a community issue HMH needs to address. In Walker County there were 6,130 potentially preventable hospitalizations (PPH) over a five-year span from 2005-2010 (www.dshs.state.tx.us/ph). This only includes adult residents 18 and older; therefore, the number of PPH could potentially be larger than reported. Hospitalizations are considered “potentially preventable” because had the patient had access to appropriate outpatient care then the hospitalization would not have occurred. Despite HMH making outpatient care accessible through a local clinic, the County still struggles with high PPH numbers. The clinic opened in 2002 and currently operates 7 days a week from 8am-8pm; showing that HMH has tried to make outpatients services available at non-traditional clinic hours (http://www.huntsvillememorial.com/content/default/?id=41). Even though HMH promotes outpatient care through the clinic and additional hours of service, there is still a need to improve the outpatient care to help avoid some of the 6,130 PPHs occurring among Walker County residents. Through the mobile clinic HMH intends to make services more convenient and create addition appointment times, thereby increasing the likelihood of having patients utilize outpatient services and increase the availability of primary care. 

The recent pertussis outbreak that occurred in Walker County during the last couple of months in 2012 emphasizes the strength of the metric’s value justifying why this service is worth more than $1,651 per patient served. This outbreak occurred among 34 school-aged residents, all of whom were up to date on their required vaccinations. This outbreak accompanied the nationwide increase in pertussis incidents, which is similar to the number of cases seen during the 1950s. A recent New England Journal of Medicine article, reported by ABC news, attributes increased prevalence of pertussis outbreaks to reduced effectiveness of “acellular” vaccines. Despite the waning effectiveness of the vaccine, the “acellular” vaccination is likely to remain the preferred treatment due to negative side effects associated with alternative pertussis vaccines used in the past. Ultimately, this will lead to an increase in number of Tdap vaccinations required. The increased need for vaccinations to maintain pertussis immunity will further burden local clinics if mobile units are not set-up to help alleviate vaccination need. The community’s need strengthens any metrics that make a mobile unit financially feasible and able to serve HMH’s service area with Tdap vaccinations. 

Goal and Relationship to Regional Goals: Project goals include expanding the capacity of primary care to better accommodate the needs of the patient population and promote increased use of primary care. HMH plans to accomplish this by allowing patients to receive care at convenient locations within the community. It is the expectation that by increasing primary care convenience and availability this will return a decrease in potentially preventable hospitalization. This decrease in potentially preventable hospitalizations will be documented by HMH’s improvement target of uncontrolled diabetes reported on in both DY4 and DY5 of the companion category 3 project.  

This project meets the following regional goals:

· Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs; and

· Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs.
Challenges: Services will have to be transported and set up using personal vehicles until alternate transportation solutions become available. This project will serve as a pilot to determine how effective trips into the community are, and if this justifies the purchase of a vehicle to accommodate these trips. However until such a purchase can be justified, the quantities of services delivered are limited due to barriers to transporting equipment in a personal vehicle. To overcome this barrier, as part of the valuation of $5,283,425, consideration was given to expenses. The limited number of supplies might increase the number of trips that need to be made into the community to reach HMH’s goal for patients served; the more trips increase the time commitment of the staff and therefore staffing hours. 

Funding challenges and resource uncertainty have significantly shaped this project. Ideally, HMH would like to fund frequent stops in the community delivering both preventive and non-emergent care services. However, uncertainly in availability of resources has caused HMH to limit the scope of services offered. Because the stops made into the community will be periodic, residents won’t be able to rely on the mobile clinic for immediate primary care. Therefore, HMH is focusing largely on preventative service. 

5 Year expected Outcomes for Providers and Patients: Walker County residents will experience better access to primary care through the mobile's trips into the community. There will be a decrease in the number of potentially preventable hospitalizations resulting in lower cost for both HMH and the other healthcare payers. Reports totaling $154,918,644 in potentially preventable hospital charges from 2005-2010 (Source: http://www.dshs.state.tx.us/ph/county.shtm ).  In theory, all of these costs could have been prevented if the patient was able to see a primary care physician. When 2005-2010 hospital costs for potentially preventable hospitalizations are divided by Walker County’s 2010 population, cost comes to $2,740 per resident. Compared to Texas’ cost of $2,159 per resident (Source: www.dshs.state.tx.us/ph ) It appears that Walker County residents incur greater cost for hospitalizations, than is usual in Texas. This could be avoided through proper outpatient care made available to residents.  An ideal outcome would be that Walker County’s cost for potentially preventable hospitalizations are reduced because residents are able to utilize appropriate outpatient care more frequently and at convenient locations through the trips made into community. Ultimately this project will lead to improved health for the community and less usage of expensive hospital care. This increased access to primary care will be documented in metrics for DY3 and DY5. The decrease in potentially preventable admissions will be recorded in DY4 and 5 through the category 3 companion project, which will track potentially preventable admissions for diabetes. Our goal is to reduce the number of non-maternal patients, age 18 years or older, admitted (and therefore discharged) with a principal diagnosis of uncontrolled diabetes by X% over baseline in DY4 and an additional X% over baseline in DY5.
Starting Point/Baseline: In DY1, HMH does not have a formalized plan detailing how screenings, vaccination, physicals and health education will be delivered into the community on a regular basis and zero services were delivered during into the community during DY1. 

Rationale:  The mobile clinic was categorized numerically as 1.1.3; which represents: Infrastructure Development, Expand Primary Care Capacity, Expand Mobile Clinic. This DSRIP project fits this category description for the following reasons. The mobile will provide a reliable infrastructure through which services are delivered into the community and create an outlet for HMH to address community health issues before they become a significant health concern requiring hospitalization. This project will represents an outlet through which services will be delivered making the project part of infrastructure development. The services being delivered; vaccinations, physicals and screenings, represent primary care that previously was not available within the community, therefore representing expanded primary care capacity. Finally, this project represents an expansion of the mobile clinic because previously the mobile services had been supplied sporadically at the request of the community. However, this project will require that HMH resources are used to create a reliable plan to deliver services representing an expansion of a mobile clinic because it adds greater stability and requires more resources to organize. For these reasons this project represents Infrastructure Development, Expand Primary Care Capacity, and Expanded Mobile Clinic.

Project Components: The milestones and metrics that have been selected for the mobile clinic will document the gradual development of the project and its increased exposure in the community over the rest of the 1115 waiver demonstration period. Beginning in DY2, the mobile clinic will begin with documents supporting how HMH plans to deliver services to the community through the mobile clinic. Another metric in DY2 will require that HMH implement a community/school based health clinic. DY3 metric will measure how many residents are being treated at the mobile clinic compared to those treated in DY1, when mobile clinic services were sporadic and request by the facility that is hosting the mobile clinic. In DY4, HMH will focus on the hiring and training of staff to deliver efficient care from the mobile clinic. Finally, in DY5 HMH will measure how many additional residents are receiving care at the mobile clinic due to the increase in staff and providers added to the project during DY4, compared to those receiving care in DY3. These milestones and metric work together to help HMH expand the mobile clinic into a program that is able to deliver care throughout the community. 

Primary care needs to be increased in Walker County as indicated by the poor health Walker County residents reported having in the Community Health Status Indicator (CHSI) 2009. Further evidence that Walker County needs access to regular primary care is the rates Walker County residents reported risk factors for premature death when surveyed in the CHSI. Residents reported factors such as, no exercise, obesity and diabetes at rates of 23.7%, 24.4% and 8.2%, respectively (source: http://www.communityhealth.hhs.gov/RiskFactorsForPrematureDeath.aspx?GeogCD=48471&PeerStrat=8&state=Texas&county=Walker). The prevalence of these issues indicates that increased primary health care is a need in the community because these risk factors are likely to result in death unless some kind of intervention should occur. One reason these risk factors are so high is that the appropriate primary care is not accessible. This helps explain why primary care is needed to help improve the physical health of the community and serve as a possible intervention to solve the low community health status indictors.

Unique community need identification number this project addresses:

CN.1.2 - Limited access to primary care in Walker County.

How this project represents a new initiative or significantly enhances an existing delivery system reform initiative: HMH’s mobile primary care clinic is sporadic and not well utilized; this project will enhance the service by outlining initiative and increase mobile clinic staff and patients.

Related Category 3 Outcome Measure:  “The following Category 3 measure has been approved in 2014 to describe improvements to the delivery system and patient population: IT 2.17 Uncontrolled Diabetes Admission Rate (Potentially Preventable Admissions)”.
Reasons/rationale for selecting the outcome measures: Uncontrolled diabetes admissions were selected as the mobile clinics’ companion improvement target. The reasoning for selecting this measure is that diabetes long-term complications are the most expensive hospital charge for potentially preventable reasons, costing on average $34,507.00 (http://www.dshs.state.tx.us/ph/county.shtm). It is HMH’s goal that by focusing on uncontrolled diabetes admissions and linking it to the mobile clinic, that this will encourage the mobile clinic to treat diabetics in the community helping them to control their disease before it leads to hospitalization. This will have an even greater possibility of incurring cost savings because of the expense associated with this particular hospitalization. 

Focusing on Walker County there were a total of 146 admissions in 2012 that were related to uncontrolled diabetic patients. Current statistics at HMH Medical clinic is that on monthly basis we see 78 uncontrolled diabetic patients for a yearly total of 936.  The mobile clinic is gearing their efforts toward identifying and treating undiagnosed patients and educating uncontrolled diabetics through health screenings, education, diet and fitness plans and establishing care with HMH clinics. By providing this outreach into the community we can decrease the number of patients who are admitted to our hospital by identifying their disease and working to treat and educate each patient. Also, the Mobile clinic will provide services to a high volume of Medicaid and uninsured patients and by providing access to care in the community history shows If the individual has access to and cooperates with appropriate outpatient healthcare, the hospitalization or re-hospitalization would most likely not occur. Lastly, the Mobile clinic can potentially prevent hospitalizations by identifying the uncontrolled diabetic patient, encouraging the regular monitoring and managing of their diabetes in the outpatient health care setting and encouraging patient compliance with treatment plans.

Diabetes was strategically chosen disease to monitor because Walker County has a significant need to develop effective methods to control this disease before it leads to hospitalizations. This need is evident in the Community Health Status Indicator (CHSI), 2009 survey. Self-reported rates for no exercise, obesity and diabetes were 23.7%, 24.4% and 8.2%, respectively (http://www.communityhealth.hhs.gov/Demographics.aspx?GeogCD=48471&PeerStrat=8&state=Texas&county=Walker). 

Community Health Status Indicator (CHSI) reported population for Walker County is 64,212, which means that there is a potential of 5,265 diabetics within the County based on the survey (http://www.communityhealth.hhs.gov/Demographics.aspx?GeogCD=48471&PeerStrat=8&state=Texas&county=Walker). The high percentage of residents that report no exercise and obesity is likely to lead to an increase in the number of diabetics over the next couple of years. It is a well-known fact that no exercise leads to obesity and obesity is linked to the onset of type II diabetes. Meaning that diabetes rate in Walker County are likely to continue to rise and developing a strategy to provide the community with a tool for reducing these PPHs for diabetes is critical. 

The mobile clinic’s plan to focus on diabetes included in DY 2 through MOUs with community/school based clinic programs, these documents when appropriate will detail diabetes services that will be offered at each location. The Category 3 companion project metric of Plan, Do, Study, Act cycle occurring in DY3 will help determine the success of these community based interventions. The services that have been identified as being successful through the Plan, Do, Study, Act cycle will be expanded in DY4 through the hire and training of additional staff.   

It is expected that program will service the general population of Walker County; however, the goal is to reach those who are not already receiving primary healthcare from a local provider. Therefore it is the expectation that the Medicaid, charity care and indigent population served by the project will mirror the population that is served at the Huntsville clinic which is 50% of the population. HMH plans to mirror this population by targeting areas that are known for having an underinsured or uninsured population 
Relationship to other Projects:  This project may have an influence on Category 4 RD-1; Potentially Preventable Hospitalizations. HMH is anticipating this impact due to the increase of primary care visits that will be supplied to the community hopefully resulting in the treatment of sickness before it progresses into a hospitalization.

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  

HMH will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation:  The valuation for DY 2-5 was determined based on four categories; achieves waiver goals, addresses community need, population served and project investment. Each project was ranked in these categories on a scale of 1-5. Ranking was determined based on how a project compared to the other DSRIP projects HMH is considering for Pass 1 of the 1115 waiver. A project receives a ranking of five if it best represents the category. Rankings are subjective. A percentage was assigned to each project based the total number of points given out. For example if a project’s cumulative points were 15 and a total of 63 points were awarded then the project represents 23.8% of the valuation (15/63). This was then taken into consideration with the pass 1 allocation HMH was allotted. After the IGT valuation was calculated this number was then distributed across the four categories identified in the PFM protocol and the appropriate valuation was assigned to Category 1 metrics.

The valuation assigned to this project is reasonable based on direct cost, indirect cost and cost savings associated with this project. The total cost of the mobile clinic was not estimated due to the difficulty in identifying direct and indirect cost. Factor that would have to be considered are, but not limited to: traveling expenses, supplies, staffing hours, equipment needed to track patient care and overhead cost. These factors are difficult to estimate at this point in the planning process due to uncertainty how many patients can be treated per hour or the specific type of service being delivered. However, staffing costs are estimated to be 113.50 per hour and cost of vaccinations range from $274.00-$12.50 per vaccination.  Further increasing the value of this project is the cost savings that will occur. The cost savings will come from improved access to primary care leading to a reduction in costly hospitalizations. The amount of money that is saved annually due to the mobile clinic is unknown; therefore total cost savings was not estimated at this time. When evaluating indirect cost, cost savings and direct cost of the mobile clinic it is reasonable to place the valuation of this project at $5,283,425.00 which is the amount HMH assigned for the 1115 waiver throughout the demonstration years 2-5.

The cost savings and monetary value of the project was taken into consideration as was the following four categories; achieves waiver goals, addresses community need, population served and project investment. While taking these factors into consideration, HMH then determined how much IGT was available for all 1115 waiver projects then scaled the value for the mobile clinic appropriately.
Project Summary Information

Category 1 – Project 11

Unique Project ID: 198523601.1.1

Project Option: 1.1.2

Pass: Pass 1

Provider Name/TPI: Texas A&M Physicians/198523601

Provider Information: Texas A&M Physicians (TAMP) is a physician group associated with the Texas A&M Health Science Center and is located in the twin cities of Bryan/College Station in Brazos County, with the county being a 585.45 square mile area with a 2010 population of

194,851. TAMP has providers in several specialties, who have privileges in multiple hospitals throughout the seven-county Brazos Valley area. In addition, TAMP operate a separate primary care clinic in affiliation with the Texas A&M Family Practice Residency and help staff the local free clinic (Health For All) in Bryan. Additionally, a wide array of specialties and expertise are available through the numerous physicians, faculty and staff of the Texas A&M College of Medicine, who work hand-in-hand with TAMP. Overall, TAMP serves patients throughout the Brazos Valley, an area of approximately 5,030.79 square miles and a population that totals approximately 319,408.

Intervention: Increase the capacity of the Health for All (HfA) Clinic in order to expand access to primary care and preventive services, improve transition of care, and improve quality of care for the indigent and low-income population of Brazos and surrounding counties.

Need for the Project: The population of Region 17 is more than 25% uninsured or indigent. At present, HfA is able to provide services at 50% or less of capacity. Indigent patients in the region have few alternative choices for free care.

Target Population: Uninsured and indigent patients needing primary health care. HfA will perform approximately 8,000 patient visits annually, of which 100% will be indigent patients from Region 17.

Category 1 or 2 expected Patient Benefits: Improved access to care and timeliness of care provide an alternative to utilization of emergency service providers for chronic disease care, as well as provide transitional care through timely outpatient follow-up for hospitalized patients in the target population. This is estimated to be roughly 8,000 patient visits annually.

Category 3 Outcome(s): IT-1.7 – Controlling high blood pressure (Primary Care and Chronic Disease Management). Our goal is to increase the number of patients with adequately controlled hypertension in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures (closing the gap between reported baseline and high performance level benchmarks by 10% in DY4 and by 20% in DY5). Baseline rates will be established in DY3.

Title: HfA Capacity: Expanding Access to Primary Care/Preventive Services, Improving Transition of Care, and Improving Quality of Care for the Indigent Population of Brazos and Surrounding Counties

RHP Project Identification Number: 198523601.1.1

Project Option: 1.1.2

Performing Provider Name/TPI: Texas A&M Physicians/198523601

Project Description: Texas A&M Physicians, a physician group associated with the Texas A&M Health Science Center, currently partners with a local free clinic to offer primary care and chronic disease management for the medically indigent in RHP 17.  Health for All (HfA) is an independent non-profit organization that provides free, outpatient continuity care for chronic disease management for indigent and uninsured adult patients. Clinical care is delivered by Texas A&M Physicians in an interprofessional, team-based care setting.

HfA focuses primarily on chronic disease management (i.e. diabetes, asthma, hypertension, etc.) to limit or decrease the need for emergency department care and admission rates for complications from these diseases. Each eligible patient receives free physician visits, preventive lab services, disease state counseling, and free or low cost medications. Care is delivered within the framework of disease-state treatment protocols utilizing well-accepted treatment goals (such as hemoglobin A1c levels for diabetes). HfA serves as the medical home for many of the patients it serves.

Texas A&M HSC currently supports HfA by donating faculty time for more than 90% of the care delivered. The current economic and political climate has limited TAMP's contribution and the ability of local providers to donate their time. As a result, HfA is unable to sustain more than 0.5

FTE provider coverage. Demand for care far outstrips volunteer provider availability, and HfA is unable to recruit and hire providers due to sustainable funding concerns. Funding for this proposal will allow Texas A&M Physicians to partner with HfA to hire a full-time advanced practice provider to provide clinical care, increasing access hours by more than 100% and provider FTE by 100%. To support the increase in providers, operations, and access, HfA is actively working toward increasing its physical plant by at least 25%. The primary goal of the project is to expand the capacity at the free clinic by more than 100%, thereby improving access to chronic disease management and preventive services for the indigent population in the region. . This will result in approximately 8,000 patient visits annually, of which 100% will be indigent patients from Region 17.  Expected outcomes will be improved access to low-cost primary care, preventive care, and chronic disease management; with decreased utilization of emergency services and inpatient services; expand the capacity of primary care to better accommodate the needs of the patient population and community so that patients can receive the right care at the right time in the right setting.

Goals and Relationship to Regional Goals: The goal of this project is to expand primary care capacity for the medically indigent by increasing provider availability at a local free clinic affiliated with Texas A&M Physicians. A new full-time primary care provider will more than  double the current clinical capacity of the clinic, enabling provision of care to 4000 more individuals each year.
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Project Goals:
Increase the number of primary care hours of service available. Increase the number of patients receiving primary care.

Increase the number of patients with chronic diseases receiving chronic care management. Improve health outcomes for patients with chronic diseases, specifically hypertension.

This project meets the following regional goals:
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   Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

Increasing the proportion of residents with a regular source of care;

Increasing coordination of preventive, primary, specialty, and behavioral health care for residents, including those with multiple needs; and
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   Reducing costs by minimizing inappropriate utilization of services.

Challenges: The primary challenges will be identification and hiring of qualified providers, followed and expanding clinic hours with current support staff. HfA has contacted qualified providers in the area and has already generated interest in the position. A new executive director has been hired at HfA and will be charged with developing new staffing schedules to accommodate expanded hours.

5-Year Expected Outcomes for Provider and Patients: Texas A&M Physicians expects to see an increase in patients using Health for All clinic as their medical home, thus increasing the training capacity of Health for All for medical students, residents, nursing students, pharmacy students, and public health students—which will in turn furthers increase the capacity of the clinic to provide high quality preventive, primary, and chronic disease care. The provider expects to improve chronic disease outcomes within its patients, and better health overall.

Starting Point/Baseline: Health for All Clinic currently operates 4 to 5 half-day clinics/week with

0.5 FTE provider, with approximately 3,500 patient visits/year. The current clinic’s physical place is approximately 5,000 ft2.  This will serve as the baseline for patient visits and clinical space for the proposed project. Baseline rates related to patient satisfaction with primary care services will be established in DY3.

Rationale: Approximately 25% of the adult population in the Brazos valley is unemployed or employed without medical care coverage. Access to chronic disease management for the indigent/working poor population is very limited. This leads many individuals to utilize emergency service providers for safety net “primary care” or neglect primary care for their chronic disease states until medical crisis occurs. The result is overutilization and inappropriate utilization of high-cost emergency services and unnecessary and avoidable hospitalizations. Local hospitals estimate that more than 1/3 of their emergency department care is for non- urgent uncompensated care. Studies on readmission have noted a direct relationship between timely follow-up care and lower readmission rates. This project will expand the capacity at the free clinic by more than 100%, thereby improving access to chronic disease management and preventive services for the indigent population in the region. . Patient satisfaction will be measured and used in rapid CQI cycles to improve access and services from the patient perspective.

Project Components: This project will undertake the three required core components of project option 1.1.2: Expand existing primary care capacity.

1.   Expand primary care clinic space.

To accommodate the increased care capacity, HfA clinic is in the process of procuring a larger clinical space to house the clinic that will be centrally located, on the bus route, and near a variety of other human services that its patients often need (i.e., housing, workforce development, child care, etc.).

2.   Expand primary care clinic hours.

With the addition of a full-time primary care provider, the clinic will expand its clinical hours from 4 to 5 four-hour clinics per week to at least 15 four-hour clinics per week.

3.   Expand primary care clinic staffing.

A new full-time primary care provider will also demand the need for additional nursing and case management staff in the clinic that will be supplied by HfA.

Unique community need identification numbers the project addresses:
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   CN.1.5 - Limited access to primary care for uninsured residents in Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties.
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   CN.1.10 - Limited access to chronic disease management programs and services in all RHP

17 counties.

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: Currently, Texas A&M Physicians is working with Health for All Clinic to operate 4 to 5 four-hour clinics each week. This project will triple the current primary care capacity of the clinic, expanding its ability to provide services to the medically indigent population of RHP 17. There is no other federal funding supporting the services proposed in this project.

Related Category 3 Outcome Measure(s):
OD-1 Primary Care and Chronic Disease Management

IT-1.7 Controlling High Blood Pressure (standalone).

Rationale for selecting outcome measures: High blood pressure is one of the leading causes of and contributors to stroke, ischemic heart disease, acute cardiac syndromes, chronic renal failure, and congestive heart failure. Each of these conditions is irreversible, costly to treat acutely and chronically, and results in significant morbidity and premature mortality. Because high blood pressure alone does not cause symptoms until irreversible end organ damage has occurred, it is known as “the silent killer”. Ongoing treatment of high blood pressure significantly reduces the risk of developing these conditions. The treatment of high blood pressure requires long term treatment and monitoring, both of which can be done with very reasonable cost, provided patients have access to treatments and monitoring. Health for All’s mission is to provide such chronic disease management to those who are otherwise unable to afford care. The majority of clients served by Health for All are adults with high blood pressure, along with other chronic diseases. This project will enable HfA to expand the capacity to effectively treat hypertension in the target underserved population

Relationship to other Projects: Hospitals and other providers in our region are proposing projects that implement a dedicated system for a smoother transition between inpatient and outpatient care in an effort to reduce inappropriate ED use and prevent unnecessary readmissions. By expanding access to primary care through increased staffing at HfA, we are providing an integral role and service to support that system through access that ensures timely follow-up, as well as increased services for chronic care needs in an appropriate primary care setting.

Relationship to Others Performing Providers’ Projects and Plan for Learning Collaborative: Others RHP 17 primary care projects are being implemented, all targeting different populations within the region. These projects include: Huntsville Memorial Hospital’s mobile primary care clinic project targeting Walker County residents, (Project #189791001.1.4); St. Luke’s –The Woodlands Hospital Project #160630301.1.1 which expands primary care access in Montgomery County; Scott and White Hospital – Brenham’s Project #135226205.1.1 to expand primary care at the local non-profit free clinic for uninsured Washington County residents; and efforts by both Tri-County Services, (Project #081844501.2.1) and the Mental Health Mental Retardation Authority of the Brazos Valley (Project #136366507.2.2) to develop integrated primary and behavioral health care to provide primary care to their clients.

Texas A&M Physicians will participate in an RHP 17 learning collaborative that meets semi- annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve. The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation: Valuation for the project is based on costs to expand the services at the free clinic (approximately $100/visit, market value of the services provided, estimation of diversion of non-emergency uncompensated care from emergency departments to the clinic (5 cases/day estimated at $800/diverted visit), and unnecessary readmissions. Not included in the valuation is prevention of costly and preventable morbidity (cerebrovascular accidents, myocardial infarction and acute cardiac syndromes, chronic renal failure, amputations), and the burden of suffering. Based on this information, valuation for the five year project is estimated to be $1.44 million, which is split between the Category 1 and Category 3 projects ($669,349 of which is in Category 1).
Project Summary Information

Category 1 – Project 12
Unique Project ID: 198523601.1.4 

Project Option: 1.11.2
Pass: Pass 1

Provider Name/TPI: Texas A&M Physicians/198523601
Provider Information: Texas A&M Physicians (TAMP) is a physician group associated with the Texas A&M Health Science Center and is located in the twin cities of Bryan/College Station in Brazos County, with the county being a 585.45 square mile area with a 2010 population of 194,851. TAMP has providers in several specialties, who have privileges in multiple hospitals throughout the seven-county Brazos Valley area. In addition, TAMP operate a separate primary care clinic in affiliation with the Texas A&M Family Practice Residency and help staff the local free clinic in Bryan. Additionally, a wide array of specialties and expertise are available through the numerous physicians, faculty and staff of the Texas A&M College of Medicine and School of Public Health, who work hand-in-hand with TAMP. Overall, TAMP serves patients throughout the Brazos Valley, an area of approximately 5,030.79 square miles and a population that totals approximately 319,408. 

Intervention: Expand telehealth services throughout the Brazos Valley with specific emphasis on expansion of telepsychology counseling and services. 

Need for the Project:  A recent survey reveals that 18.1% of residents in the region report being diagnosed with depression, and 10-17% of respondents warranted attention from a mental health provider, based on their responses to standardized instruments. Yet 41.7% of respondents in rural counties who needed mental health services did not receive them. 

Target Population:  Low-income and indigent individuals in four different rural areas in the region will have access to mental health services. Services will be available in English and Spanish. 

Category 1 or 2 expected Patient Benefits: Based on our experience at the Leon County site, we expect to provide 400 hours of individual therapy encounters per site per year. This will result in a cumulative 1600 hours of individual clinical encounters across all sites in the final year of the project. The large majority of these encounters will be with indigent and low-income persons who currently have no access to individual counseling services at these sites.

Category 3 Outcome(s): The following Category 3 measure has been approved in 2014 to describe improvements to the delivery system and/or patient population: IT-11.26.e.i: Patient Health Questionnaire (PHQ-9). Our goal is to improve the overall scores on the PHQ-9 over all completed surveys and demonstrate a 5% improvement over baseline in DY4 and a 10% improvement over baseline in DY5. 

Title: Expanding Telemental Health Services (Telepsychology) throughout the Brazos Valley 
RHP Project Identification Number: 198523601.1.4

Project Option: 1.11.2 

Performing Provider Name/TPI: Texas A&M Physicians/198523601

Project Description:  Through Texas A&M Physicians, the project will set up and maintain three access points in different counties in the Brazos Valley to expand mental health services to low-income and indigent persons. Services include psychological therapy and assessment to individuals in these counties. The goal of the project is to increase access to and participation in mental health services to indigent and low-income residents throughout the Brazos Valley.  Currently, services are successfully provided to a remote site in Centerville in Leon County.  Project staff is experienced with the challenges in setting up videoconferencing services and coordinating service delivery with rural sites.  The proposed project has community support, existing sites eager to participate, and resources for providing a HIPAA-compliant, encrypted T1 link with each site (to ensure confidentiality).  Project staff has already conducted pilot research that demonstrates the need for mental services in these areas, reports the difficulties encountered in developing a remote site, and reports data that supports the effectiveness of the services provided to the Centerville clinic.  

The project will expand current telemental health services provided in Leon County (in Centerville) and establish new sites to provide services to Brazos (in Bryan), Washington (Brenham) and Grimes County (Navasota).  The project will coordinate with MHMR to increase access and provide a continuum of mental health care to low-income and indigent persons throughout the Brazos Valley. 

The project will meet the following outcomes over the five year period: a) set up and maintain three access points that provide front-line mental health services via telemental health in four different counties in the Brazos Valley; (b) increase the number of indigent and low-income persons in these counties who receive mental health services; and (c) significantly reduce the levels of depression experienced by residents who receive mental health services at these sites. 

Services will be provided by trainees in the accredited counseling psychology doctoral program at TAMU, supervised by Timothy R. Elliott, Ph.D., ABPP and other licensed counseling psychology faculty. It will also increase the number of training slots in counseling psychology and prepare participating doctoral students for future roles in chronic and rural mental health care and service delivery.  

Goals and Relationship to Regional Goals: The goal of the project is to increase access to and participation in mental health services to indigent and low-income residents throughout the Brazos Valley.  

Project Goals:

· Expand current telemental health services in Leon County.

· Establish new access points for telemental health services in Brazos, Washington, and Grimes Counties.

· Increase access to mental health counseling.

· Reduce inappropriate utilization of services by residents with mental health needs.

This project meets the following regional goals:

· Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

· Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs; and 

· Reducing costs by minimizing inappropriate utilization of services.
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Challenges:  Based on our prior experiences, we anticipate the following challenges: 1) “marketing” services” in these rural communities to attract referrals and self-referrals, 2) attracting self-referrals among persons from ethnic/minority backgrounds, 3) connectivity issues in rural communities, 4) establishing a referral process with local health care providers, schools and state Mental Health Mental Retardation offices in each area, 5) maintaining contact with low-income and indigent clients following termination in order to conduct outcome evaluations over time. We plan to meet these challenges by (a) participating in community events (e.g., “County Health Fairs”) and scheduling personal visits with school counselors and physicians in each area, (b) working with local community health workers to reach prospective Latino clients and meet with ministers in local black churches to discuss services we provide and (c) coordinating clinic openings and activities with local Mental Health Mental Retardation office personnel.   Unlike our initial foray at the Centerville site, we have already made arrangements with the Texas A&M University Health Science Center to utilize their high-speed T1 internet connection, and each participating site has access to this T1 connection. We trust this will minimize potential connectivity issues. To enhance our long-term follow-up, we intend to inform clients at intake of our intention to conduct follow-up evaluations over time, and reiterate this at the termination of therapy. We will investigate other means to enhance our ability to maintain contact with low-income and indigent clients as part of our ongoing quality improvement efforts.

5-Year Expected Outcome for Provider and Patients: Texas A&M Physicians expects to see expansion of telemental health service delivery to the rural counties in RHP 17, as well as better coordination of mental health services among providers in the region.  The provider expects to increase access to mental health services, improve outcomes for residents with mental health need—particularly depression, and reduce inappropriate utilization of services by those with mental health needs. Based on our experience in the pilot project at the Leon County site, we expect to provide 400 hours of individual therapy encounters per site per year. This will result in a cumulative 1600 hours of individual clinical encounters across all sites in the final year of the project.  The large majority of these encounters will be with indigent and low-income persons who currently have no access to individual counseling services at these sites.
Starting Point/Baseline:  No services have been provided to the Caldwell, Navasota or Brenham sites. The equipment has not been purchased for service delivery, and the requisite staff has yet to be hired and trained to provide services at these sites. Manuals are to be developed for each site. 

At the only site in operation (in Leon County), 81 women and 27 men have received counseling services since the program began in March 2009.  Major Depressive Disorder has been the most frequent single diagnosis (n = 59), followed by Panic Disorder (19), Post-traumatic Stress Disorder (18), and General Anxiety Disorder (11).  Clients were seen an average of 11 sessions.  Therapy and supervision notes are recorded electronically and stored using Titanium software.  Services are provided in English and in Spanish. 

Rationale:  The project utilizes a novel and innovative community-campus partnership to extend mental health services to rural residents in the Brazos Valley, and in the process, increase their access to mental health services. The project is designed reduce disparities in access to mental health services that currently exist in four counties in the region.  The region is designated as a mental health professional shortage area; Texas has the highest proportion of its counties designated as mental health provider shortage areas in the United States (Health Resources and Services Administration, 2008; Trust for America’s Health, 2008).  

A survey of Brazos Valley residents conducted by The Center for Community Health Development (CCHD) at the Texas A&M Health Sciences Center (http://www.cchd.us/) revealed that the mental health needs of residents are growing and there are not enough resources to meet these needs:  

· Across the region, 18.1% report being diagnosed with depression, and 15.8% report being diagnosed with anxiety
· 41.7% report having at least one poor mental health day in the past month; 19.9% reported more than five poor mental health days.

· One in four (25.6%) who needed mental health services did not receive them—41.7% in the rural counties.

· Of those needing drug and alcohol abuse services, 51.9% did not receive those services
The survey included the Patient Health Questionnaire – 9 (PHQ), a reliable measure of depression. In our study of these data (Brossart et al., in press), 5.3% of respondents had minor depressive symptoms and another 5.7% likely met criteria for a major depressive episode (using the official scoring methods for the PHQ). Lower income level was associated with a greater likelihood of being classified as depressed. African-Americans reported higher rates of depression than White and Latino respondents. Women had significantly higher rates of depression than men. African-American women had the highest rates of depression among all respondents, followed by African-American men.  As a group, Latino respondents had the second highest rate of depression. 

To improve the quality and cost-effective delivery of mental services in rural communities, long-distance technologies offer a strategic alternative. Evidence indicates that teleconferencing can be used to provide effective mental health services to the satisfaction of clients. Teleconference psychology services began in Leon County in March 2009.  Preliminary evidence to date reveals that the most common client-reported presenting concerns are depression, relationship problems, and anxiety (26%).  As a group, clients reported a statistically significant decrease in depressive symptoms at the fourth session: An average drop of 5.88 points in total depression scores on the PHQ9 was observed after 4 weeks of counseling. (McCord, et al., 2011).

The proposed project will expand this service for additional days at the Leon County site, and initiate services at three additional sites in Burleson, Grimes, and Washington counties. 

Project Components:

Project Option 1.11.2 has several required project components.  This project will include all eight components as summarized below:

a) Develop or adapt administrative and clinical protocols that will serve as a manual of technology-assisted operations. We have developed clinical protocols now in use at our pilot site in Leon County. These will be modified and revised for use in the Caldwell, Navasota and Brenham sites.

b) Determine if a pilot of the telehealth, telemonitoring, telementoring, or telemedicine operations is needed.  Engage in rapid cycle improvement to evaluate the processes and procedures and make any necessary modifications. We have established in our prior research that disparities exist in mental health service access and provision in the targeted sites. Our collaborators at each new site have discussed their needs to obtain mental health services for indigent and low-income individuals in their communities. We will document the characteristics of those who seek our services, monitor their progress, and solicit their feedback to evaluate the effectiveness of our services and to determine ways to improve service delivery.
c) Identify and train qualified behavioral health providers and peers that will connect to provide telehealth, to primary care providers, specialty health providers (e.g., cardiologists, endocrinologists, etc.), peers or behavioral health providers. Connections could be provider to provider, provider to patient, or peer to peer. Our project systematically trains a new generation of psychology doctoral students in the effective use of long-distance technologies in the provision of mental health services, interdisciplinary collaboration and community engagement strategies to expand these services and reduce disparities. We expect a minimum of 10 doctoral candidates in counseling psychology will participate in this project and receive this training.

d) Identify modifiers needed to track encounters performed via telehealth technology. We will track and document all service encounters using our Titanium software program (for noting all clinical contacts) and archiving evaluation data in secured, encrypted computer programs.  As part of our professional training program and our ongoing quality evaluation we will analyze these records to determine indicators of therapeutic response and treatment effectiveness.
e) Develop and implement data collection and reporting standards for electronically delivered services. We will use programs in the current project that we successfully implemented in the pilot project in Leon County to collect and store clinical data that permits subsequent analysis and interpretation necessary to evaluate effectiveness of our services, report client and project progress, and identify areas for improvement (e.g., McCord et al., 2011).
f) Review the intervention’s impact on access to specialty care and identify “lessons learned,” opportunities to scale all or part of the intervention(s) to a broader patient population, and identify key challenges associated with expansion of the intervention(s), including special considerations for safety-net populations. As part of our prior and ongoing experience at the pilot site in Leon County, we are prepared to anticipate challenges, and evaluate and report our experiences in meeting these challenges and expanding our services to new sites (e.g., Wendel et al., 2011).
g) Scale up the program, if needed, to serve a larger patient population, consolidating the lessons learned from the pilot into a fully-functional telehealth program.  Continue to engage in rapid cycle improvement to guide continuous quality improvement of the administrative and clinical processes and procedures as well as actual operations. As we learned in our pilot project in Leon County (McCord et al., 2011), it is important to obtain referral and consumer feedback to improve our clinical effectiveness and to engage with referral sources and stakeholders in the community.  We specify activities that will obtain similar input from consumers, referral sources and stakeholders in the current project for each new site.

h) Assess impact on patient experience outcomes (e.g. preventable inpatient readmissions). We evaluated and reported the impact of our clinical services on clients at the Leon County site (McCord et al., 2011. We specify activities to do the same for each new site in this project.
Unique community need identification numbers the project addresses:

· CN.3.1:  Limited access to behavioral health counseling especially to uninsured residents in rural RHP 17 communities.
How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: We will develop new sites in Bryan, Navasota and Brenham to provide mental health services. We will expand the hours of operation at the Leon County site. 

Related Category 3 Outcome Measure(s):

IT-11.26.e.i. Patient Health Questionnaire (PHQ-9) 

· Numerator: Sum of the total severity score of all completed questionnaires during the measurement period.

· Denominator: Total number of the selected PHQ questionnaires completed during the measurement period

Rationale for selecting Outcome Measure(s):  The PHQ9 depression instrument is a well validated, reliable and clinically important tool to assess depressive symptoms in primary care and in community health clinics.  We use the PHQ9 to routinely assess for current levels of depression and to assess meaningful changes in response to counseling that we provide. Therefore, the PHQ9 is a sensitive indicator of progress and response to treatment for our clinic. It is more germane to our program than the previous measure in which most patients have transitioned out of program prior to the required 12-month measurement period.   
Relationship to other TAMP Projects: This project will be related to the TAMP project, (#198523601.1.3), which will be focused on Texas A&M Health Science Center’s development of a psychiatric residency and a tele-psychiatry program.  It is anticipated that the two projects will work together to refer patients as appropriate to each program depending upon whether a patient requires general counseling or psychiatric care.  This telemental health project may also interact with the TAMP Brazos Post Discharge Care Coordination Project, (#198523601.2.3), to refer patients who may also require assistance in accessing primary care and other supportive services.

Relationship to Other Performing Providers’ Projects and Plan for Learning Collaborative: It is anticipated that this project will collaborate with projects proposed by the Mental Health Mental Retardation Authority of the Brazos Valley (MHMRABV), primarily for the purposes of referrals between programs. These projects include MHMRABV’s ACT Program, (Project #136366507.2.2), as well as their Integrated Primary and Behavioral Health Care Services which is Project #136366507.2.3.  

Texas A&M Physicians and those participating in this project will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation:  The project builds upon an existing, ongoing campus-community partnership.  Using the regional approach to valuation, we first determined the cost of delivering services to ensure that these services would be sustainable.  Next, we estimated cost-savings and costs avoided based on emergency department diversions, reduced transports of patients to health care facilities, including inpatient mental health.  More difficult to estimate but important to consider is improvements in quality of life, productive days gained, and the resulting stability for patients and their families/caregivers.  Given this value, we considered the IGT available for the project, and scaled it accordingly selecting to expand the existing site and establish three additional sites for telemental health services.  The total value for the Category 1 project is $2,948,607.
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Project Summary Information

Category 1 – Project 13
Unique Project ID: 081844501.1.1 

Project Option: 1.13.1
Pass: Pass 1

Provider Name/TPI: Tri-County Services/081844501
Provider Information: Tri-County Services is a community mental health center headquartered in Conroe, with offices and service centers throughout a three-county area in RHP 17 and RHP 2. The RHP 17 service area covers the 1,046.74 sq. mi. of Montgomery County, which had a 2010 population of 455,761, and the 784.17 sq. mi. of Walker County, with 2010 population of 67,861. Tri-County Services offers a comprehensive array of services and support provided to over 7000 individuals with mental illness and 850 persons with intellectual and developmental disabilities on an annual basis; an average of 3000 persons are in service at any one time. 
Intervention: Implement an intensive evaluation and diversion program to provide a community-based alternative for crisis evaluation and diversion screenings, assessments and activities, in an effort divert individuals in a mental health crisis from emergency rooms and local jails, as well as minimize placement in inpatient psychiatric facilities. 
Need for the Project:  We currently do not have a viable and cost effective system of evaluating individuals in crisis, without heavily depending on hospital emergency rooms or jails due to the high percentage of individuals being indigent or only having Medicaid.   Once the crisis evaluation is completed, we do not have a viable and cost effective system of diverting individuals away from psychiatric inpatient hospitals or jails to remediate the crisis behavior and stabilize the individuals.  This project would provide a viable and cost effective system to fill in the existing community gaps in services to meet this need.

