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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
	1985236-01
	3-70-9709709-3-000
	State owned
	Texas A&M Health Science Center
	Ms. Jennifer Bienski
Project Director
	Texas A&M Health Science Center

3950 North A.W. Grimes Boulevard

Round Rock, Texas 78665

bienski@tamhsc.edu
512.341.4962

	IGT ENTITIES

	
	
	
	
	
	
	

	PERFORMING PROVIDERS 

	Private Hospital
	312239201
	1-74-6000348-0-048
	Non-state owned public
	Seton Medical Center – Harker Heights
	Matt Maxfield

CEO
	850 West Central Texas Expressway

Harker Heights, TX 76548

Matt.Maxfield@SMCHH.org
254.680.6201


Section II. Stakeholder Engagement

RHP Participants Engagement

Regional Healthcare Partnership 8 (RHP 8) 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 8 established a website in May 2012, http://www.tamhsc.edu/1115-waiver/rhp8.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 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 8 information and updates. Finally, throughout both the initial and three-year project planning processes, RHP 8 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 and hospital districts).  

Organization of RHP 8

RHP 8 is a nine-county partnership, formed in June 2012, located in the Central Texas region of the state. The partners consist of Bell, Blanco, Burnet, Lampasas, Llano, Milam, Mills, San Saba, and Williamson counties with a regional population of close to 860,803 (based on 2010 US Census). The Texas A&M University Health Science Center was appointed the anchor institution, and the region currently has 14 IGT entities that support UC and/or DSRIP in the region, along with 18 Performing Providers (6 UC only and 11 DSRIP). Providers performing DSRIP projects in RHP 8 include five hospitals, two health districts, four local mental health authorities, and one physician group.
RHP Engagement throughout the Three-Year Planning Process

The RHP 8 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 email communications. Additionally, regional meetings were held along with calls facilitated and individual technical assistance meetings provided by the Anchor Team to all interested stakeholders as requested. As HHSC extended deadlines or provided updates related to three-year project planning, the Anchor Team modified the RHP 8 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 Society (TMA) to encourage participation in regional activities and remind physician groups of the opportunities to secure IGT funding and participate in this final opportunity for eligible providers to be able to submit DSRIP projects under the current waiver.

A proposal submission and scoring process were developed in accordance with the guidelines set forth by HHSC. The proposed process for submitting proposals, the proposed process for scoring submissions, and the requirements and directives related to prioritizing submissions 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 8 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 8 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 8 worked in conjunction with RHP 17 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 8 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 8 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 8. 

Once the RHP 8 prioritized list was submitted by the region at the end of October, the RHP 8 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 8 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 8 Anchor team will hold a debriefing meeting in January or February to review HHSC feedback on new three-year projects and develop a timeline for any necessary revisions to three-year projects as well as to advance provider implementation of submitted three-year projects. The Anchor team 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 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 8 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 15, 2013 at the Texas A&M University Health Science Center campus in Round Rock to review and approve the RHP 8Three-Year Project Prioritized List. Regional stakeholders were able to participate via in-person or by calling into the conference line. 

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 discussed. The final RHP 8 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 8 Anchor Team on October 31, 2013.

Summary of RHP 8 Meetings & Activities
** Specific to/Inclusion of Three-Year Project Planning, Development, Information, and Activities 

	RHP 8 Demonstration Year 2 & Three-Year Project Planning Meetings and Activities

	Date
	Description of Meeting/Communication with RHP 8
	Type

	10/1/12-12/11/12
	Conference Calls with Providers and IGT Entities to Provide Technical Assistance
	RHP Providers

	12/3/12-

7/12/13
	RHP 8 Plan Sent Out for Public Review and Comment 
	Public

	12/12/12
	RHP 8 Meeting to Sign and Certify the RHP 8 Plan
	RHP

	1/13/13-

2/14/13
	Conference Calls with Providers and IGT Entities to Provide Technical Assistance on HHSC Requested Project Revisions
	RHP Providers

	2/18/13
	RHP 8 Conference Call to Update Region on 2/15/13 Plan Submission
	RHP

	4/18/12
	RHP 8 Regional Meeting in Williamson County 
	RHP

	4/24/13
	RHP 8 DY2 Reporting Meeting (Selection of April or June Reporting Period)
	RHP

	4/04/13- 6/7/13
	Anchor/HHSC/Individual Provider Conference Calls and Meetings to Provide Technical Assistance for Phase 1 Revisions
	RHP Providers 

	6/06/13
	RHP 8 Post-Plan Approval Regional Meeting
	RHP

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

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

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

	7/23/13
	Williamson County Quarterly Meeting
	RHP

	8/14/13
	First Joint Learning Collaborative Meetings (RHP 7 & 8) 

Hosted at Central Health in Travis County
	RHP 7 & 8

	8/15/13-8/30/13
	Anchor/Individual Provider Conference Calls and Meetings to Provide Technical Assistance for August Reporting 
	RHP Providers 

	09/03/13
	**New, DY3 Project Proposal Forms Sent to RHP 8 Stakeholders
	Public

	09/04/13
	**Anchor Team Hosted Regional Meeting to Review and Discuss New, DY3 Project Proposal Forms in Williamson County
	Public

	9/01/13- 9/11/13
	Conference Calls and Meetings to Address Reporting Summaries/Feedback/IGT Support and Phase 3B (October) Revisions 
	RHP IGT Entities & Providers 

	9/5/13-

9/26/13
	RHP 8 Learning Collaborative Discussed Regionally, Survey Completed, Plan Design Approved Regionally, and Final Learning Collaborative Plan Submitted to HHSC
	RHP Providers

	9/17/13-9/26/13
	New, Three-Year Project Proposal Submissions Regionally Available and Scoring Process Completed in Conjunction with RHP 17
	Public

	09/17/13
	**New, DY3 Project Proposal Forms Due from Stakeholders to Anchor Team
	RHP

	09/18/13
	**RHP 8 and RHP 17 Anchor Teams Co-Hosted Conference Call with Volunteers Scoring the New, DY3 Project Proposal Forms
	RHP Providers

	9/19/13
	Second Joint Learning Collaborative (RHP 7 & 8)

Hosted at Clinical Education Center at university Medical Center Brackenridge in Travis County
	RHP 7 & 8 

	09/20/13
	**Anchor Team Sent New, DY3 Project Proposal Forms to Anchor Team in RHP 17 to Disseminate to RHP 17 Volunteers
	RHP Providers

	09/27/13
	**RHP 17 Anchor Team Sent Scored Workbook to RHP 8 Anchor Team
	RHP Providers

	9/30/13-
10/29/13
	**Anchor Team Provided Guidance to Providers One-On-One About Submitted Proposals
	RHP Providers

	10/15/13
	**Anchor Team Hosted Public Meeting to Review and Discuss Prioritization of New, DY 3 Projects in the Region
	Public

	10/30/13
	**Anchor Team Submitted Prioritized List of New, DY3 Projects to HHSC
	RHP 

	11/21/13
	**HHSC Hosted New, DY3 DSRIP Projects Webinar
	Public

	11/25/13-
12/20/13
	**Anchor Team Organized Technical Assistance Calls with Providers Submitting New, DY 3 Projects
	RHP Providers


Section III. DSRIP Projects

RHP Plan Development
RHP 8 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 8 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 8 Plan submitted in December 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 8, 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 8 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 8, 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 8 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 8 Category 1 Three-Year Projects

· Central Counties Services – 081771001.1.100

· Seton Medical Center – Harker Heights – 013122392.1.100
Category 1 DSRIP Project Summary
Central Counties Services – Project 081771001.1.100

Project Area, Option and Title: 1.12.2 Expand the number of community based setting where behavioral health services may be delivered in underserved areas. Title: Model of Work Adjustment Training

RHP Project Identification Number: 081771001.1.100

Performing Provider Name: Central Counties Services
Performing Provider TPI #: 081771001

Provider Description: Central Counties Services (Center) is an agency of the state providing publicly-funded adult/ child mental health, intellectual and developmental disability (IDD), and early childhood intervention services for 3 RHP 8 Counties (Bell, Lampasas, Milam = 2,789 square miles/352,218 population) and 2 RHP 16 Counties (Coryell, Hamilton = 1,8878 square miles/91,250 population). The Center as the Single Portal Authority authorizes state psychiatric hospital and IDD state living Center admissions. In FY2012 we helped 8,000 people with 240,000+ units of service. The Texas Department of State Health Services (DSHS) deemed all Center clinics as serving Medically Underserved Populations. 
Intervention: The project will provide work adjustment training to those persons diagnosed with high-functioning Autism or Asperger’s in the target population. Community education will also be provided to employers in the local area related to employment services and the focused population.

Project Need: Community Need (CN) Area addressed is CN.2 - Limited access to mental health/behavioral health services. The specific CN addressed is CN.2.9 - Lack of social support services for high intellectual functioning Autism & Asperger's population (18 years & older) in Bell County.
Target Population: Those persons currently served by the Center, the Department of Assistive and Rehabilitative Services (DARS), and the private sector who have been diagnosed with High-functioning Autism or Asperger’s disorder. The target census is approximately 90-100 people with 80% of the population being Medicaid eligible and 20% low income and uninsured. The QPI will be number of persons participating in work adjustment training. (See the paragraph on QPI in a later section.)
Expected Category 1 Project Benefit for Patients and a Description of the QPI Metric(s): The person diagnosed with high-functioning Autism or Asperger’s is expected to show improvement in vocational skills which leads to improved social and personal relationships, longer tenures in employment, and less acting out or exhibition of inappropriate behaviors. An increase in employable-ready skills would necessarily mean better attendance in the work environment, better interpersonal relations while at work, increased ability to perform job-related tasks and more stability in the community workforce. Their quality of life will be enhanced through peer-support and reinforcement of social and vocational activities.
The project will impact approximately 40 individuals diagnosed with high-functioning Autism or Asperger’s who are of employment age (DY3: 8 individuals, DY4: 16 individuals, and DY5: 16 individuals). In DY3, the quantifiable patient impact (QPI) will be measured by Milestone I-11, allowing us to establish a baseline number of additional individuals receiving community behavioral services after access expansion. Each year, we aim to increase the number of individuals receiving this service, as measured by Milestone I-11, Metric I-11.2: Number of individuals utilizing community behavioral healthcare services. 

Description of Category 3 Measure(s): OD-10: Quality of Life/Functional status-IT-10.1: Quality of Life
Quality of Life – demonstrate improvement in quality of life satisfaction scores, as measured by the Assessment of Quality of Life (AQoL), an evidenced-based and validated assessment tool. This tool will be given to participants upon entry into the program and again at one month intervals. It is expected that scores will improve over time. In DY 3, the baseline scores will be obtained and in DY 4, we desire 50% of the participants who have graduated from the training to show increased satisfaction. In DY 5, we desire 50% of the participants to show increased satisfaction. 

