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Instructions
Supporting Documents: RHPs shall refer to Attachment I (RHP Planning Protocol, including
updated Category 1 and 2 RHP Planning Protocol for 3-year projects), and Attachment J (RHP
Program Funding and Mechanics Protocol), as guides to complete the sections that follow. This
plan must comport with the two protocols and fulfill the requirements of the checklist.
Timeline:
HHSC Receipt Deadline
5:00 pm Central Time,
December 20, 2013

What to submit
New 3-year projects and workbooks

How to submit
Mail to address below

All submissions will be date and time stamped when received. It is the RHP’s responsibiility to
appropriately mark and deliver the proposed new 3-year projects to HHSC by the specified date
and time.
Submission Requirements: New project narratives in Microsoft Word format, milestone and
metric table (Excel file) for each project, new provider information in Microsoft Word format
and certifications as a PDF file must be submitted to be considered for new 3-year projects.
Providers shall submit individual files for each project to their Anchor to compile into one
submission packet.
You must adhere to the page limits specified in each section using a minimum 12 point font for
narrative or the RHP Plan will be immediately returned.
Mailed Submissions: All files should be submitted electronically on one CD or one USB drive
along with one hard copy of each project (do not include hardbound copies of the workbook).
Please mail RHP Plan packets to:
Sandra Frazier, MC - H425
Texas Health and Human Services Commission
Healthcare Transformation Waiver Operations
4900 N. Lamar Blvd.Austin, Texas 78751
Communication: HHSC will contact the RHP Lead Contact with any questions or concerns. IGT
Entities and Performing Providers will also be contacted in reference to their specific Delivery
System Reform Incentive Payment (DSRIP) projects.
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Section I. RHP Organization
This section to be filled out by new participating entities only (i.e. entities not already included in the table submitted with the
original RHP Plan submission in December 2012). This may include entities that have joined the RHP since the December 2012
submission and now, such as a new Intergovernmental (IGT) Entity that agreed to fund a project in August 2013. Please list the
participants in your RHP by type of participant: IGT Entity or Performing Provider including the name of the organization, lead
representative, and the contact information for the lead representative (address, email, phone number). The lead representative is
HHSC’s single point of contact regarding the entity’s participation in the plan. Please provide accurate information, particularly TPI,
TIN, and ownership type, otherwise there may be delays in your payments. Add additional rows as needed.
RHP Participant Type

Texas
Provider
Identifier
(TPI)

Texas
Identification
Number (TIN)

Ownership
Type (state
owned, nonstate public,
private)

Organization
Name

Lead
Representative

Lead Representative
Contact Information
(address, email, phone
number)

IGT Entities

Hospital District

Local Mental Health
Authority

136143806

111411803

17515845596000

Non-State
Public

752486120

Non-State
public

Midland
County
Hospital
District dba
Midland
Memorial
Hospital
ACCESS MHMR

400 Rosalind Redfern
Grover Parkway
Russell Meyers,
Midland, Texas 79701
CEO
Russell.Meyers@midlandmemorial.com
432-221-1584
Ted Debbs

913 N Jackson
Jacksonville, Texas 75766
Tdebbs@accessmhmr.org
903-586-5507
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RHP Participant Type

Texas
Provider
Identifier
(TPI)

Texas
Identification
Number (TIN)

Ownership
Type (state
owned, nonstate public,
private)

Organization
Name

Lead
Representative

Lead Representative
Contact Information
(address, email, phone
number)

Performing Providers

Local Mental Health
Authority
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111411803

752486120

Non-State
public

ACCESS MHMR

Ted Debbs

913 N Jackson
Jacksonville, Texas 75766
Tdebbs@accessmhmr.org
903-586-5507
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Section II. Stakeholder Engagement
A. RHP Participants Engagement
In accordance with guidance from the Centers for Medicare and Medicaid Services (CMS) and
the Health and Human Services Commission (HHSC), the University of Texas Health Science
Center at Tyler, as Anchor for RHP 1, issued a call for projects for all regional providers to
submit new three-year projects that address priority community needs. In the March 2013
submission of the regional health plan, six priority community needs were identified:
Identification
Number

Brief Description of Community Needs Addressed
through RHP Plan

CN.1

Insufficient access to primary and specialty health care
services.

CN.2

Insufficient access to mental and behavioral health
services.

CN.3

High rates of chronic disease, including diabetes, heart
disease, asthma, obesity, and cancer.

CN.4

High costs due to potentially preventable hospitalizations.

CN.5

Inappropriate emergency department utilization.

CN.6

Efficiency in and effectiveness of health care delivery.

Data Source for Identified Need
2012 County Health Rankings;
Health Resources & Services
Administration (US Dept. of Health
& Human Services).
Health Resources & Services
Administration (US Department of
Health & Human Services); Texas
Department of State Health
Services; Provider data.
Texas Department of State Health
Services; 2012 Cancer Registry
Texas Department of State Health
Services.
National Institute for Health Care
Reform
Centers for Medicare and
Medicaid Services

This call for projects was open to all allowable DSRIP providers, including hospitals (public and
private), physician groups (public and private), community mental health centers, and local
health departments, regardless of whether the provider or intergovernmental transfer (IGT)
entity are new or existing participants in the regional health plan. In response to the call for
projects, eight projects were submitted, including three projects from a new provider to the
regional healthcare partnership.
Process for Evaluating and Selecting Projects
As with Passes 1, 2, 3, and 3B, the Northeast Texas Regional Healthcare Partnership utilized a
project scoring template to determine placement on the region’s prioritized list of projects.
Modified from a National Institutes of Health grant scoring tool, the scoring template assessed
the strength of a project across five domains, shown in the table below:
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Domain
Alignment with Community Needs
Transformational Impact
Integration with Other Projects/Partners
Likelihood of Success
Sustainability
Total

Weight
30%
25%
20%
12.5%
12.5%
100%

Projects were scored on a scale of 1-9 using the guidelines in the table below:
Impact
High

Medium

Low

Score
9
8
7
6
5
4
3
2
1

Descriptor
Exceptional
Outstanding
Excellent
Very Good
Good
Satisfactory
Fair
Marginal
Poor

Additional Guidance on Strengths/Weaknesses
Exceptionally strong with essentially no weaknesses
Extremely strong with negligible weaknesses.
Very strong with only minor weaknesses.
Strong but with numerous minor weaknesses.
Strong but with at least one moderate weakness.
Some strengths but also some moderate weaknesses.
Some strengths but with at least one major weakness.
A few strengths and a few major weaknesses.
Very few strengths and numerous major weaknesses.

For the purposes of this scoring template, the region used the following definitions from the
Guidelines for Reviewers Including Scoring Descriptors from the Office of Extramural Research at
the National Institutes of Health:
-

Minor Weakness: Easily addressable weakness that does not substantially lessen
impact.
Moderate Weakness: Lessens impact
Major Weakness: Severely limits impact.

Two external project reviewers with no financial or other conflicts of interest with any provider
in Northeast Texas were asked to review all new three-year projects submitted and score them
using the scoring tool and guidelines described above. The reviewers were masters-degreed
registered nurses who are retired from the Texas Department of State Health Services as
directors of public health nursing with a combined 57 years of experience in public health in
Northeast Texas. Both have experience reviewing and scoring grants and RFPs for state and
federally funded programs and assisted the RHP 1 Anchor in scoring projects in previous passes.
Each reviewer scored each project independently and submitted those scores to the Anchor.
Reviewers participated in a post-scoring conference call to discuss the scores. The Anchor then
compiled the scores into a single composite score for each project and ranked projects based
on their scores. The table below shows the region’s prioritized list of projects with a written
justification for placement on the list:
RHP Plan for RHP 1

5

Prioritized
Rank
1
2
3
4

5

Provider Name

Project Option

Justification for Prioritized Rank

Andrews Center
Access MHMR
UTHSCT (University Physician
Associates)
Access MHMR

2.13.1
1.12.2

Project Score: 6.8125
Project Score: 6.25

2.7.1

Project Score: 6.175

1.9.1

Project Score: 5.7625

1.9.2

Project Score: 4.9875 (This project was
originally ranked as #6 on the Region’s
priority list, but has been re-ordered to
comply with HHSC rules on alternating IGT
entities.)

Red River Regional Hospital

6

Access MHMR

2.18.1

7
8

Mother Frances Hospital
Red River Regional Hospital

2.10.1
1.7.1

Project Score: 5.075 (This project was
originally ranked as #5 on the Region’s
priority list, but has been re-ordered to
comply with HHSC rules on alternating IGT
entities.)
Project Score: 4.025
Project Score: 3.0

All projects submitted to the Anchor are included on the prioritized list; no other projects were
submitted or considered by the regional healthcare partnership.
Stakeholder Technical Assistance
The Anchor assisted providers in completing their new three-year project submissions through
one-on-one telephone calls, in-person meetings, and written guidance.

B. Public Engagement
The Anchor provided three opportunities for the public and stakeholders to provide comments
and feedback on proposed new three-year projects:
Date
September 20, 2013
October 24 – 30, 2013
October 30, 2013

Meeting Type
Public Hearing
Public Comment Period
Public Teleconference/Webinar

Location
Tyler
-

The September 20, 2013 public hearing was held on the centrally located campus of the
University of Texas Health Science Center at Tyler. During the hearing, the details of each
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project were discussed, including a summary of the intervention planned by each project, the
related Category 3 outcomes proposed for the project, and the project’s total proposed
valuation. The performing providers for each project were available to answer questions
related to their projects from the public or other stakeholders, and the Anchor accepted public
comment during the public hearing.
As with previous submissions, the Anchor distributed the full text of each project (including
milestones and metrics tables and Category 3 narratives and tables) to public and regional
databases and encouraged the wide distribution of projects to other public and consumer
outreach groups. The prioritized list of projects was distributed in the same way. Interested
parties could provide comment in three ways: (1) completing a public comment form and
submitting it via email to the Anchor during the public comment period or (2) provide
comments (written or verbal) at a public hearing or teleconference/webinar or (3) provide
comments (written or verbal) through direct communication with the Anchor. The Anchor
provided a written response to all public comment received. A summary of all public comment
received and responses is attached in the addendum.
During the October 30, 2013 public teleconference/webinar, the Anchor provided justification
for the placement of teach project on the region’s prioritized list of projects, and accepted
additional public comment during the teleconference.

RHP Plan for RHP 1
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Section III. DSRIP Projects
Category 1: Infrastructure Development and Category 2: Program Innovation
and Redesign
Infrastructure development projects (Category 1) lay the foundation for delivery system
transformation through investments in technology, tools, and human resources. Program
Innovation and Redesign projects (Category 2) emphasize the piloting, testing, and
replicating of innovative care models. Performing Providers participating in Category 1 and
2 projects may include hospitals, community mental health centers (CMHCs), local health
departments, physician practices affiliated with academic science health centers, and
physician practices not affiliated with academic health science centers, as defined in Section
II of Attachment J (Program Funding and Mechanics Protocol).
Anchor Comment: The table below shows the regional priority of the
projects included in this submission.
Prioritized
Rank
1
2
3
4

5

Provider Name

Project Option

Justification for Prioritized Rank

Andrews Center
Access MHMR
UTHSCT (University Physician
Associates)
Access MHMR

2.13.1
1.12.2

Project Score: 6.8125
Project Score: 6.25

2.7.1

Project Score: 6.175

1.9.1

Project Score: 5.7625

1.9.2

Project Score: 4.9875 (This project was
originally ranked as #6 on the Region’s
priority list, but has been re-ordered to
comply with HHSC rules on alternating IGT
entities.)