Target Population:  It is estimated that at least 80% of the individuals presenting in crisis will be either indigent or recipients of Medicaid, who often end up at hospital emergency rooms or jail. The target population is both adults and children who present with a psychiatric crisis, require an intensive evaluation to fully determine the extent and magnitude of the psychiatric crisis, and need intervention to stabilize the individual with a psychiatric crisis.  

Category 1 or 2 expected Patient Benefits: When fully implemented, this project seeks to provide services to approximately 500 individuals per year who present with a psychiatric crisis.  The goal is to provide services to 25 individuals in DY3, 300 in DY4 and 500 in DY 5 for a cumulative QPI impact of 825 encounters. The project expects to serve these individuals at 50% or less cost, compared to the estimated $20,000/yr. cost of the current system which utilizes psychiatric inpatient hospitals and jails as remediation options.

Category 3 Outcome(s): 
The following Category 3 measure has been approved in 2014 to describe improvements to the patient population: IT-11.26.e.i (Patient Health Questionnaire 9, PHQ-9). The PHQ-9 is a nine item depression scale that can aid clinicians with diagnosing depression and monitoring treatment response. The nine items are based on the DSM-IV diagnostic criteria for Major Depressive Disorder. This tool can be used to track overall depression severity as well as the specific symptoms that may or may not be improving with treatment.  In DY4 and DY5, the goal is to decrease the average score of the PHQ-9 questionnaires completed during the measurement period by reporting the sum of the total severity score of all completed PHQ-9 questionnaires, and the total number of PHQ-9 questionnaires completed during the measurement period. As a component of this Category 3 Outcome, this project will utilize the results of PHQ-9 data collected as part of our Continuous Quality Improvement plan. 
Project Narrative 
Title: Intensive Evaluation and Diversion Program 

RHP Project Identification Number: 081844501.1.1 

Project Option: 1.13.1
Performing Provider Name/TPI: Tri-County Services/081844501

Project Description:  Each year there are a large number of individuals with mental illness, who experience a psychiatric related crisis, and require immediate attention.  The crisis often involves an imminent danger to the individual in crisis, or danger to others around the individual.  To resolve and respond to such crisis situations, the individual frequently presents at hospital emergency rooms and often requires law enforcement with possible incarceration.  Expensive and extended stays in hospital inpatient facilities, along with jail incarceration, is not uncommon.  Tri-County proposes an Intensive Evaluation and Diversion Program as an alternative evaluation and intervention to hospital emergency rooms, jails, and hospitals.  In this program, a team of psychiatric professionals would be located at an alternative service site where crisis stabilization and rapid treatment is conducted.  Hospitals, law enforcement, and the community in general would be educated to assess individuals in crisis at the least restrictive crisis evaluation site. This alternative site to hospitals and jails will allow the individual to receive rapid evaluation, appropriate observation, and short term intervention and treatment to address the mental health crisis. This would save expensive hospital and emergency room resources, avoid inappropriate and unnecessary incarceration in jails, and more rapidly stabilize the mental health crisis and return the individual to less restrictive and more appropriate treatment for their mental health condition.

Goals and Relationship to Regional Goals:

Project Goal: Provide a community-based alternative for crisis evaluation and diversion screenings, assessments, and diversion activities.  This alternative will be designed to divert individuals with mental illness, who are in crisis, from emergency rooms of hospitals, and from local jail facilities, and to minimize placement in inpatient psychiatric hospital facilities.

This project meets the following regional goals: Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

Challenges: 1. Hiring and retaining competent Registered Nurses for evening and weekend shifts.  2. Convincing law enforcement officers to use the Mental Health Crisis Stabilization facility for assessments and diversion activities, instead of hospital emergency rooms and jails.  3. Convincing Psychiatrists on-call to use crisis stabilization intervention approaches for crisis stabilization instead of premature placements in hospital inpatient psychiatric facilities.

To address these challenges, Tri-County Services will be doing a thorough marketing review of appropriate salary and fringe benefits to recruit and retain Registered Nurses.  We will be holding stakeholder meetings that will focus on increasing cooperation from law enforcement.  When we interview for Psychiatrists, we will be careful to cover project responsibilities in detail and ensure employment of the right applicant for this project.
5 Year Expected Outcome for Provider and Patients: Tri-County Services has an expected outcome, by the end of Year 5, of serving a cumulative total of 825 individuals, who present in crisis, within the proposed alternative community based setting, at 50% or less cost of the existing service system.  

Starting Point/Baseline: This is a new project, so there is no existing persons served in this project, so the beginning baseline/starting point number is “0”, or zero.

According to the National Alliance on Mental Illness Texas (NAMI) has the second-largest number of people suffering mental illness among the U.S. states. NAMI estimates that 833,000 people in Texas suffer from serious mental illness (Schizophrenia, Bipolar Disorder, and Major Depression).  According to the U.S. Census Bureau, Texas has the highest rate of uninsured residents in the nation, including more than 26% of people younger than age 65.  More than half of those people had an annual income less than or equal to 200 percent of the federal poverty line. Complicating this situation, NAMI reports Texas ranks last in per capita funding for people with mental illness in our 50 states.  Those conditions create a set of conditions that places great burdens on local hospitals, jails, and law enforcement agencies in responding to this population, who have no other place to turn in seeking a response to their mental health crisis needs.

In Montgomery and Walker County, Tri-County provided crisis screening to about 500 individuals in FY 2012 at area hospital emergency rooms and jails.  Tri-County also gathered jail information in FY 2010 reflecting 480 inmates per quarter being incarcerated in jail and having a mental illness diagnosis.  The combination of time spent in hospital emergency rooms, incarceration in jails, and extended stays in hospital inpatient facilities often requires an estimated 30 days of treatment at an approximate cost of about $20,000 for many of the individuals who are experiencing a mental health crisis.  The proposed Tri-County Intensive Evaluation and Diversion Program would reduce costs, more rapidly stabilize individuals experiencing a mental health crisis, and avoid unnecessary and often inappropriate use of valuable resources of hospitals, law enforcement, and our jails.  

Rationale: This project was selected to address an expensive and non-satisfying current system of delivering crisis stabilization services.  Hospital, law enforcement, and jail stakeholders are dissatisfied with serving individuals in crisis, in expensive settings which are more appropriate for other individuals in our community.  Consumers/patients are dissatisfied with lengthy delays, and forced provision of services, in settings that are slow, expensive, and devoid to the goal of providing satisfying outcomes.  By establishing a lower cost alternative crisis stabilization service, in the form of an Intensive Evaluation and Diversion Program, there will be additional resources available for Montgomery and Walker County individuals experiencing a mental health crisis.  This would be consistent with Project option of 1.13.1.a. Once the new service is established, individuals in crisis can be diverted from hospital emergency rooms, hospital inpatient facilities, and jail incarceration for more rapid return to more normalizing and less expensive treatment. The project will collect data showing a reduced number of individuals presenting to hospitals and jails, doing in a more cost effective manner, with increased patient and stakeholder satisfaction.  This will be consistent with the Milestones of Cost avoidance reflecting overall improvement, while improving consumer satisfaction in a less expensive model.  Approximately 500 individuals in the existing system, along with key community stakeholders, will provide a baseline of information per year.  With the implementation of this new program, individuals receiving services will be the source of information to reflect improvements in this alternative crisis evaluation and diversion program.  We will also be able to gather information from other key stakeholders in the community to ascertain their observation of how well the services have been improved.

Project Components: The Intensive Evaluation and Diversion Program is a 4 year project. 

The CORE COMPONENTS (1.13.1a, 1.13.1b, 1.13.1c, 1.13.1d, and 1.13.1e) This program will focus on developing and implementing crisis stabilization services to address the identified gaps in the

current community crisis system by: (a) working with local community stakeholders who will support the development of crisis stabilization evaluation and diversion services to address identified gaps in the current system, followed by the development of a specific plan for implementing and addressing those gaps; (b) analyzing the current system of crisis stabilization services including capacity, utilization patterns, eligibility criteria, and discharge criteria; (c) assessing the behavioral health needs of current recipients receiving crisis services in jails, EDs, or psychiatric hospitals and determining the types and volume of services needed to resolve crises in community-based settings, then conducting a gap analysis that will result in a data-driven plan to develop specific community-based crisis stabilization alternatives; (d) exploring potential crisis alternative service models, and (e) reviewing the intervention impact on access and quality of services.  It is expected that all listed sections of the Core Components will be implemented.

PROCESS MILESTONES (P-1, P-2, P-3, and P-5) will be the focus of this project for Years 2 and 3.  P-1 will also be included in Year 4 and 5 for Continuous Quality Improvement monitoring. 

Year 2:  P-1 will occupy the project focus for the first 6 months of the project in Year 2.  There will be many activities to gather information from consumers, family members, law enforcement, medical staff and other employees in medical hospitals and psychiatric hospitals, and other relevant community behavioral health services providers.  This will involve at least 4 meetings to gather information regarding the existing system and determining details for developing plans (core components a and b).  Meeting details will be documented to reflect date and time of meetings, participant lists, and discussion details.  In the last 6 months of Year 2, P-2 Gap analysis of the current system will be addressed to identify specific strategies to be incorporated in the implementation plan. Information from the gap analysis will be evaluated to show utilization patterns along with eligibility and discharge criteria (core component b). Information from stakeholder meetings, plus additional information gathering activities, will be analyzed and described in a written plan.  It is anticipated that individual phone calls and meetings will be conducted with stakeholders on a follow up basis to previous meetings, and to gather information from key stakeholders that did not attend previous meetings.  Comprehensive information gathering will ensure a thorough understanding of service gaps as part of the analysis necessary to produce a written plan. All information from stakeholder meetings, surveys, phone call interviews, etc. will be documented as part of gap analysis activities in producing a written plan (core component c).

Year 3: In the first 6 months of Year 3, P-3 implementation plans will be developed for the needed crisis services, with specific strategies for addressing the gaps in services and details on how to implement intervention strategies.  This shall include detailed plans types of personnel to employ, and also strategies to work with key community stakeholders in implementing services. This will be based on the survey results, minutes of stakeholder meetings, and documentation of phone calls and interviews. In the last 6 months of Year 3, P-5 operational protocols, policies, and procedures will be developed into a comprehensive manual for the program.  This will include preparation of position descriptions and recruitment plans for employment of staff, and identifying other specific details necessary for the implementation of the identified program.  During this period, a baseline of costs will be developed for project comparisons with the new alternative services that get implemented (core component d).

Year 4 and 5: P-1 Stakeholder meetings will be conducted in the first 6 months of Years 4 and 5 to gather additional information regarding implementation and monitoring of project services.  This will allow the project to continually receive input from stakeholders about the project and input 

on improvements in service delivery efforts as well as review impact on access to and quality of behavioral health crisis stabilization services and identify “lessons learned” and challenges associated with this intervention project (core components a and e).  There will be 2 stakeholder meetings in the first 6 months of each year, with one meeting for each of the counties served by the project.  

IMPROVEMENT MILESTONE (I-11) will be the focus of Years 4 and 5.

Year 4: During the first 6 months of Year 4 the remaining staff necessary to carry out the services will be hired and trained, and services will be implemented.  This will be the ramp up period for implementing this new service, and the total number served in the first part of year 4 will reflect this initial implementation period.   Services should increase and be fully operational as the year progresses, with a significant increase in the number of patients receiving services from the new program.  The focus will be on service delivery assessments to verify cost avoidance, with improved patient satisfaction, and continuous quality improvement in the services.  The actual costs of the alternative plan will be carefully calculated and compared to the prior approach to crisis stabilization, as a method of documenting cost avoidance.  Continuous quality improvement will be addressed with appropriate adjustments identified from the implementation efforts. By the end of Year 4, the program should serve approximately 300 persons.

Year 5:  In year 5, services that became fully operational in Year 4 will be continued.  Improvements and modifications in the service delivery design will be implemented to ensure a continuous quality improvement effort.  Because the services will be fully operational for the entire Year 5, the program will be able to serve approximately 500 persons, 200 more than in Year 4. 

Unique community need identification numbers the project addresses:

CN.3.2 – Limited access to crisis services in Montgomery County for serious mentally ill adults.

Related Category 3 Outcome Measure(s):  
Two-thirds or more of persons coming through our crisis outpatient unit are diagnosed with or have been previously diagnosed with a depressive disorder or dysthymia. With this information, we will use IT-11.26.e.i Patient Health Questionnaire (PHQ-9), a depression scale that can help track a patient’s depression severity as well as the specific symptoms that are improving or not with treatment. This scored tool is to be included in the initial documentation along with the clinician's assessment and clinical diagnosis. Systematic follow-up to include additional PHQ-9 scoring would enable clinicians to monitor client status, adjust treatment and quantify improvement. As it was not the intent of the developer to measure persons for depression severity who were previously diagnosed with Bipolar or other mental illnesses where depression may be an underlying symptom, the target group for this measure will be those with major depression or dysthymia. Because this population experiences more mental, physical and social barriers, improvement with treatment in spite of not achieving remission, a decrease in score can represent a significant outcome and reflect positive impact for this population.

Reasons/rationale for selecting the outcome measure: The Outcome Measures for this project were selected to demonstrate that there are more cost effective, clinically successful, and patient satisfying approaches, to the current crisis evaluation and diversion system that is being utilized.  This project is designed to convince patients, and other stakeholders in the community, to seek services in a treatment environment that will be quicker, less expensive, and more effective than utilizing emergency rooms of hospitals, or jails, or psychiatric inpatient facilities.
Relationship to other Projects:  This project will be linked to the IDD Assertive Community Treatment Program in which individuals with IDD will be assisted to avoid hospitals and jails, Project # 081844501.1.2.   This project will also be linked to the Expanded Psychiatry Service Delivery Program, which seeks to serve individuals who may otherwise end up in crisis due to the absence of services, Project # 081844501.1.3.  

Relationship to Others Performing Providers’ Projects and Plan for Learning Collaborative: RHP 17 has two other planned crisis stabilization projects, both proposed by the Mental Health Mental Retardation Authority of the Brazos Valley (MHMRABV).  The first crisis stabilization project, (Project # 136366507.2.1), is focused on creating a Crisis Triage Unit in Brazos County that would also serve the six rural counties surround Brazos County. MHMRABV will be developing a second project, (#136366507.2.2), focused on providing high intensity evidenced based community treatment and supports services that would include a jail diversion with a crisis service component in the same geographic region as the previously described project. This project will target high risk behavioral health clients with complex psychiatric and physical needs who have more frequent admissions to hospitals, jails, or prison. 

Tri-County will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).

Project Valuation:  In 2012, the Hogg Foundation for Mental Health assembled a panel of national experts to discuss the “State of Mental Health in Texas”.  This panel communicated that one-fourth of U.S. adults experiences a diagnosable mental illness annually, six percent have a serious mental illness, and one-fifth of children in the U.S. has a mental health disorder.  Only one-third of the 488,520 adults in Texas, with serious and persistent mental illness, received services through the community mental health system.  Texas has now fallen to 50th place in per capita funding for mental health services.  Suicide has become a major and growing problem in Texas, being the second leading cause of death for 15 to 19 year olds with as many teens experiencing death by suicide as those who die from all natural causes combined.  From 1999 to 2004, a total of 13,257 suicide attempts, made in the state of Texas, resulted in death.

According to Hogg Foundation experts, the reality is that most people seek help for behavioral health conditions in primary care.  About half of all care for psychiatric conditions occurs in primary care.  People with chronic medical conditions have high rates of behavioral health problems, and primary care providers frequently miss psychiatric disorders and when detected, fail to provide adequate treatment.  According a Health Management Associates report in March 2011, the cost of one visit to a hospital emergency room costs about $986 per episode, and it is not unusual for this to lead to incarceration in jail at an average cost of $10,960, and/or to a State Mental Health stay at a cost of $11,629 for a 29-day stay.  In Tri-County, a temporary stay at a local mental health inpatient hospital can also add a cost of about $7800 for a 13-day stay for treatment.  According to the Health Management Associates report, an alternative method of treatment from a community mental health center is $12 per day.

The Intensive Evaluation and Diversion Program seeks to shift crisis response and suicide prevention efforts away from Hospital Emergency Rooms, jails, local mental inpatient hospitals, and State Mental Health Hospitals.  This project seeks to shift these efforts to the Tri-County Services center, where much lower cost community mental health treatment can be used as the intervention of choice.  This local Tri-County program will utilize mental health and psychiatric trained staff to intervene and deliver services, within a crisis stabilization facility.  Many of these persons can be quickly stabilized, without ever needing to be seen in hospitals or jails, and returned to a more appropriate outpatient treatment service, where their needs can be addressed with dignity and professional psychiatric expertise.  

The valuation model employed in this program is cost avoidance, but in a manner that improves patient satisfaction.  The Program seeks to avoid the estimated $20,000 of cost in community hospitals, state hospitals, and local inpatient hospitals to address the individuals in need.  Tri-County proposes to serve up to 500 individuals per year in the Intensive Evaluation and Diversion Program, at 50% or less of the cost of the alternative hospital and jail incarceration approach.
Project Summary Information

Category 1 – Project 14
Unique Project ID: 081844501.1.2 

Project Option: 1.13.1
Pass: Pass 1

Provider Name/TPI: Tri-County Services/081844501
Provider Information: Tri-County Services is a community mental health center headquartered in Conroe, with offices and service centers throughout a three-county area in RHP 17 and RHP 2. The RHP 17 service area covers the 1,046.74 sq. mi. of Montgomery County, which had a 2010 population of 455,761, and the 784.17 sq. mi. of Walker County, with 2010 population of 67,861. Tri-County Services offers a comprehensive array of services and support provided to over 7000 individuals with mental illness and 850 persons with intellectual and developmental disabilities on an annual basis; an average of 3000 persons are in service at any one time. 
Intervention: Implement an intellectual and developmental disability (IDD) assertive community treatment program to assist patients with co-occurring serious/persistent mental illness and/or severe acting out behavior and to provide crisis evaluation and diversion screenings, assessments and activities, in an effort to divert individuals into appropriate care settings and reduce the strain/costs associated with crisis intervention in hospitals and criminal justice facilities. 
Need for the Project: We currently do not have a viable and cost effective system of evaluating individuals with developmental disabilities, who present in crisis, with severe behavioral problems, without heavily depending on emergency rooms or jails.  Because approximately 90% of these individuals are indigent or recipients of Medicaid, they often do not have resources to avoid emergency rooms or jails.   Once the evaluation of the individuals in crisis, with severe behavioral problems, is completed, we do not have a viable and cost effective system for addressing the needs of the individuals without utilizing psychiatric inpatient hospitals or jails.  This project would provide a viable and cost effective system to address the gaps in our current system to meet this need.  

Target Population: It is estimated that at least 80% of individuals who present in crisis are indigent or recipients of Medicaid. These individuals are often seen in hospital ERs or jails due to lack of resources. The target population is both adults and children, who have intellectual and developmental disabilities (i.e. autism, pervasive developmental disorder or mental retardation) and have a co-occurring serious persistent mental illness and/or severe acting-out behavior and other challenging and harmful behaviors, who present in crisis at hospital ERs, jails, inpatient facilities, and to law enforcement officials.

Category 1 or 2 expected Patient Benefits: When fully implemented, this project seeks to provide services to approximately 50 individuals/yr. who present in crisis with severe behavior problems. This project expects to serve these individuals at 50% or less cost, compared to the estimated $20,000/yr. cost of the current system which utilizes psychiatric inpatient hospitals and jails as remediation options.

Category 3 Outcome(s): The following Category 3 measure has been approved in 2014 to describe improvements to the patient population: IT-11.26.b Aberrant Behavior Checklist (ABC). As this is a Pay for Reporting measure, a Population-Focused Priority Measure (PFP) alternate activity CMHC.4 Depression Remission at 12-Months. 

· In DY4&DY5, Tri-County will report the average score of ABC questionnaires completed during the measurement period by reporting the sum of the total severity score of all completed ABC questionnaires, and the total number of ABC questionnaires completed during the measurement period. In addition, in DY5, provider will demonstrate improved rates of depression remission (PFP-CMHC.4).

Project Narrative
Title: IDD Assertive Community Treatment Program
RHP Project Identification Number: 081844501.1.2

Project Option: 1.13.1
Performing Provider Name/TPI: Tri-County Services/081844501

Project Description:  There are an increasing number of individuals, with a diagnosis of intellectual and developmental disability (i.e. autism, pervasive developmental disorder or mental retardation), who have a co-occurring serious and persistent mental illness and/or history of severe acting out behavior and other challenging and harmful behaviors.  Each year, these individuals are increasingly presenting in crisis at hospital emergency rooms, jails, inpatient facilities, and to law enforcement officials, due to severe behavioral disorders. When this occurs, the general outcome is hospitalization, incarceration, or institutionalization.  These crisis episodes create tremendous stress on the individual in crisis, to the caretakers and family members attempting to cope with the crisis, and for the agency stakeholders trying to stabilize the crisis.  Most individuals with these crisis episodes have minimal resources, are often in poverty, with little ability to pay for crucial specialty crisis services.  Local community mental health and IDD agencies have come to recognize a cycle of crisis driven care:  the patient with IDD has a deteriorating home and caregiver environment as the individual gets older and the behaviors become more difficult to manage; the behaviors result in increasing crisis episodes and desperate demands from caregivers for assistance; the response to these crisis episodes start involving hospital emergency rooms, law enforcement, jails, and ultimately inpatient hospitalization or other forms of institutionalization; ultimately the crisis behaviors stabilize and the individual returns home to a caregiver who still lacks the resources and competencies to manage the behaviors; the challenging behaviors reoccur and result in crisis; and the cycle repeats. 

Tri-County proposes to develop a new program, entitled IDD Assertive Community Treatment Team, to address this cyclic pattern.   The program/project proposal consists of an alternative crisis stabilization service, by utilizing professionals with focused expertise in addressing these crisis circumstances, and the set of conditions that lead to the crisis.  A Mobile Team, led by a specialty trained Behavior Intervention Specialist, will provide services in natural environments, predominantly in homes, to address the disruptive and threatening behaviors manifested by these individuals. This individual will work closely with the individual, and the caretakers, to recognize conditions that lead to crisis behavior, and design intervention plans early in the traditional crisis cycle.  Psychiatric and medical professionals will be employed for medication management as part of the team service delivery, and will work closely with the Behavior Intervention Specialist, in prescribing medication, that will be part of a total treatment plan in addressing the inappropriate and unacceptable behavior.  Extensive data gathering will occur, to identify precipitating factors that must be addressed to control inappropriate behavior, and to minimize dangerous behavior to the individual and others around the individual.  A combination of behavioral intervention plans, and carefully prescribed medication will be the core of serving the individual in crisis.  This would save expensive hospital and emergency room resources, avoid inappropriate and unnecessary incarceration in jails, and more rapidly stabilize the individual without utilizing expensive and inappropriate inpatient hospital services.

Goals and Relationship to Regional Goals:

Project Goal: Provide a community-based alternative for crisis evaluation and diversion screenings, assessments, and diversion activities.  This alternative will be designed to divert individuals with intellectual and development disabilities, who are experiencing severe behavior problems and related crisis symptoms, from emergency rooms of hospitals, and from local jail facilities, and to minimize placement in inpatient psychiatric hospital facilities.

This project meets the following regional goals: Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

Challenges:  1. Hiring and retaining a certified/licensed Advanced Behavioral Analysis professional to lead the project.   2. Convincing law enforcement officers to use the alternative assessment and intervention approach of this program, instead of hospital emergency rooms and jails. 3. Finding Psychiatrists, with expertise to serve this specialty population, within a team oriented service delivery model.

To address these challenges, Tri-County Services will be doing a thorough market review of the appropriate salary and fringe benefits to recruit and retain the Advanced Behavioral Analysis position.  We will conduct stakeholder meetings that will focus on increasing cooperation from law enforcement.  When we interview for Psychiatrists, we will be careful to cover project responsibilities in detail and ensure employment of the right applicant for this project.

5 Year Expected Outcome for Provider and Patients:  Tri-County Services has an expected outcome, by the end of Year 5, of serving 50 individuals, who present with severe behavior problems and related crisis symptoms, in proposed alternative community settings, at 50% or less cost of the existing service system.  The goal is to accomplish this effort in a manner that improves Patient Satisfaction by about 50% compared to the existing system.

Starting Point/Baseline: This is a new project, so there are no existing persons served in this project, so the beginning baseline/starting point number is “0”, or zero.

In the Annual Report for Fiscal Year 2011, the Texas Council for Developmental Disabilities stated that 450,000 Texans have a developmental disability. The NADD (an association for persons with developmental disabilities with mental health needs) estimates that 30-35% of all persons with an intellectual developmental disability have a psychiatric disorder.  With a combined population for Walker and Montgomery counties of 509,645 (according to the Center for Health Statistics), that would result in 4,586 individuals from these two counties having IDD with a co-occurring psychiatric disorder.  According to the U.S. Census Bureau, Texas has the highest rate of uninsured residents in the nation.  More than half of those people had an annual income less than or equal to 200 percent of the federal poverty line.  Tri-County estimates serving about 50 persons each year, who have IDD and a co-occurring psychiatric disorder.  Although some of these persons will be new referrals through crisis response processes, others could be existing clients whose behavior deteriorates and requires these particular intervention services.  This often led to services to these individuals in hospital emergency rooms, involvement of law enforcement, utilization of jails and inpatient hospital environments, and some placements in institutions. In one study in Texas, the cost of incarcerating a person in jail (143) was about $137 per day.  The cost of a hospital emergency visit is estimated at about $986 per visit.  The cost of hospitalization in local inpatient hospitals in the Tri-County geographic area is about $600 per day. When state hospital inpatient treatment is required, that cost about $400 per day.  It is not uncommon for total crisis response costs to exceed $20,000 per year.  The IDD Assertive Community Treatment Program proposes to serve the approximately 50 individuals per year by reducing costs, more rapidly stabilizing individuals experiencing a crisis episode, and avoid unnecessary and often inappropriate use of valuable resources of hospitals, law enforcement, and our jails.

Rationale: This project was selected to address an expensive and non-satisfying current system of delivering crisis stabilization services, to a specialized and unique segment of population in our community. Hospital, law enforcement, and jail stakeholders are dissatisfied with serving individuals in crisis, in expensive settings which are more appropriate for other individuals in our community.  Consumers/patients are dissatisfied with lengthy delays, and forced provision of services, in settings that are slow, expensive, and devoid to the goal of providing satisfying outcomes.  There is a need to break the very expensive cycle of responding to persons with IDD and a co-occurring psychiatric disorder, which is not currently cost effective, or successful, in breaking this cycle.  By establishing a lower cost alternative crisis stabilization service, in the form of an IDD Community Treatment Program, there will be additional resources for Montgomery and Walker County individuals experiencing a behavioral acting out episode requiring crisis intervention and stabilization. This would be consistent with Project Option 1.13.1.a.  Once the new service is established, individuals experiencing crisis acting-out behavioral episodes can be diverted from hospital emergency rooms, hospital inpatient facilities, and jail incarceration for more rapid return to more normalizing and less expensive treatment.  It is expected that this alternative crisis stabilization service will prevent the current cycle of individuals having repeated crisis episodes, and in the process have longer term and cost effective outcomes. This will be consistent with Milestones of improving consumer satisfaction, while reducing costs in a less expensive alternative service model.  

Project Components: The IDD Assertive Community Treatment Team program/project is a 5 year project, which includes the following elements:

CORE COMPONENTS (1.13.1a, 1.13.1b, 1.13.1c, 1.13.1d, and 1.13.1e) This program will focus on developing and implementing crisis stabilization services to address the identified gaps in the

current community crisis system and meeting the core components by: (a) working with local community stakeholders, who will support the development of crisis stabilization evaluation and diversion services, to address identified gaps in the current system, followed by the development of a specific plan for implementing and addressing those gaps; (b) analyzing the current system of crisis stabilization services including capacity, utilization patterns, eligibility criteria, and discharge criteria;  (c) assessing the behavioral health needs of current recipients receiving crisis services, then conducting a gap analysis that will result in a data-driven plan to develop specific community-based crisis stabilization alternatives; (d) exploring potential crisis alternative service models, and (e) reviewing the intervention impact on access and quality of services.  It is expected that all the listed sections of the Core Components will be implemented.

PROCESS MILESTONES (P-1, P-3, and P-4) will be the focus of this project in Years 2 and 3.  P-1 will also be a Milestone for Years 4 and 5 as part of continuous quality improvement activities.

Year 2:  In the first 6 months of Year 2, P-1 stakeholder meetings will be the focus. There will be many activities to gather information from consumers, family members, schools, law enforcement, jails and detention centers, hospital and emergency room employees, psychiatric hospitals, and other relevant community behavioral health services providers.  This will involve at least 4 meetings to gather (144) information regarding the existing system and determining details for developing plans. Meeting details will be documented to reflect date and time of meetings, participant lists, and discussion details (core components a and c). Current community crisis services for persons with IDD or related conditions will be evaluated leading to the development of a specific action plan to address capacity, usage, and eligibility criteria (core component b).  In the last 6 months of Year 2, P-3 development of implementation plans will be the focus.  Information gathered in the first part of Year 2 in stakeholder meetings, will be combined with additional information gathered through surveys and follow up meetings and phone calls with stakeholders who may not have been able to attend the meetings.  The implementation plans will address service delivery design, writing staff position descriptions, and program operational policies and procedures (core component d).  Detailed data gathering and documentation processes will be specified in Year 2, as a means of developing a baseline of costs, and patient satisfaction, for project comparisons with the new alternative services that get implemented. 

Year 3:  P-4 hiring and training of staff to implement services will occur in the first 6 months of Year 3.  The key staff member to be hired will be a Board Certified Behavioral Analyst (BCBA), with experience in working with persons with intellectual and developmental disabilities (IDD) who have severe behavioral problems that can lead to crisis episodes.  Additionally support staff, part time psychiatrists and nurses, will be recruited and hired to provide additional services associated with the Behavioral Analyst position.  Once all of these persons are hired, there will be interactions between these staff and community stakeholders, to assure collaboration in working together to address the individuals who are the focus of this project.   At the end of this first 6 months of hiring and training of staff, the IDD Assertive Community Treatment program will be ready to implement services in the last half of Year 3 (core component d). 

Years 4 and 5: P-1 Community stakeholder meetings will be conducted in the first 6 months of Years 4 and 5 to gather information from stakeholders regarding implementation and monitoring of service provision.  This will allow the project to receive appropriate community feedback that can be incorporated into improvements in the services provided (core component e).  There will be 2 stakeholder meetings in the first 6 months of each year, and will ensure that stakeholders in both counties served are provided the opportunity for community feedback.

IMPROVEMENT MILESTONE (I-11) will be the focus of Years 3, 4 and 5. 

Year 3:  Services of this project will begin in the second half of Year 3.  Because of startup and implementation activities, the project will serve 20 persons in the last 6 months of year 3, at 50% or less of the cost of the existing system. Attention will focus on avoiding costs occurring in the existing crisis stabilization system, by providing services in the natural living environment or other community settings where the individuals attend during the day. 

Years 4 and 5:  The project will be fully implemented for the entire Years 4 and 5.  During these years, the project will serve 50 individuals per year, at a cost of 50% or less of the costs of the existing system. The ultimate improvement outcome is cost avoidance, by shifting crisis stabilization services from expensive hospitals and jail services, to the natural home environments and other natural community settings.  The goal is to help families and other community providers better cope and respond to crisis behavior when it arises in these individuals, and prevent those individuals from having to be treated in expensive hospitals and jails.  It is anticipated that improvement in patient satisfaction can be measured and reported.  By continually having stakeholder meetings, surveying and talking to consumers/patients about the services they receive, the project expects continuous quality improvement, in serving consumers more quickly, in a much less expensive manner, and in a more patient friendly service setting.  

The ultimate goal of this project is to serve a project target of 50 persons in the full years of implementation, for about 50% of the cost of the existing crisis stabilization approach, and with improved satisfaction for patients and other agency stakeholders.    
Unique community need identification numbers the project addresses: CN.3.3 – Limited access to crisis stabilization services for low income, often below poverty level, with intellectual and developmental disabilities living in Montgomery or Walker Counties.

Related Category 3 Outcome Measure(s): 
The following Category 3 measure has been approved in 2014 to describe improvements to the patient population: IT-11.26.b Aberrant Behavior Checklist (ABC). As this is a Pay for Reporting measure, a Population-Focused Priority Measure (PFP) alternate activity CMHC.4 Depression Remission at 12-Months. The ABC is a symptom checklist for assessing behavioral problems of children and adults with a diagnosis of intellectual and developmental disability in residential, educational settings, community-based facilities, and developmental centers. In DY4&DY5, Tri-County will report the average score of ABC questionnaires completed during the measurement period by reporting the sum of the total severity score of all completed ABC questionnaires, and the total number of ABC questionnaires completed during the measurement period. In addition, in DY5, provider will demonstrate improved rates of depression remission (PFP-CMHC.4).
Reasons/rationale for selecting the outcome measure: The Outcome Measures for this project were selected to demonstrate that there are more cost effective, clinically successful, and patient satisfying approaches, to the current crisis evaluation and diversion system that is being utilized.  This project is designed to convince patients and their significant others, and other stakeholders in the community, to seek services in a treatment environment that will be quicker, less expensive, and more effective than utilizing emergency rooms of hospitals, or jails, or psychiatric inpatient facilities.

Relationship to other Projects:  This project will be linked to the Intensive Evaluation and Diversion Program, which seeks to provide crisis stabilization services in a more appropriate community service environment, 081844501.1.1.  The project will also be linked to the Expanded Psychiatry Service Delivery Program, which seeks to serve individuals who may otherwise end up in crisis due to the absence of services, 081844501.1.3.

Relationship to Others Performing Providers’ Projects and Plan for Learning Collaborative: RHP 17 has two other planned crisis stabilization projects, both proposed by the Mental Health Mental Retardation Authority of the Brazos Valley (MHMRABV).  The first crisis stabilization project, (Project # 136366507.2.1), is focused on creating a Crisis Triage Unit in Brazos County that would also serve the six rural counties surround Brazos County. MHMRABV will be developing a second project, (#136366507.2.2), focused on providing high intensity evidenced based community treatment and supports services that would include a jail diversion with a crisis service component in the same geographic region as the previously described project. This project will target high risk behavioral health clients with complex psychiatric and physical needs who have more frequent admissions to hospitals, jails, or prison. 

Tri-County will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).

Project Valuation:  In 2011, the President’s Committee for People with Intellectual Disabilities issued a report directly related to this project.  The report stated “that between 7 and 8 million Americans of all ages, or 3 percent of the general population, experience intellectual disabilities.  Nearly 30 million, or one in ten families in the United States, are directly affected by a person with intellectual disabilities at some point in their lifetime.”  According to the NADD statistics, cited above in the Starting Point/Baseline section, and based on population statistics for Montgomery and Walker County, about 4586 individuals have IDD with a co-occurring psychiatric disorder.  It is not uncommon for this population to experience a crisis episode requiring an immediate response.  When that crisis response is required, it can involve services by hospital emergency room staff (about $963 per episode), jail incarceration (about $137 per day), hospital inpatient treatment ($600 per day and $400 per day in state hospitals) locally and in state institutions. Combined costs can total about $20,000 to stabilize an individual experiencing a crisis episode.  For a designated population of 50 individuals for this program, it is estimated that the existing system would cost approximately $1,000,000 to address these individuals’ needs.  

Tri-County proposes the IDD Community Treatment Program as a lower cost crisis stabilization alternative that will produce greater satisfaction from the individuals, their families/caretakers, and other stakeholders in the community.  For a total project cost of under $350,000, after service implementation, it is estimated that those same 50 individuals would cost less than $7000 per individual served.   This is about 50% or less of the current estimated cost, with the existing system.  Additionally, this proposed project would train, and enhance the skill level, of existing family members and caretakers, so that their dependence on others would be dramatically reduced.  This will also save valuable resources in the hospitals, law enforcement, and jails from being inappropriately used in responding to these crisis episodes.  It is projected that satisfaction surveys will reflect a dramatic increase in satisfaction scores from all parties involved in serving individuals with IDD and co-occurring psychiatric disorders.  
Project Summary Information

Category 1 – Project 15
Unique Project ID: 081844501.1.3 

Project Option: 1.9.2
Pass: Pass 1

Provider Name/TPI: Tri-County Services/081844501
Provider Information: Tri-County Services is a community mental health center headquartered in Conroe, with offices and service centers throughout a three-county area in RHP 17 and RHP 2. The RHP 17 service area covers the 1,046.74 sq. mi. of Montgomery County, which had a 2010 population of 455,761, and the 784.17 sq. mi. of Walker County, with 2010 population of 67,861. Tri-County Services offers a comprehensive array of services and support provided to over 7000 individuals with mental illness and 850 persons with intellectual and developmental disabilities on an annual basis; an average of 3000 persons are in service at any one time.

Intervention: With this Region 17 Expanded Psychiatric Delivery Program, Tri-County proposes to provide specialty psychiatric services to persons who are otherwise unable to receive necessary psychiatric care in Montgomery and Walker Counties.  The primary intervention will be the provision of medication and case coordination to persons with diagnoses which do not meet DSHS contract requirements.  

Need for the Project: Both our experience and the statistical data support the need for additional mental health services in Montgomery and Walker Counties.   These additional services should result in cost savings for the community by providing appropriate treatment alternatives to local emergency departments, hospitals, psychiatric hospitals or criminal justice systems.  
Target Population: Persons with psychiatric conditions which are interfering with the individual’s global functioning.  Based on our experience as a provider, it is likely that 80% or more of these individuals will be indigent or Medicaid recipients. However, the changes associated with the Patient Protection and Affordable Care Act may result in persons being served with newly acquired health insurance or Medicaid. Regardless of changes in health insurance coverage, individuals served will probably not have many options for psychiatric care in Montgomery and Walker Counties without this program due to the shortage of providers in these counties.
Category 1 or 2 expected Patient Benefits: We believe individuals outside the DSHS Priority Population will benefit from this service.  Large portions of Montgomery and Walker counties are medically underserved and very limited psychiatric care is available.  Category 1 milestones relate to designing an appropriately placed service to meet the needs of these individuals. This project seeks to provide 25 specialty care visits in DY3, 250 visits in DY4 and 375 visits in DY5 for a cumulative quantifiable patient impact (QPI) of 675 encounters. The project, at the end of DY 5, will serve over 175 unique individuals/year with 750 scheduled appointments available for care and follow-up.    

Category 3 Outcome(s): IT-11.26.e.iii Patient Health Questionnaire-Somatic, Anxiety, and Depressive Symptoms (PHQ-SADS) has been approved in 2014 to describe improvements to the patient population. The PHQ-SADS assess and monitors the severity level of depressive or anxiety disorders present with somatic complaints. The PHQ-SADS will be administered to those eligible for the Expanded Psychiatry program as a scored tool to be included in the initial documentation along with the clinician's assessment and clinical diagnosis. Systematic follow-up to include PHQ-SADS scoring would enable clinicians to monitor client status, adjust treatment and quantify improvement. In DY4 and DY5, the goal is to decrease the average score of the PHQ-SADS questionnaires completed during the measurement period by reporting the sum of the total severity score of all completed PHQ-SADS questionnaires, and the total number of PHQ-SADS questionnaires completed during the measurement period. 
Project Narrative
Title: Expanded Psychiatry Delivery Program

RHP Project ID Number:  081844501.1.3

Project Option: 1.9.2
RHP Performing Provider/TPI:  Tri-County Services/081844501

Project Description: Tri-County Services proposes to provide specialty psychiatric services to better accommodate the high demand for psychiatric specialty care services and increase access to care for those patients who are otherwise unable to receive necessary psychiatric care in Montgomery or Walker Counties. 

This proposed program will provide basic services requested and needed by these individuals and reduce inappropriate care. This program will admit and serve these individuals in medication services and care coordination to meet their primary treatment needs.  We would hire medical staff and caseworkers to deliver these services, and would also expand hours of service availability as needed. Although Tri-County has extensive experience serving individuals with Severe and Persistent Mental Illnesses, Tri-County is unable to serve many of the individuals that present themselves at clinic locations for non-priority psychiatric disorders.  Individuals served by this program will receive proactive care that keeps them healthy and empowers them to self-manage their conditions in order to avoid their mental health worsening and needing ED or inpatient care at general hospitals, admissions to psychiatric facilities or involvement with law enforcement.  