Category 1 DSRIP Project Narrative

Central Counties Services – Project 081771001.1.100

Project Area, Option and Title: 1.12.2 Expand the number of community based setting where behavioral health services may be delivered in underserved areas. Title: Model of Work Adjustment Training

RHP Project Identification Number: 081771001.1.100

Performing Provider Name: Central Counties Services
Performing Provider TPI #: 081771001

Project Description

Work Adjustment Training: As a natural extension of project number 081771001.1.3, Breakthru Finish Line will bridge the gap between social skills training in the current project and work adjustment training in the new project. The participant will be screened into the program via the use of the Inventory of Client and Agency Planning (ICAP) and a review of existing diagnoses. This will ensure that the diagnosis of Autism or Asperger’s is present. Upon entry into Breakthru Finish Line, each participant will complete a series of research based vocational assessments, including the Institute for Community Inclusion Questionnaire from the University of Massachusetts. The information obtained will compose the participants' Employment Portfolio. Once the data has been collected to create the portfolio, the participants will be placed into work adjustment training with an individualized plan created for each participant. Each person will participate in work adjustment training for a period of up to 6 months, after which, the person “graduates” 
The project will create an interactive work adjustment and vocational training model for those with high-functioning Autism and Asperger’s that will enhance each participant's vocational skills to enable them to reach his/her highest potential with the ultimate goal of integrated employment for each participant. The curriculum of work adjustment training, to be developed, will be based on benchmark work adjustment training including the areas of: 

· Attendance and punctuality

· Accepting supervision and expressing needs to supervision in the right way

· Career exploration and guidance

· Working cooperatively with others

· Attending to the task at hand and to minimize distractions

· Learning to follow directions and to ask questions

· How to use accommodations

· Improving physical or emotional stamina

Community Adjustment Training: As part of the model, we would also develop an assertive community education outreach effort to “adjust” the community in terms of its perception of this population. This community education model would impact the way employers think about the population in terms of their ability to perform work skills and be employed and the capability of employers to hire and work with this population. Based on the landmark article, “From Work Adjustment to Community Adjustment,” by Dr. Bruce Menchetti, any model of work adjustment needs to be extended to a broad-based model of community adjustment, which involves the community integration of persons with disabilities. We would move to partner with the Institute on Person Centered Practices, collaboration between the Center for Disability Studies at the University of Texas and Texas A&M University to create a community awareness campaign which addresses the needs of this population. UT and A&M are well-versed in the Person Thinking Concept as it relates to staff working with those persons with developmental disability and we want this concept to evolve into one of Employee-Centered Thinking, an initiative that will change the way employers think about persons with High-functioning Autism or Asperger’s. We would utilize the existing space at the Temple Training Center, a building owned by the provider, Central Counties Services. The site will be staffed by professionals and paraprofessionals who are skilled in the specialty areas of Autism/Asperger’s and in the area of work adjustment training and employment-related services.
Goals and Relationship to Regional Goals: The goal is to create a model of work adjustment training and employability-skills training to enable the person to achieve the highest potential possible for inclusion into the world of community employment. This potential includes work behaviors, work attitudes, interpersonal relationships and work skills. An assertive community education outreach effort will be implemented to educate community employers on the advantages of hiring persons with Autism or Asperger’s and to raise their awareness on this type of potential employee. The community education effort will include an emphasis on Person Centered Thinking. 
The goal is to provide the supports necessary for the participants to reach their ultimate goal of being employed for competitive pay. Participants complete training on completing applications independently, the interview process, filling out applications for employment, and attending job interviews. Once the participant in hired for a paid position, project staff, if needed, support the participants while on the jobsite by giving additional training to ensure maximum productivity, maintain high success rates, and create job stability. 
Project Goals:

· to increase the number of persons participating in work adjustment training for those people with high-functioning Autism or Asperger’s

· to increase the employability skills and employability behaviors for those persons participating in the model

· to increase the community awareness and to “adjust” the community perception for persons with high-functioning Autism or Asperger’s in areas related to employment

· to increase the number of consumers employed who have high-functioning Autism or Asperger’s

This Project meets the following Regional Goals: 

· Increasing coordination of prevention and care for residents, including those with behavioral or mental health needs

Challenges: The challenges facing this project are varied including the fact that people with Asperger’s Disorder and high-functioning Autism are reluctant to leave the perceived security of their homes to participate in training, even if the training involves like-minded individuals. They like their routine and the new routine of attending work adjustment training must evolve. Likewise, their participation in employment will be a new routine and patience is needed for this to occur. Program staff will need to exercise patience and a more involved approach to motivate people to take the first step and visit the group and to take the next step to secure employment. The challenge of achieving a high level of “engagement” exists and a strong teacher/mentor/facilitator is needed. It is also expected that persons will separate or “graduate” from the group but will need at times a booster of support from the staff and peers. There should be a direct tie-in to active participation with goal achievement. The linking of the individual participant with the appropriate job will be a challenge due to the person’s lack of social and work adjustment skills. Hiring the staff versed in these specialties with employment assistance background will also be a challenge due to the dearth of specialists in the Central Texas rural area to address this type of disability. The challenge with the community education outreach effort will be overcoming the perceptions of many employers to hiring the disabled and those with Autism or Asperger’s in particular. 
3-Year Expected Outcome for Provider and Patients: The three-year outcome includes the expansion and enhancement of behavioral health services to better meet the needs of the patient population with high-functioning Autism and Asperger's Disorder; a heightened awareness in the community of this model as a viable learning module; a heightened community awareness of the advantages of hiring those persons with high-functioning Autism or Asperger’s; increased proficiency in employability skills; increased satisfaction on the part of the individual consumer due to enhanced vocational skills; and the person’s increased ability to exhibit appropriate behavior in relationships, in employment settings. The community education intervention would mean more employers having a better understanding of Autism or Asperger’s; more employers being receptive to hiring persons with High-functioning autism or Asperger’s and more opportunities for employment.
Starting Point/Baseline: Within, the local service area, there is currently not a structured social group setting in which persons with High-functioning Autism or Asperger’s Disorder participate in work adjustment skills training. Baseline for and number of persons served will be established in DY 3. 
Quantifiable Patient Impact (QPI): Central Counties Services will use HHSC’s recommended QPI (individuals impacted) for this project. Each year we will seek to increase the number of patients that are receiving this service through our innovative program. Over the course of the project, we expect the total patient impact to be approximately 40 individuals diagnosed with high-functioning Autism or Asperger’s who are of employment age (DY3: 8 individuals, DY4: 16 individuals, and DY5: 16 individuals). In DY3, the quantifiable patient impact (QPI) will be measured by Milestone I-11, allowing us to establish a baseline number of additional individuals receiving community behavioral services after access expansion. Each year, we aim to increase the number of individuals receiving this service, as measured by Milestone I-11, Metric I-11.2: Number of individuals utilizing community behavioral healthcare services. The project will focus on a target population of approximately 90-100 persons diagnosed with high-functioning Autism or Asperger’s who are of employment age. The census for this population comes from agencies who are already working with the population.
Rationale
Community Need Addressed: 

· Community Need Area: CN.2 - Limited access to mental health/behavioral health services

· Specific Community Need: CN.2.9 - Lack of social support services for high intellectual functioning Autism & Asperger's population (18 years & older) in Bell County.

According to the U.S. Department of Labor, only 20 percent of people with disabilities either are employed or are seeking employment, compared to 69 percent of the population without disabilities. Of those with disabilities seeking employment, 15 percent have not found employment — compared to 8 percent for everyone else.

The Texas Department of Aging and Disability Services (DADS), along with the other health and human services (HHS) agencies, make employment for people with disabilities a priority. The following are projects that HHS agencies are engaged in to help put people to work. The Texas legislature passed four bills during the 2013 session to improve employment outcomes for people with disabilities:

· Senate Bill (SB) 1226 directs HHSC, TEA and TWC to jointly adopt and implement an Employment First policy and establish an Employment First task force.

· SB 45 directs HHSC to add employment services to the state's Medicaid waivers.

· SB 617 directs TEA to require that each school district (or shared services arrangement) assign at least one employee as a transition and employment designee for students in special education programs.

· SB 7 outlines a system redesign for long-term services and supports through managed care expansions. It also describes quality improvement strategies and goals, including requirements to measure and promote employment outcomes.

Within the local service area served by Central Counties Services, we have seen an increase in the number of individuals diagnosed with Autism or Asperger’s Disorder. These include referrals through intake, who have never received services from a social service agency, consumers served by the Children with Special Needs Network, individuals served in the public schools, persons discharged from State Supported Living Centers, persons served by DARS and persons served by the network of private providers. We now have enough consumers with this diagnosis to form a separate caseload at Central Counties and the nuances associated with high-functioning autism or Asperger’s warrants a separate caseload with a special emphasis on the challenges of this group. Like the network of private providers in our area, we are serving these persons based on their individual needs but there is a need to provide a specialty training experience in which persons with similar challenges can participate.

Although this group of individuals has normal or above-average intelligence and language development, traditional mental health programs struggle to meet their needs because the characteristics of the Autism are so dominant that they interfere with standard treatment modalities. Likewise, traditional behavior management techniques used for persons diagnosed with pure developmental disability (formerly mental retardation) do not meet their needs. Further, the skill-set of the typical case manager working with those persons diagnosed with developmental disability is lacking as the Autism or Asperger’s consumer presents a whole new set of challenges. 
According to the research on persons with Autism and Asperger’s, members of this population need support in work skills, work behaviors and work attitudes to assist with employment securement and job stability. 

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: In terms of funding, it should be noted that the U.S. Department of Health and Human Services does not fund services that address the needs of persons with High-functioning Autism or Asperger’s Disorder.

Project Core Components: N/A
Customizable Process or Improvement Milestones: N/A
Related Category 3 Outcome Measure(s):

OD-10: Quality of Life/Functional status -IT-10.1: Quality of Life. Quality of Life – demonstrate improvement in quality of life satisfaction scores, as measured by the Assessment of Quality of Life (AQoL), an evidenced-based and validated assessment tool. This tool will be given to participants upon entry into the program and again at one month intervals. It is expected that scores will improve over time. In DY 3, the baseline scores will be obtained and in DY 4, we desire 50% of the participants who have graduated from the training to show increased satisfaction. In DY 5, we desire 50% of the participants to show increased satisfaction. 

