Section V.  DSRIP Projects

 Category 1: Infrastructure Development 

· Related Category 3 Outcome Measure(s)

RHP 17 Category 1 Projects

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

· 135226205.3.2:  IT-9.2.a Rate of Emergency Department visits per 100,000 population
2) Brazos County Health District: Project 130982504.1.1 

· 130982504.3.1:  IT-6.2.b Visit Specific Satisfaction Instrument (VSQ-9)
· 130982504.3.500:  IT-15.17 Latent Tuberculosis Infection (LTBI) treatment rate
3) CHI St. Luke’s – The Woodlands Hospital: Project 160630301.1.1

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

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

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

6) Huntsville Memorial Hospital: Project 189791001.1.1 
· 189791001.3.1:  IT-3.8: Acute Myocardial Infarction (AMI) 30-Day readmission Rate
7) Huntsville Memorial Hospital: Project 189791001.1.100
· 189791001.3.100:  IT-1.13 Diabetes Care Foot Exam

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

· 189791001.3.102:  IT-1.23 Tobacco Use Screening and Cessation

8) Huntsville Memorial Hospital: Project 189791001.1.2

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

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

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

· 198523601.3.1:  IT-1.7 Controlling High Blood Pressure 
12) Texas A&M Physicians: Project 198523601.1.4

· 198523601.3.4:  IT-11.26.e.i: Patient Health Questionnaire (PHQ-9)
Section V.  DSRIP Projects

 Category 1: Infrastructure Development 

· Related Category 3 Outcome Measure(s)

RHP 17 Category 1 Projects, continued:

13) Tri-County Services MHMR: Project 081844501.1.1

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

· 081844501.3.2:  IT-11.26.b Aberrant Behavior Checklist (ABC)
15) Tri-County Services MHMR: Project 081844501.1.3

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

Project Summary Information

Category 1 – Project 1

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

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

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

Title: Increasing Primary Care Provider Time at Brenham Free Clinic

RHP Project Identification Number: 135226205.1.1

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


Project Description:  

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

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

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

· Reduce inappropriate ED utilization

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

· Reducing costs by minimizing inappropriate utilization of services

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

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

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

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

Community needs addressed:

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

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

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

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

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

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

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

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

Project Summary Information

Category 1 – Project 2

Unique Project ID: 130982504.1.1 

Project Option: 1.10.2
Pass: Pass 1

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

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

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

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

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

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

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

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

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

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

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

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

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

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

· Improve quality and convenience of patient care 

· Increase patient participation in their care 

· Improve accuracy of diagnoses and health outcomes 

· Improve care coordination 

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

1. Conduct an assessment of our needs

2. Develop an implementation plan (written plan)

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

4. Conduct staff training

5. Implement EHR system

6. Evaluate/Quality Improvement

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

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

Project Goals:

· Improve quality of patient care

· Consolidate patient information into one system

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

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

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

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

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

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

· Immunization Clinic Visits:  4,600

· Sexually Transmitted Infections Clinic:  1,200

· TB Clinic Visits:  500

· TB Skin Tests:  1,200

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

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

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

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

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

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

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

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

Project Option: 

1.10.2: Enhance improvement capacity through technology.  

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


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

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

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

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

Project Milestones:

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

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

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

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

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

Improvement Milestones:

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

2. Demonstrated improvement in 3 selected quality measures.  

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

Unique community need identification numbers the project address:

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

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

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

Related Category 3 Outcome Measure(s):  

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

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

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

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

IT-15.17 Latent Tuberculosis Infection (LTBI) treatment rate

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

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

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

Project Summary Information

Category 1 – Project 3

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

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

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

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

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

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

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

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

This project meets the following regional goals:

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

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

· Reducing costs by minimizing inappropriate utilization of services. 

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

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

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

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

Required Core Project Components 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Project Summary Information

Category 1 – Project 4

Unique Project ID: 160630301.1.100 

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

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

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

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

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

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

RHP Project Identification Number: 160630301.1.100

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

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

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

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

This project meets the following regional goals:

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

· Reducing costs by minimizing inappropriate utilization of services. 

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

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

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

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

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

Unique Community Need Identification Number This Project Addresses: 

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

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

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

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

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

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

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

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

Customizable Process or Improvement Milestones: N/A

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

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

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

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

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

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

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

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

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

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

Category 1 – Project 5
Unique Project ID: 020841501.1.2

Project Option: 1.9.2

Provider Name/TPI: Conroe Regional Medical Center/020841501

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

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

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

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

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

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

Title of Project: Expanding Access to Specialized Trauma Services

RHP Project Identification Number: 020841501.1.2

Project Option: 1.9.2

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

· Complete the application process for Level II designation

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

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

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

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

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

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

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

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

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

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

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

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

Project Summary Information

Category 1 – Project 6
Unique Project ID: 189791001.1.1 

Project Option: 1.9.2
Pass: Pass 1

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

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

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

RHP Project Identification Number: 189791001.1.1

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

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

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

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

This project meets the following regional goals:

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

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

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

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

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

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

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

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

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

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

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

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

a) Increase service availability with extended hours

b) Increase number of specialty clinic locations. 

c) Implement transparent, standardized referrals across the system

d) Conduct quality improvement for project using methods such as rapid cycle improvement.  Activities may include, but are not limited to, identifying project impacts, identifying “lessons learned,” opportunities to scale all or part of the project to a broader patient population, and identifying key challenges associated with expansion of the project, including special considerations for safety-net populations.

This project will address each core component in the following ways:

a) When the Cath Lab is able to treat patient this will represent an increase hours of availability in Walker County. Previously there was not a Cath Lab in Walker County and anytime that Cath Lab services are available represents an increase in hours.  
b) When the Cath Lab is able to treat patient this will represent an increase in the number of clinic locations as well as hours of availability in Walker County, previously there was not a Cath Lab in Walker County and anytime that Cath Lab services are available represents an increase in hours.  
c) Metrics in DY 3, 4 and 5 ensure that a referral system management is in place and efficiently functioning.
d) The metrics HMH has chosen for their project will ensure that the Cath Lab is undergoing QI assessments through Conduct, Plan, Do, Study, Act cycles monitored through a metric in the companion category 3 project.  
Unique community need identification number this project addresses: CN.2.2:  High mortality rate related to heart disease in Walker County.
How this project represents a new initiative or significantly enhances an existing delivery system reform initiative: HMH currently does not have a Cath Lab.  Our hospital offers a variety of specialty care services, particularly for those with heart disease, but Cath Lab services are not available locally at this time.  This initiative will improve access to this care for targeted patients while increasing appropriate utilization and positive health outcomes.

Related Category 3 Outcome Measure:  “The following category 3 measure has been approved in 2014 to describe improvements to the delivery system and patient population: IT- 3.8 – Acute Myocardial Infarction (AMI) 30-Day Readmission Rate.”  
Rationale for selecting the outcome measures: The related Category 3 measure that was chosen is potentially preventable readmissions/Acute Myocardial Infarction (AMI) readmission rate. This metric was chosen as it is a good indicator of the cost savings HMH may be incurring due to the improved treatment. AMI is a reasonable condition for HMH to be tracking for this project because, AMI are a common diagnosis which can be found in the DRG codes for Cardio/Vasc/Thor Surgery. The community need which HMH is using to justify this project is the number of Cardio/Vasc/Thor Surgery within Walker County and the surrounding areas. 

We believe building the Cardiology program as a whole to include the Cath lab has resulted in less AMI readmissions.  AMI patients typically would present to the ED and without a cath lab to perform a catheterization, possible intervention, often would opt for “medical management” or refuse to be transferred to a facility that could perform an intervention.  Eventually without having the diagnostic cath or intervention, the patient will re-present with the same symptoms.  Having the cath lab has reduced this significantly. 
According to Texas Health Care Information Collection, acute myocardial infarctions (AMI) were the most expensive condition billed to the uninsured, (http://www.dshs.state.tx.us/thcic/publications/hospitals/HospitalReports.shtm). This is especially significant for HMH because 29% of Walker County residents are uninsured (http://www.countyhealthrankings.org/app/texas/2012/walker/county/1/overall). From these two facts it can be inferred that some of HMH's uncompensated care charges are attributed to the high cost of treating patient’s suffering from AMI who were not able to receive specialty Cath Lab services in Walker County. Ultimately a Cath Lab leads to better patient outcomes and lower cost of treating uninsured residents suffering from an acute myocardial infarction. An attempt HMH can make to reduce cost associated with treating the uninsured population would be significant because currently HMH’s total UC charges for 2010 are $19,305,488 (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf). The large amount of UC charges HMH amassed during 2010 also indicates that significant portion of the patients treated at HMH are indigent and individuals of this demographic will benefit from this project.
Relationship to other Projects:  This project has the potential to become incorporated with the chronic care management models which HMH is implementing as a Pass 2 DSRIP project. This project also relates to the Category 4 reporting in two ways. The Cath Lab has the potential to influence RD-1, potentially preventable admissions, which as discussed in the rationale section. Furthermore Reporting Domain 5, Emergency department decision to transfer, may be indirectly influenced because the Cath Lab will reduce the number of patients that are transferred out of HMH.  This will create a change in transferring procedures which is likely to have an impact however what that impact may be is unforeseeable. 

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  HMH will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation:  The valuation for DY 2-5 was determined based on four categories; achieves waiver goals, addresses community need, population served, and project investment. Each project was ranked in these categories on a scale of 1-5. Ranking was determined based on how a project compared to the other DSRIP projects HMH is considering for Pass 1 of the 1115 waiver. A project receives a ranking of five if it best represents the category. Rankings are subjective. A percentage was assigned to each project based the total number of points given out. For example if a project’s cumulative points were 15 and a total of 63 points were awarded then the project represents 23.8% of the valuation (15/63). This was then taken into consideration with the pass 1 allocation HMH was allotted. After the IGT valuation was calculated this number was then distributed across the four categories identified in the PFM protocol and the appropriate valuation was assigned to Category 1 metrics.

The total cost of the Catheterization Lab cannot be estimated at this time due to the difficulty associated with calculating direct and indirect cost. Factors that would have to be considered are, but not limited to: consulting fees, equipment, staffing, building, cost of training, overhead cost of planning and technological support. Current Cath Lab cost estimation is $4.3 million; however HMH is investing some of some of its own Capital funds into this project which is why the valuation for this project is lower the estimated cost. Further adding to the valuation of this project is the cost savings HMH anticipates to occur. Cost savings resulting from adequate follow up care for residents needing Cath lab services, as well as better patient outcomes for those with Emergent Cardiac conditions because travel time is reduced. The amount of money that is saved per patient through improved treatment is unknown making the exact cost savings that occurs per patient unknown; therefore total cost savings cannot be calculated. When taking indirect cost, cost savings, and direct cost of the Cath Lab it is reasonable to place the valuation of this project at $2,641,613 for a cumulative total for DY 2-5.  

The cost savings and monetary value of the project was taken into consideration as was the criteria for which the project matched the four categories; achieves waiver goals, addresses community need, population served and project investment. While taking these factors into consideration, HMH then determined how much IGT was available for all 1115 waiver projects then scaled the value appropriately.  
Project Summary Information

Category 1 – Project 7
Unique Project ID: 189791001.1.100 

Project Option: 1.1.1
Pass: Pass 4 (new three-year projects)

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

Intervention: This project will implement non-traditional clinics in small rural communities throughout the hospital's primary and secondary service areas in an effort to improve services available in these rural areas and increase the frequency of primary care visits. 

Need for the Project:  Overcrowding at HMH’s primary care clinic in Huntsville raises concern about meeting a growing population need.   One town within HMH’s service area has been identified as being over an hour away from a county-supported health clinic, when time is calculated as a round-trip drive.  Each town we select are within federally designated Health Professional Shortage Areas for low-income populations.  For these reasons Primary Care clinics need to be established within these areas, so residents are able to have improved access to primary care services. 
Target Population:   Our first focus is the residents in or near the town of Riverside, Texas, who are in need of primary care visits.  The populations can be identified by the zip code of 77367.  Based on the county’s demographics approximately 44% of those who receive services from this project will be uninsured or insured through Medicaid.
Category 1 or 2 expected Patient Benefits:  Through this project 2,000 primary care encounters will be held during DY3. 3,500 primary care encounters will occur during DY4. 4,500 will occur during DY5.  Patients will also benefit from having improved access to primary care.  Improved access will lead to individuals who are better informed about their health and able to make informed decisions about their health choices

Category 3 Outcome(s):  Three non-standalone measures from Outcome Domain 1(Primary Care and Chronic Disease Management) were selected.  The specific measures which HMH will monitor are: IT-1.13 Diabetes Care Foot Exam, IT-1.21 Adult Body Mass Index (BMI) Assessment, and IT-1.23 Tobacco Use Screening and Cessation.  These metrics will monitor the rate of their occurrence among the encounters with the affected population. 

Category: 1
Project Area and Option: 1.1.1
Title of Project:  Huntsville Memorial Hospital’s Primary Care and Non-Emergent Services in Rural Areas 

RHP Project Identification Number: 189791001.1.100

Performing Provider Name:  Huntsville Memorial Hospital 
Performing Provider TPI #: 189791001 
Project Description:  Huntsville Memorial Hospital’s primary care clinic located in Huntsville is currently overwhelmed with patients seeking treatment.  The clinic is open for 12 hours a day during the week and limited hours on weekends, however, still struggles to meet the needs of the community it serves. HMH prioritized expanding clinic services as a high second objective on the Community Benefit Plan (http://tamhsc.edu/1115-waiver/rhp17.html ). The high ranking of this item on the community benefit plan emphasizes the hospital’s concern about the clinics ability to meet the growing need of the patients who rely on the clinic.  To help alleviate this need, HMH will establish non-traditional clinics for primary and non-emergent care in rural setting within HMH’s secondary and primary areas.  Specifically, HMH is looking at the town of Riverside, Texas which is located 13.2 miles northeast of Huntsville

HMH will first establish a non-traditional clinic in Riverside, and then as the project progresses, establish a second non-traditional clinic where the location is currently unknown.  A non-traditional clinic can be any structure in or near the towns that can be re-purposed to provide primary care treatments. Non-traditional healthcare settings will be considered such as town halls, fire stations, local grocery stores, or any available space that can be leased.  A location will be chosen based on the availability of room that can be used for primary care check-ups, waiting areas, and a location for triaging patients.  These non-traditional clinics will be staffed by clerical and medical staff that are able to provide check-ups and other primary, non-emergent services.  HMH plans to have one medical director who will oversee operations and share various FTE personnel between both clinics. The clinical teams will consist of a registrar to assist incoming patients, as well as a medical assistant and a physician’s assistant that will be hired for each clinic.  The schedule of the clinics will match that of the town’s need.  More specifically, if residents requesting services fill the clinics’ schedules for three days, the clinics will be open for three days. 

The number of patients that are able to receive primary care at the clinic will be monitored through metrics in DY3, DY4, and DY5. These metrics will also monitor the quantifiable patient impact.  In addition to metrics monitoring this project QPI, HMH will also have metrics in DY3, DY4, and DY5 that monitor patient experience while at the clinics.  This metric will fulfill HMH’s requirement for quality improvement as well as help HMH better understand how to improve the delivery of care for these patients.  Finally, this project will also have metrics in the corresponding Category 3 project demonstrating how primary care visits have provided smoking cessation instructions to adult smokers, foot screenings for diabetics, and BMI screening and follow-up. These improvement targets will be collected and demonstrated in DY4 and DY5.

Goals and Relationship to Regional Goals: By opening these non-traditional clinics, HMH will be able to provide the community’s residents with easy-to-access primary care.  Better access to primary care will lead to more frequent utilization of primary care services, with increased utilization of primary care services will lead to better health through residents being able to make informed decisions about their health.  The increased access to primary care will also allow patients in these towns to better manage chronic diseases that are complex and expensive when not treated; requiring regular medical attention to learn how to properly manage.  The increased access to primary care clinics will help address illnesses before they lead to medical emergencies.

· Additional clinics will be established in rural counties within HMH’s services area

· Patients will be able to obtain primary care services more frequently than in the past

· Chronic disease such as diabetes and obesity will be better managed through primary care

· Adult smokers will be provided with information about smoking cessation interventions

In addition to the project goals described above, this project also addresses the following regional goals:

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

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

· Reducing costs by minimizing inappropriate utilization of services. 

Three- Year Expected Outcomes for Patients and Provider: Our three year expectations will help HMH better understand how to improve the delivery of care for these patients. At HMH we will be able to provide the community’s residents with easy to access primary care in rural locations.  By increasing access to services, patients are more likely to receive non-emergent services needed to avoid a medical emergency resulting in a readmission or potentially preventable admission. As the provider of these services HMH will be able to prevent overcrowding at HMH’s primary care clinic in Huntsville. 

Challenges: There are several challenges that this project will face. Time constraints related to implementing a three-year project would be one of them.  It will be difficult for HMH to set-up these non-traditional clinics and hold the 2,000 encounters originally planned for this project’s QPI.  To adjust for this, HMH may roll this metric into the first 6 months of the next demonstration year. 

HMH is also considering establishing only one clinic in Riverside as a means to make the timeframe more manageable as well as cope with possible budget constraints.  To help HMH better estimate what money and time will be necessary for this project, HMH plans to establish the Riverside clinic to gage the feasibility of developing the second clinic.  If the second clinic is determined as unlikely to be completed, HMH will need to modify the project accordingly. 

The non-traditional clinic spaces will also pose a challenge.  Joint Commission has specific standards to which clinics are held for privacy reasons.  To ensure compliance, HMH might have to use innovative techniques such as white noise machines to make conversations inaudible.  

Disparities being addressed through this project: HMH selected Riverside because of its location and obvious need for better access to primary care for all residents but low-income individuals do have greater difficulty accessing care.  Riverside is part of HMH’s primary and secondary service area (http://tamhsc.edu/1115-waiver/rhp17-files/walkerco-exec-summ-hmh-market.pdf).  .  Riverside is represented by the area code 77367, which falls within Walker County.   The Riverside clinic is East  of HMH’s service area, which are the areas in greatest need because HMH’s Madisonville clinic serves those in the northern services areas and Montgomery County’s clinic are able to serve those in South service area.

 The Riverside clinic is over an hour’s drive (round-trip) to their County’s primary care clinics (http://tamhsc.edu/1115-waiver/rhp17.html ).  This is significant for those patients will have difficulty being seen by providers within the patient’s home town or geographic area without regularly accepted insurance.  This, of course, assumes that a primary care physician within that area is available or even accepting patients.  Riverside is located within a county that has been identified as healthcare provider shortage areas for low-income populations or low-income/single (http://tamhsc.edu/1115-waiver/rhp17.html). 

Starting Point/Baseline:  Prior to DY3, HMH had two primary care clinics.  The clinic located in Madisonville provided 4,868 encounters last fiscal year.  Due to this project, the number of individuals receiving primary care through HMH sponsored clinics should increase by 2,000 encounters in DY3, 3,500 encounters in DY4, and 4,500 encounters in DY5. This will lead to a cumulative increase of 10,000 encounters overs DYs 3-5, in addition to the encounters provided at newly established clinics.
Quantifiable Patient Impact:  Due to this project, the number of individuals receiving primary care through HMH sponsored clinics should increase by 2,000 encounters in DY3. 3,500 primary care encounters will occur in DY4, and 4,500 encounters in DY5.  This will lead to a cumulative increase of 10,000 encounters of the DY3-5.
Rationale/Community Needs: This project addresses the following unique community needs: 

• CN 1.5 - Limited access to primary care for uninsured residents in Brazos, Burleson, Grimes, Leon, Madison, Robertson and Washington Counties.

