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

RHP Participants Engagement

RHP 17 has engendered broad stakeholder engagement from waiver inception throughout initial and three-year project planning via the rapid dissemination of information, use of a variety of media for communication, and through public meetings.  As new information becomes available from HHSC, the Anchor Team has continued to focus on interpreting those materials and putting accessible, meaningful information in the hands of stakeholders in our region as quickly as possible. To reach as many people as possible, RHP 17 established and maintains a website (http://www.tamhsc.edu/1115-waiver/rhp17.html) that is updated frequently 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 master list is consistently utilized and contains contact information compiled for every eligible IGT entity and performing provider (both UC and DSRIP) in the region, as well as additional representatives and stakeholders along with all interested parties making requests for RHP 17 information and updates. Finally, throughout both the initial and three-year project planning processes, 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 formally posted by public entities participating (e.g., counties, hospital districts).  

Organization of RHP 17

Regional Healthcare Partnership 17 (RHP 17) is a nine-county partnership, formed in March 2012, located in the eastern portion of the Central Texas region of the state. The partners consist of Brazos, Burleson, Grimes, Leon, Madison, Montgomery, Robertson, Walker and Washington counties with a regional population of close to 850,000. The Texas A&M University Health Science Center was appointed the anchor institution. The region currently has 18 IGT entities supporting DSRIP projects for 11 Performing Providers in addition to providing UC support to eight hospitals. In addition to the eight hospitals actively participating in UC and/or DSRIP, the region includes two local mental health authorities and two public health districts among key stakeholders. 

RHP Engagement throughout the Three-Year 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 TMA 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, 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. 

RHP Engagement beyond Three-Year Plan Submission

As with the original plan submission, once the three-year plan modification has been submitted, the RHP will hold a debriefing meeting in January or February to review HHSC feedback on new three-year projects. Any necessary revisions to three-year projects will be addressed and a timeline developed to complete the required modifications, as well as advance provider implementation of the submitted three-year projects. The RHP will share information, review progress, and address any issues that may arise with the three-year projects as well as with existing projects as full plan approval and modification continues. The Anchor Team will continue to update the website, and the RHP will use the email listserv 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.  

Public Engagement

Public Meetings

As noted in the “RHP Participants Engagement” section above, 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 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 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. The prioritized list and proposals had been previously shared with the region at large, and following the close of the meeting, were left open for interested stakeholders to submit comment/concerns prior to 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.

Summary of RHP 17 Meetings & Activities
** Specific to/Inclusion of Three-Year Project Planning & Development Information and Activities 

	RHP 17 Demonstration Year 2 & Three-Year Project Planning Meetings & Activities

	Date
	Description of Meeting/Communication with RHP 17
	Type

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

	11/14/12
	RHP Meeting to sign and certify the RHP 17 Plan
	RHP

	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 

	8/15-8/30/13
	Anchor/Individual Provider Conference Calls & Mtgs to Provide Technical Assistance for Aug. Reporting 
	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 

	9/12/13
	TAMHSC-SRPH 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 

	9/05-9/26/13
	RHP 17 Learning Collaborative discussed regionally, survey completed, plan design approved regionally & final LC plan submitted to HHSC 
	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 

	10/31/13
	** 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

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


Section III.  DSRIP Projects

RHP Plan Development

RHP 17 Requirements

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 continue 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. 

Process for Three-Year Project Selection

RHP 17 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.  In addition, 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 1: Infrastructure Development 

RHP 17 Category 1 Three-Year Projects

1) Huntsville Memorial Hospital: Project 189791001.1.100 
2) St. Luke’s – The Woodlands Hospital: Project 160630301.1.100
Project Summary Information

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.  Two towns within HMH’s service area have been identified as being over an hour away from a county-supported health clinic, when time is calculated as a round-trip drive.  Both towns 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:  The focus is the residents in or near the towns of Riverside and Bedias, who are in need of primary care visits.  These two populations can be identified by the zip code of 77367 for Riverside and 77831 for Bedias.  Based on the two 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-1.22 Preventative Care and Screening; BMI and follow-up, and IT-1.25 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 towns of Riverside and Bedias. 

HMH will first establish a non-traditional clinic at Bedias, and then as the project progresses, establish a second non-traditional clinic in Riverside.  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 is able to provide check-ups and other primary, non-emergent services.  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. 

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 Bedias 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 Bedias clinic to gage the feasibility of developing the Riverside clinic.  If the Riverside 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: These two towns were selected because of their location and obvious need for better access to primary care for all residents but low-income individuals do have greater difficulty accessing care. Both areas are part of HMH’s primary and secondary service area (http://tamhsc.edu/1115-waiver/rhp17-files/walkerco-exec-summ-hmh-market.pdf).  Bedias is represented by the area code 77381, which falls within Grimes County.  Riverside is represented by the area code 77367, which falls within Walker County.  These clinics are on the East and West 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.

Both towns are 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.  Both towns are located within counties that have been identified as healthcare provider shortage areas for low-income populations or low-income/single (http://tamhsc.edu/1115-waiver/rhp17.html).  In addition, Grimes County has transportation barriers; demonstrated by the number one issue identified by the community being poor public transportation (http://tamhsc.edu/1115-waiver/grimes-materials.pdf). This would make traveling to community clinics over 30 miles away, a significant burden for residents in these communities.

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 and Bedias represent their County demographics, assumptions can be made that approximately 44% of those who are served through this project will be uninsured or Medicaid beneficiaries. 