Relationship to Other Projects/Regional Goals: The need to address services to persons with autism is a 
high priority need in the region. This has been recognized by the Central Texas Aging and Disability 
Resource Center (CTADRC), the A+ Support Group and the public at large through a series of public forums 
facilitated by Central Counties’ staff. It is also recognized by the Center’s Planning and Network Advisory 
Committee (PNAC) and the Center’s Board of Trustees. 

Within the local service area of the Center, there are informal groups of persons with Autism or Asperger’s Disorder. There is an Asperger’s support group (about 20 persons) that meets once per month for social activities. This group does not have a formal work adjustment or vocational skills training format. There is a current active census at the Center of 30-35 persons diagnosed with High Functioning Autism or Asperger’s. These persons receive services according to individualized Plans. Also, within the local district of the Department of Assistive and Rehabilitative Services (DARS) there is a census count of 50-60 persons diagnosed with Autism or Asperger’s. Although these individuals participate informally in these activities, there is not a formal strategy to provide employment-related skills training. These individuals and others could readily benefit from the model with its focus on work adjustment and vocational skills training. 

Other Center projects include:

· 081771001.1.1 - Establish more primary care clinics

· 081771001.1.2-  Implement technology-assisted behavioral health services by psychologists, psychiatrists, and other qualified providers

· 081771001.1.4 - Develop and implement crisis stabilization services to address the identified gaps in the current community

· 081771001.1.5-  Enhance improvement capacity through technology

· 081771001.2.1 - Apply evidenced-based care management model to patients identified as having high-risk care needs

· 081771001.2.2-  Implement innovative, evidence-based strategies to increase appropriate use of technology and testing for targeted populations

· 081771001.2.3 - Design, implement, and evaluate research-supported and evidence-based interventions tailored towards individuals in the target population
· 126844305.2.1 - In an innovative manner, implement other evidence‐based project to provide an intervention for a targeted behavioral health population to prevent unnecessary use of services in an innovative manner not described in the project options above

Plan for Learning Collaborative: Central Counties Services will participate in an RHP 8 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 Central Counties Services 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 Central Counties Services to interact with providers in other RHPs who may have an expansion of the number of community based setting where behavioral health services may be delivered in underserved areas focus to expand learning and quality improvement initiatives. Additionally, Central Counties Services looks forward to participating in HHSC’s statewide learning collaborative activities as available. 
Project Valuation: The Center’s approach to valuing this project considered three primary factors: factors related to an improved patient experience, the benefit to our community, and cost reductions to the healthcare and criminal justice system. In considering the incentive portion of the valuation three principles and their subsequent impacts were considered. These principles included: investments required to initiate the projects, value associated with the services delivered for a period of time until outcomes/benefits could be demonstrated before receiving reimbursement, and incentives to the performing provider to accelerate transformation and expansion of the delivery system. The training will take place Monday, Wednesday and Friday with Tuesdays and Thursdays set aside for employment-related activities such as job searches and employer contacts. A full day will be about 6 hours, which allows for transportation, to and from the training site. Several types of engagement activities will be carried out based on evidenced-based work adjustment skills training curricula. Each consumer will participate in a highly interactive group learning session while attending. The person diagnosed with high-functioning autism or Asperger’s is expected to show improvement in work skills and work behaviors which leads to improved social and personal relationships and enhanced employment capability including longer tenures in employment, and less acting out or exhibition of inappropriate behaviors. Their quality of life will be enhanced through peer-support and reinforcement of social and vocational activities. The benefit to the community of this training lies in the person’s ability to cope with and function in a variety of community settings including employment. The consumer should have an enhanced quality of life; feel more valued in inter-personal relations and is expected to interact positively in all phases of community life. There should be less crisis events, less hospitalizations, and less entanglement with law enforcement. Family members, friends, neighbors and the community-at-large should see a more positive stance from the individual participant in the group social skills training. The person should achieve an employment related activity of his/her highest potential and maintain this employment with a greater degree of stability. With the assertive community education outreach efforts, employers will gain a greater understanding of the person who is Autistic or who has Asperger’s and be more willing to hire this person as a result. The valuation of this project also includes the following: staff time in marketing the positions required and interviewing and hiring the positions; staff time in researching appropriate sites for the social group setting; staff time in negotiating the lease arrangement; staff time in purchasing the van for transportation; staff time in developing the curriculum; staff time in researching the survey, both in terms of administering and scoring; staff time in selecting and purchasing the equipment involved. The valuation also includes direct costs of staff salaries and benefits, equipment, vehicle and lease, as well as program indirect costs, administrative costs and cost of inflation. It also includes a cost savings value reflected in savings on mental health/IDD benefits due to decreased incidents of behavioral crisis; less involvement with law enforcement and increased earnings in the workplace due to employment.
Category 1 DSRIP Project Summary 

Seton Medical Center – Harker Heights – Project 013122392.1.100
Project Area, Option and Title: 1.1 Expand Primary Care Capacity, 1.1.2 Expand Existing Primary Care Capacity

RHP Project Identification Number: 013122392.1.100
Performing Provider Name: Seton Medical Center – Harker Heights

Performing Provider TPI #: 013122392

Provider Description: Seton Medical Center – Harker Heights (SMCHH) will support the Greater Killeen Free Clinic. This clinic serves a ​​1,060 square mile area and a population of approximately 300,000. 
Intervention: This project will expand existing primary care capacity to provide patients with increased access to primary care services. SMCHH proposes to support Greater Killeen Free Clinic by adding additional primary care staff. This project will provide delivery of more preventive, primary and chronic care services in our community by expanding existing capacity. Onsite provider care will be provided by a 0.5 FTE Nurse Practitioner, 0.5 FTE Registered Nurse, and 0.5 FTE Social Worker. 
Project Need: With twice the amount of population per primary care provider than the national average; in a 2013 needs assessment Bell County participants listed access to care as the highest ranking health priority. Access to primary care services is often delayed or not even initiated for uninsured individuals and members of medical aid programs who do not have established relationships with primary care physicians in Bell County. Delays in care can lead to symptom exacerbation and the need for emergency care that may be preventable.
Target Population: The intervention of these services will increase access to primary care services for approximately 300 low-income individuals in Bell County including, Medicaid beneficiaries, uninsured individuals, underinsured individuals, and enrollees in the Bell County Indigent Care Program. Other eligible patient groups may include current participants of the Free Clinics and Medicaid beneficiaries who are members of the Bell County Patient Navigator Program. 
Expected Category 1 Project Benefit for Patients and a Description of the QPI Metric(s): Seton Medical Center – Harker Heights will increase primary care clinic volume of visits and evidence of improved access for patients seeking services (I-12). Increasing primary care capacity at the Greater Killeen Free Clinic will increase primary care services for the target population. This will include care for new patients and/or those that have already been diagnosed or show symptoms requiring evaluation for conditions such as hypertension, diabetes, COPD, or congestive heart failure. Seton Medical Center – Harker Heights expects nearly all of these individuals to be Medicaid beneficiaries and/or low income patients. 

The project will include approximately 4,492 Nurse Practitioner total additional Primary Care visits (encounters), 4,492 additional RN visits (encounters), and 2,080 additional Social Worker visits (encounters), by the conclusion of Year 5 (DY3: 832 Nurse Practitioner encounters, 832 RN encounters, and 416 Social Worker encounters, DY4: 1,664 Nurse Practitioner encounters, 1,664 RN encounters, and 832 Social Worker encounters, and DY5: 1,996 Nurse Practitioner encounters, 1,996 RN encounters, and 832 Social Worker encounters). In DY4, the quantifiable patient impact (QPI) will be measured by Milestone I-12, allowing us to establish the total number of visits (encounters) for the reporting period. Each year, we aim to increase the number of encounters at the greater Killeen Free Clinic, as measured by Milestone I-12, Metric I-12.1: Total number of visits (encounters) for reporting period.
Category 3 Measure(s): OD- 9 Right Care, Right Setting, IT-9.2.a ED appropriate utilization, Reduce total ED visits for enrolled population. Our goal is to reduce Emergency Department visits by for the enrolled population by 10% over baseline in DY4 and 25% over baseline in DY5.  Pending final information from HHSC and CMS regarding Category 3 and reasons/rationale for selecting the outcome measure Seton Medical Center – Harker Heights has chosen the following Category 3 Outcome Measure: IT 9.2.a ED appropriate utilization – Reduce total Emergency Department visits for all causes. Reduced access to primary care physicians often leads to patients seeking medical care in urgent and emergent care settings for conditions that can be addressed in a more coordinated and cost-effective manner in the primary care setting. Expanding primary care capacity will result in patients being able to secure appointments with primary care physicians at times that are convenient for them and with minimal waiting periods. As a result, emergency department visits for non-urgent care will be reduced resulting in significant cost-savings and more coordinated patient care. 
Category 1 DSRIP Project Narrative 

Seton Medical Center Harker Heights – Project 013122392.1.100
Project Area, Option and Title: 1.1 Expand Primary Care Capacity, 1.1.2 Expand Existing Primary Care Capacity

RHP Project Identification Number: 013122392.1.100
Performing Provider Name: Seton Medical Center – Harker Heights

Performing Provider TPI #: 013122392

Project Description: Seton Medical Center – Harker Heights proposes to expand primary care capacity in order to increase the delivery of care and access to care for the patients of Bell County. It will keep individuals and families healthy and therefore avoid more costly ER and inpatient care. This project will expand primary care capacity in Bell County to better accommodate the needs of the patient population and community, as identified by the RHP needs assessment, so that patients have enhanced access to services, allowing them to receive the right care at the right time in the right setting. This project will provide more preventive, primary and chronic care in our community by expanding existing capacity. We propose to recruit and hire additional nurse practitioners, registered nurses and social workers. 
According to the U.S Census and Applied Geographic Solutions data, within our service population of over 300,000, we have both a high percentage of older adults (9%) and more low-income residents with the per capita income and the median income lagging both the Texas and U.S. averages. As found in other geographic locations with high percentages of low-income or high percentages of the elderly, our patients have high rates of chronic, but potentially preventable diseases such as diabetes, hypertension, and heart disease. 

Expanding primary care capacity for the Killeen community will provide additional access and services to the uninsured, underinsured, and Medicaid populations. Seton Medical Center – Harker Heights project will improve access to primary care services and increase the volume of primary care visits that may otherwise have been treated episodically in an Emergency Department or other higher cost setting. 

Goals and Relationship to Regional Goals

Through our project, the primary care needs of patients will be better met, allowing them to receive the right care at the right time in the right setting. Achieving our project goals will improve access across the continuum of preventive, primary and chronic care and further increase efficiencies to maximize our current capacity.