• CN 1.3 - Lack of primary care to low income and uninsured in Montgomery and Walker Counties. 

Metric reporting and HHSC mid-year reviews will ensure this project is meeting the community needs identified. The metrics that HMH has chosen for Quantifiable Patient Impact (QPI) will ensure that increased access to primary care is possible. Each demonstration year has a metric monitoring how many primary care encounters have occurred during the reporting period for QPI reporting. To complement metric reporting HHSC will be conducting a mid-year review that ensures the Medicaid and low-income impact. According to County Health Ranking, 28% of Grimes County residents are uninsured and 29% of Walker County residents are uninsured (http://tamhsc.edu/1115-waiver/rhp17.html ). Furthermore it can be inferred from the 2010 Census data and annual reports of unduplicated Medicaid clients that 18% of Grimes County residents and 14% of Walker County residents have Medicaid insurance (http://tamhsc.edu/1115-waiver/rhp17.html). If Riverside represents their County demographics, assumptions can be made that approximately 44% of those who are served through this project will be uninsured or Medicaid beneficiaries. 

New Initiative or Significant Enhancement to Existing Delivery System: This project will enhance HMH’s primary care clinic capacity by providing community residents with easy access to primary care in their rural locations.  By increasing access to services, patients are more likely to receive non-emergent services and avoid medical emergencies and preventable admissions.

Project Core Components and Project Category Selection: This project was placed under Category 1.1.1, or simply labeled as establish more primary care clinics. This is what HMH plans for the rural towns of Riverside... Establishing these non-traditional clinics is exactly what HMH plans to accomplish through this proposal. These clinics will be monitored on the quality of preventive care that is delivered through the corresponding Category 3 projects.  In this way, the project fulfills the requirements for Category 1.1.1.

(A) Continuous Quality Improvement: Based on revisions to HMH’s other DSRIP projects, it is anticipated that continuous quality improvement (CQI) will be treated as the only core component (Core Component A) for this project option since there are no other required core project components.  HMH will fulfill the CQI requirement by implementing patient satisfaction surveys. These surveys are likely to be based on CG-CAHPS or other evidenced-based satisfaction survey. Some areas that the survey could access are convenience of scheduling the appointment, attending appointment and likelihood of keeping the next appointment.  Surveys are limited to the areas which evidenced-based satisfaction surveys are already designed for.  These surveys will be administered in all remaining demonstration years. The form of administration may be as simple as a survey handed to each patient at the end of their appointment.

Customizable Process or Improvement Milestones: At this time Huntsville Memorial Hospital does not intend to use any Customizable Milestones. 

Related Category 3 Outcome Measure(s):  The Category 3 outcomes related to this project are three non-standalone measures selected from Outcome Domain 1 (Primary Care and Chronic Disease Management). The specific measures which HMH will report are: IT-1.13 Diabetes Care Foot Exam, IT-1.21 Adult Body Mass Index (BMI) Assessment, and IT-1.23 Tobacco Use Screening and Cessation.  These outcome measures will monitor the rate of their occurrence among the encounters with the affected population. 

Reasons/rationale for selecting the outcome measures: These three non-standalone outcome measures were specifically chosen for their relevance for the communities the clinics are being established in. Adult obesity within the two counties is higher than the state’s rate.  Walker’s rate is 33% and Grimes’ rate is 34%, while the state’s rate is 29% (http://tamhsc.edu/1115-waiver/rhp17.html). Diabetic screening was selected because Grimes has the highest rate of diabetes in the region (http://tamhsc.edu/1115-waiver/grimes-materials.pdf ). Huntsville does have a prevalence of diabetes at 8.2% of the population (http://wwwn.cdc.gov/CommunityHealth/RiskFactorsForPrematureDeath.aspx?GeogCD=48471&PeerStrat=8&state=Texas&county=Walker). Finally, smoking was chosen as an initiative because this habit causes high rates of sickness and death that could be avoided. Intervention information should be distributed at every opportunity possible, so patients are able to make well-educated decisions about their health.  

Relationship to other HMH and Performing Providers’ Projects:  This project is similar to two other DSRIP projects that HMH is already implementing. The Mobile Clinic (189791001.1.4) and Chronic Disease Management Models (189791001.1.4) are two projects providing primary care and non-emergent services in rural areas; each are focused on making more services available in rural areas.  Although, establishing non-traditional clinics in a rural area will allow HMH to provide a greater range of services than that offered through a mobile clinic. This project aligns with the one of the four Chronic Disease Management Models’ intervention area: follow-up care. Individuals living where the clinics are set up will not need to travel to other towns to receive follow-up care. 

Providing primary care and non-emergent services in rural locations relate with two of the Category 4 reporting areas.  For the rural areas that the clinics are established in, both 30-day readmission rates and potentially preventable admissions will be reduced when primary care and non-emergent services are better available. By increasing access to services, patients are more likely to receive non-emergent services needed to avoid a medical emergency resulting in a readmission or potentially preventable admission.  

Additionally, another provider in RHP 17 is working to expand primary care access to rural patients in Texas A&M Physician’s Rural Fellowship project (198523601.1.2). The implementation of this project, as well as the many navigation projects in the region that seek to improve access and referral to a regular source of care for patients (MCPHD 311035501.2.2, TAMP 198523601.2.3, MCPHD’s upcoming ACP project 311035501.2.100) provide opportunities for potential collaboration and sharing of best practices.  

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

Project Valuation: This project’s proposed valuation was derived considering the IGT resources which HMH has available for this project, the benefit and need for such a project, as well as the cost of implementing this project. After DY5, this project will provide at least 10,000 health care encounters that previously were not available in these areas. This is a considerably large impact of those who will then be able to receive care locally and should be reflected in the valuation. The need for increased access to primary care was noted as the second objective on HMH’s community benefit plan (http://tamhsc.edu/1115-waiver/rhp17.html). The high-ranking objective, demonstrating the need to improve access to primary care for the individuals served by HMH, justifies a high valuation for the project.  

HMH has proposed a high valuation to assist with cost associated with this project. Cost incurring areas for this project include, but are not limited to, a location to conduct the office visits at and personnel to run the clinics. The staff will include both medical and clerical employees. Staff wages can be considerable, as well as reimbursement for travel. The location that these visits occur at will probably be leased and utilities must be paid. While the final budget estimates for this project have not been solidified at this time, HMH expects this cost to be substantial and believes the proposal valuation is reasonable considering costs associated with this project.

Finally, after considering both the benefit and need for such a project as well as the cost of implementing this project, HMH considered what amount of IGT could be secured for this project. After considering all these factors, HMH decided upon this project’s proposed valuation.

Project Summary Information

Category 1 – Project 8
Unique Project ID: 189791001.1.2 

Project Option: 1.9.2
Pass: Pass 1

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

Intervention: Implementation of an inpatient Dialysis Lab at Huntsville Memorial Hospital in order to improve access to specialty care. 
Need for the Project: The need for dialysis at HMH is twofold, in that it will allow patients to access dialysis care locally as well as help build an infrastructure to enable locally coordinated care. Currently HMH is the only hospital within Walker County, meaning that a resident must travel out of the county for inpatient hospitalization if a dialysis treatment might be needed during their stay. In addition, this project will establish e-referrals for dialysis patients meaning that patients will receive electronically coordinated care locally. The need for better coordination of care for dialysis patients is reflected in the 678 potentially preventable hospitalizations among diabetics with long term complications occurring from 2005-2010. Even though not all diabetics with long term complications require dialysis, it is fair to assume that diabetics will be a group utilizing this service and the high levels of PPHs indicates gaps in the services they are currently receiving. 
Target Population: The target population is any patient who might require a dialysis treatment during their inpatient stay. Using data from HMH’s last fiscal year approximately 30% of HMH’s patients are indigent, charity care or Medicaid; therefore, we expect that almost 1 out 3 dialysis patients will be from these payer sources. 
Category 1 or 2 expected Patient Benefits: This program will allow HMH patients needing dialysis treatment to remain in Walker County for inpatient treatment starting in DY2. In the beginning years of the program, it is estimated to serve 300 patients. The increase of patients receiving care will be documented in the DY5 metric. 

Category 3 Outcome(s): IT-1.16 – Hemodialysis Adequacy Clinical Performance Measure III. Our goal is to improve number of patients with delivered dose of hemodialysis in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures (closing the gap between reported baseline and high performance level benchmarks by 10% in DY4 and by 20% in DY5). Baseline rates will be established in DY3.

Title: Increase access to specialty care:  Huntsville Memorial Hospital's Inpatient Dialysis

RHP Project Identification Number: 189791001.1.2

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

Project Description: HMH will begin contracting with an organization to provide dialysis treatment for patients during their stay in HMH. This contract company will work with HMH to provide staff and equipment on-site, so inpatient treatment can be provided when needed. HMH will communicate to the clinical staff changes in how to referral patients for dialysis treatment within the hospital as well as to other dialysis providers within the community. HMH is already developing the capabilities to communicate with other healthcare providers in the area electronically and integrating electronic medical records on the nursing floors. This project will require that HMH investigate these systems to determine how they can be specifically used to benefit patients requiring inpatient dialysis.  The referral of patients to other facilities for continuation of dialysis treatment or other services that might be needed, after discharged from the hospital will be facilitated through an electronic referral that will be documented through the implementation plan in demonstration year (DY) 3. If appropriate, the plan will also identify how inpatients are flagged as needing dialysis treatment after they have been admitted to the hospital. In DY4, documentation will be created to ensure that referrals and work-up are being appropriately done to ensure the referrals outlined in the implementation plan have all necessary information. Finally HMH will monitor the effectiveness of the dialysis treatments to ensure they are of high quality. This monitoring will be done through the companion project in category 3, and reported in DY 4 and 5. The growth in patients receiving dialysis treatment will also be recorded in DY 5 through the category 1 metric. 

The specific population size of those served by this project is at best estimated, because the exact number of Walker County residents needing inpatient treatment and regular hemodialysis treatments was not collected. However, two data sources help identify that inpatient dialysis will address a need in Walker County. These data sources are: DRG codes for nephrology/urology and Potentially Preventable Hospitalizations for diabetes with long term complications.  According to a market assessment HMH had conducted in 2011, the hospital’s primary service area has 703 inpatients with diagnosis related group (DRG) codes for Nephrology/Urology. HMH’s primary service area is mainly Walker County and rural areas bordering the County. The number of inpatients diagnosed with Nephrology/Urology DRG codes is projected to increase over the next five years to 748 inpatients (www.tamhsc.edu/1115-waiver/rhp17-files/walkerco-exec-summ-hmh-market.pdf). 

Adding to the market assessment’s data, enforcing the need for dialysis within Walker County, from 2005-2010, diabetes with long-term complications resulted in 678 Potentially Preventable Hospitalizations (PPH) in Walker (www.dshs.state.tx.us/ph). There is a linkage between diabetics with long-term complications and the need for an inpatient dialysis unit, because long-term complications from diabetes indicates that a patient’s body was exposed to damage from diabetes over an extended period of time, similar to that seen in diabetics with kidney failure who need dialysis. Even though not all 678 of these PPHs would require dialysis, it is reasonable to assume a portion of them will and would have benefited from HMH having the ability to treat them locally. Furthermore, any of these patients that were unnecessarily hospitalized and needed inpatient dialysis had to travel out of the County for treatment incurring even greater unnecessary cost.  Based off initial patient volume for DY2, it is estimated that a minimum of 300 inpatients annually will receive treatment. Because of the number of long-term diabetes complications as well as the inpatient nephrology/urology diagnosis, it can be assumed that this number will increase over the next couple of years. The increase in number of inpatients needing dialysis treatment will be monitored through the DY5 metric for this project.  

Goals and Relationship to Regional Goals: The goal of the project is to increase the availability of quality inpatient dialysis for the residents of Walker County. HMH will ensure that quality dialysis treatment is being provided through the improvement targets outlined in category 3. The increased access to care will be measured in DY5 through the increased volume of patients receiving inpatient dialysis treatment.  

This project meets the following regional goals:

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

· Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs.
Challenges: One major challenge that HMH faces is the internal communication and education about how to transition patients from inpatient dialysis to outpatient dialysis treatment, as well as providing protocols on how to make sure patients receive the timely dialysis treatments. This issue will be addressed in Demonstration Year 2 and 3 through the access to care plan as well as the electronic referral implementation plan.  Then, in DY 4, metrics for referral and workup guidelines will be created to help ensure that this information is properly communicated and staff understand how to use the system. 

5-year expected outcomes for providers and patients: This project will help HMH expand by increasing the number of patients admitted to HMH who need regular dialysis treatment and help reduce re-hospitalization through coordination of care. It will also help residents needing dialysis on a regular basis, by allowing them to be hospitalized local. Previously these patients were transferred to other hospitals equipped to provide inpatient dialysis, requiring travel out of the County. It is the assumption that dialysis patients might avoid hospitalization due to the barriers associated with having to travel out of the county for hospitalization, as well as improved coordination of care through the e-referral plans and workup guidelines for dialysis patients.

According to Texas Health Care Information Collection, Diabetes Mellitus with complications accounted for 256,000 days of hospital stays for 2009 (http://www.dshs.state.tx.us/thcic/publications/hospitals/Statisticalreports.shtm). Walker County residents continue the state wide trend, with reports showing 678 hospitalizations from 2005-2010 (http://www.dshs.state.tx.us/ph/county.shtm). Links to this data are available on HMH’s anchor website (http://www.tamhsc.edu/1115-waiver/hhsc-comdataandresources-rhp-assess-needs.pdf). 

The high occurrence of hospitalizations related to diabetes complications within Texas and Walker County indicates that a significant number of residents would benefit from HMH have the ability to treat dialysis patients locally. The increasing number of inpatients with Nephrology/Urology diagnosis, expected to grow to 748 in 2015, indicates the growing need for specialty nephrology care, such as dialysis, among inpatients from the Walker County area. The metric in DY5 will measure the increase of inpatients receiving dialysis treatment at HMH. 

Starting Point/Baseline: Prior to DY2 inpatient dialysis was not offered at a hospital in Walker County, therefore the baseline for DY1 is zero.

Rationale:  HMH placed the Inpatient Dialysis Unit in Category 1.9.2, which is described as infrastructure development, expand specialty care capacity, and improve access to specialty care.   This represents a significant opportunity for HMH to develop services and infrastructure not in place prior to DY2. It expands care capacity because it addresses healthcare needs which previously had to be treated outside of Walker County because the services required specialized equipment and staff. This project also represents access to specialty care because patients in Walker County may view traveling out of the County as a barrier to receiving care. Now that the services are available locally they are more likely to start receiving hospital treatment they need, therefore improving their access.  

The dialysis unit’s metrics for Category 1 were selected because they outline HMH’s plan for implementing a success dialysis unit as well as the steps taken to ensure that efficient referral are available for patients needing inpatient dialysis treatment. DY2 represents the transformation of HMH from not being able to treat dialysis patients within the hospital to being able treat; as well the additional investigation to determine if there are any potential barriers which may occur, which will be addressed through the access to care plan. DY3 outlines HMH’s intentions to implement a referral system within the hospital to ensure that dialysis patients are referred efficiently through electronic means. DY4 outlines HMH’s communication to staff the proper way to referral and conduct workup of dialysis patients. The steps taken in DY4 help ensure that the referral polices are effective and well understood by the staff. Finally, DY5 will document the increase of patients receiving dialysis treatments.  

Uninsured and Medicaid Benefit: This project‘s impact on the Medicaid and Uninsured population within HMH’s service area is sizable. Throughout DY2- DY5 HMH expects that Medicaid and Uninsured patients will need 1766 nephrology services. HMH plans to deliver a minimum of 1580 nephrology services to this population over the waiver demonstration period and on average 395 services annually. 
When considering this project’s impact on Medicaid and Uninsured populations it is helpful to look at Medicaid as secondary source of insurance. Medicare covers individuals diagnosed with End Stage Renal Disease (ESRD) regardless of age; therefore, a large majority of patients receiving dialysis treatment has Medicare as a payer source. Because of this, when HMH considers the Medicaid population benefiting from this project, Medicaid as a secondary insurance has to be considered in addition to Charity, Medicaid, Indigent and Self Pay. 

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

e) Increase service availability with extended hours

f) Increase number of specialty clinic locations. 

g) Implement transparent, standardized referrals across the system

h) Conduct quality improvement for project using methods such as rapid cycle improvement.  Activities may include, but are not limited to, identifying project impacts, identifying “lessons learned,” opportunities to scale all or part of the project to a broader patient population, and identifying key challenges associated with expansion of the project, including special considerations for safety-net populations.

This project will address each core component in the following ways:

a) This project will expand services, when the services become available in DY2. The services being available at HMH it will represent an increase in locations because previously there wasn’t a time the service was available
b) This project will expand locations, when the service becomes available in DY2. When the services becomes available at HMH for any amount of time this represents an increase in hours, because previously there wasn’t a time the service was available
c) HMH will implement a referral system with standardized protocols ensuing this system is well defined.
d) HMH will participate in quality improvement associated with the dialysis unit as outlined in DY3 of category 3 milestones.
Unique community need identification number this project addresses:

CN.2.3:  Hospitalizations from long-term diabetes complications among the highest potentially preventable hospitalizations in Walker County increasing by 32% from 2009-10.
How this project represents a new initiative or significantly enhances an existing delivery system reform initiative: HMH currently does not have dialysis services, nor does any other inpatient facility in Walker County.  Our hospital offers a variety of specialty care services, particularly for those with diabetes, but dialysis services are not available at this time.  This initiative will improve access to this care for targeted patients while increasing appropriate utilization and positive health outcomes.

Related Category 3 Outcome Measure(s):  

Outcome Domain- 1 Primary Care and Chronic Disease Management

IT–1.16 Hemodialysis Adequacy Clinical Performance Measure III

Rationale for selecting the outcome measures: The related category 3 outcome that is associated with this project is primary Care and Chronic Disease Management/ Hemodialysis Adequacy clinical Performance Measure III. This metric was selected because of the high occurrence of hospitalizations related to diabetes complications within Walker County indicates that a significant number of residents will benefit from HMH have the ability to treat dialysis patient effectively (http://www.dshs.state.tx.us/ph/county.shtm). By adding the monitoring of hemodialysis adequacy clinical performance as a category 3 measure to HMH’s inpatient dialysis unit this will ensure that residents not only have access to treatment but that the treatment is of a consistent quality. Because this measure indicates how well the blood is clearing the accumulated toxins as well as clinical outcomes, it will indicate how effective HMH’s hemodialysis treatments are. Adding this measure to the dialysis unit DSRIP project hold HMH accountable to a quality of care correlated with desirable outcomes.   

This Category 3 will benefit all patients at HMH needing hemodialysis treatment. As discussed in the project description based off estimates from the PPH and DRG codes for Nephrology and Urology, we are expecting hundreds of patients to need this service. The initial month of implementation have shown about thirty patients treated a month. Of these hundreds of patients expected to be treated annually HMH is expecting about 30% of them to be indigent, charity care or Medicaid population, based off historical percentages of patients treated at HMH. 
Relationship to other Projects:  This project has the potential to become incorporated with the chronic care management models which HMH is implementing as a Pass 2 DSRIP project.