There are currently over 150 individuals with Severe and Persistent Mental Illness (SPMI) on Tri-County's adult waiting list.  On average, 10.5% of the individuals on Tri-County’s waiting list have required crisis services since the list began in 2008.  In addition, a large number of individuals have their first contact with Tri-County during a crisis episode.  Tri-County also assesses over 500 individuals a year that are not eligible for adult mental health services funded by DSHS.   In FY 2010, the last year where jail matching data was completed through  Tri-County, an average of 480 inmates per quarter were incarcerated in Montgomery and Walker County jails with a Severe and Persistent Mental Illness (SPMI) diagnosis that would qualify them for DSHS-funded treatment.  In addition to these 480 per quarter that have SPMI diagnosis matches, nearly 750 inmates per quarter had been seen by a mental health service provider in Texas at some time prior to incarceration.  It is not surprising that this number of inmates have mental health treatment issues, because as Health Management Associates (HMA) noted in their 2011 analysis of the Impact of Proposed Budget Cuts to the Community Mental Health Services in Texas, there is a “strong correlation between the amount of money a state spends on mental health services and the size of jail and prison populations” (Health, P. 9). According to published prevalence data statistics, it is estimated that there are between 6.2% (Kessler, Berglund, Bruce, Koch, Laska, Leaf & Manderscheid, 2001, P. 987) and 8.2% (Bijl, Graaf, Hiripi, Kessler, Kohn, Offord & Uston 2003, P.127) of the general population, or approximately 37,000 to 50,000 individuals in Montgomery and Walker County, which have SPMI.  In addition, it is estimated that an additional 7% (Bijl, et. al, 2003, P.127) or 42,000 individuals in Montgomery and Walker County have a moderate level of mental illness. Tri-County had contact with just under 6,000 individuals with mental illness in FY 2012. 

In short, both our experience and the statistical data support the need for additional mental health services in Montgomery and Walker Counties.   These additional services should result in cost savings for the community by providing appropriate treatment alternatives to the ER, Jail or State Hospital.

In a Mental Health Local Planning survey by Tri-County in 2010, stakeholders were asked to rank services that Tri-County needs to expand further, and Medication Services for adults was the most frequently requested service by these stakeholders.

Goal and Relationship to Regional Goals: 

Project Goal: The goal of this project is to provide specialty psychiatric services to persons who are otherwise unable to receive necessary psychiatric care in Montgomery or Walker Counties. 

This project meets the following regional goals: Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs.

Challenges:  Historically it has been quite challenging to recruit prescribing staff.  Space in existing clinics or new space will have to be identified for the provision of these services.  Tri-County will use recruiting firms, if necessary, to assist in the recruitment of prescribing staff.  Tri-County will develop space to be utilized for the expanded services program. 

5-Year Expected Outcome for Providers and Patients: Tri-County will expand the availability of psychiatric services which can be provided in the community by the end of DY 5 as evidenced by the number of appointments available, number of persons seen and number of unique persons served by this program.   This program will fill a critical gap in the provision of psychiatric services to persons who do not qualify for ongoing services from the Texas Department of State Health Services. Although Tri-County does provide psychiatry as a part of our service array, this would be considered a new service because provision of these services to this population is not currently a part of our performance contract. 

The five year goal for the project will be to provide ongoing necessary and appropriate mental health services  by providing 25 specialty care visits in DY3, 250 visits in DY4 and 375 visits in DY5 for a cumulative quantifiable patient impact (QPI) of 675 encounters. From a patient perspective, there will be a referral source for these needs which are currently unmet, and once met, would allow them to function more independently and have a better quality of life.   The improved quality of life is expected to lead to improved length of life. 

Starting Point/Baseline: There are currently over 150 individuals with Severe and Persistent Mental Illness (SPMI) on Tri-County's adult waiting list. Tri-County also assesses over 500 individuals a year that are not eligible for adult mental health services funded by DSHS.   Currently there are very few psychiatric services available for indigent individuals outside of the populations that Tri-County serves under contract with the Department of State Health Services.  Tri-County is not providing these services at this time.

Rationale: There is a high demand for psychiatric care.  With regard to the specialty areas with greatest need, the Committee on Physician Distribution and Health Care Access cites psychiatry where ratios per 100,000 in population are 56.7% of the US ratios.  

Tri-County has long been aware of the need to increase the capacity to provide psychiatric services so the individuals in our communities have increased access to these services.  For individuals who are indigent, there are very few options for psychiatric care in Montgomery or Walker County.  In Montgomery County, indigent psychiatric services for a small population of individuals (163) are provided via contract between the Montgomery County Hospital District (payer) and Tri-County (provider).  Though medically indigent, these individuals may work or have other responsibilities which would make expanded service hours helpful.   There are no indigent psychiatric services in Walker County, and as a result, care in both Montgomery and Walker County is typically provided in inappropriate care settings (including emergency departments and jails).  

Tri-County proposes to improve the access to specialty psychiatric care for individuals who are in need for psychiatric care, but who are otherwise unable to be served by the current service system.  We will increase service availability with extended hours as needed, increase the number of psychiatric clinic options for the medically indigent, and will conduct quality improvement for the project using rapid cycle improvement.  

Ultimately, uncompensated care is impacted by services which improve the overall quality of life of the individual. This project will focus on improving access to specialty care (1.9.2) by increasing service availability with extended hours (a), increasing the number of specialty clinic locations (b), implementing a transparent, standardized referral system (c), and by conducting quality improvement for the project (d). 

Project Components: Through Tri-County’s expanded psychiatric care program, the following required components and additional components will be met.

a)
Increase service availability with extended hours.

● We will offer this new service and therefore increase psychiatric care availability.  Some extended hours will be offered if it is determined they are needed in the DY 3 service gap assessment.

b)
Increase number of specialty clinic locations.

● Locations for this service will be identified and developed. 

c)
Implement transparent, standardized referrals across the system.

● A referral protocol for related program and standardized referral criteria will be developed in DY 2.

d)
Conduct quality improvement for project using methods such as rapid cycle improvement. 

● Ongoing quality improvement assessments will be done to provide feedback for impact and improvements. Continuous Quality Improvement activities will include evaluations of services provided, effectiveness of services provided and impact of services on use of the current service system.   We will seek to make incremental improvements in the performance of the program throughout the project award. 

For demonstration year 2, the process milestone is to identify components needed to implement and operate the expanded psychiatry delivery program and develop an appropriate project plan.  

For demonstration year 3, the process milestones will be to develop administrative protocols and clinical guidelines for our project (first 6 months) and to hire or contract and train staff to operate and manage the expanded psychiatry project (by demonstration year-end).  

In demonstration years 4, the process milestone will focus on identifying barriers persons receiving specialty care so that operating hours and locations can be customized for the program biannually (core components a and b).  The process milestone for demonstration year 5 will be to analyze the impact of the program in Emergency Department use (first 6 months) The improvement milestones for DY -5 will measure the number of appointments available, number of appointments kept and the number of unique persons served.  By the end of demonstration year 5, 750 visits will be available for individuals who are seeking behavioral healthcare services, 375 appointments will be completed and 175 unique individuals will be served (core component d).  
The target population for this project is persons with psychiatric conditions which are interfering with the individual’s global functioning.  The project, at the end of DY 5, will serve over 175 unique individuals per year with 750 scheduled appointments available for care and follow-up.  Based on our experience as a provider, it is likely that 80% or more of these individuals will be indigent or Medicaid recipients.  However, the changes associated with the Patient Protection and Affordable Care Act may result in persons being served with newly acquired health insurance or Medicaid.  Regardless of changes in health insurance coverage however, individuals served will probably not have many options for psychiatric care in Montgomery and Walker Counties without this program due to the shortage of providers in these counties.

We believe individuals outside of the DSHS Priority Population will benefit from this service.  Large portions of Montgomery and Walker counties are medically underserved and very limited psychiatric care is available.  Category 1 milestones relate to designing an appropriately placed service to meet the needs of these individuals.  
Unique community need identification number this project addresses:

CN.2.4 - Lack of access to psychiatric care in all RHP 17 communities.

How this project represents a new initiative or significantly enhances an existing delivery system reform initiative: This project represents a new initiative for Tri-County.  No U.S. Department of Health and Human Services funding is received for this program.  
Related Category 3 Outcome Measure: 

IT-11.26.e.iii Patient Health Questionnaire-Somatic, Anxiety, and Depressive Symptoms (PHQ-SADS) has been approved in 2014 to describe improvements to the patient population. The PHQ-SADS assess and monitors the severity level of depressive or anxiety disorders present with somatic complaints. The PHQ-SADS will be administered to those eligible for the Expanded Psychiatry program as a scored tool to be included in the initial documentation along with the clinician's assessment and clinical diagnosis. Systematic follow-up to include PHQ-SADS scoring would enable clinicians to monitor client status, adjust treatment and quantify improvement. In DY4 and DY5, the goal is to decrease the average score of the PHQ-SADS questionnaires completed during the measurement period by reporting the sum of the total severity score of all completed PHQ-SADS questionnaires, and the total number of PHQ-SADS questionnaires completed during the measurement period. 
Relationship to Others Projects and Measures: This project relates to Tri-County’s Intensive Evaluation and Diversion program, 081844501.1.1, and Intellectual and Developmental Disability Assertive Community Treatment program, 081844501.1.2 which could generate referrals for this program after crises are resolved by the respective intervention.   In addition, individuals served by this program might be able to receive services from Tri-County’s Integrated Primary and Behavioral Healthcare program, #081844501.2.1.

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  Tri-County will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).

Project Valuation: Tri-County considered several factors in valuing this project including reductions in costs associated with emergency department (ED) visits and hospitalizations for mental illnesses.  Improving the behavioral health individuals should reduce the number of ED visits and the occurrences of hospitalizations.

According to internal data, approximately 10.5% of individuals on the Mental Health Waiting list have needed crisis services.  These crisis interventions may not have been required if such individuals had been admitted into some level of service.  According to a report issued by HMA in 2011, “patients with mental illness overuse emergency rooms when appropriate mental health care is not available.  Additionally, individuals with mental illness remain in the emergency room longer, decreasing the access of others with medical emergencies” (Health, 2011, P. 4).  The report further indicates that “police officers are reporting longer waits in emergency rooms for individuals that they have brought in for care [with a mental illness]…” (Health, 2011, P. 5)  In contrast, of those who receive Community Center care, 97% avoid a crisis episode, 98% have avoided multiple hospital readmissions, [and] 84% of adults have improved employment…”  (Health, 2011, P. 6).   The average cost for an adult with SPMI to receive treatment from a community center is “12 dollars a day” (Health, 2011, P. 8) or $360 a month.   By contrast, the cost of an average State Mental Health Hospital stay is $11,629 for 29 days of care; a 30-day stay in jail costs an average of $4,110; and, one visit to the emergency room costs $986 (Health, 2011, P. 8). In addition, many of these individuals are likely treated through multiple of these interventions in a given year (seen in the ED with police supervision and then taken a State Hospital, etc.), which compounds these costs.  The Expanded Service and Delivery Program will provide a proactive intervention for these individuals, prior to needing crisis services, accessing the emergency department or being incarcerated.  

Another valuation factor used for this project is the monetary value for behavioral health interventions as measured by quality adjusted life years multiplied by a life year value.   This valuation methodology uses health economic studies to assign a life year value associated with the mental health intervention.  Programs that improve their mental health should increase both the length and quality of their lives.  
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  Category 2: Program Innovation & Redesign 

· Related Category 3 Outcome Measure(s)

RHP 17 Category 2 Projects 

1) Baylor Scott & White Hospital – Brenham: Project 135226205.2.1
· 135226205.3.4:  IT-9.2.a Emergency Department (ED) visits per 100,000
2) Brazos County Health District: Project 130982504.2.1
· 130982504.3.2:  IT-15.6 Chlamydia screening in Women
· 130982504.3.200:  IT-15.10 Syphilis Positive Screening Rates
· 130982504.3.201:  IT-15.13 Gonorrhea Positive Screening Rates
3) College Station Medical Center: Project 020860501.2.1
· 020860501.3.1:  IT-9.4.b – Reduce Emergency Department Visits for Diabetes
4) Huntsville Memorial Hospital (Pass 2 project): Project 189791001.2.1
· 189791001.3.5:  IT-3.4 Diabetes 30-day Readmission Rates

5) MHMR Authority of Brazos Valley: Project 136366507.2.1
· 136366507.3.1:  IT-1.18 Follow-up After Hospitalization for Mental Illness
· 136366507.3.1:  IT-11.26.c Adult Needs and Strength Assessment (ANSA
6) MHMR Authority of Brazos Valley: Project 136366507.2.2
· 136366507.3.2:  IT-9.1 Decrease in Mental Health Admissions and Readmissions to Criminal Justice Settings
· 136366507.3.500:  IT-1.26.c Adult Needs and Strength Assessment ANSA

7) Montgomery County Public Health District: Project 311035501.2.100

· 311035501.3.100:  IT-9.2 Reduce Emergency Department (ED) Visits for Ambulatory Care Sensitive Conditions (ACSC) per 100,000  
8) St. Joseph Regional Health Center: Project 127267603.2.1
· 127267603.3.1:  IT-8.19 Post-partum Follow-up and Care Coordination

9) Texas A&M Physicians: Project 198523601.2.1
· 198523601.3.6:  IT-1.10 Diabetes care: HbA1c poor control (>9.0%)
10) Texas A&M Physicians: Project 198523601.2.2
· 198523601.3.7:  IT-10.1.h CDC Health-Related Quality of Life (HRQoL) Measures
11) Texas A&M Physicians: Project 198523601.2.3
· 198523601.3.8:  IT-6.2.c Health Center Patient Satisfaction Survey
12) Texas A&M Physicians: Project 198523601.2.4
· 198523601.3.9:  IT-10.1.d McGill Quality of Life (MQOL) Index
13) Tri-County Services MHMR (Pass 2 project): Project 081844501.2.1
· 081844501.3.4:  IT-1.7 Controlling High Blood Pressure
Project Summary Information

Category 2 – Project 1

Unique Project ID: 135226205.2.1
Project Option: 2.8.1
Pass: Pass 1

Provider Name/TPI: Baylor Scott & White Hospital – Brenham/135226205
Provider Information: Baylor Scott & White Hospital - Brenham is a 60-bed, trauma level III, private, non-profit hospital located in the city of Brenham in Washington County, a 603.95 square mile area with a 2010 population of approximately 33,711. This hospital is part of Scott & White Healthcare, a large integrated system. 

Intervention: This project will apply continuous process improvement strategies, guided by the Institute for Healthcare Improvement (IHI) Model for Improvement, to identify causes of avoidable ED/hospital utilization, prioritize potential solutions, and launch Plan, Do, Study, Act (PDSA) cycles on chosen improvements.

Need for the Project: The County identified the need for this project because there is a belief that connecting patients with limited financial resources to primary care services is among the reasons for unnecessary ED visits at the hospital. The free clinic was open 139 days in the past 13 months and served 697 patients, 36% of which were male. From May 2011 to September 2012, the clinic saw an average of 4.42 patients/day. In a 2-week audit during February, April, May and August, 2012, 16% of patients admitted to the hospital did not have a PCP.
This project was chosen to complement our Category 1 project (1.1.2 Expand Existing Primary Care Capacity) in the same geographic area by finding ways to better meet the needs of persons utilizing ED/hospital services for potentially preventable reasons, in part by connecting them to expanded primary care services but also by identifying and addressing other needs in the community. 

Target Population: The target subpopulation will be determined in DY2 of the Category 2 project (135226205.2.1).
Category 1 or 2 expected Patient Benefits: At the end of the five-year demonstration, we expect to have improved processes for meeting needs in ways that do not require avoidable high-intensity, high-cost ED and hospital services. We expect progress toward a target number or percent of clinical cases established in DY 2 (Improvement Milestone 1-13.1). We expect the continuous quality improvement project to impact at least as many individuals as currently use the free clinic (i.e. 3500 patients) over the 4-year demonstration project. 
Category 3 Outcome(s): IT-.9.2.a – Emergency Department (ED) visits per 100,000.  Our goal is to reduce all-cause ED visits for Washington County residence in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures (closing the gap between reported baseline and high performance level benchmarks by 5% in DY4 and by 10% in DY5). Baseline rates will be established in DY3.

Title: Improving Primary Care and Supportive Services to Reduce Avoidable ED and Hospital Visits at Scott & White Hospital – Brenham 
RHP Project Identification Number: 135226205.2.1

Project Option: 2.8.1
Performing Provider Name/TPI #: Scott & White Hospital—Brenham/135226205

Project Description:  This project will apply process improvement methodology to identify causes of avoidable ED and hospital utilization, prioritize potential solutions, and launch PDSA cycles to implement iterations of chosen improvements. This project will employ the Model for Improvement to pursue continuous process improvement with the aim of addressing the problem of avoidable ED and hospital utilization. After prioritizing processes on which to test changes and identifying relevant metrics to measure positive or negative impact of those changes, we will launch our first PDSA cycles (in Demonstration Year 3, Milestone 3: P-7).  We expect the continuous quality improvement project to impact at least as many individuals as currently use the free clinic over the 4-year demonstration project.
The core project components include:

a) Provide training and education to clinical and administrative staff on process improvement strategies, methodologies, and culture. Staff members on quality improvement teams will be trained in the Model of Improvement to establish common language on the teams. Teams will be facilitated by system personnel trained and experienced in quality improvement, implementation and evaluation methodology.

b) Develop an employee suggestion system that allows for the identification of issues that impact the work environment, patient care and satisfaction, efficiency and other issues aligned with continuous process improvement. Solicitation of employee suggestions will be systematic and purposeful. Quality improvement teams will be made up of local champions for change and staff members involved in key process steps (as identified by process mapping exercises). Informal discussions, surveys, and existing employee or patient feedback mechanisms will be utilized as appropriate to the teams’ work.

c) Define key safety, quality, and efficiency performance measures and develop a system for continuous data collection, analysis, and dissemination of performance on these measures ((i.e. weekly or monthly dashboard). In Demonstration Year 2, we will meet Milestone: P-2 by identifying appropriate metrics for the selected processes on which we plan to launch tests of change. Frequency of data feedback to the quality improvement team(s) and broader audiences will be determined by the nature of changes tested—some will require more frequent feedback than others. In all cases, we intend to measure for improvement and for unintended consequences (e.g., adding unintended barriers to care, adding unnecessary steps to processes) of all changes.

d)  Develop standard workflow process maps, staffing and care coordination models, protocols, and documentation to support continuous process improvement. In Demonstration Year 2, we will prioritize areas or processes to improve to meet Metric:  P-1.1. Implementation guides will be customized to each process improvement iteration as appropriate.

e) Implement software to integrate workflows and provide real‐time performance feedback. Software will be incorporated only when existing software is insufficient to integrate workflows or provide real-time feedback. 

f) Evaluate the impact of the process improvement program and assess opportunities to expand, refine, or change processes based on the results of key performance indicators. In Demonstration Years 4 and 5 we will demonstrate positive impact on the targeted metrics (chosen for each process change to be tested), with incremental progress in the number of individuals reached. Quality improvement efforts will focus on process changes that lead to reduction of inappropriate utilization of ED and hospital services.

Goals and Relationship to Regional Goals: The overall goal of this Category 2 project is to meet individuals’ needs in ways that reduce inappropriate ED utilization. 

Project Goals:
· Identify mechanisms of inappropriate service utilization and address through process changes

· Reduce inappropriate ED utilization

The project meets the following regional goal:
· Reducing costs by minimizing inappropriate utilization of services

Challenges: The primary challenge of this project will be selecting from among the possible tests of changes. The team must test process changes likely to have measured impact on our Category 3 measures while maintaining a manageable project scope. To meet this challenge, we will coordinate closely with the free clinic service expansion proposed as our Category 1 project (to leverage those resources). We will also choose our quality improvement team carefully to ensure that provider and community stakeholders are represented. Quality improvement team activities will be facilitated by personnel from Scott & White Healthcare’s System Quality & Safety team with experience in rapid cycle quality improvement and facilitation.

5-Year Expected Outcome for Provider and Patients: The five-year expected outcome for patients is improved processes for meeting needs in ways that do not require avoidable high-intensity, high-cost ED services. The expected outcome for the provider is reduced demand for avoidable ED services and improved capacity for meeting the needs of patients with timely services tailored to their needs.

Starting Point/Baseline:  Baseline for tests of change will be established in Year 2 after the quality improvement team specifies the process changes to be tested and target audiences. Administrative billing data for Scott & White Hospital—Brenham will be a primary data source for defining the output of processes that may be changed. The baseline period will be Demonstration Year 1.

Rationale: At the start of this project, no team is dedicated to reducing avoidable ED visits. Locally, there is a belief that connecting patients with limited financial resources to primary care services is among the reasons for unnecessary ED visits at the hospital. This project was chosen to complement our Category 1 project (1.1.2. Expand Existing Primary Care Capacity) in the same geographical area by finding ways to better meet the needs of persons utilizing ED for potentially preventable reasons, in part by connecting them to expanded primary care services but also by identifying and addressing other needs in the community. This project will allow teams to a) learn through experience to apply the Model for Improvement to improve processes, and b) address avoidable ED and hospital utilization with iterative tests of change. All project required project components will be employed (see description above). The project does not overlap with other initiatives funded by the US DHHS.

Community need addressed:

· CN.1.8 Inappropriate utilization of ED services for primary care in Washington County.

Related Category 3 Outcome Measure(s):  Selected Category 3 measures include:

· IT-9.2.a  Reduce Emergency Department (ED) visits per 100,000  
Appropriate ED utilization is a measure of access to and utilization of appropriate primary health care. While not all ED visits are avoidable, it is assumed that appropriate ambulatory care could prevent the onset of this type of illness or condition, control an acute episodic illness or condition, or manage a chronic disease or condition. A disproportionately high rate of ED visits is presumed to reflect problems in obtaining access to appropriate primary care. Increased supply of primary care providers and service hours at the free clinic is expected to address challenges obtaining appropriate primary care.

Relationship to other Projects and other Providers’ Projects: This project is related to the Category 1 project (135226205.2.1) submitted by the same Performing Provider to expand primary care services at the free clinic In Brenham Texas, where the hospital is also located. The two projects will be coordinated such that the quality improvement project leverages increased provider hours at the free community clinic to help meet identified needs and such that the clinic providers refer to other programs launched to address prioritized processes. Category 4 reporting (135226205.4.1) may demonstrate impacts on potentially avoidable hospitalizations and hospital readmissions due to the impact of our Category 1 and Category 2 project on mechanisms of inappropriate utilization. No one else in RHP 17 is performing a rapid cycle improvement project. Several providers are targeting an improvement outcome related to reducing inappropriate ED use, though this is mainly being achieved by implementation of much needed patient navigation and coordination services throughout the region. We believe that we can implement internal rapid cycle improvement reforms to target the large population utilizing our clinic and our ER due to proximity, as well as see support from the implementation by other providers, through projects like College Station Medical Center’s ACP Navigation project (020860501.2.1). 

Plan for Learning Collaborative: Scott & White Hospital – Brenham will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver/rhp17.html).
Project Valuation: The scope of this project was determined by several factors including cost to implement the program, intangible benefit to the community in providing improve health care to residents and the potential costs saving/avoidance that could be associated with that, and then scaled appropriately to work with the availability of funds from IGT entities. Factors included were the sum of a) direct costs of program services, and project management, and b) indirect costs of participation in this waiver and of administering the program (e.g., hiring, communication, offices, personnel management, and information technology), along with potential cost savings and cost avoidance seen with appropriate utilization of services and primary care resources. 
Project Summary Information

Category 2 – Project 2

Unique Project ID: 130982504.2.1 

Project Option: 2.7.1
Pass: Pass 1

Provider Name/TPI: Brazos County Health District/130982504
Provider Information: Brazos County Health District (BCHD) is a city/county public health district (local health department) located in the city of Bryan. BCHD serves all of Brazos County, a 585.45 square mile area with a county population of 194,851 in 2010, representing an estimated 332.8 persons per square mile. BCHD is dedicated to preventing disease, protecting life, and promoting a healthy lifestyle. The health district oversees a variety of activities and services that range from providing vaccinations and sexually transmitted infections testing to doing inspections/providing permits, issuing food handler cards, tracking disease reporting, emergency preparedness and water testing, and providing health education and promotion throughout the county. Only uninsured and Medicaid patients can receive immunizations at the health department.  Any client can receive sexually transmitted disease testing, regardless of insurance status; however, the majority of clients for this clinic are uninsured.

Intervention: Provide free HIV testing to targeted clients at high risk for contracting HIV, as well as implement an educational campaign to promote HIV testing awareness and availability, in an effort to not only improve awareness and prevention, but to provide early detection and referral to treatment to help reduce health care costs related to this immunosuppressive virus.  
Need for the Project: Currently, there are no providers in Brazos County offering free, rapid HIV testing.  Community members, as well as other social service agencies (Project Unity, Brazos Valley Council on Alcohol and Substance Abuse, Adult Probation) have contacted BCHD expressing the need for free HIV testing.

Target Population: The target population for this project is African-American and Hispanics/Latinos.  However, tests will be offered to all clients requesting one.  Insurance status is not asked of clients receiving services in the sexually transmitted infections clinic; however, it is estimated that about 50% of those clients are Medicaid eligible or indigent and will benefit from at least half of the testing provided.  

Category 1 or 2 expected Patient Benefits: This project seeks to provide a total of 927 free, rapid HIV tests in DY 3, 945 in DY 4 and 963 in DY 5 for a total of 2,835 tests.
Category 3 Outcome(s): Clients that are at high risk of contracting HIV are also at high risk of contracting other sexually transmitted infections.  The goal of this project is to increase the number of clients being tested for HIV.  However, we are also encouraging clients to be tested for all STIs. Measures include: IT-15.6 Chlamydia screening in Women:  Our goal is to increase the number of women age 16-24 who are tested for chlamydia at BCHD; IT-15.10 Syphilis Positive Screening Rates:  Our goal is to decrease the number of syphilis cases at BCHD (directional negative percentage based on approved measure); and IT-15.13 Gonorrhea Positive Screening Rates: Our goal is to decrease the number of syphilis cases at BCHD (directional negative percentage based on approved measure).  

Title of Project: Provide free rapid HIV testing to targeted clients who are at high risk of contracting HIV.

Unique Project ID: 130982504.2.1

Project Option: 2.7.1
Performing Provider Name/TPI #: Brazos County Health District/130982504

Project Description:  Brazos County Health District proposes to provide free, rapid HIV testing to targeted clients who are at high risk of contracting HIV.

This project would allow free, rapid HIV testing to be offered at the Brazos County Health District (BCHD).  In addition to the testing, the Health Education and Promotion staff will implement an educational campaign to promote HIV testing awareness and availability using social media, the BCHD website, traditional media outlets, and other social service agency contacts.   

BCHD offers a sexually transmitted infection clinic (STI) three times per week.  Clients are tested for gonorrhea, chlamydia, syphilis, and HIV.  The current HIV test being offered is a blood test, and the results take between one-two weeks to get back.  BCHD would like to offer rapid HIV testing to clients one day per week in addition to the STI clinics.  This would be a new project for BCHD.  

Currently, there are no providers in Brazos County offering free, rapid HIV testing.  Community members, as well as other social service agencies (Project Unity, Brazos Valley Council on Alcohol and Substance Abuse, Adult Probation) have contacted BCHD expressing the need for free HIV testing.

There are many advantages to utilizing a rapid HIV test.  Some of these include:

· Providing quick results eliminates the need for people to return to get their results, although positive results must be confirmed by an additional test. 

· If people know immediately that they are positive for the HIV virus, they can begin to receive treatment sooner and to take steps to prevent transmission of the virus. 

· Rapid tests are more accessible because some of them can be administered outside of a clinical setting.

Nurses and health educators will administer the test and provide education on risk reduction.  Staff will also discuss the need to be tested for other STIs.  If a client tests positive for HIV, he/she will be referred to Project Unity-Special Health Services.  BCHD will create a tracking referral system with Project Unity to determine the number of clients that actually follow through with the referral.

At BCHD there are two health educators and 3 public health nurses that are trained in administering the rapid HIV test.  Training will be provided to these staff members to ensure that cultural competent education and materials are used with clients.  

The target population for this project is African American and Hispanics/Latinos.  However, tests will be offered to all clients requesting one.  Insurance status is not asked of clients receiving services in the sexually transmitted infections clinic, however, it is estimated that about 50% of those clients are Medicaid eligible or indigent.
Although the tests will be offered to all clients requesting one, the target population for this project will be African Americans and Hispanics/Latinos.  

Health Education and Promotion staff will implement an educational campaign to promote HIV testing in African Americans and Hispanics/Latinos.  According to the Texas 2010 HIV Surveillance Report, 42% of HIV infection diagnosis was in African Americans and 31% in Hispanics/Latinos.  This means that 73% of new HIV cases in 2010 in Texas were in minorities.  

According the Pew Research Center African Americans and Latinos are significantly more likely to use their mobile devices to use social networking sites, use the internet, and record and watch videos.  Seven in ten minorities utilize social networking sites.  

The educational campaign will consist of several outreach activities:

· Safe in the City video (Denver Public Health): Safe in the City video will be shown in the waiting room during all STI and rapid HIV testing clinics.  The Safe in the City intervention consists of a 23-minute educational video that has been proven effective in reducing new sexually transmitted infections among STI clinic patients.  It is effective in reducing STD infections among culturally diverse patients and is brief enough for clients to see before being called back for testing.

· BCHD Website:  Health Education and Promotion staff will update the website with culturally competent HIV information, including rapid testing information.

· Quick Response Code: A quick response (QR) code will be created that links directly to the HIV information on the website.  The QR code will be published on all written materials. 

· Facebook:  Culturally competent HIV information will be posted on the BCHD Facebook page at least bi-monthly.

· You Tube: Health Education and Promotion staff will create You Tube videos to demonstrate the testing process at BCHD.

· Traditional Media: Radio spots promoting HIV testing will be purchased on local Spanish and hip hop radio stations.  Newspaper ads will be purchased in local Spanish newspapers.  

· Social Service Agencies and Churches: Health Education and Promotion staff will promote testing with local social service agencies, such as Brazos Valley Council on Alcohol and Substance Abuse, Adult Probation, Project Unity, Texas A&M University, Blinn College, SOS Ministries and local minority churches.  

Clients will be surveyed to determine how they heard about the rapid HIV testing.  Responses will be used to adjust the educational campaign.

A rapid HIV testing strategy plan will be documented in a written format.  Electronic health records or patients files will be utilized to track the number and race of clients getting a rapid HIV test.  Health Education and Promotion staff will document all outreach efforts and will organize copies of all flyers, videos, website updates, ads, and Facebook posts.  

Goals and Relationship to Regional Goals: The goal of the project is to provide free, rapid HIV testing to targeted clients who are at high risk of contracting HIV.  Although the tests will be offered to all clients requesting one, the target population for this project will be African Americans and Hispanics/Latinos.  The project will also increase education and awareness about HIV.  

Project goals: 

· Increase the total number of clients being tested for HIV 

· Increase the number of African Americans and Hispanics/Latinos being tested for HIV 

· Increase the number of clients seeking HIV management services

Regional goals: It is felt that this project helps to meet the regional goal related to expanding the availability of and access to timely, high quality specialty care for residents. This is a specialized form of care for a high-risk target population that can only benefit from access to testing, education, early detection and, if necessary, referral for early intervention and care. 

Challenges: The primary challenge for this project will be to offer tests during accessible hours for clients.  Evening or weekend clinics may be considered, if needed.  

Another challenge is to ensure Spanish speaking staff is available to help with testing.  Currently, there are eight bilingual support staff and one bilingual nurse.  Support staff can be scheduled to translate during clinic times. 

5-Year Expected Outcome for Provider and Clients: Over the 5 year project period, the goal of the project is to increase the number of people knowing their HIV status with a focus on minority populations and to increase community education and awareness about HIV.  

Starting Point/Baseline:  BCHD implemented a pilot project of offering rapid HIV testing in March 2012.  Due to the cost of the test and the controls, the client is charged $25 for the test, which limits the amount of clients that are able to get tested. From March 2012-September 2012, BCHD has administered 90 rapid HIV tests at health fairs and special clinics.  

Currently, a free, rapid HIV testing clinic does not exist at BCHD.  However, an average of 1,600 duplicated clients is seen each year for STI testing (including HIV blood tests) at BCHD.  An average of 900 HIV tests is administered each year. This will serve as a baseline number of clients at risk of contracting HIV.  

Rationale:  The National Prevention Council strategy for Disease Prevention identifies seven evidence-based recommendations that are likely to reduce the leading causes of preventable death and major illness.  One of these recommendations includes reproductive and sexual health, which includes HIV testing.  Sexual and reproductive health is also a Leading Health Indicator with Healthy People 2020, which includes numerous HIV objectives.  

According to the Texas 2010 HIV Surveillance Report, 42% of HIV infection diagnosis was in African Americans and 31% in Hispanics/Latinos.  This means that 73% of new HIV cases in 2010 in Texas were in minorities.  

Currently, there are no providers in Brazos County offering free, rapid HIV testing.  Community members, as well as other social service agencies (Project Unity, Brazos Valley Council on Alcohol and Substance Abuse, Adult Probation) have contacted BCHD expressing the need for free HIV testing.  From September 2009 to August 2011, the B/CS Community Health Centers tested 1,590 clients for HIV.  During this two year period, 14 of their clients tested positive for HIV with 29% of them being Hispanic.  

Due to funding cuts, the clinic is no longer able to provide testing.  This project would provide BCHD the funding to offer free testing in Brazos County. 

Project Components: Through the rapid HIV testing program, BCHD proposes to meet the following project components:

Project Option:

2.7.1 Implement innovative evidence-based strategies to increase appropriate use of technology and testing for targeted populations (e.g. mammography screens, colonoscopies, prenatal alcohol use, etc.)

BCHD will establish a program to provide free, rapid HIV testing for those clients at high risk of contracting HIV.   

a. Continuous Quality Improvement:  BCHD will create a QI team made up of several staff members to look at continuous quality improvement.   This team will identify lessons learned from providing free rapid HIV testing and will identify key challenges associated with providing testing.  The model for improvement that will be utilized includes creating an AIM statement, determining how change will be measured, and utilizing the PDSA cycle (Plan, Do, Study, Act) to make changes.  

Lessons learned and key challenges will be identified by surveying clients to determine the following:

1. How they heard about the rapid HIV testing

2.  Wait time during testing 

3. Ease of getting a test (testing hours)

Questions will be asked through a paper survey or patient dashboards on an electronic health record system.  BCHD supervisors will discuss survey results to improve the HIV testing program.  

Project Milestones:

1. Development of innovative evidence-based project for targeted population.  BCHD will develop a program to provide free, rapid HIV testing, as well as an educational campaign.  

2. Implement innovative evidence-based strategies to increase appropriate use of technology and testing for targeted populations.  BCHD will implement a program to provide free, rapid HIV testing and educational campaign.  Implementation of the program will include ordering of rapid tests, training staff on administering the test, coordinating with Project Unity to track positive clients, and coordinating the educational campaign.
3. Execution of learning and diffusion strategy for testing, spread and sustainability.  BCHD will create and document an educational campaign plan to include social media, website updates, and traditional media outlets.
Improvement Milestones:

1. Increase access to disease prevention programs using innovative project option. The goal of the project is to increase the number of high risk clients being tested for HIV by 3% in DY 3, 5% in DY 4 and 7% in DY 5.  
Unique community need identification numbers the project address: 

CN.1.11 Limited access to free rapid HIV tests for at-risk minority populations living in Brazos County to expedite enrollment into treatment and supportive services. 

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative:  Currently, a free, rapid HIV testing clinic does not exist at BCHD.  However, BCHD offers a sexually transmitted infection clinic (STI) three times per week.  Clients are tested for gonorrhea, chlamydia, syphilis, and HIV.  The current HIV test being offered is a blood test, and the results take between one-two weeks to get back.  By utilizing rapid testing, clients will get quicker results, so they can begin to receive treatment sooner and to take steps to prevent transmission of the virus. 

Related Category 3 Outcome Measure(s):  Outcome Domain 15: Infectious Disease

Clients that are at high risk of contracting HIV are also at high risk of contracting other sexually transmitted infections.  The goal of this project is to increase the number of clients being tested for HIV.  However, we are also encouraging clients to be tested for all STIs.

15.6: Chlamydia Screening in Women age 16-24: BCHD will measure the number of women age 16-24 who are being tested for chlamydia at BCHD.  The goal is to increase the number of women in this age category that are being tested for chlamydia.  The data source for this measure will be electronic health records or other administrative data.  

IT-15.10 Syphilis Positive Screening Rates:  BCHD will measure the number of clients being tested for syphilis.  The goal is to decrease the number of syphilis cases at BCHD (directional negative percentage based on approved measure). The data source for this measure will be electronic health records or other administrative data.  

IT-15.13 Gonorrhea Positive Screening Rates: BCHD will measure the number of clients being tested for gonorrhea. The goal is to decrease the number of syphilis cases at BCHD (directional negative percentage based on approved measure).  The data source for this measure will be electronic health records or other administrative data.  

Reasons/rationale for selecting the outcome measure: One of the twelve Leading Health Indicators with Healthy People 2020 is Sexual and Reproductive Health, which includes numerous objectives.  One of these objectives is HIV-13: Proportion of Persons Living with HIV Who Know Their Serostatus.  This objective focuses on the need to increase the proportion of persons living with HIV who know their serostatus.  

According to the Texas 2010 HIV Surveillance Report, 42% of HIV infection diagnosis was in African Americans and 31% in Hispanics/Latinos.  This means that 73% of new HIV cases in 2010 in Texas were in minorities.  

This project will increase the number of people who know their HIV status and will increase the number of minorities being tested.

Relationship to other Projects, Others Performing Providers’ Projects and Plan for Learning Collaborative:  BCHD is also submitting a Category 1 project (130982504.1.1) to implement electronic health records (EHR).  EHRs would help with tracking the client, test results, referrals, and education provided. No other providers in RHP 17 are carrying out similar projects; however, as mentioned above, the EHR we are implementing will help with referrals and coordination among other local providers to allow us to make the best use of the navigation and care coordination efforts being implemented throughout the region. 

The Brazos County Health District will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver/rhp17.html).

Project Valuation:  The valuation was determined by several factors including cost to implement the program, benefit to the community in providing improve health care to residents and the potential costs saving/avoidance that could be associated with that, and then scaled appropriately to work with the available local funds to help support the program. Factors that contributed to our valuation included costs related to the tests, test controls, educational materials, and advertising; as well as more intangible positive values including service to the patient, patient satisfaction and perceived well-being, education opportunities related to care and prevention of further spreading HIV if positive, and the potential costs avoided by local health care providers with early detection and referral to appropriate HIV service providers versus ED use and frequent encounters related to an undiagnosed condition. 

Project Summary Information

Category 2 – Project 3

Unique Project ID: 020860501.2.1

Project Option: 2.9.1

Pass: Pass 1

Provider Name/TPI: College Station Medical Center/020860501

Provider Information: College Station Medical Center is a 167-bed, trauma level III, private hospital located in the city of College Station, serving patients in Brazos County, a 585.45  square mile area with a 2010 population of approximately 194,854. Additionally, the College Station Medical Center has multiple clinic facilities in and provides service to patients in the seven-county Brazos Valley area. The College Station Medical Center offers services that range from acute care, surgery and inpatient stays to rehabilitation and specialty diagnostic services. This program will be based in Brenham, operating within an approximate 700 sq. mi. area.

Intervention: Implementation of an Advanced Community Paramedicine (ACP) program to identify and provide navigation services to targeted patients at high risk of disconnect from institutionalized health care in an effort to reduce inappropriate utilization of emergency departments.

Need for the Project: Currently, there is limited coordination of care in Washington County for disparity groups having co-occurring chronic conditions, who inappropriately utilize the ED for primary care and/or do not have the resources to manage their medical condition. Twenty percent of the 911 call volume consists of frequent users (i.e. accessed the 911 system more than three times in a 12-month period). Thirty percent of the call volume falls into four targeted disease processes.