Project Goals:
· Increase primary care capacity by hiring additional primary care providers 

· Increase volume of primary care clinic visits for targeted population

· Reduce inappropriate utilization of the emergency department

· Reduce unnecessary health care expenses 

This project supports the Region’s goals of providing patients with timely access to primary health care services in the most appropriate and cost-efficient settings, thereby improving patient outcomes and reducing acute care utilization.
3 Year Expected Outcome
Seton Medical Center – Harker Height plans to add 0.5 FTE nurse practitioner, 0.5 FTE registered nurse and 0.5 FTE social worker to better meet the needs of our patient population. In turn, this will provide the opportunity to better serve our target population with at least an additional 832 Nurse Practitioner, 832 RN, and 416 Social Worker visits in DY 3.
Starting Point/Baseline: While the Greater Killeen Free Clinic had 3,030 patient visits in 2012, we will exclude these from our baseline data due to the providers included in this project are unrelated and will be entirely new. Only the volumes of these additional providers will be captured in our outcomes data. With this project the Greater Killeen Free Clinic intends to expand its primary care capacity and services to include care for chronic conditions in 2014.
Quantifiable Patient Impact: Seton Medical Center – Harker Heights H will use HHSC’s recommended QPI (encounters) for this project. Each year we will seek to increase the number of patients that are receiving care in the Greater Killeen Free Clinic. Over the course of the project, we expect the total patient impact to be approximately 4,492 Nurse Practitioner total additional Primary Care visits (encounters), 4,492 additional RN visits (encounters), and 2,080 additional Social Worker visits (encounters), by the conclusion of Year 5 (DY3: 832 Nurse Practitioner encounters, 832 RN encounters, and 416 Social Worker encounters, DY4: 1,664 Nurse Practitioner encounters, 1,664 RN encounters, and 832 Social Worker encounters, and DY5: 1,996 Nurse Practitioner encounters, 1,996 RN encounters, and 832 Social Worker encounters). In DY4, the quantifiable patient impact (QPI) will be measured by Milestone I-12, allowing us to establish the total number of visits (encounters) for the reporting period. Each year, we aim to increase the number of encounters at the greater Killeen Free Clinic, as measured by Milestone I-12, Metric I-12.1: Total number of visits (encounters) for reporting period.
Rationale: Bell County is a designated Medically Underserved Area due to a shortage of primary care providers, high infant mortality, high poverty, and/or high elderly population.
 The median household income in Bell County is $49,466 with approximately 15% of residents at or below the poverty level.
 Low-income and elderly populations often lack resources for seeking medical care, are more likely to suffer from chronic disease conditions, and have been found to be more likely to use the emergency department for non-emergent care. These populations are also the most likely to benefit from an expansion of primary care capacity.  
With twice the amount of population per primary care providers than the national average, in a 2013 needs assessment Bell County participants listed access to care as the highest ranking health priority. One of the key themes that was repeatedly cited by survey respondents were the challenges to low-income patients accessing primary care. Per the Texas Medical Association, the number of Texas physicians accepting new Medicaid patients has declined by 36% from 67% in 2000 to 31% in 2012.
 

Given the impact lifestyle choices have on chronic disease, lifestyle metrics are used to identify opportunities and needs; in Bell County, all of the healthy lifestyle metrics score below the desired national benchmarks (see the below table for an example).

	
	National 90th Percentile
	Bell County

	Adult Smoking
	14%
	23%

	Adult obesity
	25%
	29%

	Physical Inactivity
	21%
	28%


By increasing the overall primary care capacity, there are beneficial results like better health outcomes, improved patient satisfaction, more appropriate utilization of resources and reduced cost of services. Adding providers to increase access to primary care will play a key role in improved disease management and will better address the chronic care needs of many of our patients rather than episodic care. With an increase of providers in place we can focus on more primary care delivery and data driven care, using technology to assist us with models of care for conditions such as diabetes, hypertension, and heart disease.

The following milestones have been chosen for our project based on the core components: 

· P-5. Milestone: Train/hire additional primary care providers and staff 

· I-12. Milestone: Increase primary care clinic volume of visits and evidence of improved access for patients seeking services.

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

Currently, our community has insufficient access to primary care services placing a significant strain on our health care delivery system. By increasing the number of primary care providers this project will enhance our existing delivery system and provide much needed increased primary care capacity.

Community need identification number addressed:

· CN.1.6 Limited access to primary care for preventive services with same day or next day appointments and extended hours.
· CN.3.5 Discontinuity of care and limited awareness of available resources and services among indigent, uninsured and Medicaid populations in Bell County leads to potentially avoidable ED and hospital utilization.
Project Core Components: Seton Medical Center – Harker Heights project of expanding existing primary care capacity will meet the following required core project component:
c). Expand primary care clinic staffing. The recruitment and hiring of additional providers is the key component of this project. Within the overall intervention plan will be goals to ensure we are using the most appropriate strategies and resources in the recruitment/hiring of primary care providers.

Seton Medical Center – Harker Heights project of expanding existing primary care capacity will not meet the following core project components:

a). Expand primary care clinic space. 
b). Expand primary care clinic hours. 
The Bell County Free Clinic in Killeen currently has space available for an increase in clinic staffing; therefore this project does not require expanding clinic space. And because the need during current clinic hours already exceeds available staffing, this project also does not require expanded clinic hours at this time. Instead, the increase of primary care staffing during current clinic hours will help mitigate the current demand for primary care services.

Customizable Process or Improvement Milestones: N/A
Related Category 3 Outcome Measure(s): Pending final information from HHSC and CMS regarding Category 3 and reasons/rationale for selecting the outcome measure Seton Medical Center – Harker Heights has chosen the following Category 3 Outcome Measure: IT-9.2.a ED appropriate utilization - Reduce total Emergency Department visits for all causes.
Reduced access to primary care physicians often leads to patients seeking medical care in urgent and emergent care settings for conditions that can be addressed in a more coordinated and cost-effective manner in the primary care setting. Expanding primary care capacity will result in patients being able to secure appointments with primary care physicians at times that are convenient for them and with minimal waiting periods. As a result, emergency department visits for non-urgent care will be reduced resulting in significant cost-savings and more coordinated patient care. 

Relationship to Other Projects/Regional Goals: Many of the projects in this region are related to expansion of care and improving access to care. This project’s focus on expanding care will support and enhance these Category 1 projects in our RHP: 
· 183086102.1.1 - Expand existing primary care capacity

· 020957901.1.1 - Expand existing primary care capacity

· 126936702.1.1 - Expand existing primary care capacity

A portion of this expanded primary care will be used to support the patient navigator program, which is another performing provider’s project in RHP8. 
Plan for Learning Collaborative: Seton Medical Center – Harker Heights  will participate in an RHP 8 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 Seton Medical Center – Harker Heights 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 Seton Medical Center – Harker Heights to interact with providers in other RHPs who may have an expansion of primary care focus to expand learning and quality improvement initiatives. Additionally, Seton Medical Center – Harker Heights looks forward to participating in HHSC’s statewide learning collaborative activities as available. 
Project Valuation: SMCHH’s project valuation takes into account the degree to which the project accomplishes the triple-aims of the Waiver, community needs, the population served by the project (both number of people and complexity of patient needs), and investment required to implement the project. Expanding clinic staffing at the Killeen clinic will provide greater access to care to people who previously utilized ED services for non-emergent health care needs. The 175 non-emergency patients that visited the ED in 2012 and 2013 would have been better and faster served if they had easier access to additional primary care providers. By assisting this population in navigating the health care system and connecting them to a primary home rather than utilizing the ED results in significant cost savings to hospitals in the community. Patients will experience greater coordination of care, access to an integrated health system that includes primary care, specialty care, home health, case management and mental health services. 

In 2013, SMCHH experienced over 500 non-emergent visits in the ED, with each visit having an associated charge of $350. Redirecting those patients would provide a cost savings of over $175,000 in the ED. Considering that government payors comprise 60% of total ED utilization, this program would result in reduction of nearly $105,000 to State and Federal payers. Additional cost savings would unquestionably be realized as a result of increased primary care staffing, through early detection and prevention of chronic illnesses, and as a result, reduce the need for emergent care services or patients’ perceived need for emergent care services.

Furthermore, the project seeks to accomplish delivery system reform by understanding that clinical primary care providers are in a shortage in this community and additional financial support is needed in order to maintain and expand the availability of primary care services. The systemic cost of providing health care to the community will be reduced in the aggregate by making this investment in local primary care access.

Category 2: Program Innovation and Redesign 

RHP 8 Category 2 Three-Year Projects

· Central Counties Services – 081771001.2.100
· Williamson County and Cities Health District – 126936702.2.100
Category 2 Project Summary
Central Counties Services – 081771001.2.100

Project Area, Option and Title: 2.13. Provide an intervention for a targeted behavioral health population to prevent unnecessary use of services in a specified setting (i.e. criminal justice system, ER, urgent care). 

RHP Project Identification Number: 081771001.2.100

Performing Provider Name: Central Counties Services

Performing Provider TPI #: 081771001

Provider Description: Central Counties Services (Center) is an agency of the state providing publicly-funded adult/ child mental health, intellectual and developmental disability (IDD), and early childhood intervention services for 3 RHP-8 Counties (Bell, Lampasas, Milam = 2,789 square miles/352,218 population) and 2 RHP 16 Counties (Coryell, Hamilton = 1,8878 square miles/91,250 population). The Center is the Single Portal Authority authorizes state psychiatric hospital and IDD state living Center admissions. In FY2012 we helped 8,000 people with 240,000+ units of service. 
Intervention: This project provides trained law enforcement officers to assess the behavioral health acuity of someone involved in a minor criminal event, and to direct that person into the behavioral health service system instead of the criminal justice system 
Project Need: CN.2.17 Lack of community support services for persons with severe and persistent mental health diagnosis in Bell County. Addendum 1 Supplemental Web Links – Bell County Human Services Needs Assessment pp. 79, 88, 103, 236.
Target Population: The target population for these services is adults with severe and persistent mental illness, who come into contact with law enforcement for misdemeanor offenses determined to be related to the symptoms of their mental illness, and who may therefore be appropriate for diversion from the criminal justice system into behavioral health care services. Most of the target population will be indigent since their mental illness severity is a major barrier to regular employment. 97% of the Center’s patients are Medicaid (41.89%), uninsured, or indigent. The Texas Department of State Health Services (DSHS) deemed all Center clinics as serving Medically Underserved Populations (MUP). We expect the same percentages of Medicaid, uninsured and indigent patients will benefit from this project. 
Expected Category 2 Project Benefit for Patients and a Description of the QPI Metric(s): The improvement goal of this project is to increase the number of adult individuals with severe and persistent mental illness who are diverted from the criminal justice system. Over the course of the project, we expect the total patient impact to be approximately 300 adult individuals (DY3: 50 individuals, DY4: 100individuals, and DY5: 150 individuals). In DY4, the quantifiable patient impact (QPI) will be measured by Milestone I-X, allowing us to increase the number of individuals diverted from jail to mental health services. Each year, we aim to increase the number of individuals receiving this service, as measured by Milestone I-X, Metric I-X.1: Number of individuals diverted from jail to mental health services. 
Description of Category 3 Measure(s): The goal of this project is to increase the number of persons in mental health crisis who have or are about to be involved in a misdemeanor crime to be diverted from the legal justice system into an appropriate level of behavioral health care. 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 by 100 persons in DY4 and 150 persons in DY5.
Category 2 Project Narrative

Central Counties Services – 081771001.2.100

Project Area, Option and Title: 2.13. Provide an intervention for a targeted behavioral health population to prevent unnecessary use of services in a specified setting (i.e. criminal justice system, ER, urgent care). 

