
Section V.  DSRIP Projects

  Category 2: Program Innovation & Redesign 
· Related Category 3 Outcome Measure(s)
RHP 17 Category 2 Projects 

1) Baylor Scott & White Hospital – Brenham: Project 135226205.2.1
· 135226205.3.4:  IT-9.2.a Emergency Department (ED) visits per 100,000
2) Brazos County Health District: Project 130982504.2.1
· 130982504.3.2:  IT-15.6 Chlamydia screening in Women
· 130982504.3.200:  IT-15.10 Syphilis Positive Screening Rates
· 130982504.3.201:  IT-15.13 Gonorrhea Positive Screening Rates
3) College Station Medical Center: Project 020860501.2.1
· 020860501.3.1:  IT-9.4.b – Reduce Emergency Department Visits for Diabetes
4) Huntsville Memorial Hospital (Pass 2 project): Project 189791001.2.1
· 189791001.3.5:  IT-3.4 Diabetes 30-day Readmission Rates

5) MHMR Authority of Brazos Valley: Project 136366507.2.1
· 136366507.3.1:  IT-1.18 Follow-up After Hospitalization for Mental Illness
· 136366507.3.1:  IT-11.26.c Adult Needs and Strength Assessment (ANSA
6) MHMR Authority of Brazos Valley: Project 136366507.2.2
· 136366507.3.2:  IT-9.1 Decrease in Mental Health Admissions and Readmissions to Criminal Justice Settings
· 136366507.3.500:  IT-1.26.c Adult Needs and Strength Assessment ANSA

7) Montgomery County Public Health District: Project 311035501.2.100

· 311035501.3.100:  IT-9.2 Reduce Emergency Department (ED) Visits for Ambulatory Care Sensitive Conditions (ACSC) per 100,000  
8) St. Joseph Regional Health Center: Project 127267603.2.1
· 127267603.3.1:  IT-8.19 Post-partum Follow-up and Care Coordination

9) Texas A&M Physicians: Project 198523601.2.1
· 198523601.3.6:  IT-1.10 Diabetes care: HbA1c poor control (>9.0%)
10) Texas A&M Physicians: Project 198523601.2.2
· 198523601.3.7:  IT-10.1.h CDC Health-Related Quality of Life (HRQoL) Measures
11) Texas A&M Physicians: Project 198523601.2.3
· 198523601.3.8:  IT-6.2.c Health Center Patient Satisfaction Survey
12) Texas A&M Physicians: Project 198523601.2.4
· 198523601.3.9:  IT-10.1.d McGill Quality of Life (MQOL) Index
13) Tri-County Services MHMR (Pass 2 project): Project 081844501.2.1
· 081844501.3.4:  IT-1.7 Controlling High Blood Pressure
Project Summary Information

Category 2 – Project 1

Unique Project ID: 135226205.2.1
Project Option: 2.8.1
Pass: Pass 1

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

Intervention: This project will apply continuous process improvement strategies, guided by the Institute for Healthcare Improvement (IHI) Model for Improvement, to identify causes of avoidable ED/hospital utilization, prioritize potential solutions, and launch Plan, Do, Study, Act (PDSA) cycles on chosen improvements.

Need for the Project: The County identified the need for this project because there is a belief that connecting patients with limited financial resources to primary care services is among the reasons for unnecessary ED visits at the hospital. The free clinic was open 139 days in the past 13 months and served 697 patients, 36% of which were male. From May 2011 to September 2012, the clinic saw an average of 4.42 patients/day. In a 2-week audit during February, April, May and August, 2012, 16% of patients admitted to the hospital did not have a PCP.
This project was chosen to complement our Category 1 project (1.1.2 Expand Existing Primary Care Capacity) in the same geographic area by finding ways to better meet the needs of persons utilizing ED/hospital services for potentially preventable reasons, in part by connecting them to expanded primary care services but also by identifying and addressing other needs in the community. 

Target Population: The target subpopulation will be determined in DY2 of the Category 2 project (135226205.2.1).
Category 1 or 2 expected Patient Benefits: At the end of the five-year demonstration, we expect to have improved processes for meeting needs in ways that do not require avoidable high-intensity, high-cost ED and hospital services. We expect progress toward a target number or percent of clinical cases established in DY 2 (Improvement Milestone 1-13.1). We expect the continuous quality improvement project to impact at least as many individuals as currently use the free clinic (i.e. 3500 patients) over the 4-year demonstration project. 
Category 3 Outcome(s): IT-.9.2.a – Emergency Department (ED) visits per 100,000.  Our goal is to reduce all-cause ED visits for Washington County residence in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures (closing the gap between reported baseline and high performance level benchmarks by 5% in DY4 and by 10% in DY5). Baseline rates will be established in DY3.
Title: Improving Primary Care and Supportive Services to Reduce Avoidable ED and Hospital Visits at Scott & White Hospital – Brenham 
RHP Project Identification Number: 135226205.2.1

Project Option: 2.8.1
Performing Provider Name/TPI #: Scott & White Hospital—Brenham/135226205

Project Description:  This project will apply process improvement methodology to identify causes of avoidable ED and hospital utilization, prioritize potential solutions, and launch PDSA cycles to implement iterations of chosen improvements. This project will employ the Model for Improvement to pursue continuous process improvement with the aim of addressing the problem of avoidable ED and hospital utilization. After prioritizing processes on which to test changes and identifying relevant metrics to measure positive or negative impact of those changes, we will launch our first PDSA cycles (in Demonstration Year 3, Milestone 3: P-7).  We expect the continuous quality improvement project to impact at least as many individuals as currently use the free clinic over the 4-year demonstration project.
The core project components include:

a) Provide training and education to clinical and administrative staff on process improvement strategies, methodologies, and culture. Staff members on quality improvement teams will be trained in the Model of Improvement to establish common language on the teams. Teams will be facilitated by system personnel trained and experienced in quality improvement, implementation and evaluation methodology.

b) Develop an employee suggestion system that allows for the identification of issues that impact the work environment, patient care and satisfaction, efficiency and other issues aligned with continuous process improvement. Solicitation of employee suggestions will be systematic and purposeful. Quality improvement teams will be made up of local champions for change and staff members involved in key process steps (as identified by process mapping exercises). Informal discussions, surveys, and existing employee or patient feedback mechanisms will be utilized as appropriate to the teams’ work.

c) Define key safety, quality, and efficiency performance measures and develop a system for continuous data collection, analysis, and dissemination of performance on these measures ((i.e. weekly or monthly dashboard). In Demonstration Year 2, we will meet Milestone: P-2 by identifying appropriate metrics for the selected processes on which we plan to launch tests of change. Frequency of data feedback to the quality improvement team(s) and broader audiences will be determined by the nature of changes tested—some will require more frequent feedback than others. In all cases, we intend to measure for improvement and for unintended consequences (e.g., adding unintended barriers to care, adding unnecessary steps to processes) of all changes.

d)  Develop standard workflow process maps, staffing and care coordination models, protocols, and documentation to support continuous process improvement. In Demonstration Year 2, we will prioritize areas or processes to improve to meet Metric:  P-1.1. Implementation guides will be customized to each process improvement iteration as appropriate.

e) Implement software to integrate workflows and provide real‐time performance feedback. Software will be incorporated only when existing software is insufficient to integrate workflows or provide real-time feedback. 

f) Evaluate the impact of the process improvement program and assess opportunities to expand, refine, or change processes based on the results of key performance indicators. In Demonstration Years 4 and 5 we will demonstrate positive impact on the targeted metrics (chosen for each process change to be tested), with incremental progress in the number of individuals reached. Quality improvement efforts will focus on process changes that lead to reduction of inappropriate utilization of ED and hospital services.

Goals and Relationship to Regional Goals: The overall goal of this Category 2 project is to meet individuals’ needs in ways that reduce inappropriate ED utilization. 

Project Goals:
· Identify mechanisms of inappropriate service utilization and address through process changes

· Reduce inappropriate ED utilization

The project meets the following regional goal:
· Reducing costs by minimizing inappropriate utilization of services

Challenges: The primary challenge of this project will be selecting from among the possible tests of changes. The team must test process changes likely to have measured impact on our Category 3 measures while maintaining a manageable project scope. To meet this challenge, we will coordinate closely with the free clinic service expansion proposed as our Category 1 project (to leverage those resources). We will also choose our quality improvement team carefully to ensure that provider and community stakeholders are represented. Quality improvement team activities will be facilitated by personnel from Scott & White Healthcare’s System Quality & Safety team with experience in rapid cycle quality improvement and facilitation.

5-Year Expected Outcome for Provider and Patients: The five-year expected outcome for patients is improved processes for meeting needs in ways that do not require avoidable high-intensity, high-cost ED services. The expected outcome for the provider is reduced demand for avoidable ED services and improved capacity for meeting the needs of patients with timely services tailored to their needs.

Starting Point/Baseline:  Baseline for tests of change will be established in Year 2 after the quality improvement team specifies the process changes to be tested and target audiences. Administrative billing data for Scott & White Hospital—Brenham will be a primary data source for defining the output of processes that may be changed. The baseline period will be Demonstration Year 1.

Rationale: At the start of this project, no team is dedicated to reducing avoidable ED visits. Locally, there is a belief that connecting patients with limited financial resources to primary care services is among the reasons for unnecessary ED visits at the hospital. This project was chosen to complement our Category 1 project (1.1.2. Expand Existing Primary Care Capacity) in the same geographical area by finding ways to better meet the needs of persons utilizing ED for potentially preventable reasons, in part by connecting them to expanded primary care services but also by identifying and addressing other needs in the community. This project will allow teams to a) learn through experience to apply the Model for Improvement to improve processes, and b) address avoidable ED and hospital utilization with iterative tests of change. All project required project components will be employed (see description above). The project does not overlap with other initiatives funded by the US DHHS.

Community need addressed:

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

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

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

Relationship to other Projects and other Providers’ Projects: This project is related to the Category 1 project (135226205.2.1) submitted by the same Performing Provider to expand primary care services at the free clinic In Brenham Texas, where the hospital is also located. The two projects will be coordinated such that the quality improvement project leverages increased provider hours at the free community clinic to help meet identified needs and such that the clinic providers refer to other programs launched to address prioritized processes. Category 4 reporting (135226205.4.1) may demonstrate impacts on potentially avoidable hospitalizations and hospital readmissions due to the impact of our Category 1 and Category 2 project on mechanisms of inappropriate utilization. No one else in RHP 17 is performing a rapid cycle improvement project. Several providers are targeting an improvement outcome related to reducing inappropriate ED use, though this is mainly being achieved by implementation of much needed patient navigation and coordination services throughout the region. We believe that we can implement internal rapid cycle improvement reforms to target the large population utilizing our clinic and our ER due to proximity, as well as see support from the implementation by other providers, through projects like College Station Medical Center’s ACP Navigation project (020860501.2.1). 

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

Category 2 – Project 2
Unique Project ID: 130982504.2.1 

Project Option: 2.7.1
Pass: Pass 1

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

Intervention: Provide free HIV testing to targeted clients at high risk for contracting HIV, as well as implement an educational campaign to promote HIV testing awareness and availability, in an effort to not only improve awareness and prevention, but to provide early detection and referral to treatment to help reduce health care costs related to this immunosuppressive virus.  
Need for the Project: Currently, there are no providers in Brazos County offering free, rapid HIV testing.  Community members, as well as other social service agencies (Project Unity, Brazos Valley Council on Alcohol and Substance Abuse, Adult Probation) have contacted BCHD expressing the need for free HIV testing.

Target Population: The target population for this project is African-American and Hispanics/Latinos.  However, tests will be offered to all clients requesting one.  Insurance status is not asked of clients receiving services in the sexually transmitted infections clinic; however, it is estimated that about 50% of those clients are Medicaid eligible or indigent and will benefit from at least half of the testing provided.  

Category 1 or 2 expected Patient Benefits: This project seeks to provide a total of 927 free, rapid HIV tests in DY 3, 945 in DY 4 and 963 in DY 5 for a total of 2,835 tests.
Category 3 Outcome(s): Clients that are at high risk of contracting HIV are also at high risk of contracting other sexually transmitted infections.  The goal of this project is to increase the number of clients being tested for HIV.  However, we are also encouraging clients to be tested for all STIs. Measures include: IT-15.6 Chlamydia screening in Women:  Our goal is to increase the number of women age 16-24 who are tested for chlamydia at BCHD; IT-15.10 Syphilis Positive Screening Rates:  Our goal is to decrease the number of syphilis cases at BCHD (directional negative percentage based on approved measure); and IT-15.13 Gonorrhea Positive Screening Rates: Our goal is to decrease the number of syphilis cases at BCHD (directional negative percentage based on approved measure).  

Title of Project: Provide free rapid HIV testing to targeted clients who are at high risk of contracting HIV.

Unique Project ID: 130982504.2.1

Project Option: 2.7.1
Performing Provider Name/TPI #: Brazos County Health District/130982504

Project Description:  Brazos County Health District proposes to provide free, rapid HIV testing to targeted clients who are at high risk of contracting HIV.

This project would allow free, rapid HIV testing to be offered at the Brazos County Health District (BCHD).  In addition to the testing, the Health Education and Promotion staff will implement an educational campaign to promote HIV testing awareness and availability using social media, the BCHD website, traditional media outlets, and other social service agency contacts.   

BCHD offers a sexually transmitted infection clinic (STI) three times per week.  Clients are tested for gonorrhea, chlamydia, syphilis, and HIV.  The current HIV test being offered is a blood test, and the results take between one-two weeks to get back.  BCHD would like to offer rapid HIV testing to clients one day per week in addition to the STI clinics.  This would be a new project for BCHD.  

Currently, there are no providers in Brazos County offering free, rapid HIV testing.  Community members, as well as other social service agencies (Project Unity, Brazos Valley Council on Alcohol and Substance Abuse, Adult Probation) have contacted BCHD expressing the need for free HIV testing.

There are many advantages to utilizing a rapid HIV test.  Some of these include:

· Providing quick results eliminates the need for people to return to get their results, although positive results must be confirmed by an additional test. 

· If people know immediately that they are positive for the HIV virus, they can begin to receive treatment sooner and to take steps to prevent transmission of the virus. 

· Rapid tests are more accessible because some of them can be administered outside of a clinical setting.

Nurses and health educators will administer the test and provide education on risk reduction.  Staff will also discuss the need to be tested for other STIs.  If a client tests positive for HIV, he/she will be referred to Project Unity-Special Health Services.  BCHD will create a tracking referral system with Project Unity to determine the number of clients that actually follow through with the referral.

At BCHD there are two health educators and 3 public health nurses that are trained in administering the rapid HIV test.  Training will be provided to these staff members to ensure that cultural competent education and materials are used with clients.  

The target population for this project is African American and Hispanics/Latinos.  However, tests will be offered to all clients requesting one.  Insurance status is not asked of clients receiving services in the sexually transmitted infections clinic, however, it is estimated that about 50% of those clients are Medicaid eligible or indigent.
Although the tests will be offered to all clients requesting one, the target population for this project will be African Americans and Hispanics/Latinos.  

Health Education and Promotion staff will implement an educational campaign to promote HIV testing in African Americans and Hispanics/Latinos.  According to the Texas 2010 HIV Surveillance Report, 42% of HIV infection diagnosis was in African Americans and 31% in Hispanics/Latinos.  This means that 73% of new HIV cases in 2010 in Texas were in minorities.  

According the Pew Research Center African Americans and Latinos are significantly more likely to use their mobile devices to use social networking sites, use the internet, and record and watch videos.  Seven in ten minorities utilize social networking sites.  

The educational campaign will consist of several outreach activities:

· Safe in the City video (Denver Public Health): Safe in the City video will be shown in the waiting room during all STI and rapid HIV testing clinics.  The Safe in the City intervention consists of a 23-minute educational video that has been proven effective in reducing new sexually transmitted infections among STI clinic patients.  It is effective in reducing STD infections among culturally diverse patients and is brief enough for clients to see before being called back for testing.

· BCHD Website:  Health Education and Promotion staff will update the website with culturally competent HIV information, including rapid testing information.

· Quick Response Code: A quick response (QR) code will be created that links directly to the HIV information on the website.  The QR code will be published on all written materials. 

· Facebook:  Culturally competent HIV information will be posted on the BCHD Facebook page at least bi-monthly.

· You Tube: Health Education and Promotion staff will create You Tube videos to demonstrate the testing process at BCHD.

· Traditional Media: Radio spots promoting HIV testing will be purchased on local Spanish and hip hop radio stations.  Newspaper ads will be purchased in local Spanish newspapers.  

· Social Service Agencies and Churches: Health Education and Promotion staff will promote testing with local social service agencies, such as Brazos Valley Council on Alcohol and Substance Abuse, Adult Probation, Project Unity, Texas A&M University, Blinn College, SOS Ministries and local minority churches.  

Clients will be surveyed to determine how they heard about the rapid HIV testing.  Responses will be used to adjust the educational campaign.

A rapid HIV testing strategy plan will be documented in a written format.  Electronic health records or patients files will be utilized to track the number and race of clients getting a rapid HIV test.  Health Education and Promotion staff will document all outreach efforts and will organize copies of all flyers, videos, website updates, ads, and Facebook posts.  

Goals and Relationship to Regional Goals: The goal of the project is to provide free, rapid HIV testing to targeted clients who are at high risk of contracting HIV.  Although the tests will be offered to all clients requesting one, the target population for this project will be African Americans and Hispanics/Latinos.  The project will also increase education and awareness about HIV.  

Project goals: 

· Increase the total number of clients being tested for HIV 

· Increase the number of African Americans and Hispanics/Latinos being tested for HIV 

· Increase the number of clients seeking HIV management services

Regional goals: It is felt that this project helps to meet the regional goal related to expanding the availability of and access to timely, high quality specialty care for residents. This is a specialized form of care for a high-risk target population that can only benefit from access to testing, education, early detection and, if necessary, referral for early intervention and care. 

Challenges: The primary challenge for this project will be to offer tests during accessible hours for clients.  Evening or weekend clinics may be considered, if needed.  

Another challenge is to ensure Spanish speaking staff is available to help with testing.  Currently, there are eight bilingual support staff and one bilingual nurse.  Support staff can be scheduled to translate during clinic times. 

5-Year Expected Outcome for Provider and Clients: Over the 5 year project period, the goal of the project is to increase the number of people knowing their HIV status with a focus on minority populations and to increase community education and awareness about HIV.  

Starting Point/Baseline:  BCHD implemented a pilot project of offering rapid HIV testing in March 2012.  Due to the cost of the test and the controls, the client is charged $25 for the test, which limits the amount of clients that are able to get tested. From March 2012-September 2012, BCHD has administered 90 rapid HIV tests at health fairs and special clinics.  

Currently, a free, rapid HIV testing clinic does not exist at BCHD.  However, an average of 1,600 duplicated clients is seen each year for STI testing (including HIV blood tests) at BCHD.  An average of 900 HIV tests is administered each year. This will serve as a baseline number of clients at risk of contracting HIV.  

Rationale:  The National Prevention Council strategy for Disease Prevention identifies seven evidence-based recommendations that are likely to reduce the leading causes of preventable death and major illness.  One of these recommendations includes reproductive and sexual health, which includes HIV testing.  Sexual and reproductive health is also a Leading Health Indicator with Healthy People 2020, which includes numerous HIV objectives.  

According to the Texas 2010 HIV Surveillance Report, 42% of HIV infection diagnosis was in African Americans and 31% in Hispanics/Latinos.  This means that 73% of new HIV cases in 2010 in Texas were in minorities.  

Currently, there are no providers in Brazos County offering free, rapid HIV testing.  Community members, as well as other social service agencies (Project Unity, Brazos Valley Council on Alcohol and Substance Abuse, Adult Probation) have contacted BCHD expressing the need for free HIV testing.  From September 2009 to August 2011, the B/CS Community Health Centers tested 1,590 clients for HIV.  During this two year period, 14 of their clients tested positive for HIV with 29% of them being Hispanic.  

Due to funding cuts, the clinic is no longer able to provide testing.  This project would provide BCHD the funding to offer free testing in Brazos County. 

Project Components: Through the rapid HIV testing program, BCHD proposes to meet the following project components:

Project Option:

2.7.1 Implement innovative evidence-based strategies to increase appropriate use of technology and testing for targeted populations (e.g. mammography screens, colonoscopies, prenatal alcohol use, etc.)

BCHD will establish a program to provide free, rapid HIV testing for those clients at high risk of contracting HIV.   

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

Lessons learned and key challenges will be identified by surveying clients to determine the following:

1. How they heard about the rapid HIV testing

2.  Wait time during testing 

3. Ease of getting a test (testing hours)

Questions will be asked through a paper survey or patient dashboards on an electronic health record system.  BCHD supervisors will discuss survey results to improve the HIV testing program.  

Project Milestones:

1. Development of innovative evidence-based project for targeted population.  BCHD will develop a program to provide free, rapid HIV testing, as well as an educational campaign.  

2. Implement innovative evidence-based strategies to increase appropriate use of technology and testing for targeted populations.  BCHD will implement a program to provide free, rapid HIV testing and educational campaign.  Implementation of the program will include ordering of rapid tests, training staff on administering the test, coordinating with Project Unity to track positive clients, and coordinating the educational campaign.
3. Execution of learning and diffusion strategy for testing, spread and sustainability.  BCHD will create and document an educational campaign plan to include social media, website updates, and traditional media outlets.
Improvement Milestones:

1. Increase access to disease prevention programs using innovative project option. The goal of the project is to increase the number of high risk clients being tested for HIV by 3% in DY 3, 5% in DY 4 and 7% in DY 5.  
Unique community need identification numbers the project address: 

CN.1.11 Limited access to free rapid HIV tests for at-risk minority populations living in Brazos County to expedite enrollment into treatment and supportive services. 

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative:  Currently, a free, rapid HIV testing clinic does not exist at BCHD.  However, BCHD offers a sexually transmitted infection clinic (STI) three times per week.  Clients are tested for gonorrhea, chlamydia, syphilis, and HIV.  The current HIV test being offered is a blood test, and the results take between one-two weeks to get back.  By utilizing rapid testing, clients will get quicker results, so they can begin to receive treatment sooner and to take steps to prevent transmission of the virus. 

Related Category 3 Outcome Measure(s):  Outcome Domain 15: Infectious Disease

Clients that are at high risk of contracting HIV are also at high risk of contracting other sexually transmitted infections.  The goal of this project is to increase the number of clients being tested for HIV.  However, we are also encouraging clients to be tested for all STIs.

15.6: Chlamydia Screening in Women age 16-24: BCHD will measure the number of women age 16-24 who are being tested for chlamydia at BCHD.  The goal is to increase the number of women in this age category that are being tested for chlamydia.  The data source for this measure will be electronic health records or other administrative data.  

IT-15.10 Syphilis Positive Screening Rates:  BCHD will measure the number of clients being tested for syphilis.  The goal is to decrease the number of syphilis cases at BCHD (directional negative percentage based on approved measure). The data source for this measure will be electronic health records or other administrative data.  