Target Population: The target population consists of 1.) those frequent 911/EMS users with co- occurring/chronic conditions who inappropriately use the EMS service and ED to manage their conditions; and 2.) those individuals we learn about through community referrals who have a co-occurring/chronic medical condition who, if they receive care from the ACP Program, may not make unnecessary trips to the ED.  Community referrals include, but are not limited to, residents of Washington County, healthcare providers in Washington County, the hospital in Washington County, and family members, neighbors, and friends of individuals in Washington County who need assistance. Determining the specific population served and payer class is a component of our DY2 reporting in establishing program baselines. In 2012, Washington County EMS transported 5,048 patients. 200 of those patients have been identified as being eligible for the ACP Program. A large percentage of these patients are Medicaid (8%) or uninsured (18%). We plan to use the navigation program to guide these patients into primary care clinics rather than the ED when possible. However, the ACP Program will not discriminate on payer status and will serve anyone meeting the criteria. We expect to have at least 250 patients enrolled by DY3.

Category 2 expected Patient Benefits: The patients will benefit from coordination of care, disease specific education, assistance in facilitating follow up appointments, transportation, and any additional resources that will allow the patient to remain healthy and connected to a primary care provider.

Category 3 Outcome(s): IT-9.4b – Reduce Emergency Department Visits for Diabetes. Our goal is to reduce the total number of ED visits with a primary or secondary diagnosis of diabetes for any individual age 18 years or older.Title: Providing navigation services to targeted patients who are at high risk of disconnect from institutionalized health care: Advanced Community Paramedicine (ACP)

Unique Project ID: 020860501.2.1

Project Option: 2.9.1

Performing Provider Name/TPI: College Station Medical Center/ 020860501

Project Description: The ACP Program is truly one of the most innovative and revolutionary ways of reducing unnecessary Emergency Department (ED) visits.  Its ability to reduce ED visits across not only one community Emergency Department but across the entire region, thereby reducing healthcare cost in a more broad perspective is truly unique. The College Station Medical Center is affiliated and deep rooted into the Washington County service area by means of the Brenham Clinic.  The Brenham Clinic is the primary care destination to thousands of patients within and surrounding Washington County. The Brenham Clinic is an affiliate of the College Station Medical Center and employs the medical director, William Loesch, MD, who will oversee and train the paramedics working within the ACP Program through the subcontracted provider performing the patient navigation duties.

The intent of the program is to reduce the inappropriate or overuse of the ED and 911 systems. Using current 12-month data from the Washington County EMS database, we know that nearly 20% of annual 911 callers are considered frequent users of the system (calling more than 3 times in a 12- month time frame) and thereby frequent users of the ED.  Additionally, we know that there are individuals in Washington County who are unable to manage their medical conditions due to a lack of primary care, family support, education regarding their medical condition, improper medication management, or no family support.  The ACP Program will utilize a directed triage protocol specifically targeting patients who can be treated outside the emergency room. These patients may be high and low acuity across multiple disease processes, cultures and economic backgrounds.

The ACP program will focus on those specific conditions that result in frequent and often unnecessary emergency department visits when not appropriately cared for at home. The EMS Department has identified patients who frequently use the ED or who have medical conditions who, with better care management and navigation, will avoid unnecessary trips to the ED in the future as a baseline data source using its eMR (electronic medical record) system that tracks patients according to NEMSIS national database standards. The paramedics work under direct supervision of William Loesch, MD, an internist at Brenham Clinic, and member of the medical staff at College Station Medical Center. These paramedics will undergo training to communicate effectively with these patients, correctly identify patients that may be more appropriately treated in other (non-emergency) settings, provide coordination of care, provide disease specific education, facilitate follow up appointments, facilitate transportation, and connect patients to resources that will allow the patient to remain healthy and therefore remain out of the emergency room. Patients with the following target disease processes benefit strongly from proper education, home management and routine clinical follow up and will be the target population for this program:
Congestive Heart Failure

Diabetes

End State Renal Disease

Cardiovascular disease / Hypertension Behavioral Health / Substance Abuse Chronic Obstructive Pulmonary Disease Asthma

Goals and Relationship to Regional Goals:
Project Goals:

Identify frequent users who access emergency rooms by the 911 system in Washington County; 

Identify individuals, through community referrals, with medical conditions which could cause the individual to make unnecessary visits to the ED; 

Exhibit a reduction in inappropriate use of Emergency Departments by tracking every diversion through the data collection tool within the eMR;
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   Establish the number of ED diversions and by what means the patients received appropriate care

and follow up; and
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   Compare outcome data to previous years (non-ACP years) to demonstrate statistical impacts, reduction of ED usage, and estimate cost-savings.

The ACP Program administrators will provide written reports clearly documenting engagement and community stakeholder support, current capacity of the program and anticipated resources and challenges. The program will develop and test data and data collection systems as well as disseminate data publicly to share best practices and lessons learned.

This project meets the following regional goals:

Increasing the proportion of residents with a regular source of care;

Increasing coordination of preventative, primary, and behavioral health care for residents, including those with multiple needs; and
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   Reducing costs by minimizing inappropriate utilization of services.

Challenges: The initial challenge for this project will be to engage and build trust with patients. Historically, it has been difficult to alter behaviors of patients who do not seek primary care but instead choose to the emergency department for their care, but with proper navigator training and effective procedures, the project will be successful. The involvement of a variety of providers within the care team that can address the full spectrum of the participants’ needs will facilitate patient engagement.

5-Year Expected Outcome for Provider and Patients: CSMC expects to see decreases in inappropriate ED utilization and improved health outcomes for those patients who are identified as frequent users of the ED and patients who we learn about through community referrals who would benefit from the ACP Program and are targeted by this program. We also expect to see an increase in the number of referrals to primary care providers, encouraging more patients to seek care in a medical home rather than by calling EMS. Expected outcomes related to the project goals described above.

Starting Point/Baseline: Currently, a patient navigation program does not exist in Washington County. Therefore, the baseline for number of participants as well as the number of participating providers begins at 0 in DY2.

Rationale: The ACP Program is a new way of utilizing paramedics within the healthcare system. It provides (with limited enhanced training) a way to safely navigate patients who may or may not have a primary care physician, or simply be in need of education on their disease process which will enable them to remain out of the 911 system and therefore out of the ED. Nearly 30% of the entire call volume originates as “shortness of breath” calls. These calls can be narrowed down into four main categories (COPD, CHF, Asthma, and Cardiovascular related shortness of breath) all of which are parts of the program’s targeted population. Twenty percent of the call volume consists of frequent users (i.e. accessed the 911 system more than three times in a 12-month period). Thirty percent of the call volume falls into four of the targeted disease processes mentioned above.

College Station Medical Center (CSMC) has an extensive primary care physician support staff in place within Washington County at the Brenham Clinic. There is also a direct relationship with Dr. William Loesch, who serves as a primary care physician at Brenham Clinic and serves as the Medical Director for the County EMS providing oversight to all paramedics. As the performing provider in this project, CSMC will inform patients of the benefits associated with having an established primary care provider and educate them on the chronic disease management and proper in-home care, reducing unnecessary ED utilization and expense to tax payers. In order to remain un-biased and to have a completely neutral program, CSMC will subcontract navigational services and data tracking to Washington County EMS who are the only uniquely qualified and capable provider to provide services within the designated geographical area.

The waiver will expect hospitals to report on ED utilization through the category 4 reporting but this data alone would not demonstrate the true value of the ACP program and overall impact to the healthcare system. Therefore, the subcontractor has (with assistance from an electronic medical record (eMR) vendor) created a unique data collection tool within the eMR database specifically designed to capture the true impact of the ACP program more globally. It will capture data on patients diverted from multiple EDs within the region as well as identify who the frequent users of the system are and individuals the ACP Program learns about through community referrals whose medical condition could benefit from enrolling in the ACP Program. The data collection device will be most accurate by pulling it directly from the point of system access, which is the initial point of entry into the healthcare system.

The department will track all of these subsets as one group. Our goal is to minimize this frequent inappropriate use and plug these patients in to a primary care provider of their choice. We will track the data via the subcontractor’s EMR Software, which has been specifically enhanced to track all ED diversions from the ACP Program.
Project Components:
a) Identify frequent ED users and use navigators as part of a preventable ED reduction program. Train health care navigators in cultural competency. The EMS Department’s eMR database will identify frequent ED users and determine if the individuals we learn about through community referrals can benefit from the ACP Program, thereby decreasing the number of ED visits. The database tracks patient transports, how many patients use the system more than three times, the medical conditions of the patients we learn about through community referrals, how the ACP Program can help these patients to deter them from using the ED, and what disease process they are experiencing during their request.

b) Deploy innovative health care personnel, such as case managers/workers, community health workers and other types of health professionals as patient navigators. This program will deploy paramedic level resources that can treat, assess, transport, and offer direct 24/7 phone consultation with physician oversight. These resources will work literally in the streets of our community and serve as a point of injury/illness patient navigation program. These responders will also serve as low acuity patient navigators when not on 911 responses.

c) Connect patients to primary and preventive care. The department is providing enhanced curriculum training using a national standard of community paramedic curriculum in conjunction with Blinn College to ensure these paramedics working in the ACP program understand the necessity and the avenues for getting patients connected to primary care and preventive medicine. The ACP Program is collaboratively working with the Brenham Clinic, an affiliate of College Station Medical Center (CSMC) to provide mid-level practitioners and physicians for consultation and establishment of a medical home for targeted patients.

The EMS department will be working with numerous stakeholders to provide preventive medicine including the use of iPad technology with the medical director and ACP Paramedics as disease and healthcare educators. Others times the department will utilize existing healthcare resources such as The Faith mission of Brenham to provide disease management education such as diabetes or medication assistance through the County MAP Program.

d) Increase access to care management and/or chronic care management. As described above when the paramedic navigators are available, they will provide education as needed. However more importantly than who is providing is what is being provided. For this reason, the focus is on getting the patient the right education whether it be by Washington County EMS, the Brenham Clinic (CSMC), Faith Mission, or additional community stakeholders. All ACP paramedics will be trained as in home educators on all targeted disease processes to some level. Each will have technology services that extend to the program medical director housed at Brenham Clinic. This offers education to patients in their residence without the need to seek it in the office.

e) Conduct quality improvement for project using methods such as rapid cycle improvement. A robust QI process is already being established. Every ACP visit will be reviewed by clinical management staff each month. The clinical management staff is comprised of two physicians and two advanced practitioners. Official minutes from each meeting will assist in serving as loop closure for this project. College Station Medical Center, Brenham Clinic and the Washington County EMS department are focused on improvement and ways to broaden the program to further benefit the community.

Unique community need identification number the project addresses:
CN.4.3 Limited coordination of care in Washington County for disparity groups having co-occurring chronic conditions and who inappropriately utilize the ED for primary care.

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: Currently, a patient navigation program does not exist for ED frequent users in Washington County or those individuals whose medical conditions could cause them to make unnecessary trips to the ED. When someone calls the 911 system, the EMS responds and does not get paid unless they transport the patient. This results in unnecessary hospitalizations and ED visits for non- emergencies that could be handled by home visits, follow-ups and transport to primary care. The initiative will improve primary care access and education for targeted patients while helping relieve Washington County of unnecessary ED transports and ED visits in Washington County.

Related Category 3 Outcome Measures: OD 9: Right Care, Right Setting

IT-9.4b Reduce Emergency Department Visits for Diabetes 

Reasons/rationale for selecting the outcome measures: The ACP Program in Washington County falls under Category 2.9.1 “Establish a Patient Care Navigation Program” that has an overall goal of identifying frequent ED users and patients we learn about through community referrals who, if they receive treatment from the ACP Program, may not make unnecessary trips to the ED and providing alternatives to Emergency Department utilization with a focus on getting the patients to the appropriate (right) care within the appropriate (right) setting, Outcome Domain 9, Improvement Target 9.4b. The ACP Program aims to reduce ED utilization across multiple patient populations and does so by focusing on targeted conditions that result in an ED visit when not appropriately cared for at home.  Our data shows that many patients with diabetes make unnecessary ED visits to manage their diabetes or to treat complicates from diabetes. By targeting Washington County residents with diabetes through our Category 3 measure, we can reduce the number of emergency department visits these individuals make. This, in turn, will allow the emergency department to treat those individuals who truly need emergency care and lower the medical costs of these individuals with chronic conditions who might otherwise make unnecessary trips to the emergency department.
Relationship to Others Performing Providers’ Projects and Plan for Learning Collaborative: RHP 17 has three other planned patient navigation projects. The Montgomery County Public Health District is implementing a patient navigation program that is targeting uninsured residents of the City of Conroe which is located in Montgomery County, (Project #Pending.2.1). The St. Joseph Regional Health Center is partnering with The Prenatal Clinic to develop a prenatal patient navigator program for uninsured pregnant women in Brazos County, (Project # 127267603.2.1). St. Joseph anticipates transitioning these women to this Care Coordination program upon discharge from the hospital for assistance in accessing post-natal primary care for the women and their infants. The Texas A&M Physicians group is also partnering with The College Station Medical Center, St. Joseph Regional Health Center, and Scott and White Hospital – College Station to develop a patient navigator program in Brazos County that will be focused on linking high ED users that do not have a PCP to a primary care medical home and connecting them to other preventative and supportive services, (Project #198523601.2.3).

CSMC and Washington County EMS will participate in an RHP 17 learning collaborative that meets

semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. These semi-annual meetings will consist of two sessions: first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver). 
Project Valuation: Each year within the 911 system, the amount of necessary emergency calls and ED visits increases in part due to increases in the population. With the increase in legitimate emergency 911 calls and ED visits comes a fair increase in the amount of misuse and frequent use for non-emergency situations. The EMS Department will attempt to decrease all ED visits deemed as misuse and track this through an eMR database specifically designed to demonstrate reduction in improper ED utilization. The subcontractor serves an area of nearly 700 square miles affecting over 30,000 people and can have a cost avoidance of over $1.2 million per year on the local healthcare expenses in the service area. By eliminating staffing expansion plans over the next three years ($450,000/yr) and diverting healthcare expenses (EMS, ED, etc.), local funding for the program for DY2 is estimated at over $250,000 per year.

Project Summary Information

Category 2 – Project 4

Unique Project ID: 189791001.2.1 

Project Option: 2.2.2
Pass: Pass 2

Provider Name/TPI: Huntsville Memorial Hospital/189791001
Provider Information: Huntsville Memorial Hospital is a 124-bed, trauma level IV, private hospital located in the city of Huntsville in Walker County, a 784.17 square mile area with a 2010 population of approximately 67,861. Huntsville Memorial Hospital provides services that range from inpatient/outpatient surgery and care, rehabilitation and wound care to outpatient counseling, mammography and other diagnostic imaging, and a vocational nursing program. In addition to serving the patients of Walker County through the hospital, Huntsville Memorial also operates some rural health clinics in Huntsville and in neighboring Madison County. 

Intervention: Implementation of chronic disease management models to enable patients to better manage their health.

Need for the Project: Chronic disease has been identified as a health issue affecting the entire nation. In 2009, chronic disease was responsible for 70% of death and disability.  Walker County is at greater risk than the rest of the nation for chronic disease when comparing risk factors such as physical activity, excessive drinking, adult smoking, limited access to healthy foods and fast food restaurants. This is a strong indicator that HMH needs to assist patients suffering from chronic disease and encouraging patients to manage these health issues on their own.

Target Population: These target populations for this project are patients having multiple admissions due to failure to manage their chronic diseases, as well as, those who are admitted or are in observation at HMH for chronic conditions.  The population served by this project should mirror HMH’s last fiscal year approximately 30% of patients are indigent, charity care or Medicaid; therefore we expect nearly 1 out 3 patients enrolled in this program will be from these payer sources.  
Category 1 or 2 expected Patient Benefits: This project intends to enroll a minimum of 1360   patients for the chronic care management plans, during DY 3-5.  It is HMH’s goal to have three encounters or attempted encounters with each patient enrolled in the program. These encounters will help make sure those enrolled are following the chronic care program. Among the patients enrolled in the chronic care plans, HMH will enroll a portion of these in a more intensive self-management goal component be added onto the project during DY4. It is HMH’s intention that through this program, patients will set goals for themselves to help manage their disease; therefore avoiding 30-day readmissions due to chronic illness. 
Category 3 Outcome(s): IT-3.4 – Diabetes 30-day Readmission Rates. Our goal is to reduce the number of readmissions in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures (closing the gap between reported baseline and high performance level benchmarks by 10% in DY4 and by 20% in DY5). Baseline rates will be established in DY3.
Title: Program to Enable Patients to Better Manage their Health through Chronic Disease Management Models 

RHP Project Identification Number: 189791001.2.1 (Pass 2) 

Project Option: 2.2.2
Performing Provider Name/TPI: Huntsville Memorial Hospital/189791001

Project Description:  This project will require HMH to expand its role in patient’s healthcare and establish protocols and models that help patients maintain healthy behaviors after discharge from the hospital. Establishing this project will require HMH to take on roles that previously the hospital did not consider, such as communicating with patient after discharge about their follow-up treatment, risk factors and post discharge activities. This will begin by HMH developing care management models for chronic diseases; these models will be based off evidence driven research and best practices about managing chronic diseases. This portion of the project will be monitored through the milestones and metrics in demonstration year (DY) 2. After the disease management program implementation, HMH will add onto the project to include self-management goals for patients enrolled. This component will be documented as the metric for DY4.  Adding this extra component will aid patients in managing their own illness and increase the likelihood of patients’ success because they will take an active role in their disease management. It is likely HMH will use this second component as a way of targeting patients who need extra support in overcoming barriers to their health, or those who are non-compliant and have a history of 30-day readmissions. Patient enrollment in HMH’s self-management program is monitored in DY5 through the metric for this year.

The services provided through this chronic care management program will consist of HMH contacting patients after discharge to explain four interventions, which are medication management, keeping personal health records, red flags associated with the patient specific chronic disease, and necessary follow-up care.  HMH will attempt to contact each patient three times; those phone calls from HMH will discuss the four different interventions mentioned above and have been identified in the chronic care management model as a critical part of managing chronic diseases and staying healthy. HMH will focus on educating patients and when appropriate make referrals for health resources that aid patients with these interventions, such as home health agencies. 

The diseases targeted through the program will not be identified until midway through demonstration year 2.  Therefore the community’s need for this program will be addressed through the presence of chronic disease risk factors within Walker County. The CDC recognizes four factors related to chronic diseases they are lack of activity, alcohol consumption, tobacco use, and poor nutrition (www.cdc.gov/chronicdisease/overview/index.htm).  County health rankings indirectly addresses these factors through observing rates of physical inactivity, excessive drinking adult smoking, limited access to healthy foods, and fast food restaurants (http://www.countyhealthrankings.org/app/texas/2012/walker/county/1/overall). By comparing these factor’s rates within Walker County to the national benchmark it becomes clear that Walker County is at risk in all four factors identified by the CDC as leading to chronic diseases. For the National benchmark the rates are 21, 8, 14, 0 and 25 compared to Walker County’s rates of 27, 16, 19, 1 and 46 for physical activity, excessive drinking, adult smoking, limited access to healthy foods and fast food restaurants respectively.  This is a strong indicator that HMH needs to address chronic disease and develop a program to assist in the effective management of these diseases. 

Reviewing data from HMH’s admissions over the past year, an estimate of a little over 400 incidences occurred with patients suffering from chronic disease; such as hypertension, COPD, diabetes, coronary artery disease, congestive heart failure, asthma and arteriosclerosis. This project intends to have about 1360 enrollees in the chronic care management plans during DY 3-5.  It is HMH’s goal to have at least three encounters with each of these patients over the phone to follow-up with the chronic disease management plans during the three months period after their discharge resulting in 4080 patient encounters over the phone. Among the patients enrolled in the chronic care plans, HMH will enroll some of these in a more intensive self-management goal program, starting in DY4. It is HMH’s plans to increase involvement with the discharge patient through the self-management component, helping patients set and achieve self-management goals. HMH intends to target patients that are readmitted within 30 days.

Goal and Relationship to Regional Goals: Patients with chronic conditions would receive support from HMH empowering them to manage their conditions. An increase in the management of chronic conditions will result in healthier patients and ultimately a reduction in readmissions, eventually leading to cost savings from reduction in unnecessary hospitalizations. The reduction in readmission will be monitored through the Category 3 companion project which HMH has chosen to complement this project. 
Challenges: Every patient's situation is different making streamlining disease management options difficult. Issues beyond the control of HMH might be reported as the reason for failure to manage diseases after discharge. Patients might encounter obstacles such as lack of transportation or lack of personal commitment as reasons why care management was not obtained. This will make the program’s success dependent on various factors outside of the control of HMH. This will require HMH set modest goals for improvement targets linked to this program. HMH is considering recording these outside factors that impede patients and using this information to help develop cost saving solutions that allows patients to obtain necessary care to avoid 30-day readmissions. 
Because a program of this nature is new to HMH and unlike any other service line the hospital has undertaken before, progress will be slow due to need for planning. HMH will have to regularly review patient outcomes and determine how effective this project is at promoting chronic disease management and determine possible areas for improvement. Extra time will have to be taken by the HMH staff to communicate the overall purpose and reason for the program. This is why HMH has chosen metrics that show the gradual growth of this project through demonstration years 3 and 4. These numbers will show the growth of the program over a two year period as planning is finalized. 

5 Year expected Outcomes for Providers and Patients: This project is expected to help patients discharged from HMH manage their diseases and take an active role in their own healthcare management by setting goals for themselves. It is expected that this project will reduce the number of admissions and readmission at HMH because of the improved management of chronic disease.  This improvement will be measured, in part, by the companion category 3 metrics for DY 4 and 5.

The prevalence of chronic disease factors within Walker County makes it prudent for HMH to implement a Chronic Disease Management Project, not only for patient’s physical health but also for financial reasons. Many of the Potentially Preventable Hospitalizations in Walker County are directly linked to chronic conditions, such as, Long-term Diabetes, Hypertension, Asthma, Congestive Heart Failure and Chronic Obstructive Pulmonary Disease. The combined potentially preventable charges in Walker County for potentially preventable hospitalizations resulting from these chronic diseases equal $98,663,539, during the 5 year span 2005-2010 (http://www.dshs.state.tx.us/ph/county.shtm ).  The program is likely to encourage patients to utilize primary care related to their condition; because these hospitalizations result from lack of primary care this program can be expected to have an impact on these numbers. Even though HMH will not implement a program for all these chronic disease within DY2, any reduction in this financial burden is desirable. 

Starting Point/Baseline: In DY1, HMH had not developed a chronic care model and had not implemented any programs to help patients manage their chronic disease. The increase of patients enrolled in the chronic care plan will be based of those enrolled in the program during DY2 and the number of patients enrolled in the self-management program will be determined for those enrolled in the program during DY3. 

Rationale:  This project was numerically categorized as 2.2.2; which is designated as: Program Innovation and Redesign, Expand Chronic Care Management Models, Apply evidence-based care management model to patients identified as having high-risk health care needs.  This DSRIP project fits these three criteria for in three different ways. The first being this program requires HMH to become more involved in the follow-up care of patients to ensure better management of their chronic disease. Previously this service was not offered at HMH, showing how this program is innovative for this facility. The second reason why this project qualifies is that chronic care management models were not presented to discharged patients prior to this project. Therefore, by this project exposing discharged patients to this plan, it will expand chronic care management models use within Walker County. The third reason why this project fits this categorization is all patients enrolled will have to be considered high risk in order to be red-flagged for enrollment. Because HMH will be contacting these patients after discharge there will have to be some criteria put into place to identify patients enrolled in the program. Most likely these criteria will focus on the patients that are at high-risk. These programs will be developed based off evidence based models, fulfilling the criteria stated in the categorization of this project. 

Project Components: The milestones and metrics chosen for this project outline the steps taken to ensure the project follows a suitable timeframe and continues to grow. In DY2, HMH will develop a comprehensive care management plan based on best practices as described in the companion chart with the metrics for this project. This comprehensive care management plan will be used to develop a care management plan for patients with chronic diseases discharged from HMH. Staff will have to trained and available to help implement this program as measured in DY2. The gradual growth of this project will be monitored through DY 3 and 4. Finally in DY5, HMH will evaluate the success of the project by determining how many patients have set goals for themselves that align with the management of chronic diseases.    

There is only one core component for this project area, which is Continuous Quality Improvement (CQI). There are several ways to accomplish CQI with this project. First, HMH will use a focus study to collect data and allow a standard script from which the chronic disease management program will follow. The focus study will go through several meetings with inter-disciplinary staff from the following departments Quality, Information Systems, Case Management and Administration.  During these meeting, the focus study will steadily improve. Finally, this project is designed in such a way that reports can be run to identify what barriers keep the chronic patients from managing their disease successfully. From this reports the program can be adapted to address needs. If the reports are unclear, then the interdisciplinary group can meet again to discuss how the focus study can be altered to improve reports.  

The CDC recognizes four factors related to chronic diseases they are lack of activity, alcohol consumption, tobacco use and poor nutrition (www.cdc.gov/chronicdisease/overview/index.htm).  Both Texas and Walker County are considerably above the national benchmark for three of the factors given; lack of activity, alcohol consumption and tobacco use (http://www.countyhealthrankings.org/app/texas/2012/walker/county/1/overall). 

According to County Health rankings, Walker County is tied with the rest of the State on the prevalence of two of these factors and 2% points above Texas for physical inactivity.  Even though poor nutrition is not specifically addressed on the rankings list, the categories “access to healthy food” and fast food restaurants” create an idea that poor nutrition could be an issue affecting the County. Both Texas and Walker County are almost double the national benchmark on both of these categories. 

Unique community need identification number this project addresses:

CN.2.3 Hospitalizations from long-term diabetes complications are among the highest potentially preventable hospitalizations in Walker County increasing by 32% from 2009-10.

How this project represents a new initiative or significantly enhances an existing delivery system reform initiative: HMH currently does not have an evidence-based care management model currently being used with patients identified as having high-risk health care needs.

Related Category 3 Outcome Measure:  OD-3 – Potentially Preventable Readmissions – 30 day readmission rates; IT-3.4 Diabetes 30-day readmission rate
Reasons/rationale for selecting the outcome measures: "Diabetes 30-day readmission rates" is the improvement target selected to complement this project. The reasoning for selecting this measure is that diabetes long-term complications are the most expensive average hospital charge at $34,507.00 for potentially preventable hospitalizations (http://www.dshs.state.tx.us/ph/county.shtm). It was HMH’s goal, by focusing on 30-day readmission rates for diabetes and linking it to the chronic care management project, it will encourage the program to focus on diabetes resulting in a reduction of 30-day re-admittance. This is significant because these potentially preventable hospitalizations have high average hospital charges, creating an even greater ability to incur cost savings. 

Diabetes was a strategically chosen disease to monitor because Walker County has a significant need to develop effective management of this disease based on the number of residents suffering from diabetes or likely to develop diabetes. This need is reported in the Community Health Status Indicator (CHSI), 2009 survey. Self-reported rates for no exercise, obesity and diabetes were 23.7%, 24.4% and 8.2%, respectively (http://www.communityhealth.hhs.gov/Demographics.aspx?GeogCD=48471&PeerStrat=8&state=Texas&county=Walker). 

Community Health Status Indicator (CHSI) reported population for Walker County is 64,212, which means that there is a potential of 5,265 diabetics within the County based on the survey (http://www.communityhealth.hhs.gov/Demographics.aspx?GeogCD=48471&PeerStrat=8&state=Texas&county=Walker). The high percentage of residents that report no exercise and obesity is likely to lead to an increase in the number of diabetics over the next couple of years. It is a well-known fact that no exercise leads to obesity and obesity in linked to the onset of type II diabetes. Meaning that diabetes rate in Walker County are likely to rise. Because of a significant rate of residents currently have diabetes and the risk that other residents have for developing type II diabetes indicates that HMH needs to develop a method to effectively manage the diabetes and prevent readmissions, and hopefully overall hospitalizations as well. 

Relationship to other Projects:  Even though this project does not directly align with any of the reporting domains for category 4, it is suspected that this project may influence Category 4; Patient-centered healthcare. This project may lead HMH in a patient-centered healthcare delivery system, because such a large emphasize is placed on the individual patient. This project may also help align HMH as it grows it service line in chronic disease treatment through the Catheterization Laboratory and the Dialysis Unit. Because these project are going to increase the number of chronic disease patients receiving care at HMH it is likely that the same patients receiving these treatments are also likely to be a part of the chronic care management models. 

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  

HMH will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation:  The valuation for DY 2-5 was determined based on four categories; achieves waiver goals, addresses community need, population served and project investment. Each project was ranked in these categories on a scale of 1-5. Ranking was determined based on how a project compared to the other DSRIP projects HMH is considering for Pass 1 of the 1115 waiver. A project receives a ranking of five if it best represents the category. Rankings are subjective. A percentage was assigned to each project based the total number of points given out. For example if a project’s cumulative points were 15 and a total of 63 points were awarded then the project represents 23.8% of the valuation (15/63). This was then taken into consideration with the pass 1 allocation HMH was allotted. After the IGT valuation was calculated this number was then distributed across the four categories identified in the PFM protocol and the appropriate valuation was assigned to Category 1 metrics.

The valuation assigned to this project is reasonable based on the indirect cost, direct cost and cost savings associated with this project. The expense of this program was not estimated due to the difficulty in estimating direct and indirect cost. Factor that would have to be considered are, but not limited to: salaries for those who run the program, cost of developing a chronic care management models, equipment needed to run the program and time investment required to organize resources for care management model. These factors are difficult to estimate at this point in the planning process because the full extent of the program is unknown. Because of the high likelihood of miscalculation, initial expense estimation was forgone.  Further increasing the value of this project is the cost savings induced through the new services offered. The cost savings will come from improved access to follow up care. The amount of money that is saved annually due to the Chronic Care Management Program is unknown; therefore total cost savings was not estimated at this time. When evaluating indirect cost, cost savings and direct cost of the program it is reasonable to place the value of this project at $5,025,575.00, which is the valuation HMH assigned for the 1115 waiver throughout the demonstration years 2-5.

The cost savings and monetary value of the project was taken into consideration as was the following four categories; achieves waiver goals, addresses community need, population served and project investment. While taking these factors into consideration, HMH then determined how much IGT was available for all 1115 waiver projects then scaled the value for the mobile office appropriately. 
Project Summary Information

Category 2 – Project 5

Unique Project ID: 136366507.2.1

Project Option: 2.13.1

Pass: Pass 1

Provider Name/TPI: MHMR Authority of Brazos Valley/136366507

Provider Information: MHMR Authority of Brazos Valley is a community mental health center located in the city of Bryan in Brazos County. MHMR Authority of Brazos Valley serves the entire seven-county Brazos Valley area, which represents a total population of approximately 319,408 and 5,030.79 square miles. MHMR Authority of Brazos valley provides a continuum of care that includes mental health, and intellectual development and disability services to eligible Brazos Valley residents.

Intervention: Development and implementation of a crisis triage unit in an effort to provide care in the appropriate setting for persons experiencing a mental health crisis.

Need for the Project: We currently have 4.0 FTE staff providing crisis assessment and mobile crisis outreach services throughout the seven-county Brazos Valley area during business hours and contract with a private company to provide the service during non-business hours. Over 95% of these assessments occur in the hospital emergency departments, with approximately 98% of them being Medicaid eligible, indigent, or uninsured. We believe that having a centralized location away from the emergency departments (ED) will greatly reduce the number of individuals assessed in the ED. Also, the additional mobile crisis outreach staff will allow for the diversion of more individuals away from in- patient psychiatric hospitalizations into crisis follow-along services or other less restrictive treatment options.

Target Population: The target population is the individuals receiving a mental health crisis assessment in the emergency departments. Approximately 98% of this population is Medicaid eligible, indigent, or uninsured.

Category 1 or 2 expected Patient Benefits: The project expects to provide crisis assessments and referrals away from the emergency departments for a minimum of 100 patients in DY4 and a minimum of 200 patients in DY5, and thus significantly reducing the wait time for the patient.

Category 3 Outcome(s): IT-1.18 – Follow-up after Hospitalization for Mental Illness. Our goal is to reduce inappropriate emergency room visits related to behavioral health and/or substance abuse in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures (closing the gap between reported baseline and high performance level benchmarks by 10% in DY4 and by 20% in DY5). Baseline rates will be established in DY3. Additionally, IT-11.26.c Adult Needs and Strength Assessment (ANSA) data, as well as an associated population-focused priority measure that looks at adherence to antipsychotic medications (CHMC.5), will be collected and reported in accordance with the improvement measure specifications and methodology set forth for P4R measures. 

Title: Crisis Triage Unit

RHP Project Identification Number: 136366507.2.1

Project Option: 2.13.1

Performing Provider Name/TPI: MHMR Authority of Brazos Valley/136366507

Project Description: MHMR Authority of Brazos Valley (MHMRABV) proposes to develop a Crisis Triage Unit to work in collaboration with regional law enforcement and hospitals to develop a crisis stabilization unit with the aim of providing care for persons experiencing a mental health crisis in the appropriate setting.
Development of a crisis triage unit centrally located within the region that would allow for a safe place for a person to walk in, or to be transported by staff or law enforcement for the purpose of receiving a crisis assessment and triage services. This would be in lieu of the person being inappropriately transported to an emergency room or to another high cost and/or less safe venue. The team would also maintain mobile capacity to perform crisis assessments in other community settings as needed. The triage center would be staffed 24 hours 7 days a week with Qualified Health Professionals (QMHPs) and/or License Professional Counselors (LPCs) and ideally located at or near a crisis residential or crisis respite center. The crisis team would assess and coordinate crisis services/treatment, ensuring the most appropriate and least restrictive treatment options including, crisis respite centers and crisis residential units located throughout the region, as well as crisis follow- along services. The crisis center will be located in the Bryan/College Station area, which is centrally located for access by all of the provider’s 7 county services area, which include: Burleson county; Grimes County; Leon County; Madison County; Robertson County; and Washington County.

The triage center will be accessed by person walking in, or transported by law enforcement or other emergency personnel following an encounter with a person experiencing at mental health crisis. The option will be communicated to all relevant agencies as the preferred method of assessment, as opposed to the person going to the ER, which has historically been the primary location for crisis assessment. The person will be assessed by a QMHP who will facilitate the most appropriate and least restrictive treatment option.  It is the goal of the provider to house the program within an inpatient hospital that will allow the option of crisis respite or crisis residential services for those individuals requiring that level of service, as opposed to the more restrictive and expensive option of hospitalization. This option has been discussed with a provider who plans to move to the area in 2014. As an alternative, MHMRABV have engaged in contract options for these services within and outside of the service area.

A March 2010 study by Texas A&M University found that the investment in crisis services had a measureable reduction in cost of services that more than covered the cost of investment in the crisis services program, even while supporting a 24% increase in crisis episodes from 2007 to 2008. According to MHMRABV data reports, during 3rd Quarter of FY 12, approximately 93 individuals were admitted to the state hospital with at an average cost of $10,695 per admission according to the Austin State Hospital FY 12 3rd Quarter Report. In addition, approximately 35 individuals are admitted to private hospitals at a cost of approximately $1,000/day.

MHMRABV presently staff 4.0 FTEs to provide crisis assessment and mobile crisis outreach services throughout the seven- county Brazos Valley area during business hours and contract with a private company to provide this these services during non-business hours. From January 1, 2011 through December 31 2011, MHMRABV provided crisis screening to approximately 998 individuals in emergency rooms and facilitated approximately 720 admissions into private and public inpatient psychiatric facilities. It is the belief that having the person access outside of an emergency room, with the availability of less restrictive treatment options, will reduce the number of individuals being recommended for, and transported to inpatient mental health facilities

This project addresses the clear need for access to behavioral health care as evidenced by the 2010

Brazos Valley Health Status Assessment's finding that 3 of the 6 rural Brazos Valley Counties listed access to appropriate level of mental health services as a top 10 issue.

Goals and Relationship to Regional Goals
Project Goals:

The goal of this project is to avert outcomes such as potentially avoidable inpatient admission and readmissions in settings including general acute and specialty (psychiatric) hospitals; to promote wellness and adherence to treatment; and to promote recovery in the community.

This project meets the following regional goals:
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   Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;
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   Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs; and
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   Reducing costs by minimizing inappropriate utilization of services.

Challenges: Challenges would be: 1) a potentially inadequate level of appropriate crisis respite/crisis residential alternatives and; 2) locating and securing an appropriate site for the triage unit. There have been discussions with a new psychiatric hospital provider who has committed to coming to the area in

2014 and has indicated a willingness to add up to 15 crisis residential beds, with the option of this facility being the base for the crisis triage unit. MHMRABV will also be in discussion with other providers and evaluating other options for a suitable location.

5-year expected Outcomes for Provider and Patients: The expected 5 year outcome for the program is to see a minimum of 20% reduction below baseline of individuals being assessed in emergency rooms, and a 15% decrease in the number of persons being admitted to inpatient psychiatric hospitals.

Starting Point/Baseline: According to MHMRABV data reports, during 3rd Quarter of FY 12, approximately 93 individuals from the seven-county Brazos valley area were admitted to the state hospital with at an average cost of $10,695 per admission according to the Austin State Hospital FY 12

3rd Quarter Report. In addition, approximately 35 individuals from the seven-county Brazos Valley area are admitted to private hospitals at a cost of approximately $1,000/day.

MHMRABV presently staff 4.0 FTEs to provide crisis assessment and mobile crisis outreach services throughout the seven-county Brazos Valley area during business hours and contract with a private company to provide this these services during non-business hours. From January 1, 2011 through

December 31 2011, MHMRABV provided approximately 998 crisis screenings to approximately 756 unique individuals in emergency rooms throughout the seven-county Brazos Valley area, which resulted in approximately 720 admissions into private and public inpatient psychiatric facilities. This project is expected to serve a minimum of 200 individuals within the Crisis Triage Unit once fully operational.

Rationale: The option was chosen in order to: 1) reduce the inappropriate use of the emergency room as the primary site for crisis assessment; 2) reduce the amount of time law enforcement spend transporting clients to various treatment facilities; 3) reduce the number of individuals being admitted to psychiatric inpatient facilities; and 4) reduce the cost of inappropriate care/readmissions to emergency rooms and inpatient hospitals.

The project will significantly expand on the provider’s present crisis response structure by allowing for a quicker response time to crisis assessment events and allow for expanded alternatives to hospitalization and diversion from emergency rooms.

Project Components:
Through the Crisis Triage Unit, MHMRABV proposes to meet all required project components.

a)   Assess size, characteristics and needs of target population(s) (e.g., people with severe mental illness and other factors leading to extended or repeated psychiatric inpatient stays. Factors could include chronic physical health conditions; chronic or intermittent homelessness, cognitive issues resulting from severe mental illness and/or forensic involvement.

MHMRABV will review a data from FY 12 of persons assessed in the emergency room and/or who were admitted to state hospitals to evaluate characteristics and factors associated with the admission.

b)  Review literature / experience with populations similar to target population to determine community‐based interventions that are effective in averting negative outcomes such as repeated or extended inpatient psychiatric hospitalization, decreased mental and physical functional status, nursing facility admission, forensic encounters and in promoting correspondingly positive health and social outcomes / quality of life.

MHMRABV currently serve over 1600 persons with a major mental illness, providing outpatient services, including crisis assessment and intervention services. A review of literature will be completed by MHMRABV to look at additional fidelity and best practice models related to hospital and emergency room diversion. One model being considered is the Burke Center Model in Lufkin Texas. The Burke Center Mental Health Emergency Center in Lufkin, Texas opened a crisis residential unit in 2008 and analysis has shown that:

1.   Only 15% of 3,000 persons treated since 2008 needed to be transitioned to a higher level of acute care in a psychiatric hospital;

2.   Of 662 calls from medical facilities, only 16% were denied admission for medical reasons or level of care needed;

3.   Only 30% needed to be sent to an acute psychiatric hospital, when in the past 100% would have been sent;

4.   Only 10% of its emergencies had to be sent to the emergency room for medical clearance.

c)   Develop project evaluation plan using qualitative and quantitative metrics to determine outcomes.
1.   Will track number of crisis assessment conducted in the Emergency Rooms utilizing internal data sheets and/or internal data base.

2.   Qualitative and quantitative metrics will be tracked utilizing quality management department audits and oversight to ensure fidelity of interventions.

d)  Design models which include an appropriate range of community‐based services and residential

supports.

1.   Will design a Crisis Triage Unit that will utilize crisis and community-based services and supports that will include the coordination of:

a.   Skills Training & Development;

b.   Supported Employment;

c.   Supported Housing;

d.   Counseling;

e.   Flex Funds (Non-clinical supports);

f.
Flex Funds (Transportation);

g.   Flexible Community Supports;

h.   Psychiatric Interview;

i.
Pharmacological Management j.
Crisis Respite

k.   Crisis Residential

l.
Crisis Follow-up and Relapse prevention

e)   Assess the impact of interventions based on standardized quantitative measures and qualitative analysis relevant to the target population. Examples of data sources include: standardized assessments of functional, mental and health status (such as the ANSA and SF 36); medical, prescription drug and claims/encounter records; participant surveys; provider surveys. Identify “lessons learned,” opportunities to scale all or part of the intervention(s) to a broader patient populations, and identify key challenges associated with expansion of the intervention(s), including special considerations for safety‐net populations.