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  

HMH will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation:  The valuation for DY 2-5 was determined based on four categories; achieves waiver goals, addresses community need, population served and project investment. Each project was ranked in these categories on a scale of 1-5. Ranking was determined based on how a project compared to the other DSRIP projects HMH is considering for Pass 1 of the 1115 waiver. A project receives a ranking of five if it best represents the category. Rankings are subjective. A percentage was assigned to each project based the total number of points given out. For example if a project’s cumulative points were 15 and a total of 63 points were awarded then the project represents 23.8% of the valuation (15/63). This was then taken into consideration with the pass 1 allocation HMH was allotted.

The total cost of the Dialysis Unit was not estimated due to the difficulty in identifying direct and indirect cost. Factor that would have to be considered are, but not limited to: cost of contracting with the company providing dialysis treatment, staff training, technical support for referrals and equipment. All of these factors are difficult to estimate at this point in the planning process. However, HMH has determined that HMH pays range for a patient receiving dialysis treatment is $372.50-$425.00; these costs will rise if patient needs treatment during holiday or night hours. In addition, HMH is anticipating spending approximately $31,000 on technology necessary to accomplish e-referrals for dialysis patients. However, HMH is investing its own capital funds into the project to cover the e-referral technology. Further increasing the valuation of this project is the cost savings HMH is anticipating to occur. The cost savings will come through improved access to inpatient dialysis unit for the residents of Walker County. From 2005-2010, Walker County had 678 hospitalization due to Diabetes long-term complications and 294 hospitalizations due to diabetes short-term complications. If these hospitalizations needed dialysis treatment then they had to travel out of the County for treatment (www.dshs.state.tx.us/ph). The cost saving would occur when these patients receive quality care locally, leading to improved patient outcomes from being able to remain within in the same County for inpatient care.  The amount of money that is saved per patient through improved treatment is unknown make the exact cost savings that occurs per patient unknown; therefore total cost savings cannot be calculated. When taking indirect cost, cost savings and direct cost of the dialysis unit it is reasonable to place the valuation of this project at $1,408,859, which is the amount HMH assigned for the 1115 waiver throughout the demonstration years 2-5.

The cost savings and monetary value of the project was taken into consideration as was the criteria for which the project matched the four categories; achieves waiver goals, addresses community need, population served and project investment. While taking these factors into consideration, HMH then determined how much IGT was available for all 1115 waiver projects then scaled the value appropriately. 

Project Summary Information

Category 1 – Project 9
Unique Project ID: 189791001.1.3 

Project Option: 1.9.1
Pass: Pass 1

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

Intervention: Implementation of a nursing fellowship program to provide training and improve access to specialty care areas. 

Need for the Project: This program is intended to help HMH recruit, retain and train Registered Nurses in specialty areas. This was a need identified at HMH due to the advanced age of RNs currently employed, as well as difficulty in successfully recruiting RNs for specialty areas. High turnover rates among nursing staff raises concerns about sustainability of current recruiting methods. If HMH is unable to implement a sustainable RN recruiting method, especially for specialty care nurses, services could be limited or the quality of the services negatively affected

Target Population: The target population is any patient needing specialty care at HMH. Using data from HMH’s last fiscal year, approximately 30% of HMH’s patients are indigent, charity care or Medicaid; therefore, we expect that nearly 1 out 3 patients will be from these payer sources.  

Category 1 or 2 expected Patient Benefits: To measure direct patient impact of the Fellowship program HMH will consider patients seen in the specialty fields while the Fellowship program is occurring. For example, last year there were 3,116, combined observation and admitted patients in the targeted specialty care (TSC) areas that HMH will provide training for. Therefore, if it takes an SHSU student 6 months to complete a fellowship program it can be assumed that 1,558 patients will benefit from this fellowship program per year, if there is only one program done each year.  However some years it is expect that HMH will offer the program twice a year reaching all 3,116 patients benefiting from the care delivered during the Fellowship program. This is in addition to the indirect result of the program, which is the retention of RNs to provide TSC. This indirect benefit will result in additional nursing staff at HMH and lead to the ability to treat greater patient volumes. It is assumed that this project will result in a 3% increase of patients treated annually in TSC by DY5. 
Category 3 Outcome(s): IT-4.5 – Patient Fall Rate.  Our goal is to reduce the patient fall rate by 5% over baseline in DY4 and 10% over baseline in DY5. Baseline rates will be established in DY3.
Title: Nursing Fellowship Program to Provide Training in Specialty Areas 

RHP Project Identification Number: 189791001.1.3

Project Option: 1.9.1
Performing Provider Name/TPI: Huntsville Memorial Hospital/189791001

Project Description:  This program will help HMH recruit, retain and prepare new nurses for a successful career in acute care nursing. During DY2 HMH will work to develop policies and curriculums that can be used in the implementation of this project and expanded upon to as to grow or improve the program. HMH staff will work closely together through interdepartmental meetings to communicate specialty specific competencies for each nursing department to the education department at HMH. Meetings will occur between HMH and the local university, Sam Houston State University (SHSU), regarding HMH’s recruitment of BSN students. HMH will attract these students through a paid, two-stage Nursing Fellowship program lasting a minimum of six months. The first stage of the program is a 12-week part time position where the student works as a Tech in the targeted specialty field (TSF) they have been selected for. The second stage of the program is when the graduated student has obtained GN/RN status and began working on the TSF as a Fellow or GN. Both stages of the program are done under close supervision of a preceptor. This fellowship will allow nurses to gain experience in a specialty field, while working with a preceptor as well as gradually acclimate the fellows to their role in acute care nursing at HMH while gradually increasing their nursing responsibilities.

The specialty floor directors, managers and preceptors will collaborate with HMH’s education department to ensure that the fellows receive proper education and instruction to prepare them for a successful care in a specialty field. Communication between departments will be done through documentation showing the Fellow’s completion of a checklist for each specialty competency. HMH will contract with selected fellows to work at HMH for duration of two years in the TSF they were there training occurred, in exchange for the education they have received. To promote the continual improvement and success of the RN training and recruitment in Walker County, HMH will work with SHSU’s BSN program to promote a mutually beneficial relationship between the two entities. 

The Fellowship Program will help with recruitment, retention and training of specialty RNs at HMH; which address Walker County’s health professional shortage disparity. Walker County has been documented as a health professional Shortage Area for low income groups (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf). Walker County's 2009 ratio of population per registered nurses is well below the state's ratio. Walker County's ratio is 407.7 compared to Texas' ratio of 695.6 (Source: www.dshs.state.tx.us/chs/healthcurrents). The ratio is calculated as; 100,000/2010 population multiplied by number of workers in the health occupation (Source: http://www.dshs.state.tx.us/chs/healthcurrents/sources.shtm#hprc_occu_rate ).  By implementing this project at HMH it will help improve low income groups access to healthcare professionals. Because HMH is commitment to treating the low-income groups in Walker County, the increase in RN staff at the hospital will reduce disparities in access to healthcare professionals for low-income populations. HMH’s devotion to the healthcare treatment of all individuals, regardless of ability to pay bills, is reinforced by HMH’s 2010 UC charges equaling $19,305,488.00 (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf ).  The increase of RN employment at will be monitored through the metric in DY5.

The target population for this project is any patient needing specialty care at HMH. Using data from HMH’s last fiscal year approximately 30% of HMH’s patients are indigent, charity care or Medicaid; therefore we expect that nearly 1 out 3 patients will be from these payer sources.  The direct patient impact of the Fellowship program will have can be measured by the number of patients seen in the specialty fields while the Fellowship program is occurring. Last year there was 3,116, combined observation and admitted for the TSC areas that HMH will provide training for. Therefore if it takes a SHSU student 6 months to complete a fellowship program it can be assumed that 1,558 patients will benefit from this fellowship program per year; if there is only one program done each year.  However some years it is expect that HMH will offer the program twice a year reaching all 3,116 patients. This is in addition to the indirect result of the program, which is the retention of RNs in TSC. This indirect impact of the program will result in a patient benefit of 3,116 per year. It is HMH’s expectation that through the recruitment and retention of RNs through this program, the quality of patient care will increase. 
As the Fellowship Program grew and developed during DY2, confusion around two issues related to the program’s original proposal occurred. First, the original proposal identified this program as the Nursing Fellowship Program. However, other hospitals have similar programs called Internship. It is also uncommon to use the term Fellowship for nursing programs. For these reasons, HMH does at times refer to this program as the internship program to avoid confusion. Second, while recruitment at SHSU does occur, HMH may wish to consider other candidates from nearby RN or BSN programs. HMH does not want to deny qualified candidates because they were not educated at SHSU. In addition, looking at other RN or BSN programs allows HMH to consider a larger population of RNs for the program. Ultimately, this will allow HMH to improve the number of RNs working in Walker County, which still addresses the healthcare professional shortage in Walker County.  

Goals and Relationship to Regional Goals: This project’s goal is to increase the capacity to provide specialty care services. The availability of targeted specialty providers will better accommodate the high demand for specialty nursing care and ensure that patients have access to high quality care.

This project meets the following regional goals:

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

· Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs.
Challenges: Because this project is completely new to HMH it will require significant communication to make sure new protocol are understood and expectations of the program are the same for all individuals involved; students, preceptors, managers, directors and SHSU faculty. Additional challenges will be created from the transition of new graduate nurses to roles in acute care fields. Excellent preceptors will be required to prepare students to deliver highly specialized care and appropriate teaching situation will be needed. This is being addressed in demonstration year 1 through the development of training documents and the hiring of staff to assist in the managing of the nursing fellowship. 

5-year expected Outcomes for Providers and Patients: This project would directly address this issue of low RN to population ratio by insuring the direct recruiting of RNs from SHSU and other local RN schools. It will also help HMH train nurses in specialty areas, which are becoming more difficult to recruit for. HMH can also use this program as a means to educate new hires on problem areas in nursing care that need improvement. Therefore, not only will this program help recruit RNs but it will also place them in areas that HMH needs them the most. It is the expectation of HMH that due to the increased capacity to recruit RNs and provide them with training the quality of nursing care delivered at HMH will improve.  The improvement in nursing quality will be demonstrated through the nursing fellowships companion category 3 project, potentially preventable complications, Hospital acquired deep pressure ulcers. In addition to reducing potentially preventable complications this project will also assist in reducing Walker County’s disparity in healthcare professional access for low income individuals. This project will address this disparity be increasing the number of RNs recruited to HMH therefore providing access to low income groups, which is a group that HMH is committed to serve. Documentation of this recruitment will be part of the metrics for demonstration years 4 and 5. 
Starting Point/Baseline:  Prior to DY2, HMH had not implemented a Nursing Fellowship program, therefore, zero patients benefited from improved quality of care due to the program.

Rationale: This project was categorized into project areas 1.9.1; which is designated as Infrastructure development; expand specialty care capacity, and expand high impact/most impacted medical specialties. The goal of this program is to help HMH recruit RNs into specialty areas; which an adequate nursing staff is an important part of a HMH’s infrastructure. The Nursing Fellowship will expand nursing specialty care capacity at HMH by providing greater number of RNs who are able to work the specialty floors. The targeted floors to have expanded specialty care capacity are those which HMH accepts fellows into and have been designated as a high impact specialty through informal communication occurring internally at HMH. 
The metrics that HMH selected for the nursing fellowship program reflect the gradual development of the program and measures its anticipated success.  During DY2 and 3 the program will be established and recruits RNs into the program.  DY4 is when HMH will measure the recruitment and retention of fellows that are participating in the Fellowship program into a position working at HMH as part of the regular RN staff. Finally DY5 will indicate if HMH is in fact recruiting and retaining the RNs due to the Nursing Fellowship program at a greater rate than that experienced in DY2. 

The Fellowship Program will help with recruitment, retention and training of specialty RNs in HMH. Walker County has been documented as a health professional Shortage Area for low income groups (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf). By implementing this project at HMH it will help improve low income groups access to healthcare professionals. Because HMH is  commitment to treating the low income groups in Walker County the increase in RN staff at the hospital will ultimately help reduce the current disparities in low income demographic’ s access to healthcare professionals. This statement is reinforced by HMH’s 2010 UC charges equaling $19,305,488.00 (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf ).

Project Components: The project area 1.9.1 has four core components. The core components are: 
a) Identify high impact/most impacted specialty services and gaps in care and coordination
b) Increase the number of residents/trainees choosing targeted shortage specialties
c) Design workforce enhancement initiatives to support access to specialty providers in underserved markets and areas (recruitment and retention)
d) Conduct quality improvement for project using methods such as rapid cycle improvement.  Activities may include, but are not limited to, identifying project impacts, identifying “lessons learned,” opportunities to scale all or part of the project to a broader patient population, and identifying key challenges associated with expansion of the project, including special considerations for safety-net populations.

This project will address each core component in the following ways:

a) For this waiver period HMH will not be conducted high impacted/most impacted specialty services and gaps in care coordination. This component is informally addressed through the input of floor directors and managers communicating directly to HMH administration, the need for more skilled nurse in specialty areas.
b) This program is new to HMH, so any positions created to facilitate the education of the fellows would represent an increase in number of fellows. HMH will be monitoring the program’s growth and effectiveness of recruiting RNs, furthermore indicating that this initiative is increasing the number of fellows choosing TSF.  
c) This project supports workforce initiatives in Walker County, which is an underserved area for low income populations. Because HMH is a significant provider of care to low income groups, any workforce initiative that the hospital undergoes addresses an underserved market.
d) HMH will participate in quality improvement through Conduct, Plan, Do, Study Act cycles, as described in DY3 for category 3. In addition to the Conduct, Plan, Do, Study, Act cycles, HMH will be administering regular surveys to those enrolled in the nursing fellowship program to gage how well the program is being run and identify areas that need improvement.
Furthermore, HMH is not planning to complete core component A, because this core component could distract HMH from our immediate purpose which is the recruiting and retention of BSNs. The situation which HMH is trying to avoid by omitting this core measure is the following. A BSN student is willing to accept a position in a specialty field not identified in the original assessment of care, HMH may be hesitant to offer training in this areas as it was not originally identified as a needy area. This is of significant concern to HMH, because the hospital’s services lines are undergoing rapid growth which may cause nursing gaps to occur in areas that previously seemed adequately staffed. Because of the limiting possibility of this component, as well as this assessment already informally done through the everyday nursing administrative duties, HMH is opting out of this core component. 

Unique community need identification number this project addresses:

CN.1.1 The ratio of RNs to population in Walker County is 41% less than the state average.
How this project represents a new initiative or significantly enhances an existing delivery system reform initiative: HMH did not have a Nursing Fellowship prior to DY2.  This initiative will improve access to care for patients in targeted specialty fields while increasing positive health outcomes for HMH patients through improved quality of patient care.

Related Category 3 Outcome Measure:  

Outcome Domain 4:  Potentially Preventable Complications

IT 4.5:  Patient Fall Rate

· Reduce Patient Fall Rate 

Rationale for selecting the outcome measures: The category 3 project which HMH has chosen for the nursing fellowship program is the potentially preventable complications (PPC) and healthcare acquired complications/ Patient Falls.  This metric was chosen because this program will allow the new hires, who have undergone fellowship training, to be educated and trained in patient quality measures the hospital has identified as needing improvement. After consulting with HMH’s clinical effectiveness department it was determined that Patient Falls are a patient care issues were the most improvement is needed. Hospital acquired conditions can be identified and prevented by the hospital’s staff it is reasonably to assumed that proper training of fellows can contribute to improved outcomes in this area. This information was furthers supported by the data presented on Healthgrades.com, the website indicates that bed sores (or pressure ulcers) is a patient safety issue HMH ranks below average in (http://www.healthgrades.com/hospital-directory/texas-tx-central/huntsville-memorial-hospital-hgst6e2bc8b6450347). Healthgrades.com cites their source as Center for Medicare and Medicaid Services (CMS), therefore even though this information was not retrieved from the Anchor’s website it should still be considered creditable. 

HMH is a significant provider of care to low income groups, as emphasized by HMH’s UC charges in 2010 equaling $19,305,488 (http://www.tamhsc.edu/1115-waiver/walker-materials.pdf ).  By HMH recruiting and training BSN students on how to avoid patient safety issues it is reasonable to assume that this category 3 project will help improve the healthcare treatment of the low income individuals treated at HMH. The improved healthcare treatment of low income groups will be enabled by HMH Category 3 Process and Improvement Target; which are designed to ensure HMH is achieving a reduced rate of deep pressure ulcers in patients. 

Relationship to other Projects:  The Nursing Fellowship does relate to Reporting Domain 3, Potentially Preventable Complications in Category 4. Because the fellowship is directly related to the quality of patient care it is reasonable to think that it will be lead to a reduction in PPCs at HMH. 

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  

HMH will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation:  The valuation for DY 2-5 was determined based on four categories; achieves waiver goals, addresses community need, population served and project investment. Each project was ranked in these categories on a scale of 1-5. Ranking was determined based on how a project compared to the other DSRIP projects HMH is considering for the 1115 waiver for pass 1. A project receives a ranking of five if it best represents the category. Rankings are subjective. A percentage was assigned to each project based the total number of points given out. For example if a project’s cumulative points were 15 and a total of 63 points were awarded then the project represents 23.8% of the valuation (15/63). This was then taken into consideration with the pass 1 allocation HMH was allotted.

The cost of the Nursing Fellowship was not estimated due to the difficulty in identifying direct and indirect cost. Factor that would have to be considered are, but not limited to: the cost associated with recruiting new nurses, training new nurses, the overhead of creating the training materials for fellows and salaries of the fellows. These factors are difficult to estimate at this point in the planning process, because of the high likelihood of miscalculation initial estimation were forgone.  Furthers increasing the value this project brings to HMH is cost savings that will occur. The cost savings will come through improved patient care leading to better patient outcomes and increased nursing retention of BSN nurses. The amount of money that is saved annually due to the nursing fellowship program is unknown; therefore total cost savings was not estimated. When taking indirect cost, cost savings and direct cost of the nursing fellowship it is reasonable to place the valuation of this project at $1,408,859.00, which is the amount HMH assigned for the 1115 waiver throughout the demonstration years 2-5.

The cost savings and monetary value of the project was taken into consideration as was the criteria for which the project matched the four categories; achieves waiver goals, addresses community need, population served and project investment. While taking these factors into consideration, HMH then determined how much IGT was available for all 1115 waiver projects then scaled the value.

Project Summary Information

Category 1 – Project 10
Unique Project ID: 189791001.1.4 

Project Option: 1.1.3
Pass: Pass 2

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

Intervention: Implementation of a mobile office/clinic to improve and expand access to care by providing screenings, vaccinations, physicals and health education.  

Need for the Project: The Huntsville clinic currently operates 7 days a week from 8am‐8pm. Even with the clinic operating at non‐traditional hours there is still an unmet need for primary care services. The Huntsville Clinic experiences high volumes of patients and even overcrowding at times.  The high demand for the clinic’s services indicates a need for increased availability of non-emergent care. The inadequate supply of primary care may have resulted in Walker County’s high rates of potentially preventable hospitalizations as well as undesirable rankings for community health status indicators. HMH hopes that by delivering screenings, educations, physicals and vaccinations, this will address some of the need for primary care. 

Target Population: The target population for this project is all of Walker County as well as surrounding areas in need of primary care services such as education, vaccination, screenings or physicals. However, the goal is to reach those who are not already receiving primary healthcare from a local provider. Therefore, it is the expectation that the Medicaid, charity care and indigent population served by the project will mirror the population that is served at the Huntsville clinic, which is 50%. Using data from HMH’s last fiscal year approximately 50% of HMH’s patients are indigent, charity care or Medicaid; there we expect 1 out of 3 patients utilizing this project to be from these payer sources. 