RHP Project Identification Number: 081771001.2.100

Performing Provider Name: Central Counties Services

Performing Provider TPI #: 081771001

Project Description: The goal of this service is to increase the number of persons in mental health crisis who have or are about to be involved in a misdemeanor crime to be diverted away from the legal justice system into an appropriate level of behavioral health care. This project will recruit, hire and train 4 full-time mental health deputies and one full-time supervising mental health deputy to form a Mental Health Deputy Unit within the Bell County Sheriff’s office. All Deputies in this project are expected to achieve Texas Commission on Law Enforcement Officer Standards and Education (TCLEOSE) certification, and participate in ongoing training to maintain a high level of knowledge and skill in intervening with persons with mental illness in the community. Having this Mental Health Deputy Unit would provide 24/7 availability of Mental Health Deputy services to respond to criminal activity calls and domestic disturbance calls involving persons with severe and persistent mental illness who have been, or are about to be, involved in misdemeanor criminal behavior. Having trained peace officers available to respond to such calls will improve the identification of individuals who come in contact with law enforcement for misdemeanor offenses determined to be related to the symptoms of their mental illness and who may therefore be appropriate for diversion from the criminal justice system into routine behavioral health care services. This project is transformational in that the Mental Health Deputy Unit will work closely with the Center’s Mobile Crisis Outreach Team (MCOT) to access a professional-level of behavioral health acuity assessment and to facilitate the referral hand-off to the Center’s behavioral health care service system. This project puts into place missing Intercept One Services by avoiding incarceration (see Project Core Components, b) below). The referral hand-off may include the safe law enforcement transport of the person in mental health crisis to an appropriate level of care (transitional living unit, crisis respite unit, hospital emergency department, local psychiatric hospital, or the nearest state psychiatric hospital). This project includes the purchase of two (2) unmarked patrol cars so that if a person in mental health crisis needs to be transported, they would not be further stigmatized by the mental health deputies’ intervention. These interventions by the Mental Health Deputies will reduce the need for intervention by other elements of the local law enforcement and the criminal justice system. This project would also improve health outcomes for persons served, supporting the objective of delivering the right care at the right time in the right setting, and improve the experience of care, in which law enforcement officers, in collaboration with the Center’s MCOT, makes community assessments of persons experiencing severe mental illness symptoms and diverts them from a jail admission to local mental health services instead. This Project meets the following Regional Goals:
· Improving access to timely, high quality care for residents, including those with multiple needs;

· Increasing coordination of prevention and care for residents, including those with behavioral or mental health needs; and

· Reducing inappropriate utilization of services.

Starting Point/Baseline: This is a new service for the Center so there is no baseline regarding how many persons who have committed or are about to commit a misdemeanor crime due to their impaired judgment resulting from their behavioral health problems could be diverted out of the criminal justice system into the behavioral health service system through the intervention provided by a specially trained Mental Health Deputy Unit. The baseline will be determined in DY-3 and is expected to be approximately 50 persons diverted from incarceration to the behavioral health care system (5 less/month of delayed approval). 
Quantifiable Patient Impact (QPI): Central Counties Services will use HHSC’s recommended QPI (individuals impacted) for this project. Each year we will seek to increase the number of adult individuals with severe and persistent mental illness who are diverted from the criminal justice system. Over the course of the project, we expect the total patient impact to be approximately 300 adult individuals (DY3: 50 individuals, DY4: 100individuals, and DY5: 150 individuals). In DY4, the quantifiable patient impact (QPI) will be measured by Milestone I-X, allowing us to increase the number of individuals diverted from jail to mental health services. Each year, we aim to increase the number of individuals receiving this service, as measured by Milestone I-X, Metric I-X.1: Number of individuals diverted from jail to mental health services. 
Rationale: Community Needs Addressed:

· CN.2 Limited access to mental health/behavioral health services.

· CN.2.8 Lack of access for adult behavioral health care in Bell, Lampasas, and Milam Counties.

· CN2.10 Limited access for serious mentally Ill adults to crisis services in Bell, Lampasas, and Milam Counties

· CN 2.11 Improve behavioral health services access and capacity in Bell, Lampasas and Milam Counties.

· CN.2.17 - Lack of community support services for persons with severe and persistent mental health diagnoses in Bell County 

· CN3,5 Discontinuity of care and limited awareness of available resources and services among indigent, uninsured, and Medicaid populations in Bell County leads to potentially avoidable ED and hospital utilization. 

· RHP Planning Protocol, Category 3, IT-9.1d states that “Admission and readmission to criminal justice settings such as jails, and prisons is disruptive and deleterious to recovery from behavioral health disorders. Studies of recidivistic criminal justice patients in Texas and other states have demonstrated poorer physical health status, increased incidence of homelessness, increased propensity to use emergency departments and inpatient services. Interventions which can prevent individuals from cycling through the criminal justice system can help avert poor health and mental health outcomes, reduce long term medical costs and improve functioning.”(p. 405). 

· While incarcerations are detrimental to the severe and persistent mentally ill person’s recovery, they are also quite expensive to the criminal justice system. The legal processes for someone charged with a misdemeanor crime are lengthened by the screenings and evaluations which must be performed and reviewed by the assigned judge and then the assignment of a public defender, sufficient time for the defendant to meet with this assigned attorney (not always productive, depending on the person’s mental state) lengthen the period of incarceration to an average of 90 days. The Texas Dept. of State Health Services’ Decision Support Unit for Mental Health and Substance Abuse Services reports that the combined arrest costs, local jail costs, and court costs averages $2,104 per month in the state of Texas (“Another look at Mental Illness and Criminal Justice Involvement in Texas: Correlates and Costs,” p. 13)
The Center’s Bell County Mental Health Deputy Unit project is expected to save Bell County from $315,600 in DY-3, $631,200 in DY-4, and $946,800 in DY-5 through the jail diversions into the behavioral health service system by this project. The jail costs saved could be used to sustain this project if waiver funding ends with DY-5.

Project Core Components:
a) Assess the size, characteristics, and needs of the project target population: The National Institute of Mental Health states in its publication “Mental Disorders in America” states that about 6% (21,133) of the population (352,218) in our service area suffer from a serious mental illness. The target population for this project is adults with severe and persistent mental illness, who come into contact with law enforcement for misdemeanor offenses determined to be related to the symptoms of their mental illness, and who may therefore be appropriate for diversion from the criminal justice system into routine behavioral health care services. Most of the target population will be indigent since their mental illness severity is a major barrier to regular employment. 

b) Review literature regarding the target population to determine community-based intervention: To prepare for this project I reviewed the Texas Dept. of State Health Services’ Decision Support Unit for Mental Health and Substance Abuse Services report entitled “Another look at Mental Illness and Criminal Justice Involvement in Texas: Correlates and Costs.” We also reviewed the SAMHSA Gains Center’s “Sequential Intercept Model” developed by Mark R. Munetz, MS and Patricia A. Griffin, PhD., and the Moral Reconation Therapy as reported in the “Correctional Health Care Management”, Vol.1, Number 10, Oct. 1993. This project is based on the Sequential Intercept Model of decriminalizing persons with mental illness. It identifies 5 points of diversion where persons with mental illness can be targeted within the criminal justice system, and suggests strategies for effective intervention at each intercept point. 
c) Develop project evaluation plans using qualitative and quantitative metrics to determine outcomes: This project will be evaluated by the number of seriously mentally ill adults who are diverted from jail into community mental health services. The qualitative aspects of this project compares the quality of life for patients being in behavioral health treatment versus being confined in a local jail, e.g. the number of jail days avoided through successful diversion of the mentally ill person into the local behavioral health care system. 
d) Design models which include an appropriate range of community-based services and residential supports: The Center’s current community-based services consist of outpatient skills/rehabilitation services, Medication Management, Assertive Community Treatment, Mobile Crisis Outreach Services, Peer Support Services, Supportive Behavioral Health Day Services Project (#081771001.2.3) and our Crisis Respite Project (#081771001.1.4). The Center does not have sufficient funds at this time for transitional living, supported employment, supported housing or transportation services

e) Assess the impact of interventions based on standardized quantitative measures and qualitative analysis relevant to the target population: This core component is similar to c) above. This project will track the number of new patients (not enrolled in local mental health services) who are diverted from jail into the local behavioral health care system by tracking how many of the patients who are diverted remain in active treatment for 90 days or more after their diversion referral. 

f) Continuous Quality Improvement: The Mental Health Deputy Unit will have a monthly training day to improve their knowledge and skills, and to discuss lessons learned and how to improve their intervention process with mentally ill persons in the community. The Center will also engage in continuous quality improvement activities as it studies how to increase the number of diversion
referrals who remain in active treatment for more than 90 days after their diversion referral. In addition, the Center intends to participate in a regional learning collaborative which shares information such as challenges, lessons learned and considerations for safety net populations.
Customizable Process or Improvement Milestones: I-X (p.112) was chosen under 2.13.1 because I-1 is almost exactly the same as Cat. 3. IT-9.1 and could not be used. The other Improvement Milestones under 2.13.1 were not germane to the nature of this project. The I-X Milestone will measure the ability to increase law enforcement encounters with persons who are in mental health crisis. The Cat 3 IT-9.1 Milestone will track the portion of law enforcement mental health encounters that have or are about to commit a minor crime, but are able to be diverted from jail to mental health services. 
Related Category 3 Outcome Measure(s): OD-9 Right Care, Right Setting - IT-9.1 Decrease in mental health admissions and readmissions to institutional psychiatric hospitals or criminal justice settings such as jails or prisons. The goal of this project is to increase the number of persons in mental health crisis who have or are about to be involved in a misdemeanor crime to be diverted from the legal justice system into an appropriate level of behavioral health care.
Relationship to Other Projects/Regional Goals: This project relates to our Crisis Respite Project (#081771001.1.4), and our Supportive Behavioral Health Day Services Project (#081771001.2.3), as both are aimed at decreasing the use of the state psychiatric hospital system and the criminal justice system in Texas. These two projects would be available to the Bell County Mental Health Deputies Unit as possible service entry points for persons with severe and persistent mental illness who are being diverted from the legal justice system. Many of the projects in this region are related to expansion of behavioral health care. This project’s focus on diverting persons from the legal justice system supports another Provider in the region implementing a project similar to this:
· 126844305.2.2 - Design, implement, and evaluate research‐supported and evidence‐based interventions tailored towards individuals in the target population