1.   Will assess the impact of functional/mental and health status interventions utilizing the Texas

Recommended Assessment Guidelines scores and/or ANSA and internal reports.

2.   Will access impact of emergency room and hospital diversion utilizing internal and emergency room reports and internal data systems. Information will also be evaluated by providers Quality Management committee.

Unique community need identification numbers the project addresses:
CN.3.5 Limited access to crisis stabilization services for serious mentally ill adults, particularly low income and uninsured, living in Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties.

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: Currently, there is not a crisis triage unit that serves Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties. MHMRABV does have a crisis outreach team that operates within normal business hours but a centrally located crisis triage unit would allow for MHMRABV to staff a local crisis outreach team that would be available 24 hours/7 days per week. The CTU would provide a more appropriate option for managing crisis.

Related Category 3 Outcome Measure(s): IT-1.18 Follow-up after Hospitalization for Mental Illness

IT-11.26.c Adult Needs and Strength Assessment (ANSA)

CHMC.5 Adherence to Antipsychotic Medications 

Reasons/Rationale for selection the outcome measures: It is the belief that having the person access outside of an emergency room, with the availability of less restrictive treatment options, will reduce the number of individuals being recommended for, and transported to inpatient mental health facilities

Relationship to other Projects: Related to MHMRABV Rural Act/Jail Diversion Project #136366507.2.2. This project is related in that the Rural Act/Jail Diversion program will also have a crisis assessment component to it which will be utilizing the crisis triage unit.

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  RHP 17 has two other crisis intervention projects which have both been proposed by Tri-County Mental Health Mental Retardation Services. The projects are an Intensive Evaluation and Diversion Program (Project #081844501.1.1), and an IDD Assertive Community Treatment Program (Project #081844501.1.2).

MHMRABV will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. These semi-annual meetings will consist of two sessions: first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve. The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115- waiver).

Project Valuation:
The project valuation of this project was arrived at by considering the following factors:

1.   Personnel Cost-it is estimated that in order to implement this project, the provider will need to add at least 2 FTE QMHP and 1 LPC staff at a cumulative cost of approximately=$150,000 per year once fully operational

2.   Project size and scope-this project will involve up to 7 counties and over 1,000 mental health assessments, triage, and crisis follow-up and follow-along services per year=$100,000 per year once fully operational. Approximately 98% of the population served will be Medicaid eligible, indigent, or uninsured.

3.   Reduction in Emergency Room visits-It is estimated that there will be at least 20% reduction in the number of persons utilizing the emergency rooms for crisis assessments at a savings of at least

$253,000 per year once fully operational.

4.   Reduction in law enforcement travel time and number of individuals being transported for inpatient psychiatric hospitalizations=$100,000 per year once fully operational.

It is estimated that the total value of the project through DY5 would be approximately $1,325,000.

Project Summary Information

Category 2 – Project 6

Unique Project ID: 136366507.2.2

Project Option: 2.13.1

Pass: Pass 1

Provider Name/TPI: MHMR Authority of Brazos Valley/136366507

Provider Information: MHMR Authority of Brazos Valley is a community mental health center located in the city of Bryan in Brazos County. MHMR Authority of Brazos Valley serves the entire seven-county Brazos Valley area, which represents a total population of approximately 319,408 and 5,030.79 square miles. MHMR Authority of Brazos valley provides a continuum of care that includes mental health, and intellectual development and disability services to eligible Brazos Valley residents.

Intervention: Development and implementation of an Assertive Community Treatment (ACT) program to provide high-intensity, evidence-based community treatment and support services to individuals with a history of multiple hospitalizations in an effort to prevent avoidable inpatient admissions, provide jail diversion, and to promote wellness, adherence to treatment and recovery in the community.

Need for the Project: We currently have 3.2 FTE staff serving approximately 28 persons per month who are concentrated in our largest county service area. There is a need to add these services to the other 6 rural/frontier counties.

Target Population: The target population is persons with mental illness and a history of multiple hospitalizations, and persons incarcerated or at risk for incarceration or hospitalization. Approximately

93% of these patients are Medicaid eligible, indigent, or uninsured.

Category 1 or 2 expected Patient Benefits: This project seeks to provide high intensity (ACT) fidelity, jail diversion, and crisis services to a minimum of 15 persons per month in DY4 and 20 per month in DY5.

Category 3 Outcome(s): IT-9.1 – Decrease in Mental Health Admissions and Readmissions to Criminal Justice Settings (Right Care, Right Setting). Our goal is to reduce mental health admissions/ readmissions to criminal justice settings such as jails and prisons by 105% under baseline in DY4 and by 20% under baseline in DY5. Baselines will be established in DY3.

11.26-Adult Needs and Strength Assessment ANSA. The goal will be to evaluate impact on intervention on functional improvement.

Title: Rural ACT/Jail Diversion/Crisis Specialist Program

RHP Project Identification Number: 136366507.2.2

Project Option: 2.13.1

Performing Provider Name/TPI: MHMR Authority of Brazos Valley/136366507

Project Description: MHMR Authority of Brazos Valley (MHMRABV) aims to provide Assertive Community Treatment (ACT) services which are high intensity evidenced based community treatment and supports services designed to treat individuals with a history of multiple hospitalizations.
ACT uses an integrated service model merging clinical and rehabilitative staff expertise in psychiatric, substance abuse, vocational/employment and supported housing within one mobile delivery system, and has a staff to client ratio of 1:8, requiring a minimum average of 10 hours of direct services per month for the caseload. This project would enhance ACT services in the 6 rural counties in the MHMRABV service area by adding 1.0 FTE LPC, 3.0 FTE QMHPs, and .20 FTE psychiatrists. Services would also include a jail diversion and crisis service component, with staff working closely with the local jails and criminal justice community to identify and treat those individuals appropriate for pre/post-booking jail diversion. The project will target the high risk behavioral health clients with complex psychiatric and physical needs who become frequent users of local public health systems, and who may need more frequent contact to keep them engaged in services, thus preventing an admission into a hospital, jail, or prison.  In FY 12, MHMRABV served approximately 80 individuals in jail settings, of which approximately 43% or 34 were served in the six rural frontier counties. Of those 56 percent that were served in Brazos County where there is an ACT presence, less than 5% were being served by ACT.
MHMRABV serve approximately 600 individuals throughout the 6 rural counties. This program will target at least 12 high need individuals to be served monthly throughout the 6 rural counties who have a history of multiple jail and/or hospitalizations. These individuals will be accessed using the Texas Uniform Assessment for Resiliency and Disease Management. Those who meet the criteria will be assigned a primary staff team member who will be responsible for the coordination of care and services for the individual in the community. If the person is currently in jail or the hospital, the staff member will be responsible for working with the jail/hospital staff in developing an appropriate after care plan to ensure continuity back into the community with the highest possible success. Once community service commence, the team will develop a personalized recovery plan with the individual based on his/EHR needs, wants and aspirations.  The team will insure proper access to care, at least weekly face to face visits, transportation as needed to appointments, and average a minimum of 10 hours per month in direct services, which include: psychosocial rehabilitation; nursing; medication management; peer support services; and supported housing and supported employment as needed.

MHMRABV currently has offices located in all of its rural offices which allows for convenient access to community mental health services with an onsite psychiatrist, or the availability one remotely through telepsychiatry, as all of the locations have telepsychiatry equipment and capability. The primary care team member will use the provider’s internal data system to collect data and document outcomes.

This project addresses the clear need for access to behavioral health care as evidenced by the 2010

Brazos Valley Health Status Assessment's finding that 3 of the 6 rural Brazos Valley Counties listed access to appropriate level of mental health services as a top 10 issue.

Goals and Relationship to Regional Goals: The goal of this project is to avert outcomes such as potentially avoidable inpatient admission and readmissions in setting including general acute and specialty (psychiatric) hospitals; to avert disruptive and deleterious events such as criminal justice system involvement; to promote wellness and adherence to treatment; and to promote recovery in the community.

This project meets the following regional goals:
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   Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;
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   Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs; and
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   Reducing costs by minimizing inappropriate utilization of services.

Challenges: Anticipated challenges will be hiring qualified staff to work in the respective rural/frontier counties. The attempt to address this challenge will by posting positions in local newspapers.

5-year expected Outcomes for Provider and Patients: The 5- year expected outcome for this project is to reduce the number of individuals with a major mental illness being served in jails and hospitals

Starting Point/Baseline: MHMR Authority of Brazos Valley presently uses 3.2 FTE staff to serve 28 individuals in ACT services, with the services highly concentrated in the Brazos County urban areas.

Additional staff will be added to provide ACT or "ACT Like" services to the remaining 6 rural/frontier counties, which will also include crisis assessment/avoidance and jail diversion. In FY 12, MHMRABV served approximately 80 individuals in jail settings, of which approximately 43% or 34 were served in the six rural frontier counties. Of those 56 percent that were in Brazos County where there is an ACT presence, less than 5% of those in jail were being served by ACT.

Rationale: The option was chosen in order to: reduce the number of individuals being admitted to psychiatric inpatient facilities within the criminal justice system, jails, and prisons.

Additionally, according to the Criminal Justice Policy Council:
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    Lack of adequate mental health care contributes to an overrepresentation of people with mental illness in our prison system. An estimated 16% of prisoners have mental illness and 50% of youth in the Texas Youth Commission have a mental disorder. (Criminal Justice Policy Council, 2002)
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    In the course of one year, a person who has been repeatedly jailed, hospitalized, or admitted to detoxification centers can cost the State an estimated $55,000 each. (Criminal Justice Policy Council, 2002)

The project will significantly expand on the provider’s present ACT services and allow significant expansion into the rural/frontier counties.

Project Components:
a.   Through the provision of ACT services, MHMRABV proposes to meet all required project components. Assess size, characteristics and needs of target population(s) (e.g., people with severe mental illness and other factors leading to extended or repeated psychiatric inpatient stays. Factors could include chronic physical health conditions; chronic or intermittent homelessness, cognitive issues resulting from severe mental illness and/or forensic involvement.

1.   During 3rd Qtr FY 12, approximately 93 individuals were admitted to the state hospital with an average cost of $10,695 per admission, according to the Austin State Hospital FY 12 3rd Quarter Report. In Addition, approximately 35 individuals are admitted to private hospitals at a cost of approximately $1,000/day. Of these assessments and admissions, approximately 48% were located within the 6 targeted rural counties.

2.   During FY 12(Sept 1-Aug 31) there were approximately 80 unique services provided in jails within the area served by the provider.

3.   The 6 rural/frontier counties represent approximately 48% of the population served by the provider; however, due to limited resources, ACT services are only available to a few individuals through outreach efforts from the HUB service area, which can be up to a 1 hour driving distance.

b.   Review literature / experience with populations similar to target population to determine
community‐based interventions that are effective in averting negative outcomes such as repeated or extended inpatient psychiatric hospitalization, decreased mental and physical functional status, nursing facility admission, forensic encounters and in promoting correspondingly positive health and social outcomes/ quality of life. (Fulfilled)

1.   A March 2010 study by Texas A&M University found that the investment in crisis services had a measureable reduction in cost of services that more than covered the cost of investment in the crisis services program, even while supporting a 24% increase in crisis episodes from 2007 to

2008.
2.   Studies show that nearly 8 times more Texans with serious mental illness are in jails and prisons than hospitals (Robin Peyson, Executive Director, National Alliance on Mental Illness-Texas)

3.   An evidenced based practice, ACT has been extensively researched and evaluated and has proven clinical and cost effectiveness. The Schizophrenia Patient Outcomes Research Team (PORT) has identified ACT as an effective and underutilized treatment modality for persons with serious mental illness (Assertive Community Treatment Association).

c.   Develop project evaluation plan using qualitative and quantitative metrics to determine outcomes.
1.   Will review literature related to ACT fidelity models targeting jail and hospital diversion.

2.   Will develop method for capturing data and outcomes.

d.   Design models which include an appropriate range of community‐based services and residential supports.

1. Will utilize ACT, crisis, and community base services and supports including:

a)   Skills Training & Development;

b)  Psychosocial Rehabilitation c)   Supported Employment;

d)  Supported Housing;

e)   Counseling;

f)
Flex Funds (Non-clinical supports);

g)   Flex Funds (Transportation):

h)  Flexible Community Supports:

i)
Psychiatric Diagnostic Interview; j)
Pharmacological Management; k)   Crisis Respite;

l)
Crisis Residential;

m) Crisis Follow-up and Relapse prevention

e.   Assess the impact of interventions based on standardized quantitative measures and qualitative analysis relevant to the target population. Examples of data sources include: standardized assessments of functional, mental and health status (such as the ANSA and SF 36); medical, prescription drug and claims/encounter records; participant surveys; provider surveys. Identify “lessons learned,” opportunities to scale all or part of the intervention(s) to a broader patient populations, and identify key challenges associated with expansion of the intervention(s), including special considerations for safety‐net populations.

i.
Will assess the impact of functional/mental and health status interventions utilizing the

Texas Recommended Assessment Guidelines scores and/or ANSA.

ii.
Will access impact of jail diversion utilizing internal reports and data system and provider surveys of jail and county staff.

Unique community need identification numbers the project addresses: CN.3.6 - Lack of access to the appropriate level of mental health services for high-risk behavioral health clients with psychiatric and physical health needs in Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties.

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: Currently, MHMRABV has limited resources to provide ACT services within the rural counties of the seven-county region. This project will allow for MHMRABV to expand ACT services to rural counties and significantly enhance the ability to address jail and hospital diversion in the rural/frontier counties which have historically been under represented with respect to ACT services. Currently, no other federal funds are being used to support ACT services in the six rural/frontier counties.

Related Category 3 Outcome Measure(s): OD-9 Right Care/Right Setting

IT-9.1- Decrease in mental health admissions and readmissions to criminal justice settings such as jails or prisons.

11.26.c – ANSA is a multi-purpose tool developed for adult’s behavioral health services to support decision making, including level of care and service planning, to facilitate quality improvement initiatives, and to allow for the monitoring of outcomes of services. 
Reasons/Rationale for selection the outcome measures: The project was chosen to target the high risk behavioral health clients with complex psychiatric and physical needs who become frequent users of local public health systems, and who may need more frequent contact to keep them engaged in services, thus preventing an admission into a hospital, jail, or prison.

Relationship to other Projects:  136366507.2.1, Crisis Triage Unit. The crisis triage project will create a crisis unit allowing for a more timely assessment of individuals experiencing a psychiatric crisis, and allow for diversion from emergency rooms. This project is related in that part of the ACT services functions will be crisis intervention.
Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  RHP 17 has two other crisis intervention projects which have both been proposed by Tri-County Mental Health Mental Retardation Services. The projects are an Intensive Evaluation and Diversion Program, (Project #081844501.1.1), and an IDD Assertive Community Treatment Program, (Project #081844501.1.2).

MHMRABV will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. These semi-annual meetings will consist of two sessions: first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve. The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115- waiver).

Project Valuation:
1.   Personnel Cost-it is estimated that in order to implement this project, the provider will need to add at least .20 FTE Psychiatrist; 3.0 FTE QMHP; and 1 LPC staff at a cumulative cost of approximately=$202,400 per year once fully implemented.

2.   Project size and scope-this project will involve services spread out over 6 rural and frontier counties providing services that will divert from jails/prisons and hospitals, and provide the right care at the right time to a mental health population whom have historically been hard to engage and maintain in mental health treatment=$150,000 per year once fully implemented. Approximately 
93% of those served will be Medicaid eligible, indigent, or uninsured.

3.   Reduction in persons treated in jails and jail staff time transporting clients for treatment=$100,000 once fully implemented.

It is estimated that the total value of the project through DY5 is approximately 1.245 million.

Project Summary Information

Category 2 – Project 7

Unique Project ID: 311035501.2.100

Project Option:  2.9.1 Establish/Expand a Patient Care Navigation Program

Pass: Pass 4 (Three-Year Project)

Performing Provider Name: Montgomery County Public Health District
Performing Provider TPI#: 311035501

Provider Information: Montgomery County Public Health District is located in Conroe, Texas and serves all of Montgomery County, a 1,041.74 square mile area with a 2010 population of approximately 455,761. According to The Woodlands Area Economic Development Partnership, this population is expected to expand to over 555,000 by the year 2016. The Montgomery County Public Health District (MCPHD) provides services including health education, disease prevention, clinical services, vaccinations, and emergency preparedness. 
Intervention: This project will address the issue of ever-increasing inappropriate use of emergency medical services and local hospital emergency rooms, as well as provide follow-up and primary care navigation services for targeted patients.

Project Status: This is a new project proposal aimed at reducing community health care costs.

Project Need: Currently, there is lack of primary care access to low income and uninsured in Montgomery County (C.N. 1.3); limited access to chronic disease management programs and services for the indigent care population (C.N. 1.7); limited coordination of care and support services (C.N. 4.4); and lack of coordinated care for frequent ED users post discharge (C.N. 4.6)
. 
Target Population: The target population consists of those frequent 911 system users who inappropriately use EMS and the ED to manage their health care. In 2012, MCHD EMS responded to 49,087 incidents resulting in 27,549 transports; of this total call volume, over 23% contacted 911 three times or more in the same time period.  Our specific target audience is the top 1,000 patients of this call volume. Based on national figures, over 25% of Montgomery County adults were uninsured, much higher than the national average of 15.4%, and approximately 12% were on unduplicated Medicaid. 2009 ED data for the four major acute care hospitals in Montgomery County shows 27.4% of all patients were self-pay and 37.9% public pay
.  It is projected that 12% of patients benefiting from this program will be Medicaid and 24% low-income/uninsured.

Category 2 Expected Patient Benefits: Patients will benefit from improved coordination of care, disease specific education, and referral to a primary care provider; thereby, improving quality of life.  Using the recommended measure of ‘individuals served’ for this project; we have chosen QPI metric P-4.1: Description of and the number of classes and/or initiations offered, or number or percent of patients enrolled in the program. We expect to impact a volume of 25 patients in the first year of development and planning.

Category 3 Outcome(s): OD-9 (Right Care, Right Setting) IT-9.2:  Reduce Emergency Department (ED) Visits for Ambulatory Care Sensitive Conditions (ACSC) per 100,000. Our goal is to reduce the number of inappropriate ED visits for those enrolled patients in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures, by a gap reduction of 10% compared to baseline in DY4 and by a gap reduction of 20% compared to baseline in DY5. Baseline rates will be established in DY3.

Project Narrative 

Category: Category 2

Project Area/Option:  2.9.1 Establish/Expand a Patient Care Navigation Program

Title: Community Paramedicine (CP): Provide Navigation Services to Targeted Patients Who are at High Risk of Disconnect from Institutionalized Health Care. 

RHP Project Identification Number: 311035501.2.100
Performing Provider Name: Montgomery County Public Health District
Performing Provider TPI#: 311035501

Project Description:  The Community Paramedicine (CP) Program is an innovative and revolutionary design to reduce the unnecessary use of both Emergency Medical Services (EMS) and Emergency Department (ED) visits.  The ability to reduce ED visits with not just one local hospital, but across an entire region of area hospitals, thereby reducing healthcare costs in a broader perspective is truly unique. The Montgomery County Public Health District is the local public health authority in Montgomery County and also operates the Public Health Clinic. The Public Health Clinic is the primary care destination to many low income and uninsured patients within Montgomery County. Mark E Escott, MD, MPH, FACEP, Medical Director of EMS in the county, Assistant Professor of Medicine at Baylor College of Medicine, and local Health Authority will provide medical oversight for the training, education, and QI of the CP Program. 

The intent of the program is to reduce the inappropriate use of the 911 system and local emergency departments. Using previous 12-month data from the Montgomery County Hospital District EMS (MCHD EMS), over 23% of annual 911 call volume is considered to be frequent users of the system (called 911 more than 3 times during the previous 12 months).  The CP Program will address these repeat users and provide patient specific nurse case management, education, and other resources to assist them in managing their personal health care more efficiently.  These patients will have multiple disease processes and come from diverse cultures and economic backgrounds.

The CP program will focus on those specific conditions that result in frequent and often unnecessary emergency department visits when not appropriately cared for at home. MCHD EMS has identified these patients based upon previous year data. Further data will be evaluated according to the NEMSIS (National EMS Information System) standards. These paramedics will undergo training to communicate effectively with these patients, correctly identify patients that may be more appropriately treated in other (non-emergency) settings, provide coordination of care, provide disease specific education, facilitate follow up appointments, facilitate transportation, and connect patients to resources that will allow them to remain healthy, improve their quality of life,  and thereby, remain out of the ED. Research shows that patients with the following target disease processes benefit strongly from proper education, home management and routine clinical follow up
: 

· Congestive Heart Failure

· Diabetes

· Cardiovascular Disease /Hypertension

· Chronic Obstructive Pulmonary Disease

· Asthma 

Goals and Relationship to Regional Goals:

Project Goals:

· Expanding the availability of primary care services, along with follow up resources; 

· Increase in the number of individuals in the community with health care services; 

· Provide coordination of care to individuals enrolled in the CP program by delivering case management services;  

· Compare outcome data to previous years (non-program years) to demonstrate statistical impacts, reduction of 911 & ED usage, and estimated cost-savings.

The CP Program administrators will provide written reports clearly documenting engagement and community stakeholder support, current capacity of the program and anticipated resources and challenges. The program will develop and test data and data collection systems; implement rapid cycle improvement processes as well as disseminate data publicly to share best practices and lessons learned.

This project meets the following regional goals:

· Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

· Increasing the proportion of residents with a regular source of care;

· Increasing coordination of preventative, primary, specialty and behavioral health care for residents, including those with multiple needs; and 

· Reducing costs by minimizing inappropriate utilization of services.

Challenges: The initial challenge for this project will be to engage and build trust with patients. Historically, it has been difficult to alter behaviors of patients who do not seek primary care but instead choose 911 and the ED for their care; however, with proper case management, training, and effective procedures, the project can be successful. Educating patients that our goal is to provide them with services they need, will be a major aspect of our approach. Many systems across the nation have successfully implemented this specific type of program with great success. The involvement of a variety of providers within the care team that can address the full spectrum of the participants’ needs will facilitate patient engagement.

3-Year Expected Outcome for Performing Provider and Patients: Expected outcomes are to see decreases in the inappropriate use of 911 and ED utilization for enrolled patients, along with improved health outcomes for those who are identified as frequent users and are targeted by this program.  We also expect to see an increase in the number of referrals to primary care providers, encouraging more patients to seek care in a medical home rather than by calling EMS. 

Starting Point/Baseline: Community Paramedicine does not exist within Montgomery County. During the one year period prior to implementation, 10/1/12 through 09/30/13, baseline was 0. Goal is to enroll 25 individuals during the development and planning phase of DY3 and based upon increased outreach and scope of the program, increase this enrollment figure by 120 patients in DY4; increasing this enrollment figure again in DY5 by 145 patients.
Quantifiable Patient Impact: We have chosen the following metric to track our recommended QPI of ‘individuals served’ for this project: P-4.1 Description of and the number of classes and/or initiations offered, or number or percent of patients enrolled in the program. In DY3, we plan to enroll 25 patients into our CP program, establish relationships with these individuals, assist them in managing their care, providing education, and loop closure for their needs. Activities in DY3 will serve to identify strengths and weaknesses in the program, allowing for corrections in DY4/DY5. In DY4, we plan to increase enrollment figures by 120 individuals and in DY5 increase enrollment figures by 145. 

Rationale:  

Community Need Addressed:

· C.N. 1.3 Lack of primary care access to low income and uninsured in Montgomery County.

· C.N. 1.7 Limited access to chronic disease management programs and services for Montgomery County indigent care population.

· C.N. 4.4 Limited coordination of care and support services for indigent Montgomery County residents.

· C.N. 4.6 Lack of coordinated care for frequent ED users post discharge.

The CP Program is a new way of utilizing paramedics within the healthcare system. It provides (with limited enhanced training) a way to safely manage patients who may or may not have a primary care physician, or simply are in need of education on their disease processes which will enable them to remain out of the 911 system and therefore out of the ED. Over 23% percent of the total 911 call volume for Montgomery County consists of frequent users (i.e. accessed the 911 system more than three times in a 12-month period). 

The project option we have selected, 2.9.1 - provide navigation services to targeted patients who are at high risk of disconnect from institutionalized health care- will allow us to directly identify and address those individuals within Montgomery County that utilize the 911 system for their primary health care needs. Research shows that the overuse of the 911 system in our area is not an anomaly, it is a nationwide issue experienced by EMS everywhere. The overcrowding of ED’s with potentially preventable issues is also a problem that must be addressed. The chosen project option affords us the ability to deal with both of these problems with the best possibility of bringing about an actual change.

The milestones and metrics chosen for this project directly identify specific areas that need to be focused upon in order to be successful not only at delivery, but also to impact the patient positively so that changes are made in their daily choices related to personal health issues. Initial project development is essential to properly build a solid foundation for the program to ensure success and to identify all areas of required creation and design. Ongoing metrics and milestones focus on program implementation, patient engagement, services and education provided, coordination with community resources, and provider communication. Improvement milestones focus on PCP referrals and realizing actual declines in 911 and ED utilization. 

The subcontractor has internally developed a unique data collection tool within its Electronic Medical Records system (eMR) to globally capture the true impact of the CP program. It will capture data on patients within the system as well as identify frequent users of the 911 system. The data collection device will be most accurate by pulling it directly from the point of system access, which is the initial point of entry into the healthcare system. 

The program will track all patient medical condition subsets as one group. The total call volume of MCHD EMS will serve as the denominator with the total number of potential patients diverted from improper emergency department utilization as the numerator. Our goal is to minimize frequent inappropriate use and connect patients to a primary care provider of their choice. We will track the data via the eMR software, which specifically will track all potential ED diversions from the targeted individuals based on prior twelve month data of these patients.  

Project Core Components: 

a) Identify frequent ED users and use navigators as part of a preventable ED reduction program. Train health care navigators in cultural competency. This will be achieved through local resource education. The EMS department’s electronic database will identify frequent ED users. The database tracks patient transports, how many patients use the system more than three times, and what complaints they are experiencing during their request. Providing education to the health care personnel in cultural competency will be achieved by in-house direct training with these staff members.

b) Deploy innovative health care personnel, such as case managers/workers, community health workers and other types of health professionals as patient navigators. This program will deploy paramedic and RN level resources that can provide assessments, educate, and manage issues the patient experiences. They can also treat if needed, and offer direct phone consultation with physician oversight. These resources will literally work in the streets of our community and serve as the point of injury/illness for the patient navigation program.  

c) Connect patients to primary care and provide education on prevention. A vital aspect of this program is the need to refer patients to primary care providers. Information will be presented to patients to educate them on the process for obtaining a PCP and also to assist them with this process. We will also educate patients on the health benefits of preventative care and assist them in identifying local resources that are available to them.

The CP Program will work to provide real time preventive medicine education to patients, including the use of telemedicine to directly connect the patient in their home with a physician. Other times the program will utilize existing healthcare resources to provide disease management education such as diabetes education or medication assistance to the individual.

d) Increase access to care management and/or chronic care management. As described above, community paramedic staff will provide education to patients as needed. Patients will greatly benefit from the direct services of a nurse case manager that will work to provide the patient with education and specific management of their needs in the health care system.  All CP staff will be trained as in-home educators on all targeted disease processes to some level. Each will have technology services that extend to the program medical director of MCHD EMS. This offers education to patients in their residence without the need to seek it in the office. 

e) Conduct quality improvement for project using methods such as rapid cycle improvement. A thorough QI process is already being established specifically for the CP program. Every CP visit will be reviewed by a clinical oversight committee which will be comprised of multidisciplinary staff.  Official minutes from each meeting will assist in serving as loop closure for this project. The MCPHD and the MCHD EMS are focused on quality improvement and ways to both improve and broaden the program to further benefit our community.

How the Project Represents a New Initiative or Significantly Enhances an Existing Delivery System Reform Initiative: Currently, a CP program does not exist for frequent 911 and ED users in Montgomery County. When someone calls the 911 system, EMS responds and the only disposition currently available is to transport this individual to a local hospital ED. This results in unnecessary hospitalizations and ED visits for non-emergencies that could be handled by home visits, follow-ups, transport to primary care, and more appropriate destinations.  The initiative will improve primary care access and education for targeted patients while helping relieve Montgomery County EMS of unnecessary ED transports and County hospitals of unnecessary patients. The program will work very closely with the MCPHD Navigator Program and the MCPHD Clinic to provide all available resources to these patients and ensure all programs communicate specific abilities to one another. 

Customizable Process or Improvement Milestones: All of the Process and Improvement milestones selected are “on-menu” options. 

Related Category 3 Outcome Measure:

· OD-9: Right Care, Right Setting

· IT-9.2- Reduce Emergency Department (ED) Visits for Ambulatory Care Sensitive Conditions (ACSC) per 100,000.

Reasons/Rationale for Selecting the Outcome Measures: 

The CP Program in Montgomery County falls under Category 2.9 “Establish a Patient Care Navigation Program” that has an overall goal of identifying frequent ED users and providing alternatives to Emergency Department utilization with a focus on getting the patients to the appropriate (right) care within the appropriate (right) setting, Outcome Domain 9, Improvement Target 9.2. This CP program aims to reduce Emergency Department (ED) utilization across multiple patient populations and disease processes that result in an emergency department visit when not appropriately cared for at home. Patients with the following target disease processes benefit strongly from proper education, home management and routine clinical follow up
, all of which are provided in the CP program:

· Congestive Heart Failure

•
Diabetes

•
Cardiovascular disease / Hypertension

•
Chronic Obstructive Pulmonary Disease

•     Asthma

Relationship to Performing Providers’ Other Projects: MCPHD is implementing a patient navigator program within the 77301 zip code of Conroe. This program is aimed at providing navigation services to the uninsured of this specific area with multiple chronic conditions, cognitive impairments and disabilities, and limited English proficiency, (Project# 311035501.2.2, project option 2.9.1). Our proposed project will have a very close relation to this navigator program; patients identified within the navigator program may also be frequent users of the 911 system. Working collaboratively, these two programs can assist in identifying individuals that require assistance. These programs differ in that the Navigator initiative utilizes community health workers to direct individuals to proper resources. The Community Paramedicine project will employ paramedic and RN staff to provide medical case management and interventions.  MCPHD is redesigning the outpatient delivery system to coordinate care for patients with chronic diseases in their public health clinic, (Project#311035501.2.1, project option 2.2.1). This clinic will serve a vital role in providing a location for identified patients of the CP to receive physician or nurse practitioner level services. 

Relationship to Other RHP 17 Projects:  RHP 17 has several other planned patient navigation projects. The St. Joseph Regional Health Center is partnering with The Prenatal Clinic to develop a prenatal patient navigator program for uninsured pregnant women in Brazos County (Project #127267603.2.1).  St. Joseph anticipates transitioning these women to this Care Coordination program upon discharge from the hospital for assistance in accessing post-natal primary care for the women and their infants.  The Texas A&M Physicians group is also partnering with local Brazos Valley hospitals to develop a patient navigator program in Brazos County that will be focused on linking high ED users that do not have a PCP to a primary care medical home and connecting them to other preventative and supportive services (Project #198523601.2.3). The College Station Medical Center is partnering with Washington County EMS to provide Advanced Community Paramedicine with the goal of reducing inappropriate use of the Emergency Departments and overuse of the 911 system (Project #020860501.2.1) in that part of the region, and this particular project will offer direct parallels and opportunities to share information and evaluate best practices.

Plan for Learning Collaborative: Montgomery County Public Health District and Montgomery County EMS will participate in an RHP 17 learning collaborative that meets at least semi-annually to meet with other providers to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. Participation in these meetings and other learning collaborative events, individual training opportunities, and regional spotlights and communications will allow MCPHD to work with others within this  specific project area or with similar targeted outcomes to share what we are all doing, what we are all learning, and how we might leverage this shared information to continually improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).  In addition, opportunities may exist and be explored for MCPHD to interact with others having a navigation focus to participate in cohort workgroups and share/receive information from outside our RHP.

Project Valuation:  Each year within the 911 system, the amount of necessary emergency calls increases in part due to increases in the population. With the increase in legitimate emergency 911 calls comes a fair increase in the amount of misuse and frequent use for non-emergency situations. The Hospital District serves an area of 1,041 square miles affecting over 455,000 people and could have a cost avoidance of at least $1.5M on local healthcare expenses within Montgomery County. To determine project valuation for the waiver, we considered the additional positions, training, and equipment required to implement such a program, along with the overall potential health care savings.  We looked at our estimated patient volume (290) and multiplied this by the average billed charges for an ambulance transport ($1220). We also took this percentage of our target patient volume (290) and multiplied it by the average national inter quartile range, (IQR), amount of an emergency department billed charge ($1790). Based on eliminating only one ambulance transport of the enrolled program users, a cost savings of $353,800 could be seen to the MCHD. Also, based on this number of affected transports, a cost savings of $519,100 could be seen by the local hospitals for ED visits alone. Realizing that up to 65% of local hospital emergency department patients are self-pay or public pay, these figures represent very tangible cost savings to county residents
. By eliminating the need for an additional staffed ambulance in the system, a reduction in payroll expenses alone of $450,000 would also be achieved. Additional cost savings of this program would also be realized in the reduction of in-patient charges at these hospitals. By reducing only 1% of the 2008-2010 hospitalizations for COPD in Montgomery County, over $1M in charges would be avoided.  Affecting change at this level; preventing unnecessary 911 and ED visits, along with subsequent hospitalizations, enormous cost savings could be realized by the overall local health care system
.
Project Summary Information

Category 2 – Project 8

Unique Project ID: 127267603.2.1
Project Option: 2.9.1
Pass: Pass 1

Provider Name/TPI: St. Joseph Regional Health Center/127267603
Provider Information: St. Joseph Regional Health Center (SJRHC) is a 310-bed, trauma level III, private, non-profit hospital located in the city of Bryan in Brazos County, a 585.45 square mile area with a 2010 population of approximately 194,851. In addition, St. Joseph Regional Health Center serves as the anchor or hub hospital in the Brazos Valley for the St. Joseph Health System, which serves the entire seven-county Brazos Valley area and includes rural hospitals in Burleson, Grimes and Madison counties, along with multiple medical clinics throughout the area. Services range from standard emergency department and walk-in care to full-service inpatient, surgical and specialty services including cardiovascular, stroke, neurological and rehabilitation services. 

Intervention: Establishment and implementation of a prenatal care navigation program to address the needs and provide services to prenatal patients with co-occurring chronic disease conditions that can cause high-risk pregnancies, in an effort to decrease the percentage of high-risk deliveries, provide referral to a primary obstetrician to reduce inappropriate ED use during pregnancy, provide health education, and connect both mother and baby to primary care providers postpartum. 

Need for the Project: SJRHC has recognized an increase in the number of babies born earlier than 37 weeks and/or babies born with low birth rate (under 2500 grams). Between 2005 and 2010 the rate for early and very underweight deliveries increased by 30.3%. As a safety net provider, SJRHC sees a significant number of women in the ED who have no obstetrical (OB) provider. We believe that 10% or more of these expectant mothers may develop risk factors, such as diabetes or hypertension that contribute to low birth weight babies. 
Target Population: Area women who learn they are pregnant during their St. Joseph ED visit and have no obstetrical (OB) provider (In the first 10 months of 2012, SJRHC saw 263 women who were low-income, recent immigrants or low English proficiency who had no obstetrical provider). The number of people served by the project in years 3-5 is conservatively estimated to be 210, with an estimated 735 encounters. Note that 105 expectant mothers are projected to be impacted, also affecting their newborns. We project that 95% of those served in this project are covered by Medicaid or are uninsured.
Category 1 or 2 expected Patient Benefits: The Prenatal Care Navigation Program is expected to: 1) provide a referral for obstetrical care to expectant women using the SJRHC EDs who have no obstetrician; 2) decrease percentage of pre-term and low birth‐weight births at SJRHC; 3) teach the identified patient population how to manage diabetes and hypertension; and 4) connect mother and baby to a primary care provider. 

Category 3 Outcome(s): IT-8.19 – Post-partum Follow-up and Care Coordination. Our goal is to improve post-partum follow-up and care coordination and demonstrate a 5% improvement over baseline in DY4 and 10% improvement over baseline in DY5. Baseline rates will be established in DY3.  

Title: Prenatal Care Navigation Program

RHP Project Identification Number: 127267603.2.1

Project Option: 2.9.1
Performing Provider Name/TPI: St. Joseph Regional Health Center/127267603

Project Description: St. Joseph Regional Health Center proposes to identify pregnant women using the ED who have no obstetrical provider, directing them to a navigation program for expectant mothers who are at high risk of disconnect from institutionalized health care.

St. Joseph Regional Health Center (SJRHC) offers the region’s largest regional maternity program, delivering 2,214 babies in 2011. SJRHC has recognized an increase in the number of babies born earlier than 37 weeks and/or babies born with low birth rate (under 2500 grams). Between 2005 and 2010 the rate for early and very underweight deliveries increased by 30.3%. Many of these deliveries are to mothers who have known risk factors, such as diabetes or hypertension and are from households with less than median incomes. As the RHP 17 Safety Net provider, SJRHC sees a significant number of women in the ED who learn they are pregnant during the ED visit and have no obstetrical (OB) provider. In the first 10 months of 2012, SJRHC saw 263 women who were low-income, recent immigrants or low English proficiency and had no obstetrical provider. 

SJRHC has built a strong relationship with The Prenatal Clinic (TPC), a local not-for-profit clinic providing prenatal care to patients who are largely uninsured (100% of the women served by TPC meet the federal poverty guidelines), recent immigrants, limited English proficiency, and low health literacy from the 7-county region known as the Brazos Valley.  Historically, SJRHC has recommended TPC to women who learned they were pregnant during their visit and said they had no OB provider. As a part of the project, SJRHC would improve the process of referring these at-risk moms to the Prenatal Care Navigation Program (PCNP).

SJRHC recognizes the opportunity to improve low birth weight deliveries (less than 2500 grahams) through better prenatal coordination of care. In 2010, almost 18% of the mothers delivering low birth weight babies received some prenatal care from TPC.  The Prenatal Clinic uses volunteer physician providers from the community, working with 2 nurses and 6 support staff to provide prenatal care to its client base, which averages about 675 new patients annually. Education on prenatal care, proper nutrition, preparing for childbirth and education are the foundation of the services offered. SJRHC recognizes that routine prenatal care does not provide the education and support resources necessary for women with diabetes or hypertension, which are conditions requiring more frequent monitoring and contact with a clinician.

SJRHC’s goals for the PCNP are to connect women who have no obstetrical provider to an obstetrician, and then to identify women who have, or may develop diabetes or hypertension, (known low birth weight risk factors) to the PCNP. This will be done by increasing the educational and training opportunities, providing enhanced follow-up visits and reminder calls for at risk patients, and making sure appropriate care is being accessed by expectant mothers.  The program will initially focus on women at risk for diabetes, and later expand to incorporate women with significant hypertension during their pregnancy. A confirmed Gestational Diabetes Mellitus (GDM) diagnosis was associated with a significant increase in total health care costs. Effective lifestyle counseling by primary health care providers may offer a means of reducing the high costs of secondary care (http://www.biomedcentral.com/1471-2393/12/71/abstract).

SJRHC believes by working early in the prenatal care cycle women with diabetes and hypertension can better understand the risk to themselves and their babies, and take an active role to assure their baby is as healthy as possible. With approximately 6% of their clients experiencing diabetes (Jan. - Oct. 2012 figures) the PCNP provides an excellent opportunity to both diagnose and engage women with these conditions and provide them navigation resources to help give them the appropriate care and health information to reduce pre-term and low birth weight deliveries. The Partnership Navigation program will be designed so that SJRHC partners with TPC to provide regular follow-ups to identified patients by care coordinator(s) to assist the patient to become more self-sufficient in monitoring their high risk condition and understanding how to respond when medical care should be sought.  The care coordinator(s) would be available during scheduled prenatal visits, as well as periodic scheduled contacts between visits.  The care coordinator would have social service and medical resources available as additional avenues of education and care.  

The care coordinator or patient navigator could be a Community Health Worker, Nurse or Licensed Social Worker.  These positions would be employees of the TPC.  Due to the ethnicity of the population of the project, fluency in Spanish will be a requirement for the position.  The Partnership Navigation Program hopes to use Community Health Workers trained at the TAMU School of Rural Public Health could be a valuable resource of collaboration for this project.