IT-15.13 Gonorrhea Positive Screening Rates: BCHD will measure the number of clients being tested for gonorrhea. The goal is to decrease the number of syphilis cases at BCHD (directional negative percentage based on approved measure).  The data source for this measure will be electronic health records or other administrative data.  

Reasons/rationale for selecting the outcome measure: One of the twelve Leading Health Indicators with Healthy People 2020 is Sexual and Reproductive Health, which includes numerous objectives.  One of these objectives is HIV-13: Proportion of Persons Living with HIV Who Know Their Serostatus.  This objective focuses on the need to increase the proportion of persons living with HIV who know their serostatus.  

According to the Texas 2010 HIV Surveillance Report, 42% of HIV infection diagnosis was in African Americans and 31% in Hispanics/Latinos.  This means that 73% of new HIV cases in 2010 in Texas were in minorities.  

This project will increase the number of people who know their HIV status and will increase the number of minorities being tested.

Relationship to other Projects, Others Performing Providers’ Projects and Plan for Learning Collaborative:  BCHD is also submitting a Category 1 project (130982504.1.1) to implement electronic health records (EHR).  EHRs would help with tracking the client, test results, referrals, and education provided. No other providers in RHP 17 are carrying out similar projects; however, as mentioned above, the EHR we are implementing will help with referrals and coordination among other local providers to allow us to make the best use of the navigation and care coordination efforts being implemented throughout the region. 

The Brazos County Health District will participate in an RHP 17 learning collaborative that meets semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver/rhp17.html).

Project Valuation:  The valuation was determined by several factors including cost to implement the program, benefit to the community in providing improve health care to residents and the potential costs saving/avoidance that could be associated with that, and then scaled appropriately to work with the available local funds to help support the program. Factors that contributed to our valuation included costs related to the tests, test controls, educational materials, and advertising; as well as more intangible positive values including service to the patient, patient satisfaction and perceived well-being, education opportunities related to care and prevention of further spreading HIV if positive, and the potential costs avoided by local health care providers with early detection and referral to appropriate HIV service providers versus ED use and frequent encounters related to an undiagnosed condition. 
Project Summary Information

Category 2 – Project 3
Unique Project ID: 020860501.2.1

Project Option: 2.9.1

Pass: Pass 1

Provider Name/TPI: College Station Medical Center/020860501

Provider Information: College Station Medical Center is a 167-bed, trauma level III, private hospital located in the city of College Station, serving patients in Brazos County, a 585.45  square mile area with a 2010 population of approximately 194,854. Additionally, the College Station Medical Center has multiple clinic facilities in and provides service to patients in the seven-county Brazos Valley area. The College Station Medical Center offers services that range from acute care, surgery and inpatient stays to rehabilitation and specialty diagnostic services. This program will be based in Brenham, operating within an approximate 700 sq. mi. area.

Intervention: Implementation of an Advanced Community Paramedicine (ACP) program to identify and provide navigation services to targeted patients at high risk of disconnect from institutionalized health care in an effort to reduce inappropriate utilization of emergency departments.

Need for the Project: Currently, there is limited coordination of care in Washington County for disparity groups having co-occurring chronic conditions, who inappropriately utilize the ED for primary care and/or do not have the resources to manage their medical condition. Twenty percent of the 911 call volume consists of frequent users (i.e. accessed the 911 system more than three times in a 12-month period). Thirty percent of the call volume falls into four targeted disease processes.

Target Population: The target population consists of 1.) those frequent 911/EMS users with co- occurring/chronic conditions who inappropriately use the EMS service and ED to manage their conditions; and 2.) those individuals we learn about through community referrals who have a co-occurring/chronic medical condition who, if they receive care from the ACP Program, may not make unnecessary trips to the ED.  Community referrals include, but are not limited to, residents of Washington County, healthcare providers in Washington County, the hospital in Washington County, and family members, neighbors, and friends of individuals in Washington County who need assistance. Determining the specific population served and payer class is a component of our DY2 reporting in establishing program baselines. In 2012, Washington County EMS transported 5,048 patients. 200 of those patients have been identified as being eligible for the ACP Program. A large percentage of these patients are Medicaid (8%) or uninsured (18%). We plan to use the navigation program to guide these patients into primary care clinics rather than the ED when possible. However, the ACP Program will not discriminate on payer status and will serve anyone meeting the criteria. We expect to have at least 250 patients enrolled by DY3.

Category 2 expected Patient Benefits: The patients will benefit from coordination of care, disease specific education, assistance in facilitating follow up appointments, transportation, and any additional resources that will allow the patient to remain healthy and connected to a primary care provider.

Category 3 Outcome(s): IT-9.4b – Reduce Emergency Department Visits for Diabetes. Our goal is to reduce the total number of ED visits with a primary or secondary diagnosis of diabetes for any individual age 18 years or older. 

Title: Providing navigation services to targeted patients who are at high risk of disconnect from institutionalized health care: Advanced Community Paramedicine (ACP)

Unique Project ID: 020860501.2.1

Project Option: 2.9.1

Performing Provider Name/TPI: College Station Medical Center/ 020860501

Project Description: The ACP Program is truly one of the most innovative and revolutionary ways of reducing unnecessary Emergency Department (ED) visits.  Its ability to reduce ED visits across not only one community Emergency Department but across the entire region, thereby reducing healthcare cost in a more broad perspective is truly unique. The College Station Medical Center is affiliated and deep rooted into the Washington County service area by means of the Brenham Clinic.  The Brenham Clinic is the primary care destination to thousands of patients within and surrounding Washington County. The Brenham Clinic is an affiliate of the College Station Medical Center and employs the medical director, William Loesch, MD, who will oversee and train the paramedics working within the ACP Program through the subcontracted provider performing the patient navigation duties.

The intent of the program is to reduce the inappropriate or overuse of the ED and 911 systems. Using current 12-month data from the Washington County EMS database, we know that nearly 20% of annual 911 callers are considered frequent users of the system (calling more than 3 times in a 12- month time frame) and thereby frequent users of the ED.  Additionally, we know that there are individuals in Washington County who are unable to manage their medical conditions due to a lack of primary care, family support, education regarding their medical condition, improper medication management, or no family support.  The ACP Program will utilize a directed triage protocol specifically targeting patients who can be treated outside the emergency room. These patients may be high and low acuity across multiple disease processes, cultures and economic backgrounds.

The ACP program will focus on those specific conditions that result in frequent and often unnecessary emergency department visits when not appropriately cared for at home. The EMS Department has identified patients who frequently use the ED or who have medical conditions who, with better care management and navigation, will avoid unnecessary trips to the ED in the future as a baseline data source using its eMR (electronic medical record) system that tracks patients according to NEMSIS national database standards. The paramedics work under direct supervision of William Loesch, MD, an internist at Brenham Clinic, and member of the medical staff at College Station Medical Center. These paramedics will undergo training to communicate effectively with these patients, correctly identify patients that may be more appropriately treated in other (non-emergency) settings, provide coordination of care, provide disease specific education, facilitate follow up appointments, facilitate transportation, and connect patients to resources that will allow the patient to remain healthy and therefore remain out of the emergency room. Patients with the following target disease processes benefit strongly from proper education, home management and routine clinical follow up and will be the target population for this program:
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Congestive Heart Failure

Diabetes

End State Renal Disease

Cardiovascular disease / Hypertension Behavioral Health / Substance Abuse Chronic Obstructive Pulmonary Disease Asthma

Goals and Relationship to Regional Goals:
Project Goals:

Identify frequent users who access emergency rooms by the 911 system in Washington County; 

Identify individuals, through community referrals, with medical conditions which could cause the individual to make unnecessary visits to the ED; 

Exhibit a reduction in inappropriate use of Emergency Departments by tracking every diversion through the data collection tool within the eMR;
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   Establish the number of ED diversions and by what means the patients received appropriate care

and follow up; and
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   Compare outcome data to previous years (non-ACP years) to demonstrate statistical impacts, reduction of ED usage, and estimate cost-savings.

The ACP Program administrators will provide written reports clearly documenting engagement and community stakeholder support, current capacity of the program and anticipated resources and challenges. The program will develop and test data and data collection systems as well as disseminate data publicly to share best practices and lessons learned.

This project meets the following regional goals:

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

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

Challenges: The initial challenge for this project will be to engage and build trust with patients. Historically, it has been difficult to alter behaviors of patients who do not seek primary care but instead choose to the emergency department for their care, but with proper navigator training and effective procedures, the project will be successful. The involvement of a variety of providers within the care team that can address the full spectrum of the participants’ needs will facilitate patient engagement.

5-Year Expected Outcome for Provider and Patients: CSMC expects to see decreases in inappropriate ED utilization and improved health outcomes for those patients who are identified as frequent users of the ED and patients who we learn about through community referrals who would benefit from the ACP Program and are targeted by this program. We also expect to see an increase in the number of referrals to primary care providers, encouraging more patients to seek care in a medical home rather than by calling EMS. Expected outcomes related to the project goals described above.

Starting Point/Baseline: Currently, a patient navigation program does not exist in Washington County. Therefore, the baseline for number of participants as well as the number of participating providers begins at 0 in DY2.

Rationale: The ACP Program is a new way of utilizing paramedics within the healthcare system. It provides (with limited enhanced training) a way to safely navigate patients who may or may not have a primary care physician, or simply be in need of education on their disease process which will enable them to remain out of the 911 system and therefore out of the ED. Nearly 30% of the entire call

volume originates as “shortness of breath” calls. These calls can be narrowed down into four main categories (COPD, CHF, Asthma, and Cardiovascular related shortness of breath) all of which are parts of the program’s targeted population. Twenty percent of the call volume consists of frequent users (i.e. accessed the 911 system more than three times in a 12-month period). Thirty percent of the call volume falls into four of the targeted disease processes mentioned above.

College Station Medical Center (CSMC) has an extensive primary care physician support staff in place within Washington County at the Brenham Clinic. There is also a direct relationship with Dr. William Loesch, who serves as a primary care physician at Brenham Clinic and serves as the Medical Director for the County EMS providing oversight to all paramedics. As the performing provider in this project, CSMC will inform patients of the benefits associated with having an established primary care provider and educate them on the chronic disease management and proper in-home care, reducing unnecessary ED utilization and expense to tax payers. In order to remain un-biased and to have a completely neutral program, CSMC will subcontract navigational services and data tracking to Washington County EMS who are the only uniquely qualified and capable provider to provide services within the designated geographical area.

The waiver will expect hospitals to report on ED utilization through the category 4 reporting but this data alone would not demonstrate the true value of the ACP program and overall impact to the healthcare system. Therefore, the subcontractor has (with assistance from an electronic medical record (eMR) vendor) created a unique data collection tool within the eMR database specifically designed to capture the true impact of the ACP program more globally. It will capture data on patients diverted from multiple EDs within the region as well as identify who the frequent users of the system are and individuals the ACP Program learns about through community referrals whose medical condition could benefit from enrolling in the ACP Program. The data collection device will be most accurate by pulling it directly from the point of system access, which is the initial point of entry into the healthcare system.

The department will track all of these subsets as one group. Our goal is to minimize this frequent inappropriate use and plug these patients in to a primary care provider of their choice. We will track the data via the subcontractor’s EMR Software, which has been specifically enhanced to track all ED diversions from the ACP Program.

Project Components:
a) Identify frequent ED users and use navigators as part of a preventable ED reduction program. Train health care navigators in cultural competency. The EMS Department’s eMR database will identify frequent ED users and determine if the individuals we learn about through community referrals can benefit from the ACP Program, thereby decreasing the number of ED visits. The database tracks patient transports, how many patients use the system more than three times, the medical conditions of the patients we learn about through community referrals, how the ACP Program can help these patients to deter them from using the ED, and what disease process they are experiencing during their request.

b) Deploy innovative health care personnel, such as case managers/workers, community health workers and other types of health professionals as patient navigators. This program will deploy paramedic level resources that can treat, assess, transport, and offer direct 24/7 phone consultation with physician oversight. These resources will work literally in the streets of our community and serve as a point of injury/illness patient navigation program. These responders will also serve as low acuity patient navigators when not on 911 responses.

c) Connect patients to primary and preventive care. The department is providing enhanced curriculum training using a national standard of community paramedic curriculum in conjunction with Blinn College to ensure these paramedics working in the ACP program understand the necessity and the avenues for getting patients connected to primary care and preventive medicine. The ACP Program is collaboratively working with the Brenham Clinic, an affiliate of College Station Medical Center (CSMC) to provide mid-level practitioners and physicians for consultation and establishment of a medical home for targeted patients.

The EMS department will be working with numerous stakeholders to provide preventive medicine including the use of iPad technology with the medical director and ACP Paramedics as disease and healthcare educators. Others times the department will utilize existing healthcare resources such as The Faith mission of Brenham to provide disease management education such as diabetes or medication assistance through the County MAP Program.

d) Increase access to care management and/or chronic care management. As described above when the paramedic navigators are available, they will provide education as needed. However more importantly than who is providing is what is being provided. For this reason, the focus is on getting the patient the right education whether it be by Washington County EMS, the Brenham Clinic (CSMC), Faith Mission, or additional community stakeholders. All ACP paramedics will be trained as in home educators on all targeted disease processes to some level. Each will have technology services that extend to the program medical director housed at Brenham Clinic. This offers education to patients in their residence without the need to seek it in the office.

e) Conduct quality improvement for project using methods such as rapid cycle improvement. A robust QI process is already being established. Every ACP visit will be reviewed by clinical management staff each month. The clinical management staff is comprised of two physicians and two advanced practitioners. Official minutes from each meeting will assist in serving as loop closure for this project. College Station Medical Center, Brenham Clinic and the Washington County EMS department are focused on improvement and ways to broaden the program to further benefit the community.

Unique community need identification number the project addresses:
CN.4.3 Limited coordination of care in Washington County for disparity groups having co-occurring chronic conditions and who inappropriately utilize the ED for primary care.

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: Currently, a patient navigation program does not exist for ED frequent users in Washington County or those individuals whose medical conditions could cause them to make unnecessary trips to the ED. When someone calls the 911 system, the EMS responds and does not get paid unless they transport the patient. This results in unnecessary hospitalizations and ED visits for non- emergencies that could be handled by home visits, follow-ups and transport to primary care. The initiative will improve primary care access and education for targeted patients while helping relieve Washington County of unnecessary ED transports and ED visits in Washington County.

Related Category 3 Outcome Measures: OD 9: Right Care, Right Setting

IT-9.4b Reduce Emergency Department Visits for Diabetes 

Reasons/rationale for selecting the outcome measures: The ACP Program in Washington County falls under Category 2.9.1 “Establish a Patient Care Navigation Program” that has an overall goal of identifying frequent ED users and patients we learn about through community referrals who, if they receive treatment from the ACP Program, may not make unnecessary trips to the ED and providing alternatives to Emergency Department utilization with a focus on getting the patients to the appropriate (right) care within the appropriate (right) setting, Outcome Domain 9, Improvement Target 9.4b. The ACP Program aims to reduce ED utilization across multiple patient populations and does so by focusing on targeted conditions that result in an ED visit when not appropriately cared for at home.  Our data shows that many patients with diabetes make unnecessary ED visits to manage their diabetes or to treat complicates from diabetes. By targeting Washington County residents with diabetes through our Category 3 measure, we can reduce the number of emergency department visits these individuals make. This, in turn, will allow the emergency department to treat those individuals who truly need emergency care and lower the medical costs of these individuals with chronic conditions who might otherwise make unnecessary trips to the emergency department.
Relationship to Others Performing Providers’ Projects and Plan for Learning Collaborative: RHP 17 has three other planned patient navigation projects. The Montgomery County Public Health District is implementing a patient navigation program that is targeting uninsured residents of the City of Conroe which is located in Montgomery County, (Project #Pending.2.1). The St. Joseph Regional Health Center is partnering with The Prenatal Clinic to develop a prenatal patient navigator program for uninsured pregnant women in Brazos County, (Project # 127267603.2.1). St. Joseph anticipates transitioning these women to this Care Coordination program upon discharge from the hospital for assistance in accessing post-natal primary care for the women and their infants. The Texas A&M Physicians group is also partnering with The College Station Medical Center, St. Joseph Regional Health Center, and Scott and White Hospital – College Station to develop a patient navigator program in Brazos County that will be focused on linking high ED users that do not have a PCP to a primary care medical home and connecting them to other preventative and supportive services, (Project #198523601.2.3).

CSMC and Washington County EMS will participate in an RHP 17 learning collaborative that meets

semi-annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. These semi-annual meetings will consist of two sessions: first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver). 
Project Valuation: Each year within the 911 system, the amount of necessary emergency calls and ED visits increases in part due to increases in the population. With the increase in legitimate emergency 911 calls and ED visits comes a fair increase in the amount of misuse and frequent use for non-emergency situations. The EMS Department will attempt to decrease all ED visits deemed as misuse and track this through an eMR database specifically designed to demonstrate reduction in improper ED utilization. The subcontractor serves an area of nearly 700 square miles affecting over 30,000 people and can have a cost avoidance of over $1.2 million per year on the local healthcare expenses in the service area. By eliminating staffing expansion plans over the next three years ($450,000/yr) and diverting healthcare expenses (EMS, ED, etc.), local funding for the program for DY2 is estimated at over $250,000 per year.

Project Summary Information

Category 2 – Project 4
Unique Project ID: 189791001.2.1 

Project Option: 2.2.2
Pass: Pass 2

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

Intervention: Implementation of chronic disease management models to enable patients to better manage their health.

Need for the Project: Chronic disease has been identified as a health issue affecting the entire nation. In 2009, chronic disease was responsible for 70% of death and disability.  Walker County is at greater risk than the rest of the nation for chronic disease when comparing risk factors such as physical activity, excessive drinking, adult smoking, limited access to healthy foods and fast food restaurants. This is a strong indicator that HMH needs to assist patients suffering from chronic disease and encouraging patients to manage these health issues on their own.

Target Population: These target populations for this project are patients having multiple admissions due to failure to manage their chronic diseases, as well as, those who are admitted or are in observation at HMH for chronic conditions.  The population served by this project should mirror HMH’s last fiscal year approximately 30% of patients are indigent, charity care or Medicaid; therefore we expect nearly 1 out 3 patients enrolled in this program will be from these payer sources.  
Category 1 or 2 expected Patient Benefits: This project intends to enroll a minimum of 1360   patients for the chronic care management plans, during DY 3-5.  It is HMH’s goal to have three encounters or attempted encounters with each patient enrolled in the program. These encounters will help make sure those enrolled are following the chronic care program. Among the patients enrolled in the chronic care plans, HMH will enroll a portion of these in a more intensive self-management goal component be added onto the project during DY4. It is HMH’s intention that through this program, patients will set goals for themselves to help manage their disease; therefore avoiding 30-day readmissions due to chronic illness. 
Category 3 Outcome(s): IT-3.4 – Diabetes 30-day Readmission Rates. Our goal is to reduce the number of readmissions in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures (closing the gap between reported baseline and high performance level benchmarks by 10% in DY4 and by 20% in DY5). Baseline rates will be established in DY3.
Title: Program to Enable Patients to Better Manage their Health through Chronic Disease Management Models 

RHP Project Identification Number: 189791001.2.1 (Pass 2) 

Project Option: 2.2.2
Performing Provider Name/TPI: Huntsville Memorial Hospital/189791001

Project Description:  This project will require HMH to expand its role in patient’s healthcare and establish protocols and models that help patients maintain healthy behaviors after discharge from the hospital. Establishing this project will require HMH to take on roles that previously the hospital did not consider, such as communicating with patient after discharge about their follow-up treatment, risk factors and post discharge activities. This will begin by HMH developing care management models for chronic diseases; these models will be based off evidence driven research and best practices about managing chronic diseases. This portion of the project will be monitored through the milestones and metrics in demonstration year (DY) 2. After the disease management program implementation, HMH will add onto the project to include self-management goals for patients enrolled. This component will be documented as the metric for DY4.  Adding this extra component will aid patients in managing their own illness and increase the likelihood of patients’ success because they will take an active role in their disease management. It is likely HMH will use this second component as a way of targeting patients who need extra support in overcoming barriers to their health, or those who are non-compliant and have a history of 30-day readmissions. Patient enrollment in HMH’s self-management program is monitored in DY5 through the metric for this year.

The services provided through this chronic care management program will consist of HMH contacting patients after discharge to explain four interventions, which are medication management, keeping personal health records, red flags associated with the patient specific chronic disease, and necessary follow-up care.  HMH will attempt to contact each patient three times; those phone calls from HMH will discuss the four different interventions mentioned above and have been identified in the chronic care management model as a critical part of managing chronic diseases and staying healthy. HMH will focus on educating patients and when appropriate make referrals for health resources that aid patients with these interventions, such as home health agencies. 

The diseases targeted through the program will not be identified until midway through demonstration year 2.  Therefore the community’s need for this program will be addressed through the presence of chronic disease risk factors within Walker County. The CDC recognizes four factors related to chronic diseases they are lack of activity, alcohol consumption, tobacco use, and poor nutrition (www.cdc.gov/chronicdisease/overview/index.htm).  County health rankings indirectly addresses these factors through observing rates of physical inactivity, excessive drinking adult smoking, limited access to healthy foods, and fast food restaurants (http://www.countyhealthrankings.org/app/texas/2012/walker/county/1/overall). By comparing these factor’s rates within Walker County to the national benchmark it becomes clear that Walker County is at risk in all four factors identified by the CDC as leading to chronic diseases. For the National benchmark the rates are 21, 8, 14, 0 and 25 compared to Walker County’s rates of 27, 16, 19, 1 and 46 for physical activity, excessive drinking, adult smoking, limited access to healthy foods and fast food restaurants respectively.  This is a strong indicator that HMH needs to address chronic disease and develop a program to assist in the effective management of these diseases. 

Reviewing data from HMH’s admissions over the past year, an estimate of a little over 400 incidences occurred with patients suffering from chronic disease; such as hypertension, COPD, diabetes, coronary artery disease, congestive heart failure, asthma and arteriosclerosis. This project intends to have about 1360 enrollees in the chronic care management plans during DY 3-5.  It is HMH’s goal to have at least three encounters with each of these patients over the phone to follow-up with the chronic disease management plans during the three months period after their discharge resulting in 4080 patient encounters over the phone. Among the patients enrolled in the chronic care plans, HMH will enroll some of these in a more intensive self-management goal program, starting in DY4. It is HMH’s plans to increase involvement with the discharge patient through the self-management component, helping patients set and achieve self-management goals. HMH intends to target patients that are readmitted within 30 days.