Plan for Learning Collaborative: Central Counties Services will participate in an RHP 8 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 Central Counties Services 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 Central Counties Services to interact with providers in other RHPs who may have an intervention being provided for a targeted behavioral health population to prevent unnecessary use of services in a specified setting (i.e. criminal justice system, ER, urgent care) focus to expand learning and quality improvement initiatives. Additionally, Central Counties Services looks forward to participating in HHSC’s statewide learning collaborative activities as available. 
Project Valuation: The Center’s approach to valuing this project considered three primary factors: factors related to an improved patient experience, the benefit to our community, and cost reductions to the healthcare and criminal justice system. In considering the incentive portion of the valuation three principles and their subsequent impacts were considered. These principles included: investments required to initiate the projects, value associated with the services delivered for a period of time until outcomes/benefits could be demonstrated before receiving reimbursement, and incentives to the performing provider to accelerate transformation and expansion of the delivery system. The valuation of the project for DY3 includes the recruiting, hiring, training and employment costs for 4 mental health deputies and one supervising mental health deputy. It includes the costs of uniforms and unique working equipment/supplies needed by every sworn law/patrol officer to do his/her job. DY-3 valuation includes the purchase of two (2) unmarked patrol cars to be used in the intervention and transport of persons experiencing a mental health crisis who have, or are about to, commit a misdemeanor offense. It includes the costs associated with each deputy participating in training for the purpose of becoming a Texas certified mental health deputy. The valuation includes mental health indirect services costs, and administrative costs for this project. Valuation of DYs 3-5 will include increases in staff salaries, and other inflationary cost adjustments. Valuation of this project also takes into account the psychiatric hospitalization and incarceration costs that can be avoided by good, supportive, skill building day services and improved medication compliance. If this project can keep between 50 to 150 behavioral health patients out of the criminal justice system (90 days per incarceration event), it will save our state, Bell County, and our communities between $315,600 (4,500 jail days avoided) to $946,800 (13,500 jail days avoided) per year, not to mention the personal and social costs/tolls these experiences would have taken on the patients’ sense of well-being and physical health. If the desired number of persons are diverted from incarceration in DY-3,4,&5, this project would avoid the financial and human deterioration costs of 73.97 years of avoided jail time by persons with severe and persistent mental illness. The valuation of this project includes the demonstration that this project can be sustained based on funds saved from not incarcerating persons with severe and persistent mental illness symptoms who may commit minor crimes due to their poor judgment affected by their mental illness.
This project does not supplant any services or funds currently provided to Central Counties Service from the U.S. Department of Health and Human Services. The services proposed to be provided under this project enhance, but not duplicate, the services provided by our Center to persons with severe and persistent behavioral health problems.

Category 2 DSRIP Project Summary
Williamson County and Cities Health District – 126936702.2.100

Project Area, Option and Title: 2.7.5 Implement innovative evidence‐based strategies to reduce and prevent obesity in children and adolescents.
RHP Project Identification Number: 126936702.2.100

Performing Provider Name: Williamson County and Cities Health District

Performing Provider TPI #: 126936702

Provider Description: Williamson County and Cities Health District (WCCHD) is the local public health department for Williamson County and is responsible for serving a 1,118 square mile area and a population of an estimated 442,782 (2011 Census data). 
Intervention: Project plans include the development of an interdisciplinary team consisting of health educators, registered dietitians, community health workers, social workers, marketing staff, and healthcare professionals. Utilizing this team is a fundamental approach to providing evidence-based health education, nutrition counseling, health promotion, and health screening based on cultural background, English proficiency, and health literacy level of the individual or community.
Project Need: CN 3 .3 – Lack of coordinated care for those with multiple needs - Inconsistency in data collection which identifies health disparities and populations at risk. Williamson County ISD’s collection of Fitnessgram and Texas Risk Assessment for Type 2 Diabetes in Children data is inconsistent, including different data collection time frames and grade levels. There is a lack of consistent coordinated care for children identified as at risk through Fitnessgram and Texas Risk Assessment for Type 2 Diabetes in Children. 
Target Population: We will be targeting the 18 and under population in Williamson County, which makes up 28.7% of our county’s population (2010 Census data). Additionally, we will focus on low-income children enrolled in Medicaid, uninsured, and underinsured. According to Medicaid enrollment reports from May 2013, there were 14,874 children age 1-18 enrolled in Medicaid. By the end of DY5, we will provide interventions to 810 unique individuals. We estimate that approximately 30% of the individuals will be Medicaid eligible and 5% uninsured. 
Expected Category 2 Project Benefit for Patients and a Description of the QPI Metric(s): The improvement goal of this project is to provide approximately 810 individuals with access to childhood obesity prevention and management programs (DY3: 180 individuals, DY4: 270 individuals, and DY5: 360 individuals). In DY3, the quantifiable patient impact (QPI) will be measured by Milestone I-5, allowing us to increase the number of individuals participating in the innovative intervention. Each year, we aim to increase the number of individuals participating in this intervention, as measured by Milestone I-5, Metric I-5.2: Number of individuals of target population reached by the innovative project.
Category 3 Measure(s): WCCHD chose IT-6.2.a: Our goal is to increase satisfaction using the Client Satisfaction Questionnaire (CSQ scales) from baseline to 10% in DY4 and 20% in DY5. Satisfaction scores gathered from the patient satisfaction surveys will be used to determine the effectiveness of our interventions. These scores will drive the continuous quality improvement (CQI) process to ensure the appropriate health related activities are suitable for the patients served. The selected CSQ scales will provide meaningful information regarding the patient’s perception of how well the program met their needs and how well the program helped them manage their health issues. 
Category 2 DSRIP Project Narrative

Williamson County and Cities Health District – 126936702.2.100

Project Area, Option and Title: 2.7.5 Implement innovative evidence‐based strategies to reduce and prevent obesity in children and adolescents.
RHP Project Identification Number: 126936702.2.100

Performing Provider Name: Williamson County and Cities Health District

Performing Provider TPI #: 126936702

Project Description: Implement innovative evidence-based strategies to reduce and prevent obesity in children and adolescents. The purpose of this project is to prevent and reduce childhood and adolescent obesity, specifically in the underinsured, uninsured, low-income and indigent populations. According to the CDC, children and adolescents who are obese are likely to be obese as adults and are more at risk for adult health problems such as heart disease, type-2 diabetes, and stroke. By tracking and monitoring the early childhood, middle childhood, and adolescent populations, this project has the potential to prevent youth from developing chronic diseases or conditions as adults. 
Project plans include the development of an interdisciplinary team consisting of health educators, registered dietitians, community health workers, social workers, marketing staff, and healthcare professionals. Utilizing this team is a fundamental approach to providing health education, nutrition counseling, health promotion, and health screening based on cultural background, English proficiency, and health literacy level of the individual or community. WCCHD currently provides obesity prevention awareness and weight management education in the community which is open to all.

Program components will vary based on children and adolescent age groups – 2-5 years, 6-13 years, and 14-17 years – and their families. Primary components include outreach, marketing, and health education classes. Extensive nutritional counseling, case management, and social support will be provided to those with obesity-related comorbidities. In Year 3, the project will serve 180 individuals, 270 individuals in Year 4, and 360 individuals in Year 5. All activities will be documented and analyzed by WCCHD Data Reporting & Information Management team.
The WilCo Wellness Alliance, an established coalition focused on preventing and reducing chronic diseases as part of the community efforts. Therefore, the likelihood of project success is high utilizing these existing partnerships and structure. Sustainability will be achieved through education as well as policy, systems, and environmental changes through schools, communities, workplaces, and families making this truly a combination of individual and population based health transformation. Further analysis at the neighborhood level will help drive targeted interventions and education. 

as well as coordinates the WilCo Wellness Alliance. The WilCo Wellness Alliance is a countywide health and wellness coalition comprised of government, schools, healthcare, business, faith-based, and non-profits. WCCHD will implement new programs and activities specifically for targeted populations that are in alignment with existing programs and WilCo Wellness Alliance initiatives. Current initiatives focus on healthy eating, active living, use of the built environment, and behavioral health. 

Goals and Relationship to Regional Goals: The goal of this project is to use an interdisciplinary team to provide a culturally competent and holistic approach in the prevention and reduction of obesity in children and adolescents. Key partners in this endeavor include the school districts and the health department through the WilCo Wellness Alliance’s School Health Forum. The approach, consisting of health education, nutrition counseling, case management, outreach, care coordination, and social support, will ensure program participants receive support and services necessary to positively managing their health. 
Project Goals:
a) Implement innovative evidence-based strategies to reduce and prevent obesity in children and adolescents

Milestones are provided below for DY 3-5:

In DY 3: 

a) P-2: Implement evidence-based innovational project for targeted population.

b) I-5: Identify 180 unique patients in defined population receiving innovative intervention consistent with evidence-based models.

In DY 4-5: 

a) I-5: Identify 270 (DY4) and 360 (DY5) unique patients in defined population receiving innovative intervention consistent with evidence-based models.

This Project meets the following Regional Goals: 

· Improving access to timely, high quality care for residents, including those with multiple needs;

· Increasing coordination of prevention and care for residents, including those with behavioral or mental health needs

This project is related to the above Regional Goals. Children and adolescents who are overweight and obese, or at risk will have increased access to programs and activities; those with multiple needs (i.e., obesity-related comorbidities) will receive additional services including care coordination, social support, nutrition counseling, and case management. 

Challenges: Challenges in this project include lack of transportation to services, perceived low health literacy, cultural traditions pertaining to food, and family time constraints. For this project to be effective, we must build rapport with the targeted populations. Strategies to build rapport and participation include using an interdisciplinary team trained in cultural competency, health literacy, and health education and positioning programs and activities in identified areas of need within the county.
3-Year Expected Outcome for Provider and Patients: WCCHD expects to increase the number of childhood obesity prevention programs accessible to clients, in the targeted populations – children and adolescents with high incidence of overweight and obesity and associated risk factors – eventually leading to a reduction in health disparities related to childhood obesity. WCCHD proposes to expand programs each year to the broader community, taking into consideration the population that is currently served by this agency (the safety-net population who is uninsured and underinsured).
Starting Point/Baseline: Currently, childhood and adolescent obesity prevention and management programs are provided in the community sporadically. The WCCHD existing weight management program reached 120 individuals (2010-2011).