Red River Regional Hospital

6

Access MHMR

2.18.1

7
8

Mother Frances Hospital
Red River Regional Hospital

2.10.1
1.7.1

RHP Plan for RHP 1

Project Score: 5.075 (This project was
originally ranked as #5 on the Region’s
priority list, but has been re-ordered to
comply with HHSC rules on alternating IGT
entities.)
Project Score: 4.025
Project Score: 3.0
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Project Option 2.10.1 - Implement a Palliative Care Program to Address Patients with End-ofLife Decisions and Care Needs
Unique Project Identifier Number: 094108002.2.100
Performing Provider/TPI: Mother Frances Hospital/ 094108002
Regional Priority: 7 of 8
Project Abstract
Trinity Mother Frances Hospitals and Clinics serve more than 1.2 million people in a 27-county
area. Trinity Clinic is the area’s preferred multispecialty medical group, with over 350
physicians and mid-level providers representing 39 specialties in 36 clinic locations. Mother
Frances Hospital is a 474 bed acute care facility providing highly specialized services including
Level III neonatal ICU, neurosciences, critical care, and emergency care and trauma. This
includes Region 1’s only dedicated heart hospital. Both our MFH-Jacksonville and Winnsboro
are critical care access hospitals with 25 beds each. MFH has a long term hospital with 51 beds
and a rehabilitation facility with 74. This bed capacity for acute care and specialty care is close
to 675. With almost 100,000 inpatient and outpatient encounters, Medicaid and self pay
represents nearly 20% of the hospitals’ total volume and the costs to treat those patients was
over $65 million.
MFH-Tyler is the primary referral site for Palestine Regional Medical Center (Palestine), Titus
Regional Medical Center (Mount Pleasant), and Hopkins Medical Center (Sulphur Springs).
Significant referrals are received from Paris and Kilgore. Tyler Family Circle of Care is three
clinics that until October 1, 2012, were provider based clinics of TMF-Tyler. These clinics see
50,000 patient’s visits a year and 88% are Medicaid and 67% of the births of MFH are from the
OB clinic. All clinics are financially supported by Trinity Mother Frances. Trinity Clinic has 11%
Medicaid and self pay.
Intervention(s): The goal of this project would be to provide a formal business plan for
expansion of the palliative care program that would formalize the collaborative team approach
for patient consult, education on the palliative care program to hospitalists and primary care
providers, including pediatricians, and internal medicine providers. Additionally, training would
be provided for the nurses, mid-levels and other key staff in both the hospital and outpatient
clinic setting. The project would also provide expansion of services to include the outpatient
setting to focus on reaching the patients at an earlier time in the diagnosis. A survey for the
patient /family regarding the quality of care, pain and symptom management, and degree of
patient/family centeredness in care and improving scores over time has just begun in the
hospital but will include the outpatient setting with a new baseline for the combined patient
and family contact. There will also include a review of determining the percentage of patients
referred for palliative care based on the number who might quality over the full number with
chronic disease.
Need for the Project: This project is both a significant enhancement and a new initiative. By
focusing on the needs those patients facing end-of life decisions in Smith County and the region
RHP Plan for RHP 1
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who are either currently receiving services are will be part of the expansion project, improved
care and a better understanding of the issues and options facing the patient/family will be
delivered. And by adding a focus for education and expansion using an advance nurse
practitioner to expand current palliative care services in an acute care setting will mean the
patient/families should have improved access for those follow up encounters after the
palliative care consult thus improving pain outcomes and family education.
Clearly a concern by all segments of health care is the cost for end-of-life care in nonappropriate settings and without educational information and counseling. Additionally, unless
you survey the patient/family there is no way to ensure the information is being delivered and
received in an effective and appropriate manner.
Target Population: We anticipate education of at least 20 providers and 70 staff and expanding
services to include over new consults resulting in both the inpatient and outpatient areas.
Consults will be available to all appropriate patients with an expectation that 11% of the patient
population will be Medicaid and/or uninsured.
All consults, the current level and the new consult goals, will be included in the survey not just
the expansion to ensure relative impact on the program development.
Category 2 Expected Patient Benefits: More patients will receive initial consults and follow-up
encounters but the availability of the palliative care team and their training will be expanded,
documented, and evaluated through the survey process. Thus, even those who are not a part
of the expansion will be impacted through the survey and analysis process to improve outcome
measures. The providers and staff will be more compassionate and aware of the opportunity to
engage in the discussion and referral for palliative care discussions after the training.
Category 3 Outcomes: The outcome measures are three non-standalone measures from
Outcome Domain: OD-13 Palliative Care. Improvement targets include: IT 13.1 pain level
screening documentation and evidence clinical assessment within 24 hours; IT 13. 2 as a result
of continuing education for health professionals and deployment of palliative care teams, there
will be an increase in documentation in patient’s chart indicating the life-sustaining treatment
preferences; and IT 13.5 there will be an increase in the percent of palliative care patients
whose charts reflect that their spiritual/religious concerns have been acknowledged and
addressed or that the patient chose not to discuss these issues.
Project Collaboration: Mother Frances Hospital – Tyler collaborated with Mother Frances
Hospital – Jacksonville, Mother Frances Hospital – Winnsboro, East Texas Medical Center,
UTHealth: Northeast, and Good Shepherd Medical Center and any other providers interested in
palliative care programs. By working as a collaborative team the impact on patient care and
outcomes is larger and possible for not only the primary service area but also our rural region
thus expanding the impact to the RHP#1.
Clearly, all parties have positive impacts on these and all projects of Mother Frances Hospital
regardless of who the primary collaborators are with at any time.

RHP Plan for RHP 1
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Project Narrative

Project Description: Mother Frances Hospital has engaged on the journey for providing
palliative care services for a number of years by working in collaboration with HOSPICE of East
Texas. This collaboration included palliative care physicians, hospitalists, and in some instances
spiritual care givers. While reaching close to 700 inpatient consults per year the request for
consults to expand and reach more patients continues but the need to provide education on
the appropriateness and support to provide support for the patient and their family is large.
The goal of this project would be to provide a formal business plan for expansion of the
palliative care program that would formalize the collaborative team approach for patient
consult, education on the palliative care program to hospitalists and primary care providers,
including pediatricians, and internal medicine providers. Additionally, training would be
provided for the nurses, mid-levels and other key staff in both the hospital and outpatient clinic
setting. The project would also provide expansion of services to include the outpatient setting
to focus on reaching the patients at an earlier time in the diagnosis. A survey for the patient
/family regarding the quality of care, pain and symptom management, and degree of
patient/family centeredness in care and improving scores over time has just begun in the
hospital but will include the outpatient setting with a new baseline for the combined patient
and family contact. There will also include a review of determining the percentage of patient
referred for palliative care based on the number who might quality over the full number with
chronic disease.
Trinity Mother Frances Hospitals and Clinics serve more than 1.2 million people in a 27-county
area. Trinity Clinic is the area’s preferred multispecialty medical group, 350 physicians and midlevels representing 39 specialties in 36 clinic locations. MFH is a 474 bed acute care facility
providing highly specialized services including Level III neonatal ICU, neurosciences, critical care,
and emergency care and trauma. This is Region 1’s only heart hospital. MFH-Jacksonville and
Winnsboro are critical care access hospitals with 25 beds. MFH has a long term hospital with 51
beds and a rehabilitation facility with 74. Bed capacity for acute care and specialty care is close
to 675. With almost 100,000 inpatient and outpatient encounters, Medicaid and self pay
represents nearly 20% of the hospitals’ total volume and the costs to treat those patients was
over $65 million.
MFH-Tyler is a primary referral site for Palestine Regional Medical Center, Titus Regional
Medical Center, and Hopkins Medical Center. Significant referrals are received from Paris and
Kilgore. Tyler Family Circle of Care has three clinics that until October 1, 2012, were provider
based clinics of TMF-Tyler. These clinics became free standing to meet the HURSA requirement.
These clinics see 50,000 patient’s visits a year and 88% are Medicaid and 67% of the births of
MFH are from the OB clinic. 90% of all Medicaid and uninsured deliveries in Smith County are
at MFH. All clinics are financially supported by TMF.
During the three year project, a minimum of one (1) full time mid-level provider will be added
at Trinity Clinic to work with Texas Palliative Care so we can expand outpatient services with the
RHP Plan for RHP 1

11

recruitment taking place in year 1 and potentially being able to establish the education program
and possibly seeing some patients. Staff support, space, operational expenses, education
materials and quality services will be needed.
The development of the education program for targeted providers will be new and extensive
depending on the specialty group being addressed.
Why palliative care expansion: The current palliative care program is not as formalized as it
needs to be with the complete multi-disciplinary team and tracking of patient decisions and
outcomes. With the growing senior population in the region and the need to provide a more
holistic approach to all medical decisions during all phases of the life experiences, it is
imperative that any expansion would also include a significant education program for providers
and support staff as well as family members. This project also encompasses the outpatient as
well as the inpatient setting.
Evidence suggests that palliative care for hospitalized patients can achieve improved quality of
life for patients whether discharged alive or expire in the hospital, as well as a significant
reductions in costs. (Morrison, et al 2008). A study that analyzed Medicare beneficiaries costs
of care in the last year of life concluded that the “high costs of dying is just the costs of caring
for severe illness and functional impairment.” (Hogan et al. 2001) It is estimated that the
average costs per day of a patient in ICU is $10,000. Interestingly, cancer care for patients near
the end of life is more aggressive than patients prefer. (Morden, et al 2012)
With rare exceptions, this is an overwhelmingly HPSA designated area for primary care and
medically underserved areas. The target populations for this project will be Medicaid,
Medicare, and indigent. Due to the location of this expansion all payers will use these services,
also. Measurements will include patients in the ICU and other areas of the inpatient settings.
Starting Point/Baseline: Starting Point/Baseline: The starting point/baseline for the palliative
care expansion will be the implementation date of October 1, 2013.
Quantifiable Patient Impact: These measurements will be a part of DY 4 and DY 5. The survey
will move patient engagement from 50th percentile to 60th over the two year period. And
determining how many consults are submitted per number of patients admitted with chronic
conditions or MCC that are candidates for palliative care services will go from 10% to 15%.
Evidence and the rationale points to assessing how effective a consult service in large numbers
of patients and families and how does it improve their health care experience. Not all patients
with a chronic condition are candidates for palliative care. While the goal is to see the numbers
go up, it should not include all patients with any chronic disease.
Rationale: In 2007, the Texas Department of State Health Services conducted an East Texas
community health needs assessment to document the scale of the healthcare issues in the
region. Higher rates of chronic disease prevalence, selective cancer incidence, and
disproportionate share of disease burden among vulnerable population, and more people in
RHP Plan for RHP 1
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poverty than the state as a whole was found. Patients are suffering from lack of access and
certainly lack education and extended compassionate care at the end of life.
Developing a sound business plan and education tools will ensure that all patients are receiving
the same level of care with standardized information tool being used. The outcome measures
should reflect an extensive improvement. The survey tool – and using across all encounters –
will allow providers to make adjustments to care information and process in a timelier manner
and based upon evidence based medicine and patient/family response to the program.
Project Components: We will implement all required core components.
Required core project components
a) Develop a business case for palliative care and conduct planning activities necessary as a
precursor to implementing a palliative care program – will be done and reported as part
of DY3 using P-1.1
b) Transition palliative care patients from acute hospital care into home care, hospice or a
skilled nursing facility – will be done and reported as part of our tracking using the EHR
as part of the P-7 in DY 4 and DY5
c) Implement a patient/family experience survey regarding the quality of care, pain and
symptom management, and degree of patient/family centeredness in care and improve
scores over time. – will be done as a part of 1-12 in DY 4 and DY5
d) Conduct quality improvement for project using methods such as rapid cycle
improvement. Activities may include, but are not limited to, identifying project impacts,
identifying “lessons learned,” opportunities to scale all or part of the project to a
broader patient population, and identifying key challenges associated with expansion of
the project, including special considerations for safety-net populations – will be done
and reported in DY 5 as part of P-11.
The following milestones and metrics reflect the objectives and data to provide verifiable data
of meeting the core components as required. These will in turn be reflected in the Category 3
outcomes by measuring improvement in patient satisfaction:
Milestones: P-1, P-2, P-3, DY 3), P-7, I-12 (DY 4 & 5) and P-11 DY5
Metric: P-1.1, P-2.1, P-3.1, (DY3), P-7.1, I-12.1 (DY4 & 5) and P-11.1
Goals and Relationship to Regional Goals:
Project goals:
• Develop a hospital-specific business case
• Develop an education program for family medicine, internal medicine, pediatrics, and
hospitalists in providing palliative care including non-cancer training
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•
•
•

Implement a palliative care education and training program for providers (physicians,
RNs, NPs, etc.)
Determine the percentage of consults that are submitted per number of patients
admitted with chronic conditions that are candidates for palliative care services
Implement a patient-family experience survey