The project target population is area women who learn they are pregnant during their St. Joseph ED visit and have no obstetrical (OB) provider. In 2012, St. Joseph EDs saw more than 70,000 patient visits. The number of people served in the PCNP in years 3-5 is estimated to be 210, with a conservative estimate of 735 encounter visits as women participate in initial screenings, check-ups and educational programs. 105 expectant mothers are projected to be impacted in the project, also affecting their newborns. We project that 95% of those served in this project are covered by Medicaid or are uninsured.
Following the initial screening for program participation, SJRHC’s focus population would be patients diagnosed with diabetes. Since The Prenatal Clinic is the local care provider that sees more high-risk patients than any other local obstetrical provider SJRHC has selected TPC as the navigation care site.

•
Since January 1, 2012, 493 new patients have sought care at The Prenatal Clinic

•
327 have identified themselves as Hispanic  

•
During this same period, 29 women have been identified as requiring care for diabetes  

•
Of these 29 women, 28 have identified themselves as Hispanic

•
Referrals to the high risk program will be made by The Prenatal Clinic’s Nurse Practitioners after the initial screening of a new patient.  Once criteria for the program are established, they will be shared with SJRHC emergency room physicians and case managers, as well as with local primary care physicians for referral.

•
After a diagnosis of diabetes has been made, the patient would be scheduled to see the Care Coordinator.  In conjunction with the Clinic’s NPs, the Care Coordinator would access the patient’s current condition and activities and develop an action plan for the continued care of the patient.  The action plan would be customized for each patients based upon the education level, language spoken and lifestyle to ensure that the patient is able and willing to follow the prescribed plan.

•
The Care Coordinator will identify additional resources and arrange for scheduling appointments and transportation, if needed.  The Care Coordinator would also be available to attend with the patient when appropriate.

•
The Care Coordinator will maintain a detailed log of the patient’s progress and important milestones during the program.  Review of these logs will be provided to medical staff and reviewed at every follow-up point.

•
The high risk patient will be followed by Care Coordinator throughout pregnancy at TPC and information will be shared with patient selected medical provider when no longer a patient. 

SJRHC required core project components:

A. Identify frequent SJRHC ED users and use navigators as part of a preventable ED reduction program  

o
During medical history portion of the initial interview, new enrollees that have already been diagnosed with diabetes will be assigned to the Care Coordinator.  Patients will be asked how frequently they use the emergency room for care.

o
Patients who are diagnosed as a result of laboratory testing results ordered by ED medical staff will be assigned to the Care Coordinator upon diagnoses.   

B. Deploy innovative health care personnel, such as case managers/workers, community health workers and other types of health professionals as patient navigators.

o
The Prenatal Clinic will actively work to collaborate with TAMU School of Rural Public Health to utilize Community Health Workers as patient navigators, if possible.

o
The Prenatal Clinic will employ a Care Coordinator.

C. Connect patients to primary and preventive care

o
The Prenatal Clinic has an active relationship with Brazos Valley Community Action Agency and with St. Joseph Physician Associates for care that requires referral outside the ability of our own medical staff.  The Care Coordinator and patient navigators will continue utilizing that relationship for at risk patients.

o
The Prenatal Navigation Program will be working in partnership with the Health Science Center’s navigation program to connect women and newborns to primary care after hospital discharge.

D. Increase access to care management and/or chronic care management, including education in chronic disease self-management.

o
The Prenatal Navigation Program will work with other community resources and agencies, such as WIC, St. Joseph’s diabetes education program and Texas AgriLife to increase care management educational opportunities.  The Care Coordinator will be responsible for identifying and securing resources for education and assistance.

E. SJRHC will conduct quality improvement for the project using methods such as rapid cycle improvement.


o
Data will be collected on patients enrolled in the project and quality improvement projects designed based on 1) Compliance to prenatal care guidelines (attending appointments, monitoring of diagnostics, attendance to educational classes) and 2) Appropriate use of the ED for care during pregnancy.

Goals and Relationship to Regional Goals:

Project Goals: 

•
Provide a referral for obstetrical care to women using the SJRHC EDs who have no obstetrician

•
Decrease the percentage of high-risk deliveries related to gestational diabetes and hypertension.

•
Decrease ED visits (during pregnancy) by at-risk population.

•
Decrease percentage of pre-term and low birth‐weight births.

•
Improve post-partum follow up and care coordination.

· Connect mother and baby to a primary care provider.

This project meets the following regional goals:

1.
Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

2.
Increasing the proportion of residents with a regular source of care;

3.
Increasing coordination of preventive, primary, specialty, and behavioral health care for residents, including those with multiple needs; and 

4.
Reducing costs by minimizing inappropriate utilization of services.
Challenges:  The primary challenge for the PCNP will be to enroll and build trust with patients. At-risk expectant mothers have historically been non-compliant, but with proper navigator training and effective procedures, the project will be successful. In particular, cultural competency training and the involvement of engaged provider within the care team who can be accessible to the participants will facilitate patient engagement.

5‐Year Expected Outcome for Provider and Patients: SJRHC expects to see improvements in perinatal outcomes for patients enrolled in the at-risk navigation program and delivering within the St. Joseph Regional Health Center. The provider expects to improve perinatal outcomes within the system and 4-county outreach area. Expected outcomes will relate to the project goals described above.
Starting Point/Baseline: Currently, a prenatal at-risk patient navigation program does not exist for obstetrics patients at the SJRHC. Therefore, the baseline for number of participants as well as the number of participating providers begins at 0 in DY2.
Rationale: Patient navigators help patients and their families navigate the fragmented maze of doctors’ offices, clinics, hospitals, out‐patient centers, payment systems, support organizations and other components of the healthcare system. Services provided by Ob patient navigators will include:

•
Coordinating care among providers.

•
Educating clients on diabetes and hypertension

•
Arranging financial support and assisting with paperwork.

•
Arranging transportation and child care.

•
Facilitating follow‐up appointments.

•
Community outreach and building partnership with local agencies and groups.

•
Community health workers will have close ties to the local community and serve as important links between underserved communities and the healthcare system. They also possess the linguistic and cultural skills needed to connect with patients from underserved communities. 

Patient navigators will be:

•
Compassionate, sensitive, and culturally attuned to the people and community

•
Knowledgeable about the environment and healthcare system

•
Connected with critical decision makers inside the system

A project to develop a navigation team specifically for OB patients is needed in the Brazos Valley Region. In 2010 SJRHC delivered 2,113 births, with a preterm birth rate was of 9.5% (202 pre‐term babies). This rate has increased by 20% since 2005, yet is slightly below the national rate of 11.99% and the Healthy People 2020 goal of 11.4% (Texas Department of State Health Services, Center for Health Statistics; [http://www.healthypeople.gov/2020/default.aspx]). Since 2005, there has been a significant increase in underweight births, going from 58 in 2005 to 159 in 2010 (NICU services that were introduced in 2009 increased a growth rate that already exceeded 10% annually). Over the same time period, the number of annual births declined by 300 births thus increasing the percentage of underweight births from 2.4% in 2005 to 7.5% in 2010.

Project Components: Through the PCNP, SJRHC proposes to meet all required project components.

a) Identify frequent ED users and use navigators as part of a preventable ED reduction program. Train health care navigators in cultural competency. Patients using the SJRHC emergency department for primary care services, patients without a designated PCP or medical home, and patients with social or economic barriers to accessing primary care will be offered navigation services. Patient Navigators will use the EHR that The Prenatal Clinic currently has in place to create social services notes that will be associated with the patients’ medical record by medical record number. These notes will include sections on reason for services, assessment, subsequent referrals and follow‐up activities. Patients will be provided a copy of these notes as well. All of our navigators will undergo training in providing culturally competent care and receive education regarding disparities and social determinants of health, community outreach, and chronic disease management as it pertains to the Brazos Valley population.

b) Deploy innovative health care personnel, such as case managers/workers, community health workers and other types of health professionals as patient navigators. As contracted by SJRHC, TPC will hire Patient Navigators with a background in community health, social services, mental health, or public health with experience providing direct care to disadvantaged populations. These individuals will be bilingual, from our community, and experienced in identifying community resources.

c) Connect patients to primary and preventive care. The Prenatal Clinic has an active relationship with Brazos Valley Community Action Agency and with St. Joseph Physician Associates for care that requires referral outside the ability of our own medical staff.  The Care Coordinator and patient navigators will continue utilizing that relationship for at risk patients. The Prenatal Navigation Program will be working in partnership with the Health Science Center’s navigation program to connect women and newborns to primary care after hospital discharge.

d) Increase access to care management and/or chronic care management – We will have regular contact with area primary care providers for care management services, preventive care, and other educational and social services. Providers will opt into our network, providing description of services, insurance eligibility, language services, current quality data, and location so that we can provide patients with options. We will send an introduction to our services as well as a survey to assess the needs and availability of the network. Navigators will be available to meet with providers to answer any specific questions. The network information surveys will be updated bi‐annually.

e) Conduct quality improvement for project using methods such as rapid cycle improvement – SJRHC’s IT department will design a reporting template for the Patient Navigator notes that will include standardized fields where possible. We will create a data registry for enrolled patients to facilitate follow‐up and effectiveness analysis. Reports will be run weekly by the program and shared monthly with ED staff and participating primary care providers. We will hold bi‐weekly meetings with program staff and ED providers and quarterly meetings with Network providers to discuss opportunities for program improvement and expansion in the Brazos Valley area.

Unique community need identification numbers the project addresses:

CN.4.5 Lack of coordinated prenatal care and delivery services for high-risk, uninsured, low income recent immigrants with low health literacy in Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties
How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: Currently, a patient navigation program does not exist for at-risk obstetrics patients at the St. Joseph Regional Health Center. Our system offers case management services, but this is typically only accessible to admitted patients and requires a physician order. The initiative will improve access for targeted patients while helping the system reach capacity for treating obstetrics patients. No Waiver funds will be used for the development or adaptation of the EHR that is now in place.

Related Category 3 Outcome Measures:

IT‐8.19 Post-Partum Follow-up and Care Coordination 

Reasons/rationale for selecting the outcome measures:  Following support provided to clients through the prenatal navigation program to manage diabetes, assuring a post-partum follow up visit, additional education and screening is critical to help new mothers transition from a care navigation model to being, in essence, on their own for ongoing primary care. The post-partum follow up allows for a transition of care coordination for mother and baby.

Relationship to Others Performing Providers’ Projects and Plan for Learning Collaborative:  RHP 17 is proposing a DSRIP project to establish a patient navigation program that is geared toward patient navigation for patients that are being discharged from local Emergency Departments or inpatient facilities with specific chronic health issues and connecting them with a primary care provider. SJRHC has expressed a desire to participate in this navigation program by referring patients to the program, including mothers and newborns from the Prenatal Care Navigation Program.

Project Valuation:  In reviewing the cost of newborn birthing in Brazos County, SJRHC and TPC determined that a low birth-weight baby costs an additional $8,900 to $40,000 beyond the cost of a “normal” birth ($5,641). Using a mean cost of $24,450 for a low birth weight delivery, if the Partnership Navigation Project achieves a reduction of 6% of the 194 low birth weight deliveries recorded in 2010, the project can save an estimated $268,950 in health care costs annually. 

Project Summary Information

Category 2 – Project 9

Unique Project ID: 198523601.2.1

Project Option: 2.1.1

Pass: Pass 1

Provider Name/TPI: Texas A&M Physicians/198523601

Provider Information: Texas A&M Physicians (TAMP) is a physician group associated with the Texas A&M Health Science Center and is located in the twin cities of Bryan/College Station in Brazos County, with the county being a 585.45 square mile area with a 2010 population of 194,851. TAMP has providers in several specialties, who have privileges in multiple hospitals throughout the seven-county Brazos Valley area. In addition, TAMP operate a separate primary care clinic in affiliation with the Texas A&M Family Practice Residency and help staff the local free clinic (Health For All) in Bryan. Additionally, a wide array of specialties and expertise are available through the numerous physicians, faculty and staff of the Texas A&M College of Medicine, who work hand-in-hand with TAMP. Overall, TAMP serves patients throughout the Brazos Valley, an area of approximately 5,030.79 square miles and a population that totals approximately 319,408.

Intervention: Transform primary care clinics and providers to the Patient-Centered Medical Home (PCMH)/Guided Care Model through development and implementation of a redesign process in an effort to assist and support high-risk/high-utilization patients in the area and thereby improve quality and satisfaction of care, while decreasing inappropriate utilization of services.

Need for the Project: The PCMH model has been shown to improve patient satisfaction, improve overall quality of care, and decrease inappropriate utilization of services.

Target Population: Each of the approximately 22,000 patient visits completed annually at The TAMP Family Medicine Residency Program will benefit from the PCMH model. The payer mix for patients seen at the Family Medicine Residency program is approximately 45% Medicaid, 10% Medicare, and 5% self-pay.

Category 1 or 2 expected Patient Benefits: The project seeks to improve the quality of care experienced by all patients visiting TAMP Family Medicine Residency Program. This will increase adherence to national recommendations for preventative medicine and improve self – management of chronic diseases.

Category 3 Outcome(s): IT-1.10 – Diabetes Care: HbA1c poor control (Primary Care and Chronic

Disease Management). Our goal is to decrease the number of patients with poor control of their diabetes, in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures, by a gap reduction of 10% compared to baseline in DY4 and by a gap reduction of 20% compared to baseline in DY5. Baseline rates will be established in DY3.

Title: Development of a Redesign Process for Transforming Primary Care Clinics and Providers to the PCMH/Guided Care Model

RHP Project Identification Number: 198523601.2.1

Project Option: 2.1.1

Performing Provider Name/TPI: Texas A&M Physicians/198523601

Project Description: The key characteristics of a patient-centered medical home (PCMH) are to foster ongoing relationship with a personal physician, to promote physician directed medical practice, to develop whole person orientation, to create care coordination, to assure quality and safety, to provide enhanced access to care, and to support value-added payment. Texas A&M Physicians is a large academic Family Medicine clinic with a traditional care model, servicing approximately 22,000 patients per year. The payer mix is approximately 55% Medicaid, 10% Medicare and 5-10% self-pay. All of these patients will benefit from the adoption of the PCMH model. This project will facilitate the conversion of the clinic to a patient- centered care model utilizing teams to enhance care of patients with chronic diseases (such as diabetes, CHF, asthma, COPD, and multi-disease states).

We will develop the patient-centered medical home (PCMH) infrastructure to improve patient care in our area using the Rural and Community Health Institute (RCHI)’s PCMH transformation expertise. Embedded within the PCMH will be a guided care team to assist and support high- risk and high-utilization patients, with the intended outcomes of improved quality of care and satisfaction with care, and decreased utilization of inpatient and emergency services. The RCHI PCMH model requires the current practices to evolve to PCMHs using an ambitious whole- practice reengineering and redesign including new scheduling and access arrangement, new coordination planning, group visits, new ways to improve quality care, development of team- based care, multiple uses of healthcare information systems and technology, and many other actions. The TAMP PCMH conversion will serve as the “working laboratory” to facilitate RCHI’s expertise and community education/support activities in PCMH development in the region. The value to the community will be amplified by leveraging the medical resident, medical student, and health professions student training environment.

Hence, our project plans to focus on four components 1) Transform an academic practice into a PCMH model practice, 2) Educate resident physicians and health professions students in this PCMH environment, 3) use the TAMP PCMH transformation as a working laboratory for RCHI, 4) Develop RCHI’s infrastructure as an expert in helping practices and health care organizations move through this practice transformation process. An expected outcome of this project will be to use RCHI’s expertise to help educate the providers and use this expertise to assist providers within the region to obtain their PCMH recognitions/certifications.

Goals and Relationship to Regional Goals: The goal of this project is to establish a patient- centered medical home model within the Texas A&M Physicians group, thereby improving patient care and health outcomes.

Project Goals:

· Establish Texas A&M Physicians as a patient-centered medical home.

· Educate residents and students in health professions in patient-centered care. Disseminate PCMH model to other primary care providers.

· Increase number of RHP 17 residents with a regular source of primary care.

This project meets the following regional goals:

· Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

· Increasing the proportion of residents with a regular source of care;

· Increasing coordination of preventive, primary, specialty, and behavioral health care for residents, including those with multiple needs; and

· Reducing costs by minimizing inappropriate utilization of services.

Challenges: The primary challenge for this project will be to overcome the existing culture of a traditional model of medical care. To overcome this challenge, the TAMP will engage the staff in multiple educational sessions emphasizing the proven success of the PCMH model. Champions will identified and empowered to bring about change. Developing infrastructure to support the implementation of the model will be another significant challenge. To overcome this challenge, the project calls for RCHI to provide expertise and support, including the use of industrial process engineers to implement best practices to support the model.

5-Year Expected Outcomes for Provider and Patients: The expected outcomes for this project are 1) Improve quality of care, patient outcomes, and continuity of care for patients with chronic diseases. 2) Decrease utilization of acute care facilities (i.e. emergency departments) and inpatient care for patients with chronic disease. 3) Increase patient's ability to appropriately access community resources to manage chronic disease. 4) Enhance patient satisfaction with and engagement in their health care, 5) Development of PCMH recognition strategy for the providers. 6) Incorporate the PCMH and guided care models into the Family Medicine medical resident and medical student education programs. 7)  Increased compliance with the use of clinical practice guidelines, and 8) Train and educate community providers on the PCMH model.

Starting Point/Baseline: No baseline data exist. This will be a new program. . Zero members of clinical staff have working experience of the PCMH model. Baseline data for utilization of preventive care services, including patients receiving reminders under new system and contact for first visit, will be established in DY3.

Rationale: The patient-centered medical home is similar to managed care approaches and health maintenance organizations, but asks providers to focus on improving care rather than managing costs. The patient centered medical home focuses on improving the relationship between doctors and patients. It aims to put the patient at the center of the care system, and provides coordinated and integrated care over time and across care settings. Cost savings are expected as a result of providing better care for patients, not from withholding needed care. The primary care physician leads a team that serves as a patient advocate and guide through the health care system rather than a gatekeeper. Patients who have a primary care provider incur about a third less in health care expenditures.
The project will include a gap analysis and feasibility study in the first year of the project to assess readiness and the steps necessary to achieve PCMH certification for TAMP. Subsequent activities for TAMP will be education sessions and activities to educate staff, faculty, and providers on the many aspects of the PCMH care model. As the project unfolds, CQI activities will be imbedded for identification and action in areas needing improvement. Throughout the entirety of the project, RCHI will be using the lessons learned at every step to assist practices in the community develop and implement the PCMH process.
This project is based in part upon research by AHRQ and Johns Hopkins University School of Medicine demonstrating guided care by trained nurses improved quality of care and decreased healthcare expenditures (Boult, et al, Arch Int. Med, 2011, & Leff B, et al, Am J Managed Care,

2009). This project also addresses the NCQA's Standards for PCMH certification (Standards 1.g,
3.b, 4.b, 5.c, 4.c), Joint Principles of the Patient Centered Medical Home, and Guidelines for Patient Centered Medical Home Recognition and Accreditation Programs (endorsed by the American Academy of Family Physicians, American College of Physicians, and other professional organizations). An excellent review of the cost savings literature is Grumbach et al; http://www.pcpcc.net/files/pcmh_evidence_outcomes_2009.pdf.
Project Components: This project will undertake the three required core components of project option 2.1.1 Develop, implement, and evaluation action plans to enhance/eliminate gaps in the development of various aspects of PCMH standards.

1. Utilize a gap analysis to assess or measure hospital affiliated or PCPs’ NCQA PCMH readiness.
2. Conduct feasibility studies to determine necessary steps to achieve NCQA PCMH status.
3. Conduct educational sessions for primary care physician practice offices, hospital boards of directors, medical staff and senior leadership on the elements of PCMH, its rationale and vision.
4. Conduct quality improvement for project using methods such as rapid cycle improvement. Activities may include, but are not limited to, identifying project impacts, identifying “lessons learned,” opportunities to scale all or part of the project to a broader patient population, and identifying key challenges associated with expansion of the project, including special considerations for safety-net populations.
Unique community need identification numbers the project addresses:
· CN.1.5 Limited access to primary care for uninsured residents in Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties.

· CN.1.10 Limited access to chronic disease management programs and services in all RHP 17 counties.

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: Currently, Texas A&M Physicians is not established as a PCMH, so this is entirely a new initiative.

Related Category 3 Outcome Measure(s): 
OD-1 Primary Care and Chronic Disease Management

IT-1.10 Diabetes Care: HbA1c poor control
Rationale for selecting outcome measures: Diabetes is one of the most costly and highly prevalent chronic diseases in the United States. Approximately 20.8 million Americans have diabetes, and half these cases are undiagnosed. Complications from the disease cost the country nearly $100 billion annually. In addition, diabetes accounts for nearly 20 percent of all deaths in people over 25 years of age. 

Many complications, such as amputation, blindness, and kidney failure can be prevented if detected and addressed in the early stages. Complications are largely prevented through chronic disease management by a health care team that includes primary care physicians. By improving patient centeredness, care coordination and patient involvement in their own healthcare goals, we aim to improve the management of diabetes among our patient population. This makes diabetes control an excellent outcome measure to assess the impact of the new model of care being delivered to our patients. 
Relationship to other Projects: Several providers in the region have collaborated to develop a community-based patient navigation project to support transition from inpatient facilities to patient-centered medical homes, enhance quality, and cost containment. This project will interface with the collaborative effort by 1) providing guided care and patient-centered- medical-homes for patients in the TAMP system, 2) provide PCMH and guided care models for the education of resident physicians in these systems, and 3) serve as the model development and training center for the RCHI as it support the transition of other medical practices in the region to a PCMH model. This project, which specifically targets the underserved and high-utilization populations within the TAMP practice, will serve to support and enhance these other region projects by interfacing with their goals and activities (such as transitional care and decreased inpatient utilization) to provide a more comprehensive project for the region.

Relationship to Others Performing Providers’ Projects and Plan for Learning Collaborative: Texas A&M Physicians will participate in an RHP 17 learning collaborative that meets semi- annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve. The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation: The Grumbach review
 noted a reduction of inpatient and ED services of 10-50%, and a cost savings of up to $1million/participant for team-based chronic care management. Estimates of the TAMP population predict at least 500 high-risk patients, for a value in excess of $500,000/year for TAMP alone. Each practice supported by the RCHI transition approach will result in similar cost-savings. Valuation is based on at least one additional practice transformation in the region/year.
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Unique Project ID: 198523601.2.2 

Project Option: 2.6.2
Pass: Pass 1

Provider Name/TPI: Texas A&M Physicians/198523601
Provider Information: Texas A&M Physicians (TAMP) is a physician group of  the Texas A&M Health Science Center located in Bryan/College Station,  Brazos County,  serving a population in the seven-county Brazos Valley area of approximately 319,408.  TAMP has providers in several specialties, who have privileges in multiple hospitals throughout the Brazos Valley. TAMP operate a separate primary care clinic in affiliation with the Texas A&M Family Practice Residency and help staff the local free clinic in Bryan. A wide array of expertise is available through the numerous physicians, faculty and staff of the Texas A&M College of Medicine, who work hand-in-hand with TAMP, and in collaboration with the School of Rural Public Health.

Intervention: Training, implementation and evaluation of evidence-based self-management and wellness programs in a centralized resource exchange in an effort to facilitate health care providers and agencies’ capacity to select and implement evidence-based health promotion/disease prevention to reduce the burden of illness. 
Need for the Project: There are currently more than 85,000 adults 65 and older and those with chronic conditions in the region who can benefit from these programs. Yet, less than 1% of this population has participated in such evidence-based programs that have primarily been delivered through one community agency.  Creation of an evidence-based resource exchange will expand the number, types and location of delivery sites throughout the local region.

Target Population: The target population is adults 65 years and older and those with chronic conditions in the RHP 17 nine county region.  Populations expected to benefit from the creation of this evidence-based resource exchange within our region includes the 11% of Medicaid beneficiaries with one or more chronic conditions, 13% of uninsured adults with chronic conditions and the 14 % of adults 65 years and older below the federal poverty level.

Category 1 or 2 expected Patient Benefits: We estimate that by DY5 we will serve a minimum of 400 adults 65 and older and those with chronic conditions.  These programs will benefit patients in our area by helping them to better manage their chronic disease(s).  Health care and service providers will benefit by knowing where they can refer such individuals.

Category 3 Outcome(s): IT-10.1.h – CDC Health-Related Quality of Life (HrQoL) Measures. Utilizing the approved measurement protocol performance and achievement type (P4P & IOS) scenario 2, baseline including pretests scores only, we are proposing an achievement level of a 7.5% increase in HRQoL scores of participants being served in evidence-based programs (EBPs) over the entire project period, i.e. the standard total increase from DY3 baseline through DY5.

Title: EBP Resource Exchange: Training, Implementation and Evaluation of Evidence-based Self-Management and Wellness Programs
RHP Project Identification Number:  198523601.2.2

Project Option: 2.6.2
Performing Provider Name/TPI: Texas A&M Physicians/198523601

Project Description:  The Texas A&M Physicians (TAMP) proposes to create an evidence-based program (EBP) resource exchange to provide access to evidence-based programs, training on program instruction, and technical assistance on program implementation to health care providers and other service delivery organizations who will expand upon existing evidence-based programs currently provided by TAMP.

This project, "EBP Resource Exchange", will address self-management and wellness needs among chronically ill older adults who have been shown to benefit from such evidence based programs.1  Thus, the EBP Resource Exchange will establish an infrastructure through TAMP to assist health care systems in Region 17 identify and select evidence-based programs; provide a centralized venue for training health care professionals and lay leaders in the delivery of evidence-based self-management and wellness programs especially targeted toward chronically ill and older adults; offer technical assistance and oversight for ensuring intervention fidelity and quality assurance; assist providers in tracking referral patterns, program reach and adoption, and eventually patient outcomes; and serve as a community repository of such programs by maintaining an inventory of available courses and community offerings.

Goal and Relationship to Regional Goals:

Project Goal: Our goal is to facilitate healthcare providers and delivery agencies in selecting and implementing evidence-based health promotion and disease prevention programs with fidelity so that proven successes can be replicated in real world delivery settings.

This project meets the following regional goal: Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs.

Challenges: In offering evidence-based self-management programs for the past few years, we are aware of challenges including the difficulty of filling classes, particularly in less populated geographic areas. In focus groups with primary care providers we have recognized the need to have a routine schedule for such classes and direct referrals from health care systems, as well as other community partners such as the Brazos Valley Area Agency on Aging or the Texas AgriLife Extension.  Consistent turn-over among the trained leaders highlights the need for more centralized training and tracking of class leaders. Program drift is often a problem as interventions get widely disseminated calling for the need to have a centralized fidelity plan and quality assurance training and monitoring.

5-Year Expected Outcome for Provider and Patients: Our expected outcomes over the five demonstration years are identification of evidence based programs, creation of a trained delivery workforce, improved referral system, fostering community partnerships, increased patient engagement, and improved health and wellbeing in our target population of adults 65 years and older in the 9 county region. We estimate that by DY5 we will serve a minimum of 400 adults 65 and older and those with chronic conditions, providing approximately 40 evidence-based programs.  These programs will benefit patients in our area by helping them to better manage their chronic disease(s).  Health care and service providers will benefit by knowing where they can refer such individuals.

Starting Point/Baseline:  In regards to the population who can benefit from this project, we project that there are currently 94,4862 adults 65 and over in the 9 counties included in Regional Healthcare Partnership 17 (RHP 17).3 Nationally over 90% of those 65+ are estimated to have one or more chronic conditions and could benefit from our proposed self-management and wellness programs.4 However there has been limited implementation and dissemination in the RHP 17 area.  From our community work in the Brazos Valley, it is estimated that less than 1% of seniors have participated in such evidence-based programs.  Additionally, there is currently no centralized baseline data for the number or the total number of persons served, total number of persons who complete evidence-based programs, and types of self-management and wellness programs in the entire RHP 17 9 county area. 

The majority of programs have been delivered under the auspices of the Brazos Valley Area on Aging (BVAAA) with few instances of ownership by healthcare organizations.  Through the BVAAA involvement in Texas Healthy Lifestyles the Chronic Disease Self-Management Program (CDSMP) was distributed to approximately 125 participants over a time period of 5 years from 2006 to 2011.   This was accomplished through the delivery of 14 CDSMP workshops over 5 years or approximately 3 workshops per year.

Rationale: We chose to establish self-management programs and wellness using evidence-based designs (project option 2.6.2) incorporating program implementation components of training, technical assistance, referral, and clearing house resources because our project will help older adults and adults with chronic conditions better manage their chronic conditions, reduce healthcare utilization, improve quality of life and postpone disability and loss of independence.  Our approach recognizes the necessity of community and clinical institutions as key delivery settings; however, this cannot be accomplished without the knowledge of evidence-based programs and the infrastructure to be able to deliver such programs at scale with fidelity.  

We are targeting older adults because they have the highest proportion of disease and chronic diseases in our community as documented in health statistics.  Knowing that there will need to be a practice change in the delivery of evidence-based programs, we are focusing on needed information and infrastructure to better integrate evidence-based programs into the community. We chose to go with process milestone P-3 and P-4 in DY2, P-5 and P-8 in DY 3, and I-6 and I-8 in DY 4 and 5 to reflect progress on critical elements in the implementation, documentation, and testing of evidence-based projects in our targeted population. The metrics chosen reflect critical elements in establishing an infrastructure to train, disseminate, and track these programs.  

Project Components: Specific components of this project include training in evidence-based program delivery, provision of technical assistance in identifying and implementing programing, initial provision of trained delivery staff with train-the-trainer educational efforts to expand service delivery, referral to appropriate evidence based programming, and establishment of an overall resource center for the 9 county Region for evidence based programming.

Required Core Components:  While specified core components were not a requirement for this project, we are including components to conduct quality improvement for the project.  Activities include documentation of accomplishments, challenges and lesson learned, partner quarterly surveys, round table discussions, brainstorming, and technical assistance for partner program fidelity. 

Unique community need identification numbers the project addresses:

CN.1.10 Limited access to chronic disease management programs and services in all RHP 17 counties.
How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: We are building on previously successful albeit modest program base which has primarily delivered evidence-based programs through one community agency.  We hope to expand the number, types and location of delivery sites in order to meet our short term five year goal of improving quality of life for program participants.  This should contribute to a longer term goal of achieving a greater population reach and improved health outcomes.

Related Category 3 Outcome Measure(s):  We have chosen Health- Related Quality of Life (HRQoL) measurement (IT-10.1.h), a stand-alone measure as our Category 3 Outcome Measure.5  Utilizing the approved measurement protocol performance and achievement type (P4P & IOS) scenario 2, baseline including pretests scores only, we are proposing an achievement level of a 7.5% increase in HRQoL scores of participants being served in evidence-based programs (EBPs) over the entire project period, i.e. the standard total increase from DY3 baseline through DY5.
Reason/Rationale for selecting the outcome measure: Randomized clinical trials have demonstrated improvements in quality of life scores for older adults enrolling in these chronic disease self-management programs. For our outcome measures we will use the short form of the CDC Healthy Days measures. 5 

In an attempt to anticipate reasonable improvement achievement levels over baseline, we have reviewed our own 1115 experience and have examined published literature on the CDSMP/DSMP, including the National Study of CDSMP.

a. Local Regional Healthcare Partnership (RHP) data. 

No data based on health days outcomes were available prior to the DSRIP project using the four CDC HRQOL-4 measures. Therefore, we are proposing to adopt Scenario 2, which focuses on pretest assessments only, and request alternative achievement levels (7.5% increase over the entire project period) based on our review of existing studies as described below. 

b. Supporting research on quality of life with other measures. 

Prior studies have shown little impact on traditionally measured psychological outcomes.  For example, the seminal work that includes the randomized control trial of the CDSMP determined that “no differences were found in pain/physical discomfort, shortness of breath, or psychological well-being”.6, 7 However, the same study did find significant positive differences in “demonstrated improvements at six months in weekly minutes of exercise, frequency of cognitive symptom management, communication with physicians, self-reported health, health distress, fatigue, disability, and social/role activities limitations”.6,7 This six-month change for self-rated health was -0.09 from 3.4 (scale 1-5, reduction = better), which indicated a very modest improvement.6,7  Similar outcomes were found for DSMP, where there was no difference in PHQ depression (0.558) or health distress (p= 0.771) between treatments and controls taking part in DSMP.8 

c. Recent national evaluations of CDSMP 
As indicated in a meta-analysis of CDSMP outcomes,9 there is heterogeneity of effects across the various outcomes that have been examined (e.g., illness symptomatology, psychological outcomes, physical effects, and functional disability). Reported effect sizes are typically small or modest, with percent improvement on individual variables ranging from 5% to 15% percent, dependent upon the measure being examined.  Many of the research studies that have been conducted use longer outcome points (e.g. 6 and 12 months) — giving participants more time to achieve and report better quality of health outcomes. Additionally, some of the individual variables have ceiling effects or are zero inflated—e.g., participants may enter the programs reporting better than average health or few unhealthy days. This makes improvement less substantial if there is little, if any, room to improve (e.g., already at 0 unhealthy days).

Using the separate health-related measures, research undertaken as part of the National Study of CDSMP,10 also reflected the heterogeneity of responses, with adjusted self-assessed health status and overall quality of life improving ~5%, pain and fatigue ~10%, and unhealthy days 12-15% over a year period. The pre-post score was similar to that seen in our 1115 data, giving us confidence that we will achieve improvement in our DSRIP activities. However, because of our shorter time frame (e.g., immediate 6-week post-assessment) versus published 6 and 12 month data, we feel that a 7.5% improvement for immediate six week intervention outcomes is a reasonable target outcome from our initial baseline score. 

Relationship to Others Projects: This TAMP project will be related to the TAMP Brazos Post Discharge Care Coordination Project, (Project #198523601.2.3) in which TAMP will collaborate with local hospitals to refer high frequency ED users to a primary care home and to evidence-based chronic disease self-management programs and other supportive resources.  

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative: 

This project may potentially intersect with two other patient navigation programs proposed for RHP 17. The Montgomery County Public Health District is implementing a patient navigation program that is targeting uninsured residents of the City of Conroe which is located in Montgomery County, (Project #Pending.2.1).  The St. Joseph Regional Health Center is partnering with The Prenatal Clinic to develop a prenatal patient navigator program for uninsured pregnant women in Brazos County, (Project # 127267603.2.1).  

TAMP will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).

Project Valuation:  Chronic diseases are pervasive in our society and especially in our RHP 17 as indicated by the 2010 Brazos Valley Health Status Assessment.  Our target population is the nearly 100,000 individuals 65 and older in the nine country RHP 17 region.  Populations expected to benefit from the creation of this evidence-based resource exchange within our region includes the 92,714 of Medicaid beneficiaries with one or more chronic conditions, 13% of uninsured adults with chronic conditions and the 14% of adults 65 years and older below the federal poverty level.  To address this problem we are committing 1 million dollars of local funding over five years.  

Our project valuation is built on national statistics about the cost of chronic illness and the savings that can be attributed to self-management programs.  We envision working with hospitals and other clinical settings to provide coordinated care and intensify self-management that can reduce the onset or exacerbation of multiple chronic diseases and disabilities in our target population.

On the national level, as indicated in the National Council on Aging fact sheet11 on chronic disease self-management, 91% of older adults have at least one chronic condition and 73% have at least two. Most prevalent in the rapidly growing older population,12 HYPERLINK \l "_ENREF_6" \o "Federal Interagency Forum on Aging-Related Statistics, 2012 #409"  these diseases are putting an enormous strain on the American economy with over $2 trillion in health care costs which could be substantially reduced through greater attention to disease prevention efforts.13-15 This is especially so in underserved populations (e.g., persons of color, those with low incomes, rural residents, etc.) who are bearing the brunt of chronic diseases, but often have the least access to preventive services and health care.  Chronic diseases account for 75% of the money spent nationally on health care, yet only 1% of health dollars are spent on public efforts to improve overall health. The cost of chronic disease is estimated at $2.8 trillion- an average of $9,216 per person.  

We focus on chronic health conditions because of its strong relationship to quality of life and contributions to functional decline and inability to remain in the community. A recent national survey of self-care among 1000 Americans 44 and older16 highlights the significant impact of chronic conditions on quality of life, frustrations with the current healthcare system, and delays in seeking health care due to costs, with minorities and persons with lower incomes reporting the most difficulties. Since chronic diseases require ongoing monitoring, self-management is seen as a key component of health care, but one that needs to work in conjunction with the formal health care system. A greater emphasis on self-management strategies is a key strategy for not only avoiding the onset of chronic diseases but also helping those who have already developed such diseases to manage their conditions more effectively to slow the disease progression, reducing further disease complications and associated costs. 

Low-cost evidence based wellness and self-management programs offer not only the potential for health prevention but also health care cost savings.   For example, the cost of a semi-private skilled nursing facility room in institutional care is now estimated at $200 per day while providing a CDSMP can have a health care cost savings of approximately $590 per participant.11
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Unique Project ID: 198523601.2.3 

Project Option: 2.9.1
Pass: Pass 1

Provider Name/TPI: Texas A&M Physicians/198523601
Provider Information: Texas A&M Physicians (TAMP) is a physician group associated with the Texas A&M Health Science Center and is located in the twin cities of Bryan/College Station in Brazos County, with the county being a 585.45 sq. mile area with a 2010 population of 194,851. TAMP has providers in several specialties, who have privileges in multiple hospitals throughout the seven-county Brazos Valley area. In addition, TAMP operate a separate primary care clinic in affiliation with the Texas A&M Family Practice Residency and help staff the local free clinic (Health For All) in Bryan. Additionally, a wide array of specialties and expertise are available through the numerous physicians, faculty and staff of the Texas A&M College of Medicine, School of Rural Public Health, and Rural & Community Health Institute, who work hand-in-hand with TAMP. Overall, TAMP serves patients throughout the Brazos Valley, an area of approximately 5,030.79 sq. miles and a population of approximately 319,408. 
Intervention: Develop and implement a post-discharge care coordination program that provides patient navigation services to targeted frequent ED users at high risk of disconnect from institutionalized health care. 

Need for the Project: The two local partner hospitals initially participating in this program had a combined total of $125 million in uncompensated care in 2010 between them. Additionally, Brazos County had an estimated $205.8 million in charges associated with potentially preventable hospitalizations and is a HPSA-designated mental health area, with portions of the county a primary care HPSA area as well. Currently, a post-discharge coordination program does not exist for any target population in Brazos County. A care coordination program supported by local hospitals and TAMP ensures that high-risk individuals who frequent the local EDs are directed to appropriate, more cost-effective sources of primary care and support services no matter which ED they use. 

Target Population: Patients identified as frequent ED users (three or more times in the previous 12 months) presenting for primary-care related diagnoses who do not have a PCP or medical home. Approximately 45-50% of the patients being seen in the two local emergency rooms are Medicaid or indigent patients, with 51.6% of all patients seen by TAMP in 2011 being Medicaid or uninsured patients. It is, therefore, expected that Medicaid and uninsured patients will represent at least half of all patients benefitting from the post-discharge program.

Category 1 or 2 expected Patient Benefits: The project seeks to enroll and provide care coordination services to 200 patients in DY3, an additional 250 patients in DY4, and 250 additional patients in DY5. 

Category 3 Outcome(s):   IT 6.2.c   Health Center Patient Satisfaction Survey and Stretch Activity (SA4) Emergency Department Improvements*.   The goal of the program is to provide access to safe and effective primary care services for frequent ED utilizers at high risk of disconnect from institutionalized health care.  The Health Center Patient Satisfaction survey addresses barriers to access and the provision of care.  Use of the tool will standardize a process of data collection throughout the community.  This will allow for benchmarking, and feedback as to client satisfaction with ambulatory care, to include access to services, thereby reducing costly emergency care in our community.   The data can be used to develop community quality improvement projects, individually and collectively, to improve patient access and outcomes. This survey will be coupled with Stretch Activity 4, which is a true ED diversion measure.  This metric focuses on improving and facilitating appropriate utilization of Emergency Department Services.  A report in DY5 will address program aims, participation, changes implemented, and quantitative assessment of impact on service delivery and patient outcomes.

*   HHSC Metric OD6 Spreadsheet and Alternative Improvement Activities – Stretch Activity Document

Project Narrative
Title: Brazos Post Discharge Care Coordination Program
RHP Project Identification Number: 198523601.2.3

Project Option: 2.9.1
Performing Provider Name/TPI: Texas A&M Physicians/198523601

Project Description:  The Texas A&M Physicians Group proposes to provide patient navigation services to targeted frequent ED users who are at high risk of disconnect from institutionalized health care.

The Brazos Valley Post Discharge Care Coordination Program (Hereinafter referred to as Care Coordination Program) aims to decrease the number of frequent emergency department (ED) users by ensuring appropriate follow-up care upon discharge from the hospital, and connecting these patients to a regular source of primary care and supportive health services. Specifically, this program aims to identify each partner hospital’s frequent ED users who do not have a regular primary care provider and to assign these patients, post-discharge, to a care coordinator (often referred to as a Community Health Workers) who will provide options for accessing regular primary care and health resources to achieve and maintain a positive health status.  This project will initially focus on patients residing in Brazos County which includes the cities of Bryan and College Station that are located adjacent to each other and make up approximately 87% of the county’s population of 194,851.  However, the two hospitals in Brazos County also serve as a hub of inpatient care for a much larger region, so expansion of the program in subsequent years is likely.