Category 1 or 2 expected Patient Benefits: Last year HMH delivered 1558 physicals, vaccinations and dietary consults. It is the expectation that the mobile clinic will be able to deliver more than 15% of these services annually in the community setting. HMH anticipates that at least 1,500 encounters will have services provided to them in the community setting by DY5. Through the additional services that are delivered into the community there will be greater utilization of outpatient care and therefore a reduction in potentially preventable admissions.   

Category 3 Outcome(s): “The following Category 3 measure has been approved in 2014 to describe improvements to the delivery system and patient population: IT 2.17 Uncontrolled Diabetes Admission Rate (Potentially Preventable Admissions)”. Our goal is to reduce the number of non-maternal patients, age 18 years or older, admitted (and therefore discharged) with a principal diagnosis of uncontrolled diabetes. This measure will be coupled with PPR.11 Sepsis related PPRs. 

Title: Mobile Office to Provide Screenings, Vaccinations, Physicals and Health Education

RHP Project Identification Number: 189791001.1.4 (Pass 2) 

Project Option: 1.1.3
Performing Provider Name/TPI: Huntsville Memorial Hospital/189791001

Project Description:  This project will build the relationship between HMH with the community. By partnering together HMH’s healthcare services can be delivered at the partnering facility’s location in the community at scheduled times.  The mobile clinic will be staffed by healthcare professionals who travel into the community to provide screenings, vaccinations, physicals and healthcare education. This clinic will make regular stops at areas that are considered by HMH as having a high need for services. The services provided by the mobile clinic will be suited to the population’s needs. Two examples of how these services may be applied are education at the women’s shelter for enrolling in Medicaid or CHIP, and physicals provided at a place of employment to promote an employee health program. 

In the past, HMH has offered outpatient healthcare services at locations other than the HMH facility when specifically requested by the hosting facility. However, this project will expand upon that service by requiring HMH to proactively engage entities within the community about healthcare services they are interested in hosting at their facility, as well the timeframe and frequency that is agreed upon by both HMH and community organizations. HMH will obtain contracts to ensure medical staff is available to work the trips into the community. These planning activities are recorded through the milestones in demonstration year (DY) 2. After these planning milestones are complete, HMH will have a schedule of locations and times when trips will be made into the community and a list of providers that may be called on to participate in these trips. The DY3 milestones will record the actual patient populations being served during these trips into the community. In DY4, additional staff will be recruited to accommodate the program’s growth and HMH is expecting to see the number of patient’s receiving services increase over the next couple of years from expansion of new employees and a better understanding of where community healthcare services are best utilized. HMH plans to have 1500 encounters where physicals, education, vaccinations or screenings are provided to residents in the community by DY5. Based off last year’s rates for these services, this means that annually about 10-15% of HMH’s physicals, educations, vaccination and screenings will be moved into a community setting through the mobile clinic. HMH expects to serve approximately 450 patients in DY3 and through the metrics of DY4 increase number of residents reached to approximately 500 and 550 in DY5. Leading to approximately 1500 encounters reached throughout the entire waiver demonstration.  

Through the Mobile Clinic, multiple services will be made available to community members who are receiving vaccinations. The following is a list of these services: 

· Required paperwork and health screening to determine eligibility for vaccination 

· Review of online vaccination database to determine which shots needed 

· Data entry for billing 

· Updating vaccine database with vaccines received  

· Mailing reminders of when new vaccinations or boosters as need 

· On average four vaccinations are administered to school-aged children when receiving vaccinations. 

· Education about the vaccinations and possible side effects 

All these services are required to provide quality vaccinations and each service represents a patient impact.  Therefore this project could reasonable be valued over $5,000,000 because a majority of the 1,500 encounters will receive several services which should drive the value of the service provided over $1,651. 

Currently, access and utilization of proper outpatient care is a community issue HMH needs to address. In Walker County there were 6,130 potentially preventable hospitalizations (PPH) over a five-year span from 2005-2010 (www.dshs.state.tx.us/ph). This only includes adult residents 18 and older; therefore, the number of PPH could potentially be larger than reported. Hospitalizations are considered “potentially preventable” because had the patient had access to appropriate outpatient care then the hospitalization would not have occurred. Despite HMH making outpatient care accessible through a local clinic, the County still struggles with high PPH numbers. The clinic opened in 2002 and currently operates 7 days a week from 8am-8pm; showing that HMH has tried to make outpatients services available at non-traditional clinic hours (http://www.huntsvillememorial.com/content/default/?id=41). Even though HMH promotes outpatient care through the clinic and additional hours of service, there is still a need to improve the outpatient care to help avoid some of the 6,130 PPHs occurring among Walker County residents. Through the mobile clinic HMH intends to make services more convenient and create addition appointment times, thereby increasing the likelihood of having patients utilize outpatient services and increase the availability of primary care. 

The recent pertussis outbreak that occurred in Walker County during the last couple of months in 2012 emphasizes the strength of the metric’s value justifying why this service is worth more than $1,651 per patient served. This outbreak occurred among 34 school-aged residents, all of whom were up to date on their required vaccinations. This outbreak accompanied the nationwide increase in pertussis incidents, which is similar to the number of cases seen during the 1950s. A recent New England Journal of Medicine article, reported by ABC news, attributes increased prevalence of pertussis outbreaks to reduced effectiveness of “acellular” vaccines. Despite the waning effectiveness of the vaccine, the “acellular” vaccination is likely to remain the preferred treatment due to negative side effects associated with alternative pertussis vaccines used in the past. Ultimately, this will lead to an increase in number of Tdap vaccinations required. The increased need for vaccinations to maintain pertussis immunity will further burden local clinics if mobile units are not set-up to help alleviate vaccination need. The community’s need strengthens any metrics that make a mobile unit financially feasible and able to serve HMH’s service area with Tdap vaccinations. 

Goal and Relationship to Regional Goals: Project goals include expanding the capacity of primary care to better accommodate the needs of the patient population and promote increased use of primary care. HMH plans to accomplish this by allowing patients to receive care at convenient locations within the community. It is the expectation that by increasing primary care convenience and availability this will return a decrease in potentially preventable hospitalization. This decrease in potentially preventable hospitalizations will be documented by HMH’s improvement target of uncontrolled diabetes reported on in both DY4 and DY5 of the companion category 3 project.  

This project meets the following regional goals:

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

· Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs.
Challenges: Services will have to be transported and set up using personal vehicles until alternate transportation solutions become available. This project will serve as a pilot to determine how effective trips into the community are, and if this justifies the purchase of a vehicle to accommodate these trips. However until such a purchase can be justified, the quantities of services delivered are limited due to barriers to transporting equipment in a personal vehicle. To overcome this barrier, as part of the valuation of $5,283,425, consideration was given to expenses. The limited number of supplies might increase the number of trips that need to be made into the community to reach HMH’s goal for patients served; the more trips increase the time commitment of the staff and therefore staffing hours. 

Funding challenges and resource uncertainty have significantly shaped this project. Ideally, HMH would like to fund frequent stops in the community delivering both preventive and non-emergent care services. However, uncertainly in availability of resources has caused HMH to limit the scope of services offered. Because the stops made into the community will be periodic, residents won’t be able to rely on the mobile clinic for immediate primary care. Therefore, HMH is focusing largely on preventative service. 

5 Year expected Outcomes for Providers and Patients: Walker County residents will experience better access to primary care through the mobile's trips into the community. There will be a decrease in the number of potentially preventable hospitalizations resulting in lower cost for both HMH and the other healthcare payers. Reports totaling $154,918,644 in potentially preventable hospital charges from 2005-2010 (Source: http://www.dshs.state.tx.us/ph/county.shtm ).  In theory, all of these costs could have been prevented if the patient was able to see a primary care physician. When 2005-2010 hospital costs for potentially preventable hospitalizations are divided by Walker County’s 2010 population, cost comes to $2,740 per resident. Compared to Texas’ cost of $2,159 per resident (Source: www.dshs.state.tx.us/ph ) It appears that Walker County residents incur greater cost for hospitalizations, than is usual in Texas. This could be avoided through proper outpatient care made available to residents.  An ideal outcome would be that Walker County’s cost for potentially preventable hospitalizations are reduced because residents are able to utilize appropriate outpatient care more frequently and at convenient locations through the trips made into community. Ultimately this project will lead to improved health for the community and less usage of expensive hospital care. This increased access to primary care will be documented in metrics for DY3 and DY5. The decrease in potentially preventable admissions will be recorded in DY4 and 5 through the category 3 companion project, which will track potentially preventable admissions for diabetes. Our goal is to reduce the number of non-maternal patients, age 18 years or older, admitted (and therefore discharged) with a principal diagnosis of uncontrolled diabetes by X% over baseline in DY4 and an additional X% over baseline in DY5.
Starting Point/Baseline: In DY1, HMH does not have a formalized plan detailing how screenings, vaccination, physicals and health education will be delivered into the community on a regular basis and zero services were delivered during into the community during DY1. 

Rationale:  The mobile clinic was categorized numerically as 1.1.3; which represents: Infrastructure Development, Expand Primary Care Capacity, Expand Mobile Clinic. This DSRIP project fits this category description for the following reasons. The mobile will provide a reliable infrastructure through which services are delivered into the community and create an outlet for HMH to address community health issues before they become a significant health concern requiring hospitalization. This project will represents an outlet through which services will be delivered making the project part of infrastructure development. The services being delivered; vaccinations, physicals and screenings, represent primary care that previously was not available within the community, therefore representing expanded primary care capacity. Finally, this project represents an expansion of the mobile clinic because previously the mobile services had been supplied sporadically at the request of the community. However, this project will require that HMH resources are used to create a reliable plan to deliver services representing an expansion of a mobile clinic because it adds greater stability and requires more resources to organize. For these reasons this project represents Infrastructure Development, Expand Primary Care Capacity, and Expanded Mobile Clinic.

Project Components: The milestones and metrics that have been selected for the mobile clinic will document the gradual development of the project and its increased exposure in the community over the rest of the 1115 waiver demonstration period. Beginning in DY2, the mobile clinic will begin with documents supporting how HMH plans to deliver services to the community through the mobile clinic. Another metric in DY2 will require that HMH implement a community/school based health clinic. DY3 metric will measure how many residents are being treated at the mobile clinic compared to those treated in DY1, when mobile clinic services were sporadic and request by the facility that is hosting the mobile clinic. In DY4, HMH will focus on the hiring and training of staff to deliver efficient care from the mobile clinic. Finally, in DY5 HMH will measure how many additional residents are receiving care at the mobile clinic due to the increase in staff and providers added to the project during DY4, compared to those receiving care in DY3. These milestones and metric work together to help HMH expand the mobile clinic into a program that is able to deliver care throughout the community. 

Primary care needs to be increased in Walker County as indicated by the poor health Walker County residents reported having in the Community Health Status Indicator (CHSI) 2009. Further evidence that Walker County needs access to regular primary care is the rates Walker County residents reported risk factors for premature death when surveyed in the CHSI. Residents reported factors such as, no exercise, obesity and diabetes at rates of 23.7%, 24.4% and 8.2%, respectively (source: http://www.communityhealth.hhs.gov/RiskFactorsForPrematureDeath.aspx?GeogCD=48471&PeerStrat=8&state=Texas&county=Walker). The prevalence of these issues indicates that increased primary health care is a need in the community because these risk factors are likely to result in death unless some kind of intervention should occur. One reason these risk factors are so high is that the appropriate primary care is not accessible. This helps explain why primary care is needed to help improve the physical health of the community and serve as a possible intervention to solve the low community health status indictors.

Unique community need identification number this project addresses:

CN.1.2 - Limited access to primary care in Walker County.

How this project represents a new initiative or significantly enhances an existing delivery system reform initiative: HMH’s mobile primary care clinic is sporadic and not well utilized; this project will enhance the service by outlining initiative and increase mobile clinic staff and patients.

Related Category 3 Outcome Measure:  “The following Category 3 measure has been approved in 2014 to describe improvements to the delivery system and patient population: IT 2.17 Uncontrolled Diabetes Admission Rate (Potentially Preventable Admissions)”.
Reasons/rationale for selecting the outcome measures: Uncontrolled diabetes admissions were selected as the mobile clinics’ companion improvement target. The reasoning for selecting this measure is that diabetes long-term complications are the most expensive hospital charge for potentially preventable reasons, costing on average $34,507.00 (http://www.dshs.state.tx.us/ph/county.shtm). It is HMH’s goal that by focusing on uncontrolled diabetes admissions and linking it to the mobile clinic, that this will encourage the mobile clinic to treat diabetics in the community helping them to control their disease before it leads to hospitalization. This will have an even greater possibility of incurring cost savings because of the expense associated with this particular hospitalization. 

Focusing on Walker County there were a total of 146 admissions in 2012 that were related to uncontrolled diabetic patients. Current statistics at HMH Medical clinic is that on monthly basis we see 78 uncontrolled diabetic patients for a yearly total of 936.  The mobile clinic is gearing their efforts toward identifying and treating undiagnosed patients and educating uncontrolled diabetics through health screenings, education, diet and fitness plans and establishing care with HMH clinics. By providing this outreach into the community we can decrease the number of patients who are admitted to our hospital by identifying their disease and working to treat and educate each patient. Also, the Mobile clinic will provide services to a high volume of Medicaid and uninsured patients and by providing access to care in the community history shows If the individual has access to and cooperates with appropriate outpatient healthcare, the hospitalization or re-hospitalization would most likely not occur. Lastly, the Mobile clinic can potentially prevent hospitalizations by identifying the uncontrolled diabetic patient, encouraging the regular monitoring and managing of their diabetes in the outpatient health care setting and encouraging patient compliance with treatment plans.

Diabetes was strategically chosen disease to monitor because Walker County has a significant need to develop effective methods to control this disease before it leads to hospitalizations. This need is evident in the Community Health Status Indicator (CHSI), 2009 survey. Self-reported rates for no exercise, obesity and diabetes were 23.7%, 24.4% and 8.2%, respectively (http://www.communityhealth.hhs.gov/Demographics.aspx?GeogCD=48471&PeerStrat=8&state=Texas&county=Walker). 

Community Health Status Indicator (CHSI) reported population for Walker County is 64,212, which means that there is a potential of 5,265 diabetics within the County based on the survey (http://www.communityhealth.hhs.gov/Demographics.aspx?GeogCD=48471&PeerStrat=8&state=Texas&county=Walker). The high percentage of residents that report no exercise and obesity is likely to lead to an increase in the number of diabetics over the next couple of years. It is a well-known fact that no exercise leads to obesity and obesity is linked to the onset of type II diabetes. Meaning that diabetes rate in Walker County are likely to continue to rise and developing a strategy to provide the community with a tool for reducing these PPHs for diabetes is critical. 

The mobile clinic’s plan to focus on diabetes included in DY 2 through MOUs with community/school based clinic programs, these documents when appropriate will detail diabetes services that will be offered at each location. The Category 3 companion project metric of Plan, Do, Study, Act cycle occurring in DY3 will help determine the success of these community based interventions. The services that have been identified as being successful through the Plan, Do, Study, Act cycle will be expanded in DY4 through the hire and training of additional staff.   

It is expected that program will service the general population of Walker County; however, the goal is to reach those who are not already receiving primary healthcare from a local provider. Therefore it is the expectation that the Medicaid, charity care and indigent population served by the project will mirror the population that is served at the Huntsville clinic which is 50% of the population. HMH plans to mirror this population by targeting areas that are known for having an underinsured or uninsured population 
Relationship to other Projects:  This project may have an influence on Category 4 RD-1; Potentially Preventable Hospitalizations. HMH is anticipating this impact due to the increase of primary care visits that will be supplied to the community hopefully resulting in the treatment of sickness before it progresses into a hospitalization.

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  

HMH will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation:  The valuation for DY 2-5 was determined based on four categories; achieves waiver goals, addresses community need, population served and project investment. Each project was ranked in these categories on a scale of 1-5. Ranking was determined based on how a project compared to the other DSRIP projects HMH is considering for Pass 1 of the 1115 waiver. A project receives a ranking of five if it best represents the category. Rankings are subjective. A percentage was assigned to each project based the total number of points given out. For example if a project’s cumulative points were 15 and a total of 63 points were awarded then the project represents 23.8% of the valuation (15/63). This was then taken into consideration with the pass 1 allocation HMH was allotted. After the IGT valuation was calculated this number was then distributed across the four categories identified in the PFM protocol and the appropriate valuation was assigned to Category 1 metrics.

The valuation assigned to this project is reasonable based on direct cost, indirect cost and cost savings associated with this project. The total cost of the mobile clinic was not estimated due to the difficulty in identifying direct and indirect cost. Factor that would have to be considered are, but not limited to: traveling expenses, supplies, staffing hours, equipment needed to track patient care and overhead cost. These factors are difficult to estimate at this point in the planning process due to uncertainty how many patients can be treated per hour or the specific type of service being delivered. However, staffing costs are estimated to be 113.50 per hour and cost of vaccinations range from $274.00-$12.50 per vaccination.  Further increasing the value of this project is the cost savings that will occur. The cost savings will come from improved access to primary care leading to a reduction in costly hospitalizations. The amount of money that is saved annually due to the mobile clinic is unknown; therefore total cost savings was not estimated at this time. When evaluating indirect cost, cost savings and direct cost of the mobile clinic it is reasonable to place the valuation of this project at $5,283,425.00 which is the amount HMH assigned for the 1115 waiver throughout the demonstration years 2-5.

The cost savings and monetary value of the project was taken into consideration as was the following four categories; achieves waiver goals, addresses community need, population served and project investment. While taking these factors into consideration, HMH then determined how much IGT was available for all 1115 waiver projects then scaled the value for the mobile clinic appropriately.
Project Summary Information

Category 1 – Project 11
Unique Project ID: 198523601.1.1

Project Option: 1.1.2

Pass: Pass 1

Provider Name/TPI: Texas A&M Physicians/198523601

Provider Information: Texas A&M Physicians (TAMP) is a physician group associated with the Texas A&M Health Science Center and is located in the twin cities of Bryan/College Station in Brazos County, with the county being a 585.45 square mile area with a 2010 population of

194,851. TAMP has providers in several specialties, who have privileges in multiple hospitals throughout the seven-county Brazos Valley area. In addition, TAMP operate a separate primary care clinic in affiliation with the Texas A&M Family Practice Residency and help staff the local free clinic (Health For All) in Bryan. Additionally, a wide array of specialties and expertise are available through the numerous physicians, faculty and staff of the Texas A&M College of Medicine, who work hand-in-hand with TAMP. Overall, TAMP serves patients throughout the Brazos Valley, an area of approximately 5,030.79 square miles and a population that totals approximately 319,408.

Intervention: Increase the capacity of the Health for All (HfA) Clinic in order to expand access to primary care and preventive services, improve transition of care, and improve quality of care for the indigent and low-income population of Brazos and surrounding counties.

Need for the Project: The population of Region 17 is more than 25% uninsured or indigent. At present, HfA is able to provide services at 50% or less of capacity. Indigent patients in the region have few alternative choices for free care.

Target Population: Uninsured and indigent patients needing primary health care. HfA will perform approximately 8,000 patient visits annually, of which 100% will be indigent patients from Region 17.

Category 1 or 2 expected Patient Benefits: Improved access to care and timeliness of care provide an alternative to utilization of emergency service providers for chronic disease care, as well as provide transitional care through timely outpatient follow-up for hospitalized patients in the target population. This is estimated to be roughly 8,000 patient visits annually.