Goal and Relationship to Regional Goals: Patients with chronic conditions would receive support from HMH empowering them to manage their conditions. An increase in the management of chronic conditions will result in healthier patients and ultimately a reduction in readmissions, eventually leading to cost savings from reduction in unnecessary hospitalizations. The reduction in readmission will be monitored through the Category 3 companion project which HMH has chosen to complement this project. 
Challenges: Every patient's situation is different making streamlining disease management options difficult. Issues beyond the control of HMH might be reported as the reason for failure to manage diseases after discharge. Patients might encounter obstacles such as lack of transportation or lack of personal commitment as reasons why care management was not obtained. This will make the program’s success dependent on various factors outside of the control of HMH. This will require HMH set modest goals for improvement targets linked to this program. HMH is considering recording these outside factors that impede patients and using this information to help develop cost saving solutions that allows patients to obtain necessary care to avoid 30-day readmissions. 
Because a program of this nature is new to HMH and unlike any other service line the hospital has undertaken before, progress will be slow due to need for planning. HMH will have to regularly review patient outcomes and determine how effective this project is at promoting chronic disease management and determine possible areas for improvement. Extra time will have to be taken by the HMH staff to communicate the overall purpose and reason for the program. This is why HMH has chosen metrics that show the gradual growth of this project through demonstration years 3 and 4. These numbers will show the growth of the program over a two year period as planning is finalized. 

5 Year expected Outcomes for Providers and Patients: This project is expected to help patients discharged from HMH manage their diseases and take an active role in their own healthcare management by setting goals for themselves. It is expected that this project will reduce the number of admissions and readmission at HMH because of the improved management of chronic disease.  This improvement will be measured, in part, by the companion category 3 metrics for DY 4 and 5.

The prevalence of chronic disease factors within Walker County makes it prudent for HMH to implement a Chronic Disease Management Project, not only for patient’s physical health but also for financial reasons. Many of the Potentially Preventable Hospitalizations in Walker County are directly linked to chronic conditions, such as, Long-term Diabetes, Hypertension, Asthma, Congestive Heart Failure and Chronic Obstructive Pulmonary Disease. The combined potentially preventable charges in Walker County for potentially preventable hospitalizations resulting from these chronic diseases equal $98,663,539, during the 5 year span 2005-2010 (http://www.dshs.state.tx.us/ph/county.shtm ).  The program is likely to encourage patients to utilize primary care related to their condition; because these hospitalizations result from lack of primary care this program can be expected to have an impact on these numbers. Even though HMH will not implement a program for all these chronic disease within DY2, any reduction in this financial burden is desirable. 

Starting Point/Baseline: In DY1, HMH had not developed a chronic care model and had not implemented any programs to help patients manage their chronic disease. The increase of patients enrolled in the chronic care plan will be based of those enrolled in the program during DY2 and the number of patients enrolled in the self-management program will be determined for those enrolled in the program during DY3. 

Rationale:  This project was numerically categorized as 2.2.2; which is designated as: Program Innovation and Redesign, Expand Chronic Care Management Models, Apply evidence-based care management model to patients identified as having high-risk health care needs.  This DSRIP project fits these three criteria for in three different ways. The first being this program requires HMH to become more involved in the follow-up care of patients to ensure better management of their chronic disease. Previously this service was not offered at HMH, showing how this program is innovative for this facility. The second reason why this project qualifies is that chronic care management models were not presented to discharged patients prior to this project. Therefore, by this project exposing discharged patients to this plan, it will expand chronic care management models use within Walker County. The third reason why this project fits this categorization is all patients enrolled will have to be considered high risk in order to be red-flagged for enrollment. Because HMH will be contacting these patients after discharge there will have to be some criteria put into place to identify patients enrolled in the program. Most likely these criteria will focus on the patients that are at high-risk. These programs will be developed based off evidence based models, fulfilling the criteria stated in the categorization of this project. 

Project Components: The milestones and metrics chosen for this project outline the steps taken to ensure the project follows a suitable timeframe and continues to grow. In DY2, HMH will develop a comprehensive care management plan based on best practices as described in the companion chart with the metrics for this project. This comprehensive care management plan will be used to develop a care management plan for patients with chronic diseases discharged from HMH. Staff will have to trained and available to help implement this program as measured in DY2. The gradual growth of this project will be monitored through DY 3 and 4. Finally in DY5, HMH will evaluate the success of the project by determining how many patients have set goals for themselves that align with the management of chronic diseases.    

There is only one core component for this project area, which is Continuous Quality Improvement (CQI). There are several ways to accomplish CQI with this project. First, HMH will use a focus study to collect data and allow a standard script from which the chronic disease management program will follow. The focus study will go through several meetings with inter-disciplinary staff from the following departments Quality, Information Systems, Case Management and Administration.  During these meeting, the focus study will steadily improve. Finally, this project is designed in such a way that reports can be run to identify what barriers keep the chronic patients from managing their disease successfully. From this reports the program can be adapted to address needs. If the reports are unclear, then the interdisciplinary group can meet again to discuss how the focus study can be altered to improve reports.  

The CDC recognizes four factors related to chronic diseases they are lack of activity, alcohol consumption, tobacco use and poor nutrition (www.cdc.gov/chronicdisease/overview/index.htm).  Both Texas and Walker County are considerably above the national benchmark for three of the factors given; lack of activity, alcohol consumption and tobacco use (http://www.countyhealthrankings.org/app/texas/2012/walker/county/1/overall). 

According to County Health rankings, Walker County is tied with the rest of the State on the prevalence of two of these factors and 2% points above Texas for physical inactivity.  Even though poor nutrition is not specifically addressed on the rankings list, the categories “access to healthy food” and fast food restaurants” create an idea that poor nutrition could be an issue affecting the County. Both Texas and Walker County are almost double the national benchmark on both of these categories. 

Unique community need identification number this project addresses:

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

How this project represents a new initiative or significantly enhances an existing delivery system reform initiative: HMH currently does not have an evidence-based care management model currently being used with patients identified as having high-risk health care needs.

Related Category 3 Outcome Measure:  OD-3 – Potentially Preventable Readmissions – 30 day readmission rates; IT-3.4 Diabetes 30-day readmission rate
Reasons/rationale for selecting the outcome measures: "Diabetes 30-day readmission rates" is the improvement target selected to complement this project. The reasoning for selecting this measure is that diabetes long-term complications are the most expensive average hospital charge at $34,507.00 for potentially preventable hospitalizations (http://www.dshs.state.tx.us/ph/county.shtm). It was HMH’s goal, by focusing on 30-day readmission rates for diabetes and linking it to the chronic care management project, it will encourage the program to focus on diabetes resulting in a reduction of 30-day re-admittance. This is significant because these potentially preventable hospitalizations have high average hospital charges, creating an even greater ability to incur cost savings. 

Diabetes was a strategically chosen disease to monitor because Walker County has a significant need to develop effective management of this disease based on the number of residents suffering from diabetes or likely to develop diabetes. This need is reported in the Community Health Status Indicator (CHSI), 2009 survey. Self-reported rates for no exercise, obesity and diabetes were 23.7%, 24.4% and 8.2%, respectively (http://www.communityhealth.hhs.gov/Demographics.aspx?GeogCD=48471&PeerStrat=8&state=Texas&county=Walker). 

Community Health Status Indicator (CHSI) reported population for Walker County is 64,212, which means that there is a potential of 5,265 diabetics within the County based on the survey (http://www.communityhealth.hhs.gov/Demographics.aspx?GeogCD=48471&PeerStrat=8&state=Texas&county=Walker). The high percentage of residents that report no exercise and obesity is likely to lead to an increase in the number of diabetics over the next couple of years. It is a well-known fact that no exercise leads to obesity and obesity in linked to the onset of type II diabetes. Meaning that diabetes rate in Walker County are likely to rise. Because of a significant rate of residents currently have diabetes and the risk that other residents have for developing type II diabetes indicates that HMH needs to develop a method to effectively manage the diabetes and prevent readmissions, and hopefully overall hospitalizations as well. 

Relationship to other Projects:  Even though this project does not directly align with any of the reporting domains for category 4, it is suspected that this project may influence Category 4; Patient-centered healthcare. This project may lead HMH in a patient-centered healthcare delivery system, because such a large emphasize is placed on the individual patient. This project may also help align HMH as it grows it service line in chronic disease treatment through the Catheterization Laboratory and the Dialysis Unit. Because these project are going to increase the number of chronic disease patients receiving care at HMH it is likely that the same patients receiving these treatments are also likely to be a part of the chronic care management models. 

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

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

The valuation assigned to this project is reasonable based on the indirect cost, direct cost and cost savings associated with this project. The expense of this program was not estimated due to the difficulty in estimating direct and indirect cost. Factor that would have to be considered are, but not limited to: salaries for those who run the program, cost of developing a chronic care management models, equipment needed to run the program and time investment required to organize resources for care management model. These factors are difficult to estimate at this point in the planning process because the full extent of the program is unknown. Because of the high likelihood of miscalculation, initial expense estimation was forgone.  Further increasing the value of this project is the cost savings induced through the new services offered. The cost savings will come from improved access to follow up care. The amount of money that is saved annually due to the Chronic Care Management Program is unknown; therefore total cost savings was not estimated at this time. When evaluating indirect cost, cost savings and direct cost of the program it is reasonable to place the value of this project at $5,025,575.00, which is the valuation HMH assigned for the 1115 waiver throughout the demonstration years 2-5.

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

Category 2 – Project 5
Unique Project ID: 136366507.2.1

Project Option: 2.13.1

Pass: Pass 1

Provider Name/TPI: MHMR Authority of Brazos Valley/136366507

Provider Information: MHMR Authority of Brazos Valley is a community mental health center located in the city of Bryan in Brazos County. MHMR Authority of Brazos Valley serves the entire seven-county Brazos Valley area, which represents a total population of approximately 319,408 and 5,030.79 square miles. MHMR Authority of Brazos valley provides a continuum of care that includes mental health, and intellectual development and disability services to eligible Brazos Valley residents.

Intervention: Development and implementation of a crisis triage unit in an effort to provide care in the appropriate setting for persons experiencing a mental health crisis.

Need for the Project: We currently have 4.0 FTE staff providing crisis assessment and mobile crisis outreach services throughout the seven-county Brazos Valley area during business hours and contract with a private company to provide the service during non-business hours. Over 95% of these assessments occur in the hospital emergency departments, with approximately 98% of them being Medicaid eligible, indigent, or uninsured. We believe that having a centralized location away from the emergency departments (ED) will greatly reduce the number of individuals assessed in the ED. Also, the additional mobile crisis outreach staff will allow for the diversion of more individuals away from in- patient psychiatric hospitalizations into crisis follow-along services or other less restrictive treatment options.

Target Population: The target population is the individuals receiving a mental health crisis assessment in the emergency departments. Approximately 98% of this population is Medicaid eligible, indigent, or uninsured.

Category 1 or 2 expected Patient Benefits: The project expects to provide crisis assessments and referrals away from the emergency departments for a minimum of 100 patients in DY4 and a minimum of 200 patients in DY5, and thus significantly reducing the wait time for the patient.

Category 3 Outcome(s): IT-1.18 – Follow-up after Hospitalization for Mental Illness. Our goal is to reduce inappropriate emergency room visits related to behavioral health and/or substance abuse in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures (closing the gap between reported baseline and high performance level benchmarks by 10% in DY4 and by 20% in DY5). Baseline rates will be established in DY3. Additionally, IT-11.26.c Adult Needs and Strength Assessment (ANSA) data, as well as an associated population-focused priority measure that looks at adherence to antipsychotic medications (CHMC.5), will be collected and reported in accordance with the improvement measure specifications and methodology set forth for P4R measures. 
Title: Crisis Triage Unit

RHP Project Identification Number: 136366507.2.1

Project Option: 2.13.1

Performing Provider Name/TPI: MHMR Authority of Brazos Valley/136366507

Project Description: MHMR Authority of Brazos Valley (MHMRABV) proposes to develop a Crisis Triage Unit to work in collaboration with regional law enforcement and hospitals to develop a crisis stabilization unit with the aim of providing care for persons experiencing a mental health crisis in the appropriate setting.
Development of a crisis triage unit centrally located within the region that would allow for a safe place for a person to walk in, or to be transported by staff or law enforcement for the purpose of receiving a crisis assessment and triage services. This would be in lieu of the person being inappropriately transported to an emergency room or to another high cost and/or less safe venue. The team would also maintain mobile capacity to perform crisis assessments in other community settings as needed. The triage center would be staffed 24 hours 7 days a week with Qualified Health Professionals (QMHPs) and/or License Professional Counselors (LPCs) and ideally located at or near a crisis residential or crisis respite center. The crisis team would assess and coordinate crisis services/treatment, ensuring the most appropriate and least restrictive treatment options including, crisis respite centers and crisis residential units located throughout the region, as well as crisis follow- along services. The crisis center will be located in the Bryan/College Station area, which is centrally located for access by all of the provider’s 7 county services area, which include: Burleson county; Grimes County; Leon County; Madison County; Robertson County; and Washington County.

The triage center will be accessed by person walking in, or transported by law enforcement or other emergency personnel following an encounter with a person experiencing at mental health crisis. The option will be communicated to all relevant agencies as the preferred method of assessment, as opposed to the person going to the ER, which has historically been the primary location for crisis assessment. The person will be assessed by a QMHP who will facilitate the most appropriate and least restrictive treatment option.  It is the goal of the provider to house the program within an inpatient hospital that will allow the option of crisis respite or crisis residential services for those individuals requiring that level of service, as opposed to the more restrictive and expensive option of hospitalization. This option has been discussed with a provider who plans to move to the area in 2014. As an alternative, MHMRABV have engaged in contract options for these services within and outside of the service area.

A March 2010 study by Texas A&M University found that the investment in crisis services had a measureable reduction in cost of services that more than covered the cost of investment in the crisis services program, even while supporting a 24% increase in crisis episodes from 2007 to 2008. According to MHMRABV data reports, during 3rd Quarter of FY 12, approximately 93 individuals were admitted to the state hospital with at an average cost of $10,695 per admission according to the Austin State Hospital FY 12 3rd Quarter Report. In addition, approximately 35 individuals are admitted to private hospitals at a cost of approximately $1,000/day.

MHMRABV presently staff 4.0 FTEs to provide crisis assessment and mobile crisis outreach services throughout the seven- county Brazos Valley area during business hours and contract with a private company to provide this these services during non-business hours. From January 1, 2011 through December 31 2011, MHMRABV provided crisis screening to approximately 998 individuals in emergency rooms and facilitated approximately 720 admissions into private and public inpatient psychiatric facilities. It is the belief that having the person access outside of an emergency room, with the availability of less restrictive treatment options, will reduce the number of individuals being recommended for, and transported to inpatient mental health facilities

This project addresses the clear need for access to behavioral health care as evidenced by the 2010

Brazos Valley Health Status Assessment's finding that 3 of the 6 rural Brazos Valley Counties listed access to appropriate level of mental health services as a top 10 issue.

Goals and Relationship to Regional Goals
Project Goals:

The goal of this project is to avert outcomes such as potentially avoidable inpatient admission and readmissions in settings including general acute and specialty (psychiatric) hospitals; to promote wellness and adherence to treatment; and to promote recovery in the community.

This project meets the following regional goals:
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   Expanding the availability of and access to timely, high quality primary, specialty, and behavioral health care for residents, including those with multiple needs;
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   Increasing coordination of preventative, primary, specialty, and behavioral health care for residents, including those with multiple needs; and
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   Reducing costs by minimizing inappropriate utilization of services.

Challenges: Challenges would be: 1) a potentially inadequate level of appropriate crisis respite/crisis residential alternatives and; 2) locating and securing an appropriate site for the triage unit. There have been discussions with a new psychiatric hospital provider who has committed to coming to the area in

2014 and has indicated a willingness to add up to 15 crisis residential beds, with the option of this facility being the base for the crisis triage unit. MHMRABV will also be in discussion with other providers and evaluating other options for a suitable location.

5-year expected Outcomes for Provider and Patients: The expected 5 year outcome for the program is to see a minimum of 20% reduction below baseline of individuals being assessed in emergency rooms, and a 15% decrease in the number of persons being admitted to inpatient psychiatric hospitals.

Starting Point/Baseline: According to MHMRABV data reports, during 3rd Quarter of FY 12, approximately 93 individuals from the seven-county Brazos valley area were admitted to the state hospital with at an average cost of $10,695 per admission according to the Austin State Hospital FY 12

3rd Quarter Report. In addition, approximately 35 individuals from the seven-county Brazos Valley area are admitted to private hospitals at a cost of approximately $1,000/day.

MHMRABV presently staff 4.0 FTEs to provide crisis assessment and mobile crisis outreach services throughout the seven-county Brazos Valley area during business hours and contract with a private company to provide this these services during non-business hours. From January 1, 2011 through

December 31 2011, MHMRABV provided approximately 998 crisis screenings to approximately 756 unique individuals in emergency rooms throughout the seven-county Brazos Valley area, which resulted in approximately 720 admissions into private and public inpatient psychiatric facilities. This project is expected to serve a minimum of 200 individuals within the Crisis Triage Unit once fully operational.

Rationale: The option was chosen in order to: 1) reduce the inappropriate use of the emergency room as the primary site for crisis assessment; 2) reduce the amount of time law enforcement spend transporting clients to various treatment facilities; 3) reduce the number of individuals being admitted to psychiatric inpatient facilities; and 4) reduce the cost of inappropriate care/readmissions to emergency rooms and inpatient hospitals.

The project will significantly expand on the provider’s present crisis response structure by allowing for a quicker response time to crisis assessment events and allow for expanded alternatives to hospitalization and diversion from emergency rooms.

Project Components:
Through the Crisis Triage Unit, MHMRABV proposes to meet all required project components.

a)   Assess size, characteristics and needs of target population(s) (e.g., people with severe mental illness and other factors leading to extended or repeated psychiatric inpatient stays. Factors could include chronic physical health conditions; chronic or intermittent homelessness, cognitive issues resulting from severe mental illness and/or forensic involvement.

MHMRABV will review a data from FY 12 of persons assessed in the emergency room and/or who were admitted to state hospitals to evaluate characteristics and factors associated with the admission.

b)  Review literature / experience with populations similar to target population to determine community‐based interventions that are effective in averting negative outcomes such as repeated or extended inpatient psychiatric hospitalization, decreased mental and physical functional status, nursing facility admission, forensic encounters and in promoting correspondingly positive health and social outcomes / quality of life.

MHMRABV currently serve over 1600 persons with a major mental illness, providing outpatient services, including crisis assessment and intervention services. A review of literature will be completed by MHMRABV to look at additional fidelity and best practice models related to hospital and emergency room diversion. One model being considered is the Burke Center Model in Lufkin Texas. The Burke Center Mental Health Emergency Center in Lufkin, Texas opened a crisis residential unit in 2008 and analysis has shown that:

1.   Only 15% of 3,000 persons treated since 2008 needed to be transitioned to a higher level of acute care in a psychiatric hospital;

2.   Of 662 calls from medical facilities, only 16% were denied admission for medical reasons or level of care needed;

3.   Only 30% needed to be sent to an acute psychiatric hospital, when in the past 100% would have been sent;

4.   Only 10% of its emergencies had to be sent to the emergency room for medical clearance.

c)   Develop project evaluation plan using qualitative and quantitative metrics to determine outcomes.
1.   Will track number of crisis assessment conducted in the Emergency Rooms utilizing internal data sheets and/or internal data base.

2.   Qualitative and quantitative metrics will be tracked utilizing quality management department audits and oversight to ensure fidelity of interventions.

d)  Design models which include an appropriate range of community‐based services and residential

supports.

1.   Will design a Crisis Triage Unit that will utilize crisis and community-based services and supports that will include the coordination of:

a.   Skills Training & Development;

b.   Supported Employment;

c.   Supported Housing;

d.   Counseling;

e.   Flex Funds (Non-clinical supports);

f.
Flex Funds (Transportation);

g.   Flexible Community Supports;

h.   Psychiatric Interview;

i.
Pharmacological Management j.
Crisis Respite

k.   Crisis Residential

l.
Crisis Follow-up and Relapse prevention

e)   Assess the impact of interventions based on standardized quantitative measures and qualitative analysis relevant to the target population. Examples of data sources include: standardized assessments of functional, mental and health status (such as the ANSA and SF 36); medical, prescription drug and claims/encounter records; participant surveys; provider surveys. Identify “lessons learned,” opportunities to scale all or part of the intervention(s) to a broader patient populations, and identify key challenges associated with expansion of the intervention(s), including special considerations for safety‐net populations.

1.   Will assess the impact of functional/mental and health status interventions utilizing the Texas

Recommended Assessment Guidelines scores and/or ANSA and internal reports.

2.   Will access impact of emergency room and hospital diversion utilizing internal and emergency room reports and internal data systems. Information will also be evaluated by providers Quality Management committee.

Unique community need identification numbers the project addresses:
CN.3.5 Limited access to crisis stabilization services for serious mentally ill adults, particularly low income and uninsured, living in Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties.

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: Currently, there is not a crisis triage unit that serves Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties. MHMRABV does have a crisis outreach team that operates within normal business hours but a centrally located crisis triage unit would allow for MHMRABV to staff a local crisis outreach team that would be available 24 hours/7 days per week. The CTU would provide a more appropriate option for managing crisis.

Related Category 3 Outcome Measure(s): IT-1.18 Follow-up after Hospitalization for Mental Illness

IT-11.26.c Adult Needs and Strength Assessment (ANSA)

CHMC.5 Adherence to Antipsychotic Medications 
Reasons/Rationale for selection the outcome measures: It is the belief that having the person access outside of an emergency room, with the availability of less restrictive treatment options, will reduce the number of individuals being recommended for, and transported to inpatient mental health facilities

Relationship to other Projects: Related to MHMRABV Rural Act/Jail Diversion Project #136366507.2.2. This project is related in that the Rural Act/Jail Diversion program will also have a crisis assessment component to it which will be utilizing the crisis triage unit.

Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  RHP 17 has two other crisis intervention projects which have both been proposed by Tri-County Mental Health Mental Retardation Services. The projects are an Intensive Evaluation and Diversion Program (Project #081844501.1.1), and an IDD Assertive Community Treatment Program (Project #081844501.1.2).

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

Project Valuation:
The project valuation of this project was arrived at by considering the following factors:

1.   Personnel Cost-it is estimated that in order to implement this project, the provider will need to add at least 2 FTE QMHP and 1 LPC staff at a cumulative cost of approximately=$150,000 per year once fully operational

2.   Project size and scope-this project will involve up to 7 counties and over 1,000 mental health assessments, triage, and crisis follow-up and follow-along services per year=$100,000 per year once fully operational. Approximately 98% of the population served will be Medicaid eligible, indigent, or uninsured.

3.   Reduction in Emergency Room visits-It is estimated that there will be at least 20% reduction in the number of persons utilizing the emergency rooms for crisis assessments at a savings of at least

$253,000 per year once fully operational.

4.   Reduction in law enforcement travel time and number of individuals being transported for inpatient psychiatric hospitalizations=$100,000 per year once fully operational.

It is estimated that the total value of the project through DY5 would be approximately $1,325,000.

Project Summary Information

Category 2 – Project 6
Unique Project ID: 136366507.2.2

Project Option: 2.13.1

Pass: Pass 1

Provider Name/TPI: MHMR Authority of Brazos Valley/136366507

Provider Information: MHMR Authority of Brazos Valley is a community mental health center located in the city of Bryan in Brazos County. MHMR Authority of Brazos Valley serves the entire seven-county Brazos Valley area, which represents a total population of approximately 319,408 and 5,030.79 square miles. MHMR Authority of Brazos valley provides a continuum of care that includes mental health, and intellectual development and disability services to eligible Brazos Valley residents.