Texas A&M Physicians (TAMP) has assembled a workgroup that has developed preliminary plans to implement a local patient navigation program that will involve the combined effort of TAMP, three local hospitals, their associated physician groups, the local federally qualified health center system, Health for All, and the Texas A&M Health Science Center’s Rural and Community Health Institute (RCHI). One of the hospitals involved is The College Station Medical Center (The Med), a for-profit 150-bed facility with an ED, which has been at its current location in the southern part of Brazos County since 1987. Located to the north in Bryan since 1936, St. Joseph Regional Health Center is a non-profit hospital with 310-beds and an ED.  Both hospitals have partnered in recent years with the regional Federally Qualified Health Center (FQHC) system to expand primary care services throughout the seven-county Brazos Valley region.  The FQHC is operated by the Brazos Valley Community Action Agency.  RCHI is a health services support organization that provides health care organizations and professions with expertise in strategic planning, quality and patient safety, utilization management, and peer review.  RCHI also offers data management and data analysis services in addition to serving as a data repository.  A third hospital, Baylor Scott & White – College Station opened in August 2013. Baylor Scott & White, a non-profit hospital system headquartered in Temple, Texas, is a potential Brazos Valley Post Discharge Care Coordination workgroup participant.

Based on an initial review of The Med’s ED admissions from November 2011 through July 2012, there were 23,999 ED admissions.  Of those admissions, 1,225 patients presented at the ED three or more times during the nine-month period for primary-care related diagnosis.  From November 2011 through July 2012, St. Joseph’s had a total of 6,460 ED admissions.  Of those admissions, 168 patients presented at the ED three or more times during the nine-month period for primary-care related diagnosis.  Although not yet determined, anecdotal information from the hospital providers indicates that many of the patients presenting at the ED for care are uninsured/self-pay patients.

Goals and Relationship to Regional Goals:

Project Goals: 

· Improve patient compliance with prescribed follow-up care after hospital discharge.

· Increase the number of patients who are referred to primary care providers.

· Increase the number of patients with scheduled appointments with primary care providers.

· Decrease the number of ED visits and/or readmissions by targeted population.

This project meets the following regional goals:

· Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

· Increasing the proportion of residents with a regular source of care; and

· Reducing costs by minimizing inappropriate utilization of services.

Challenges: Challenges that the workgroup anticipates having to address in the design and implementation include:

· Creating a shared data system between the Care Coordination Program, three hospitals, and potentially multiple primary care providers;

· Determining the logistics of how the Care Coordinators can work in conjunction with hospital-based staff work prior to patients’ discharge and at the time of discharge without creating a disruption to the normal hospital pre-discharge/discharge routine; and

· Developing a primary care referral mechanism to equitably distribute patients, particularly uninsured patients, to a “home” for their primary care.

These challenges will be addressed specifically by the collaborative workgroup as the initial assessment is conducted and plans and protocols are developed.

5-Year Expected Outcome for Provider and Patients: TAMP anticipates establishing an infrastructure to support care coordination for the community that can be expanded to the region.  The provider also expects a decline in multiple ED admissions by the targeted patient population as the patients are referred to and admitted into a usual source of care. 

Starting Point/Baseline:  Currently, a patient navigation program does not exist for any target population in Brazos County.  The baseline for the number of participants as well as the number of participating providers begins at 0 in DY2.

Rationale:  The Care Coordination Program workgroup chose to develop a patient navigation project because this model has been established as a best practice to improve the care of populations at high risk of being disconnected from health care institutions.  Implementing a patient navigation program in coordination with all three local hospitals is intended to ensure that those high-risk individuals who are frequent ED users will be directed to a regular source of primary care and supportive services regardless of which ED they utilize.  

Project Components: In developing the Care Coordination Program, the workgroup will ensure that the required core project components below are met:

a) 
Identify frequent ED users not managing chronic conditions and use Care Coordinators, (Community Health Workers), as part of a preventable ED reduction program.  

The program will focus on patients using the ED for primary care services without a designated primary care provider (PCP) or medical home, including patients who are uninsured, underinsured, or covered by Medicaid.  Care coordinators identify potential clients or will be referred to patients by the hospital staff to conduct an assessment of each identified patients’ needs related to primary care referrals, required care post-discharge, and need for social supportive services. Notes will be captured in the Care Coordination Program database with a copy of the navigation plan provided to the patient.

b) 
Deploy innovative Care Coordinators, trained in cultural competency, as Community Health Workers (CHWs).


 TAMP [project 198523601.2.3]will employ care coordinators who have a background in public health, social services, and/or mental health with experience in providing care to economically and socially vulnerable populations.  If not currently certified, all care coordinators will also be required to become certified as community health workers.  The Texas A&M Health Science Center’s Center for Community Health Development has established a Community Health Worker Training Center whose curriculum includes a module on cultural competency.  

c) 
Connect patients to primary and preventive care.

The care coordinators will work with our own primary care providers at TAMP, the three hospital affiliated primary care clinics, and the FQHC for the provision of primary care and preventive care. Care coordinators will establish referral relationships with local social services providers to address other supportive service needs of patients enrolled in the Care Coordination Program. 

d) 
Increase access to care management and/or chronic care management, including education in chronic disease self‐management.


Care coordinators will refer patients to evidence-based prevention and care management programs offered by TAMP, clinical educators at provider offices, and the hospitals’ health education programs

e) 
Conduct quality improvement activities to include identifying project impacts, identifying “lessons learned,” opportunities to scale all or part of the project to a broader patient population, and identifying key challenges associated with expansion of the project, including special considerations for safety‐net populations.


 A data registry for patients enrolled in the Care Coordination Program [198523601.2.3] has been developed to analyze follow-up and effectiveness. The Care Coordination program staff will initially meet bimonthly with hospital partners to review program effectiveness, discuss and make any program adaptations necessary aimed at ongoing program improvement and potential expansion.

The Care Coordination Program workgroup will first focus on conducting a needs assessment to identify the patient population(s) to be targeted with the program.  Both hospitals will identify their frequent ED users over the most recent 12-month period as a baseline for Care Coordination Program recruitment and enrollment. Program eligibility will most likely include criteria that address additional characteristics of the targeted patient population such as not having a PCP or medical home; uninsured, underinsured, or covered by Medicaid; and low health literacy.  Others factors to be considered in the development of the Care Coordination Program will be:

· Gaps in services and service needs;

· How the program will assess patient needs and refer to primary care providers and supportive health services;

· The number of patients targeted for enrollment in the program;

· The number of care coordinators to be hired;

· Development of a Care Coordination patient database; and

· Access to data sources such as each facility’s electronic health records and claims for reporting purposes.

Workgroup members will draw upon existing patient navigation programs to customize the Care Coordination Program. The workgroup has established consensus on the following key design elements:

· Eligibility criteria for the program will be uniform at each hospital;

· A data sharing mechanism must be customized so that care coordinators can access patient data from any hospital;

· HIPAA Business Associate Agreements will be established;

· Care coordinators will be required to a professionally trained, degreed, and/or certified individual including but not limited to an RN, LVN, LSW, or CHW; and

· Care coordinators will attempt to contact all high risk patients referred to the Brazos Valley Care Coordination program for navigation services. 

Unique community need identification number that the project addresses:

CN.4.6 Lack of coordinated care for frequent ED users post discharge.
How the project represents a new initiative or significantly enhances an existing deliver system reform initiative: This is a new initiative not only for TAMP and the partnering organizations, but also for Brazos County in which no patient navigation program currently exists.

Related Category 3 Outcome Measure(s):  
IT 6.2.c   Health Center Patient Satisfaction Survey 

Stretch Activity (SA4) Emergency Department Improvements

Reasons/rational for selecting the outcome measure: The Care Coordination workgroup selected this outcome measure to show a correlation between primary care access and decreased ED utilization. Based on the implementation of the Care Coordination program, the workgroup expects that patients who are referred to a regular source of care, i.e. a PCP or medical home, and who receive assistance in accessing care management, health education, and social services support will result in a decrease in patients inappropriately utilizing the ED for primary care. 

IT 6.2c.  Health Center Patient Satisfaction Survey and Stretch Activity (SA4) Emergency Department Improvements*.   The goal of the program is to provide access to safe and effective primary care services for frequent ED utilizers at high risk of disconnect from institutionalized health care.  The Health Center Patient Satisfaction survey addresses barriers to access and the provision of care.  Use of the tool will standardize a process of data collection throughout the community.  This will allow for benchmarking, and feedback as to client satisfaction with ambulatory care, to include access to services, thereby reducing costly emergency care in our community.   The data can be used to develop community quality improvement projects, individually and collectively, to improve patient access and outcomes. This survey will be coupled with Stretch Activity 4, which is a true ED diversion measure.  This metric focuses on improving and facilitating appropriate utilization of Emergency Department Services.  A report in DY5 will address program aims, participation, changes implemented, and quantitative assessment of impact on service delivery and patient outcomes.

Relationship to other Projects: RHP 17 has two other planned patient navigation projects. The Montgomery County Public Health District is implementing a patient navigation program that is targeting uninsured residents of the City of Conroe which is located in Montgomery County, (Project #311035501.2.1).  The St. Joseph Regional Health Center is partnering with The Prenatal Clinic to develop a prenatal patient navigator program for uninsured pregnant women in Brazos County, (Project # 127267603.2.1).  St. Joseph anticipates transitioning these women to this Care Coordination program upon discharge from the hospital for assistance in accessing post-natal primary care for the women and their infants.

Relationship to Others Performing Providers and Plan for Learning Collaborative: As mentioned, this project ties into two other patient navigation programs.  It also relates to other providers’ efforts to get appropriate preventive care, primary care, and behavioral health care to residents to reduce inappropriate utilization of services.

TAMP will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).

Project Valuation:  Using the regional approach to valuation, the Care Coordination workgroup first determined both the start-up costs and ongoing operational costs of delivering services on-site at each ED, the expenses related to the employment of the Care Coordination administrative staff to support the program, and the costs associated with data management.  Then the workgroup estimated cost-savings based on the decreased inappropriate use of the ED. Finally, the workgroup considered the IGT available for the project, and scaled the project accordingly—determining to start initially limiting the service area to Brazos County.  The total value for the Category 2 project is $4,462,332.
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  Unique Project ID: 198523601.2.4

Project Option: 2.10.1

Pass: Pass 1

Provider Name/TPI: Texas A&M Physicians/198523601

Provider Information: Texas A&M Physicians (TAMP) is a physician group associated with the Texas A&M Health Science Center and is located in the twin cities of Bryan/College Station in Brazos County, with the county being a 585.45 square mile area with a 2010 population of 194,851. TAMP has providers in several specialties, who have privileges in multiple hospitals throughout the seven-county Brazos Valley area. In addition, TAMP operate a separate primary care clinic in affiliation with the Texas A&M Family Practice Residency and help staff the local free clinic in Bryan. Additionally, a wide array of specialties and expertise are available through the numerous physicians, faculty and staff of the Texas A&M College of Medicine and the School of Rural Public Health, who work hand-in-hand with TAMP. Overall, TAMP serves patients throughout the Brazos Valley, an area of approximately 5,030.79 square miles and a population that totals approximately 319,408.

Intervention: Develop and implement a home-based palliative care program for patients with chronic conditions who are not “sick” enough to qualify for hospice because they have longer than six months to live. These patients have end-stage chronic conditions and no access to comfort care. This program is an effort to improve quality of life through pain and symptom management, improving activities of daily living and bridging care to hospice.

Need for the Project: Many experts have suggested that palliative and hospice care could be more widely embraced by those who suffer from chronic illness that is not yet terminal, but clearly life-limiting and with no expectation that patients can be cured. With palliative care in the homes for end-stage chronic disease patients, patients can get the supportive services they need without seeking unnecessary treatment in emergency rooms and other inappropriate and costly settings for management of their chronic conditions.

Target Population: The target populations are chronically ill patients with end-stage disease, who are not yet terminal (less than 6 months to live), and have limited access to healthcare. We anticipate 30% of the population being Medicaid, indigent and/or uninsured.

Category 1 or 2 expected Patient Benefits: The project seeks to provide care for 250 patients in DY3, 265 patients in DY4 and 280 patients in DY5. Patient benefits will include pain/symptom management and improvement in quality of life as demonstrated in improved ADL scores.

Category 3 Outcome(s): The following Category 3 measure has been approved in 2014 to describe improvements to the delivery system and/or patient population: IT-10.1.d (McGill Quality of Life (MQOL) Index).

Title of Project:  Home-Based Palliative Care

RHP Project Identification Number: 198523601.2.4

Project Option: 2.10.1

Performing Provider Name/TPI #:   Texas A&M Physicians/ 198523601

Project Description: The goal of this project is to partner with Hospice Brazos Valley to develop a program that delivers palliative care in the home to patients with end-stage, non-terminal disease. The home setting may include assisted living facilities or nursing homes.

A palliative care team consisting of a palliative care physician, RN, social worker, and chaplain will address the medical, psycho-social and spiritual needs of each patient, focusing on the management and control of symptoms. Working with the patient’s attending physician, the palliative care team will assess patient needs and coordinate care through the development of a plan of care to treat the patient at home, improve quality of life, and address acute symptom crises without re-admitting the patient to the hospital whenever medically appropriate. Regular visits, as called for in the plan of care, will be made to the patient in his/her home by members of the palliative care team. 
Relationship to Regional Goals: This project helps support and meets the regional goals of expanding the availability and access to timely, high quality primary, specialty and behavioral health care for residents, including those with multiple needs, and is also believed to help minimize and reduce costs through appropriate use of services for this targeted population.

Challenges: Anticipated challenges include the development of a referral network of physicians to assist patients to access the program, the development of assessment guidelines and tools

by diagnosis to determine who qualifies for care. The rural nature of the area to be served by this program will also pose a significant challenge.

This project is designed to provide care for patients who are not “sick” enough to qualify for hospice care and who have no access to comfort care because palliative care programs do not exist in the communities where they live, or because they have difficulty getting to palliative care clinics that may exist in nearby communities. Specifically this program is designed for patients with end-stage diagnoses but do not qualify for hospice care because they have longer than 6 months to live. Fully developed, this program will provide comfort care to patients with end-stage disease until they qualify for hospice care. To measure the effectiveness of this program, patients will be assessed for pain upon admission and a specific plan of care will be developed to assist in managing pain. In addition, the ability of how well each patient can accomplish their daily living activities (ADLs) will be measured. It is assumed that helping patients better manage their pain and other symptoms will help them improve their ADLs, improving quality of life.

Five-year Expected Outcomes: The 5-year expected outcome is increased utilization of palliative care by patients in the targeted service area. The provider expects to improve quality of life outcomes and promote the utilization of the program within the community.

Starting Point/Baseline: The base line for this project is the development of an operational plan to deliver palliative to patients in their homes. Components of the plan include: 1) a process to determine or assess patient eligibility, which initially could focus on those patients who are not eligible for hospice but need comfort care; 2) the development of a referral network including physicians, hospitals, nursing homes, assisted living facilities and home health agencies that can provide access to potential patients; and 3) the development of treatment protocols to address a variety of diagnoses. It is anticipated that the first year of the project will serve as the baseline for the project.

Rationale: This project option was chosen because currently palliative care for end-stage, non- terminal patients is delivered primarily in hospitals or palliative care clinics. This project seeks to provide another much need option, palliative care in the homes of patients. While end-of-life care was once associated almost exclusively with terminal cancer, today people receive end of life care for a number of diagnoses, such as end-state congestive heart failure, COPD, and dementia. The purpose of such care is to provide support for patients, helping them manage pain and other symptoms. Equally important is helping such patients achieve the best quality of life possible by assisting with the burden of decision-making, addressing spiritual needs, providing support for primary caregivers and other family members, and helping patients achieve goals that enrich the life experience that is too often diminished by the burden of chronic illness. Without such support, patients often experience anxiety which compels them to seek treatment in hospital emergency rooms. Treatment for chronic, end-stage illness in the emergency room often leads to unnecessary medical treatment that negatively complicates the lives patients and families and increases their burdens.

Some experts have suggested that palliative and hospice care could be more widely embraced not only by terminally ill patients, but also but those who suffer from chronic illness that is not yet terminal, but clearly life limiting and with no expectation that the patients can be cured. Many patients fail to receive palliative or hospice care because of overly rigid quality standards and poorly aligned reimbursement incentives that discourage appropriate end-of-life care and foster incentives to provided inappropriate restorative care and technologically intensive treatments. This project is a new, innovative initiative to make palliative and hospice care more widely available and to assist hospitals, nursing homes, and home health agencies provide better access to palliative care for their patients.

Core project components include a) the development of a business case for palliative care and conduct planning activities necessary as a precursor to implementing a home palliative care program, b) transitioning palliative care patients from acute hospital care into home care, hospice or skilled nursing facility, c) implementing a patient/family survey regarding quality of care, pain and symptom management, and degree of patient/family centeredness in care and improve scores over time, and d) conducting quality improvement for the project.

Currently end-stage patients who are not appropriate for hospice care have no way of receiving palliative care in their homes. In addition, reimbursement for palliative care is not provided by Medicare, Medicaid or most private insurance providers. The core project components provide an innovative way to correct both these realities. Project dollars will help pay for much needed end-stage palliative treatment in the home that is totally absent in today’s healthcare system.

Unique Community Need Identification Number this Project addresses:
· CN.1.10 Limited access to chronic disease management programs and services

· CN.4.7 Limited access to coordinated clinical and supportive care services for Brazos Valley residents with end-stage chronic conditions.

This project represents a new initiative as no program to provide these types of palliative care services exists in our region. Additionally, there is a significantly recognized need throughout the state for programs such as this one.

Related Category 3 Outcome Measure(s):
OD-10 Quality of Life/Functional Status

IT-10.1.d McGill Quality of Life (MQOL) Index

Numerator: Sum of “MQOL Total Score” from all MQOL questionnaires completed during the measurement period.

Denominator: The total number of MQOL questionnaires completed during the measurement period. 
The associated Category 2 project is specifically designed for those patients who have end-stage conditions that have reached the maximum treatment potential but do not qualify for traditional hospice care. The nature of their condition is terminal but without the often estimable window of life that comes with more “traditional” palliative care conditions. These patients may have trouble getting the assistance they need to carry out daily functions and maintain a reasonable quality of life while living with their condition(s). From all of the allowable tools, the McGill QOL tool most effectively measures quality of life indicators for the patient population served in this project.  Palliative care patients will have life-limiting illnesses and therefore will not necessarily see improvement in their physical or health-related living activities or capabilities.  The McGill tool adapts well to the palliative care patient and better measures the patient's well-being and challenges faced at end of life.

Relationship to other Projects, other Providers’ Projects and Plan for Learning Collaborative: Texas A&M Physicians are implementing other projects all with the focus of improving access and coordination of care to underserved, uninsured, underinsured and indigent patients throughout RHP 17, including a rural fellowship (198523601.1.2), expanding access in the local free community clinic (198523601.1.1), evidence-based wellness programs (1985236.2.2) and creation of a multi-collaborative post-discharge care coordination program (1985236.2.3). The palliative care project proposed here can benefit from referrals through these other programs, as well as help support these other programs by providing a unique and often-overlooked service to the patients being served and needing improved specialty care. The same is true of other RHP 17 programs related to improved access to patients with chronic disease management (Pending.2.1 and 189791001.2.1), who may have end-stage conditions, as this program takes root/expands and can serve those patients or serve as a model for other hospice agencies within the region.

Texas A&M Physicians will participate in an RHP 17 learning collaborative that meets semi- annually  to  discuss  local  disparities  in  care  and  the  ways they  have successfully  gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity  to  discuss  any  regional  issues,  challenges,  or  accomplishments  in  the  previous  six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115- waiver/rhp17.html).
Project Valuation: The project valuation was determined by considering several factors including cost to implement the program, benefits to the community in providing improve health care to residents and the potential costs saving/avoidance that could be associated with that. Factors that can be considered in the potential value this project holds include the need for  a  0.5  FTE  palliative care  team that  will  include  a  physician,  nurse,  social  worker, and chaplain. (Total team cost for 1.0 FTE = $340,000.)  The true monetary value of the team lies in cost savings or avoidance from the prevention of costly end-of-life hospitalization.  Researchers at Duke University found that palliative care at the end-of-life reduced Medicare costs by an average of $2300 per patient. With a goal of serving 250 patients, this project would result in an estimated direct cost savings of $575,000 per year.  Further tangible value will be documented via QOL surveys measuring enhanced quality of life for patients and family members. Continuation of this program thereby represents the ability to assign a very large value to the project; however, the availability of local funds to support the program were also considered and used to appropriately balance out the overall valuation and scale the program accordingly.
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Unique Project ID: 081844501.2.1 

Project Option: 2.15.1
Pass: Pass 2

Provider Name/TPI: Tri-County Services/081844501
Provider Information: Tri-County Services is a community mental health center headquartered in Conroe, with offices and service centers throughout a three-county area in RHP 17 and RHP 2. The RHP 17 service area covers the 1,046.74 sq. mi. of Montgomery County, which had a 2010 population of 455,761, and the 784.17 sq. mi. of Walker County, with 2010 population of 67,861. Tri-County Services offers a comprehensive array of services and support provided to over 7000 individuals with mental illness and 850 persons with intellectual and developmental disabilities on an annual basis; an average of 3000 persons are in service at any one time.

Intervention: Develop/implement a program for integrated primary care & behavioral health care services, with included mobile clinic component, to improve care/access to needed primary health care for individuals receiving behavioral treatment services from Tri-County Services in Montgomery and Walker Counties. 

Need for the Project: There is a strong correlation between individuals who have chronic mental illness and serious medical conditions. Many of these individuals with chronic mental illness do not seek appropriate medical care for their serious medical conditions and are often hindered in their ability to sustain their mental health because of physical health disorders. Barriers that prevent individuals with chronic mental illness from seeking treatment include the inability to find a PCP, inability to find appropriate transportation to appointments, and inability to afford to see a doctor if uninsured. The CDC (2010) estimated that 40% of the entire U.S. population has one or more chronic medical conditions and almost 1 in 4 adults (46 million) have a disability.  Disabled persons are about twice as likely as those with no disability to skip or delay medical care, and delayed treatment of medical care leads to poor outcomes. The HHS Work Group on Multiple Chronic Conditions (2009) reported that 25% of Medicare beneficiaries, who currently have five or more chronic conditions, see 14 different physicians on average each year, make 37 office visits, and have 50 prescriptions filled.  “Persons with at least $5,000 in annual Medicaid expenditures represent 15% of the Medicaid beneficiary population, but account for 75% of the expenditures.  Among the top 1% of the most expensive Medicaid beneficiaries, approximately 83% have three or more chronic conditions and more than 60% have five or more chronic conditions.” 
Target Population: Persons with psychiatric disorders who also have co-morbid medical conditions. Most persons served by this program will be individuals who are currently in services at Tri-County, but do not receive adequate medical care. Based on our experience as a provider, it is likely that 80% or more will be indigent or Medicaid recipients. However, changes associated with the Patient Protection and Affordable Care Act may result in persons being served with newly acquired health insurance or Medicaid. 

Category 1 or 2 expected Patient Benefits: By integrating primary care with Tri-County’s behavioral services, 1,250 appointments per year will be available for individuals with behavioral health issues to outpatient physical health care and appropriate associated referrals by the end of DY5.  Our goal is to provide primary care services to 25 persons in DY3, 175 in DY4 and 225 in DY5 for a cumulative total of 425 individuals. 

Category 3 Outcome(s): 

The following Category 3 measure has been approved in 2014 to describe improvements to the patient population: IT-1.7 (Controlling High Blood Pressure). 

· IT-1.7  (Controlling High Blood Pressure): This survey will track the percentage of patients 18 to 85 years of age, receiving primary care services in the integrated program, who had a diagnosis of hypertension (HTN) and whose blood pressure (BP) was adequately controlled (<140/90) during the measurement year.
Target setting for this measurement is QISMC (Quality Improvement System for Managed Care) with established national benchmarks. Our goal in DY4 and DY 5 is to achieve 10% and 20% respectively over baseline per prescribed calculation method set by HHSC.

Project Narrative
Title: Integrated Primary and Behavioral Health Care Services with included Mobile Clinic Component

RHP Project ID Number:  081844501.2.1 (Pass 2)

Project Option: 2.15.1
RHP Performing Provider/TPI:  Tri-County Services/081844501

Project Description: Tri-County Services proposes to integrate primary care with the behavioral health care services in order to improve care and access to needed health services for the individuals we serve in Montgomery and Walker Counties.  

Tri-County will co-locate primary care clinics in its existing buildings to facilitate coordination of healthcare visits and communication of information among healthcare providers.  In addition, a mobile clinic will be purchased and equipped to provide physical and behavioral health services for our individuals in locations other than existing Tri-County clinics.  The mobile clinic could also be used to provide physical and behavioral health services during disasters such as hurricanes, wild fires and floods.  Individuals will receive proactive, ongoing care that keeps them healthy and empowers them to self-manage their conditions in order to avoid their health worsening and needing ED or inpatient care.  

By integrating primary care with Tri-County’s behavioral services, 1,250 appointments per year will be available for individuals with behavioral health issues to outpatient physical health care and appropriate associated referrals by the end of demonstration year 5.  Addressing the physical health needs of individuals will result in improved quality of life for these individuals as well as reducing emergency room visits and hospitalizations for more severe illnesses and diseases that occur when physical health is neglected.

There is a strong correlation between individuals who have chronic mental illness and serious medical conditions.  Many of these individuals with chronic mental illness do not seek appropriate medical care for their serious medical conditions and these individuals are often hindered in their ability to sustain their mental health because of physical health disorders.  There are a series of barriers that prevent individuals with chronic mental illness from seeking treatment including the inability to find a primary care physician, the inability to find appropriate transportation to doctor appointments and inability to afford to see a doctor if they do not have health insurance.  This project design attempts to provide answers for these individuals, so that their overall quality of life and functional status can be improved and so more expensive treatments can be avoided. 

Project Goal: The goal of this project is to provide medical care to persons who are receiving behavioral health care services at Tri-County who are otherwise unable to receive these services in Montgomery or Walker Counties. 

This project meets the following Regional Goals:

· Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs. 

Challenges: Although Tri-County currently provides basic care such as labs and screenings for drugs, pregnancy, glucose and lipid profiles, we have not expanded other physical health care services due to funding limitations.  Hiring or contracting for primary care providers have been challenging for other organizations and will likely be challenging for Tri-County as well.  Tri-County will utilize our current physicians to help us recruit a primary care practitioner and will use a recruiting service if necessary.

5-year Expect Outcome for Providers and Patients: Tri-County will make medical services available to individuals with severe and persistent mental illness by the end of DY 5 as evidenced by the number of appointments available, number of persons seen and number of unique persons served by the program.  This program will meet a critical need for individuals who are generally not served by medical providers but who have a high incidence of co-morbid medical conditions.  By the end of demonstration year 5, 1,250 integrated healthcare visits will be available for individuals who are receiving behavioral healthcare services. In order to achieve this, our goal is to provide primary care services to 25 persons in DY3, 175 in DY4 and 225 in DY5 for a cumulative total of 425 individuals. 

Starting Point/Baseline: Tri-County currently provides behavioral health services for primarily indigent or Medicaid-eligible individuals who have schizophrenia, bipolar disorder, and major depression diagnoses.   We have space in our existing facilities to co-locate primary care providers.   A need has been identified to provide primary care for our individuals in the same location that they receive behavioral health services.  Scheduling, billing, and electronic health records systems are already in place for our individuals and could be adapted for integration with primary care services. Tri-County is not providing medical care to any of the individuals which receive psychiatric services from us currently. 

Rationale: The CDC (2010) estimated that forty percent of the entire United States population has one or more chronic medical conditions and almost one in four adults (46 million) have a disability.  Disabled persons are about twice as likely as those with no disability to skip or delay medical care, and delayed treatment of medical care leads to poor outcomes.  The HHS Work Group on Multiple Chronic Conditions (2009) reported that twenty-five percent of Medicare beneficiaries, who currently have five or more chronic conditions, see 14 different physicians on average each year, make 37 office visits, and have 50 prescriptions filled.  “Persons with at least $5,000 in annual Medicaid expenditures represent 15% of the Medicaid beneficiary population, but account for 75% of the expenditures.  Among the top one percent of the most expensive Medicaid beneficiaries, approximately 83% have three or more chronic conditions and more than 60% have five or more chronic conditions” (HHS Work Group on MCC, 2009).

According to the California Institute for Mental Health (2010), “individuals with serious mental illness have a 53% greater chance of being hospitalized for diabetes that could have been managed in an outpatient setting.  Adding attention to the healthcare needs of persons served in mental health settings resulted in significantly improved access to routine preventative services.”

According to Ed Jones, Senior Vice President of the insurance company, Value Options, “people are not getting anywhere in terms of management and stabilization of chronic medical conditions until they get their mental health and substance abuse issues under control” (Albright, 2010).  In addition, it is common for persons with intellectual and developmental disabilities to have other medical conditions.  “For example, infants and children with Down syndrome, the most common cause of mild to moderate intellectual disability, are more likely to have health conditions like hearing loss, heart malformations, hypertension, digestive problems, vision disorders, leukemia, heart disease, sleep apnea, seizure disorders, and mental health problems” (HHS Work Group on MCC, 2009).  

Community Centers, like Tri-County, have been very effective in working with persons who have chronic disabilities.  Even though Community Centers do not typically provide medical services, many of the individuals they serve would likely identify their psychiatrist as their primary care provider.   Community Centers are uniquely positioned to reduce the burdens of multiple chronic conditions on health. Behavioral health individuals have a high incidence of high blood pressure, cholesterol, obesity, diabetes, and other severe illnesses that shorten their life spans by 25 years compared to the general public.  They are frequently high utilizers of hospital emergency departments because they do not have access to regular physical health care.

Tri-County has determined further that many of our Individuals with behavioral health conditions do not have access to physical health care because they are uninsured, lack funds to pay for these services and/or have difficulty finding transportation to their appointments.  Health clinics that serve indigent populations frequently do not have capacity to accept more patients and charge a fee higher than many individuals are able or willing to pay.  Some of our individuals with behavioral health conditions  have difficulty arranging transportation for multiple healthcare visits because there is virtually no public transportation in Montgomery or Walker counties, and the Medicaid transportation services available to qualified individuals is often difficult to utilize.    Co-locating primary care providers in our behavioral health facilities and coordinating healthcare appointments will increase the likelihood that our individuals will receive the physical health care they need.  In addition, mobile services make it possible to provide this integrated care in the community at locations which are far easier to access by those we serve. 

The target population for this project is persons with psychiatric disorders who also have co-morbid medical conditions.  Most of the persons served by this program will be individuals who are currently in services at Tri-County, but who do not receive adequate medical care.   Based on our experience as a provider, it is likely that 80% or more of these individuals will be indigent or Medicaid recipients.  However, the changes associated with the Patient Protection and Affordable Care Act may result in persons being served with newly acquired health insurance or Medicaid.  Regardless of changes in health insurance coverage however, individuals served will probably not have many options for medical care in Montgomery and Walker Counties without this program due to the shortage of providers in these counties.

Project Components:

This project will focus on providing improved access to the needed care for those with multiple health needs with on-site collaborative primary and behavioral health services (2.15.1) by:

a) Identifying a site for integrated care projects, which would have the potential to benefit a significant number of patients within Tri-County Services. 

b) Developing provider agreements whereby co‐scheduling and information sharing between physical health and behavioral health providers could be facilitated.

c) Establishing protocols and processes for communication, data‐sharing, and referral between behavioral and physical health providers within Tri-County Services.

d) Recruiting the necessary primary care providers to provide services in the specified locations.

e) Training Center physical and behavioral health providers in protocols, effective communication and team approach. Build a shared culture of treatment to include specific protocols and methods of information sharing that include:

· Consultative meetings between physical health and behavioral health practitioners as determined by them;

· Case conferences on an individualized as‐needed basis to discuss individuals served by both types of practitioners; and/or

· Shared treatment plans co‐developed by both physical health and behavioral health practitioners.

f) Acquiring data reporting, communication and collection tools (equipment) to be used in the integrated setting, which may include an electronic health record.

g) Explore the need for and develop any necessary legal agreements that may be needed in a collaborative practice.

h) Arrange for utilities and building services for these settings.

i) Develop and implement data collection and reporting mechanisms and standards to track the utilization of integrated services as well as the health care outcomes of individual treated in a collaborative service setting model.

j) Conduct quality improvement for project using methods such as rapid cycle improvement. 

For demonstration year 2, the process milestone is to conduct a needs assessment to identify interventions and best practices which will be utilized while integrating Primary and Behavioral Health Care Services. 

For demonstration year 3, the process milestones are to analyze and establish a mechanism for sharing electronic records between our psychiatric providers and our medical providers (first 6 months) and to hire or contract with appropriate medical providers to provide services in the integrated care environments (by demonstration yearend). Prior to DY 3, the baseline number served by the program is zero.
In demonstration years 4-5, we will have process milestone to evaluate and continuously improve our integration activities biannually, and the improvement milestones will be the number of primary care appointments available.  By the end of demonstration year 5, 1,250 integrated healthcare visits will be available for individuals who are receiving behavioral healthcare services. 

Ongoing quality improvement assessments will be done to provide feedback for impact and improvements. Continuous Quality Improvement activities will include evaluations of services provided, effectiveness of services provided and impact of services on use of the current service system.   We will seek to make incremental improvements in the performance of the program throughout the project award. 

Unique community need identification numbers the project addresses: CN.3.8 – Lack of coordinated behavioral and physical health care for medically indigent behavioral health patients with co-morbidities in Montgomery and Walker Counties.

Related Category 3 Outcome Measure:  The following Category 3 measure has been approved in 2014 to describe improvements to the patient population: IT-1.7 (Controlling High Blood Pressure). 

· IT-1.7  (Controlling High Blood Pressure): This survey will track the percentage of patients 18 to 85 years of age, receiving primary care services in the integrated program, who had a diagnosis of hypertension (HTN) and whose blood pressure (BP) was adequately controlled (<140/90) during the measurement year. 
· The denominator represents patients 18 to 85 years of age by the end of the measurement year who had at least one outpatient encounter with a diagnosis of hypertension (HTN) during the first six months of the measurement year. 
· The numerator refers to the number of patients in the denominator whose most recent BP is adequately controlled during the measurement year. For a patient’s BP to be controlled, both the systolic and diastolic BP must be <140/90 (adequate control). 
Target setting for this measurement is QISMC (Quality Improvement System for Managed Care) with established national benchmarks. Our goal in DY4 and DY 5 is to achieve 10% and 20% respectively over baseline per prescribed calculation method set by HHSC.
Reasons/rationale for selecting the outcome measure:  Increased morbidity and mortality associated with Serious Mental Illness (SMI) result in high rates of premature death.  This trend has accelerated in recent decades.  People with serious mental illnesses often experience high blood pressure and elevated levels of stress hormones and adrenaline which increase the heart rate. Antipsychotic medication has also been linked with the development of an abnormal heart rhythm. People with serious mental illnesses also experience higher rates of many other risk factors for heart disease, such as poor nutrition, lack of access to preventive health screenings, and obesity. Many of these individuals with SMI do not seek appropriate medical care for their serious medical conditions and are often hindered in their ability to sustain their mental health because of physical health disorders. Tracking persons diagnosed with HTN through our primary health care program helps to ensure clients with SMI are receiving preventive health care and assistance in managing co-existing chronic physical conditions.
Relationship to Others Projects and Measures: This project relates to Tri-County’s project to provide specialty behavioral health care #081844501.1.3 because individuals served in this expanded treatment program could potentially receive primary care through this project as well. In addition, the Intensive Evaluation and Diversion program, # 081844501.1.1, and Intellectual and Developmental Disability Assertive Community Treatment program, #081844501.1.2, will both likely generate referrals for this program after crises are resolved by the respective intervention. 

Relationship to Others Performing Providers' Projects and Measures: RHP 17 has one other planned integrated primary and behavioral health care services project, (#136366507.2.3), which is being proposed by the Mental Health Mental Retardation Authority of the Brazos Valley (MHMRABV).  This project will be implemented at MHMRABV’s Brazos County location and will focus specifically on their client’s management of high blood pressure.

Tri-County will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).

Project Valuation: Tri-County considered several factors in valuing this project including reductions in costs associated with emergency room visits and hospitalizations for diseases and illnesses.  Improving the physical health of individuals with behavioral health conditions should reduce the number of ED visits and the occurrences of hospitalizations.
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Category 3: Quality Improvements

All Category 1 and 2 main DSRIP projects were required to select an accompanying Category 3 outcome measure that providers felt would show improvement on population health outcomes, across a broader population than the project’s identified target population, as a result of successful implementation of the main project’s services and intervention. 

RHP Plans no longer contain separate Category 3 narratives or milestone tables. All associated Category 3 measures for RHP 17 DSRIP projects are documented on the Section V Category 1 and 2 summary listings in the RHP 17 Plan. All main Category 1 and 2 project narratives have been updated to reflect current outcome measures for each project and the rationale for selecting the chosen measure(s). 

To view a summary of Category 3 Outcome Selections for all projects in RHP 17 and across the state, please visit the HHSC RHP Plan website. 

Brief Overview of Category 3 Process and Revised Improvement Methodology

Because of the challenges associated with non-hospital providers being able to find relevant outcomes in the original 2012 planning protocol, Category 3 underwent an extensive review and overhaul by HHSC and CMS that was introduced to providers in early 2014. As a result of the revised Category 3 menu and the change in the methodology for calculating and measuring improvement of Category 3 outcomes, all providers across the state were required to review the original selections from 2012, with most selecting new or slightly modified Category 3 outcome measures. 

Providers were required to select a measure believed to be clinical or strong enough to be designated as a standalone measure. For those providers, who could not find a suitable standalone measure, they had the option of selecting three non-standalone measures instead or could opt for a combination of the two types if desired. Measures were also designated as Pay-for-Reporting (P4R) or Pay-for-Performance (P4P), with the recommendation that Providers should seek to find P4P measures when possible. Those opting for P4R measures had to add an additional component related to population-focused priority measures from a proscribed list set forth by HHSC or they had to add a stretch activity for completion in DY5. Providers tracking P4P measures will strive to demonstrate a 10% and then 20% improvement in closing the gap between their baseline and the high-performance level of a measure with established state and/or national benchmarks. Otherwise, for P4P measures with no established benchmarks, Providers will attempt to achieve a straight 5% and then 10% improvement over their internal baseline in DY4 and DY5, respectively. 

For more information on the new Category 3 framework, the full measure list for selection, and detailed information on specifications for each measure as outlined in the Compendium of Category 3 measures, please visit the “Category 3” section of the HHSC Waiver Tools and Guidelines page. 

Category 4: Population-Focused Improvements (Hospitals Only)

RHP 17 Category 4 Projects 
1) Baylor Scott & White Hospital – Brenham

2) CHI St. Luke’s The Woodlands Hospital 

3) College Station Medical Center

4) Conroe Regional Medical Center

5) Huntsville Memorial Hospital

6) St. Joseph Regional Health Center

Performing Provider Name: Baylor Scott & White Hospital - Brenham

Performing Provider TPI #: 135226205

Domain Descriptions:   We are opting out of reporting for the optional Domain 6 and will report as required on Domains 1 through 5. Our Category 1, 2 and 3 projects may impact Domain 1 and Domain 2 metrics. It is unlikely to impact Domain 3, 4 or 5 because all are related to ED and hospital processes not targeted by this project. Each is described in more detail below:
· DOMAIN 1:  POTENTIALLY PREVENTABLE ADMISSIONS (8 MEASURES)

· CHF admission rate

· Diabetes admission rate

· Behavioral Health & Substance Abuse admission rate

· COPD or Asthma in Adults admission rate

· Hypertension admission rate

· Pediatric Asthma

· Bacterial pneumonia immunization

· Influenza immunization 

Our Category 1 project will add primary care providers at one free clinic and our Category 2 project will employ continuous quality improvement. Category 1 and 2 projects aimed at impacting our Category 3 project milestones of reducing avoidable ED utilization and reducing potentially preventable admissions for the identified target group of adults. Domain 1 of Category 4 will include all potentially preventable admissions at the hospital, a subset of which are expected to be reduced by our other projects. Potentially preventable admissions are sensitive to ambulatory care access and quality. By improving access to primary care services for persons with financial limitations and addressing unnecessary utilization of services through quality improvement efforts, we expect to reduce exacerbations of chronic conditions and increase immunization rates in ways that prevent Domain 1 hospitalizations in this group.