This project meets the following regional goals:
• Support hospitals’ collaborative efforts to improve access to care and the health of the
patients and families served
• To move toward the realization of the triple aim
o Improve patient experience of care (including quality and satisfaction)
o Improving the health of populations
• Addressing the gaps in access to care
Challenges: It is imperative that a comprehensive training program for all family practice and
internal medicine, pediatric, and hospitalist as well as the nursing and support staff be a part of
the program. This will require a mindset change for many of those providers who have not
engaged in the end of life conversations with their patients or their families. There is also a
large turnover rate for hospitalist so this added education component and a commitment to
listening to the needs of the patients and their families may be met with some push back. It
will require a strong effort for the multidisciplinary team to join forces for a journey and not
just a one-time encounter with the patient/family.
Delivery System Solutions: For the purpose of this project Trinity Mother Frances Healthcare
System will implement ways to expand the palliative care program by: 1) developing a hospitalspecific business case for palliative care and conduct planning activities necessary as a
precursor to implementing/expanding a palliative care program, 2)educating primary care
specialties (family medicine, internal medicine, pediatrics, and hospitalist) in providing palliative
care including non-cancer training, 3) implementing/expanding a palliative care program for
inpatient and outpatient services, and 4) tracking appropriate referrals for consults.
The ultimate benefit of these initiatives is to improve care for patients/families as they address
end-of-life issues. It is anticipated that this program will result in fewer ED visits for pain
management, a reduction in hospitalizations for treatment of pain and end of life care resulting
in positive perceptions of quality of care by patients, families, and health care professionals.
Three-Year Outcomes: The minimum expected three-year outcomes for this project are to
improve the family experience and understand the quality of care, pain/symptom management
and degree of patient/family centeredness in care. We will also measure the number of
consults that are submitted per number of patients admitted with chronic conditions that are
candidates for palliative care services.
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We would anticipate that the experience of providing palliative care in RH1 and our expansion
project would serve as a model for those hoping to start a project. Our experiences would serve
as an excellent learning collaborative for the region.
Unique Community Need identification numbers the project addresses:
• CN.1, insufficient access to primary and specialty health care services,
• CN.3, high rates of chronic disease, including diabetes, heart disease, asthma, obesity,
and cancer,
• CN.5, inappropriate emergency department utilization CN.6, efficiency in and
effectiveness of health care delivery will all be impacted by the expansion of the
palliative care program.
How the project represents a new initiative or significantly enhances an existing delivery
system reform initiative: This project is both a significant enhancement and a new initiative.
By focusing on the needs facing end-of-life decisions and a need for more information and an
understanding of the options in Smith County and the region, patients/family should have
better outcomes and less pain. And by adding a focus for education and expansion using an
advance nurse practitioner to expand current palliative care services in an acute care setting
will mean the patient/families should have improved access for those follow up encounters
after the palliative care consult thus improving pain outcomes and family education.
Clearly a concern by all segment of health care is the cost for end-of-life care in nonappropriate settings and without educational information and counseling. Additionally, unless
you survey the patient/family there is no way to ensure the information is being delivered and
received in an effective and appropriate manner.
Finally, by having a robust education program for providers, there may be the opportunity in
the future for a request to expand to the outpatient setting.
Related Category 3 Outcomes Measure: The outcome measures are three non-standalone
measures from Outcome Domain: OD-13 Palliative Care. Improvement targets include: IT-13.1
pain level screening documentation and evidence clinical assessment within 24 hours; IT-13. 2
as a result of continuing education for health professionals and deployment of palliative care
teams, there will be an increase in documentation in patient’s chart indicating the lifesustaining treatment preferences; and IT-13.5 there will be an increase in the percent of
palliative care patients whose charts reflect that their spiritual/religious concerns have been
acknowledged and addressed or that the patient chose not to discuss these issues.
Reasons/rationale for selecting the outcome measure: This project will demonstrate that
appropriate, evidence-based physical, emotional, and spiritual pain management delivered by
multi-disciplinary team member’s results in documented improved quality of care and better
patient outcomes as described in the project narrative. Morrison (2008) reports that inhospital palliative care consultation reduces costs of expensive and unnecessary tests by
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shifting the focus from averting death at all costs to patient comfort. For ambulatory patients
Brumley (2003) found high levels of satisfaction among palliative home care patients with a
significant reduction in ED visits, hospital stays, skilled nursing home stays, and physician visits
compared with a cohort not enrolled in a palliative care program.
While there is a palliative care program at Mother Frances Hospital, the need to expand is
important to meet the growing elder population. Additionally, Trinity Clinic is the largest
provider for special needs patients in RHP1 and adding an education component for the
pediatric providers is very much needed.
Relationship to Other Projects and Measures: All of the projects of Mother Frances Hospital
complement each other to meet the transformational goals and the three aims of CMS. As
Donald Berwick said in Health Affairs, “Work to improve site-specific care for individuals should
expand and thrive. In our view, however, the United States will not achieve high-value health
care unless improvement initiatives pursue a broader system of linked goals. In the aggregate,
we call those goals the “Triple Aim”: improving the individual experience of care; improving the
health of populations; and reducing the per capita costs of care for populations.” We agree and
fully support that through our projects for this program: Expand Primary Care, Expand
Specialty, Breast Care navigator, and telemedicine.
The expansion of palliative care will have a regional and system wide impact and will support
and reinforce other DSRIP projects. Improved access to palliative care results in improved
patient outcomes, access at a lower cost point than the ER or urgent care center, and
engagement with an integrated health care delivery system with an electronic record system
that includes primary care, accredited primary care medical homes, rural health care clinics,
specialty care, urgent care centers, and hospitals.
Relationship to Other Performing Projects in the RHP1: Increasing palliative care access is a
limited initiative of the entire region It is our full intention to participate and lead some of the
learning collaborative opportunities to share best practices. Community needs for palliative
care is a part of the needs for this region.
Palliative Care programs will support the specialty care expansion projects and the projects
targeting reduction in readmission rates, PPR.
Plan for Learning Collaborative: Learning collaboratives are essential to the success of high
quality health systems that achieve the highest level of performance. Mother Frances Hospitals
participates in several learning collaboratives with other hospitals including Health Care
Coalition of Texas (hospitals across Texas- all not-for profit) and Texas Coalition for Access
which includes Baylor, Memorial Herman, and Scott and White. MFH believes in and supports
the value of learning collaboratives. MFH will support the plans of Region 1.
The system pledges to develop, support, participate, and lead the effort to form learning
collaboratives to promote sharing of challenges and testing of new ideas and solutions by
providers implementing similar projects in the region. Our goal is to have our collaboratives
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inform others of our experiences and best practices acquired and learn from others in the state.
Already, some small groups with similar hospitals, including Hunt Regional Medical Center,
Hopkins County Memorial Hospital, Titus Regional, and MFH, have met to discuss the project
planning process and selection of projects.
Project Valuation: Ineffective pain management for patients with chronic debilitating diseases
results in inappropriate use of EDs, unnecessary hospitalizations, and poor quality of care
(Morden2012). Valuation of this project reflects the costs to transform health care delivery, the
added value of this project will be measured in improved quality of care and patient
satisfaction. In addition, training the extensive scope of providers, care givers, and support
staff, as members of a multidisciplinary team will have far reaching benefits for patient care
beyond this region. The valuation of this project includes a massive survey development and
implementation for the current level of consults and the expansion of consults.
Perhaps even more importantly is the collaboration with other hospitals and providers to help
them understand the role and value of palliative care programs will be immensely helpful to the
region.
The patients served by this program will come from a very large segment of the region and
reflect the Medicaid and Medicare population currently served by the hospital.
Finally, developing a training program that can be provided each year to new providers who
enter key areas will be extremely valuable and ensure the continuation and visibility of the
project.
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Project Option: 1.9.1 – Improve access to specialty care
Unique Project ID Number: 111411803.1.100
Performing Provider Name/TPI: ACCESS 111411803
Regional Priority: 4 of 8
Project Abstract
Provider: ACCESS Community Center (ACCESS) serves people in Anderson and Cherokee
Counties who are in crisis or who need help with ongoing problems caused by mental illness,
developmental delays, intellectual disabilities, or substance abuse. Between all services in both
counties, the current ACCESS payer mix includes 78.5% indigent patients (Self pay, Medicaid,
and CHIPS). ACCESS serves approximately 3,500 patients within its total service area population
of 109,598.
Intervention: This project will support specialty care access to behavioral health providers in
the underserved area by recruiting a full-time psychiatrist or other mental health provider for
adult, outpatient services.
Need for the Project: As cited in the community needs assessment (CN.2, CN.4, and CN.5), our
region has insufficient access to behavioral care services, high costs due to potentially
preventable hospitalizations, and inappropriate emergency room utilization. An additional
mental health provider for outpatient services will give patients better access to specialty care.
Target Population: The target population is residents of Cherokee County that currently do not
have sufficient access to behavioral health outpatient services. We expect to serve
approximately 365 new clinic patients with a Medicaid and indigent share of 78.5%.
Category 1 or 2 Expected Patient Benefits: The project seeks to improve ACCESS’s behavioral
health outpatient capacity, as evidenced by a 60% increase in volume over baseline by DY 5, an
estimated 1,068 visits for 365 new patients served. Patients will benefit from expanded access
to behavioral health services leading to fewer inpatient hospitalizations and inappropriate
emergency room visits.
Category 3 Outcomes: The outcome measure for the new mental health provider assesses the
percentage of discharges who were hospitalized for treatment of selected mental health
disorders and who had a follow-up outpatient visit or an intensive outpatient encounter with a
mental health practitioner. Two rates are reported:
Rate 1 - The percentage of members who received follow-up within 30 days of discharge
Rate 2 - The percentage of members who received follow-up within 7 days of discharge
ACCESS plans to increase the number of patients who received follow-up within 30 days and 7
days of discharge by 4% and 8% in demonstration years 4 and 5, respectively.
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Project Narrative
Project Description: We propose to expand specialty care access to behavioral health
providers in the underserved area by recruiting a full-time psychiatrist or other mental health
provider for outpatient services. ACCESS’s goal is to be able to treat more patients in the
behavioral health setting where they can receive appropriate and proactive care, more
efficiently. The three-year goal is to increase outpatient clinic visits by 60% over baseline
(2012).
Consistent with the overarching goal and vision of RHP 1, ACCESS is moving toward a realization
of the triple aim to improve the patient experience of care (including quality and satisfaction),
improve the health of populations, and reduce the per capita cost of health care. In addition,
addressing gaps in access to care is a key focus of ACCESS. Northeast Texas is an area where
patients face many challenges in accessing primary, specialty, and behavioral health care.
Northeast Texas is older, poorer, and less educated than the state average. As a result, over
half of counties in Region 1 are in the bottom quartile of Texas counties in health outcomes.
In order to meet the healthcare needs of our population within Northeast Texas, ACCESS is
proposing to expand specialty care capacity in behavioral health. Expanding specialty care
access meets several community needs outlined by RHP 1, including: insufficient access to
behavioral care services (CN.2), high costs due to potentially preventable hospitalizations
(CN.4), and inappropriate emergency room utilization (CN.5).
We will meet the required components of our project through proposing to support access to
providers in the underserved area by recruiting a psychiatrist or other mental health provider to
provide coverage in the ACCESS outpatient clinic. The expanded psychiatry clinic will increase
service availability in Cherokee County. In order to maximize efficiency and specialty care
access, the clinic will strive to standardize its referrals across the system and conduct quality
improvement activities to identify project impacts and opportunities to scale the project to a
broader patient population.
Starting Point/Baseline: ACCESS conducted a study of physician needs to pinpoint a
recruitment focus for underserved areas. This study shows a great need for private practice
psychiatrists in Anderson and Cherokee Counties. According to physician need by population,
the two counties are currently underserved by 13 psychiatrists. While Rusk State Hospital in
Cherokee County has several inpatient psychiatrists, there is only one private practice physician
between the two counties. The critical shortage of mental health providers has led to
outpatient visit wait times of three months at the ACCESS clinic. ACCESS plans to recruit a fulltime psychiatrist or other mental health provider to provide outpatient services.
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Service Area Population 109,598
PHYSICIAN NEED RATIO
PHYSICIAN PHYSICIAN PHYSICIAN
(PER 100,000 POPULATION)
DEMAND
SUPPLY
NEED
Hicks & Blended
All
PHYSICIAN SPECIALTY GMENAC
Population
2012
Glenn
Ratio
Physicians*
Psychiatry
15.9
*2011 Texas Medical Board database

10.0

13.0

14

1

(13)

In order to estimate the physician need, we used a blended ratio based upon an average of the
GMENAC and Hicks & Glenn studies. The Graduate Medical Education National Advisory
Committee (GMENAC) study uses expert testimony and data to model physician need based on
current physician supply by specialty, and whether it is adequate given the population base,
growth, and future demand. It is a collaborative approach by a range of experts that utilizes
comprehensive data sources. The Hicks & Glenn study is largely a productivity model based on
demand for service and the capacity of the respective specialty to serve that demand. This
methodology is ideal for projecting needs and uses well regarded source data (MGMA,
NAHCMS).
Our Cherokee County baseline (2012) for outpatient psychiatric clinic visits is 1,780.
2012 Cherokee County
Psychiatric Clinic Visits
Visits
1,780