Intervention: Development and implementation of an Assertive Community Treatment (ACT) program to provide high-intensity, evidence-based community treatment and support services to individuals with a history of multiple hospitalizations in an effort to prevent avoidable inpatient admissions, provide jail diversion, and to promote wellness, adherence to treatment and recovery in the community.

Need for the Project: We currently have 3.2 FTE staff serving approximately 28 persons per month who are concentrated in our largest county service area. There is a need to add these services to the other 6 rural/frontier counties.

Target Population: The target population is persons with mental illness and a history of multiple hospitalizations, and persons incarcerated or at risk for incarceration or hospitalization. Approximately

93% of these patients are Medicaid eligible, indigent, or uninsured.

Category 1 or 2 expected Patient Benefits: This project seeks to provide high intensity (ACT) fidelity, jail diversion, and crisis services to a minimum of 15 persons per month in DY4 and 20 per month in DY5.

Category 3 Outcome(s): IT-9.1 – Decrease in Mental Health Admissions and Readmissions to Criminal Justice Settings (Right Care, Right Setting). Our goal is to reduce mental health admissions/ readmissions to criminal justice settings such as jails and prisons by 105% under baseline in DY4 and by 20% under baseline in DY5. Baselines will be established in DY3.

11.26-Adult Needs and Strength Assessment ANSA. The goal will be to evaluate impact on intervention on functional improvement.
Title: Rural ACT/Jail Diversion/Crisis Specialist Program

RHP Project Identification Number: 136366507.2.2

Project Option: 2.13.1

Performing Provider Name/TPI: MHMR Authority of Brazos Valley/136366507

Project Description: MHMR Authority of Brazos Valley (MHMRABV) aims to provide Assertive Community Treatment (ACT) services which are high intensity evidenced based community treatment and supports services designed to treat individuals with a history of multiple hospitalizations.
ACT uses an integrated service model merging clinical and rehabilitative staff expertise in psychiatric, substance abuse, vocational/employment and supported housing within one mobile delivery system, and has a staff to client ratio of 1:8, requiring a minimum average of 10 hours of direct services per month for the caseload. This project would enhance ACT services in the 6 rural counties in the MHMRABV service area by adding 1.0 FTE LPC, 3.0 FTE QMHPs, and .20 FTE psychiatrists. Services would also include a jail diversion and crisis service component, with staff working closely with the local jails and criminal justice community to identify and treat those individuals appropriate for pre/post-booking jail diversion. The project will target the high risk behavioral health clients with complex psychiatric and physical needs who become frequent users of local public health systems, and who may need more frequent contact to keep them engaged in services, thus preventing an admission into a hospital, jail, or prison.  In FY 12, MHMRABV served approximately 80 individuals in jail settings, of which approximately 43% or 34 were served in the six rural frontier counties. Of those 56 percent that were served in Brazos County where there is an ACT presence, less than 5% were being served by ACT.
MHMRABV serve approximately 600 individuals throughout the 6 rural counties. This program will target at least 12 high need individuals to be served monthly throughout the 6 rural counties who have a history of multiple jail and/or hospitalizations. These individuals will be accessed using the Texas Uniform Assessment for Resiliency and Disease Management. Those who meet the criteria will be assigned a primary staff team member who will be responsible for the coordination of care and services for the individual in the community. If the person is currently in jail or the hospital, the staff member will be responsible for working with the jail/hospital staff in developing an appropriate after care plan to ensure continuity back into the community with the highest possible success. Once community service commence, the team will develop a personalized recovery plan with the individual based on his/EHR needs, wants and aspirations.  The team will insure proper access to care, at least weekly face to face visits, transportation as needed to appointments, and average a minimum of 10 hours per month in direct services, which include: psychosocial rehabilitation; nursing; medication management; peer support services; and supported housing and supported employment as needed.

MHMRABV currently has offices located in all of its rural offices which allows for convenient access to community mental health services with an onsite psychiatrist, or the availability one remotely through telepsychiatry, as all of the locations have telepsychiatry equipment and capability. The primary care team member will use the provider’s internal data system to collect data and document outcomes.

This project addresses the clear need for access to behavioral health care as evidenced by the 2010

Brazos Valley Health Status Assessment's finding that 3 of the 6 rural Brazos Valley Counties listed access to appropriate level of mental health services as a top 10 issue.

Goals and Relationship to Regional Goals: The goal of this project is to avert outcomes such as potentially avoidable inpatient admission and readmissions in setting including general acute and specialty (psychiatric) hospitals; to avert disruptive and deleterious events such as criminal justice system involvement; to promote wellness and adherence to treatment; and to promote recovery in the community.

This project meets the following regional goals:
[image: image7.png]


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

[image: image8.png]


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

Challenges: Anticipated challenges will be hiring qualified staff to work in the respective rural/frontier counties. The attempt to address this challenge will by posting positions in local newspapers.

5-year expected Outcomes for Provider and Patients: The 5- year expected outcome for this project is to reduce the number of individuals with a major mental illness being served in jails and hospitals

Starting Point/Baseline: MHMR Authority of Brazos Valley presently uses 3.2 FTE staff to serve 28 individuals in ACT services, with the services highly concentrated in the Brazos County urban areas.

Additional staff will be added to provide ACT or "ACT Like" services to the remaining 6 rural/frontier counties, which will also include crisis assessment/avoidance and jail diversion. In FY 12, MHMRABV served approximately 80 individuals in jail settings, of which approximately 43% or 34 were served in the six rural frontier counties. Of those 56 percent that were in Brazos County where there is an ACT presence, less than 5% of those in jail were being served by ACT.

Rationale: The option was chosen in order to: reduce the number of individuals being admitted to psychiatric inpatient facilities within the criminal justice system, jails, and prisons.

Additionally, according to the Criminal Justice Policy Council:
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    Lack of adequate mental health care contributes to an overrepresentation of people with mental illness in our prison system. An estimated 16% of prisoners have mental illness and 50% of youth in the Texas Youth Commission have a mental disorder. (Criminal Justice Policy Council, 2002)
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    In the course of one year, a person who has been repeatedly jailed, hospitalized, or admitted to detoxification centers can cost the State an estimated $55,000 each. (Criminal Justice Policy Council, 2002)

The project will significantly expand on the provider’s present ACT services and allow significant expansion into the rural/frontier counties.

Project Components:
a.   Through the provision of ACT services, MHMRABV proposes to meet all required project components. Assess size, characteristics and needs of target population(s) (e.g., people with severe mental illness and other factors leading to extended or repeated psychiatric inpatient stays. Factors could include chronic physical health conditions; chronic or intermittent homelessness, cognitive issues resulting from severe mental illness and/or forensic involvement.

1.   During 3rd Qtr FY 12, approximately 93 individuals were admitted to the state hospital with an average cost of $10,695 per admission, according to the Austin State Hospital FY 12 3rd Quarter Report. In Addition, approximately 35 individuals are admitted to private hospitals at a cost of approximately $1,000/day. Of these assessments and admissions, approximately 48% were located within the 6 targeted rural counties.

2.   During FY 12(Sept 1-Aug 31) there were approximately 80 unique services provided in jails within the area served by the provider.

3.   The 6 rural/frontier counties represent approximately 48% of the population served by the provider; however, due to limited resources, ACT services are only available to a few individuals through outreach efforts from the HUB service area, which can be up to a 1 hour driving distance.

b.   Review literature / experience with populations similar to target population to determine
community‐based interventions that are effective in averting negative outcomes such as repeated or extended inpatient psychiatric hospitalization, decreased mental and physical functional status, nursing facility admission, forensic encounters and in promoting correspondingly positive health and social outcomes/ quality of life. (Fulfilled)

1.   A March 2010 study by Texas A&M University found that the investment in crisis services had a measureable reduction in cost of services that more than covered the cost of investment in the crisis services program, even while supporting a 24% increase in crisis episodes from 2007 to

2008.
2.   Studies show that nearly 8 times more Texans with serious mental illness are in jails and prisons than hospitals (Robin Peyson, Executive Director, National Alliance on Mental Illness-Texas)

3.   An evidenced based practice, ACT has been extensively researched and evaluated and has proven clinical and cost effectiveness. The Schizophrenia Patient Outcomes Research Team (PORT) has identified ACT as an effective and underutilized treatment modality for persons with serious mental illness (Assertive Community Treatment Association).

c.   Develop project evaluation plan using qualitative and quantitative metrics to determine outcomes.
1.   Will review literature related to ACT fidelity models targeting jail and hospital diversion.

2.   Will develop method for capturing data and outcomes.

d.   Design models which include an appropriate range of community‐based services and residential supports.

1. Will utilize ACT, crisis, and community base services and supports including:

a)   Skills Training & Development;

b)  Psychosocial Rehabilitation c)   Supported Employment;

d)  Supported Housing;

e)   Counseling;

f)
Flex Funds (Non-clinical supports);

g)   Flex Funds (Transportation):

h)  Flexible Community Supports:

i)
Psychiatric Diagnostic Interview; j)
Pharmacological Management; k)   Crisis Respite;

l)
Crisis Residential;

m) Crisis Follow-up and Relapse prevention

e.   Assess the impact of interventions based on standardized quantitative measures and qualitative analysis relevant to the target population. Examples of data sources include: standardized assessments of functional, mental and health status (such as the ANSA and SF 36); medical, prescription drug and claims/encounter records; participant surveys; provider surveys. Identify “lessons learned,” opportunities to scale all or part of the intervention(s) to a broader patient populations, and identify key challenges associated with expansion of the intervention(s), including special considerations for safety‐net populations.

i.
Will assess the impact of functional/mental and health status interventions utilizing the

Texas Recommended Assessment Guidelines scores and/or ANSA.

ii.
Will access impact of jail diversion utilizing internal reports and data system and provider surveys of jail and county staff.

Unique community need identification numbers the project addresses: CN.3.6 - Lack of access to the appropriate level of mental health services for high-risk behavioral health clients with psychiatric and physical health needs in Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties.

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: Currently, MHMRABV has limited resources to provide ACT services within the rural counties of the seven-county region. This project will allow for MHMRABV to expand ACT services to rural counties and significantly enhance the ability to address jail and hospital diversion in the rural/frontier counties which have historically been under represented with respect to ACT services. Currently, no other federal funds are being used to support ACT services in the six rural/frontier counties.

Related Category 3 Outcome Measure(s): OD-9 Right Care/Right Setting

IT-9.1- Decrease in mental health admissions and readmissions to criminal justice settings such as jails or prisons.

11.26.c - ANSA is a multi-purpose tool developed for adult's behavioral health services to support decision making, including level of care and service planning, to facilitate quality improvement initiatives, and to allow for the monitoring of outcomes of services.
Reasons/Rationale for selection the outcome measures: The project was chosen to target the high risk behavioral health clients with complex psychiatric and physical needs who become frequent users of local public health systems, and who may need more frequent contact to keep them engaged in services, thus preventing an admission into a hospital, jail, or prison.

Relationship to other Projects:  136366507.2.1, Crisis Triage Unit. The crisis triage project will create a crisis unit allowing for a more timely assessment of individuals experiencing a psychiatric crisis, and allow for diversion from emergency rooms. This project is related in that part of the ACT services functions will be crisis intervention.
Relationship to other Performing Providers’ Projects and Plan for Learning Collaborative:  RHP 17 has two other crisis intervention projects which have both been proposed by Tri-County Mental Health Mental Retardation Services. The projects are an Intensive Evaluation and Diversion Program, (Project #081844501.1.1), and an IDD Assertive Community Treatment Program, (Project #081844501.1.2).

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

Project Valuation:
1.   Personnel Cost-it is estimated that in order to implement this project, the provider will need to add at least .20 FTE Psychiatrist; 3.0 FTE QMHP; and 1 LPC staff at a cumulative cost of approximately=$202,400 per year once fully implemented.

2.   Project size and scope-this project will involve services spread out over 6 rural and frontier counties providing services that will divert from jails/prisons and hospitals, and provide the right care at the right time to a mental health population whom have historically been hard to engage and maintain in mental health treatment=$150,000 per year once fully implemented. Approximately 
93% of those served will be Medicaid eligible, indigent, or uninsured.

3.   Reduction in persons treated in jails and jail staff time transporting clients for treatment=$100,000 once fully implemented.

It is estimated that the total value of the project through DY5 is approximately 1.245 million.

Project Summary Information

Category 2 – Project 7
Unique Project ID: 311035501.2.100

Project Option:  2.9.1 Establish/Expand a Patient Care Navigation Program

Pass: Pass 4 (Three-Year Project)
Performing Provider Name: Montgomery County Public Health District
Performing Provider TPI#: 311035501

Provider Information: Montgomery County Public Health District is located in Conroe, Texas and serves all of Montgomery County, a 1,041.74 square mile area with a 2010 population of approximately 455,761. According to The Woodlands Area Economic Development Partnership, this population is expected to expand to over 555,000 by the year 2016. The Montgomery County Public Health District (MCPHD) provides services including health education, disease prevention, clinical services, vaccinations, and emergency preparedness. 
Intervention: This project will address the issue of ever-increasing inappropriate use of emergency medical services and local hospital emergency rooms, as well as provide follow-up and primary care navigation services for targeted patients.

Project Status: This is a new project proposal aimed at reducing community health care costs.

Project Need: Currently, there is lack of primary care access to low income and uninsured in Montgomery County (C.N. 1.3); limited access to chronic disease management programs and services for the indigent care population (C.N. 1.7); limited coordination of care and support services (C.N. 4.4); and lack of coordinated care for frequent ED users post discharge (C.N. 4.6)
. 
Target Population: The target population consists of those frequent 911 system users who inappropriately use EMS and the ED to manage their health care. In 2012, MCHD EMS responded to 49,087 incidents resulting in 27,549 transports; of this total call volume, over 23% contacted 911 three times or more in the same time period.  Our specific target audience is the top 1,000 patients of this call volume. Based on national figures, over 25% of Montgomery County adults were uninsured, much higher than the national average of 15.4%, and approximately 12% were on unduplicated Medicaid. 2009 ED data for the four major acute care hospitals in Montgomery County shows 27.4% of all patients were self-pay and 37.9% public pay
.  It is projected that 12% of patients benefiting from this program will be Medicaid and 24% low-income/uninsured.

Category 2 Expected Patient Benefits: Patients will benefit from improved coordination of care, disease specific education, and referral to a primary care provider; thereby, improving quality of life.  Using the recommended measure of ‘individuals served’ for this project; we have chosen QPI metric P-4.1: Description of and the number of classes and/or initiations offered, or number or percent of patients enrolled in the program. We expect to impact a volume of 25 patients in the first year of development and planning.
Category 3 Outcome(s): OD-9 (Right Care, Right Setting) IT-9.2:  Reduce Emergency Department (ED) Visits for Ambulatory Care Sensitive Conditions (ACSC) per 100,000. Our goal is to reduce the number of inappropriate ED visits for those enrolled patients in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures, by a gap reduction of 10% compared to baseline in DY4 and by a gap reduction of 20% compared to baseline in DY5. Baseline rates will be established in DY3.
Project Narrative 

Category: Category 2

Project Area/Option:  2.9.1 Establish/Expand a Patient Care Navigation Program

Title: Community Paramedicine (CP): Provide Navigation Services to Targeted Patients Who are at High Risk of Disconnect from Institutionalized Health Care. 

RHP Project Identification Number: 311035501.2.100
Performing Provider Name: Montgomery County Public Health District
Performing Provider TPI#: 311035501

Project Description:  The Community Paramedicine (CP) Program is an innovative and revolutionary design to reduce the unnecessary use of both Emergency Medical Services (EMS) and Emergency Department (ED) visits.  The ability to reduce ED visits with not just one local hospital, but across an entire region of area hospitals, thereby reducing healthcare costs in a broader perspective is truly unique. The Montgomery County Public Health District is the local public health authority in Montgomery County and also operates the Public Health Clinic. The Public Health Clinic is the primary care destination to many low income and uninsured patients within Montgomery County. Mark E Escott, MD, MPH, FACEP, Medical Director of EMS in the county, Assistant Professor of Medicine at Baylor College of Medicine, and local Health Authority will provide medical oversight for the training, education, and QI of the CP Program. 

The intent of the program is to reduce the inappropriate use of the 911 system and local emergency departments. Using previous 12-month data from the Montgomery County Hospital District EMS (MCHD EMS), over 23% of annual 911 call volume is considered to be frequent users of the system (called 911 more than 3 times during the previous 12 months).  The CP Program will address these repeat users and provide patient specific nurse case management, education, and other resources to assist them in managing their personal health care more efficiently.  These patients will have multiple disease processes and come from diverse cultures and economic backgrounds.

The CP program will focus on those specific conditions that result in frequent and often unnecessary emergency department visits when not appropriately cared for at home. MCHD EMS has identified these patients based upon previous year data. Further data will be evaluated according to the NEMSIS (National EMS Information System) standards. These paramedics will undergo training to communicate effectively with these patients, correctly identify patients that may be more appropriately treated in other (non-emergency) settings, provide coordination of care, provide disease specific education, facilitate follow up appointments, facilitate transportation, and connect patients to resources that will allow them to remain healthy, improve their quality of life,  and thereby, remain out of the ED. Research shows that patients with the following target disease processes benefit strongly from proper education, home management and routine clinical follow up
: 

· Congestive Heart Failure

· Diabetes

· Cardiovascular Disease /Hypertension

· Chronic Obstructive Pulmonary Disease

· Asthma 

Goals and Relationship to Regional Goals:

Project Goals:

· Expanding the availability of primary care services, along with follow up resources; 

· Increase in the number of individuals in the community with health care services; 

· Provide coordination of care to individuals enrolled in the CP program by delivering case management services;  

· Compare outcome data to previous years (non-program years) to demonstrate statistical impacts, reduction of 911 & ED usage, and estimated cost-savings.

The CP Program administrators will provide written reports clearly documenting engagement and community stakeholder support, current capacity of the program and anticipated resources and challenges. The program will develop and test data and data collection systems; implement rapid cycle improvement processes as well as disseminate data publicly to share best practices and lessons learned.

This project meets the following regional goals:

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

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

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

· Reducing costs by minimizing inappropriate utilization of services.

Challenges: The initial challenge for this project will be to engage and build trust with patients. Historically, it has been difficult to alter behaviors of patients who do not seek primary care but instead choose 911 and the ED for their care; however, with proper case management, training, and effective procedures, the project can be successful. Educating patients that our goal is to provide them with services they need, will be a major aspect of our approach. Many systems across the nation have successfully implemented this specific type of program with great success. The involvement of a variety of providers within the care team that can address the full spectrum of the participants’ needs will facilitate patient engagement.

3-Year Expected Outcome for Performing Provider and Patients: Expected outcomes are to see decreases in the inappropriate use of 911 and ED utilization for enrolled patients, along with improved health outcomes for those who are identified as frequent users and are targeted by this program.  We also expect to see an increase in the number of referrals to primary care providers, encouraging more patients to seek care in a medical home rather than by calling EMS. 

Starting Point/Baseline: Community Paramedicine does not exist within Montgomery County. During the one year period prior to implementation, 10/1/12 through 09/30/13, baseline was 0. Goal is to enroll 25 individuals during the development and planning phase of DY3 and based upon increased outreach and scope of the program, increase this enrollment figure by 120 patients in DY4; increasing this enrollment figure again in DY5 by 145 patients.
Quantifiable Patient Impact: We have chosen the following metric to track our recommended QPI of ‘individuals served’ for this project: P-4.1 Description of and the number of classes and/or initiations offered, or number or percent of patients enrolled in the program. In DY3, we plan to enroll 25 patients into our CP program, establish relationships with these individuals, assist them in managing their care, providing education, and loop closure for their needs. Activities in DY3 will serve to identify strengths and weaknesses in the program, allowing for corrections in DY4/DY5. In DY4, we plan to increase enrollment figures by 120 individuals and in DY5 increase enrollment figures by 145. 

Rationale:  

Community Need Addressed:

· C.N. 1.3 Lack of primary care access to low income and uninsured in Montgomery County.

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

· C.N. 4.4 Limited coordination of care and support services for indigent Montgomery County residents.

· C.N. 4.6 Lack of coordinated care for frequent ED users post discharge.

The CP Program is a new way of utilizing paramedics within the healthcare system. It provides (with limited enhanced training) a way to safely manage patients who may or may not have a primary care physician, or simply are in need of education on their disease processes which will enable them to remain out of the 911 system and therefore out of the ED. Over 23% percent of the total 911 call volume for Montgomery County consists of frequent users (i.e. accessed the 911 system more than three times in a 12-month period). 

The project option we have selected, 2.9.1 - provide navigation services to targeted patients who are at high risk of disconnect from institutionalized health care- will allow us to directly identify and address those individuals within Montgomery County that utilize the 911 system for their primary health care needs. Research shows that the overuse of the 911 system in our area is not an anomaly, it is a nationwide issue experienced by EMS everywhere. The overcrowding of ED’s with potentially preventable issues is also a problem that must be addressed. The chosen project option affords us the ability to deal with both of these problems with the best possibility of bringing about an actual change.

The milestones and metrics chosen for this project directly identify specific areas that need to be focused upon in order to be successful not only at delivery, but also to impact the patient positively so that changes are made in their daily choices related to personal health issues. Initial project development is essential to properly build a solid foundation for the program to ensure success and to identify all areas of required creation and design. Ongoing metrics and milestones focus on program implementation, patient engagement, services and education provided, coordination with community resources, and provider communication. Improvement milestones focus on PCP referrals and realizing actual declines in 911 and ED utilization. 

The subcontractor has internally developed a unique data collection tool within its Electronic Medical Records system (eMR) to globally capture the true impact of the CP program. It will capture data on patients within the system as well as identify frequent users of the 911 system. The data collection device will be most accurate by pulling it directly from the point of system access, which is the initial point of entry into the healthcare system. 

The program will track all patient medical condition subsets as one group. The total call volume of MCHD EMS will serve as the denominator with the total number of potential patients diverted from improper emergency department utilization as the numerator. Our goal is to minimize frequent inappropriate use and connect patients to a primary care provider of their choice. We will track the data via the eMR software, which specifically will track all potential ED diversions from the targeted individuals based on prior twelve month data of these patients.  

Project Core Components: 

a) Identify frequent ED users and use navigators as part of a preventable ED reduction program. Train health care navigators in cultural competency. This will be achieved through local resource education. The EMS department’s electronic database will identify frequent ED users. The database tracks patient transports, how many patients use the system more than three times, and what complaints they are experiencing during their request. Providing education to the health care personnel in cultural competency will be achieved by in-house direct training with these staff members.

b) Deploy innovative health care personnel, such as case managers/workers, community health workers and other types of health professionals as patient navigators. This program will deploy paramedic and RN level resources that can provide assessments, educate, and manage issues the patient experiences. They can also treat if needed, and offer direct phone consultation with physician oversight. These resources will literally work in the streets of our community and serve as the point of injury/illness for the patient navigation program.  

c) Connect patients to primary care and provide education on prevention. A vital aspect of this program is the need to refer patients to primary care providers. Information will be presented to patients to educate them on the process for obtaining a PCP and also to assist them with this process. We will also educate patients on the health benefits of preventative care and assist them in identifying local resources that are available to them.