· DOMAIN 2:  POTENTIALLY PREVENTABLE READMISSIONS – 30 DAYS (7 MEASURES)

· CHF 30-day readmissions 

· Diabetes 30-day readmissions

· Behavioral Health & Substance Abuse 30-day readmissions 

· COPD 30-day readmissions 

· Stroke 30-day readmissions 

· Pediatric Asthma 30-day readmissions 

· All-cause 30-day readmissions 

By adding capacity in one free clinic (Category 1 project) and addressing rapid cycle process improvements to reduce barriers to appropriate care (Category 2 project), we may impact potentially preventable readmissions through the same mechanisms that will impact potentially preventable admissions. In addition, the added capacity can be used to encourage timely follow-up following hospital discharge to address ongoing symptoms, potential complications, medication discrepancies and adherence, and other challenges that often lead to preventable readmissions.

· DOMAIN 3:  POTENTIALLY PREVENTABLE COMPLICATIONS (64 MEASURES)

· See Category 4 of the RHP Planning Protocol for all 64 measures

Our Category 1, 2 and 3 projects are unlikely to directly impact potentially preventable complications in the hospital setting because all are focused on preventing admission to the hospital when avoidable.

· DOMAIN 4:  PATIENT-CENTERED HEALTHCARE (2 MEASURES)

· Patient Satisfaction

· Medication Management 

Domain 4 measured are tied to hospital processes, which will not be changed in our Category 1, 2, or 3 projects.

· DOMAIN 5:  EMERGENCY DEPARTMENT (1 MEASURE)

· Admit decision time to ED departure time for admitted patients 

Domain 5 is tied to ED processes that will not be impacted by our Category 1, 2, or 3 projects.

Domain Valuation:  Domains were valued equally in each Demonstration Year, as required. In each year, Category 4 reporting was valued at the minimum required (i.e., 5% of total project value in DY2, 10% DY3, DY4, DY5) because a) the minimum percentages will provide sufficient resources to gather and report required data, and b) valuing reporting requirements at a minimum leaves the maximum percent of total project value available to run the Category 1 program and meet our Category 3 metrics. 
Performing Provider Name: CHI St. Luke’s – The Woodlands Hospital (SLWH)
Performing Provider TPI #: 160630301
We opted out of reporting for the optional Domain 6 and will report as required on Domains 1 through 5. 
DOMAIN 1:  POTENTIALLY PREVENTABLE ADMISSIONS (8 MEASURES)

· Description Improving primary care access through the addition of providers, clinic hours or space will reduce ED utilization and potentially preventable admissions for the identified target group. Most measures require the number of residents age 18 or older living in the RHP counties to determine the denominator. This data would be provided by the state. Behavioral health and substance abuse admission rate would not be measurable since our facility does not provide psychiatric or substance abuse services. 

· Valuation - $164,619
· Rationale/Justification Many admissions can be prevented by receiving timely and appropriate primary care. The value SLWH placed on this domain is based upon the value the hospital attributes to understanding the causes of and health/financial impacts of potentially preventable admissions. Understanding our starting point and tracking our improvement is essential to making progress.

DOMAIN 2:  POTENTIALLY PREVENTABLE READMISSIONS – 30 DAYS (7 MEASURES)

· Description By adding primary care capacity, we expect to impact potentially preventable readmissions by encouraging timely follow-up following hospital discharge to address ongoing symptoms, potential complications, medication discrepancies and adherence, and other challenges that often lead to preventable readmissions. We will be able to report data for all areas in this domain with the exception of behavioral health and substance abuse admission 30-day readmission rate. Since we do not provide psychiatric or substance abuse services, we would not be able to report this data. 

· Valuation – $164,619
· Rationale/Justification With proper follow up care with a primary care physician, readmissions should be significantly impacted. The value SLWH placed on this domain is based upon the value the hospital attributes to understanding the causes of and health/financial impacts of potentially preventable readmissions. Understanding our starting point and tracking our improvement is essential to making progress.

DOMAIN 3:  POTENTIALLY PREVENTABLE COMPLICATIONS (64 MEASURES)

· Description We will be able to report data for all areas in this domain; however, we do not expect the project to impact this domain directly. 

· Valuation - $113,694
· Rationale/Justification The value SLWH placed on this domain is based upon the value the hospital attributes to understanding the causes of and health/financial impacts of potentially preventable complications. Understanding our starting point and tracking our improvement is essential to making progress.

DOMAIN 4:  PATIENT-CENTERED HEALTHCARE (2 MEASURES)

· Description We expect patient satisfaction in the Emergency Department to improve with the implementation of this project. With greater primary care capacity and reduced ED utilization, we expect wait times to improve which will impact our patient satisfaction. We will be able to report data for all areas in this domain.

· Valuation - $164,619
· Rationale/Justification The value SLWH placed on this domain is based upon the value the hospital attributes to understanding how well it is serving its patients and the health/financial impacts of patient satisfaction in improving self-management, patient follow up, and perceived quality of life and care. Understanding our starting point and tracking our improvement is essential to making progress.

DOMAIN 5:  EMERGENCY DEPARTMENT (1 MEASURE)

· Description Improving access to primary care will reduce ED utilization for low levels of care. We will be able to report data for all areas in this domain.

· Valuation - $164,619
· Rationale/Justification The value SLWH placed on this domain is based upon the value the hospital attributes to understanding how well SLWH’s emergency department is functioning and how efficiently patients are being triaged and appropriately routed, whether that be to inpatient admission, transfer to another facility, or discharged home. Tracking performance improvement in the ED is essential to making progress. 

Performing Provider Name: College Station Medical Center

Performing Provider TPI #: 020860501
DOMAIN 1:  POTENTIALLY PREVENTABLE ADMISSIONS (8 MEASURES)

· CHF admission rate

· Diabetes admission rate

· Behavioral Health & Substance Abuse admission rate

· COPD or Asthma in Adults admission rate

· Hypertension admission rate

· Pediatric Asthma

· Bacterial pneumonia immunization

· Influenza immunization 

· Description: Category 4 Potentially Preventable Admissions measures line up with the intended outcomes of our Category 2 Patient Navigation ACP Program project. We expect our category 2 ACP Project and corresponding Category 3 Outcomes to reach low‐income, Medicaid, and uninsured individuals in addition to those individuals with targeted disease processes such as CHF, Diabetes, Behavioral health issues, COPD or asthma or Hypertension.  With education and outreach provided by the ACP, these patients should be able to manage their chronic conditions without utilizing 911 and avoid the emergency department – which could potentially result in an admission. 

College Station Medical Center utilizes an electronic medical record that will allow for the easy extraction of data on these potentially preventable admissions. We will hold regular meetings with all stakeholders from Health Information Management to Information Technology to ensure we are capturing the correct measures and reporting accurately and timely. 

· Valuation: $9,238 in each of the demonstration years, for a total of $27,714 over the three years
· Rationale/Justification: The subcontractor serves an area of nearly 700 square miles affecting over 30,000 people and can have a cost avoidance of over $1.2 million per year on the local healthcare expenses in the service area. By eliminating staffing expansion plans over the next three years ($450,000/year) and diverting healthcare expenses (EMS, ED, etc.), local funding for the program for DY2 is estimated at over $250,000 per year.  

Washington County is the IGT entity who will be providing the funding for this project. The county indicated they had $188,000 to transfer in IGT for this ACP project. We took the amount of money we expect to get back, less the FMV subcontracting fee to the EMS provider. This amount was then split evenly among each domain in category four, based on the percentages outlined by HHSC. Each of the domains are important to report on and no one domain was given more importance than another. 

DOMAIN 2:  POTENTIALLY PREVENTABLE READMISSIONS – 30 DAYS (7 MEASURES)

· CHF 30-day readmissions 

· Diabetes 30-day readmissions

· Behavioral Health & Substance Abuse 30-day readmissions 

· COPD 30-day readmissions 

· Stroke 30-day readmissions 

· Pediatric Asthma 30-day readmissions 

· All-cause 30-day readmissions 

· Description: Category 4 Potentially Preventable 30-day readmissions are also addressed by our Category 2 Patient Navigation ACP Program project. We expect our category 2 ACP project to continue education outreach to low‐income, Medicaid, and uninsured individuals, as well as those individuals with the targeted diseases as listed above. Regional goals of the ACP project include increasing the proportion of residents with a regular source of care, increasing coordination of preventative, primary, and behavioral health care for residents, including those with multiple needs, and reducing costs by minimizing inappropriate utilization of services. CSMC expects to decrease inappropriate ED utilization and improve health outcomes for those identified as frequent users of the ED and those identified with the specific disease processes mentioned above. The continuous effort of education and outreach should eliminate, or at least reduce, the number of 30-day readmissions for this target population. In addition, we are also involved in a collaborative effort with the Texas A&M Health Science Center in the outreach of the targeted population. This joint project will allow us cover patients in multiple counties, with special focus on patients in Brazos County, where College Station Medical Center is located. This collaborative project will be aimed specifically at reducing inappropriate ED usage and managing chronic care conditions with the assistance of a patient navigation team.

College Station Medical Center utilizes an electronic medical record that will allow for the easy extraction of data on these potentially preventable readmissions. We will hold regular meetings with all stakeholders from Health Information Management to Information Technology to ensure we are capturing the correct measures and reporting accurately and timely. 

· Valuation: $9,238 in each of the demonstration years, for a total of $27,714 over the three years
· Rationale/Justification: The subcontractor serves an area of nearly 700 square miles affecting over 30,000 people and can have a cost avoidance of over $1.2 million per year on the local healthcare expenses in the service area. By eliminating staffing expansion plans over the next three years ($450,000/year) and diverting healthcare expenses (EMS, ED, etc.), local funding for the program for DY2 is estimated at over $250,000 per year.  

Washington County is the IGT entity who will be providing the funding for this project. The county indicated they had $188,000 to transfer in IGT for this ACP project. We took the amount of money we expect to get back, less the FMV subcontracting fee to the EMS provider. This amount was then split evenly among each domain in category four, based on the percentages outlined by HHSC. Each of the domains are important to report on and no one domain was given more importance than another. 

DOMAIN 3:  POTENTIALLY PREVENTABLE COMPLICATIONS (64 MEASURES)

Description: Both the Category 2 Patient Navigation ACP Program project and collaborative patient navigation program with Texas A&M Health Science Center have the potential to improve many of the potentially preventable complications listed in domain 3. Education and outreach will make all the difference for many areas such as congestive heart failure, post-operative infection and deep wound disruption and other complications of medical care.  College Station Medical Center utilizes an electronic medical record that will allow for the easy extraction of data on these potentially preventable complications. We will hold regular meetings with all stakeholders from Health Information Management to Information Technology to ensure we are capturing the correct measures and reporting accurately and timely. 

· Valuation: $9,238 in each of the demonstration years, for a total of $27,714 over the three years
· Rationale/Justification: The subcontractor serves an area of nearly 700 square miles affecting over 30,000 people and can have a cost avoidance of over $1.2 million per year on the local healthcare expenses in the service area. By eliminating staffing expansion plans over the next three years ($450,000/year) and diverting healthcare expenses (EMS, ED, etc.), local funding for the program for DY2 is estimated at over $250,000 per year.  

Washington County is the IGT entity who will be providing the funding for this project. The county indicated they had $188,000 to transfer in IGT for this ACP project. We took the amount of money we expect to get back, less the FMV subcontracting fee to the EMS provider. This amount was then split evenly among each domain in category four, based on the percentages outlined by HHSC. Each of the domains are important to report on and no one domain was given more importance than another. 

DOMAIN 4:  PATIENT-CENTERED HEALTHCARE (2 MEASURES)

· Patient Satisfaction

· Medication Management

· Description: We believe HCAHPS would not be affected by our ACP program as our goal is to eliminate, or at least reduce, the number of inappropriate ED visits. College Station Medical Center currently holds weekly HCAHPS meetings with the Patient Satisfaction committee. We review our current HCAHPS standings and identify areas for improvement. These meetings will continue throughout the waiver period and the committee will be responsible for gathering the data needed in domain 4.  

· Valuation: $9,238 in each of the demonstration years, for a total of $27,714 over the three years
· Rationale/Justification: The subcontractor serves an area of nearly 700 square miles affecting over 30,000 people and can have a cost avoidance of over $1.2 million per year on the local healthcare expenses in the service area. By eliminating staffing expansion plans over the next three years ($450,000/year) and diverting healthcare expenses (EMS, ED, etc.), local funding for the program for DY2 is estimated at over $250,000 per year.  

Washington County is the IGT entity who will be providing the funding for this project. The county indicated they had $188,000 to transfer in IGT for this ACP project. We took the amount of money we expect to get back, less the FMV subcontracting fee to the EMS provider. This amount was then split evenly among each domain in category four, based on the percentages outlined by HHSC. Each of the domains are important to report on and no one domain was given more importance than another. 

DOMAIN 5:  EMERGENCY DEPARTMENT (1 MEASURE)

· Admit decision time to ED departure time for admitted patients

· Description: Our Category 2 Patient Navigation ACP Program project does not target the emergency department specifically in relation to admit decision time to ED departure time. The program is designed to eliminate, or reduce, the number of admissions and readmissions in the ED. College Station Medical Center uses an electronic medical record and holds Emergency Department patient follow meetings monthly to discuss particular cases and outliers in the way of time spent in the ED or abnormal length of stay as an inpatient. The committee currently tracks this data and it will be easy to report for category 4 in the waiver.   

· Valuation: $9,238 in each of the demonstration years, for a total of $27,714 over the three years
· Rationale/Justification:  The subcontractor serves an area of nearly 700 square miles affecting over 30,000 people and can have a cost avoidance of over $1.2 million per year on the local healthcare expenses in the service area. By eliminating staffing expansion plans over the next three years ($450,000/year) and diverting healthcare expenses (EMS, ED, etc.), local funding for the program for DY2 is estimated at over $250,000 per year.  

Washington County is the IGT entity who will be providing the funding for this project. The county indicated they had $188,000 to transfer in IGT for this ACP project. We took the amount of money we expect to get back, less the FMV subcontracting fee to the EMS provider. This amount was then split evenly among each domain in category four, based on the percentages outlined by HHSC. Each of the domains are important to report on and no one domain was given more importance than another.

Performing Provider Name: Conroe Regional Medical Center (“CRMC”)

Performing Provider TPI #: 020841501
DOMAIN 1:  POTENTIALLY PREVENTABLE ADMISSIONS (8 MEASURES)

· Description – CRMC will report on the 8 measures in this domain in an effort to gain information on and understanding of the health status of its patients with regard to potentially preventable admissions, which are often linked with poor chronic disease management and lack of access to appropriate outpatient healthcare. This domain is related to CRMC’s Cat. 1 project involving the expansion of access to specialty care services in that expanded access to specialty care services in the community should help decrease the number of potentially preventable admissions, because patients will be better able to receive earlier interventions in either trauma care or preventative care situations before complications escalate into more serious issues that would require hospital visits.  Additionally, this domain is related to CRMC’s Cat. 1 project involving the implementation of a chronic disease management registry in that the registry will enable CRMC to better track and address the health practices of patients suffering from chronic disease(s), thereby helping to improve drug compliance /management and helping to avoid preventable hospital admissions.   

· Valuation
· Rationale/Justification – The value CRMC placed on this domain is based upon the value the hospital attributes to understanding the causes of and health/financial impacts of potentially preventable admissions. The goals of the Waiver are to reduce the cost of providing care and to improve patient access and health outcomes. Understanding our starting point and tracking our improvement is essential to making progress. CRMC valued this reporting domain at $24,464 over Demonstration Years 3-5.
DOMAIN 2:  POTENTIALLY PREVENTABLE READMISSIONS – 30 DAYS (7 MEASURES)

· Description – CRMC will report on the 7 measures in this domain in an effort to gain information on and understanding of the health status of patients it has treated, discharged, and then readmitted for the same principal diagnosis. Too many patients are released from the hospital into the community with no follow-up or support, and end up back in the hospital inpatient setting soon thereafter. This domain is related to CRMC’s Cat. 1 project involving the implementation of a chronic disease management registry in that the registry will enable CRMC to identify individuals with chronic health conditions to ensure that these individuals are offered and provided care coordination services, e.g. physical health, mental health, and community social services,  to  help break the cycle of frequent potentially preventable readmissions.  
· Valuation
· Rationale/Justification - The value CRMC placed on this domain is based upon the value the hospital attributes to understanding the causes of and health/financial impacts of 30-day readmissions. Specifically, the measures are targeted towards prevalent chronic diseases and then allow for a broad measure of readmissions, which will allow the hospital to gauge the potential causes of these rates in conjunction with each other and as a whole. The goals of the Waiver are to reduce the cost of providing care and to improve patient access and health outcomes. Understanding our starting point and tracking our improvement is essential to making progress. CRMC valued this reporting domain at $24,464 over Demonstration Years 3-5.
DOMAIN 3:  POTENTIALLY PREVENTABLE COMPLICATIONS (64 MEASURES)

· Description – CRMC will report on the 64 measures in this domain in an effort to understand the most prevalent causes of PPCs and to use the information to make institutional reforms toward reducing the rates. Hospitals suffer from shortages of space, staffing, equipment, and protocols for preventing complications like the measures in this domain, and CRMC is dedicated to assuring that it takes all possible steps to improve its provision of healthcare where indicated. This domain is related to CRMC’s Cat. 1 project involving the expansion of specialty trauma care capacity in that having increased access to trauma care physicians will enhance the trauma care providers’ ability to be attentive to the needs of each individual patient and reduce the likelihood of potentially preventable complications that could arise due to staff shortages at the trauma care facilities.
· Valuation
· Rationale/Justification - The value CRMC placed on this domain is based upon the value the hospital attributes to understanding the causes of and health/financial impacts of potentially preventable complications. Reporting on this domain will require the hospital to evaluate its own performance, and will allow for institutional change that will be invaluable for the hospital’s patients and the hospital’s operating costs. The goals of the Waiver are to reduce the cost of providing care and to improve patient access and health outcomes. Understanding our starting point and tracking our improvement is essential to making progress. CRMC valued this reporting domain at $17,063 over Demonstration Years 3-5.
DOMAIN 4:  PATIENT-CENTERED HEALTHCARE (2 MEASURES)

· Description – CRMC will report on Patient Satisfaction and Medication Management for this domain in an effort to gauge how well the hospital is serving its patients. How a patient perceives his/her care often affects that patient’s willingness to engage in follow-up, self-management, and honest interactions with practitioners. In turn, patients may experience negative health outcomes and be even more unsatisfied. CRMC is committed to preventing this from happening. Additionally, medication management is a primary function that the hospital’s providers need to engage in with patients to avoid readmissions, complications, and to promote improved health outcomes outside of the hospital setting. This domain is related to CRMC’s Cat. 1 project involving the expansion of specialty care capacity in that patient satisfaction is directly linked with patients having regular and easy access to specialty care. CRMC, like most Level III trauma centers does not have consistent specialty coverage for certain types of less severe trauma. This results in higher costs for travel, increased inconvenience, loss of family support mechanisms--all of which distract from patient satisfaction.  Additionally, this domain is related to CRMC’s Cat. 1 project involving the implementation of a chronic disease management registry in that the registry will enable CRMC to better track and address the health practices of patients suffering from chronic disease(s), thereby helping to improve drug compliance /management and improving the patients’ ability to manage their own healthcare post-discharge.   

· Valuation
· Rationale/Justification - The value CRMC placed on this domain is based upon the value the hospital attributes to understanding how patients perceive the care they receive from CRMC and how well CRMC performs its function of promoting medication management. CRMC is committed to improving patient outcomes, and therefore places a high value on these measures. The goals of the Waiver are to reduce the cost of providing care and to improve patient access and health outcomes. Understanding our starting point and tracking our improvement is essential to making progress. CRMC valued this reporting domain at $24,464 over Demonstration Years 3-5.

DOMAIN 5:  EMERGENCY DEPARTMENT (1 MEASURE)

· Description – CRMC will measure the admit decision time to ED departure time for admitted patients. This measure is important because patients often languish in EDs due to lack of systemic cooperation between hospitals, their departments, and other types of providers, and the patients experience poor health outcomes as a result. CRMC is committed to reducing its ED admit decision time to ED departure if it is not within the recommended < 1 hour threshold. This domain is related to CRMC’s Cat. 1 project involving the expansion of specialty care trauma care capacity in that having expanded/enhanced trauma care services and facilities will enable patients to receive better and quicker ED services, thereby decreasing patient wait times and improving patient outcomes. 
· Valuation
· Rationale/Justification - The value CRMC placed on this domain is based upon the value the hospital attributes to knowing how well it is currently performing in the ED and to making goals for self-improvement. Long ED wait times can lead to complications, poor outcomes, and patient dissatisfaction with their care. The goals of the Waiver are to reduce the cost of providing care and to improve patient access and health outcomes. Understanding our starting point and tracking our improvement is essential to making progress. CRMC valued this reporting domain at $24,464 over Demonstration Years 3-5.
Performing Provider Name:  Huntsville Memorial Hospital

Performing Provider TPI #: 189791001
DOMAIN 1:  POTENTIALLY PREVENTABLE ADMISSIONS 

· Description 
The mobile is HMH’s DSRIP project that is expected to specifically impact potentially preventable admissions. HMH is anticipating this impact due to an increase in primary care visits that will be supplied to the community; potentially leading to the treatment before a resident’s health declines to the point leading to hospitalization. HMH will directly monitor this impact through Category 3 Improvement Target-2.9, admission rates for uncontrolled diabetes. 

· Valuation: 
· DY3-5: $288,325.00

· Rationale/Justification 
The valuations given for Reporting Domain 4 were calculated using the following method. First, the yearly valuations for the whole category were determined based on two different factors. The first factor was the funding distribution given on page 27 of the PFM protocols. This funding distribution required that HMH allocate 5% of DSRIP funding in DY2 and 10% of funds in DY3-5, this is limited due to the fact that HMH is opting out of the Reporting Domain 6. The second factor, the amount of IGT funding allocated to HMH. These two factors were taken into consideration when calculating a yearly valuation. Then, the yearly valuations were further stratified among the five required reporting domains.

DOMAIN 2:  POTENTIALLY PREVENTABLE READMISSIONS – 30 DAYS 

· Description
The catheterization Laboratory is one project through which Potentially Preventable readmissions can be reduced. HMH is anticipating that by offering this service in Walker County patient’s health outcomes will improve resulting in reduced readmissions. To further emphasize this correlation HMH is monitoring 30 day readmission for Acute Myocardial Infarction as defined in Category 3, IT- 3.5.  

· Valuation
· DY3-5: $288,325.00

· Rationale/Justification 
The valuations given for Reporting Domain 4 were calculated using the following method. First, the yearly valuations for the whole category were determined based on two different factors. The first factor was the funding distribution given on page 27 of the PFM protocols. This funding distribution required that HMH allocate 5% of DSRIP funding in DY2 and 10% of funds in DY3-5, this is limited due to the fact that HMH is opting out of the Reporting Domain 6. The second factor, the amount of IGT funding allocated to HMH. These two factors were taken into consideration when calculating a yearly valuation. Then, the yearly valuations were further stratified among the five required reporting domains.

DOMAIN 3:  POTENTIALLY PREVENTABLE COMPLICATIONS (64 MEASURES)

· Description
HMH’s Nursing Fellowship program is intended to produce well trained and capable staff with ultimately leading to reductions in potentially preventable complications. It is the expectation that through this training HMH’s staff will be able to provide excellent patient care.  The high level of patient care will aid in the reduction of potentially preventable complications that patients experience while admitted in HMH.  This improvement will be further monitored through the improvement target in category, Hospital Acquired deep pressure ulcers; IT-4.7.   

· Valuation
· DY4-5: $213,324.00

· Rationale/Justification:
The valuations given for Reporting Domain 4 were calculated using the following method. First, the yearly valuations for the whole category were determined based on two different factors. The first factor was the funding distribution given on page 27 of the PFM protocols. This funding distribution required that HMH allocate 5% of DSRIP funding in DY2 and 10% of funds in DY3-5, this is limited due to the fact that HMH is opting out of the Reporting Domain 6. The second factor, the amount of IGT funding allocated to HMH. These two factors were taken into consideration when calculating a yearly valuation. Then, the yearly valuations were further stratified among the five required reporting domains.

DOMAIN 4:  PATIENT-CENTERED HEALTHCARE (2 MEASURES)

· Description

Patient-centered healthcare is represented by medication management and patient satisfaction score. While none of the DSRIP projects HMH is implementing directly relate to this area it can be expected that several of the projects will lead to increased satisfaction through the improvement created by each DSRIP project. HMH anticipates that medication management will be improved indirectly by the Nursing Fellowship Program as well as the chronic care management models which will be created for chronic disease treatment. Even though these models and plans have not yet been created it is logical to assume that as HMH makes steps to improving the quality of care delivered that there will be improvements in patient-centered healthcare.

· Valuation
· DY3-5: $325,000.00

· Rationale/Justification
The valuations given for Reporting Domain 4 were calculated using the following method. First, the yearly valuations for the whole category were determined based on two different factors. The first factor was the funding distribution given on page 27 of the PFM protocols. This funding distribution required that HMH allocate 5% of DSRIP funding in DY2 and 10% of funds in DY3-5, this is limited due to the fact that HMH is opting out of the Reporting Domain 6. The second factor, the amount of IGT funding allocated to HMH. These two factors were taken into consideration when calculating a yearly valuation. Then, the yearly valuations were further stratified among the five required reporting domains.

DOMAIN 5:  EMERGENCY DEPARTMENT 

· Description

Currently it is unclear how this area will be impacted by HMH’s DSRIP projects. None of the projects directly involve the ED’s decision to transfer time.  However, both the Dialysis Unit and the Catheterization Lab will reduce the number of transfers out of the ER because of new services which HMH offers.  Because HMH will have to transfer fewer patients it is likely that this will impact transfer time; however what that impact may be is unforeseeable. 

· Valuation 
· DY3-5: $310,000.00

· Rationale/Justification
The valuations given for Reporting Domain 4 were calculated using the following method. First, the yearly valuations for the whole category were determined based on two different factors. The first factor was the funding distribution given on page 27 of the PFM protocols. This funding distribution required that HMH allocate 5% of DSRIP funding in DY2 and 10% of funds in DY3-5, this is limited due to the fact that HMH is opting out of the Reporting Domain 6. The second factor was the amount of IGT funding allocated to HMH. These two factors were taken into consideration when calculating a yearly valuation. Then the yearly valuations were further stratified among the five required reporting domains.

Performing Provider Name: St. Joseph Regional Health Center 

Performing Provider TPI #: 127267603
Domain Descriptions:  Overall, Category 4 Domain measures have minimal relation to, or effect on, our Category 2 and 3 projects, the Prenatal Navigation Program (PNP). 

As the Prenatal Navigation Project is fully implemented, it is possible that the program may impact Domain 1 by preventing the possible admission of expectant mothers who have diabetes. With better education about the risk from diabetes and hypertension during pregnancy, as well as regular obstetrical care, expectant mothers may be less likely to have complications severe enough to hospitalize them during their pregnancy. 

There is a connection with the PNP and Domain 2, potentially preventable readmissions, but the project is not expected to significantly impact outcomes measures. Although hhigh blood sugar (glucose) levels often go back to normal after delivery, women with gestational diabetes should be watched closely after giving birth and at regular doctor's appointments to screen for signs of diabetes. 
Although Domain 3’s preventable complications have no measures related to low birth weight, it is expected that the PNP will favorably impact the number of low birth weight cases seen at St. Joseph Regional Health Center.  Domain 4, which is patient-centered healthcare, is not expected to see improvement based on our PNP DSRIP project. Although the PNP will involve and engage Emergency Department providers and processes in identifying pregnant moms who meet at-risk criteria, the Emergency Department admit decision time (Domain 5) is not expected to be impacted by the PNP project.
Reporting Domains:

· DOMAIN 1:  POTENTIALLY PREVENTABLE ADMISSIONS (8 MEASURES)

· CHF admission rate

· Diabetes admission rate

· Behavioral Health & Substance Abuse admission rate

· COPD or Asthma in Adults admission rate

· Hypertension admission rate

· Pediatric Asthma

· Bacterial pneumonia immunization

· Influenza immunization 

Admission rates for these diagnoses are currently not being calculated. The source of census data will need to be defined and collected for some of the denominators. Other denominators will need to be pulled from primary care clinic EMRs. 

Any improvement in these metrics will occur slowly as medical homes are developed within our region, perhaps a 5% improvement over the DY 2-5 time frame. Significant progress needs to be made in population health management region wide before significant improvement will be seen.  It is also not clear what ongoing aging of population will do to admission rates that will offset reductions from population health management. Immunization rates are currently being collected and are near 100% therefore with minimal opportunity for improvement.

· DOMAIN 2:  POTENTIALLY PREVENTABLE READMISSIONS – 30 DAYS (7 MEASURES)

· CHF 30-day readmissions 

· Diabetes 30-day readmissions

· Behavioral Health & Substance Abuse 30-day readmissions 

· COPD 30-day readmissions 

· Stroke 30-day readmissions 

· Pediatric Asthma 30-day readmissions 

· All-cause 30-day readmissions

Thirty day readmission data can be obtained with minimal effort. However, only CHF and stroke readmission data is currently being collected. Ongoing improvement in readmission reduction is expected as cross continuum care protocols are developed. 10% reduction per year is a realistic estimate.

· DOMAIN 3:  POTENTIALLY PREVENTABLE COMPLICATIONS (64 MEASURES)

· See Category 4 of the RHP Planning Protocol for all 64 measures

St Joseph currently tracks the AHRQ patient safety indicators and CMS hospital acquired conditions. Expanding the list to 64 total indicators will require investment of considerable time and resource.

· DOMAIN 4:  PATIENT-CENTERED HEALTHCARE (2 MEASURES)

· Patient Satisfaction

· Medication Management 

These measures are already being collected by St Joseph. Ongoing improvement in patient satisfaction to top percentile levels is expected over DY 2-5. Medication reconciliation numbers will approach 100% over same time frame.

· DOMAIN 5:  EMERGENCY DEPARTMENT (1 MEASURE)

· Admit decision time to ED departure time for admitted patients 

This is already being measured and performance is expected to approach top percentile levels in DY 2-5 time frame.

Domain Valuation:  Domains 1-5 valuations were all set at 2% each (totaling the 10% allocation) given that none of the domains had a strong correlation to the project and all would require similar resources to gather and report.
Section VI. RHP 17 Participation Certifications

Each RHP participant that will be providing State match or receiving pool payments must sign the following certification.

By my signature below, I certify the following facts:

· I am legally authorized to sign this document on behalf of my organization; 

· I have read and understand this document; 

· The statements on this form regarding my organization are true, correct, and complete to the best of my knowledge and belief.
	Organization Name
	Name
	Signature

	

	Anchor

	Texas A&M Health Science Center
	Dr. Brett P. Giroir

Executive Vice President & Chief Executive Officer
	

	Performing Providers

	Baylor Scott & White Hospital – Brenham
	Mr. Jason D. Jennings

Chief Executive Officer

College Station Region
	

	Brazos County Health Department
	Mr. Ken Bost

Director
	

	CHCA Conroe, L.P. d/b/a Conroe Regional Medical Center
	Ms. Maura Walsh

Senior Vice President
	

	CHI St. Luke’s The Woodlands Hospital
	Mr. David Argueta

President
	

	College Station Medical Center
	Mr. Larry Rodgers

Chief Executive Officer
	

	Huntsville Memorial Hospital
	Mr. Shannon Brown

Chief Executive Officer
	

	MHMR Authority of Brazos Valley
	Mr. Bill Kelly

Executive Director
	

	Montgomery County Public Health District
	Mr. Randy Johnson

Chief Executive Officer
	

	St. Joseph Regional Health Center
	Mr. Tim Ottinger

Advocacy/Legislative Affairs/Community Benefits Officer
	

	Texas A&M Physicians Group
	Dr. Nancy W. Dickey

Interim Chair, Clinical & Translational Medicine
	

	
	
	

	RHP Participation Certifications, continued

By my signature below, I certify the following facts:

· I am legally authorized to sign this document on behalf of my organization; 

· I have read and understand this document; 

· The statements on this form regarding my organization are true, correct, and complete to the best of my knowledge and belief.


	Organization Name
	Name
	Signature

	

	Performing Providers (continued)

	Tri-County Services
	Mr. Evan Roberson

Executive Director
	

	IGT Entities

	Angleton-Danbury Hospital District
	Mr. David Bleakney 

Chief Executive Officer
	

	Bellville Hospital District
	Mr. Clay Kistler

Board Chairman
	

	Brazos County
	Hon. Duane Peters 

County Judge
	

	Brazos County Board of Health (for Brazos County Public Health District)
	Mr. G. Kenny Mallard, Jr.

Board Chair
	

	Brazos Valley Council of Governments
	Mr. Tom Wilkinson, Jr.

Executive Director
	

	Burleson County Hospital District
	Dr. James L. Alexander

Treasurer
	

	Calhoun County d/b/a Memorial Medical Center
	Mr. Jason Anglin

Chief Executive Officer
	

	Chambers County Public Hospital District #1
	Mr. Steven Gularte

Chief Executive Officer
	

	El Paso County Hospital District
	Mr. James Valenti

President & Chief Executive Officer
	

	Gonzales County Hospital District
	Mr. Chuck Norris

Chief Executive Officer
	

	Grimes County
	Hon. Ben Leman

County Judge
	

	Harris County Hospital District
	Mr. Mike Norby

Chief Financial Officer
	

	Jackson County Hospital District
	Mr. Bill Jones

Chief Executive Officer
	

	
	
	

	RHP Participation Certifications, continued

By my signature below, I certify the following facts:

· I am legally authorized to sign this document on behalf of my organization; 

· I have read and understand this document; 

· The statements on this form regarding my organization are true, correct, and complete to the best of my knowledge and belief.


	Organization Name
	Name
	Signature

	

	IGT Entities (continued)

	Leon County
	Hon. Byron Ryder

County Judge
	

	Liberty County Hospital District #1
	Mr. C. Bruce Stratton

President
	

	Madison County
	Hon. C. E. McDaniel, Jr.

County Judge
	

	Matagorda County Hospital District
	Mr. Bryan Prochnow

Chief Financial Officer
	

	MHMR Authority of Brazos Valley
	Mr. Bill Kelly

Executive Director
	

	Montgomery County Hospital District
	Mr. Randy Johnson

Executive Director
	

	Robertson County
	Hon. Charles Ellison

County Judge
	

	Sweeny Hospital District
	Mrs. Hong Wade

Chief Financial Officer
	

	Texas A&M Health Science Center
	Dr. Brett P. Giroir

Executive Vice President & Chief Executive Officer
	

	Tri-County Services
	Mr. Evan Roberson
Executive Director
	

	Walker County Hospital District
	Mr. Robert Hardy

Chairman
	

	Washington County
	Hon. John Brieden

County Judge
	

	West Wharton County Hospital District
	Ms. Tisha Zalman

Chief Executive Officer
	

	UC Only Providers

	Baylor Scott & White Hospital - College Station
	Mr. Jason D. Jennings

Chief Executive Officer

College Station Region
	

	
	
	

	RHP Participation Certifications, continued

By my signature below, I certify the following facts:

· I am legally authorized to sign this document on behalf of my organization; 

· I have read and understand this document; 

· The statements on this form regarding my organization are true, correct, and complete to the best of my knowledge and belief.


	Organization Name
	Name
	Signature

	

	UC Only Providers (continued)

	Burleson St. Joseph Health Center
	Mr. Tim Ottinger

Advocacy/Legislative Affairs/Community Benefits Officer
	

	CHI St. Luke’s Lakeside Hospital
	Mr. David Argueta

President
	

	Grimes St. Joseph Health Center
	Mr. Tim Ottinger

Advocacy/Legislative Affairs/Community Benefits Officer
	

	KPH-Consolidation, Inc. d/b/a Kingwood Medical Center
	Ms. Maura Walsh

Senior Vice President
	

	Madison St. Joseph Health Center
	Mr. Tim Ottinger

Advocacy/Legislative Affairs/Community Benefits Officer
	

	Rock Prairie Behavioral Health
	Mr. Jim Serratt

Chief Executive Officer
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Addendum 2: 
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Addendum 3: 
Community Need Assessment Data References & Executive Summaries 

Addendum 4:
RHP 17 Unselected DSRIP Projects & Regional Priority Matrices

Addendum 5:
Affiliation Agreements & Certifications

Addendum 6:
County Medical Society Letters
� Texas Workforce Commission County Narrative Profiles � HYPERLINK "http://www.texasindustryprofiles.com/apps/cnp/index.asp" �http://www.texasindustryprofiles.com/apps/cnp/index.asp� 


� United States Census (2010) � HYPERLINK "http://quickfacts.census.gov" �http://quickfacts.census.gov� 


� DSHS Health Currents 2009 � HYPERLINK "http://www.dshs.state.tx.us/chs/healthcurrents" �www.dshs.state.tx.us/chs/healthcurrents� 


� The Annie E. Casey Foundation Kids Count Data Center (2010)  � HYPERLINK "http://datacenter.kidscount.org/data/bystate/Default.aspx?state=TX" �http://datacenter.kidscount.org/data/bystate/Default.aspx?state=TX�


� United States Census (2010) � HYPERLINK "http://quickfacts.census.gov" �http://quickfacts.census.gov� 


� Texas Education Agency � HYPERLINK "http://ritter.tea.state.tx.us/cgi/sas/broker?_service=marykay&_program=adhoc.std_download_selected_report.sas&rpt_subject=geographic&ftype=html&fname=adgeo12&submit=Get+Report" �http://ritter.tea.state.tx.us/cgi/sas/broker?_service=marykay&_program=adhoc.std_download_selected_report.sas&rpt_subject=geographic&ftype=html&fname=adgeo12&submit=Get+Report� 


� Centers for Medicare and Medicaid Services - Medicare Enrollment Reports (2010)  � HYPERLINK "http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/MedicareEnrpts/Downloads/County2010.pdf" �http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/MedicareEnrpts/Downloads/County2010.pdf�


� Centers for Medicare and Medicaid Services - Medicare Enrollment Reports (2010)  � HYPERLINK "http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/MedicareEnrpts/Downloads/County2010.pdf" �http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/MedicareEnrpts/Downloads/County2010.pdf� 


� U.S. Census Bureau Small Area Health Insurance Estimates (2009) � HYPERLINK "http://www.census.gov/did/www/sahie/data/2009/tables.html" �http://www.census.gov/did/www/sahie/data/2009/tables.html� 


� 2010 Cooperative DSHS/AHA/THA Annual Survey of Hospitals & Hospital Tracking Database


� HYPERLINK "http://www.hhsc.state.tx.us/1115-docs/10ER-reportx.pdf" �http://www.hhsc.state.tx.us/1115-docs/10ER-reportx.pdf� 


� DSHS Preventable Hospitalizations 2005-2010 � HYPERLINK "http://www.dshs.state.tx.us/ph" �www.dshs.state.tx.us/ph� 


� U.S. Department of Health and Human Services - Health Resources and Services Administration � HYPERLINK "http://hpsafind.hrsa.gov/HPSASearch.aspx" �http://hpsafind.hrsa.gov/HPSASearch.aspx� 


� Montgomery County Trauma Care Feasibility Study, The Abaris Group, (2008).


� Montgomery County Trauma Care Feasibility Study, The Abaris Group, (2008).


� Montgomery County Trauma Care Feasibility Study, The Abaris Group, (2008).


�,2 (http://tamhsc.edu) � HYPERLINK "http://www.tamhsc.edu/1115-waiver/rhp17-files/mont-co-assessment.pdf" �www.mont-co-health-assessment.pdf�








�National Academies Press:  � HYPERLINK "http://www.ncbi.nlm.nih.gov/books/NBK43749/" �http://www.ncbi.nlm.nih.gov/books/NBK43749/�


� National Academies Press:  � HYPERLINK "http://www.ncbi.nlm.nih.gov/books/NBK43749/" �http://www.ncbi.nlm.nih.gov/books/NBK43749/�


� (http://tamhsc.edu) � HYPERLINK "http://www.tamhsc.edu/1115-waiver/rhp17-files/mont-co-assessment.pdf" �www.mont-co-health-assessment.pdf�


� (Texas Dept. of State Health Services) � HYPERLINK "http://onlinestagetest.dshs.state.tx.us/stateepi/phreports/test/frontend.html" �http://onlinestagetest.dshs.state.tx.us/stateepi/phreports/test/frontend.html�


� http://www.pcpcc.net/files/pcmh_evidence_outcomes_2009.pdf