Category 3 Outcome(s): IT-1.7 – Controlling high blood pressure (Primary Care and Chronic Disease Management). Our goal is to increase the number of patients with adequately controlled hypertension in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures (closing the gap between reported baseline and high performance level benchmarks by 10% in DY4 and by 20% in DY5). Baseline rates will be established in DY3.

Title: HfA Capacity: Expanding Access to Primary Care/Preventive Services, Improving Transition of Care, and Improving Quality of Care for the Indigent Population of Brazos and Surrounding Counties

RHP Project Identification Number: 198523601.1.1

Project Option: 1.1.2

Performing Provider Name/TPI: Texas A&M Physicians/198523601

Project Description: Texas A&M Physicians, a physician group associated with the Texas A&M Health Science Center, currently partners with a local free clinic to offer primary care and chronic disease management for the medically indigent in RHP 17.  Health for All (HfA) is an independent non-profit organization that provides free, outpatient continuity care for chronic disease management for indigent and uninsured adult patients. Clinical care is delivered by Texas A&M Physicians in an interprofessional, team-based care setting.

HfA focuses primarily on chronic disease management (i.e. diabetes, asthma, hypertension, etc.) to limit or decrease the need for emergency department care and admission rates for complications from these diseases. Each eligible patient receives free physician visits, preventive lab services, disease state counseling, and free or low cost medications. Care is delivered within the framework of disease-state treatment protocols utilizing well-accepted treatment goals (such as hemoglobin A1c levels for diabetes). HfA serves as the medical home for many of the patients it serves.

Texas A&M HSC currently supports HfA by donating faculty time for more than 90% of the care delivered. The current economic and political climate has limited TAMP's contribution and the ability of local providers to donate their time. As a result, HfA is unable to sustain more than 0.5

FTE provider coverage. Demand for care far outstrips volunteer provider availability, and HfA is unable to recruit and hire providers due to sustainable funding concerns. Funding for this proposal will allow Texas A&M Physicians to partner with HfA to hire a full-time advanced practice provider to provide clinical care, increasing access hours by more than 100% and provider FTE by 100%. To support the increase in providers, operations, and access, HfA is actively working toward increasing its physical plant by at least 25%. The primary goal of the project is to expand the capacity at the free clinic by more than 100%, thereby improving access to chronic disease management and preventive services for the indigent population in the region. . This will result in approximately 8,000 patient visits annually, of which 100% will be indigent patients from Region 17.  Expected outcomes will be improved access to low-cost primary care, preventive care, and chronic disease management; with decreased utilization of emergency services and inpatient services; expand the capacity of primary care to better accommodate the needs of the patient population and community so that patients can receive the right care at the right time in the right setting.

Goals and Relationship to Regional Goals: The goal of this project is to expand primary care capacity for the medically indigent by increasing provider availability at a local free clinic affiliated with Texas A&M Physicians. A new full-time primary care provider will more than 

double the current clinical capacity of the clinic, enabling provision of care to 4000 more individuals each year.
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Project Goals:
Increase the number of primary care hours of service available. Increase the number of patients receiving primary care.

Increase the number of patients with chronic diseases receiving chronic care management. Improve health outcomes for patients with chronic diseases, specifically hypertension.

This project meets the following regional goals:
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   Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

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

Increasing coordination of preventive, primary, specialty, and behavioral health care for residents, including those with multiple needs; and
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   Reducing costs by minimizing inappropriate utilization of services.

Challenges: The primary challenges will be identification and hiring of qualified providers, followed and expanding clinic hours with current support staff. HfA has contacted qualified providers in the area and has already generated interest in the position. A new executive director has been hired at HfA and will be charged with developing new staffing schedules to accommodate expanded hours.

5-Year Expected Outcomes for Provider and Patients: Texas A&M Physicians expects to see an increase in patients using Health for All clinic as their medical home, thus increasing the training capacity of Health for All for medical students, residents, nursing students, pharmacy students, and public health students—which will in turn furthers increase the capacity of the clinic to provide high quality preventive, primary, and chronic disease care. The provider expects to improve chronic disease outcomes within its patients, and better health overall.

Starting Point/Baseline: Health for All Clinic currently operates 4 to 5 half-day clinics/week with

0.5 FTE provider, with approximately 3,500 patient visits/year. The current clinic’s physical place is approximately 5,000 ft2.  This will serve as the baseline for patient visits and clinical space for the proposed project. Baseline rates related to patient satisfaction with primary care services will be established in DY3.

Rationale: Approximately 25% of the adult population in the Brazos valley is unemployed or employed without medical care coverage. Access to chronic disease management for the indigent/working poor population is very limited. This leads many individuals to utilize emergency service providers for safety net “primary care” or neglect primary care for their chronic disease states until medical crisis occurs. The result is overutilization and inappropriate utilization of high-cost emergency services and unnecessary and avoidable hospitalizations. Local hospitals estimate that more than 1/3 of their emergency department care is for non- urgent uncompensated care. Studies on readmission have noted a direct relationship between timely follow-up care and lower readmission rates. This project will expand the capacity at the free clinic by more than 100%, thereby improving access to chronic disease management and

preventive services for the indigent population in the region. . Patient satisfaction will be measured and used in rapid CQI cycles to improve access and services from the patient perspective.

Project Components: This project will undertake the three required core components of project option 1.1.2: Expand existing primary care capacity.

1.   Expand primary care clinic space.

To accommodate the increased care capacity, HfA clinic is in the process of procuring a larger clinical space to house the clinic that will be centrally located, on the bus route, and near a variety of other human services that its patients often need (i.e., housing, workforce development, child care, etc.).

2.   Expand primary care clinic hours.

With the addition of a full-time primary care provider, the clinic will expand its clinical hours from 4 to 5 four-hour clinics per week to at least 15 four-hour clinics per week.

3.   Expand primary care clinic staffing.

A new full-time primary care provider will also demand the need for additional nursing and case management staff in the clinic that will be supplied by HfA.

Unique community need identification numbers the project addresses:
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   CN.1.5 - Limited access to primary care for uninsured residents in Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties.
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   CN.1.10 - Limited access to chronic disease management programs and services in all RHP

17 counties.

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: Currently, Texas A&M Physicians is working with Health for All Clinic to operate 4 to 5 four-hour clinics each week. This project will triple the current primary care capacity of the clinic, expanding its ability to provide services to the medically indigent population of RHP 17. There is no other federal funding supporting the services proposed in this project.

Related Category 3 Outcome Measure(s):
OD-1 Primary Care and Chronic Disease Management

IT-1.7 Controlling High Blood Pressure (standalone).

Rationale for selecting outcome measures: High blood pressure is one of the leading causes of and contributors to stroke, ischemic heart disease, acute cardiac syndromes, chronic renal failure, and congestive heart failure. Each of these conditions is irreversible, costly to treat acutely and chronically, and results in significant morbidity and premature mortality. Because high blood pressure alone does not cause symptoms until irreversible end organ damage has occurred, it is known as “the silent killer”. Ongoing treatment of high blood pressure significantly reduces the risk of developing these conditions. The treatment of high blood pressure requires long term treatment and monitoring, both of which can be done with very

reasonable cost, provided patients have access to treatments and monitoring. Health for All’s mission is to provide such chronic disease management to those who are otherwise unable to afford care. The majority of clients served by Health for All are adults with high blood pressure, along with other chronic diseases. This project will enable HfA to expand the capacity to effectively treat hypertension in the target underserved population

Relationship to other Projects: Hospitals and other providers in our region are proposing projects that implement a dedicated system for a smoother transition between inpatient and outpatient care in an effort to reduce inappropriate ED use and prevent unnecessary readmissions. By expanding access to primary care through increased staffing at HfA, we are providing an integral role and service to support that system through access that ensures timely follow-up, as well as increased services for chronic care needs in an appropriate primary care setting.

Relationship to Others Performing Providers’ Projects and Plan for Learning Collaborative: Others RHP 17 primary care projects are being implemented, all targeting different populations within the region. These projects include: Huntsville Memorial Hospital’s mobile primary care clinic project targeting Walker County residents, (Project #189791001.1.4); St. Luke’s –The Woodlands Hospital Project #160630301.1.1 which expands primary care access in Montgomery County; Scott and White Hospital – Brenham’s Project #135226205.1.1 to expand primary care at the local non-profit free clinic for uninsured Washington County residents; and efforts by both Tri-County Services, (Project #081844501.2.1) and the Mental Health Mental Retardation Authority of the Brazos Valley (Project #136366507.2.2) to develop integrated primary and behavioral health care to provide primary care to their clients.

Texas A&M Physicians will participate in an RHP 17 learning collaborative that meets semi- annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve. The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation: Valuation for the project is based on costs to expand the services at the free clinic (approximately $100/visit, market value of the services provided, estimation of diversion of non-emergency uncompensated care from emergency departments to the clinic (5 cases/day estimated at $800/diverted visit), and unnecessary readmissions. Not included in the valuation is prevention of costly and preventable morbidity (cerebrovascular accidents, myocardial infarction and acute cardiac syndromes, chronic renal failure, amputations), and the burden of suffering. Based on this information, valuation for the five year project is estimated to be $1.44 million, which is split between the Category 1 and Category 3 projects ($669,349 of which is in Category 1).

Project Summary Information

Category 1 – Project 12
Unique Project ID: 198523601.1.4 

Project Option: 1.11.2
Pass: Pass 1

Provider Name/TPI: Texas A&M Physicians/198523601
Provider Information: Texas A&M Physicians (TAMP) is a physician group associated with the Texas A&M Health Science Center and is located in the twin cities of Bryan/College Station in Brazos County, with the county being a 585.45 square mile area with a 2010 population of 194,851. TAMP has providers in several specialties, who have privileges in multiple hospitals throughout the seven-county Brazos Valley area. In addition, TAMP operate a separate primary care clinic in affiliation with the Texas A&M Family Practice Residency and help staff the local free clinic in Bryan. Additionally, a wide array of specialties and expertise are available through the numerous physicians, faculty and staff of the Texas A&M College of Medicine and School of Public Health, who work hand-in-hand with TAMP. Overall, TAMP serves patients throughout the Brazos Valley, an area of approximately 5,030.79 square miles and a population that totals approximately 319,408. 

Intervention: Expand telehealth services throughout the Brazos Valley with specific emphasis on expansion of telepsychology counseling and services. 

Need for the Project:  A recent survey reveals that 18.1% of residents in the region report being diagnosed with depression, and 10-17% of respondents warranted attention from a mental health provider, based on their responses to standardized instruments. Yet 41.7% of respondents in rural counties who needed mental health services did not receive them. 

Target Population:  Low-income and indigent individuals in four different rural areas in the region will have access to mental health services. Services will be available in English and Spanish. 

Category 1 or 2 expected Patient Benefits: Based on our experience at the Leon County site, we expect to provide 400 hours of individual therapy encounters per site per year. This will result in a cumulative 1600 hours of individual clinical encounters across all sites in the final year of the project. The large majority of these encounters will be with indigent and low-income persons who currently have no access to individual counseling services at these sites.

Category 3 Outcome(s): The following Category 3 measure has been approved in 2014 to describe improvements to the delivery system and/or patient population: IT-11.26.e.i: Patient Health Questionnaire (PHQ-9). Our goal is to improve the overall scores on the PHQ-9 over all completed surveys and demonstrate a 5% improvement over baseline in DY4 and a 10% improvement over baseline in DY5. 

Title: Expanding Telemental Health Services (Telepsychology) throughout the Brazos Valley 
RHP Project Identification Number: 198523601.1.4

Project Option: 1.11.2 
Performing Provider Name/TPI: Texas A&M Physicians/198523601
Project Description:  Through Texas A&M Physicians, the project will set up and maintain three access points in different counties in the Brazos Valley to expand mental health services to low-income and indigent persons. Services include psychological therapy and assessment to individuals in these counties. The goal of the project is to increase access to and participation in mental health services to indigent and low-income residents throughout the Brazos Valley.  Currently, services are successfully provided to a remote site in Centerville in Leon County.  Project staff is experienced with the challenges in setting up videoconferencing services and coordinating service delivery with rural sites.  The proposed project has community support, existing sites eager to participate, and resources for providing a HIPAA-compliant, encrypted T1 link with each site (to ensure confidentiality).  Project staff has already conducted pilot research that demonstrates the need for mental services in these areas, reports the difficulties encountered in developing a remote site, and reports data that supports the effectiveness of the services provided to the Centerville clinic.  

The project will expand current telemental health services provided in Leon County (in Centerville) and establish new sites to provide services to Brazos (in Bryan), Washington (Brenham) and Grimes County (Navasota).  The project will coordinate with MHMR to increase access and provide a continuum of mental health care to low-income and indigent persons throughout the Brazos Valley. 

The project will meet the following outcomes over the five year period: a) set up and maintain three access points that provide front-line mental health services via telemental health in four different counties in the Brazos Valley; (b) increase the number of indigent and low-income persons in these counties who receive mental health services; and (c) significantly reduce the levels of depression experienced by residents who receive mental health services at these sites. 

Services will be provided by trainees in the accredited counseling psychology doctoral program at TAMU, supervised by Timothy R. Elliott, Ph.D., ABPP and other licensed counseling psychology faculty. It will also increase the number of training slots in counseling psychology and prepare participating doctoral students for future roles in chronic and rural mental health care and service delivery.  

Goals and Relationship to Regional Goals: The goal of the project is to increase access to and participation in mental health services to indigent and low-income residents throughout the Brazos Valley.  

Project Goals:

· Expand current telemental health services in Leon County.

· Establish new access points for telemental health services in Brazos, Washington, and Grimes Counties.

· Increase access to mental health counseling.

· Reduce inappropriate utilization of services by residents with mental health needs.

This project meets the following regional goals:

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

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

· Reducing costs by minimizing inappropriate utilization of services.

Challenges:  Based on our prior experiences, we anticipate the following challenges: 1) “marketing” services” in these rural communities to attract referrals and self-referrals, 2) attracting self-referrals among persons from ethnic/minority backgrounds, 3) connectivity issues in rural communities, 4) establishing a referral process with local health care providers, schools and state Mental Health Mental Retardation offices in each area, 5) maintaining contact with low-income and indigent clients following termination in order to conduct outcome evaluations over time. We plan to meet these challenges by (a) participating in community events (e.g., “County Health Fairs”) and scheduling personal visits with school counselors and physicians in each area, (b) working with local community health workers to reach prospective Latino clients and meet with ministers in local black churches to discuss services we provide and (c) coordinating clinic openings and activities with local Mental Health Mental Retardation office personnel.   Unlike our initial foray at the Centerville site, we have already made arrangements with the Texas A&M University Health Science Center to utilize their high-speed T1 internet connection, and each participating site has access to this T1 connection. We trust this will minimize potential connectivity issues. To enhance our long-term follow-up, we intend to inform clients at intake of our intention to conduct follow-up evaluations over time, and reiterate this at the termination of therapy. We will investigate other means to enhance our ability to maintain contact with low-income and indigent clients as part of our ongoing quality improvement efforts.

5-Year Expected Outcome for Provider and Patients: Texas A&M Physicians expects to see expansion of telemental health service delivery to the rural counties in RHP 17, as well as better coordination of mental health services among providers in the region.  The provider expects to increase access to mental health services, improve outcomes for residents with mental health need—particularly depression, and reduce inappropriate utilization of services by those with mental health needs. Based on our experience in the pilot project at the Leon County site, we expect to provide 400 hours of individual therapy encounters per site per year. This will result in a cumulative 1600 hours of individual clinical encounters across all sites in the final year of the project.  The large majority of these encounters will be with indigent and low-income persons who currently have no access to individual counseling services at these sites.
Starting Point/Baseline:  No services have been provided to the Caldwell, Navasota or Brenham sites. The equipment has not been purchased for service delivery, and the requisite staff has yet to be hired and trained to provide services at these sites. Manuals are to be developed for each site. 

At the only site in operation (in Leon County), 81 women and 27 men have received counseling services since the program began in March 2009.  Major Depressive Disorder has been the most frequent single diagnosis (n = 59), followed by Panic Disorder (19), Post-traumatic Stress Disorder (18), and General Anxiety Disorder (11).  Clients were seen an average of 11 sessions.  Therapy and supervision notes are recorded electronically and stored using Titanium software.  Services are provided in English and in Spanish. 

Rationale:  The project utilizes a novel and innovative community-campus partnership to extend mental health services to rural residents in the Brazos Valley, and in the process, increase their access to mental health services. The project is designed reduce disparities in access to mental health services that currently exist in four counties in the region.  The region is designated as a mental health professional shortage area; Texas has the highest proportion of its counties designated as mental health provider shortage areas in the United States (Health Resources and Services Administration, 2008; Trust for America’s Health, 2008).  

A survey of Brazos Valley residents conducted by The Center for Community Health Development (CCHD) at the Texas A&M Health Sciences Center (http://www.cchd.us/) revealed that the mental health needs of residents are growing and there are not enough resources to meet these needs:  

· Across the region, 18.1% report being diagnosed with depression, and 15.8% report being diagnosed with anxiety
· 41.7% report having at least one poor mental health day in the past month; 19.9% reported more than five poor mental health days.

· One in four (25.6%) who needed mental health services did not receive them—41.7% in the rural counties.

· Of those needing drug and alcohol abuse services, 51.9% did not receive those services
The survey included the Patient Health Questionnaire – 9 (PHQ), a reliable measure of depression. In our study of these data (Brossart et al., in press), 5.3% of respondents had minor depressive symptoms and another 5.7% likely met criteria for a major depressive episode (using the official scoring methods for the PHQ). Lower income level was associated with a greater likelihood of being classified as depressed. African-Americans reported higher rates of depression than White and Latino respondents. Women had significantly higher rates of depression than men. African-American women had the highest rates of depression among all respondents, followed by African-American men.  As a group, Latino respondents had the second highest rate of depression. 

To improve the quality and cost-effective delivery of mental services in rural communities, long-distance technologies offer a strategic alternative. Evidence indicates that teleconferencing can be used to provide effective mental health services to the satisfaction of clients. Teleconference psychology services began in Leon County in March 2009.  Preliminary evidence to date reveals that the most common client-reported presenting concerns are depression, relationship problems, and anxiety (26%).  As a group, clients reported a statistically significant decrease in depressive symptoms at the fourth session: An average drop of 5.88 points in total depression scores on the PHQ9 was observed after 4 weeks of counseling. (McCord, et al., 2011).

The proposed project will expand this service for additional days at the Leon County site, and initiate services at three additional sites in Burleson, Grimes, and Washington counties. 