Quantifiable Patient Impact (QPI): 
WCCHD will use HHSC’s recommended QPI (individuals impacted) for this project. Each year we will seek to increase the number of patients that are participating in the innovation intervention. Over the course of the project, we expect the total patient impact to be approximately 810 individuals with access to childhood obesity prevention and management programs (DY3: 180 individuals, DY4: 270 individuals, and DY5: 360 individuals). In DY3, the quantifiable patient impact (QPI) will be measured by Milestone I-5, allowing us to increase the number of individuals participating in the innovative intervention. Each year, we aim to increase the number of individuals participating in this intervention, as measured by Milestone I-5, Metric I-5.2: Number of individuals of target population reached by the innovative project.

Rationale: Community Need Addressed: CN.3 – Lack of coordinated care for those with multiple needs - Specific Community Need: CN.3.3 - Inconsistency in data collection which identifies health disparities and populations at risk. Comprehensive overweight and obesity rates for adolescents in Williamson County are not known at this time. However, we do have snapshot indicators that give a glimpse into the prevalence of obesity and overweight adolescents. 

What we do know:
In Texas-

· Approximately 27.8% of Texas population is under the age of 18, making up to 1.5 million young people at risk of developing serious medical conditions. 

· In 2011, Texas was ranked as the 12th most obese state in America (Obesity in Texas). 

· In 2011-12, 37% of the children age 10-17 in Texas were either overweight or obese (Kids Count)

In Williamson County-

· Approximately 67% of adults in Williamson County are overweight or obese

· 77% reported consuming four or fewer servings of fruits and vegetables per day (HCI).

· According to available Fitnessgram data from 2011-2012 for Williamson County ISD’s, out of 56,373 students who had their BMI measured, 23% of students had a BMI that put them “at risk” for weight-related health conditions. 

· Approximately 13% of children aged 2-4 living in households with an income less than 200% of the federal poverty level are obese (HCI).

Projected outcomes of current rates of overweight and obesity-

· By 2030, rising obesity rates in Texas are projected to triple the cost of health care to a total of $325 billion dollars (Texas Comptroller of Public Accounts, 2011). 

· According to the CDC, obese children may experience immediate health consequences which can lead to weight-related health problems in adulthood 

· Further, In addition to suffering from poor physical health, overweight and obese children can often be targets of early social discrimination which can hinder academic and social functioning that may persist into adulthood (CDC). 

Healthy lifestyle habits, such as healthy eating and physical activity, can lower the risk of becoming obese and developing related diseases (CDC). Using the information available, we can see that overweight and obesity are serious conditions that are projected to continue to increase without intentional comprehensive lifestyle interventions. Through our health management programs and outreach, we will be able to target both families and children and with the goal of impacting the lifestyle habits of the entire family. 

Fitnessgram1 is a comprehensive educational and reporting tool used in Williamson County ISDs to assess physical fitness and physical activity levels for children. Components of the tool include measures related to aerobic capacity, muscular strength, muscular endurance, flexibility, and body composition. Fitnessgram measurements are now required in Texas schools. A key component of this project will be to gather Fitnessgram data from all school districts in Williamson County to provide a more substantive baseline of childhood overweight and obesity rates. Additionally, we will work with our WIC program to identify the magnitude of overweight and obesity in children ages 0-5. 

Project Core Components:
a) Conduct quality improvement for project using methods such as rapid cycle improvement. Core WCCHD interdisciplinary teams will monitor and use Plan, Do, Study, Act (PDSA) cycle for rapid improvement throughout the program. Several of these teams are currently in place and include epidemiology, case management, patient navigation, nursing, marketing and communications and research staff.

Continuous Quality Improvement: Continuous quality improvement is a core component of this project. WCCHD is committed to continuous quality improvement and learning related to this project. We will establish quality improvement activities such as rapid cycle improvement and will perform other activities such as “lessons learned” and identifying project impacts. In addition, we are participating in a regional learning collaborative which share information such as challenges, lessons learned and considerations for safety net populations.

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: This project will significantly enhance the existing childhood obesity weight management program provided by WCCHD. This project will provide the opportunity to utilize an evidence-based curriculum for the 2-5 and 6-13 year old populations. For the 14-17 year old population, curriculum will be supplemented by using evidence-based and promising practice materials. While WCCHD is the primary provider of the childhood and adolescent obesity prevention and management program, community support will be through stakeholders involved in the WilCo Wellness Alliance. This includes schools, healthcare agencies, nonprofits and community-based organizations, faith-based community, governmental agencies, and businesses. 

Initiatives that will enhance the existing delivery system reform include menu labeling at local restaurants or local food establishments, health education messaging on local parks and trails, healthcare providers participating in the Health Information Exchange (HIE), and physician or healthcare provider prescribed exercise. School personnel and members of the School Health Advisory Committees (SHACs) will participate in a School Health Forum at least quarterly to discuss health and wellness for school age children. Stakeholders will also be involved in the implementation of health education classes through referral system, facility space, personnel, and/or supplemental materials. WCCHD does not have additional funding through DSHS that will duplicate these services. The existing Medicaid 1115 waiver projects will enhance the project by maximizing the utilization of Community Health Workers for health promotion and wellness activities as well as connecting clients to medical and social services through patient navigation, community paramedicine, clinical preventive services, and expanded access to care.


Customizable Process or Improvement Milestone: N/A

Related Category 3 Outcome Measure(s): OD – 6: Patient Satisfaction - IT-6.2.a Client Satisfaction Questionnaire (CSQ scales). Reasons/rationale for selecting the outcome measure:

This particular domain was chosen to help evaluate the project’s interventions. By measuring improvement of patient satisfaction scores, we will be able to determine effective intervention and a positive impact on the community. The selected CSQ scales will provide meaningful information regarding the patient’s perception of how well the program met their needs and how well the program helped them manage their health issues. The information from these questionnaires will be used in our continuous quality improvement (CQI) process to ensure appropriate health related activities are suitable for the patients served. 

Relationship to Other Projects/Regional Goals: This project is one in a system of DSRIP projects that will increase access to health care, improve quality of care, and improve health outcomes for rural populations including: 
· 126936702.1.1 - Expanded Capacity for Access to Care 

· 126936702.1.2 - Establish/expand access to medical advice and direction to the appropriate level of care to reduce Emergency Department use for non-emergent conditions and increase patient access to health care
· 126936702.1.3 - Implement project to enhance collection, interpretation, and/or use of REAL data
· 126936702.2.1 - Provide navigation services to targeted patients who are at high risk of disconnect from institutionalized health care
· 126936702.2.2 - Engage in population-based campaigns or programs to promote healthy lifestyles using evidence-based methodologies including social media and text messaging in an unified population
· 133340307.2.4 - Recruit, train and support consumers of mental health services to provide peer support services

· 081771001.2.1 - Apply evidenced-based care management model to patients identified as having high-risk care needs

Plan for Learning Collaborative: WCCHD will participate in an RHP 8learning 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 WCCHD 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 WCCHD to interact with providers in other RHPs who may have an implementation of an innovative evidence‐based strategy to reduce and prevent obesity in children and adolescents focus to expand learning and quality improvement initiatives. Additionally, WCCHD looks forward to participating in HHSC’s statewide learning collaborative activities as available. 
Project Valuation: The value cost of this project for DY 3-5 is estimated at $307,998. Cost covers recruitment, hiring, and training staff; tools and equipment necessary for the implementation of the project; and promotional campaign materials and literature. The valuation of this project takes into account the degree to which the project accomplishes the goals of the Waiver, community needs, the aggregate population served by the project (both number of people and complexity of patient needs), and investment required to implement the project. WCCHD considers this project as high need because it will serve a significant number of obese children and adolescents residing in the community, specifically those that encounter barriers to accessing health promotion services. Utilizing the interdisciplinary team is a fundamental approach to providing health education, health promotion, and health screening based on cultural background, English proficiency, and health literacy level of the individual or community. 
1Fitnessgram. Program Overview. 2013. http://www.fitnessgram.net/programoverview/
CDC. Childhood Obesity Facts. 2013. http://www.cdc.gov/healthyyouth/obesity/facts.htm
HHSC. Medicaid Enrollment by County. May 2013. http://www.hhsc.state.tx.us/research/MedicaidEnrollment/ME/201305.html
Healthy Communities Institute (HCI). Williamson County Community Dashboard. http://www.healthywilliamsoncounty.org/modules.php?op=modload&name=NS-Indicator&file=index
Kids Count. Children and teens overweight or obese by gender. http://datacenter.kidscount.org/data/tables/27-children-and-teens-overweight-or-obese-by-gender?loc=1&loct=2#detailed/2/10-19,2,20-29,3,30-39,4,40-49,5,50-52/false/1021,18,14/14,15,16/296 
Category 3: Quality Improvements

RHP 8 Category 3 Three-Year Projects 
· Central Counties Services – 081771001.3.100
· Central Counties Services – 081771001.3.101

· Seton Medical Center – Harker Heights – 013122392.3.100

· Williamson County and Cities Health District – 126936702.3.100
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) 

RHP 8 Category 4 Three-Year Projects 
· Seton Medical Center – Harker Heights – 013122392
Category 4: Population-Focused Improvements

Seton Medical Center – Harker Heights 

Performing Provider Name: Seton Medical Center – Harker Heights

Performing Provider TPI: 013122392

Related Category 1 or 2 Project: 1.1 Expand Primary Care Capacity (1.1.2 Expand Existing Primary Care Capacity)

Domain 1 - Potentially Preventable Admissions (8 measures) 

Relationship to Categories 1-3 and Expected Domain Improvements DYs 2-5 

SMCHH will report on the 8 measures in this domain in an effort to gain information on and better understand the health status of our patients with regard to potentially preventable admissions (PPAs). PPAs are often linked with poor chronic disease management and lack of access to appropriate outpatient primary and preventive care. SMCHH expects that through the provision of increased access and capacity with more primary care staff we will reduce the number of PPAs over the course of the waiver years. More specifically, through increased access to care patients with chronic diseases will be better able to engage in self-management goals and activities of daily living with the increased support, education, and services that primary care providers participating in this project can offer to a currently underserved patient population. This reporting domain will be affected by SMCHH’s Category 1 milestone in DYs3-5, in which SMCHH expects to provide at least 4,492 additional Nurse Practitioner Primary Care visits, 4,492 additional RN visits, and 2080 additional Social Worker visits over the 3 year project by the conclusion of Year 5. We expect to provide at least 832 RN, and 416 Social Worker additional clinic visits in DY3, an additional 1,664 Nurse Practitioner, 1,664 RN and 832 Social Worker visits in DY4, and an additional 1,996 Nurse Practitioner 1,996 RN, and 832 Social Worker clinic visits additional clinic visits in DY5. The additional volume of patients with access to primary care is expected to impact the number of PPAs because we expect more patients to receive primary, preventive and timely care before their health condition becomes acute and requires hospitalization.   