Patients
608

Quantifiable Patient Impact: In pursuit of this initiative, ACCESS aims to provide 712 visits in
DY4 and 1,068 in DY5. The total quantifiable patient impact of the demonstration period would
be 1,780 additional visits over the estimated 1,780 visit baseline.
Rationale: Historically, resources for behavioral health services have been limited across the
country. In line with the national trends, the RHP community needs assessment cited a critical
shortage of behavioral health providers that leads to inappropriate ED utilization (CN.2 and
CN.5) as a concern in its region. There is an imbalance of demand and supply of behavioral
health services due to the shortage of providers and the nationally delayed development of
mental health services. Without regular access to these services, conditions are likely to
become acute episodes—putting patients at risk for disability and long term illness. The lack of
behavioral health providers has a significant negative impact on patient satisfaction and quality
of care and discourages people from using health care proactively.
Expansion of behavioral health services is crucial for the national healthcare system to cover
the entire continuum of care. The historic lack of providers and attention to mental health
needs has created a serious shortage of behavioral health services. While ACCESS has used its
facilities to take the lead on behavioral services, there is still a significant shortage for
outpatient services in our service area. With expanded behavioral health access, more patients
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will have the opportunity to treat episodes early, maintain follow up care, and prevent future
inpatient utilization. Recruitment of a psychiatrist or other mental health provider will be
another step in providing better mental health access to an underserved population.
Core Components: In pursuit of this initiative, ACCESS will achieve the following core
components:
A) Identify high impact/most impacted specialty services and gaps in care and coordination;
B) Increase the number of residents/trainees choosing targeted shortage specialties;
C) Design workforce enhancement initiatives to support access to specialty providers in
underserved markets and areas (recruitment and retention); and
D) Conduct quality improvement for project using methods such as rapid cycle improvement.
Activities may include, but are not limited to, identifying project impacts, identifying “lessons
learned,” opportunities to scale all or part of the project to a broader patient population, and
identifying key challenges associated with expansion of the project, including special
considerations for safety-net populations
Customizable Processes or Milestones: ACCESS will not be incorporating the use of
customizable processes or milestones during this initiative.
Related Category 3 Outcome Measures: We propose to support access to behavioral health
providers in the underserved area by recruiting a full-time psychiatrist or other mental health
provider for outpatient services. This outcome measure for the new provider assesses the
percentage of discharges who were hospitalized for treatment of selected mental health
disorders and who had an outpatient visit or an intensive outpatient encounter with a mental
health practitioner. Two rates are reported:
Rate 1 - The percentage of members who received follow-up within 30 days of discharge
Rate 2 - The percentage of members who received follow-up within 7 days of discharge
ACCESS plans to collect preliminary data in DY 3 to serve as a baseline for increasing follow-up
after hospitalization for mental illness. ACCESS plans to increase the number of patients who
received follow-up within 30 days and 7 days of discharge by 4% and 8% in demonstration years
4 and 5, respectively.
Relationship to Other Projects:
Expanding behavioral health outpatient services with a
psychiatrist (111411803.1.100) provides expansion of services for behavioral health patients
needing outpatient support. The expanded outpatient clinic will allow our new provider to
refer patients to our other two projects. Creating a substance abuse outpatient therapy
program (111411803.1.101) provides a much needed service in our counties. There are
currently no substance abuse programs to provide support for this growing population in need.
In addition, the expanded peer support services (111411803.2.100) will utilize consumers of
mental health services who have made substantial progress in managing their own illness and
recovering a successful life in the community to provide peer support services.
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Relationships to Other Performing Provider Projects in the RHP: ACCESS has ensured that all
project plans meet the community needs and operate in conjunction with the RHP-wide
initiatives. Our proposed projects meet the needs of specific populations and will not duplicate
services of other performing provider projects in the RHP. Furthermore, we will participate in a
learning collaborative to support this project and share best practices, new ideas, and solutions
with similar projects across the RHP.
Plan for Learning Collaborative: ACCESS plans to participate in RHP-wide learning
collaboratives with other providers with similar primary care access projects. Engaging in
learning collaboratives will promote sharing challenges and best practices, and testing new
ideas and solutions between providers implementing similar projects.
Project Valuation: AABH studies have shown a direct savings of 40-60% over inpatient benefits.
There are also indirect savings of outpatient services because an employee may be able to work
on at least a limited basis, thus maintaining productivity. Furthermore, there is evidence that
those who seek outpatient psychiatric services will require less treatment in the future.
Since 2002, Merritt Hawkins—a national physician search and consulting company—has
conducted a study on “Physician Inpatient/Outpatient Revenue” that provides benchmark data
on the value of physician impact on the community. The graph below indicates incremental
patient access to healthcare as measured by average net annual income generated by a
psychiatrist on behalf of his/her affiliated hospital. This data demonstrates the expansive
impact of each additional psychiatrist.
The charts below value outpatient services at $866,062 per year and access from a psychiatrist
at $1.29M. Accordingly, ACCESS’s average DSRIP funding request of approximately $287,000
per year (including Category 1 and 3) is targeted to be less than the savings so that the CMS
program accrues a net benefit.
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Estimated Savings
Cherokee County Psychiatric Clinic Expansion
Estimated New Patients Served

365

ED Visits per SMI patient 1

0.84

ED Visits

306

Prevented ED Visits @ 60% Reduction
ED Cost per Psych Patient

2

ED Savings

184
$

2,264

$

416,257

Inpatient Admissions per SMI patient 1

0.20

Inpatient Admissions

73

Prevented Admissions @ 60% Reduction

44

Inpatient Psych ALOS
Cost per Inpatient Psych day 3
Inpatient Savings

15
$
$

685
449,805

Total Estimated Savings
$
866,062
1) Emergency Medicine International , 2012
2) CMS, Inpatient Psychiatric Facility Prospective
Payment System, June 2011
3) National Alliance on Mental Illness

Expanding Specialty Care Additional Information:

A) This project will only be focusing on the expansion of mental health providers in pursuit of increasing the
number of mental health encounters provided by ACCESS
B) As referenced previously, there is a need for 13 additional psychiatrists within ACCESS’ service area in
Anderson and Cherokee counties. This need justifies ACCESS’ pursuit in hiring an additional provider.
C) RHP 1’s community needs assessment identified the lack of behavioral health resources leading to ER
overutilization as an issue to be addressed. To ensure that this project serves its intended population,
ACCESS has included a metric quantifying the number of Medicaid and indigent encounters it seeks to
provide during the demonstration period.
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111411803.1.100

1.9.1

1.9.1.A-D

Expand Specialty Care Capacity

ACCESS
Related Category 3
Outcome Measure(s):
Year 2

111411803

111411803.3.100

3.IT‐1.18

Year 3

Year 4

Follow-Up After Hospitalization
for Mental Illness
Year 5

Milestone 2: 1.9.2. I-23
Increase specialty care clinic
volume of visits and evidence of
improved access for patients
seeking services.
Metric 1: 1.9.2.I-23.1
Documentation of increased
number of visits. Demonstrate
improvement over prior
reporting period.

Milestone 3: 1.9.2. I-23
Increase specialty care clinic
volume of visits and evidence of
improved access for patients
seeking services.
Metric 1: 1.9.2.I-23.1
Documentation of increased
number of visits. Demonstrate
improvement over prior
reporting period.

Baseline/Goal:
40% [712] increase in outpatient
clinic visits over baseline of
1,780 visits per year.

Baseline/Goal:
60% [1,068] increase in
outpatient clinic visits over
baseline of 1,780 visits per year.

Metric 2: 1.9.2 I-23.1
Documentation of increased
number of visits among
Medicaid and indigent patients.

Metric 2: 1.9.2 I-23.1
Documentation of increased
number of visits among
Medicaid and indigent patients.

Baseline/Goal:
Of the 712 increase over the
estimated 1,780 visits, 78.5%
[559] will be Medicaid/Indigent
encounters.

Baseline/Goal:
Of the 1,068 increase over the
estimated 1,780 visits, 78.5%
[839] will be Medicaid/Indigent
encounters.

Data Source:
Registry, EHR, claims or other
Performing Provider source

Data Source:
Registry, EHR, claims or other
Performing Provider source

Milestone 1 Estimated
Incentive Payment:

Milestone 2 Estimated
Incentive Payment:

Milestone 3 Estimated
Incentive Payment:

Year 3 Estimated Total DSRIP:

Year 4 Estimated Total DSRIP:

Year 5 Estimated Total DSRIP:

Milestone 1: 1.9.2.P-11
Expand a specialty care
clinic—psychiatry.
Metric: 1.9.2.P-11.1
Establish/expand specialty
care clinics.
Baseline/Goal:
Documentation of
new/expanded specialty care
clinic with new provider
Data Source:
Registry, EHR, claims or other
Performing Provider source