The CP Program will work to provide real time preventive medicine education to patients, including the use of telemedicine to directly connect the patient in their home with a physician. Other times the program will utilize existing healthcare resources to provide disease management education such as diabetes education or medication assistance to the individual.

d) Increase access to care management and/or chronic care management. As described above, community paramedic staff will provide education to patients as needed. Patients will greatly benefit from the direct services of a nurse case manager that will work to provide the patient with education and specific management of their needs in the health care system.  All CP staff will be trained as in-home educators on all targeted disease processes to some level. Each will have technology services that extend to the program medical director of MCHD EMS. This offers education to patients in their residence without the need to seek it in the office. 

e) Conduct quality improvement for project using methods such as rapid cycle improvement. A thorough QI process is already being established specifically for the CP program. Every CP visit will be reviewed by a clinical oversight committee which will be comprised of multidisciplinary staff.  Official minutes from each meeting will assist in serving as loop closure for this project. The MCPHD and the MCHD EMS are focused on quality improvement and ways to both improve and broaden the program to further benefit our community.

How the Project Represents a New Initiative or Significantly Enhances an Existing Delivery System Reform Initiative: Currently, a CP program does not exist for frequent 911 and ED users in Montgomery County. When someone calls the 911 system, EMS responds and the only disposition currently available is to transport this individual to a local hospital ED. This results in unnecessary hospitalizations and ED visits for non-emergencies that could be handled by home visits, follow-ups, transport to primary care, and more appropriate destinations.  The initiative will improve primary care access and education for targeted patients while helping relieve Montgomery County EMS of unnecessary ED transports and County hospitals of unnecessary patients. The program will work very closely with the MCPHD Navigator Program and the MCPHD Clinic to provide all available resources to these patients and ensure all programs communicate specific abilities to one another. 

Customizable Process or Improvement Milestones: All of the Process and Improvement milestones selected are “on-menu” options. 

Related Category 3 Outcome Measure:

· OD-9: Right Care, Right Setting

· IT-9.2- Reduce Emergency Department (ED) Visits for Ambulatory Care Sensitive Conditions (ACSC) per 100,000.

Reasons/Rationale for Selecting the Outcome Measures: 

The CP Program in Montgomery County falls under Category 2.9 “Establish a Patient Care Navigation Program” that has an overall goal of identifying frequent ED users and providing alternatives to Emergency Department utilization with a focus on getting the patients to the appropriate (right) care within the appropriate (right) setting, Outcome Domain 9, Improvement Target 9.2. This CP program aims to reduce Emergency Department (ED) utilization across multiple patient populations and disease processes that result in an emergency department visit when not appropriately cared for at home. Patients with the following target disease processes benefit strongly from proper education, home management and routine clinical follow up
, all of which are provided in the CP program:

· Congestive Heart Failure

•
Diabetes

•
Cardiovascular disease / Hypertension

•
Chronic Obstructive Pulmonary Disease

•     Asthma

Relationship to Performing Providers’ Other Projects: MCPHD is implementing a patient navigator program within the 77301 zip code of Conroe. This program is aimed at providing navigation services to the uninsured of this specific area with multiple chronic conditions, cognitive impairments and disabilities, and limited English proficiency, (Project# 311035501.2.2, project option 2.9.1). Our proposed project will have a very close relation to this navigator program; patients identified within the navigator program may also be frequent users of the 911 system. Working collaboratively, these two programs can assist in identifying individuals that require assistance. These programs differ in that the Navigator initiative utilizes community health workers to direct individuals to proper resources. The Community Paramedicine project will employ paramedic and RN staff to provide medical case management and interventions.  MCPHD is redesigning the outpatient delivery system to coordinate care for patients with chronic diseases in their public health clinic, (Project#311035501.2.1, project option 2.2.1). This clinic will serve a vital role in providing a location for identified patients of the CP to receive physician or nurse practitioner level services. 

Relationship to Other RHP 17 Projects:  RHP 17 has several other planned patient navigation projects. The St. Joseph Regional Health Center is partnering with The Prenatal Clinic to develop a prenatal patient navigator program for uninsured pregnant women in Brazos County (Project #127267603.2.1).  St. Joseph anticipates transitioning these women to this Care Coordination program upon discharge from the hospital for assistance in accessing post-natal primary care for the women and their infants.  The Texas A&M Physicians group is also partnering with local Brazos Valley hospitals to develop a patient navigator program in Brazos County that will be focused on linking high ED users that do not have a PCP to a primary care medical home and connecting them to other preventative and supportive services (Project #198523601.2.3). The College Station Medical Center is partnering with Washington County EMS to provide Advanced Community Paramedicine with the goal of reducing inappropriate use of the Emergency Departments and overuse of the 911 system (Project #020860501.2.1) in that part of the region, and this particular project will offer direct parallels and opportunities to share information and evaluate best practices.

Plan for Learning Collaborative: Montgomery County Public Health District and Montgomery County EMS will participate in an RHP 17 learning collaborative that meets at least semi-annually to meet with other providers to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects. Participation in these meetings and other learning collaborative events, individual training opportunities, and regional spotlights and communications will allow MCPHD to work with others within this  specific project area or with similar targeted outcomes to share what we are all doing, what we are all learning, and how we might leverage this shared information to continually improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).  In addition, opportunities may exist and be explored for MCPHD to interact with others having a navigation focus to participate in cohort workgroups and share/receive information from outside our RHP.

Project Valuation:  Each year within the 911 system, the amount of necessary emergency calls increases in part due to increases in the population. With the increase in legitimate emergency 911 calls comes a fair increase in the amount of misuse and frequent use for non-emergency situations. The Hospital District serves an area of 1,041 square miles affecting over 455,000 people and could have a cost avoidance of at least $1.5M on local healthcare expenses within Montgomery County. To determine project valuation for the waiver, we considered the additional positions, training, and equipment required to implement such a program, along with the overall potential health care savings.  We looked at our estimated patient volume (290) and multiplied this by the average billed charges for an ambulance transport ($1220). We also took this percentage of our target patient volume (290) and multiplied it by the average national inter quartile range, (IQR), amount of an emergency department billed charge ($1790). Based on eliminating only one ambulance transport of the enrolled program users, a cost savings of $353,800 could be seen to the MCHD. Also, based on this number of affected transports, a cost savings of $519,100 could be seen by the local hospitals for ED visits alone. Realizing that up to 65% of local hospital emergency department patients are self-pay or public pay, these figures represent very tangible cost savings to county residents
. By eliminating the need for an additional staffed ambulance in the system, a reduction in payroll expenses alone of $450,000 would also be achieved. Additional cost savings of this program would also be realized in the reduction of in-patient charges at these hospitals. By reducing only 1% of the 2008-2010 hospitalizations for COPD in Montgomery County, over $1M in charges would be avoided.  Affecting change at this level; preventing unnecessary 911 and ED visits, along with subsequent hospitalizations, enormous cost savings could be realized by the overall local health care system
.
Project Summary Information

Category 2 – Project 8
Unique Project ID: 127267603.2.1
Project Option: 2.9.1
Pass: Pass 1

Provider Name/TPI: St. Joseph Regional Health Center/127267603
Provider Information: St. Joseph Regional Health Center (SJRHC) is a 310-bed, trauma level III, private, non-profit hospital located in the city of Bryan in Brazos County, a 585.45 square mile area with a 2010 population of approximately 194,851. In addition, St. Joseph Regional Health Center serves as the anchor or hub hospital in the Brazos Valley for the St. Joseph Health System, which serves the entire seven-county Brazos Valley area and includes rural hospitals in Burleson, Grimes and Madison counties, along with multiple medical clinics throughout the area. Services range from standard emergency department and walk-in care to full-service inpatient, surgical and specialty services including cardiovascular, stroke, neurological and rehabilitation services. 

Intervention: Establishment and implementation of a prenatal care navigation program to address the needs and provide services to prenatal patients with co-occurring chronic disease conditions that can cause high-risk pregnancies, in an effort to decrease the percentage of high-risk deliveries, provide referral to a primary obstetrician to reduce inappropriate ED use during pregnancy, provide health education, and connect both mother and baby to primary care providers postpartum. 

Need for the Project: SJRHC has recognized an increase in the number of babies born earlier than 37 weeks and/or babies born with low birth rate (under 2500 grams). Between 2005 and 2010 the rate for early and very underweight deliveries increased by 30.3%. As a safety net provider, SJRHC sees a significant number of women in the ED who have no obstetrical (OB) provider. We believe that 10% or more of these expectant mothers may develop risk factors, such as diabetes or hypertension that contribute to low birth weight babies. 
Target Population: Area women who learn they are pregnant during their St. Joseph ED visit and have no obstetrical (OB) provider (In the first 10 months of 2012, SJRHC saw 263 women who were low-income, recent immigrants or low English proficiency who had no obstetrical provider). The number of people served by the project in years 3-5 is conservatively estimated to be 210, with an estimated 735 encounters. Note that 105 expectant mothers are projected to be impacted, also affecting their newborns. We project that 95% of those served in this project are covered by Medicaid or are uninsured.
Category 1 or 2 expected Patient Benefits: The Prenatal Care Navigation Program is expected to: 1) provide a referral for obstetrical care to expectant women using the SJRHC EDs who have no obstetrician; 2) decrease percentage of pre-term and low birth‐weight births at SJRHC; 3) teach the identified patient population how to manage diabetes and hypertension; and 4) connect mother and baby to a primary care provider. 

Category 3 Outcome(s): IT-8.19 – Post-partum Follow-up and Care Coordination. Our goal is to improve post-partum follow-up and care coordination and demonstrate a 5% improvement over baseline in DY4 and 10% improvement over baseline in DY5. Baseline rates will be established in DY3.  

Title: Prenatal Care Navigation Program

RHP Project Identification Number: 127267603.2.1

Project Option: 2.9.1
Performing Provider Name/TPI: St. Joseph Regional Health Center/127267603

Project Description: St. Joseph Regional Health Center proposes to identify pregnant women using the ED who have no obstetrical provider, directing them to a navigation program for expectant mothers who are at high risk of disconnect from institutionalized health care.

St. Joseph Regional Health Center (SJRHC) offers the region’s largest regional maternity program, delivering 2,214 babies in 2011. SJRHC has recognized an increase in the number of babies born earlier than 37 weeks and/or babies born with low birth rate (under 2500 grams). Between 2005 and 2010 the rate for early and very underweight deliveries increased by 30.3%. Many of these deliveries are to mothers who have known risk factors, such as diabetes or hypertension and are from households with less than median incomes. As the RHP 17 Safety Net provider, SJRHC sees a significant number of women in the ED who learn they are pregnant during the ED visit and have no obstetrical (OB) provider. In the first 10 months of 2012, SJRHC saw 263 women who were low-income, recent immigrants or low English proficiency and had no obstetrical provider. 

SJRHC has built a strong relationship with The Prenatal Clinic (TPC), a local not-for-profit clinic providing prenatal care to patients who are largely uninsured (100% of the women served by TPC meet the federal poverty guidelines), recent immigrants, limited English proficiency, and low health literacy from the 7-county region known as the Brazos Valley.  Historically, SJRHC has recommended TPC to women who learned they were pregnant during their visit and said they had no OB provider. As a part of the project, SJRHC would improve the process of referring these at-risk moms to the Prenatal Care Navigation Program (PCNP).

SJRHC recognizes the opportunity to improve low birth weight deliveries (less than 2500 grahams) through better prenatal coordination of care. In 2010, almost 18% of the mothers delivering low birth weight babies received some prenatal care from TPC.  The Prenatal Clinic uses volunteer physician providers from the community, working with 2 nurses and 6 support staff to provide prenatal care to its client base, which averages about 675 new patients annually. Education on prenatal care, proper nutrition, preparing for childbirth and education are the foundation of the services offered. SJRHC recognizes that routine prenatal care does not provide the education and support resources necessary for women with diabetes or hypertension, which are conditions requiring more frequent monitoring and contact with a clinician.

SJRHC’s goals for the PCNP are to connect women who have no obstetrical provider to an obstetrician, and then to identify women who have, or may develop diabetes or hypertension, (known low birth weight risk factors) to the PCNP. This will be done by increasing the educational and training opportunities, providing enhanced follow-up visits and reminder calls for at risk patients, and making sure appropriate care is being accessed by expectant mothers.  The program will initially focus on women at risk for diabetes, and later expand to incorporate women with significant hypertension during their pregnancy. A confirmed Gestational Diabetes Mellitus (GDM) diagnosis was associated with a significant increase in total health care costs. Effective lifestyle counseling by primary health care providers may offer a means of reducing the high costs of secondary care (http://www.biomedcentral.com/1471-2393/12/71/abstract).

SJRHC believes by working early in the prenatal care cycle women with diabetes and hypertension can better understand the risk to themselves and their babies, and take an active role to assure their baby is as healthy as possible. With approximately 6% of their clients experiencing diabetes (Jan. - Oct. 2012 figures) the PCNP provides an excellent opportunity to both diagnose and engage women with these conditions and provide them navigation resources to help give them the appropriate care and health information to reduce pre-term and low birth weight deliveries. The Partnership Navigation program will be designed so that SJRHC partners with TPC to provide regular follow-ups to identified patients by care coordinator(s) to assist the patient to become more self-sufficient in monitoring their high risk condition and understanding how to respond when medical care should be sought.  The care coordinator(s) would be available during scheduled prenatal visits, as well as periodic scheduled contacts between visits.  The care coordinator would have social service and medical resources available as additional avenues of education and care.  

The care coordinator or patient navigator could be a Community Health Worker, Nurse or Licensed Social Worker.  These positions would be employees of the TPC.  Due to the ethnicity of the population of the project, fluency in Spanish will be a requirement for the position.  The Partnership Navigation Program hopes to use Community Health Workers trained at the TAMU School of Rural Public Health could be a valuable resource of collaboration for this project.

The project target population is area women who learn they are pregnant during their St. Joseph ED visit and have no obstetrical (OB) provider. In 2012, St. Joseph EDs saw more than 70,000 patient visits. The number of people served in the PCNP in years 3-5 is estimated to be 210, with a conservative estimate of 735 encounter visits as women participate in initial screenings, check-ups and educational programs. 105 expectant mothers are projected to be impacted in the project, also affecting their newborns. We project that 95% of those served in this project are covered by Medicaid or are uninsured.
Following the initial screening for program participation, SJRHC’s focus population would be patients diagnosed with diabetes. Since The Prenatal Clinic is the local care provider that sees more high-risk patients than any other local obstetrical provider SJRHC has selected TPC as the navigation care site.

•
Since January 1, 2012, 493 new patients have sought care at The Prenatal Clinic

•
327 have identified themselves as Hispanic  

•
During this same period, 29 women have been identified as requiring care for diabetes  

•
Of these 29 women, 28 have identified themselves as Hispanic

•
Referrals to the high risk program will be made by The Prenatal Clinic’s Nurse Practitioners after the initial screening of a new patient.  Once criteria for the program are established, they will be shared with SJRHC emergency room physicians and case managers, as well as with local primary care physicians for referral.

•
After a diagnosis of diabetes has been made, the patient would be scheduled to see the Care Coordinator.  In conjunction with the Clinic’s NPs, the Care Coordinator would access the patient’s current condition and activities and develop an action plan for the continued care of the patient.  The action plan would be customized for each patients based upon the education level, language spoken and lifestyle to ensure that the patient is able and willing to follow the prescribed plan.

•
The Care Coordinator will identify additional resources and arrange for scheduling appointments and transportation, if needed.  The Care Coordinator would also be available to attend with the patient when appropriate.

•
The Care Coordinator will maintain a detailed log of the patient’s progress and important milestones during the program.  Review of these logs will be provided to medical staff and reviewed at every follow-up point.

•
The high risk patient will be followed by Care Coordinator throughout pregnancy at TPC and information will be shared with patient selected medical provider when no longer a patient. 

SJRHC required core project components:

A. Identify frequent SJRHC ED users and use navigators as part of a preventable ED reduction program  

o
During medical history portion of the initial interview, new enrollees that have already been diagnosed with diabetes will be assigned to the Care Coordinator.  Patients will be asked how frequently they use the emergency room for care.

o
Patients who are diagnosed as a result of laboratory testing results ordered by ED medical staff will be assigned to the Care Coordinator upon diagnoses.   

B. Deploy innovative health care personnel, such as case managers/workers, community health workers and other types of health professionals as patient navigators.

o
The Prenatal Clinic will actively work to collaborate with TAMU School of Rural Public Health to utilize Community Health Workers as patient navigators, if possible.

o
The Prenatal Clinic will employ a Care Coordinator.

C. Connect patients to primary and preventive care

o
The Prenatal Clinic has an active relationship with Brazos Valley Community Action Agency and with St. Joseph Physician Associates for care that requires referral outside the ability of our own medical staff.  The Care Coordinator and patient navigators will continue utilizing that relationship for at risk patients.

o
The Prenatal Navigation Program will be working in partnership with the Health Science Center’s navigation program to connect women and newborns to primary care after hospital discharge.

D. Increase access to care management and/or chronic care management, including education in chronic disease self-management.

o
The Prenatal Navigation Program will work with other community resources and agencies, such as WIC, St. Joseph’s diabetes education program and Texas AgriLife to increase care management educational opportunities.  The Care Coordinator will be responsible for identifying and securing resources for education and assistance.

E. SJRHC will conduct quality improvement for the project using methods such as rapid cycle improvement.


o
Data will be collected on patients enrolled in the project and quality improvement projects designed based on 1) Compliance to prenatal care guidelines (attending appointments, monitoring of diagnostics, attendance to educational classes) and 2) Appropriate use of the ED for care during pregnancy.

Goals and Relationship to Regional Goals:

Project Goals: 

•
Provide a referral for obstetrical care to women using the SJRHC EDs who have no obstetrician

•
Decrease the percentage of high-risk deliveries related to gestational diabetes and hypertension.

•
Decrease ED visits (during pregnancy) by at-risk population.

•
Decrease percentage of pre-term and low birth‐weight births.

•
Improve post-partum follow up and care coordination.

· Connect mother and baby to a primary care provider.

This project meets the following regional goals:

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

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

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

4.
Reducing costs by minimizing inappropriate utilization of services.

Challenges:  The primary challenge for the PCNP will be to enroll and build trust with patients. At-risk expectant mothers have historically been non-compliant, but with proper navigator training and effective procedures, the project will be successful. In particular, cultural competency training and the involvement of engaged provider within the care team who can be accessible to the participants will facilitate patient engagement.

5‐Year Expected Outcome for Provider and Patients: SJRHC expects to see improvements in perinatal outcomes for patients enrolled in the at-risk navigation program and delivering within the St. Joseph Regional Health Center. The provider expects to improve perinatal outcomes within the system and 4-county outreach area. Expected outcomes will relate to the project goals described above.
Starting Point/Baseline: Currently, a prenatal at-risk patient navigation program does not exist for obstetrics patients at the SJRHC. Therefore, the baseline for number of participants as well as the number of participating providers begins at 0 in DY2.
Rationale: Patient navigators help patients and their families navigate the fragmented maze of doctors’ offices, clinics, hospitals, out‐patient centers, payment systems, support organizations and other components of the healthcare system. Services provided by Ob patient navigators will include:

•
Coordinating care among providers.

•
Educating clients on diabetes and hypertension

•
Arranging financial support and assisting with paperwork.

•
Arranging transportation and child care.

•
Facilitating follow‐up appointments.

•
Community outreach and building partnership with local agencies and groups.

•
Community health workers will have close ties to the local community and serve as important links between underserved communities and the healthcare system. They also possess the linguistic and cultural skills needed to connect with patients from underserved communities. 

Patient navigators will be:

•
Compassionate, sensitive, and culturally attuned to the people and community

•
Knowledgeable about the environment and healthcare system

•
Connected with critical decision makers inside the system

A project to develop a navigation team specifically for OB patients is needed in the Brazos Valley Region. In 2010 SJRHC delivered 2,113 births, with a preterm birth rate was of 9.5% (202 pre‐term babies). This rate has increased by 20% since 2005, yet is slightly below the national rate of 11.99% and the Healthy People 2020 goal of 11.4% (Texas Department of State Health Services, Center for Health Statistics; [http://www.healthypeople.gov/2020/default.aspx]). Since 2005, there has been a significant increase in underweight births, going from 58 in 2005 to 159 in 2010 (NICU services that were introduced in 2009 increased a growth rate that already exceeded 10% annually). Over the same time period, the number of annual births declined by 300 births thus increasing the percentage of underweight births from 2.4% in 2005 to 7.5% in 2010.

Project Components: Through the PCNP, SJRHC proposes to meet all required project components.

a) Identify frequent ED users and use navigators as part of a preventable ED reduction program. Train health care navigators in cultural competency. Patients using the SJRHC emergency department for primary care services, patients without a designated PCP or medical home, and patients with social or economic barriers to accessing primary care will be offered navigation services. Patient Navigators will use the EHR that The Prenatal Clinic currently has in place to create social services notes that will be associated with the patients’ medical record by medical record number. These notes will include sections on reason for services, assessment, subsequent referrals and follow‐up activities. Patients will be provided a copy of these notes as well. All of our navigators will undergo training in providing culturally competent care and receive education regarding disparities and social determinants of health, community outreach, and chronic disease management as it pertains to the Brazos Valley population.

b) Deploy innovative health care personnel, such as case managers/workers, community health workers and other types of health professionals as patient navigators. As contracted by SJRHC, TPC will hire Patient Navigators with a background in community health, social services, mental health, or public health with experience providing direct care to disadvantaged populations. These individuals will be bilingual, from our community, and experienced in identifying community resources.

c) Connect patients to primary and preventive care. The Prenatal Clinic has an active relationship with Brazos Valley Community Action Agency and with St. Joseph Physician Associates for care that requires referral outside the ability of our own medical staff.  The Care Coordinator and patient navigators will continue utilizing that relationship for at risk patients. The Prenatal Navigation Program will be working in partnership with the Health Science Center’s navigation program to connect women and newborns to primary care after hospital discharge.

d) Increase access to care management and/or chronic care management – We will have regular contact with area primary care providers for care management services, preventive care, and other educational and social services. Providers will opt into our network, providing description of services, insurance eligibility, language services, current quality data, and location so that we can provide patients with options. We will send an introduction to our services as well as a survey to assess the needs and availability of the network. Navigators will be available to meet with providers to answer any specific questions. The network information surveys will be updated bi‐annually.

e) Conduct quality improvement for project using methods such as rapid cycle improvement – SJRHC’s IT department will design a reporting template for the Patient Navigator notes that will include standardized fields where possible. We will create a data registry for enrolled patients to facilitate follow‐up and effectiveness analysis. Reports will be run weekly by the program and shared monthly with ED staff and participating primary care providers. We will hold bi‐weekly meetings with program staff and ED providers and quarterly meetings with Network providers to discuss opportunities for program improvement and expansion in the Brazos Valley area.