Project Components:

Project Option 1.11.2 has several required project components.  This project will include all eight components as summarized below:

a) Develop or adapt administrative and clinical protocols that will serve as a manual of technology-assisted operations. We have developed clinical protocols now in use at our pilot site in Leon County. These will be modified and revised for use in the Caldwell, Navasota and Brenham sites.

b) Determine if a pilot of the telehealth, telemonitoring, telementoring, or telemedicine operations is needed.  Engage in rapid cycle improvement to evaluate the processes and procedures and make any necessary modifications. We have established in our prior research that disparities exist in mental health service access and provision in the targeted sites. Our collaborators at each new site have discussed their needs to obtain mental health services for indigent and low-income individuals in their communities. We will document the characteristics of those who seek our services, monitor their progress, and solicit their feedback to evaluate the effectiveness of our services and to determine ways to improve service delivery.
c) Identify and train qualified behavioral health providers and peers that will connect to provide telehealth, to primary care providers, specialty health providers (e.g., cardiologists, endocrinologists, etc.), peers or behavioral health providers. Connections could be provider to provider, provider to patient, or peer to peer. Our project systematically trains a new generation of psychology doctoral students in the effective use of long-distance technologies in the provision of mental health services, interdisciplinary collaboration and community engagement strategies to expand these services and reduce disparities. We expect a minimum of 10 doctoral candidates in counseling psychology will participate in this project and receive this training.

d) Identify modifiers needed to track encounters performed via telehealth technology. We will track and document all service encounters using our Titanium software program (for noting all clinical contacts) and archiving evaluation data in secured, encrypted computer programs.  As part of our professional training program and our ongoing quality evaluation we will analyze these records to determine indicators of therapeutic response and treatment effectiveness.
e) Develop and implement data collection and reporting standards for electronically delivered services. We will use programs in the current project that we successfully implemented in the pilot project in Leon County to collect and store clinical data that permits subsequent analysis and interpretation necessary to evaluate effectiveness of our services, report client and project progress, and identify areas for improvement (e.g., McCord et al., 2011).
f) Review the intervention’s impact on access to specialty care and identify “lessons learned,” opportunities to scale all or part of the intervention(s) to a broader patient population, and identify key challenges associated with expansion of the intervention(s), including special considerations for safety-net populations. As part of our prior and ongoing experience at the pilot site in Leon County, we are prepared to anticipate challenges, and evaluate and report our experiences in meeting these challenges and expanding our services to new sites (e.g., Wendel et al., 2011).
g) Scale up the program, if needed, to serve a larger patient population, consolidating the lessons learned from the pilot into a fully-functional telehealth program.  Continue to engage in rapid cycle improvement to guide continuous quality improvement of the administrative and clinical processes and procedures as well as actual operations. As we learned in our pilot project in Leon County (McCord et al., 2011), it is important to obtain referral and consumer feedback to improve our clinical effectiveness and to engage with referral sources and stakeholders in the community.  We specify activities that will obtain similar input from consumers, referral sources and stakeholders in the current project for each new site.

h) Assess impact on patient experience outcomes (e.g. preventable inpatient readmissions). We evaluated and reported the impact of our clinical services on clients at the Leon County site (McCord et al., 2011. We specify activities to do the same for each new site in this project.
Unique community need identification numbers the project addresses:

· CN.3.1:  Limited access to behavioral health counseling especially to uninsured residents in rural RHP 17 communities.
How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: We will develop new sites in Bryan, Navasota and Brenham to provide mental health services. We will expand the hours of operation at the Leon County site. 

Related Category 3 Outcome Measure(s):

IT-11.26.e.i. Patient Health Questionnaire (PHQ-9) 

· Numerator: Sum of the total severity score of all completed questionnaires during the measurement period.

· Denominator: Total number of the selected PHQ questionnaires completed during the measurement period

Rationale for selecting Outcome Measure(s):  The PHQ9 depression instrument is a well validated, reliable and clinically important tool to assess depressive symptoms in primary care and in community health clinics.  We use the PHQ9 to routinely assess for current levels of depression and to assess meaningful changes in response to counseling that we provide. Therefore, the PHQ9 is a sensitive indicator of progress and response to treatment for our clinic. It is more germane to our program than the previous measure in which most patients have transitioned out of program prior to the required 12-month measurement period.   
Relationship to other TAMP Projects: This project will be related to the TAMP project, (#198523601.1.3), which will be focused on Texas A&M Health Science Center’s development of a psychiatric residency and a tele-psychiatry program.  It is anticipated that the two projects will work together to refer patients as appropriate to each program depending upon whether a patient requires general counseling or psychiatric care.  This telemental health project may also interact with the TAMP Brazos Post Discharge Care Coordination Project, (#198523601.2.3), to refer patients who may also require assistance in accessing primary care and other supportive services.

Relationship to Other Performing Providers’ Projects and Plan for Learning Collaborative: It is anticipated that this project will collaborate with projects proposed by the Mental Health Mental Retardation Authority of the Brazos Valley (MHMRABV), primarily for the purposes of referrals between programs. These projects include MHMRABV’s ACT Program, (Project #136366507.2.2), as well as their Integrated Primary and Behavioral Health Care Services which is Project #136366507.2.3.  

Texas A&M Physicians and those participating in this project will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation:  The project builds upon an existing, ongoing campus-community partnership.  Using the regional approach to valuation, we first determined the cost of delivering services to ensure that these services would be sustainable.  Next, we estimated cost-savings and costs avoided based on emergency department diversions, reduced transports of patients to health care facilities, including inpatient mental health.  More difficult to estimate but important to consider is improvements in quality of life, productive days gained, and the resulting stability for patients and their families/caregivers.  Given this value, we considered the IGT available for the project, and scaled it accordingly selecting to expand the existing site and establish three additional sites for telemental health services.  The total value for the Category 1 project is $2,948,607.
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Project Summary Information

Category 1 – Project 13
Unique Project ID: 081844501.1.1 

Project Option: 1.13.1
Pass: Pass 1

Provider Name/TPI: Tri-County Services/081844501
Provider Information: Tri-County Services is a community mental health center headquartered in Conroe, with offices and service centers throughout a three-county area in RHP 17 and RHP 2. The RHP 17 service area covers the 1,046.74 sq. mi. of Montgomery County, which had a 2010 population of 455,761, and the 784.17 sq. mi. of Walker County, with 2010 population of 67,861. Tri-County Services offers a comprehensive array of services and support provided to over 7000 individuals with mental illness and 850 persons with intellectual and developmental disabilities on an annual basis; an average of 3000 persons are in service at any one time. 
Intervention: Implement an intensive evaluation and diversion program to provide a community-based alternative for crisis evaluation and diversion screenings, assessments and activities, in an effort divert individuals in a mental health crisis from emergency rooms and local jails, as well as minimize placement in inpatient psychiatric facilities. 
Need for the Project:  We currently do not have a viable and cost effective system of evaluating individuals in crisis, without heavily depending on hospital emergency rooms or jails due to the high percentage of individuals being indigent or only having Medicaid.   Once the crisis evaluation is completed, we do not have a viable and cost effective system of diverting individuals away from psychiatric inpatient hospitals or jails to remediate the crisis behavior and stabilize the individuals.  This project would provide a viable and cost effective system to fill in the existing community gaps in services to meet this need.

Target Population:  It is estimated that at least 80% of the individuals presenting in crisis will be either indigent or recipients of Medicaid, who often end up at hospital emergency rooms or jail. The target population is both adults and children who present with a psychiatric crisis, require an intensive evaluation to fully determine the extent and magnitude of the psychiatric crisis, and need intervention to stabilize the individual with a psychiatric crisis.  

Category 1 or 2 expected Patient Benefits: When fully implemented, this project seeks to provide services to approximately 500 individuals per year who present with a psychiatric crisis.  The goal is to provide services to 25 individuals in DY3, 300 in DY4 and 500 in DY 5 for a cumulative QPI impact of 825 encounters. The project expects to serve these individuals at 50% or less cost, compared to the estimated $20,000/yr. cost of the current system which utilizes psychiatric inpatient hospitals and jails as remediation options.

Category 3 Outcome(s): 
The following Category 3 measure has been approved in 2014 to describe improvements to the patient population: IT-11.26.e.i (Patient Health Questionnaire 9, PHQ-9). The PHQ-9 is a nine item depression scale that can aid clinicians with diagnosing depression and monitoring treatment response. The nine items are based on the DSM-IV diagnostic criteria for Major Depressive Disorder. This tool can be used to track overall depression severity as well as the specific symptoms that may or may not be improving with treatment.  In DY4 and DY5, the goal is to decrease the average score of the PHQ-9 questionnaires completed during the measurement period by reporting the sum of the total severity score of all completed PHQ-9 questionnaires, and the total number of PHQ-9 questionnaires completed during the measurement period. As a component of this Category 3 Outcome, this project will utilize the results of PHQ-9 data collected as part of our Continuous Quality Improvement plan. 
Project Narrative 
Title: Intensive Evaluation and Diversion Program 

RHP Project Identification Number: 081844501.1.1 

Project Option: 1.13.1
Performing Provider Name/TPI: Tri-County Services/081844501

Project Description:  Each year there are a large number of individuals with mental illness, who experience a psychiatric related crisis, and require immediate attention.  The crisis often involves an imminent danger to the individual in crisis, or danger to others around the individual.  To resolve and respond to such crisis situations, the individual frequently presents at hospital emergency rooms and often requires law enforcement with possible incarceration.  Expensive and extended stays in hospital inpatient facilities, along with jail incarceration, is not uncommon.  Tri-County proposes an Intensive Evaluation and Diversion Program as an alternative evaluation and intervention to hospital emergency rooms, jails, and hospitals.  In this program, a team of psychiatric professionals would be located at an alternative service site where crisis stabilization and rapid treatment is conducted.  Hospitals, law enforcement, and the community in general would be educated to assess individuals in crisis at the least restrictive crisis evaluation site. This alternative site to hospitals and jails will allow the individual to receive rapid evaluation, appropriate observation, and short term intervention and treatment to address the mental health crisis. This would save expensive hospital and emergency room resources, avoid inappropriate and unnecessary incarceration in jails, and more rapidly stabilize the mental health crisis and return the individual to less restrictive and more appropriate treatment for their mental health condition.

Goals and Relationship to Regional Goals:

Project Goal: Provide a community-based alternative for crisis evaluation and diversion screenings, assessments, and diversion activities.  This alternative will be designed to divert individuals with mental illness, who are in crisis, from emergency rooms of hospitals, and from local jail facilities, and to minimize placement in inpatient psychiatric hospital facilities.

This project meets the following regional goals: Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

Challenges: 1. Hiring and retaining competent Registered Nurses for evening and weekend shifts.  2. Convincing law enforcement officers to use the Mental Health Crisis Stabilization facility for assessments and diversion activities, instead of hospital emergency rooms and jails.  3. Convincing Psychiatrists on-call to use crisis stabilization intervention approaches for crisis stabilization instead of premature placements in hospital inpatient psychiatric facilities.

To address these challenges, Tri-County Services will be doing a thorough marketing review of appropriate salary and fringe benefits to recruit and retain Registered Nurses.  We will be holding stakeholder meetings that will focus on increasing cooperation from law enforcement.  When we interview for Psychiatrists, we will be careful to cover project responsibilities in detail and ensure employment of the right applicant for this project.
5 Year Expected Outcome for Provider and Patients: Tri-County Services has an expected outcome, by the end of Year 5, of serving a cumulative total of 825 individuals, who present in crisis, within the proposed alternative community based setting, at 50% or less cost of the existing service system.  

Starting Point/Baseline: This is a new project, so there is no existing persons served in this project, so the beginning baseline/starting point number is “0”, or zero.

According to the National Alliance on Mental Illness Texas (NAMI) has the second-largest number of people suffering mental illness among the U.S. states. NAMI estimates that 833,000 people in Texas suffer from serious mental illness (Schizophrenia, Bipolar Disorder, and Major Depression).  According to the U.S. Census Bureau, Texas has the highest rate of uninsured residents in the nation, including more than 26% of people younger than age 65.  More than half of those people had an annual income less than or equal to 200 percent of the federal poverty line. Complicating this situation, NAMI reports Texas ranks last in per capita funding for people with mental illness in our 50 states.  Those conditions create a set of conditions that places great burdens on local hospitals, jails, and law enforcement agencies in responding to this population, who have no other place to turn in seeking a response to their mental health crisis needs.

In Montgomery and Walker County, Tri-County provided crisis screening to about 500 individuals in FY 2012 at area hospital emergency rooms and jails.  Tri-County also gathered jail information in FY 2010 reflecting 480 inmates per quarter being incarcerated in jail and having a mental illness diagnosis.  The combination of time spent in hospital emergency rooms, incarceration in jails, and extended stays in hospital inpatient facilities often requires an estimated 30 days of treatment at an approximate cost of about $20,000 for many of the individuals who are experiencing a mental health crisis.  The proposed Tri-County Intensive Evaluation and Diversion Program would reduce costs, more rapidly stabilize individuals experiencing a mental health crisis, and avoid unnecessary and often inappropriate use of valuable resources of hospitals, law enforcement, and our jails.  

Rationale: This project was selected to address an expensive and non-satisfying current system of delivering crisis stabilization services.  Hospital, law enforcement, and jail stakeholders are dissatisfied with serving individuals in crisis, in expensive settings which are more appropriate for other individuals in our community.  Consumers/patients are dissatisfied with lengthy delays, and forced provision of services, in settings that are slow, expensive, and devoid to the goal of providing satisfying outcomes.  By establishing a lower cost alternative crisis stabilization service, in the form of an Intensive Evaluation and Diversion Program, there will be additional resources available for Montgomery and Walker County individuals experiencing a mental health crisis.  This would be consistent with Project option of 1.13.1.a. Once the new service is established, individuals in crisis can be diverted from hospital emergency rooms, hospital inpatient facilities, and jail incarceration for more rapid return to more normalizing and less expensive treatment. The project will collect data showing a reduced number of individuals presenting to hospitals and jails, doing in a more cost effective manner, with increased patient and stakeholder satisfaction.  This will be consistent with the Milestones of Cost avoidance reflecting overall improvement, while improving consumer satisfaction in a less expensive model.  Approximately 500 individuals in the existing system, along with key community stakeholders, will provide a baseline of information per year.  With the implementation of this new (135)
program, individuals receiving services will be the source of information to reflect improvements in this alternative crisis evaluation and diversion program.  We will also be able to gather information from other key stakeholders in the community to ascertain their observation of how well the services have been improved.

Project Components: The Intensive Evaluation and Diversion Program is a 4 year project. 

The CORE COMPONENTS (1.13.1a, 1.13.1b, 1.13.1c, 1.13.1d, and 1.13.1e) This program will focus on developing and implementing crisis stabilization services to address the identified gaps in the

current community crisis system by: (a) working with local community stakeholders who will support the development of crisis stabilization evaluation and diversion services to address identified gaps in the current system, followed by the development of a specific plan for implementing and addressing those gaps; (b) analyzing the current system of crisis stabilization services including capacity, utilization patterns, eligibility criteria, and discharge criteria; (c) assessing the behavioral health needs of current recipients receiving crisis services in jails, EDs, or psychiatric hospitals and determining the types and volume of services needed to resolve crises in community-based settings, then conducting a gap analysis that will result in a data-driven plan to develop specific community-based crisis stabilization alternatives; (d) exploring potential crisis alternative service models, and (e) reviewing the intervention impact on access and quality of services.  It is expected that all listed sections of the Core Components will be implemented.

PROCESS MILESTONES (P-1, P-2, P-3, and P-5) will be the focus of this project for Years 2 and 3.  P-1 will also be included in Year 4 and 5 for Continuous Quality Improvement monitoring. 

Year 2:  P-1 will occupy the project focus for the first 6 months of the project in Year 2.  There will be many activities to gather information from consumers, family members, law enforcement, medical staff and other employees in medical hospitals and psychiatric hospitals, and other relevant community behavioral health services providers.  This will involve at least 4 meetings to gather information regarding the existing system and determining details for developing plans (core components a and b).  Meeting details will be documented to reflect date and time of meetings, participant lists, and discussion details.  In the last 6 months of Year 2, P-2 Gap analysis of the current system will be addressed to identify specific strategies to be incorporated in the implementation plan. Information from the gap analysis will be evaluated to show utilization patterns along with eligibility and discharge criteria (core component b). Information from stakeholder meetings, plus additional information gathering activities, will be analyzed and described in a written plan.  It is anticipated that individual phone calls and meetings will be conducted with stakeholders on a follow up basis to previous meetings, and to gather information from key stakeholders that did not attend previous meetings.  Comprehensive information gathering will ensure a thorough understanding of service gaps as part of the analysis necessary to produce a written plan. All information from stakeholder meetings, surveys, phone call interviews, etc. will be documented as part of gap analysis activities in producing a written plan (core component c).

Year 3: In the first 6 months of Year 3, P-3 implementation plans will be developed for the needed crisis services, with specific strategies for addressing the gaps in services and details on how to implement intervention strategies.  This shall include detailed plans types of personnel to employ, and also strategies to work with key community stakeholders in implementing services. This will be based on the survey results, minutes of stakeholder meetings, and documentation of phone calls and interviews. In the last 6 months of Year 3, P-5 operational protocols, policies, and procedures will be developed into a comprehensive manual for the program.  This will include preparation of position descriptions and recruitment plans for employment of staff, and identifying other specific details necessary for the implementation of the identified program.  During this period, a baseline of costs will be developed for project comparisons with the new alternative services that get implemented (core component d).

Year 4 and 5: P-1 Stakeholder meetings will be conducted in the first 6 months of Years 4 and 5 to gather additional information regarding implementation and monitoring of project services.  This will allow the project to continually receive input from stakeholders about the project and input 

on improvements in service delivery efforts as well as review impact on access to and quality of behavioral health crisis stabilization services and identify “lessons learned” and challenges associated with this intervention project (core components a and e).  There will be 2 stakeholder meetings in the first 6 months of each year, with one meeting for each of the counties served by the project.  

IMPROVEMENT MILESTONE (I-11) will be the focus of Years 4 and 5.

Year 4: During the first 6 months of Year 4 the remaining staff necessary to carry out the services will be hired and trained, and services will be implemented.  This will be the ramp up period for implementing this new service, and the total number served in the first part of year 4 will reflect this initial implementation period.   Services should increase and be fully operational as the year progresses, with a significant increase in the number of patients receiving services from the new program.  The focus will be on service delivery assessments to verify cost avoidance, with improved patient satisfaction, and continuous quality improvement in the services.  The actual costs of the alternative plan will be carefully calculated and compared to the prior approach to crisis stabilization, as a method of documenting cost avoidance.  Continuous quality improvement will be addressed with appropriate adjustments identified from the implementation efforts. By the end of Year 4, the program should serve approximately 300 persons.

Year 5:  In year 5, services that became fully operational in Year 4 will be continued.  Improvements and modifications in the service delivery design will be implemented to ensure a continuous quality improvement effort.  Because the services will be fully operational for the entire Year 5, the program will be able to serve approximately 500 persons, 200 more than in Year 4. 

Unique community need identification numbers the project addresses:

CN.3.2 – Limited access to crisis services in Montgomery County for serious mentally ill adults.

Related Category 3 Outcome Measure(s):  
Two-thirds or more of persons coming through our crisis outpatient unit are diagnosed with or have been previously diagnosed with a depressive disorder or dysthymia. With this information, we will use IT-11.26.e.i Patient Health Questionnaire (PHQ-9), a depression scale that can help track a patient’s depression severity as well as the specific symptoms that are improving or not with treatment. This scored tool is to be included in the initial documentation along with the clinician's assessment and clinical diagnosis. Systematic follow-up to include additional PHQ-9 scoring would enable clinicians to monitor client status, adjust treatment and quantify improvement. As it was not the intent of the developer to measure persons for depression severity who were previously diagnosed with Bipolar or other mental illnesses where depression may be an underlying symptom, the target group for this measure will be those with major depression or dysthymia. Because this population experiences more mental, physical and social barriers, improvement with treatment in spite of not achieving remission, a decrease in score can represent a significant outcome and reflect positive impact for this population.