$
$

243,651
243,651

$
$

257,014 257,013
257,014 257,013

$
$

244,290
244,290

TOTAL EST DSRIP FUNDING FOR 3 YEARS (add amounts of Estimated DSRIP Funding for Years 3‐5): $ 744,955 744,954
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Project Option: 1.12.2 – Expand the number of community based settings where behavioral
health services may be delivered in underserved areas
Unique Project ID Number: 111411803.1.101
Performing Provider Name/TPI: ACCESS 111411803
Regional Priority: 2 of 8
Project Abstract
Provider: ACCESS Community Center (ACCESS) serves people in Anderson and Cherokee
Counties who are in crisis or who need help with ongoing problems caused by mental illness,
developmental delays, intellectual disabilities, or substance abuse. Between all services in both
counties, the current ACCESS payer mix includes 78.5% indigent patients (Self pay, Medicaid,
and CHIPS). ACCESS serves approximately 3,500 patients within its total service area population
of 109,598.
Intervention: ACCESS will establish outpatient substance abuse treatment sites in Anderson
and Cherokee Counties to meet the needs of a growing population, especially the poor and
uninsured. The sites will be in our current facilities and will be licensed for supportive
outpatient services.
Need for the Project: As cited in the community needs assessment (CN.2, CN.4, and CN.5), our
region has insufficient access to behavioral care services, high costs due to potentially
preventable hospitalizations, and inappropriate emergency room utilization. There are
currently no supportive outpatient substance abuse programs in Anderson or Cherokee
Counties, so this service will greatly expand access.
Target Population: The target population is residents of Anderson County and Cherokee
County that currently do not have sufficient access to substance abuse outpatient services. A
majority of this population will be referrals from hospital emergency departments (ED). We
expect to serve approximately 500 visits with a Medicaid and indigent share of 78.5%.
Category 1 or 2 Expected Patient Benefits: The project reduces inappropriate use of the ED by
this population which improves their lives through stable substance abuse service; and it
improves community health by opening access for those who truly need the ED. The project
seeks to provide 300 visits in DY4 and 500 in DY5. Providing services locally reduces ED
utilization by reducing occurrences that stem from service gaps. Local services also improve
treatment adherence and satisfaction with access. Improvement Milestone I‐X is the number of
patient visits in these new community based settings.
Category 3 Outcomes: Supportive outpatient substance abuse programs will prevent
inappropriate ED utilization and effectively reduce emergency department visits for substance
abuse patients (IT-9.2). ACCESS plans to decrease ED visits for patients receiving services
through substance abuse programs by 4% and 8% in demonstration years 4 and 5, respectively.
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Project Narrative
Project Description: ACCESS proposes to establish outpatient substance abuse treatment sites
in Anderson and Cherokee Counties to meet the needs of a growing population, especially the
poor and uninsured. The services will be located in our current facilities in those counties and
both sites will be licensed for both supportive outpatient counseling and services. We will focus
on recruiting the proper personnel (Licensed Chemical Dependency Counselor) and establishing
our program in DY3. In DY4-5, ACCESS will document volume growth to 300 and 500 visits,
respectively. Once the service is established and the referral base secure, our outcome
measure will effectively reduce the ED use for our target population.
To accomplish this expansion of services we will recruit and hire a licensed counselor and
prepare policies procedures and treatment protocols. ACCESS will provide services for people
who have limited resources to access supportive counseling substance abuse services. Many of
these individuals will need this access following a detoxification stay or Emergency Department
(ED) visit. Access to outpatient treatment following detoxification is essential to recovery.
According to the Substance Abuse and Mental Health Services Administration (SAMHSA) Office
of Applied Studies, “Admissions to detoxification treatment represent a special category of
admissions. They are generally initiated because of an acute need for medical care.
Detoxification is ideally followed by a transfer to outpatient or rehabilitation/residential
treatment.” The relapse rate for those in treatment for substance use disorder is 40% to 60%
and the variation in rate depends largely on the length of time sobriety is maintained following
detoxification. The substance abuse program and the supportive counseling services are well
known in the industry and follow specific licensure and curriculum requirements. Supportive
outpatient services will be provided in group and individual sessions based on the stage of
recovery and needs of the clients.
Consistent with the overarching goal and vision of RHP 1, ACCESS is moving toward a realization
of the triple aim to improve the patient experience of care (including quality and satisfaction),
improve the health of populations, and reduce the per capita cost of health care. In addition,
addressing gaps in access to care is a key focus of ACCESS. Northeast Texas is an area where
patients face many challenges in accessing primary, specialty, and behavioral health care.
Northeast Texas is older, poorer, and less educated than the state average. As a result, over
half of counties in Region 1 are in the bottom quartile of Texas counties in health outcomes.
In order to meet the healthcare needs of our population within Northeast Texas, ACCESS is
proposing to establish outpatient substance abuse treatment sites in Anderson and Cherokee
Counties. Substance abuse services meet several community needs outlined by RHP 1,
including: insufficient access to behavioral care services (CN.2), high costs due to potentially
preventable hospitalizations (CN.4), and inappropriate emergency room utilization (CN.5).
The goal of the expansion is to add supportive outpatient substance abuse services in Anderson
and Cherokee Counties. With this expansion, we expect to improve health outcomes for
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persons in this area who now have limited access to behavioral health services. The challenges
facing individuals in Anderson and Cherokee Counties are that there are no substance abuse
programs in the area. For those who are poor and uninsured, the dilemma is exacerbated
because there is no public transportation and even if transportation can be acquired and paid
for, they could be treated only if they are eligible for Department of State Health Services
(DSHS) programs. Substance abuse treatment is limited and frequently unavailable even though
the disorder is prevalent among those requesting services.
We believe that a successful program will reduce disparity in treatment for the poor and
uninsured and lead to a healthier, more productive community. Over the next three years we
expect an increase in the number of people accessing outpatient substance use disorder
treatment to reach a capacity of 500 visits per year in Anderson and Cherokee Counties. The
outcome expected is an increase in the quality of life for citizens of these Counties who access
services.
(SAMHSA, Office of Applied Studies. Treatment Episode Data Set (TEDS): 1997‐2007. National
Admissions to Substance Abuse Treatment Services, DASIS Series: S‐47, DHHS Publication No.
(SMA) 09‐4379, Rockville, MD, 2009)
Starting Point/Baseline: There is no program for a supportive outpatient substance abuse
treatment that targets the poor and uninsured in Anderson and Cherokee Counties. Since this
is a new project for ACCESS, we do not have current data to identify those who are accessing
detoxification and ED services due to substance abuse disorders, but an important first step in
this project will be gathering and tracking the data. Our estimated baseline is 300 visits. As a
starting point, we already have facilities in Anderson and Cherokee Counties that we will utilize.
Quantifiable Patient Impact: In pursuit of this project, ACCESS aims to serve 300 patient
encounters in DY4 and 500 patient encounters in DY5. The total quantifiable patient impact for
the life of this project will be 800 patient encounters.
Customizable Processes or Milestones: ACCESS will not be incorporating the use of
customizable processes or milestones during this initiative.
Rationale: As cited in the community needs assessment (CN.2, CN.4, and CN.5), our region has
insufficient access to behavioral care services, high costs due to potentially preventable
hospitalizations, and inappropriate emergency room utilization. An outpatient substance abuse
program will give patients in Anderson and Cherokee Counties better access to substance abuse
services.
There are currently no substance abuse providers in Anderson or Cherokee County that focus
on providing services to the poor and uninsured. Through years of experience and meetings
with community stakeholders, ACCESS has identified that there is a lack of access to behavioral
health care services in those counties resulting in part from provider shortages and lack of
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insurance coverage. One of the most pressing deficiencies identified is lack of access to
outpatient substance abuse treatment, especially for the poor and uninsured.
According to the Substance Abuse and Mental Health Services Administration’s (SAMHSA’s)
National Survey on Drug Use and Health, 23.5 million persons aged 12 or older (9.3% of total)
needed treatment for an illicit drug or alcohol abuse problem in 2009. Of these, only 2.6
million—11.2% of those who needed treatment—received it at a specialty facility. When access
is problematic, the difficult decision to seek treatment is deferred or the problem denied. One
critical disparity identified for RHP 1 is scarcity of behavioral health services throughout the
region. As stated in the RHP Planning Protocol document, Texas ranks 50th in per capita funding
for state mental health authority (DSHS) services and supports for people with serious and
persistent mental illness and substance use disorders. Medically indigent individuals who are
not Medicaid eligible have no guarantee of access to needed services and may face extended
waiting periods. Additionally, Texas ranks highest among states in the number of uninsured
individuals per capita, and people with behavioral health disorders are disproportionately
affected. Many residents are unable to access routine services or needed care in a timely
manner because they are in poverty, lack insurance coverage, or because they are unable to
schedule an appointment due to work scheduling conflicts.
Project Core Components: As this project uses customizable milestones and processes, there
are no required core components outlined by HHSC.
Customizable Milestones: In pursuit of this project, ACCESS will not be using customizable
milestones
Related Category 3 Outcome Measures: According to the Texas Department of State Health
Services, nearly 50% of 2008 hospitalizations in Texas had a secondary diagnosis of a behavioral
health condition. A vast majority of these hospitalizations initiated in the ED due to the
shortage of behavioral health services.
Supportive outpatient substance abuse services will prevent inappropriate ED utilization and
effectively reduce emergency department visits for substance abuse patients
(111411803.3.101). ACCESS plans to collect preliminary data in DY 3 to serve as a baseline for
improvement in ED visit reduction. ACCESS plans to decrease ED visits for patients receiving
substance abuse services by 4% and 8% in demonstration years 4 and 5, respectively.
The previously stated project description and rationale further describes how establishing
supportive outpatient substance abuse programs will reduce emergency department visits for
substance abuse patients.
Relationship to Other Projects:
Expanding behavioral health outpatient services with a
psychiatrist (111411803.1.100) provides expansion of services for behavioral health patients
needing outpatient support. The expanded outpatient clinic will allow our new provider to
refer patients to our other two projects. Creating a substance abuse outpatient therapy
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program (111411803.1.101) provides a much needed service in our counties. There are
currently no substance abuse programs to provide support for this growing population in need.
In addition, the expanded peer support services (111411803.2.100) will utilize consumers of
mental health services who have made substantial progress in managing their own illness and
recovering a successful life in the community to provide peer support services.
Relationships to Other Performing Provider Projects in the RHP: ACCESS has ensured that all
project plans meet the community needs and operate in conjunction with the RHP-wide
initiatives. Our proposed projects meet the needs of specific populations and will not duplicate
services of other performing provider projects in the RHP. Furthermore, we will participate in a
learning collaborative to support this project and share best practices, new ideas, and solutions
with similar projects across the RHP.
Plan for Learning Collaborative: ACCESS plans to participate in RHP-wide learning
collaboratives with other providers with similar primary care access projects. Engaging in
learning collaboratives will promote sharing challenges and best practices, and testing new
ideas and solutions between providers implementing similar projects.
Project Valuation: The project reduces inappropriate use of the ED, inpatient services, and jail
time by this population which improves their lives through stable outpatient support and
improves community health by opening access for those who truly need the ED. The project
seeks to provide services for 300 visits in DY4 and 500 in DY5 at these new sites in Anderson
and Cherokee Counties.
AABH studies have shown a direct savings of 40-60% over inpatient benefits. There are also
indirect savings of outpatient services because an employee may be able to work on at least a
limited basis, thus maintaining productivity. Furthermore, there is evidence that those who
seek outpatient psychiatric services will require less treatment in the future.
The charts below value outpatient supportive substance abuse services at $573,868 per year.
Accordingly, ACCESS’s average DSRIP funding request of approximately $115,000 per year
(including Category 1 and 3) is targeted to be less than the savings so that the CMS program
accrues a net benefit.
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Estimated Annual Savings for
Outpatient Supportive Substance Abuse Services
500 Pts Served @ 15% reduction of services

75

ED Cost per Psych/Sub Abuse Patient 1

$

ED Savings
Inpatient Admit from ED @ 35.1% 1

$ 169,800

Inpatient Sub Abuse ALOS
Cost per Inpatient Sub Abuse day 2

15
$

Inpatient Savings

$ 270,493

2,264
26

Sub Abuse ED Patients Jailed @ 5%
Days in Jail per Offender3

685
4
260

Cost of Sub Abuse Inmate per Day 3

$

Jail Savings

$ 133,575

Total Estimated Savings

$ 573,868

137

1) Emergency Medicine International , 2012
2) CMS, Inpatient Psychiatric Facility Prospective
Payment System, June 2011
3) National Alliance on Mental Illness
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111411803.1.101

1.12.2

1.12.2

Enhance service availability of
appropriate levels of behavioral
health care

ACCESS
Related Category 3
Outcome Measure(s):
Year 2

111411803

111411803.3.101

3.IT-9.2

ED Appropriate Utilization

Year 3

Year 4

Year 5

Milestone 1: 1.12.2.P-4
Hire and train staff to operate
and manage projects selected.

Milestone 2: 1.12.2.I-X
Increase substance abuse
services and evidence of
improved access for patients
seeking services.
Metric: 1.12.2.I-X.1
Documentation of number of
visits in target population served
at these 2 sites. Baseline
estimated at 300 visits.

Milestone 3: 1.12.2.I-X
Increase substance abuse services
and evidence of improved access
for patients seeking services.

Metric: 1.12.2.P-4.1
Number of staff secured and
trained.

Baseline/Goal:
Documentation of hired
licensed staff sufficient to
begin providing outpatient
services.

Baseline/Goal:
Baseline estimated at 300 visits.
Goal ‐ Volume of 300 visits in
DY4.
Data Source:
Project records, EHR, claims or
other Performing Provider source

Data Source:
Project records, EHR, claims or
other Performing Provider
source
Milestone 1 Estimated
Incentive Payment:

Milestone 2 Estimated Incentive
Payment:

Year 3 Estimated Total DSRIP:

Year 4 Estimated Total DSRIP:

$
$

97,460
97,460

$
$

102,805
102,805

Metric: 1.12.2.I-X.1
Documentation of number of
visits in target population served
at these 2 sites. Demonstrate
improvement over prior reporting
period (baseline).
Baseline/Goal:
Baseline of 300 visits established
in DY4.
Goal ‐ Volume of 500 visits (66%
increase over baseline) in DY5.
Data Source:
Project records, EHR, claims or
other Performing Provider source
Milestone 3 Estimated Incentive
Payment:

$

97,716

Year 5 Estimated Total DSRIP:

$

97,716

TOTAL EST DSRIP FUNDING FOR 3 YEARS (add amounts of Estimated DSRIP Funding for Years 3‐5): $ 297,982 297,981
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Project Option: 2.18.1 – Recruit, train, and support consumers of mental health services to
provide peer support services
Unique Project ID Number: 111411803.2.100
Performing Provider Name/TPI: ACCESS 111411803
Regional Priority: 6 of 8
Project Abstract
Provider: ACCESS Community Center (ACCESS) serves people in Anderson and Cherokee
Counties who are in crisis or who need help with ongoing problems caused by mental illness,
developmental delays, intellectual disabilities, or substance abuse. Between all services in both
counties, the current ACCESS payer mix includes 78.5% indigent patients (Self pay, Medicaid,
and CHIPS). ACCESS serves approximately 3,500 patients within its total service area population
of 109,598.
Intervention: ACCESS will train and employ Peer Specialists to provide peer support to other
mental health consumers in Anderson County. Specialist will also engage their peers to prevent
or manage chronic health conditions. The site will be in our current Anderson County facility.
Need for the Project: As cited in the community needs assessment (CN.2, CN.4, and CN.5), our
region has insufficient access to behavioral care services, high costs due to potentially
preventable hospitalizations, and inappropriate emergency room utilization. There are
currently no peer support programs for mental health services in Anderson County.
Target Population: The target population is residents of Anderson County that currently do not
have sufficient access to mental health services and who are at risk of developing other chronic
health disorders. We expect to serve approximately 75 visits with a Medicaid and indigent
share of 78.5%.
Category 1 or 2 Expected Patient Benefits: The project reduces more costly intervention which
improves their lives through stable mental health service; and it improves community health by
opening access for those who truly need the ED. The project seeks to provide services for 50
visits in DY4 and 75 in DY5. Peer support will reduce ED utilization, inpatient admission, and
recidivism by reducing occurrences that stem from service gaps. Local services also improve
treatment adherence and satisfaction with access.
Category 3 Outcomes: The outcome measure for peer support services assesses the
percentage of discharges who were hospitalized for treatment of selected mental health
disorders and who had a follow-up outpatient visit. Two rates are reported:
Rate 1 - The percentage of members who received follow-up within 30 days of discharge
Rate 2 - The percentage of members who received follow-up within 7 days of discharge
ACCESS plans to increase the number of patients who received follow-up within 30 days and 7
days of discharge by 4% and 8% in demonstration years 4 and 5, respectively.
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Project Narrative
Project Description: This project will develop a program to use consumers of mental health
services who have made substantial progress in managing their own illness and recovering a
successful life in the community to provide peer support services. Peer Providers have a unique
opportunity to build relationships with others moving toward recovery by providing supportive
services that are not necessarily clinical in nature. Peers will be certified as peer specialist with
additional specific training geared toward whole health support of current consumers. With
the whole health training, peer specialists learn to work with other consumers to set achievable
goals to prevent or self‐manage chronic diseases and other related problematic health concerns
and improve quality of life. Funding is very limited in this area with resource limitation cited as
a reason for few agencies building a peer network. Evidence exists that such an approach can
work with particularly vulnerable populations with serious mental illnesses.
The goal of this project is to provide services for 50 visits in DY4 and 75 in DY5. These services
are supportive and not necessarily clinical in nature. In addition to the basic peer specialist
training and certification, an additional training is provided to certified peers specialists in
“whole health”. With the whole health training peer specialists learn to work with other
consumers to set achievable goals to prevent or self‐manage chronic diseases such as diabetes
and COPD. While such training currently exists, very limited numbers of peers are trained due
to resource limitations. Evidence exists that such an approach can work with particularly
vulnerable populations with serious mental illness.
Consistent with the overarching goal and vision of RHP 1, ACCESS is moving toward a realization
of the triple aim to improve the patient experience of care (including quality and satisfaction),
improve the health of populations, and reduce the per capita cost of health care. In addition,
addressing gaps in access to care is a key focus of ACCESS. Northeast Texas is an area where
patients face many challenges in accessing primary, specialty, and behavioral health care.
Northeast Texas is older, poorer, and less educated than the state average. As a result, over
half of counties in Region 1 are in the bottom quartile of Texas counties in health outcomes.
In order to meet the healthcare needs of our population within Northeast Texas, ACCESS is
proposing to develop a peer support program to provide behavioral health services. Behavioral
health peer support meets several community needs outlined by RHP 1, including: insufficient
access to behavioral care services (CN.2), high costs due to potentially preventable
hospitalizations (CN.4), and inappropriate emergency room utilization (CN.5).
Some of the challenges faced by the center will be recruiting qualified peer providers and
developing a referral program to ensure individuals receive this needed service. The center will
utilize traditional recruiting practices to identify peer providers.
Starting Point/Baseline: ACCESS recently started a small peer support service in Cherokee
County, but this project will allow the center to start a new program in Anderson County as
well. Adding peer services will help serve those individuals who may otherwise not receive
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needed services due to resource limitations. The peer specialist program will not only provide
services to current individuals being served but also to those whom we anticipate providing
services to under our related projects. Our estimated baseline is 50 visits.
Quantifiable Patient Impact: ACCESS aims to serve 50 encounters in DY4 and 75 encounters in
DY5, resulting in a total QPI of 125 encounters.
Rationale: The selected option is 2.18.1 which includes the development of a peer specialist
program. In recent years the mental health field has seen an increase in the number of services
provider by peer specialists. Peer specialist have unique opportunity to reach individuals in a
number of areas that are generally not seen as clinical but more supportive. Funding is very
limited in this area with resource limitation cited as a reason for few agencies building a peer
network. Evidence exists that such an approach can work with particularly vulnerable
populations with serious mental illnesses.
The need for strategies to improve the health outcomes for people with behavioral health
disorders is evidenced by their disparate life expectancy (dying 29 years younger than the
general population), increased risk of mortality and poor health outcomes as severity of
behavioral health disorders increase.
Core Components:
Our project components will include:
a) Train administrators and key clinical staff in the use of peer specialists as an essential
component of a comprehensive health system.
b) Conduct readiness assessments of organization that will integrate peer specialists into their
network.
c) Identify peer specialists interested in this type of work.
d) Train identified peer specialists in whole health interventions, including conducting health
risk assessments, setting SMART goals, providing educational and supportive services to
targeted individuals with specific disorders (e.g. hypertension, diabetes, or health risks (e.g.
obesity, tobacco use, physical inactivity.
e) Implement health risk assessments to identify existing and potential health risks for
behavioral health consumers.
f) Identify patients with serious mental illness who have health risk factors that can be
modified.
g) Implement whole health peer support.
h) Connect patients to primary care and preventive services.
i) Track patient outcomes. Review the intervention(s) impact on participants and identify
“lessons learned,” opportunities to scale all or part of the intervention(s) to a broader patient
population, and identify key challenges associated with expansion of the intervention(s),
including special considerations for safety‐net populations.
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Customizable Milestones: In pursuit of this project, ACCESS will not be using any customizable
milestones or process measures.
Related Category 3 Outcome Measures: We propose to support access to behavioral health
providers in the underserved area by recruiting a full-time psychiatrist or other mental health
provider for outpatient services. This outcome measure for the new provider assesses the
percentage of discharges who were hospitalized for treatment of selected mental health
disorders and who had an outpatient visit. Two rates are reported:
Rate 1 - The percentage of members who received follow-up within 30 days of discharge
Rate 2 - The percentage of members who received follow-up within 7 days of discharge
ACCESS plans to collect preliminary data in DY 3 to serve as a baseline for increasing follow-up
after hospitalization for mental illness. ACCESS plans to increase the number of patients who
received follow-up within 30 days and 7 days of discharge by 4% and 8% in demonstration years
4 and 5, respectively.
Relationship to Other Projects:
Expanding behavioral health outpatient services with a
psychiatrist (111411803.1.100) provides expansion of services for behavioral health patients
needing outpatient support. The expanded outpatient clinic will allow our new provider to
refer patients to our other two projects. Creating a substance abuse outpatient therapy
program (111411803.1.101) provides a much needed service in our counties. There are
currently no substance abuse programs to provide support for this growing population in need.
In addition, the expanded peer support services (111411803.2.100) will utilize consumers of
mental health services who have made substantial progress in managing their own illness and
recovering a successful life in the community to provide peer support services.
Relationships to Other Performing Provider Projects in the RHP: ACCESS has ensured that all
project plans meet the community needs and operate in conjunction with the RHP-wide
initiatives. Our proposed projects meet the needs of specific populations and will not duplicate
services of other performing provider projects in the RHP. Furthermore, we will participate in a
learning collaborative to support this project and share best practices, new ideas, and solutions
with similar projects across the RHP.
Plan for Learning Collaborative: ACCESS plans to participate in RHP-wide learning
collaboratives with other providers with similar primary care access projects. Engaging in
learning collaboratives will promote sharing challenges and best practices, and testing new
ideas and solutions between providers implementing similar projects.
Project Valuation: The project reduces inappropriate use of the ED, inpatient services, and jail
time by this population which improves their lives through stable outpatient support and
improves community health by opening access for those who truly need the ED. The project
seeks to provide services for 50 visits in DY4 and 75 in DY5 at the new Anderson County
location.
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AABH studies have shown a direct savings of 40-60% over inpatient benefits. There are also
indirect savings of outpatient services because an employee may be able to work on at least a
limited basis, thus maintaining productivity. Furthermore, there is evidence that those who
seek outpatient psychiatric services will require less treatment in the future.
The charts below value peer support services at $86,080 per year. Accordingly, ACCESS’s
average DSRIP funding request of approximately $76,500 per year (including Category 2 and 3)
is targeted to be less than the savings so that the CMS program accrues a net benefit.
Estimated Annual Savings for
Peer Support Services
75 Pts Served @ 15% reduction of services

11

ED Cost per Psych/Sub Abuse Patient 1

$

2,264

ED Savings
Inpatient Admit from ED @ 35.1% 1

$

25,470
4

Inpatient Psych ALOS
Cost per Inpatient Psych day 2

$

685

15

Inpatient Savings

$

40,574

Psych ED Patients Jailed @ 5%
Days in Jail per Offender3

1
260

Cost of Psych Inmate per Day 3

$

137

Jail Savings

$

20,036

Total Estimated Savings

$

86,080

1) Emergency Medicine International , 2012
2) CMS, Inpatient Psychiatric Facility Prospective
Payment System, June 2011
3) National Alliance on Mental Illness
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111411803.2.100

2.18.1

Peer Support Services

2.18.1.A-I

ACCESS
Related Category 3
Outcome Measure(s):
Year 2

111411803

111411803.3.102

3.IT‐1.18

Year 3

Year 4

Milestone 1: 2.18.1.P-1
Train administrators and key
clinicians on:
• Understanding what
recovery/wellness is and
that it is possible
• Understanding the value
of peer specialists and
peer support workers
• Understanding how to
integrate and support
peer workers in their
organizations

Follow-Up After Hospitalization
for Mental Illness
Year 5

Milestone 2: 2.18.1.I-X
Increase peer support services
and evidence of improved
access for patients seeking
services.

Milestone 3: 2.18.1.I-X
Increase peer support services
and evidence of improved
access for patients seeking
services.

Metric: 2.18.1.I-X.1
Documentation of number of
visits in target population
served. Baseline estimated at
50 visits.

Metric: 2.18.1.I-X.1
Documentation of number of
visits in target population
served. Demonstrate
improvement over prior
reporting period (baseline).

Baseline/Goal:
Baseline is 0 and goal is to
train 5 staff people before
beginning program.

Baseline/Goal:
Baseline estimated at 50 visits.
Goal ‐ Volume of 50 visits in
DY4.

Data Source:
Training records and training
evaluation records

Data Source:
Registry, EHR, claims or other
Performing Provider source

Baseline/Goal:
Baseline of 50 visits established
in DY4.
Goal ‐ Volume of 75 visits (50%
increase over baseline) in DY5.

Milestone 1 Estimated
Incentive Payment:

Milestone 2 Estimated
Incentive Payment:

Data Source:
Registry, EHR, claims or other
Performing Provider source
Milestone 3 Estimated
Incentive Payment:

Year 3 Estimated Total DSRIP:

Year 4 Estimated Total DSRIP:

Year 5 Estimated Total DSRIP:

Metric: 2.18.1.P-1.1
Number of staff trained

$

64,974 64,973

$

64,974 64,973

$

68,537 68,536

$

68,537 68,536

$

65,144

$

65,144

TOTAL EST DSRIP FUNDING FOR 3 YEARS (add amounts of Estimated DSRIP Funding for Years 3‐5): $ 198,655 198,653
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Project Option and Title: 2.7.1– Implement innovative evidence-based strategies to increase
appropriate use of technology and testing for targeted population: Tuberculosis Identification
and Treatment Project
Unique Project Identification Number: 127278302.2.100
Performing Provider Name/TPI: UTHSCT – MSRDP (University Physician Associates) 127278302
Regional Priority: 3 of 8
Project Abstract
Provider Description: UTHSCT – MSRDP (University Physician Associates) is a 125 bed facility
that is the only facility with the physician expertise to manage complicated and challenging LTBI
and TB patients in Northeast TX.
Intervention(s): This project will: a) provide testing for latent tuberculosis infection (LTBI) with
interferon gamma release assays (IGRAs) instead of tuberculin skin testing (TST) in contacts to
active TB cases, including recent immigrants to the U.S., members of ethnic minorities including
African-American and Hispanic populations, those who live in congregate settings including
homeless shelter and drug rehabilitation centers, individuals living with HIV or diabetes and the
economically disadvantaged, to minimize false positive tests in BCG vaccinated patients and
avoid unnecessary LTBI therapy, b) provide routine testing to detect asymptomatic or latent TB
infection (LTBI) for contacts of active TB cases with Interferon Gamma Release Assays (IGRAs),
either a T-SPOT®.TB test (T-SPOT) or QuantiFERON®–TB Gold test (QFT-GIT), instead of
tuberculin skin testing (TST) to minimize false positive tests in BCG vaccinated patients and
avoid unnecessary LTBI therapy. c) provide routine treatment of LTBI through a 12 dose, 12
week regimen administered by directly observed therapy (DOT) to improve patient adherence
and completion of LTBI therapy. This project will utilize nurse case managers, community
health workers and other partners to implement this project in RHP 1. The project includes
targeted identification and testing for LTBI among high-risk populations, effective treatment of
LTBI in order to prevent future active cases, and case identification with referral for appropriate
therapy (inpatient or outpatient). The project will be implemented in RHP 1 to demonstrate a
model of case identification and treatment delivery that is effective in reducing the spread of
the disease while providing better health outcomes due to reduced rates of reactivation TB.
Need for the Project: TB continues to be a significant and expensive public health problem in
TX. This project represents collaboration between the University of Texas Health Science
Center, Tyler (UTHSCT) and the TX Department of State Health Services (DSHS) that will
ultimately decrease active TB incidence rates. In 2011, there were approximately 1300 cases of
TB disease that were reported in Texas. TB can strike anyone, but is more likely to be found in
those born outside the U.S., ethnic minorities, diabetics, people with HIV/AIDS, the homeless,
and those that work in health care. Alcohol abuse is associated with more than 21 percent of TB
cases. Most individuals in this population are either uninsured and lack access to appropriate
medical car (40%) or eligible for Medicaid benefits (20%). For U.S. born citizens, there is an
alarming disparity in TB incidence rates between whites and minority communities. In Texas,
51.3 percent of reported TB cases in 2010 were among Hispanics, 18.4 percent were among
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African Americans, 14.8 percent were among Whites, 14.8 percent were among Asians.
In 2011, 540 adults underwent testing for LTBI including 388 (72%) as part of contact
investigations in RHP 1 which, in the context of limited resources, take priority over other
recommended indications for LTBI testing. Currently, approximately 233 (60%) of TB contacts
in RHP1 are tested with IGRAs. 217 contact LTBIs (56%) received therapy with 115 (53%)
completing LTBI therapy. Currently only 2% of patients identified with LTBI in RHP1 are
receiving 12 week 12 dose therapy for LTBI. There is a clear need to rapidly assess more
contacts to active TB cases and to administer shorter, effective new LTBI treatment regimens to
improve treatment completion rates. Uninsured individuals who do not have access to primary
care services are the least likely to be diagnosed with LTBI and therefore, present a risk of
developing and then spreading TB. The project will be implemented in a mixed urban and rural
public health region to demonstrate a model of case identification and treatment delivery that
reduces the spread of TB and provides improved health outcomes and patient satisfaction.
Target Population: The initial targeted population for IGRA utilization will be adult contacts to
active TB cases with special emphasis on those who have recently immigrated to the U.S. and
are seeking residence in PHR 4 & 5N, members of ethnic minorities, including African-American
and Hispanic populations, those who live in congregate settings including homeless shelter and
drug rehabilitation centers, individuals living with HIV, diabetics and those economically
disadvantaged. It is well established that contacts to active TB cases with LTBI have a
significantly higher risk of progressing from LTBI to active TB than patients with remote
acquisition of LTBI. It is anticipated that at least 388 individuals will be screened annually
among these populations as part of contact investigations for active TB cases. They will be
evaluated in both urban and rural communities in RHP 1 which encompasses public health
regions (PHR) 4 & 5N.
Category 1 or 2 Expected Patient Benefits: Evidence-based CDC and DSHS guidelines, including
the application of new diagnostic (IGRA testing) and treatment strategies (12 week LTBI
therapy) insure avoidance of unnecessary and costly diagnostic and treatment strategies
thereby increasing patient compliance and completion of treatment in a cost-effective manner.
This project will provide enhanced access to a comprehensive fully integrated TB care process
that utilizes, a) DSHS public health infrastructure and UTHSCT physician expertise, b)
community health workers to rapidly identify active TB cases, infectious cases and more
accurately screen contacts for TB infection, c) nurse case managers to provide education and
consultation, d) easy and immediate access to expert physician consultation on individuals with
complicated cases who may lack access to a TB specialist in a nearby community, e)
implementation of LTBI testing with IGRAs for TB case contacts thereby limiting the expense,
failure to follow-up, and potential drug toxicity of false positive TSTs in BCG vaccinated
populations.
Beginning in DY3 50 healthcare workers including DSHS TB control workers, UTHSCT physicians
and support staff, and community health workers will receive training in the use of IGRAs for
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LTBI diagnosis and the use of 12 week 12 dose LTBI therapy administered by directly observed
therapy (DOT).
Beginning in DY3 approximately 233 adult TB contacts per year will be screened using IGRAs,
either a T-SPOT®.TB test (T-SPOT) or QuantiFERON®–TB Gold test (QFT-GIT) LTBI. The project
will utilize IGRAs to improve specificity of identification of LTBI cases in BCG vaccinated
individuals. As a baseline we estimate 233 unique patients with 699 patient encounters or 3
encounters per patient per year. The number of patients and patient encounters will be
increased by 10% over baseline in DY4 (256 unique patients and 769 patient encounters/year)
and a further 10% over baseline in DY5 (279 unique patients and 839 patient encounters/year).
Beginning in DY3, concommitant with healthcare worker training and initiation of increased
IGRA testing for adult TB contacts, an assessment of the current baseline LTBI figures for RHP1
will also be undertaken for a more precise definition of the proposed evaluation metrics. RHP 1
figures for 2012-1013 not yet available from DSHS.
This project will provide implementation of LTBI testing with IGRAs for TB case contacts thereby
limiting the expense, failure to follow-up, and potential drug toxicity of false positive TSTs in
BCG vaccinated populations. Additionally, the project will provide implementation of 12 week,
12 dose LTBI therapy to TB case contacts with LTBI to improve LTBI treatment completion rates
and decrease the future TB burden. The net benefit to patients will be an overall decreased risk
of progressing from LTBI to active TB.
Category 3 Outcomes: To Be Determined. Per HHSC guidance, narratives for Category 3
measures are not due with this submission. Once revisions to Category 3 of the RHP Planning
Protocol are approved, University Physician Associates will submit narratives for Category 3
measures.
Project Narrative
Project Description: Implement a strategy for comprehensive, cost-effective and integrated
management of TB and LTBI through a partnership between The University of Texas Health
Science Center, Tyler (UTHSCT) and The TX Department of State Health Services (DSHS).
Goals and Relationship to Regional Goals: The primary goal of the project is to improve TB care
for high-risk populations in RHP-1 including aggressive contact investigation with treatment of
LTBI associated with active TB cases, targeted testing for LTBI, effective short course treatment
of LTBI for prevention of future TB cases. These goals will be accomplished according to CDC
and DSHS evidence-based strategies with the application of new and cost-effective diagnostic
tests such as the Interferon Gamma Release Assays (IGRAs) and the use of new cost-effective
treatment strategies such as the 12 week, 12 dose treatment strategy for LTBI. The project will
be coordinated through UTHSCT with support from the DSHS TB program and the regional
health department (PHR 4 & 5N) in RHP 1. DSHS will work in collaboration with expert
physicians at UTHSCT to provide consultation by phone, in person and telemedicine contact for
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complicated cases that may not have easy access to a TB specialist in their area. This
comprehensive approach will not only improve outcomes long term, but will also decrease
costs for TB management in both the short and long terms by reducing active disease and its
costly complications.
The project will take advantage of existing DSHS infrastructure and policy for basic public health
functions, namely, the use of directly observed therapy (DOT) for treatment of LTBI with the 12
HP protocol as well as active TB disease, and aggressive contact investigation to identify LTBI
cases associated with active TB disease cases. This process will be implemented using
community health workers and nurse case managers through the regional health department
TB program. In addition all patients who are TB case contacts and might otherwise have been
evaluated with a tuberculin skin test (TST) will be evaluated instead by an IGRA. The IGRAs
have been repeatedly shown to be more specific than TST when testing BCG vaccinated
populations who are universally born outside the U.S. and now make up the majority of active
TB patients in the U.S. Although the IGRAs are somewhat more expensive than TSTs from the
perspective of initial costs, they produce net savings long term by avoiding unnecessary therapy
for patients with false positive TSTs, such as patients who were previously BCG vaccinated.
Additionally, for those patients who are found to have LTBI, the standard treatment will be a 12
dose, 12 week regimen with rifapentine and isoniazid (INH). Although the rifapentine is a
relatively expensive medication, this regimen also produces long term net savings resulting
from better patient adherence with the regimen and improved treatment completion rates
compared to INH and, therefore, fewer cases of reactivation TB in patients identified with LTBI.
Treatment completion rates for INH regimens are routinely in the 60% range, whereas recent
data utilizing the 12 week 12 dose regimen by DOT shows treatment completion in excess of
80%. The logical anticipated outcome of improved LTBI adherence and treatment completion
would be decreased TB disease rates in the future. Overall, the combination of routine IGRA
use and application of the 12 week LTBI treatment strategy offers the potential for significant
cost savings without sacrificing benefit to individuals and the public health in general.
This project will also serve as a model for statewide TB management. The expertise of the
supervising UTHSCT physicians facilitates efficient and cost-effective diagnostic and therapeutic
decisions for patients with LTBI and TB disease. Close cooperation between UTHSCT and DSHS
promotes optimization of medically effective and cost-effective TB care and can serve as a
model for TB management throughout Texas with partnerships between DSHS and other UT
health components. The advantages of the system of cooperation between UTHSCT and DSHS
include the following:
1) Establishment of a central authority (i.e. UTHSCT) that DSHS personnel can access for
questions regarding TB patients (either with active disease or LTBI). In emergency
situations, UTHSCT physicians can be reached at all times. A major problem throughout
the state is the difficulty identifying a responsible physician who will handle TB patients
and difficult management questions. With this proposal, DSHS personnel will have
prompt identification of a physician responsible for addressing a specific problem.
Additionally, UTHSCT physicians are available to support DSHS personnel with telephone
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consultation, outpatient management and inpatient care if necessary. All patients with
TB disease and LTBI are managed by expert staff according to national and DSHS
guidelines. The physicians provide evidence based care consistent with national and
state guidelines.
2) The designated TB inpatient facility in the state, The Texas Center for Infectious Disease
(TCID) in San Antonio is also staffed by UTHSCT faculty physicians so that for those few
TB patients requiring inpatient TB therapy, transfer is expedited by UTHSCT faculty in
RHP 1 (PHR 4 & 5N).
3) Statewide adoption of this model (DSHS management of TB and LTBI supported by UT
faculty) would offer the same benefits described above to DSHS personnel and high risk
populations throughout the state. DSHS personnel would have rapid access to reliable
and expert physician support and admission of patients acutely to respiratory isolation if
necessary. There would be no ambiguity about the responsibility for management of the
patient in the community. DSHS personnel could go directly to their designated UT
facility for support including consultation and hospitalization. Access to the entire UT
system would add a dimension missing in the current proposal that is limited to 1 DSHS
region(s) (PHR 4 & 5N), that is, access to multiple medical specialties (especially surgical
subspecialties), and, therefore, the ability to provide total care to the patient with TB.
The majority of hospitalized TB patients would still be treated at TCID after stabilization
at local UT facilities where acute management of co-morbidities may be necessary.
UTHSCT has been involved with TB care in Texas for more than half a century. UTHSCT is
now also the home of a large Public health Laboratory that performs IGRAs for diagnosis of
LTBI. This project would bring about a direct line of shared responsibility between UTHSCT
physicians and DSHS personnel on the front line of Texas TB care in RHP 1 (PHR 4 & 5N)
and will serve as a model for TB care throughout the state.
Starting Point/Baseline: 1385 cases of TB disease were reported in Texas in 2010, a rate of six
cases per 100,000 population. The number of cases fell only to approximately 1300 cases in
2011. TB can strike anyone, but is more likely to be found in those born outside the U.S., ethnic
minorities, diabetics, people with HIV/AIDS, the homeless, and those who work in health care.
Alcohol abuse is associated with more than 21 percent of TB. For U.S. born citizens, there is an
alarming disparity in TB incidence rates between whites and minority communities. In Texas,
51.3 percent of reported TB cases in 2010 were among Hispanics, 18.4 percent were among
African Americans, 14.8 percent were among Whites, 14.8 percent were among Asians. The
percentage of TB cases among African Americans was considerably higher in RHP 1 (PHR 4 &
5N) than the state average while for Hispanics the incidence was comparable to the state
average (please see accompanying table). Eliminating TB in Texas and the U.S. will require
preventing progression of LTBI to active TB disease.
In 2011 in RHP1, 540 adults underwent testing for LTBI including 388 (72%) as part of contact
investigations in RHP 1 which, in the context of limited resources, take priority over other
recommended indications for LTBI testing. Currently, approximately 60% of TB contacts in
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RHP1 are tested with IGRAs. 217 contact LTBIs (56%) received therapy with 115 (53%)
completing LTBI therapy. Only 2% of LTBI patients in RHP1 are receiving 12 week, 12 dose LTBI
therapy.
Appropriate targeted testing of high risk populations including aggressive contact investigation
around active TB cases is a vital part of the TB elimination strategy. The use of IGRAs instead of
TSTs will eliminate the need to treat BCG vaccinated individuals who have false positive TSTs.
With the new 12 dose 12 week INH/rifapentine regimen, patient completion rates are
significantly better than with INH alone thereby decreasing the risk of progression from LTBI to
active TB. It is clear that aggressive identification of LTBI cases associated with active TB
contact investigation followed by completion of LTBI therapy is an effective strategy for
preventing new cases of active TB. An up to date baseline for RHP-1 (PHR 4 & 5N) to determine
the number of IGRA tests and 12 week/12 dose treatments used with the high-risk population or
with those with LTBI will be assessed during DY 3.

Quantifiable Patient Impact:
•

Training for 50 healthcare workers in RHP1 including DSHS TB control workers, UTHSCT
physicians and support staff, and community health workers in the use of IGRAs for LTBI
diagnosis and the use of 12 week 12 dose LTBI therapy administered by directly observed
therapy (DOT).

•

Establishment of current baseline rates for patient encounters with contact testing, IGRA
testing and 12 week 12 dose LTBI therapy. RHP 1 figures for 2012-1013 not yet available
from DSHS.

•

Provide routine testing for LTBI for adult contacts to active TB cases with interferon gamma
release assays (IGRAs) instead of tuberculin skin testing (TST) to minimize false positive tests
in BCG vaccinated patients and avoid unnecessary LTBI therapy. Targeted populations
include foreign born individuals, members of ethnic minorities, including African-American
and Hispanic populations, those who live in congregate settings including homeless shelter
and drug rehabilitation centers, individuals living with HIV, diabetics and those economically
disadvantaged. As a baseline we estimate 233 unique patients and 699 patient encounters
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(3 encounters for 233 patients) per year. The number of unique patients and patient
encounters will be increased by 10% over baseline in DY4 (256 patients and 769 patient
encounters/year) and a further 10% over baseline in DY5 (279 unique patients and 839
patient encounters/year).
•

Provide routine treatment of LTBI in TB case contacts through a 12 dose, 12 week regimen
administered by DOT to improve patient adherence and completion of LTBI therapy.
Currently only 2% of LTBI patients in RHP1 are receiving treatment with the 12 week, 12
dose LTBI therapy. We anticipate a 10% increase in LTBI therapy with 12 week 12 dose
therapy in year 4 and a further 10% increase in LTBI therapy with 12 week 12 dose therapy
in year 5.