Unique community need identification numbers the project addresses:

CN.4.5 Lack of coordinated prenatal care and delivery services for high-risk, uninsured, low income recent immigrants with low health literacy in Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties
How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: Currently, a patient navigation program does not exist for at-risk obstetrics patients at the St. Joseph Regional Health Center. Our system offers case management services, but this is typically only accessible to admitted patients and requires a physician order. The initiative will improve access for targeted patients while helping the system reach capacity for treating obstetrics patients. No Waiver funds will be used for the development or adaptation of the EHR that is now in place.

Related Category 3 Outcome Measures:

IT‐8.19 Post-Partum Follow-up and Care Coordination 

Reasons/rationale for selecting the outcome measures:  Following support provided to clients through the prenatal navigation program to manage diabetes, assuring a post-partum follow up visit, additional education and screening is critical to help new mothers transition from a care navigation model to being, in essence, on their own for ongoing primary care. The post-partum follow up allows for a transition of care coordination for mother and baby.

Relationship to Others Performing Providers’ Projects and Plan for Learning Collaborative:  RHP 17 is proposing a DSRIP project to establish a patient navigation program that is geared toward patient navigation for patients that are being discharged from local Emergency Departments or inpatient facilities with specific chronic health issues and connecting them with a primary care provider. SJRHC has expressed a desire to participate in this navigation program by referring patients to the program, including mothers and newborns from the Prenatal Care Navigation Program.

Project Valuation:  In reviewing the cost of newborn birthing in Brazos County, SJRHC and TPC determined that a low birth-weight baby costs an additional $8,900 to $40,000 beyond the cost of a “normal” birth ($5,641). Using a mean cost of $24,450 for a low birth weight delivery, if the Partnership Navigation Project achieves a reduction of 6% of the 194 low birth weight deliveries recorded in 2010, the project can save an estimated $268,950 in health care costs annually. 

Project Summary Information

Category 2 – Project 9
Unique Project ID: 198523601.2.1

Project Option: 2.1.1

Pass: Pass 1

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

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

Intervention: Transform primary care clinics and providers to the Patient-Centered Medical Home (PCMH)/Guided Care Model through development and implementation of a redesign process in an effort to assist and support high-risk/high-utilization patients in the area and thereby improve quality and satisfaction of care, while decreasing inappropriate utilization of services.

Need for the Project: The PCMH model has been shown to improve patient satisfaction, improve overall quality of care, and decrease inappropriate utilization of services.

Target Population: Each of the approximately 22,000 patient visits completed annually at The TAMP Family Medicine Residency Program will benefit from the PCMH model. The payer mix for patients seen at the Family Medicine Residency program is approximately 45% Medicaid, 10% Medicare, and 5% self-pay.

Category 1 or 2 expected Patient Benefits: The project seeks to improve the quality of care experienced by all patients visiting TAMP Family Medicine Residency Program. This will increase adherence to national recommendations for preventative medicine and improve self – management of chronic diseases.

Category 3 Outcome(s): IT-1.10 – Diabetes Care: HbA1c poor control (Primary Care and Chronic

Disease Management). Our goal is to decrease the number of patients with poor control of their diabetes, in accordance with the improvement measure specifications and calculation methodology set forth for P4P measures, by a gap reduction of 10% compared to baseline in DY4 and by a gap reduction of 20% compared to baseline in DY5. Baseline rates will be established in DY3.

Title: Development of a Redesign Process for Transforming Primary Care Clinics and Providers to the PCMH/Guided Care Model

RHP Project Identification Number: 198523601.2.1

Project Option: 2.1.1

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

Project Description: The key characteristics of a patient-centered medical home (PCMH) are to foster ongoing relationship with a personal physician, to promote physician directed medical practice, to develop whole person orientation, to create care coordination, to assure quality and safety, to provide enhanced access to care, and to support value-added payment. Texas A&M Physicians is a large academic Family Medicine clinic with a traditional care model, servicing approximately 22,000 patients per year. The payer mix is approximately 55% Medicaid, 10% Medicare and 5-10% self-pay. All of these patients will benefit from the adoption of the PCMH model. This project will facilitate the conversion of the clinic to a patient- centered care model utilizing teams to enhance care of patients with chronic diseases (such as diabetes, CHF, asthma, COPD, and multi-disease states).

We will develop the patient-centered medical home (PCMH) infrastructure to improve patient care in our area using the Rural and Community Health Institute (RCHI)’s PCMH transformation expertise. Embedded within the PCMH will be a guided care team to assist and support high- risk and high-utilization patients, with the intended outcomes of improved quality of care and satisfaction with care, and decreased utilization of inpatient and emergency services. The RCHI PCMH model requires the current practices to evolve to PCMHs using an ambitious whole- practice reengineering and redesign including new scheduling and access arrangement, new coordination planning, group visits, new ways to improve quality care, development of team- based care, multiple uses of healthcare information systems and technology, and many other actions. The TAMP PCMH conversion will serve as the “working laboratory” to facilitate RCHI’s expertise and community education/support activities in PCMH development in the region. The value to the community will be amplified by leveraging the medical resident, medical student, and health professions student training environment.

Hence, our project plans to focus on four components 1) Transform an academic practice into a PCMH model practice, 2) Educate resident physicians and health professions students in this PCMH environment, 3) use the TAMP PCMH transformation as a working laboratory for RCHI, 4) Develop RCHI’s infrastructure as an expert in helping practices and health care organizations move through this practice transformation process. An expected outcome of this project will be to use RCHI’s expertise to help educate the providers and use this expertise to assist providers within the region to obtain their PCMH recognitions/certifications.

Goals and Relationship to Regional Goals: The goal of this project is to establish a patient- centered medical home model within the Texas A&M Physicians group, thereby improving patient care and health outcomes.

Project Goals:

· Establish Texas A&M Physicians as a patient-centered medical home.

· Educate residents and students in health professions in patient-centered care. Disseminate PCMH model to other primary care providers.

· Increase number of RHP 17 residents with a regular source of primary care.

This project meets the following regional goals:

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

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

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

· Reducing costs by minimizing inappropriate utilization of services.

Challenges: The primary challenge for this project will be to overcome the existing culture of a traditional model of medical care. To overcome this challenge, the TAMP will engage the staff in multiple educational sessions emphasizing the proven success of the PCMH model. Champions will identified and empowered to bring about change. Developing infrastructure to support the implementation of the model will be another significant challenge. To overcome this challenge, the project calls for RCHI to provide expertise and support, including the use of industrial process engineers to implement best practices to support the model.

5-Year Expected Outcomes for Provider and Patients: The expected outcomes for this project are 1) Improve quality of care, patient outcomes, and continuity of care for patients with chronic diseases. 2) Decrease utilization of acute care facilities (i.e. emergency departments) and inpatient care for patients with chronic disease. 3) Increase patient's ability to appropriately access community resources to manage chronic disease. 4) Enhance patient satisfaction with and engagement in their health care, 5) Development of PCMH recognition strategy for the providers. 6) Incorporate the PCMH and guided care models into the Family Medicine medical resident and medical student education programs. 7)  Increased compliance with the use of clinical practice guidelines, and 8) Train and educate community providers on the PCMH model.

Starting Point/Baseline: No baseline data exist. This will be a new program. . Zero members of clinical staff have working experience of the PCMH model. Baseline data for utilization of preventive care services, including patients receiving reminders under new system and contact for first visit, will be established in DY3.

Rationale: The patient-centered medical home is similar to managed care approaches and health maintenance organizations, but asks providers to focus on improving care rather than managing costs. The patient centered medical home focuses on improving the relationship between doctors and patients. It aims to put the patient at the center of the care system, and provides coordinated and integrated care over time and across care settings. Cost savings are expected as a result of providing better care for patients, not from withholding needed care. The primary care physician leads a team that serves as a patient advocate and guide through the health care system rather than a gatekeeper. Patients who have a primary care provider incur about a third less in health care expenditures.
The project will include a gap analysis and feasibility study in the first year of the project to assess readiness and the steps necessary to achieve PCMH certification for TAMP. Subsequent activities for TAMP will be education sessions and activities to educate staff, faculty, and providers on the many aspects of the PCMH care model. As the project unfolds, CQI activities will be imbedded for identification and action in areas needing improvement. Throughout the entirety of the project, RCHI will be using the lessons learned at every step to assist practices in the community develop and implement the PCMH process.
This project is based in part upon research by AHRQ and Johns Hopkins University School of Medicine demonstrating guided care by trained nurses improved quality of care and decreased healthcare expenditures (Boult, et al, Arch Int. Med, 2011, & Leff B, et al, Am J Managed Care,

2009). This project also addresses the NCQA's Standards for PCMH certification (Standards 1.g,
3.b, 4.b, 5.c, 4.c), Joint Principles of the Patient Centered Medical Home, and Guidelines for Patient Centered Medical Home Recognition and Accreditation Programs (endorsed by the American Academy of Family Physicians, American College of Physicians, and other professional organizations). An excellent review of the cost savings literature is Grumbach et al; http://www.pcpcc.net/files/pcmh_evidence_outcomes_2009.pdf.
Project Components: This project will undertake the three required core components of project option 2.1.1 Develop, implement, and evaluation action plans to enhance/eliminate gaps in the development of various aspects of PCMH standards.

1. Utilize a gap analysis to assess or measure hospital affiliated or PCPs’ NCQA PCMH readiness.
2. Conduct feasibility studies to determine necessary steps to achieve NCQA PCMH status.
3. Conduct educational sessions for primary care physician practice offices, hospital boards of directors, medical staff and senior leadership on the elements of PCMH, its rationale and vision.
4. Conduct quality improvement for project using methods such as rapid cycle improvement. Activities may include, but are not limited to, identifying project impacts, identifying “lessons learned,” opportunities to scale all or part of the project to a broader patient population, and identifying key challenges associated with expansion of the project, including special considerations for safety-net populations.
Unique community need identification numbers the project addresses:
· CN.1.5 Limited access to primary care for uninsured residents in Brazos, Burleson, Grimes, Leon, Madison, Robertson, and Washington Counties.

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

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: Currently, Texas A&M Physicians is not established as a PCMH, so this is entirely a new initiative.

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

IT-1.10 Diabetes Care: HbA1c poor control
Rationale for selecting outcome measures: Diabetes is one of the most costly and highly prevalent chronic diseases in the United States. Approximately 20.8 million Americans have diabetes, and half these cases are undiagnosed. Complications from the disease cost the country nearly $100 billion annually. In addition, diabetes accounts for nearly 20 percent of all deaths in people over 25 years of age. 

Many complications, such as amputation, blindness, and kidney failure can be prevented if detected and addressed in the early stages. Complications are largely prevented through chronic disease management by a health care team that includes primary care physicians. By improving patient centeredness, care coordination and patient involvement in their own healthcare goals, we aim to improve the management of diabetes among our patient population. This makes diabetes control an excellent outcome measure to assess the impact of the new model of care being delivered to our patients. 
Relationship to other Projects: Several providers in the region have collaborated to develop a community-based patient navigation project to support transition from inpatient facilities to patient-centered medical homes, enhance quality, and cost containment. This project will interface with the collaborative effort by 1) providing guided care and patient-centered- medical-homes for patients in the TAMP system, 2) provide PCMH and guided care models for the education of resident physicians in these systems, and 3) serve as the model development and training center for the RCHI as it support the transition of other medical practices in the region to a PCMH model. This project, which specifically targets the underserved and high-utilization populations within the TAMP practice, will serve to support and enhance these other region projects by interfacing with their goals and activities (such as transitional care and decreased inpatient utilization) to provide a more comprehensive project for the region.

Relationship to Others Performing Providers’ Projects and Plan for Learning Collaborative: Texas A&M Physicians will participate in an RHP 17 learning collaborative that meets semi- annually to discuss local disparities in care and the ways they have successfully gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity to discuss any regional issues, challenges, or accomplishments in the previous six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve. The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115-waiver).
Project Valuation: The Grumbach review
 noted a reduction of inpatient and ED services of 10-50%, and a cost savings of up to $1million/participant for team-based chronic care management. Estimates of the TAMP population predict at least 500 high-risk patients, for a value in excess of $500,000/year for TAMP alone. Each practice supported by the RCHI transition approach will result in similar cost-savings. Valuation is based on at least one additional practice transformation in the region/year.
Project Summary Information

Category 2 – Project 10
Unique Project ID: 198523601.2.2 

Project Option: 2.6.2
Pass: Pass 1

Provider Name/TPI: Texas A&M Physicians/198523601
Provider Information: Texas A&M Physicians (TAMP) is a physician group of  the Texas A&M Health Science Center located in Bryan/College Station,  Brazos County,  serving a population in the seven-county Brazos Valley area of approximately 319,408.  TAMP has providers in several specialties, who have privileges in multiple hospitals throughout the Brazos Valley. TAMP operate a separate primary care clinic in affiliation with the Texas A&M Family Practice Residency and help staff the local free clinic in Bryan. A wide array of expertise is available through the numerous physicians, faculty and staff of the Texas A&M College of Medicine, who work hand-in-hand with TAMP, and in collaboration with the School of Rural Public Health.

Intervention: Training, implementation and evaluation of evidence-based self-management and wellness programs in a centralized resource exchange in an effort to facilitate health care providers and agencies’ capacity to select and implement evidence-based health promotion/disease prevention to reduce the burden of illness. 
Need for the Project: There are currently more than 85,000 adults 65 and older and those with chronic conditions in the region who can benefit from these programs. Yet, less than 1% of this population has participated in such evidence-based programs that have primarily been delivered through one community agency.  Creation of an evidence-based resource exchange will expand the number, types and location of delivery sites throughout the local region.

Target Population: The target population is adults 65 years and older and those with chronic conditions in the RHP 17 nine county region.  Populations expected to benefit from the creation of this evidence-based resource exchange within our region includes the 11% of Medicaid beneficiaries with one or more chronic conditions, 13% of uninsured adults with chronic conditions and the 14 % of adults 65 years and older below the federal poverty level.

Category 1 or 2 expected Patient Benefits: We estimate that by DY5 we will serve a minimum of 400 adults 65 and older and those with chronic conditions.  These programs will benefit patients in our area by helping them to better manage their chronic disease(s).  Health care and service providers will benefit by knowing where they can refer such individuals.

Category 3 Outcome(s): IT-10.1.h – CDC Health-Related Quality of Life (HrQoL) Measures. Utilizing the approved measurement protocol performance and achievement type (P4P & IOS) scenario 2, baseline including pretests scores only, we are proposing an achievement level of a 7.5% increase in HRQoL scores of participants being served in evidence-based programs (EBPs) over the entire project period, i.e. the standard total increase from DY3 baseline through DY5.

Title: EBP Resource Exchange: Training, Implementation and Evaluation of Evidence-based Self-Management and Wellness Programs
RHP Project Identification Number:  198523601.2.2

Project Option: 2.6.2
Performing Provider Name/TPI: Texas A&M Physicians/198523601

Project Description:  The Texas A&M Physicians (TAMP) proposes to create an evidence-based program (EBP) resource exchange to provide access to evidence-based programs, training on program instruction, and technical assistance on program implementation to health care providers and other service delivery organizations who will expand upon existing evidence-based programs currently provided by TAMP.

This project, "EBP Resource Exchange", will address self-management and wellness needs among chronically ill older adults who have been shown to benefit from such evidence based programs.1  Thus, the EBP Resource Exchange will establish an infrastructure through TAMP to assist health care systems in Region 17 identify and select evidence-based programs; provide a centralized venue for training health care professionals and lay leaders in the delivery of evidence-based self-management and wellness programs especially targeted toward chronically ill and older adults; offer technical assistance and oversight for ensuring intervention fidelity and quality assurance; assist providers in tracking referral patterns, program reach and adoption, and eventually patient outcomes; and serve as a community repository of such programs by maintaining an inventory of available courses and community offerings.

Goal and Relationship to Regional Goals:

Project Goal: Our goal is to facilitate healthcare providers and delivery agencies in selecting and implementing evidence-based health promotion and disease prevention programs with fidelity so that proven successes can be replicated in real world delivery settings.

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

Challenges: In offering evidence-based self-management programs for the past few years, we are aware of challenges including the difficulty of filling classes, particularly in less populated geographic areas. In focus groups with primary care providers we have recognized the need to have a routine schedule for such classes and direct referrals from health care systems, as well as other community partners such as the Brazos Valley Area Agency on Aging or the Texas AgriLife Extension.  Consistent turn-over among the trained leaders highlights the need for more centralized training and tracking of class leaders. Program drift is often a problem as interventions get widely disseminated calling for the need to have a centralized fidelity plan and quality assurance training and monitoring.

5-Year Expected Outcome for Provider and Patients: Our expected outcomes over the five demonstration years are identification of evidence based programs, creation of a trained delivery workforce, improved referral system, fostering community partnerships, increased patient engagement, and improved health and wellbeing in our target population of adults 65 years and older in the 9 county region. We estimate that by DY5 we will serve a minimum of 400 adults 65 and older and those with chronic conditions, providing approximately 40 evidence-based programs.  These programs will benefit patients in our area by helping them to better manage their chronic disease(s).  Health care and service providers will benefit by knowing where they can refer such individuals.

Starting Point/Baseline:  In regards to the population who can benefit from this project, we project that there are currently 94,4862 adults 65 and over in the 9 counties included in Regional Healthcare Partnership 17 (RHP 17).3 Nationally over 90% of those 65+ are estimated to have one or more chronic conditions and could benefit from our proposed self-management and wellness programs.4 However there has been limited implementation and dissemination in the RHP 17 area.  From our community work in the Brazos Valley, it is estimated that less than 1% of seniors have participated in such evidence-based programs.  Additionally, there is currently no centralized baseline data for the number or the total number of persons served, total number of persons who complete evidence-based programs, and types of self-management and wellness programs in the entire RHP 17 9 county area. 

The majority of programs have been delivered under the auspices of the Brazos Valley Area on Aging (BVAAA) with few instances of ownership by healthcare organizations.  Through the BVAAA involvement in Texas Healthy Lifestyles the Chronic Disease Self-Management Program (CDSMP) was distributed to approximately 125 participants over a time period of 5 years from 2006 to 2011.   This was accomplished through the delivery of 14 CDSMP workshops over 5 years or approximately 3 workshops per year.

Rationale: We chose to establish self-management programs and wellness using evidence-based designs (project option 2.6.2) incorporating program implementation components of training, technical assistance, referral, and clearing house resources because our project will help older adults and adults with chronic conditions better manage their chronic conditions, reduce healthcare utilization, improve quality of life and postpone disability and loss of independence.  Our approach recognizes the necessity of community and clinical institutions as key delivery settings; however, this cannot be accomplished without the knowledge of evidence-based programs and the infrastructure to be able to deliver such programs at scale with fidelity.  

We are targeting older adults because they have the highest proportion of disease and chronic diseases in our community as documented in health statistics.  Knowing that there will need to be a practice change in the delivery of evidence-based programs, we are focusing on needed information and infrastructure to better integrate evidence-based programs into the community. We chose to go with process milestone P-3 and P-4 in DY2, P-5 and P-8 in DY 3, and I-6 and I-8 in DY 4 and 5 to reflect progress on critical elements in the implementation, documentation, and testing of evidence-based projects in our targeted population. The metrics chosen reflect critical elements in establishing an infrastructure to train, disseminate, and track these programs.  

Project Components: Specific components of this project include training in evidence-based program delivery, provision of technical assistance in identifying and implementing programing, initial provision of trained delivery staff with train-the-trainer educational efforts to expand service delivery, referral to appropriate evidence based programming, and establishment of an overall resource center for the 9 county Region for evidence based programming.

Required Core Components:  While specified core components were not a requirement for this project, we are including components to conduct quality improvement for the project.  Activities include documentation of accomplishments, challenges and lesson learned, partner quarterly surveys, round table discussions, brainstorming, and technical assistance for partner program fidelity. 

Unique community need identification numbers the project addresses:

CN.1.10 Limited access to chronic disease management programs and services in all RHP 17 counties.
How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: We are building on previously successful albeit modest program base which has primarily delivered evidence-based programs through one community agency.  We hope to expand the number, types and location of delivery sites in order to meet our short term five year goal of improving quality of life for program participants.  This should contribute to a longer term goal of achieving a greater population reach and improved health outcomes.

Related Category 3 Outcome Measure(s):  We have chosen Health- Related Quality of Life (HRQoL) measurement (IT-10.1.h), a stand-alone measure as our Category 3 Outcome Measure.5  Utilizing the approved measurement protocol performance and achievement type (P4P & IOS) scenario 2, baseline including pretests scores only, we are proposing an achievement level of a 7.5% increase in HRQoL scores of participants being served in evidence-based programs (EBPs) over the entire project period, i.e. the standard total increase from DY3 baseline through DY5.
Reason/Rationale for selecting the outcome measure: Randomized clinical trials have demonstrated improvements in quality of life scores for older adults enrolling in these chronic disease self-management programs. For our outcome measures we will use the short form of the CDC Healthy Days measures. 5 

In an attempt to anticipate reasonable improvement achievement levels over baseline, we have reviewed our own 1115 experience and have examined published literature on the CDSMP/DSMP, including the National Study of CDSMP.

a. Local Regional Healthcare Partnership (RHP) data. 

No data based on health days outcomes were available prior to the DSRIP project using the four CDC HRQOL-4 measures. Therefore, we are proposing to adopt Scenario 2, which focuses on pretest assessments only, and request alternative achievement levels (7.5% increase over the entire project period) based on our review of existing studies as described below. 

b. Supporting research on quality of life with other measures. 

Prior studies have shown little impact on traditionally measured psychological outcomes.  For example, the seminal work that includes the randomized control trial of the CDSMP determined that “no differences were found in pain/physical discomfort, shortness of breath, or psychological well-being”.6, 7 However, the same study did find significant positive differences in “demonstrated improvements at six months in weekly minutes of exercise, frequency of cognitive symptom management, communication with physicians, self-reported health, health distress, fatigue, disability, and social/role activities limitations”.6,7 This six-month change for self-rated health was -0.09 from 3.4 (scale 1-5, reduction = better), which indicated a very modest improvement.6,7  Similar outcomes were found for DSMP, where there was no difference in PHQ depression (0.558) or health distress (p= 0.771) between treatments and controls taking part in DSMP.8 

c. Recent national evaluations of CDSMP 
As indicated in a meta-analysis of CDSMP outcomes,9 there is heterogeneity of effects across the various outcomes that have been examined (e.g., illness symptomatology, psychological outcomes, physical effects, and functional disability). Reported effect sizes are typically small or modest, with percent improvement on individual variables ranging from 5% to 15% percent, dependent upon the measure being examined.  Many of the research studies that have been conducted use longer outcome points (e.g. 6 and 12 months) — giving participants more time to achieve and report better quality of health outcomes. Additionally, some of the individual variables have ceiling effects or are zero inflated—e.g., participants may enter the programs reporting better than average health or few unhealthy days. This makes improvement less substantial if there is little, if any, room to improve (e.g., already at 0 unhealthy days).