Reasons/rationale for selecting the outcome measure: The Outcome Measures for this project were selected to demonstrate that there are more cost effective, clinically successful, and patient satisfying approaches, to the current crisis evaluation and diversion system that is being utilized.  This project is designed to convince patients, and other stakeholders in the community, to seek services in a treatment environment that will be quicker, less expensive, and more effective than utilizing emergency rooms of hospitals, or jails, or psychiatric inpatient facilities.
Relationship to other Projects:  This project will be linked to the IDD Assertive Community Treatment Program in which individuals with IDD will be assisted to avoid hospitals and jails, Project # 081844501.1.2.   This project will also be linked to the Expanded Psychiatry Service Delivery Program, which seeks to serve individuals who may otherwise end up in crisis due to the absence of services, Project # 081844501.1.3.  

Relationship to Others Performing Providers’ Projects and Plan for Learning Collaborative: RHP 17 has two other planned crisis stabilization projects, both proposed by the Mental Health Mental Retardation Authority of the Brazos Valley (MHMRABV).  The first crisis stabilization project, (Project # 136366507.2.1), is focused on creating a Crisis Triage Unit in Brazos County that would also serve the six rural counties surround Brazos County. MHMRABV will be developing a second project, (#136366507.2.2), focused on providing high intensity evidenced based community treatment and supports services that would include a jail diversion with a crisis service component in the same geographic region as the previously described project. This project will target high risk behavioral health clients with complex psychiatric and physical needs who have more frequent admissions to hospitals, jails, or prison. 

Tri-County will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).

Project Valuation:  In 2012, the Hogg Foundation for Mental Health assembled a panel of national experts to discuss the “State of Mental Health in Texas”.  This panel communicated that one-fourth of U.S. adults experiences a diagnosable mental illness annually, six percent have a serious mental illness, and one-fifth of children in the U.S. has a mental health disorder.  Only one-third of the 488,520 adults in Texas, with serious and persistent mental illness, received services through the community mental health system.  Texas has now fallen to 50th place in per capita funding for mental health services.  Suicide has become a major and growing problem in Texas, being the second leading cause of death for 15 to 19 year olds with as many teens experiencing death by suicide as those who die from all natural causes combined.  From 1999 to 2004, a total of 13,257 suicide attempts, made in the state of Texas, resulted in death.

According to Hogg Foundation experts, the reality is that most people seek help for behavioral health conditions in primary care.  About half of all care for psychiatric conditions occurs in primary care.  People with chronic medical conditions have high rates of behavioral health problems, and primary care providers frequently miss psychiatric disorders and when detected, fail to provide adequate treatment.  According a Health Management Associates report in March 2011, the cost of one visit to a hospital emergency room costs about $986 per episode, and it is not unusual for this to lead to incarceration in jail at an average cost of $10,960, and/or to a State Mental Health stay at a cost of $11,629 for a 29-day stay.  In Tri-County, a temporary stay at a local mental health inpatient hospital can also add a cost of about $7800 for a 13-day stay for treatment.  According to the Health Management Associates report, an alternative method of treatment from a community mental health center is $12 per day.

The Intensive Evaluation and Diversion Program seeks to shift crisis response and suicide prevention efforts away from Hospital Emergency Rooms, jails, local mental inpatient hospitals, and State Mental Health Hospitals.  This project seeks to shift these efforts to the Tri-County Services center, where much lower cost community mental health treatment can be used as the intervention of choice.  This local Tri-County program will utilize mental health and psychiatric trained staff to intervene and deliver services, within a crisis stabilization facility.  Many of these persons can be quickly stabilized, without ever needing to be seen in hospitals or jails, and returned to a more appropriate outpatient treatment service, where their needs can be addressed with dignity and professional psychiatric expertise.  

The valuation model employed in this program is cost avoidance, but in a manner that improves patient satisfaction.  The Program seeks to avoid the estimated $20,000 of cost in community hospitals, state hospitals, and local inpatient hospitals to address the individuals in need.  Tri-County proposes to serve up to 500 individuals per year in the Intensive Evaluation and Diversion Program, at 50% or less of the cost of the alternative hospital and jail incarceration approach.
Project Summary Information

Category 1 – Project 14
Unique Project ID: 081844501.1.2 

Project Option: 1.13.1
Pass: Pass 1

Provider Name/TPI: Tri-County Services/081844501
Provider Information: Tri-County Services is a community mental health center headquartered in Conroe, with offices and service centers throughout a three-county area in RHP 17 and RHP 2. The RHP 17 service area covers the 1,046.74 sq. mi. of Montgomery County, which had a 2010 population of 455,761, and the 784.17 sq. mi. of Walker County, with 2010 population of 67,861. Tri-County Services offers a comprehensive array of services and support provided to over 7000 individuals with mental illness and 850 persons with intellectual and developmental disabilities on an annual basis; an average of 3000 persons are in service at any one time. 
Intervention: Implement an intellectual and developmental disability (IDD) assertive community treatment program to assist patients with co-occurring serious/persistent mental illness and/or severe acting out behavior and to provide crisis evaluation and diversion screenings, assessments and activities, in an effort to divert individuals into appropriate care settings and reduce the strain/costs associated with crisis intervention in hospitals and criminal justice facilities. 
Need for the Project: We currently do not have a viable and cost effective system of evaluating individuals with developmental disabilities, who present in crisis, with severe behavioral problems, without heavily depending on emergency rooms or jails.  Because approximately 90% of these individuals are indigent or recipients of Medicaid, they often do not have resources to avoid emergency rooms or jails.   Once the evaluation of the individuals in crisis, with severe behavioral problems, is completed, we do not have a viable and cost effective system for addressing the needs of the individuals without utilizing psychiatric inpatient hospitals or jails.  This project would provide a viable and cost effective system to address the gaps in our current system to meet this need.  

Target Population: It is estimated that at least 80% of individuals who present in crisis are indigent or recipients of Medicaid. These individuals are often seen in hospital ERs or jails due to lack of resources. The target population is both adults and children, who have intellectual and developmental disabilities (i.e. autism, pervasive developmental disorder or mental retardation) and have a co-occurring serious persistent mental illness and/or severe acting-out behavior and other challenging and harmful behaviors, who present in crisis at hospital ERs, jails, inpatient facilities, and to law enforcement officials.

Category 1 or 2 expected Patient Benefits: When fully implemented, this project seeks to provide services to approximately 50 individuals/yr. who present in crisis with severe behavior problems. This project expects to serve these individuals at 50% or less cost, compared to the estimated $20,000/yr. cost of the current system which utilizes psychiatric inpatient hospitals and jails as remediation options.

Category 3 Outcome(s): The following Category 3 measure has been approved in 2014 to describe improvements to the patient population: IT-11.26.b Aberrant Behavior Checklist (ABC). As this is a Pay for Reporting measure, a Population-Focused Priority Measure (PFP) alternate activity CMHC.4 Depression Remission at 12-Months. 

· In DY4&DY5, Tri-County will report the average score of ABC questionnaires completed during the measurement period by reporting the sum of the total severity score of all completed ABC questionnaires, and the total number of ABC questionnaires completed during the measurement period. In addition, in DY5, provider will demonstrate improved rates of depression remission (PFP-CMHC.4).

Project Narrative
Title: IDD Assertive Community Treatment Program
RHP Project Identification Number: 081844501.1.2

Project Option: 1.13.1
Performing Provider Name/TPI: Tri-County Services/081844501

Project Description:  There are an increasing number of individuals, with a diagnosis of intellectual and developmental disability (i.e. autism, pervasive developmental disorder or mental retardation), who have a co-occurring serious and persistent mental illness and/or history of severe acting out behavior and other challenging and harmful behaviors.  Each year, these individuals are increasingly presenting in crisis at hospital emergency rooms, jails, inpatient facilities, and to law enforcement officials, due to severe behavioral disorders. When this occurs, the general outcome is hospitalization, incarceration, or institutionalization.  These crisis episodes create tremendous stress on the individual in crisis, to the caretakers and family members attempting to cope with the crisis, and for the agency stakeholders trying to stabilize the crisis.  Most individuals with these crisis episodes have minimal resources, are often in poverty, with little ability to pay for crucial specialty crisis services.  Local community mental health and IDD agencies have come to recognize a cycle of crisis driven care:  the patient with IDD has a deteriorating home and caregiver environment as the individual gets older and the behaviors become more difficult to manage; the behaviors result in increasing crisis episodes and desperate demands from caregivers for assistance; the response to these crisis episodes start involving hospital emergency rooms, law enforcement, jails, and ultimately inpatient hospitalization or other forms of institutionalization; ultimately the crisis behaviors stabilize and the individual returns home to a caregiver who still lacks the resources and competencies to manage the behaviors; the challenging behaviors reoccur and result in crisis; and the cycle repeats. 

Tri-County proposes to develop a new program, entitled IDD Assertive Community Treatment Team, to address this cyclic pattern.   The program/project proposal consists of an alternative crisis stabilization service, by utilizing professionals with focused expertise in addressing these crisis circumstances, and the set of conditions that lead to the crisis.  A Mobile Team, led by a specialty trained Behavior Intervention Specialist, will provide services in natural environments, predominantly in homes, to address the disruptive and threatening behaviors manifested by these individuals. This individual will work closely with the individual, and the caretakers, to recognize conditions that lead to crisis behavior, and design intervention plans early in the traditional crisis cycle.  Psychiatric and medical professionals will be employed for medication management as part of the team service delivery, and will work closely with the Behavior Intervention Specialist, in prescribing medication, that will be part of a total treatment plan in addressing the inappropriate and unacceptable behavior.  Extensive data gathering will occur, to identify precipitating factors that must be addressed to control inappropriate behavior, and to minimize dangerous behavior to the individual and others around the individual.  A combination of behavioral intervention plans, and carefully prescribed medication will be the core of serving the individual in crisis.  This would save expensive hospital and emergency room resources, avoid inappropriate and unnecessary incarceration in jails, and more rapidly stabilize the individual without utilizing expensive and inappropriate inpatient hospital services.

Goals and Relationship to Regional Goals:

Project Goal: Provide a community-based alternative for crisis evaluation and diversion screenings, assessments, and diversion activities.  This alternative will be designed to divert individuals with intellectual and development disabilities, who are experiencing severe behavior problems and related crisis symptoms, from emergency rooms of hospitals, and from local jail facilities, and to minimize placement in inpatient psychiatric hospital facilities.

This project meets the following regional goals: Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;

Challenges:  1. Hiring and retaining a certified/licensed Advanced Behavioral Analysis professional to lead the project.   2. Convincing law enforcement officers to use the alternative assessment and intervention approach of this program, instead of hospital emergency rooms and jails. 3. Finding Psychiatrists, with expertise to serve this specialty population, within a team oriented service delivery model.

To address these challenges, Tri-County Services will be doing a thorough market review of the appropriate salary and fringe benefits to recruit and retain the Advanced Behavioral Analysis position.  We will conduct stakeholder meetings that will focus on increasing cooperation from law enforcement.  When we interview for Psychiatrists, we will be careful to cover project responsibilities in detail and ensure employment of the right applicant for this project.

5 Year Expected Outcome for Provider and Patients:  Tri-County Services has an expected outcome, by the end of Year 5, of serving 50 individuals, who present with severe behavior problems and related crisis symptoms, in proposed alternative community settings, at 50% or less cost of the existing service system.  The goal is to accomplish this effort in a manner that improves Patient Satisfaction by about 50% compared to the existing system.

Starting Point/Baseline: This is a new project, so there are no existing persons served in this project, so the beginning baseline/starting point number is “0”, or zero.

In the Annual Report for Fiscal Year 2011, the Texas Council for Developmental Disabilities stated that 450,000 Texans have a developmental disability. The NADD (an association for persons with developmental disabilities with mental health needs) estimates that 30-35% of all persons with an intellectual developmental disability have a psychiatric disorder.  With a combined population for Walker and Montgomery counties of 509,645 (according to the Center for Health Statistics), that would result in 4,586 individuals from these two counties having IDD with a co-occurring psychiatric disorder.  According to the U.S. Census Bureau, Texas has the highest rate of uninsured residents in the nation.  More than half of those people had an annual income less than or equal to 200 percent of the federal poverty line.  Tri-County estimates serving about 50 persons each year, who have IDD and a co-occurring psychiatric disorder.  Although some of these persons will be new referrals through crisis response processes, others could be existing clients whose behavior deteriorates and requires these particular intervention services.  This often led to services to these individuals in hospital emergency rooms, involvement of law enforcement, utilization of jails and inpatient hospital environments, and some placements in institutions. In one study in Texas, the cost of incarcerating a person in jail (143) was about $137 per day.  The cost of a hospital emergency visit is estimated at about $986 per visit.  The cost of hospitalization in local inpatient hospitals in the Tri-County geographic area is about $600 per day. When state hospital inpatient treatment is required, that cost about $400 per day.  It is not uncommon for total crisis response costs to exceed $20,000 per year.  The IDD Assertive Community Treatment Program proposes to serve the approximately 50 individuals per year by reducing costs, more rapidly stabilizing individuals experiencing a crisis episode, and avoid unnecessary and often inappropriate use of valuable resources of hospitals, law enforcement, and our jails.

Rationale: This project was selected to address an expensive and non-satisfying current system of delivering crisis stabilization services, to a specialized and unique segment of population in our community. Hospital, law enforcement, and jail stakeholders are dissatisfied with serving individuals in crisis, in expensive settings which are more appropriate for other individuals in our community.  Consumers/patients are dissatisfied with lengthy delays, and forced provision of services, in settings that are slow, expensive, and devoid to the goal of providing satisfying outcomes.  There is a need to break the very expensive cycle of responding to persons with IDD and a co-occurring psychiatric disorder, which is not currently cost effective, or successful, in breaking this cycle.  By establishing a lower cost alternative crisis stabilization service, in the form of an IDD Community Treatment Program, there will be additional resources for Montgomery and Walker County individuals experiencing a behavioral acting out episode requiring crisis intervention and stabilization. This would be consistent with Project Option 1.13.1.a.  Once the new service is established, individuals experiencing crisis acting-out behavioral episodes can be diverted from hospital emergency rooms, hospital inpatient facilities, and jail incarceration for more rapid return to more normalizing and less expensive treatment.  It is expected that this alternative crisis stabilization service will prevent the current cycle of individuals having repeated crisis episodes, and in the process have longer term and cost effective outcomes. This will be consistent with Milestones of improving consumer satisfaction, while reducing costs in a less expensive alternative service model.  

Project Components: The IDD Assertive Community Treatment Team program/project is a 5 year project, which includes the following elements:

CORE COMPONENTS (1.13.1a, 1.13.1b, 1.13.1c, 1.13.1d, and 1.13.1e) This program will focus on developing and implementing crisis stabilization services to address the identified gaps in the

current community crisis system and meeting the core components by: (a) working with local community stakeholders, who will support the development of crisis stabilization evaluation and diversion services, to address identified gaps in the current system, followed by the development of a specific plan for implementing and addressing those gaps; (b) analyzing the current system of crisis stabilization services including capacity, utilization patterns, eligibility criteria, and discharge criteria;  (c) assessing the behavioral health needs of current recipients receiving crisis services, then conducting a gap analysis that will result in a data-driven plan to develop specific community-based crisis stabilization alternatives; (d) exploring potential crisis alternative service models, and (e) reviewing the intervention impact on access and quality of services.  It is expected that all the listed sections of the Core Components will be implemented.

PROCESS MILESTONES (P-1, P-3, and P-4) will be the focus of this project in Years 2 and 3.  P-1 will also be a Milestone for Years 4 and 5 as part of continuous quality improvement activities.

Year 2:  In the first 6 months of Year 2, P-1 stakeholder meetings will be the focus. There will be many activities to gather information from consumers, family members, schools, law enforcement, jails and detention centers, hospital and emergency room employees, psychiatric hospitals, and other relevant community behavioral health services providers.  This will involve at least 4 meetings to gather (144) information regarding the existing system and determining details for developing plans. Meeting details will be documented to reflect date and time of meetings, participant lists, and discussion details (core components a and c). Current community crisis services for persons with IDD or related conditions will be evaluated leading to the development of a specific action plan to address capacity, usage, and eligibility criteria (core component b).  In the last 6 months of Year 2, P-3 development of implementation plans will be the focus.  Information gathered in the first part of Year 2 in stakeholder meetings, will be combined with additional information gathered through surveys and follow up meetings and phone calls with stakeholders who may not have been able to attend the meetings.  The implementation plans will address service delivery design, writing staff position descriptions, and program operational policies and procedures (core component d).  Detailed data gathering and documentation processes will be specified in Year 2, as a means of developing a baseline of costs, and patient satisfaction, for project comparisons with the new alternative services that get implemented. 

Year 3:  P-4 hiring and training of staff to implement services will occur in the first 6 months of Year 3.  The key staff member to be hired will be a Board Certified Behavioral Analyst (BCBA), with experience in working with persons with intellectual and developmental disabilities (IDD) who have severe behavioral problems that can lead to crisis episodes.  Additionally support staff, part time psychiatrists and nurses, will be recruited and hired to provide additional services associated with the Behavioral Analyst position.  Once all of these persons are hired, there will be interactions between these staff and community stakeholders, to assure collaboration in working together to address the individuals who are the focus of this project.   At the end of this first 6 months of hiring and training of staff, the IDD Assertive Community Treatment program will be ready to implement services in the last half of Year 3 (core component d). 

Years 4 and 5: P-1 Community stakeholder meetings will be conducted in the first 6 months of Years 4 and 5 to gather information from stakeholders regarding implementation and monitoring of service provision.  This will allow the project to receive appropriate community feedback that can be incorporated into improvements in the services provided (core component e).  There will be 2 stakeholder meetings in the first 6 months of each year, and will ensure that stakeholders in both counties served are provided the opportunity for community feedback.

IMPROVEMENT MILESTONE (I-11) will be the focus of Years 3, 4 and 5. 

Year 3:  Services of this project will begin in the second half of Year 3.  Because of startup and implementation activities, the project will serve 20 persons in the last 6 months of year 3, at 50% or less of the cost of the existing system. Attention will focus on avoiding costs occurring in the existing crisis stabilization system, by providing services in the natural living environment or other community settings where the individuals attend during the day. 

Years 4 and 5:  The project will be fully implemented for the entire Years 4 and 5.  During these years, the project will serve 50 individuals per year, at a cost of 50% or less of the costs of the existing system. The ultimate improvement outcome is cost avoidance, by shifting crisis stabilization services from expensive hospitals and jail services, to the natural home environments and other natural community settings.  The goal is to help families and other community providers better cope and respond to crisis behavior when it arises in these individuals, and prevent those individuals from having to be treated in expensive hospitals and jails.  It is anticipated that improvement in patient satisfaction can be measured and reported.  By continually having stakeholder meetings, surveying and talking to consumers/patients about the services they receive, the project expects continuous quality improvement, in serving consumers more quickly, in a much less expensive manner, and in a more patient friendly service setting.  

The ultimate goal of this project is to serve a project target of 50 persons in the full years of implementation, for about 50% of the cost of the existing crisis stabilization approach, and with improved satisfaction for patients and other agency stakeholders.    
Unique community need identification numbers the project addresses: CN.3.3 – Limited access to crisis stabilization services for low income, often below poverty level, with intellectual and developmental disabilities living in Montgomery or Walker Counties.