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 and Bedias. 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-1.22 Preventative Care and Screening: BMI and follow-up, and IT-1.25 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

Unique Project ID: 160630301.1.100 

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

Provider Name/TPI: St. Luke’s The Woodlands Hospital / 160630301
Provider Information: St. Luke’s The Woodlands Hospital (SLWH), a member of the Catholic Health Initiatives (CHI) St. Luke’s Health System, and is a 184 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, the quantifiable patient impact (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 Milestone I-X, Metric I-X.1: Number of unique patients entered in the registry. 
Category 3 Outcome(s): IT-3.2 Congestive Heart Failure (CHF) 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 CHF readmission rates over the life of the waiver.

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 or 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). 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-X.1: Number of unique patients entered in the 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: 

Customizable Milestone I-X: Increase the percentage of patients enrolled in the registry. 

Customizable Metric I-X.1: Number of unique patients entered in the registry.

Data Source: Registry or EHR 

Baseline: We currently do not have any patients entered in a chronic disease registry

Goal: Enter 400 (DY4) and 1,500 (DY5) patients into the chronic disease registry

Rationale/Evidence: Supports the work of population health management by hospital and outpatient clinic providers. 

SLWH is interested in capturing its ability to increase the number of patients entered and managed in the registry over time, thus this milestone is modeled after Milestone I-15: Increase the percentage of patients enrolled in the registry, Metric I-15.2: Number of unique patients entered in the practice registry.

Given that this project will be implemented primarily in a hospital setting and the language for Milestone I-15, Metric I-15.2 are provider-practice centric, the hospital created a customizable milestone and metric parallel to I-15 and I-15.2 that excluded the practice-centric language.  

Related Category 3 Outcome Measure(s): IT-3.2 Congestive Heart Failure (CHF) 30-Day Readmission Rate. Over the life of the waiver, SLWH aims to reduce 30-day CHF readmission rates. Patients with chronic diseases, including CHF, 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 CHF 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 CHF. 

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 CHF 30-Day Readmission Rates.

Estimated Local Funding: IGT is available for the full valuation of this primary care project.      
Category 2: Program Innovation and Redesign 

RHP 17 Category 2 Three-Year Projects 
1) Montgomery County Public Health District: Project 311035501.2.100
Project Summary Information
Unique Project ID: 311035501.2.100
Project Option:  2.9.1 Establish/Expand a Patient Care Navigation Program
Pass: Pass 4

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); lack of 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 25% 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, with a goal of enrolling 150 patients over the three year period (DY3-DY5).
Category 3 Outcome(s): OD-9 (Right Care, Right Setting) IT-9.2a:  Reduce Total Emergency Department Visits for all causes (including ACSC).  Our goal is to reduce the number of inappropriate ED visits for those enrolled patients by 3% by DY4 and 5% by DY5.

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 50 patients in DY4; increasing this enrollment figure again in DY5 by 75 patients, for a cumulative patient impact of 150.  

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 50 individuals and in DY5 increase enrollment figures by 75, for a total of 150 patients enrolled over the three-year period. 

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 Lake of 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-9.2a- Reduce Total Emergency Department Visits for all Causes (including ACSC)

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 9.2a. 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, 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 and 311035501. 2.2). 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 (150) and multiplied this by the average billed charges for an ambulance transport ($1220). We also took this percentage of our target patient volume (150) 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 $183,000 could be seen to the MCHD. Also, based on this number of affected transports, a cost savings of $268,500 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
.
Category 3: Quality Improvements

RHP 17 Category 3 Three-Year Projects 
1) Huntsville Memorial Hospital: Project 189791001.3.100
2) Huntsville Memorial Hospital: Project 189791001.3.101

3) Huntsville Memorial Hospital: Project 189791001.3.102
4) Montgomery County Public Health District: Project 311035501.3.100
5) St. Luke’s – The Woodlands Hospital: Project 160630301.3.100
NOTE:  Full development of three-year Category 3 projects, including narratives and selection of improvement targets, will take place once the updated Category 3 menu of RHP Planning Protocol is finalized and approved by CMS. This is expected to take place in early 2014; Category 3 narratives and improvement target information for ALL regional DSRIP projects will be processed and submitted as part of the final revised RHP Plan submitted by each region in the spring of 2014. 

Category 4: Population-Focused Improvements (Hospitals Only) 

NOTE:   RHP 17 had no new hospital providers participating in DSRIP with three-year projects; 
therefore, RHP 17 had no new Category 4 projects to report. 

Section VI.  RHP Participation Certifications (Three-Year Project Plan) 
All RHP Participants outlined in this plan to be providing State match and/or receiving pool payments do, through their signature herein, certify this RHP Plan.

All parties signing below agree that this Regional Healthcare Partnership 17 Plan may be executed and certified via electronic signature and in any number of counterparts, each of which when executed and delivered shall constitute an original of this certification. It is further agreed that all the counterparts shall together constitute the same agreement and serve as a fully certified and signed original of this Regional Health Partnership 17 Plan for submission to the State of Texas Health and Human Services Commission and the United States Centers for Medicare and Medicaid Services. 

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.

	Signature
	Name
	Organization
	Type

	
	
	
	


Section VII. Addendum
Addendum 1: 
RHP 17 Approved Prioritized Three-Year Project List 



RHP 17 Other Three-Year Projects Considered 
     No new IGT Entities participating in RHP 17 for Three-Year Projects; All are existing plan participants 





     No new DSRIP Performing Providers participating in RHP 17 for Three-Year Projects; All are existing plan participants 





     No new IGT Entities or Performing Providers participating in RHP 17 for Three-Year Projects; All are existing plan participants 
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