Using the separate health-related measures, research undertaken as part of the National Study of CDSMP,10 also reflected the heterogeneity of responses, with adjusted self-assessed health status and overall quality of life improving ~5%, pain and fatigue ~10%, and unhealthy days 12-15% over a year period. The pre-post score was similar to that seen in our 1115 data, giving us confidence that we will achieve improvement in our DSIRP activities. However, because of our shorter time frame (e.g., immediate 6-week post-assessment) versus published 6 and 12 month data, we feel that a 7.5% improvement for immediate six week intervention outcomes is a reasonable target outcome from our initial baseline score. 

Relationship to Others Projects: This TAMP project will be related to the TAMP Brazos Post Discharge Care Coordination Project, (Project #198523601.2.3) in which TAMP will collaborate with local hospitals to refer high frequency ED users to a primary care home and to evidence-based chronic disease self-management programs and other supportive resources.  

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

This project may potentially intersect with two other patient navigation programs proposed for RHP 17. The Montgomery County Public Health District is implementing a patient navigation program that is targeting uninsured residents of the City of Conroe which is located in Montgomery County, (Project #Pending.2.1).  The St. Joseph Regional Health Center is partnering with The Prenatal Clinic to develop a prenatal patient navigator program for uninsured pregnant women in Brazos County, (Project # 127267603.2.1).  

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

Project Valuation:  Chronic diseases are pervasive in our society and especially in our RHP 17 as indicated by the 2010 Brazos Valley Health Status Assessment.  Our target population is the nearly 100,000 individuals 65 and older in the nine country RHP 17 region.  Populations expected to benefit from the creation of this evidence-based resource exchange within our region includes the 92,714 of Medicaid beneficiaries with one or more chronic conditions, 13% of uninsured adults with chronic conditions and the 14% of adults 65 years and older below the federal poverty level.  To address this problem we are committing 1 million dollars of local funding over five years.  

Our project valuation is built on national statistics about the cost of chronic illness and the savings that can be attributed to self-management programs.  We envision working with hospitals and other clinical settings to provide coordinated care and intensify self-management that can reduce the onset or exacerbation of multiple chronic diseases and disabilities in our target population.

On the national level, as indicated in the National Council on Aging fact sheet11 on chronic disease self-management, 91% of older adults have at least one chronic condition and 73% have at least two. Most prevalent in the rapidly growing older population,12 HYPERLINK \l "_ENREF_6" \o "Federal Interagency Forum on Aging-Related Statistics, 2012 #409"  these diseases are putting an enormous strain on the American economy with over $2 trillion in health care costs which could be substantially reduced through greater attention to disease prevention efforts.13-15 This is especially so in underserved populations (e.g., persons of color, those with low incomes, rural residents, etc.) who are bearing the brunt of chronic diseases, but often have the least access to preventive services and health care.  Chronic diseases account for 75% of the money spent nationally on health care, yet only 1% of health dollars are spent on public efforts to improve overall health. The cost of chronic disease is estimated at $2.8 trillion- an average of $9,216 per person.  

We focus on chronic health conditions because of its strong relationship to quality of life and contributions to functional decline and inability to remain in the community. A recent national survey of self-care among 1000 Americans 44 and older16 highlights the significant impact of chronic conditions on quality of life, frustrations with the current healthcare system, and delays in seeking health care due to costs, with minorities and persons with lower incomes reporting the most difficulties. Since chronic diseases require ongoing monitoring, self-management is seen as a key component of health care, but one that needs to work in conjunction with the formal health care system. A greater emphasis on self-management strategies is a key strategy for not only avoiding the onset of chronic diseases but also helping those who have already developed such diseases to manage their conditions more effectively to slow the disease progression, reducing further disease complications and associated costs. 

Low-cost evidence based wellness and self-management programs offer not only the potential for health prevention but also health care cost savings.   For example, the cost of a semi-private skilled nursing facility room in institutional care is now estimated at $200 per day while providing a CDSMP can have a health care cost savings of approximately $590 per participant.11
References

1.
Centers for Disease Control and Prevention. Sorting through the evidence for the Arthritis Self-Management Program and the Chronic Disease Self-Management Program: Executive summary of ASMP/CDSMP meta-analysis. 2011.

2.
U. S. Census Bureau. State and County QuickFacts. 2012; http://quickfacts.census.gov/qfd/states/48000.html. Accessed September 1, 2012.

3.
Administration on Aging. ARRA - Communities Putting Prevention to Work: Chronic Disease Self-Management Program. 2012.

4.
National Council on Aging. Healthy Aging Fact Sheet. Washington, DC: National Council on Aging;2012.

5.
Centers for Disease Control and Prevention. Measuring Healthy Days: Population assessment of health-related quality of life. 2012; http://www.cdc.gov/hrqol/. Accessed April 14, 2015.

6.
Lorig KR, Sobel DS, Stewart AL, et al. Evidence suggesting that a chronic disease self-management program can improve health status while reducing hospitalization: a randomized trial. Medical care. 1999;37(1):5-14.

7. 
Lorig KR, Ritter P, Stewart AL, Sobel DS, Brown BW Jr, Bandura A, Gonzalez VM, Laurent DD, Holman HR. Chronic disease self-management program: 2-year health status and health care utilization outcomes. Med Care. 2001 Nov;39(11):1217-23. PubMed PMID: 11606875. 
8.
Lorig K, Ritter PL, Laurent DD, et al. Online diabetes self-management program A randomized study. Diabetes care. 2010;33(6):1275-1281.

9.
Brady TJ, Murphy L, O’Colmain BJ, et al. Peer Reviewed: A Meta-Analysis of Health Status, Health Behaviors, and Health Care Utilization Outcomes of the Chronic Disease Self-Management Program. Preventing chronic disease. 2013;10.

10.
Ory MG, Ahn S, Jiang L, et al. Successes of a national study of the Chronic Disease Self-Management Program: meeting the triple aim of health care reform. Medical care. 2013;51(11):992-998.

11.
National Council on Aging. Chronic Disease Self-Management Fact Sheet. Washington, DC: National Council on Aging;2012.

12.
Federal Interagency Forum on Aging-Related Statistics. Older Americans 2010 Key Indicators of Well-Being. 2010.

13.
Trust for America's Health. Blueprint for a Healthier America: Modernizing the Federal Public Health System to Focus on Prevention and Preparedness. Trust for America's Health;2008.

14.
Parekh AK, Barton MB. The challenge of multiple comorbidity for the US health care system. JAMA. 2010;303(13):1303-1304.

15.
Kaiser Family Foundation. Health Care Costs A Primer. KFF;2012.

16.
National Council on the Aging. Re-Forming Health Care: Americans Speak Out about Chronic Conditions and the Pursuit of Healthier Lives. Washington, DC: Naional Council on Aging;2009.




Project Summary Information

Category 2 – Project 11
Unique Project ID: 198523601.2.3 

Project Option: 2.9.1
Pass: Pass 1

Provider Name/TPI: Texas A&M Physicians/198523601
Provider Information: Texas A&M Physicians (TAMP) is a physician group associated with the Texas A&M Health Science Center and is located in the twin cities of Bryan/College Station in Brazos County, with the county being a 585.45 sq. mile area with a 2010 population of 194,851. TAMP has providers in several specialties, who have privileges in multiple hospitals throughout the seven-county Brazos Valley area. In addition, TAMP operate a separate primary care clinic in affiliation with the Texas A&M Family Practice Residency and help staff the local free clinic (Health For All) in Bryan. Additionally, a wide array of specialties and expertise are available through the numerous physicians, faculty and staff of the Texas A&M College of Medicine, School of Rural Public Health, and Rural & Community Health Institute, who work hand-in-hand with TAMP. Overall, TAMP serves patients throughout the Brazos Valley, an area of approximately 5,030.79 sq. miles and a population of approximately 319,408. 
Intervention: Develop and implement a post-discharge care coordination program that provides patient navigation services to targeted frequent ED users at high risk of disconnect from institutionalized health care. 

Need for the Project: The two local partner hospitals initially participating in this program had a combined total of $125 million in uncompensated care in 2010 between them. Additionally, Brazos County had an estimated $205.8 million in charges associated with potentially preventable hospitalizations and is a HPSA-designated mental health area, with portions of the county a primary care HPSA area as well. Currently, a post-discharge coordination program does not exist for any target population in Brazos County. A care coordination program supported by local hospitals and TAMP ensures that high-risk individuals who frequent the local EDs are directed to appropriate, more cost-effective sources of primary care and support services no matter which ED they use. 

Target Population: Patients identified as frequent ED users (three or more times in the previous 12 months) presenting for primary-care related diagnoses who do not have a PCP or medical home. Approximately 45-50% of the patients being seen in the two local emergency rooms are Medicaid or indigent patients, with 51.6% of all patients seen by TAMP in 2011 being Medicaid or uninsured patients. It is, therefore, expected that Medicaid and uninsured patients will represent at least half of all patients benefitting from the post-discharge program.

Category 1 or 2 expected Patient Benefits: The project seeks to enroll and provide care coordination services to 200 patients in DY3, an additional 250 patients in DY4, and 250 additional patients in DY5. 

Category 3 Outcome(s):   IT 6.2.c   Health Center Patient Satisfaction Survey and Stretch Activity (SA4) Emergency Department Improvements*.   The goal of the program is to provide access to safe and effective primary care services for frequent ED utilizers at high risk of disconnect from institutionalized health care.  The Health Center Patient Satisfaction survey addresses barriers to access and the provision of care.  Use of the tool will standardize a process of data collection throughout the community.  This will allow for benchmarking, and feedback as to client satisfaction with ambulatory care, to include access to services, thereby reducing costly emergency care in our community.   The data can be used to develop community quality improvement projects, individually and collectively, to improve patient access and outcomes. This survey will be coupled with Stretch Activity 4, which is a true ED diversion measure.  This metric focuses on improving and facilitating appropriate utilization of Emergency Department Services.  A report in DY5 will address program aims, participation, changes implemented, and quantitative assessment of impact on service delivery and patient outcomes.

*   HHSC Metric OD6 Spreadsheet and Alternative Improvement Activities – Stretch Activity Document

Project Narrative
Title: Brazos Post Discharge Care Coordination Program
RHP Project Identification Number: 198523601.2.3

Project Option: 2.9.1
Performing Provider Name/TPI: Texas A&M Physicians/198523601

Project Description:  The Texas A&M Physicians Group proposes to provide patient navigation services to targeted frequent ED users who are at high risk of disconnect from institutionalized health care.

The Brazos Valley Post Discharge Care Coordination Program (Hereinafter referred to as Care Coordination Program) aims to decrease the number of frequent emergency department (ED) users by ensuring appropriate follow-up care upon discharge from the hospital, and connecting these patients to a regular source of primary care and supportive health services. Specifically, this program aims to identify each partner hospital’s frequent ED users who do not have a regular primary care provider and to assign these patients, post-discharge, to a care coordinator (often referred to as a Community Health Workers) who will provide options for accessing regular primary care and health resources to achieve and maintain a positive health status.  This project will initially focus on patients residing in Brazos County which includes the cities of Bryan and College Station that are located adjacent to each other and make up approximately 87% of the county’s population of 194,851.  However, the two hospitals in Brazos County also serve as a hub of inpatient care for a much larger region, so expansion of the program in subsequent years is likely.

Texas A&M Physicians (TAMP) has assembled a workgroup that has developed preliminary plans to implement a local patient navigation program that will involve the combined effort of TAMP, three local hospitals, their associated physician groups, the local federally qualified health center system, Health for All, and the Texas A&M Health Science Center’s Rural and Community Health Institute (RCHI). One of the hospitals involved is The College Station Medical Center (The Med), a for-profit 150-bed facility with an ED, which has been at its current location in the southern part of Brazos County since 1987. Located to the north in Bryan since 1936, St. Joseph Regional Health Center is a non-profit hospital with 310-beds and an ED.  Both hospitals have partnered in recent years with the regional Federally Qualified Health Center (FQHC) system to expand primary care services throughout the seven-county Brazos Valley region.  The FQHC is operated by the Brazos Valley Community Action Agency.  RCHI is a health services support organization that provides health care organizations and professions with expertise in strategic planning, quality and patient safety, utilization management, and peer review.  RCHI also offers data management and data analysis services in addition to serving as a data repository.  A third hospital, Baylor Scott & White – College Station opened in August 2013. Baylor Scott & White, a non-profit hospital system headquartered in Temple, Texas, is a potential Brazos Valley Post Discharge Care Coordination workgroup participant.

Based on an initial review of The Med’s ED admissions from November 2011 through July 2012, there were 23,999 ED admissions.  Of those admissions, 1,225 patients presented at the ED three or more times during the nine-month period for primary-care related diagnosis.  From November 2011 through July 2012, St. Joseph’s had a total of 6,460 ED admissions.  Of those admissions, 168 patients presented at the ED three or more times during the nine-month period for primary-care related diagnosis.  Although not yet determined, anecdotal information from the hospital providers indicates that many of the patients presenting at the ED for care are uninsured/self-pay patients.

Goals and Relationship to Regional Goals:

Project Goals: 

· Improve patient compliance with prescribed follow-up care after hospital discharge.

· Increase the number of patients who are referred to primary care providers.

· Increase the number of patients with scheduled appointments with primary care providers.

· Decrease the number of ED visits and/or readmissions by targeted population.

This project meets the following regional goals:

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

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

· Reducing costs by minimizing inappropriate utilization of services.

Challenges: Challenges that the workgroup anticipates having to address in the design and implementation include:

· Creating a shared data system between the Care Coordination Program, three hospitals, and potentially multiple primary care providers;

· Determining the logistics of how the Care Coordinators can work in conjunction with hospital-based staff work prior to patients’ discharge and at the time of discharge without creating a disruption to the normal hospital pre-discharge/discharge routine; and

· Developing a primary care referral mechanism to equitably distribute patients, particularly uninsured patients, to a “home” for their primary care.

These challenges will be addressed specifically by the collaborative workgroup as the initial assessment is conducted and plans and protocols are developed.

5-Year Expected Outcome for Provider and Patients: TAMP anticipates establishing an infrastructure to support care coordination for the community that can be expanded to the region.  The provider also expects a decline in multiple ED admissions by the targeted patient population as the patients are referred to and admitted into a usual source of care. 

Starting Point/Baseline:  Currently, a patient navigation program does not exist for any target population in Brazos County.  The baseline for the number of participants as well as the number of participating providers begins at 0 in DY2.

Rationale:  The Care Coordination Program workgroup chose to develop a patient navigation project because this model has been established as a best practice to improve the care of populations at high risk of being disconnected from health care institutions.  Implementing a patient navigation program in coordination with all three local hospitals is intended to ensure that those high-risk individuals who are frequent ED users will be directed to a regular source of primary care and supportive services regardless of which ED they utilize.  

Project Components: In developing the Care Coordination Program, the workgroup will ensure that the required core project components below are met:

a) 
Identify frequent ED users not managing chronic conditions and use Care Coordinators, (Community Health Workers), as part of a preventable ED reduction program.  

The program will focus on patients using the ED for primary care services without a designated primary care provider (PCP) or medical home, including patients who are uninsured, underinsured, or covered by Medicaid.  Care coordinators identify potential clients or will be referred to patients by the hospital staff to conduct an assessment of each identified patients’ needs related to primary care referrals, required care post-discharge, and need for social supportive services. Notes will be captured in the Care Coordination Program database with a copy of the navigation plan provided to the patient.

b) 
Deploy innovative Care Coordinators, trained in cultural competency, as Community Health Workers (CHWs).


 TAMP [project 198523601.2.3]will employ care coordinators who have a background in public health, social services, and/or mental health with experience in providing care to economically and socially vulnerable populations.  If not currently certified, all care coordinators will also be required to become certified as community health workers.  The Texas A&M Health Science Center’s Center for Community Health Development has established a Community Health Worker Training Center whose curriculum includes a module on cultural competency.  

c) 
Connect patients to primary and preventive care.

The care coordinators will work with our own primary care providers at TAMP, the three hospital affiliated primary care clinics, and the FQHC for the provision of primary care and preventive care. Care coordinators will establish referral relationships with local social services providers to address other supportive service needs of patients enrolled in the Care Coordination Program. 

d) 
Increase access to care management and/or chronic care management, including education in chronic disease self‐management.


Care coordinators will refer patients to evidence-based prevention and care management programs offered by TAMP, clinical educators at provider offices, and the hospitals’ health education programs

e) 
Conduct quality improvement activities to include identifying project impacts, identifying “lessons learned,” opportunities to scale all or part of the project to a broader patient population, and identifying key challenges associated with expansion of the project, including special considerations for safety‐net populations.


 A data registry for patients enrolled in the Care Coordination Program [198523601.2.3] has been developed to analyze follow-up and effectiveness. The Care Coordination program staff will initially meet bimonthly with hospital partners to review program effectiveness, discuss and make any program adaptations necessary aimed at ongoing program improvement and potential expansion.

The Care Coordination Program workgroup will first focus on conducting a needs assessment to identify the patient population(s) to be targeted with the program.  Both hospitals will identify their frequent ED users over the most recent 12-month period as a baseline for Care Coordination Program recruitment and enrollment. Program eligibility will most likely include criteria that address additional characteristics of the targeted patient population such as not having a PCP or medical home; uninsured, underinsured, or covered by Medicaid; and low health literacy.  Others factors to be considered in the development of the Care Coordination Program will be:

· Gaps in services and service needs;

· How the program will assess patient needs and refer to primary care providers and supportive health services;

· The number of patients targeted for enrollment in the program;

· The number of care coordinators to be hired;

· Development of a Care Coordination patient database; and

· Access to data sources such as each facility’s electronic health records and claims for reporting purposes.

Workgroup members will draw upon existing patient navigation programs to customize the Care Coordination Program. The workgroup has established consensus on the following key design elements:

· Eligibility criteria for the program will be uniform at each hospital;

· A data sharing mechanism must be customized so that care coordinators can access patient data from any hospital;

· HIPAA Business Associate Agreements will be established;

· Care coordinators will be required to a professionally trained, degreed, and/or certified individual including but not limited to an RN, LVN, LSW, or CHW; and

· Care coordinators will attempt to contact all high risk patients referred to the Brazos Valley Care Coordination program for navigation services. 

Unique community need identification number that the project addresses:

CN.4.6 Lack of coordinated care for frequent ED users post discharge.
How the project represents a new initiative or significantly enhances an existing deliver system reform initiative: This is a new initiative not only for TAMP and the partnering organizations, but also for Brazos County in which no patient navigation program currently exists.

Related Category 3 Outcome Measure(s):  
IT 6.2.c   Health Center Patient Satisfaction Survey 

Stretch Activity (SA4) Emergency Department Improvements

Reasons/rational for selecting the outcome measure: The Care Coordination workgroup selected this outcome measure to show a correlation between primary care access and decreased ED utilization. Based on the implementation of the Care Coordination program, the workgroup expects that patients who are referred to a regular source of care, i.e. a PCP or medical home, and who receive assistance in accessing care management, health education, and social services support will result in a decrease in patients inappropriately utilizing the ED for primary care. 

IT 6.2c.  Health Center Patient Satisfaction Survey and Stretch Activity (SA4) Emergency Department Improvements*.   The goal of the program is to provide access to safe and effective primary care services for frequent ED utilizers at high risk of disconnect from institutionalized health care.  The Health Center Patient Satisfaction survey addresses barriers to access and the provision of care.  Use of the tool will standardize a process of data collection throughout the community.  This will allow for benchmarking, and feedback as to client satisfaction with ambulatory care, to include access to services, thereby reducing costly emergency care in our community.   The data can be used to develop community quality improvement projects, individually and collectively, to improve patient access and outcomes. This survey will be coupled with Stretch Activity 4, which is a true ED diversion measure.  This metric focuses on improving and facilitating appropriate utilization of Emergency Department Services.  A report in DY5 will address program aims, participation, changes implemented, and quantitative assessment of impact on service delivery and patient outcomes.

Relationship to other Projects: RHP 17 has two other planned patient navigation projects. The Montgomery County Public Health District is implementing a patient navigation program that is targeting uninsured residents of the City of Conroe which is located in Montgomery County, (Project #311035501.2.1).  The St. Joseph Regional Health Center is partnering with The Prenatal Clinic to develop a prenatal patient navigator program for uninsured pregnant women in Brazos County, (Project # 127267603.2.1).  St. Joseph anticipates transitioning these women to this Care Coordination program upon discharge from the hospital for assistance in accessing post-natal primary care for the women and their infants.

Relationship to Others Performing Providers and Plan for Learning Collaborative: As mentioned, this project ties into two other patient navigation programs.  It also relates to other providers’ efforts to get appropriate preventive care, primary care, and behavioral health care to residents to reduce inappropriate utilization of services.

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

Project Valuation:  Using the regional approach to valuation, the Care Coordination workgroup first determined both the start-up costs and ongoing operational costs of delivering services on-site at each ED, the expenses related to the employment of the Care Coordination administrative staff to support the program, and the costs associated with data management.  Then the workgroup estimated cost-savings based on the decreased inappropriate use of the ED. Finally, the workgroup considered the IGT available for the project, and scaled the project accordingly—determining to start initially limiting the service area to Brazos County.  The total value for the Category 2 project is $4,462,332.
Project Summary Information

Category 2 – Project 12
  Unique Project ID: 198523601.2.4

Project Option: 2.10.1

Pass: Pass 1

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

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

Intervention: Develop and implement a home-based palliative care program for patients with chronic conditions who are not “sick” enough to qualify for hospice because they have longer than six months to live. These patients have end-stage chronic conditions and no access to comfort care. This program is an effort to improve quality of life through pain and symptom management, improving activities of daily living and bridging care to hospice.

Need for the Project: Many experts have suggested that palliative and hospice care could be more widely embraced by those who suffer from chronic illness that is not yet terminal, but clearly life-limiting and with no expectation that patients can be cured. With palliative care in the homes for end-stage chronic disease patients, patients can get the supportive services they need without seeking unnecessary treatment in emergency rooms and other inappropriate and costly settings for management of their chronic conditions.

Target Population: The target populations are chronically ill patients with end-stage disease, who are not yet terminal (less than 6 months to live), and have limited access to healthcare. We anticipate 30% of the population being Medicaid, indigent and/or uninsured.

Category 1 or 2 expected Patient Benefits: The project seeks to provide care for 250 patients in DY3, 265 patients in DY4 and 280 patients in DY5. Patient benefits will include pain/symptom management and improvement in quality of life as demonstrated in improved ADL scores.

Category 3 Outcome(s): The following Category 3 measure has been approved in 2014 to describe improvements to the delivery system and/or patient population: IT-10.1.d (McGill Quality of Life (MQOL) Index).

Title of Project:  Home-Based Palliative Care

RHP Project Identification Number: 198523601.2.4

Project Option: 2.10.1

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

Project Description: The goal of this project is to partner with Hospice Brazos Valley to develop a program that delivers palliative care in the home to patients with end-stage, non-terminal disease. The home setting may include assisted living facilities or nursing homes.