Related Category 3 Outcome Measure(s): 
The following Category 3 measure has been approved in 2014 to describe improvements to the patient population: IT-11.26.b Aberrant Behavior Checklist (ABC). As this is a Pay for Reporting measure, a Population-Focused Priority Measure (PFP) alternate activity CMHC.4 Depression Remission at 12-Months. The ABC is a symptom checklist for assessing behavioral problems of children and adults with a diagnosis of intellectual and developmental disability in residential, educational settings, community-based facilities, and developmental centers. In DY4&DY5, Tri-County will report the average score of ABC questionnaires completed during the measurement period by reporting the sum of the total severity score of all completed ABC questionnaires, and the total number of ABC questionnaires completed during the measurement period. In addition, in DY5, provider will demonstrate improved rates of depression remission (PFP-CMHC.4).
Reasons/rationale for selecting the outcome measure: The Outcome Measures for this project were selected to demonstrate that there are more cost effective, clinically successful, and patient satisfying approaches, to the current crisis evaluation and diversion system that is being utilized.  This project is designed to convince patients and their significant others, and other stakeholders in the community, to seek services in a treatment environment that will be quicker, less expensive, and more effective than utilizing emergency rooms of hospitals, or jails, or psychiatric inpatient facilities.

Relationship to other Projects:  This project will be linked to the Intensive Evaluation and Diversion Program, which seeks to provide crisis stabilization services in a more appropriate community service environment, 081844501.1.1.  The project will also be linked to the Expanded Psychiatry Service Delivery Program, which seeks to serve individuals who may otherwise end up in crisis due to the absence of services, 081844501.1.3.

Relationship to Others Performing Providers’ Projects and Plan for Learning Collaborative: RHP 17 has two other planned crisis stabilization projects, both proposed by the Mental Health Mental Retardation Authority of the Brazos Valley (MHMRABV).  The first crisis stabilization project, (Project # 136366507.2.1), is focused on creating a Crisis Triage Unit in Brazos County that would also serve the six rural counties surround Brazos County. MHMRABV will be developing a second project, (#136366507.2.2), focused on providing high intensity evidenced based community treatment and supports services that would include a jail diversion with a crisis service component in the same geographic region as the previously described project. This project will target high risk behavioral health clients with complex psychiatric and physical needs who have more frequent admissions to hospitals, jails, or prison. 

Tri-County will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).

Project Valuation:  In 2011, the President’s Committee for People with Intellectual Disabilities issued a report directly related to this project.  The report stated “that between 7 and 8 million Americans of all ages, or 3 percent of the general population, experience intellectual disabilities.  Nearly 30 million, or one in ten families in the United States, are directly affected by a person with intellectual disabilities at some point in their lifetime.”  According to the NADD statistics, cited above in the Starting Point/Baseline section, and based on population statistics for Montgomery and Walker County, about 4586 individuals have IDD with a co-occurring psychiatric disorder.  It is not uncommon for this population to experience a crisis episode requiring an immediate response.  When that crisis response is required, it can involve services by hospital emergency room staff (about $963 per episode), jail incarceration (about $137 per day), hospital inpatient treatment ($600 per day and $400 per day in state hospitals) locally and in state institutions. Combined costs can total about $20,000 to stabilize an individual experiencing a crisis episode.  For a designated population of 50 individuals for this program, it is estimated that the existing system would cost approximately $1,000,000 to address these individuals’ needs.  

Tri-County proposes the IDD Community Treatment Program as a lower cost crisis stabilization alternative that will produce greater satisfaction from the individuals, their families/caretakers, and other stakeholders in the community.  For a total project cost of under $350,000, after service implementation, it is estimated that those same 50 individuals would cost less than $7000 per individual served.   This is about 50% or less of the current estimated cost, with the existing system.  Additionally, this proposed project would train, and enhance the skill level, of existing family members and caretakers, so that their dependence on others would be dramatically reduced.  This will also save valuable resources in the hospitals, law enforcement, and jails from being inappropriately used in responding to these crisis episodes.  It is projected that satisfaction surveys will reflect a dramatic increase in satisfaction scores from all parties involved in serving individuals with IDD and co-occurring psychiatric disorders.  
Project Summary Information

Category 1 – Project 15
Unique Project ID: 081844501.1.3 

Project Option: 1.9.2
Pass: Pass 1

Provider Name/TPI: Tri-County Services/081844501
Provider Information: Tri-County Services is a community mental health center headquartered in Conroe, with offices and service centers throughout a three-county area in RHP 17 and RHP 2. The RHP 17 service area covers the 1,046.74 sq. mi. of Montgomery County, which had a 2010 population of 455,761, and the 784.17 sq. mi. of Walker County, with 2010 population of 67,861. Tri-County Services offers a comprehensive array of services and support provided to over 7000 individuals with mental illness and 850 persons with intellectual and developmental disabilities on an annual basis; an average of 3000 persons are in service at any one time.

Intervention: With this Region 17 Expanded Psychiatric Delivery Program, Tri-County proposes to provide specialty psychiatric services to persons who are otherwise unable to receive necessary psychiatric care in Montgomery and Walker Counties.  The primary intervention will be the provision of medication and case coordination to persons with diagnoses which do not meet DSHS contract requirements.  

Need for the Project: Both our experience and the statistical data support the need for additional mental health services in Montgomery and Walker Counties.   These additional services should result in cost savings for the community by providing appropriate treatment alternatives to local emergency departments, hospitals, psychiatric hospitals or criminal justice systems.  
Target Population: Persons with psychiatric conditions which are interfering with the individual’s global functioning.  Based on our experience as a provider, it is likely that 80% or more of these individuals will be indigent or Medicaid recipients. However, the changes associated with the Patient Protection and Affordable Care Act may result in persons being served with newly acquired health insurance or Medicaid. Regardless of changes in health insurance coverage, individuals served will probably not have many options for psychiatric care in Montgomery and Walker Counties without this program due to the shortage of providers in these counties.
Category 1 or 2 expected Patient Benefits: We believe individuals outside the DSHS Priority Population will benefit from this service.  Large portions of Montgomery and Walker counties are medically underserved and very limited psychiatric care is available.  Category 1 milestones relate to designing an appropriately placed service to meet the needs of these individuals. This project seeks to provide 25 specialty care visits in DY3, 250 visits in DY4 and 375 visits in DY5 for a cumulative quantifiable patient impact (QPI) of 675 encounters. The project, at the end of DY 5, will serve over 175 unique individuals/year with 750 scheduled appointments available for care and follow-up.    

Category 3 Outcome(s): IT-11.26.e.iii Patient Health Questionnaire-Somatic, Anxiety, and Depressive Symptoms (PHQ-SADS) has been approved in 2014 to describe improvements to the patient population. The PHQ-SADS assess and monitors the severity level of depressive or anxiety disorders present with somatic complaints. The PHQ-SADS will be administered to those eligible for the Expanded Psychiatry program as a scored tool to be included in the initial documentation along with the clinician's assessment and clinical diagnosis. Systematic follow-up to include PHQ-SADS scoring would enable clinicians to monitor client status, adjust treatment and quantify improvement. In DY4 and DY5, the goal is to decrease the average score of the PHQ-SADS questionnaires completed during the measurement period by reporting the sum of the total severity score of all completed PHQ-SADS questionnaires, and the total number of PHQ-SADS questionnaires completed during the measurement period. 
Project Narrative
Title: Expanded Psychiatry Delivery Program

RHP Project ID Number:  081844501.1.3

Project Option: 1.9.2
RHP Performing Provider/TPI:  Tri-County Services/081844501

Project Description: Tri-County Services proposes to provide specialty psychiatric services to better accommodate the high demand for psychiatric specialty care services and increase access to care for those patients who are otherwise unable to receive necessary psychiatric care in Montgomery or Walker Counties. 

This proposed program will provide basic services requested and needed by these individuals and reduce inappropriate care. This program will admit and serve these individuals in medication services and care coordination to meet their primary treatment needs.  We would hire medical staff and caseworkers to deliver these services, and would also expand hours of service availability as needed. Although Tri-County has extensive experience serving individuals with Severe and Persistent Mental Illnesses, Tri-County is unable to serve many of the individuals that present themselves at clinic locations for non-priority psychiatric disorders.  Individuals served by this program will receive proactive care that keeps them healthy and empowers them to self-manage their conditions in order to avoid their mental health worsening and needing ED or inpatient care at general hospitals, admissions to psychiatric facilities or involvement with law enforcement.  

There are currently over 150 individuals with Severe and Persistent Mental Illness (SPMI) on Tri-County's adult waiting list.  On average, 10.5% of the individuals on Tri-County’s waiting list have required crisis services since the list began in 2008.  In addition, a large number of individuals have their first contact with Tri-County during a crisis episode.  Tri-County also assesses over 500 individuals a year that are not eligible for adult mental health services funded by DSHS.   In FY 2010, the last year where jail matching data was completed through  Tri-County, an average of 480 inmates per quarter were incarcerated in Montgomery and Walker County jails with a Severe and Persistent Mental Illness (SPMI) diagnosis that would qualify them for DSHS-funded treatment.  In addition to these 480 per quarter that have SPMI diagnosis matches, nearly 750 inmates per quarter had been seen by a mental health service provider in Texas at some time prior to incarceration.  It is not surprising that this number of inmates have mental health treatment issues, because as Health Management Associates (HMA) noted in their 2011 analysis of the Impact of Proposed Budget Cuts to the Community Mental Health Services in Texas, there is a “strong correlation between the amount of money a state spends on mental health services and the size of jail and prison populations” (Health, P. 9). According to published prevalence data statistics, it is estimated that there are between 6.2% (Kessler, Berglund, Bruce, Koch, Laska, Leaf & Manderscheid, 2001, P. 987) and 8.2% (Bijl, Graaf, Hiripi, Kessler, Kohn, Offord & Uston 2003, P.127) of the general population, or approximately 37,000 to 50,000 individuals in Montgomery and Walker County, which have SPMI.  In addition, it is estimated that an additional 7% (Bijl, et. al, 2003, P.127) or 42,000 individuals in Montgomery and Walker County have a moderate level of mental illness. Tri-County had contact with just under 6,000 individuals with mental illness in FY 2012. 

In short, both our experience and the statistical data support the need for additional mental health services in Montgomery and Walker Counties.   These additional services should result in cost savings for the community by providing appropriate treatment alternatives to the ER, Jail or State Hospital.

In a Mental Health Local Planning survey by Tri-County in 2010, stakeholders were asked to rank services that Tri-County needs to expand further, and Medication Services for adults was the most frequently requested service by these stakeholders.

Goal and Relationship to Regional Goals: 

Project Goal: The goal of this project is to provide specialty psychiatric services to persons who are otherwise unable to receive necessary psychiatric care in Montgomery or Walker Counties. 

This project meets the following regional goals: Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs.

Challenges:  Historically it has been quite challenging to recruit prescribing staff.  Space in existing clinics or new space will have to be identified for the provision of these services.  Tri-County will use recruiting firms, if necessary, to assist in the recruitment of prescribing staff.  Tri-County will develop space to be utilized for the expanded services program. 

5-Year Expected Outcome for Providers and Patients: Tri-County will expand the availability of psychiatric services which can be provided in the community by the end of DY 5 as evidenced by the number of appointments available, number of persons seen and number of unique persons served by this program.   This program will fill a critical gap in the provision of psychiatric services to persons who do not qualify for ongoing services from the Texas Department of State Health Services. Although Tri-County does provide psychiatry as a part of our service array, this would be considered a new service because provision of these services to this population is not currently a part of our performance contract. 

The five year goal for the project will be to provide ongoing necessary and appropriate mental health services  by providing 25 specialty care visits in DY3, 250 visits in DY4 and 375 visits in DY5 for a cumulative quantifiable patient impact (QPI) of 675 encounters. From a patient perspective, there will be a referral source for these needs which are currently unmet, and once met, would allow them to function more independently and have a better quality of life.   The improved quality of life is expected to lead to improved length of life. 

Starting Point/Baseline: There are currently over 150 individuals with Severe and Persistent Mental Illness (SPMI) on Tri-County's adult waiting list. Tri-County also assesses over 500 individuals a year that are not eligible for adult mental health services funded by DSHS.   Currently there are very few psychiatric services available for indigent individuals outside of the populations that Tri-County serves under contract with the Department of State Health Services.  Tri-County is not providing these services at this time.

Rationale: There is a high demand for psychiatric care.  With regard to the specialty areas with greatest need, the Committee on Physician Distribution and Health Care Access cites psychiatry where ratios per 100,000 in population are 56.7% of the US ratios.  

Tri-County has long been aware of the need to increase the capacity to provide psychiatric services so the individuals in our communities have increased access to these services.  For individuals who are indigent, there are very few options for psychiatric care in Montgomery or Walker County.  In Montgomery County, indigent psychiatric services for a small population of individuals (163) are provided via contract between the Montgomery County Hospital District (payer) and Tri-County (provider).  Though medically indigent, these individuals may work or have other responsibilities which would make expanded service hours helpful.   There are no indigent psychiatric services in Walker County, and as a result, care in both Montgomery and Walker County is typically provided in inappropriate care settings (including emergency departments and jails).  

Tri-County proposes to improve the access to specialty psychiatric care for individuals who are in need for psychiatric care, but who are otherwise unable to be served by the current service system.  We will increase service availability with extended hours as needed, increase the number of psychiatric clinic options for the medically indigent, and will conduct quality improvement for the project using rapid cycle improvement.  

Ultimately, uncompensated care is impacted by services which improve the overall quality of life of the individual. This project will focus on improving access to specialty care (1.9.2) by increasing service availability with extended hours (a), increasing the number of specialty clinic locations (b), implementing a transparent, standardized referral system (c), and by conducting quality improvement for the project (d). 

Project Components: Through Tri-County’s expanded psychiatric care program, the following required components and additional components will be met.

a)
Increase service availability with extended hours.

● We will offer this new service and therefore increase psychiatric care availability.  Some extended hours will be offered if it is determined they are needed in the DY 3 service gap assessment.

b)
Increase number of specialty clinic locations.

● Locations for this service will be identified and developed. 

c)
Implement transparent, standardized referrals across the system.

● A referral protocol for related program and standardized referral criteria will be developed in DY 2.

d)
Conduct quality improvement for project using methods such as rapid cycle improvement. 

● Ongoing quality improvement assessments will be done to provide feedback for impact and improvements. Continuous Quality Improvement activities will include evaluations of services provided, effectiveness of services provided and impact of services on use of the current service system.   We will seek to make incremental improvements in the performance of the program throughout the project award. 

For demonstration year 2, the process milestone is to identify components needed to implement and operate the expanded psychiatry delivery program and develop an appropriate project plan.  

For demonstration year 3, the process milestones will be to develop administrative protocols and clinical guidelines for our project (first 6 months) and to hire or contract and train staff to operate and manage the expanded psychiatry project (by demonstration year-end).  

In demonstration years 4, the process milestone will focus on identifying barriers persons receiving specialty care so that operating hours and locations can be customized for the program biannually (core components a and b).  The process milestone for demonstration year 5 will be to analyze the impact of the program in Emergency Department use (first 6 months) The improvement milestones for DY -5 will measure the number of appointments available, number of appointments kept and the number of unique persons served.  By the end of demonstration year 5, 750 visits will be available for individuals who are seeking behavioral healthcare services, 375 appointments will be completed and 175 unique individuals will be served (core component d).  
The target population for this project is persons with psychiatric conditions which are interfering with the individual’s global functioning.  The project, at the end of DY 5, will serve over 175 unique individuals per year with 750 scheduled appointments available for care and follow-up.  Based on our experience as a provider, it is likely that 80% or more of these individuals will be indigent or Medicaid recipients.  However, the changes associated with the Patient Protection and Affordable Care Act may result in persons being served with newly acquired health insurance or Medicaid.  Regardless of changes in health insurance coverage however, individuals served will probably not have many options for psychiatric care in Montgomery and Walker Counties without this program due to the shortage of providers in these counties.

We believe individuals outside of the DSHS Priority Population will benefit from this service.  Large portions of Montgomery and Walker counties are medically underserved and very limited psychiatric care is available.  Category 1 milestones relate to designing an appropriately placed service to meet the needs of these individuals.  
Unique community need identification number this project addresses:

CN.2.4 - Lack of access to psychiatric care in all RHP 17 communities.

How this project represents a new initiative or significantly enhances an existing delivery system reform initiative: This project represents a new initiative for Tri-County.  No U.S. Department of Health and Human Services funding is received for this program.  
Related Category 3 Outcome Measure: 

IT-11.26.e.iii Patient Health Questionnaire-Somatic, Anxiety, and Depressive Symptoms (PHQ-SADS) has been approved in 2014 to describe improvements to the patient population. The PHQ-SADS assess and monitors the severity level of depressive or anxiety disorders present with somatic complaints. The PHQ-SADS will be administered to those eligible for the Expanded Psychiatry program as a scored tool to be included in the initial documentation along with the clinician's assessment and clinical diagnosis. Systematic follow-up to include PHQ-SADS scoring would enable clinicians to monitor client status, adjust treatment and quantify improvement. In DY4 and DY5, the goal is to decrease the average score of the PHQ-SADS questionnaires completed during the measurement period by reporting the sum of the total severity score of all completed PHQ-SADS questionnaires, and the total number of PHQ-SADS questionnaires completed during the measurement period. 
Relationship to Others Projects and Measures: This project relates to Tri-County’s Intensive Evaluation and Diversion program, 081844501.1.1, and Intellectual and Developmental Disability Assertive Community Treatment program, 081844501.1.2 which could generate referrals for this program after crises are resolved by the respective intervention.   In addition, individuals served by this program might be able to receive services from Tri-County’s Integrated Primary and Behavioral Healthcare program, #081844501.2.1.

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  Tri-County will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).

Project Valuation: Tri-County considered several factors in valuing this project including reductions in costs associated with emergency department (ED) visits and hospitalizations for mental illnesses.  Improving the behavioral health individuals should reduce the number of ED visits and the occurrences of hospitalizations.

According to internal data, approximately 10.5% of individuals on the Mental Health Waiting list have needed crisis services.  These crisis interventions may not have been required if such individuals had been admitted into some level of service.  According to a report issued by HMA in 2011, “patients with mental illness overuse emergency rooms when appropriate mental health care is not available.  Additionally, individuals with mental illness remain in the emergency room longer, decreasing the access of others with medical emergencies” (Health, 2011, P. 4).  The report further indicates that “police officers are reporting longer waits in emergency rooms for individuals that they have brought in for care [with a mental illness]…” (Health, 2011, P. 5)  In contrast, of those who receive Community Center care, 97% avoid a crisis episode, 98% have avoided multiple hospital readmissions, [and] 84% of adults have improved employment…”  (Health, 2011, P. 6).   The average cost for an adult with SPMI to receive treatment from a community center is “12 dollars a day” (Health, 2011, P. 8) or $360 a month.   By contrast, the cost of an average State Mental Health Hospital stay is $11,629 for 29 days of care; a 30-day stay in jail costs an average of $4,110; and, one visit to the emergency room costs $986 (Health, 2011, P. 8). In addition, many of these individuals are likely treated through multiple of these interventions in a given year (seen in the ED with police supervision and then taken a State Hospital, etc.), which compounds these costs.  The Expanded Service and Delivery Program will provide a proactive intervention for these individuals, prior to needing crisis services, accessing the emergency department or being incarcerated.  

Another valuation factor used for this project is the monetary value for behavioral health interventions as measured by quality adjusted life years multiplied by a life year value.   This valuation methodology uses health economic studies to assign a life year value associated with the mental health intervention.  Programs that improve their mental health should increase both the length and quality of their lives.  
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