Valuation/Rationale 

	
	DY3
	DY4
	DY5
	Total DY3-5

	Total Value
	$8,500
	$8,392
	$8,392
	$25,284

	IGT Required
	$3,511.35
	$3,524.64
	$3,524.64
	$10,560.63


The value placed on this domain is based on the value the hospital attributes to understanding the causes of 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 improvements are essential to making progress. PPAs negatively impact patient outcomes, including overall health, satisfaction and quality of life, which can have short and long-term consequences for the cost of delivering care to patients. The potential result of monitoring and reducing PPAs for our target population will have a beneficial impact on individual patient outcomes and will reduce the financial burden of paying for PPAs. 

The valuation of Category 4 for each Demonstration Year is based on the minimum amounts permitted by the protocol, i.e. 5% in DY3 and 10% in DYs 4 & 5 of the total project value. We anticipate this amount will be sufficient to report the data required. Recognizing the shared and related provider data systems expected to be developed and/or utilized for the reporting of these measures; domains were valued equally in each Demonstration Year.

System Changes Necessary to Successfully Report Domain: 

SMCHH is in the process of evaluating and will determine the necessary changes, updates and/or improvements required for the existing reporting capabilities and systems for reporting requirements for DYs 3-5 for this domain.
Domain 2 – Potentially Preventable Readmissions – 30 days (7 measures)

Relationship to Categories 1-3 and Expected Domain Improvements DYs 2-5 

SMCHH will report on the 7 measures in this domain in an effort to gain information on and to better understand the health status of patients treated, discharged, and then readmitted for the same principal diagnosis. Some patients are released from the hospital into the community with insufficient or no follow-up or support and end up back in the hospital inpatient setting soon thereafter. SMCHH expects that by providing expanded primary care services through increased primary care staffing we will allow patients recently discharged from the hospital to access follow-up care and support, thereby preventing the likelihood of a medically unnecessary hospital readmission. Additionally, SMCHH’s Category 3 Outcome Measure (Right care, right setting: emergency department (ED) appropriate utilization), reduce total ED visits, relates to this reporting domain because patients who are readmitted to the hospital often enter through the ED when their chronic condition worsens subsequent to discharge. Expanded access to primary care and support at local clinics should have a positive impact on the rate of readmissions to the hospital through the ED. Specifically, by increasing primary care visits and potentially avoiding emergencies we will support our goal to reduce Emergency Department visits by for the enrolled population by 10% over baseline in DY4 and 25% over baseline in DY5. The additional volume of patients with access to primary care after discharge from an inpatient stay is expected to impact the number of PPRs because more of this targeted population will receive the provider support and management they need in the community to avoid relapsing into a state requiring readmission.

Valuation/Rationale 
	
	DY3
	DY4
	DY5
	Total DY3-5

	Total Value
	$8,500
	$8,392
	$8,392
	$25,284

	IGT Required
	$3,511.35
	$3,524.64
	$3,524.64
	$10,560.63


The value we placed on this domain is based upon the value the hospital attributes to understanding the causes of health/financial impacts of 30-day readmissions. Specifically, the measures are targeted towards prevalent chronic conditions 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 improvements are essential to making progress. PPRs negatively impact patient outcomes, including overall health, satisfaction and quality of life, which can have short and long-term consequences for the cost of delivering care to patients. The potential result of monitoring and reducing PPAs for our target population will have a beneficial impact on individual patient outcomes and will reduce the financial burden of paying for PPRs. 

The valuation of Category 4 for each Demonstration Year is based on the minimum amounts permitted by the protocol, i.e. 5% in DY3 and 10% in DYs 4 & 5 of the total project value. We anticipate this amount will be sufficient to report the data required. Recognizing the shared and related provider data systems expected to be developed and/or utilized for the reporting of these measures; domains were valued equally in each Demonstration Year.

System Changes Necessary to Successfully Report Domain: 

SMCHH is in the process of evaluating and will determine the necessary changes, updates and/or improvements required for the existing reporting capabilities and systems for reporting requirements for DYs 3-5 for this domain.
Domain 3 Potentially Preventable Complications (64 measures)

Relationship to Categories 1-3 and Expected Domain Improvements DYs 2-5 

SMCHH will report on the 64 measures in this domain in an effort to gain information on and better understand the most prevalent causes of potential preventable complications (PPCs). With increased primary care capacity and additional access to primary care providers potentially preventable complications such as septicemia, moderate and severe infections, post-operative infections and wound disruptions, infections due to catheters, inflammation and other complications of devices or implants, have a better chance at prevention due to patients seeking care earlier or more timely, at the first sign of a PPC, through their primary care provider.  

Valuation/Rationale 
	
	DY3
	DY4
	DY5
	Total DY3-5

	Total Value
	$8,500
	$8,392
	$8,392
	$25,284

	IGT Required
	$3,511.35
	$3,524.64
	$3,524.64
	$10,560.63


The value SMCHH placed on this domain is based on the value the hospital attributes to understanding the causes of and health/financial impacts of PPCs. Tracking, monitoring and reporting on PPCs in our facility will help us evaluate our performance and determine if there are areas for improvement; which in turn provide added value to our patients and potentially a reduction in 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 improvements are essential to making progress.

The valuation of Category 4 for each Demonstration Year is based on the minimum amounts permitted by the protocol, i.e. 5% in DY3 and 10% in DYs 4 & 5 of the total project value. We anticipate this amount will be sufficient to report the data required. Recognizing the shared and related provider data systems expected to be developed and/or utilized for the reporting of these measures; domains were valued equally in each Demonstration Year.

System Changes Necessary to Successfully Report Domain: 

SMCHH is in the process of evaluating and determine the necessary changes, updates and/or improvements required for the existing reporting capabilities and systems for reporting requirements for DYs 3-5 for this domain.

Domain 4: Patient-Centered Healthcare (2 measures) 

Relationship to Categories 1-3 and Expected Domain Improvements DYs 2-5 

SMCHH will report on the 2 measures in this domain – Patient Satisfaction and Medication Management. The report will include patient satisfaction on care from the doctors and nurses, satisfaction with the hospital environment and patient satisfaction upon leaving the inpatient hospital. How patients perceive their care often affects their willingness to engage in follow-up, self-management, and open honest interactions with caregivers. Patient dissatisfaction may cause a patient to alienate themselves from care and result in negative health outcomes. Along with obtaining a positive patient experience, the expanded capacity of primary care providers will effectively manage and reconcile any prescribed medications at the time of discharge. The patients will be instructed on the medications that they should be taking and the medication that they should not take. The increased staffing allowing for an increase in the number of follow-up visits will help enable the continued monitoring and patient compliance with prescribed medications.    

Valuation/Rationale 
	
	DY3
	DY4
	DY5
	Total DY3-5

	Total Value
	$8,500
	$8,392
	$8,392
	$25,284

	IGT Required
	$3,511.35
	$3,524.64
	$3,524.64
	$10,560.63


The value SMCHH placed on this domain is based on the value the hospital attributes to understanding how patients perceive the care they receive from us and how well we manage and promote medication compliance. Lack of patient satisfaction and lack of adherence to medication protocols can potentially lead to adverse patient outcomes. 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 improvements are essential to making progress. 

The valuation of Category 4 for each Demonstration Year is based on the minimum amounts permitted by the protocol, i.e. 5% in DY3 and 10% in DYs 4 & 5 of the total project value. We anticipate this amount will be sufficient to report the data required. Recognizing the shared and related provider data systems expected to be developed and/or utilized for the reporting of these measures; domains were valued equally in each Demonstration Year.

Domain 5: Emergency Department (1 measure)

Relationship to Categories 1-3 and Expected Domain Improvements DYs 2-5 

SMCHH will measure the admit decision time to emergency department departure time for patients admitted. This measure is important because patients often languish in a hospital emergency department due to many factors including lack of systemic cooperation among local community hospitals, their departments and other providers and the patient often then experiences poor health outcomes as a result. SMHCC will monitor and if necessary work to reduce the decision time to transfer an emergency patient to another facility to the recommended threshold of < 1 hour for critical patients. This supports our Category 3 outcome measure of Right Care, Right Setting, ED appropriate utilization; one cause of extended ED decision to transfer and delayed departure times results from an overcrowded ED. Expanding access to primary care for patients who currently are unable to access primary care will help avoid unnecessary use of the emergency department for non-emergent services.      

Valuation/Rationale 
	
	DY3
	DY4
	DY5
	Total DY3-5

	Total Value
	$8,500
	$8,392
	$8,392
	$25,284

	IGT Required
	$3,511.35
	$3,524.64
	$3,524.64
	$10,560.63


The value SMCHH placed on this domain is based on the value the hospital attributes to knowing how well we currently perform in the emergency department and developing goals for improvement as necessary. Extended ED wait times potentially lead to complications, poor outcomes and patient dissatisfaction with their care, so identifying and reporting on this time interval will be very valuable for SMCHH. 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 improvements are essential to making progress.

The valuation of Category 4 for each Demonstration Year is based on the minimum amounts permitted by the protocol, i.e. 5% in DY3 and 10% in DYs 4 & 5 of the total project value. We anticipate this amount will be sufficient to report the data required. Recognizing the shared and related provider data systems expected to be developed and/or utilized for the reporting of these measures; domains were valued equally in each Demonstration Year.

Optional Domain 6: Children and Adult Core Measures (8 measures)

At this time, Seton Medical Center – Harker Heights will not report on this optional domain measure.
Section IV. 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.
[image: image1.emf]
Section V. Addenda
· Addendum 1: RHP 8 Approved Three-Year Project List 
· Addendum 2: Seton Medical Center – Harker Heights Required Documents
· Affiliation Agreement

· Governmental Certification

· Hospital Certification

   No new IGT Entities participating in RHP 8 for Three-Year Projects; All are existing plan participants 








� U.S. Department of Health & Human Services, Health Resources and Services Administration


� .S. Census Bureau, Small Area Income and Poverty Estimates – 2010 County Level Estimations; U.S. Census Bureau, American Community Survey, 2009-2010.


� Bell County Community Health Needs Assessment, June 2013. 


� Ibid.