A palliative care team consisting of a palliative care physician, RN, social worker, and chaplain will address the medical, psycho-social and spiritual needs of each patient, focusing on the management and control of symptoms. Working with the patient’s attending physician, the palliative care team will assess patient needs and coordinate care through the development of a plan of care to treat the patient at home, improve quality of life, and address acute symptom crises without re-admitting the patient to the hospital whenever medically appropriate. Regular visits, as called for in the plan of care, will be made to the patient in his/her home by members of the palliative care team. 
Relationship to Regional Goals: This project helps support and meets the regional goals of expanding the availability and access to timely, high quality primary, specialty and behavioral health care for residents, including those with multiple needs, and is also believed to help minimize and reduce costs through appropriate use of services for this targeted population.

Challenges: Anticipated challenges include the development of a referral network of physicians to assist patients to access the program, the development of assessment guidelines and tools

by diagnosis to determine who qualifies for care. The rural nature of the area to be served by this program will also pose a significant challenge.

This project is designed to provide care for patients who are not “sick” enough to qualify for hospice care and who have no access to comfort care because palliative care programs do not exist in the communities where they live, or because they have difficulty getting to palliative care clinics that may exist in nearby communities. Specifically this program is designed for patients with end-stage diagnoses but do not qualify for hospice care because they have longer than 6 months to live. Fully developed, this program will provide comfort care to patients with end-stage disease until they qualify for hospice care. To measure the effectiveness of this program, patients will be assessed for pain upon admission and a specific plan of care will be developed to assist in managing pain. In addition, the ability of how well each patient can accomplish their daily living activities (ADLs) will be measured. It is assumed that helping patients better manage their pain and other symptoms will help them improve their ADLs, improving quality of life.

Five-year Expected Outcomes: The 5-year expected outcome is increased utilization of palliative care by patients in the targeted service area. The provider expects to improve quality of life outcomes and promote the utilization of the program within the community.

Starting Point/Baseline: The base line for this project is the development of an operational plan to deliver palliative to patients in their homes. Components of the plan include: 1) a process to determine or assess patient eligibility, which initially could focus on those patients who are not eligible for hospice but need comfort care; 2) the development of a referral network including physicians, hospitals, nursing homes, assisted living facilities and home health agencies that can provide access to potential patients; and 3) the development of treatment protocols to address a variety of diagnoses. It is anticipated that the first year of the project will serve as the baseline for the project.

Rationale: This project option was chosen because currently palliative care for end-stage, non- terminal patients is delivered primarily in hospitals or palliative care clinics. This project seeks to provide another much need option, palliative care in the homes of patients. While end-of-life care was once associated almost exclusively with terminal cancer, today people receive end of life care for a number of diagnoses, such as end-state congestive heart failure, COPD, and dementia. The purpose of such care is to provide support for patients, helping them manage pain and other symptoms. Equally important is helping such patients achieve the best quality of life possible by assisting with the burden of decision-making, addressing spiritual needs, providing support for primary caregivers and other family members, and helping patients achieve goals that enrich the life experience that is too often diminished by the burden of chronic illness. Without such support, patients often experience anxiety which compels them to seek treatment in hospital emergency rooms. Treatment for chronic, end-stage illness in the emergency room often leads to unnecessary medical treatment that negatively complicates the lives patients and families and increases their burdens.

Some experts have suggested that palliative and hospice care could be more widely embraced not only by terminally ill patients, but also but those who suffer from chronic illness that is not yet terminal, but clearly life limiting and with no expectation that the patients can be cured. Many patients fail to receive palliative or hospice care because of overly rigid quality standards and poorly aligned reimbursement incentives that discourage appropriate end-of-life care and foster incentives to provided inappropriate restorative care and technologically intensive treatments. This project is a new, innovative initiative to make palliative and hospice care more widely available and to assist hospitals, nursing homes, and home health agencies provide better access to palliative care for their patients.

Core project components include a) the development of a business case for palliative care and conduct planning activities necessary as a precursor to implementing a home palliative care program, b) transitioning palliative care patients from acute hospital care into home care, hospice or skilled nursing facility, c) implementing a patient/family survey regarding quality of care, pain and symptom management, and degree of patient/family centeredness in care and improve scores over time, and d) conducting quality improvement for the project.

Currently end-stage patients who are not appropriate for hospice care have no way of receiving palliative care in their homes. In addition, reimbursement for palliative care is not provided by Medicare, Medicaid or most private insurance providers. The core project components provide an innovative way to correct both these realities. Project dollars will help pay for much needed end-stage palliative treatment in the home that is totally absent in today’s healthcare system.

Unique Community Need Identification Number this Project addresses:
· CN.1.10 Limited access to chronic disease management programs and services

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

This project represents a new initiative as no program to provide these types of palliative care services exists in our region. Additionally, there is a significantly recognized need throughout the state for programs such as this one.

Related Category 3 Outcome Measure(s):
OD-10 Quality of Life/Functional Status

IT-10.1.d McGill Quality of Life (MQOL) Index

Numerator: Sum of “MQOL Total Score” from all MQOL questionnaires completed during the measurement period.

Denominator: The total number of MQOL questionnaires completed during the measurement period. 
The associated Category 2 project is specifically designed for those patients who have end-stage conditions that have reached the maximum treatment potential but do not qualify for traditional hospice care. The nature of their condition is terminal but without the often estimable window of life that comes with more “traditional” palliative care conditions. These patients may have trouble getting the assistance they need to carry out daily functions and maintain a reasonable quality of life while living with their condition(s). From all of the allowable tools, the McGill QOL tool most effectively measures quality of life indicators for the patient population served in this project.  Palliative care patients will have life-limiting illnesses and therefore will not necessarily see improvement in their physical or health-related living activities or capabilities.  The McGill tool adapts well to the palliative care patient and better measures the patient's well-being and challenges faced at end of life.

Relationship to other Projects, other Providers’ Projects and Plan for Learning Collaborative: Texas A&M Physicians are implementing other projects all with the focus of improving access and coordination of care to underserved, uninsured, underinsured and indigent patients throughout RHP 17, including a rural fellowship (198523601.1.2), expanding access in the local free community clinic (198523601.1.1), evidence-based wellness programs (1985236.2.2) and creation of a multi-collaborative post-discharge care coordination program (1985236.2.3). The palliative care project proposed here can benefit from referrals through these other programs, as well as help support these other programs by providing a unique and often-overlooked service to the patients being served and needing improved specialty care. The same is true of other RHP 17 programs related to improved access to patients with chronic disease management (Pending.2.1 and 189791001.2.1), who may have end-stage conditions, as this program takes root/expands and can serve those patients or serve as a model for other hospice agencies within the region.

Texas A&M Physicians will participate in an RHP 17 learning collaborative that meets semi- annually  to  discuss  local  disparities  in  care  and  the  ways they  have successfully  gathered relevant data and ultimately better served the populations in their projects.  These semi-annual meetings will consist of two sessions:  first, all the providers will meet together with the anchor entity  to  discuss  any  regional  issues,  challenges,  or  accomplishments  in  the  previous  six months; then, the providers will split into break-out sessions based on their specific project areas or targeted outcomes to share what they are doing, what they are learning, and how they can improve.  The results of each learning collaborative meeting will be compiled and disseminated electronically to the entire RHP within 30 days after the meeting and will be archived on the RHP website, hosted by the anchor (www.tamhsc.edu/1115- waiver/rhp17.html).
Project Valuation: The project valuation was determined by considering several factors including cost to implement the program, benefits to the community in providing improve health care to residents and the potential costs saving/avoidance that could be associated with that. Factors that can be considered in the potential value this project holds include the need for  a  0.5  FTE  palliative care  team that  will  include  a  physician,  nurse,  social  worker, and chaplain. (Total team cost for 1.0 FTE = $340,000.)  The true monetary value of the team lies in cost savings or avoidance from the prevention of costly end-of-life hospitalization.  Researchers at Duke University found that palliative care at the end-of-life reduced Medicare costs by an average of $2300 per patient. With a goal of serving 250 patients, this project would result in an estimated direct cost savings of $575,000 per year.  Further tangible value will be documented via QOL surveys measuring enhanced quality of life for patients and family members. Continuation of this program thereby represents the ability to assign a very large value to the project; however, the availability of local funds to support the program were also considered and used to appropriately balance out the overall valuation and scale the program accordingly.

Project Summary Information

Category 2 – Project 13
Unique Project ID: 081844501.2.1 

Project Option: 2.15.1
Pass: Pass 2

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

Intervention: Develop/implement a program for integrated primary care & behavioral health care services, with included mobile clinic component, to improve care/access to needed primary health care for individuals receiving behavioral treatment services from Tri-County Services in Montgomery and Walker Counties. 

Need for the Project: There is a strong correlation between individuals who have chronic mental illness and serious medical conditions. Many of these individuals with chronic mental illness do not seek appropriate medical care for their serious medical conditions and are often hindered in their ability to sustain their mental health because of physical health disorders. Barriers that prevent individuals with chronic mental illness from seeking treatment include the inability to find a PCP, inability to find appropriate transportation to appointments, and inability to afford to see a doctor if uninsured. The CDC (2010) estimated that 40% of the entire U.S. population has one or more chronic medical conditions and almost 1 in 4 adults (46 million) have a disability.  Disabled persons are about twice as likely as those with no disability to skip or delay medical care, and delayed treatment of medical care leads to poor outcomes. The HHS Work Group on Multiple Chronic Conditions (2009) reported that 25% of Medicare beneficiaries, who currently have five or more chronic conditions, see 14 different physicians on average each year, make 37 office visits, and have 50 prescriptions filled.  “Persons with at least $5,000 in annual Medicaid expenditures represent 15% of the Medicaid beneficiary population, but account for 75% of the expenditures.  Among the top 1% of the most expensive Medicaid beneficiaries, approximately 83% have three or more chronic conditions and more than 60% have five or more chronic conditions.” 
Target Population: Persons with psychiatric disorders who also have co-morbid medical conditions. Most persons served by this program will be individuals who are currently in services at Tri-County, but do not receive adequate medical care. Based on our experience as a provider, it is likely that 80% or more will be indigent or Medicaid recipients. However, changes associated with the Patient Protection and Affordable Care Act may result in persons being served with newly acquired health insurance or Medicaid. 

Category 1 or 2 expected Patient Benefits: By integrating primary care with Tri-County’s behavioral services, 1,250 appointments per year will be available for individuals with behavioral health issues to outpatient physical health care and appropriate associated referrals by the end of DY5.  Our goal is to provide primary care services to 25 persons in DY3, 175 in DY4 and 225 in DY5 for a cumulative total of 425 individuals. 

Category 3 Outcome(s): 

The following Category 3 measure has been approved in 2014 to describe improvements to the patient population: IT-1.7 (Controlling High Blood Pressure). 

· IT-1.7  (Controlling High Blood Pressure): This survey will track the percentage of patients 18 to 85 years of age, receiving primary care services in the integrated program, who had a diagnosis of hypertension (HTN) and whose blood pressure (BP) was adequately controlled (<140/90) during the measurement year.
Target setting for this measurement is QISMC (Quality Improvement System for Managed Care) with established national benchmarks. Our goal in DY4 and DY 5 is to achieve 10% and 20% respectively over baseline per prescribed calculation method set by HHSC.

Project Narrative
Title: Integrated Primary and Behavioral Health Care Services with included Mobile Clinic Component

RHP Project ID Number:  081844501.2.1 (Pass 2)

Project Option: 2.15.1
RHP Performing Provider/TPI:  Tri-County Services/081844501

Project Description: Tri-County Services proposes to integrate primary care with the behavioral health care services in order to improve care and access to needed health services for the individuals we serve in Montgomery and Walker Counties.  

Tri-County will co-locate primary care clinics in its existing buildings to facilitate coordination of healthcare visits and communication of information among healthcare providers.  In addition, a mobile clinic will be purchased and equipped to provide physical and behavioral health services for our individuals in locations other than existing Tri-County clinics.  The mobile clinic could also be used to provide physical and behavioral health services during disasters such as hurricanes, wild fires and floods.  Individuals will receive proactive, ongoing care that keeps them healthy and empowers them to self-manage their conditions in order to avoid their health worsening and needing ED or inpatient care.  

By integrating primary care with Tri-County’s behavioral services, 1,250 appointments per year will be available for individuals with behavioral health issues to outpatient physical health care and appropriate associated referrals by the end of demonstration year 5.  Addressing the physical health needs of individuals will result in improved quality of life for these individuals as well as reducing emergency room visits and hospitalizations for more severe illnesses and diseases that occur when physical health is neglected.

There is a strong correlation between individuals who have chronic mental illness and serious medical conditions.  Many of these individuals with chronic mental illness do not seek appropriate medical care for their serious medical conditions and these individuals are often hindered in their ability to sustain their mental health because of physical health disorders.  There are a series of barriers that prevent individuals with chronic mental illness from seeking treatment including the inability to find a primary care physician, the inability to find appropriate transportation to doctor appointments and inability to afford to see a doctor if they do not have health insurance.  This project design attempts to provide answers for these individuals, so that their overall quality of life and functional status can be improved and so more expensive treatments can be avoided. 

Project Goal: The goal of this project is to provide medical care to persons who are receiving behavioral health care services at Tri-County who are otherwise unable to receive these services in Montgomery or Walker Counties. 

This project meets the following Regional Goals:

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

Challenges: Although Tri-County currently provides basic care such as labs and screenings for drugs, pregnancy, glucose and lipid profiles, we have not expanded other physical health care services due to funding limitations.  Hiring or contracting for primary care providers have been challenging for other organizations and will likely be challenging for Tri-County as well.  Tri-County will utilize our current physicians to help us recruit a primary care practitioner and will use a recruiting service if necessary.

5-year Expect Outcome for Providers and Patients: Tri-County will make medical services available to individuals with severe and persistent mental illness by the end of DY 5 as evidenced by the number of appointments available, number of persons seen and number of unique persons served by the program.  This program will meet a critical need for individuals who are generally not served by medical providers but who have a high incidence of co-morbid medical conditions.  By the end of demonstration year 5, 1,250 integrated healthcare visits will be available for individuals who are receiving behavioral healthcare services. In order to achieve this, our goal is to provide primary care services to 25 persons in DY3, 175 in DY4 and 225 in DY5 for a cumulative total of 425 individuals. 

Starting Point/Baseline: Tri-County currently provides behavioral health services for primarily indigent or Medicaid-eligible individuals who have schizophrenia, bipolar disorder, and major depression diagnoses.   We have space in our existing facilities to co-locate primary care providers.   A need has been identified to provide primary care for our individuals in the same location that they receive behavioral health services.  Scheduling, billing, and electronic health records systems are already in place for our individuals and could be adapted for integration with primary care services. Tri-County is not providing medical care to any of the individuals which receive psychiatric services from us currently. 

Rationale: The CDC (2010) estimated that forty percent of the entire United States population has one or more chronic medical conditions and almost one in four adults (46 million) have a disability.  Disabled persons are about twice as likely as those with no disability to skip or delay medical care, and delayed treatment of medical care leads to poor outcomes.  The HHS Work Group on Multiple Chronic Conditions (2009) reported that twenty-five percent of Medicare beneficiaries, who currently have five or more chronic conditions, see 14 different physicians on average each year, make 37 office visits, and have 50 prescriptions filled.  “Persons with at least $5,000 in annual Medicaid expenditures represent 15% of the Medicaid beneficiary population, but account for 75% of the expenditures.  Among the top one percent of the most expensive Medicaid beneficiaries, approximately 83% have three or more chronic conditions and more than 60% have five or more chronic conditions” (HHS Work Group on MCC, 2009).

According to the California Institute for Mental Health (2010), “individuals with serious mental illness have a 53% greater chance of being hospitalized for diabetes that could have been managed in an outpatient setting.  Adding attention to the healthcare needs of persons served in mental health settings resulted in significantly improved access to routine preventative services.”

According to Ed Jones, Senior Vice President of the insurance company, Value Options, “people are not getting anywhere in terms of management and stabilization of chronic medical conditions until they get their mental health and substance abuse issues under control” (Albright, 2010).  In addition, it is common for persons with intellectual and developmental disabilities to have other medical conditions.  “For example, infants and children with Down syndrome, the most common cause of mild to moderate intellectual disability, are more likely to have health conditions like hearing loss, heart malformations, hypertension, digestive problems, vision disorders, leukemia, heart disease, sleep apnea, seizure disorders, and mental health problems” (HHS Work Group on MCC, 2009).  

Community Centers, like Tri-County, have been very effective in working with persons who have chronic disabilities.  Even though Community Centers do not typically provide medical services, many of the individuals they serve would likely identify their psychiatrist as their primary care provider.   Community Centers are uniquely positioned to reduce the burdens of multiple chronic conditions on health. Behavioral health individuals have a high incidence of high blood pressure, cholesterol, obesity, diabetes, and other severe illnesses that shorten their life spans by 25 years compared to the general public.  They are frequently high utilizers of hospital emergency departments because they do not have access to regular physical health care.

Tri-County has determined further that many of our Individuals with behavioral health conditions do not have access to physical health care because they are uninsured, lack funds to pay for these services and/or have difficulty finding transportation to their appointments.  Health clinics that serve indigent populations frequently do not have capacity to accept more patients and charge a fee higher than many individuals are able or willing to pay.  Some of our individuals with behavioral health conditions  have difficulty arranging transportation for multiple healthcare visits because there is virtually no public transportation in Montgomery or Walker counties, and the Medicaid transportation services available to qualified individuals is often difficult to utilize.    Co-locating primary care providers in our behavioral health facilities and coordinating healthcare appointments will increase the likelihood that our individuals will receive the physical health care they need.  In addition, mobile services make it possible to provide this integrated care in the community at locations which are far easier to access by those we serve. 

The target population for this project is persons with psychiatric disorders who also have co-morbid medical conditions.  Most of the persons served by this program will be individuals who are currently in services at Tri-County, but who do not receive adequate medical care.   Based on our experience as a provider, it is likely that 80% or more of these individuals will be indigent or Medicaid recipients.  However, the changes associated with the Patient Protection and Affordable Care Act may result in persons being served with newly acquired health insurance or Medicaid.  Regardless of changes in health insurance coverage however, individuals served will probably not have many options for medical care in Montgomery and Walker Counties without this program due to the shortage of providers in these counties.

Project Components:

This project will focus on providing improved access to the needed care for those with multiple health needs with on-site collaborative primary and behavioral health services (2.15.1) by:

a) Identifying a site for integrated care projects, which would have the potential to benefit a significant number of patients within Tri-County Services. 

b) Developing provider agreements whereby co‐scheduling and information sharing between physical health and behavioral health providers could be facilitated.

c) Establishing protocols and processes for communication, data‐sharing, and referral between behavioral and physical health providers within Tri-County Services.

d) Recruiting the necessary primary care providers to provide services in the specified locations.

e) Training Center physical and behavioral health providers in protocols, effective communication and team approach. Build a shared culture of treatment to include specific protocols and methods of information sharing that include:

· Consultative meetings between physical health and behavioral health practitioners as determined by them;

· Case conferences on an individualized as‐needed basis to discuss individuals served by both types of practitioners; and/or

· Shared treatment plans co‐developed by both physical health and behavioral health practitioners.

f) Acquiring data reporting, communication and collection tools (equipment) to be used in the integrated setting, which may include an electronic health record.

g) Explore the need for and develop any necessary legal agreements that may be needed in a collaborative practice.

h) Arrange for utilities and building services for these settings.

i) Develop and implement data collection and reporting mechanisms and standards to track the utilization of integrated services as well as the health care outcomes of individual treated in a collaborative service setting model.

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

For demonstration year 2, the process milestone is to conduct a needs assessment to identify interventions and best practices which will be utilized while integrating Primary and Behavioral Health Care Services. 

For demonstration year 3, the process milestones are to analyze and establish a mechanism for sharing electronic records between our psychiatric providers and our medical providers (first 6 months) and to hire or contract with appropriate medical providers to provide services in the integrated care environments (by demonstration yearend). Prior to DY 3, the baseline number served by the program is zero.
In demonstration years 4-5, we will have process milestone to evaluate and continuously improve our integration activities biannually, and the improvement milestones will be the number of primary care appointments available.  By the end of demonstration year 5, 1,250 integrated healthcare visits will be available for individuals who are receiving behavioral healthcare services. 

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

Unique community need identification numbers the project addresses: CN.3.8 – Lack of coordinated behavioral and physical health care for medically indigent behavioral health patients with co-morbidities in Montgomery and Walker Counties.

Related Category 3 Outcome Measure:  The following Category 3 measure has been approved in 2014 to describe improvements to the patient population: IT-1.7 (Controlling High Blood Pressure). 

· IT-1.7  (Controlling High Blood Pressure): This survey will track the percentage of patients 18 to 85 years of age, receiving primary care services in the integrated program, who had a diagnosis of hypertension (HTN) and whose blood pressure (BP) was adequately controlled (<140/90) during the measurement year. 
· The denominator represents patients 18 to 85 years of age by the end of the measurement year who had at least one outpatient encounter with a diagnosis of hypertension (HTN) during the first six months of the measurement year. 
· The numerator refers to the number of patients in the denominator whose most recent BP is adequately controlled during the measurement year. For a patient’s BP to be controlled, both the systolic and diastolic BP must be <140/90 (adequate control). 
Target setting for this measurement is QISMC (Quality Improvement System for Managed Care) with established national benchmarks. Our goal in DY4 and DY 5 is to achieve 10% and 20% respectively over baseline per prescribed calculation method set by HHSC.
Reasons/rationale for selecting the outcome measure:  Increased morbidity and mortality associated with Serious Mental Illness (SMI) result in high rates of premature death.  This trend has accelerated in recent decades.  People with serious mental illnesses often experience high blood pressure and elevated levels of stress hormones and adrenaline which increase the heart rate. Antipsychotic medication has also been linked with the development of an abnormal heart rhythm. People with serious mental illnesses also experience higher rates of many other risk factors for heart disease, such as poor nutrition, lack of access to preventive health screenings, and obesity. Many of these individuals with SMI do not seek appropriate medical care for their serious medical conditions and are often hindered in their ability to sustain their mental health because of physical health disorders. Tracking persons diagnosed with HTN through our primary health care program helps to ensure clients with SMI are receiving preventive health care and assistance in managing co-existing chronic physical conditions.
Relationship to Others Projects and Measures: This project relates to Tri-County’s project to provide specialty behavioral health care #081844501.1.3 because individuals served in this expanded treatment program could potentially receive primary care through this project as well. In addition, the Intensive Evaluation and Diversion program, # 081844501.1.1, and Intellectual and Developmental Disability Assertive Community Treatment program, #081844501.1.2, will both likely generate referrals for this program after crises are resolved by the respective intervention. 

Relationship to Others Performing Providers' Projects and Measures: RHP 17 has one other planned integrated primary and behavioral health care services project, (#136366507.2.3), which is being proposed by the Mental Health Mental Retardation Authority of the Brazos Valley (MHMRABV).  This project will be implemented at MHMRABV’s Brazos County location and will focus specifically on their client’s management of high blood pressure.

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

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