Rationale: An estimated 4.2% of the U.S. population or ~11 million persons have LTBI according
to a 1999-2000 tuberculin skin test (TST) survey. Reactivation of LTBI accounts for ~70% of
incident TB disease in the U.S. For each 1% lifetime risk of reactivation TB disease in this group,
110,000 TB cases might be expected from this reservoir of LTBI over the next 40 years. Eliminating
TB in the U.S. and Texas will require preventing these cases. Appropriate targeted testing of high
risk populations including aggressive contact investigation around active TB cases is a vital part of
the TB elimination strategy. The use of IGRAs instead of TSTs will eliminate the need to treat BCG
vaccinated patients with false positive TSTs. Previous experience has shown that treating LTBI
with 6-12 months of isoniazid (INH) can substantially reduce TB incidence, however, patient
adherence with INH self-administered regimens is poor so that avoidance of TB disease is
suboptimal with this strategy. With the new 12 dose 12 week INH/rifapentine regimen, patient
completion rates are significantly better than with INH alone due both to the need to administer
the 12 week regimen by directly observed therapy (DOT) and because of better patient tolerance
of the therapy. It is clear that aggressive identification of LTBI cases followed by completion of
LTBI therapy is an effective strategy for preventing new cases of active TB disease. Improving TB
outcomes through existing agencies and relationships presents several challenges. While the TB
case rate in Texas has been steadily declining for more than a decade, between 2010 and 2012
there was only a slight decline in TB incidence that may presage a plateau in the previously
encouraging progress, or worse, a reversal of that progress. The number and availability of TB
experts in the state is declining due to attrition (retirement, etc.), so that identification of these
experts will become progressively more difficult. The percentages of minority patients (black
and Hispanic) with TB and LTBI remain disturbingly high and consistently flat compared with
white patients suggesting at least a relative lack of progress in these populations. Blacks and
Hispanics have an approximately 8X higher TB rate than whites, clearly disproportionately high
based on their respective percentages of the population. We will provide in DY3 the necessary
education and training for DSHS personnel to successfully implement the new and innovative
LTBI diagnosis and treatment strategies through face to face trainings and web based education
opportunities. We will also reinforce evidence-based and CDC/DSHS approved treatment
strategies for TB disease.
Project Core Components:
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1) TX Department of State Health Services infrastructure (facilities and personnel) for TB
control and management. This extensive existing infrastructure is the basis that
permits and facilitates all interventions including TB contact testing with IGRAs to
identify TB case contacts with LTBI and administration of the 12 week 12 HP short
course by Directly Observed Therapy (DOT).
2) Testing of active TB contacts with IGRAs (T-SPOT®.TB test (T-SPOT) or QuantiFERON®–
TB Gold test (QFT-GIT) to improve specificity of response in BCG vaccinated individuals
compared with the TST.
3) Treatment of LTBI in TB case contacts with the short course 12 week, 12 HP regimen to
improve LTBI treatment regimen completion rates and reduce future cases of
reactivation TB.
4) UTHSCT faculty who have the experience and expertise to oversee this project, provide
training for IGRA testing and 12 week 12 dose LTBI therapy, provide consultation for
difficult to manage LTBI and TB patients and facilitate hospitalization for the few TB
patients who cannot be managed as outpatients.
5) 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.
Customizable Process or Improvement Milestones (If Applicable): P-X.1 has been chosen for
DY3 to establish baseline of number of adult patient encounters for contact testing and IGRA
testing.
Related Category 3 Outcome Measure(s): To Be Determined. Per HHSC guidance, narratives
for Category 3 measures are not due with this submission. Once revisions to Category 3 of the
RHP Planning Protocol are approved, University Physician Associates will submit narratives for
Category 3 measures.
Reasons/rationale for selecting the two Outcome Improvement Targets: To Be Determined.
Per HHSC guidance, narratives for Category 3 measures are not due with this submission. Once
revisions to Category 3 of the RHP Planning Protocol are approved, University Physician
Associates will submit narratives for Category 3 measures.
The University of Texas Health Science Center, Tyler (UTHSCT) has no statistically significant
data to report on any of the Outcome Domains 1-3 or 5 in Category 4.
Relationship to other Projects: The project team will work with the anchor in RHP region 1 to
share information about new treatment regimens for persons with active and LTBI as well as
referral for specialty consultation and care with other performing providers. The project team
may also coordinate with other TB related projects in other regions to share information about
evidence-based practice and identify any implementation challenges or training needs.
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Relationship to Other Performing Providers’ Projects in the RHP: UTHSCT will participate in
RHP wide learning collaboratives to connect with other performing providers who may be
serving similar clients in order to better compare related outcomes.
Plan for Learning Collaborative: The leadership team for this project will actively participate in
the face-to-face meetings and other opportunities to share challenges and lessons learned with
other health care providers in RHP 6.
Project Valuation: This represents an innovative and ambitious project to enhance and expand
the control of TB in RHP 1 that encompasses both urban and rural communities as well as a
significant number of individuals who are at highest-risk of contracting TB, including the
uninsured (40%) and Medicaid (20%) populations who make up the majority of the TB
population in RHP 1 and in the state of TX, of new diagnostic (IGRA testing) and treatment
strategies (12 week LTBI therapy) further reduce costs by focusing resources on interventions of
proven public health value at a lower financial cost. Improved completion rates for LTBI
therapy will also decrease the number of LTBI patients progressing to active TB and avoid the
considerably higher costs associated with treating active TB. The value of this project is
justifiable on the basis of :
1) Provides through UTHSCT enhanced access to comprehensive, fully integrated TB
care utilizing existing DSHS public health infrastructure.
2) Targets populations who are at highest risk for disease exposure and spread with an
evidence-based, cost-effective management and prevention strategy.
3) Implementation of universal LTBI testing with IGRAs thereby limiting the expense
and potential drug toxicity of false positive TSTs in BCG vaccinated populations.
4) Implementation of universal 12 week, 12 dose LTBI therapy to improve LTBI
treatment completion rates and decrease future TB burden.
5) Insures universal application of evidence based treatment guidelines from CDC and
DSHS for LTBI and TB disease.
This approach will reduce the current and future financial burden on the healthcare system by
contributing to the decline of TB rates among Texas residents.
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Project Option: 2.13.1 – Design, implement, and evaluate research‐supported and
evidence‐based interventions tailored towards individuals needing outpatient therapy in
Henderson County, Texas
Unique Project ID Number: 751281410.2.100
Performing Provider Name/TPI: Andrews Center 17512814108000
Regional Priority: 1 of 8
Project Abstract
Provider Description: Andrews Center Behavioral Healthcare System is a non-profit,
comprehensive mental health and mental retardation center. Services are provided in a fivecounty area of East Texas (Smith, Wood, Rains, Van Zandt and Henderson) with an estimated
population of 390,014.
Intervention: This project will significantly increase outpatient therapy services in Henderson
County, providing an estimated 3,000 additional outpatient therapy appointments over the
span of the program. This will be accomplished by hiring a new dedicated outpatient therapist
who will be stationed full time at our clinic in Henderson County.
Need for the Project: The community needs assessment for RHP 1 cites insufficient access to
behavioral care services (CN.2). This is particularly true in Henderson County, which has been
identified by the Health Resources and Services Administration as a mental health shortage
area (HPSA of 12). Henderson County has a population of 78,826 (2011), and Andrews Center
currently has 1,953 registered adult consumers who reside within the county. An additional
number of consumers from adjacent counties make use of our Henderson County clinic as it is
closest to them.
Therapy services have been demonstrated to improve the overall functioning of individuals
with mental illness; through the use of Therapeutic modalities that are evidence based
practices such as Cognitive Behavioral Therapy, Cognitive Processing Therapy, and recognized
curricula by the State of Texas. It is anticipated that as a result of increased therapy services
individuals served will show a decrease in emergency room visits and hospital bed days. There
is also a positive correlation between outpatient therapy and reduced encounters with law
enforcement and the justice system.
Target Population: The target population is behavioral health patients in need of outpatient
therapy who reside within, or would normally seek services in Henderson County, Texas. Many
of the patients targeted for outpatient therapy services have been on a waiting list due to
limited resources and currently have little or no access to these services. It is anticipated that
with the expansion of therapy services in Henderson County approximately 100 patients per
year will be served with a Medicaid and indigent population of at least 55%.
Category 1 or 2 Expected Patient Benefits: This targeted expansion of outpatient therapy
services intends to provide at least additional 1000 appointments per year. Based on earlier
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planning and research used within our existing 1115 project (751281410.2.3) we are confident
that at least 50% (4 individuals per operational month) will show improvement in GAF (Global
Assessment of Functioning) scores in DY 3 and will improve upon this target in DY4 and DY5 at a
level equal to or greater than that established in the aforementioned project. Our performance
goal is 10% improvement over DY3 (5 additional individuals) who show improved scores on the
GAF in DY4, and 60% (10 additional individuals) with improved scores in DY5.
Patients within the program will benefit from much improved access to therapy services and
shorter waits for appointments. We anticipate a minimum of 55% of these patients will be
from the Medicaid/indigent population.
Category 3 Outcomes: Expanded outpatient therapy services in Henderson County will impact
the 30-day behavioral health/substance abuse readmission rate (IT-3.8) in a positive way. Our
most current data reflects an average re-admission rate of 21.15% (FY2013 Data) and of those
readmissions approximately 30% are within 30 days of discharge. We feel that our current data
may not fully reflect the complete readmission rate due to incomplete records from private
facilities. We will thus verify this estimate in DY3 while putting in place more robust data
collection and record keeping methodologies.
We believe this project initiative and can contribute towards reducing this 30-day readmission
rate by 3% in DY4 and 5% in DY5. These percentages will be based on the verified baseline
derived in DY3 which could be somewhat higher or lower than our estimate of 30%.
Project Narrative
Project Description: The Andrews Center will substantially increase therapy services in
Henderson County through the addition of a dedicated outpatient therapist. This new
counselor will provide an intensive therapy program for a clearly underserved behavioral
health/substance use population. Increasing therapy capacity will require the recruitment and
hire of a single licensed therapist (Professional Counselors or Clinical Social Workers).
Andrews Center will confirm our estimated baseline level of individual improvement as
measured on standardized instruments, of 50% (50 individuals) in DY3. We anticipate showing
clear improvements of 10% (55 individuals) over baseline in DY4 and 20% (60 individuals) over
baseline in DY5 as measured on standardized instruments such the GAF (Global Assessment of
Functioning). Measures and methodologies for tracking this metric have already been
implemented in association with other projects and will be in place and ready immediately
upon the approval of this project.
While not directly associated with DSRIP incentives and metrics, Andrews Center is committed
to ensuring that a focus on improving the quality of life and service satisfaction of our
consumers. It is our intention to extensively monitor and seek to improve measures such as
reduction of “no show” events, wait times and lists, etc. Additionally we will monitor the
caseload of the project provided therapist to ensure a minimum of 55% of the individuals who
will be scheduled are Medicaid/indigent consumers.
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A high number of clients served by the Andrews Center have co-occurring disorders in mental
health and substance use, which often contributes to a high rate of hospital admissions and
crisis contact. For FY 2013 the Andrews Center served 1,953 adults with mental health issues in
Henderson County. Of those approximately 63% are uninsured, many are unemployed, and
may also lack sufficient housing and access to transportation. The additional therapists
provided in this project will increase access to services by bringing them closer to home and
increase the level of functioning and quality of life for clients that fall into these categories.
Consistent with the overarching goal and vision of RHP 1, Andrews Center is moving toward a
realization of the triple aim to improve the patient experience of care (including quality and
satisfaction), improve the health of populations, and reduce the per capita cost of health care.
In addition, addressing gaps in access to care is a key focus of Andrews Center. Northeast Texas
is an area where patients face many challenges in accessing primary, specialty, and behavioral
health care. Northeast Texas is older, poorer, and less educated than the state average. As a
result, over half of counties in Region 1 are in the bottom quartile of Texas counties in health
outcomes. Additional access to therapy services will substantially increase the overall
behavioral health status of the Andrews Center catchment area.
In order to meet the healthcare needs of our population within Henderson County, Andrews
Center is proposing to expand outpatient therapy capacity in order to decrease the need for
more costly future inpatient services, and the inappropriate usage of our local emergency
departments. Expanding behavioral health care access with outpatient therapy services meets
several community needs outlined by RHP 1, including: insufficient access to behavioral care
services (CN.2), high costs due to potentially preventable hospitalizations (CN.4), and
inappropriate emergency room utilization (CN.5).
The project plan is to expand therapy capacity by increasing the workforce with a Licensed
Professional Counselor (LPC) and/or Licensed Clinical Social Worker (LCSW). Therapeutic
modalities will be evidence based practices such as Cognitive Behavioral Therapy, Cognitive
Processing Therapy, and recognized curricula by the State of Texas. The therapy will be
provided in group and/or individual sessions within a professional setting. The comprehensive
strategic therapy plan will encompass elements designed to engage clients in therapeutic
services to ensure maximum utilization of this service. Each therapist will be required to
maintain 50% direct service time to meet the improvement metrics.
Starting Point/Baseline: The licensed therapist in this project will be well-trained in CBT
Cognitive Based Therapy and CPT Cognitive Processing Therapy, and be required to maintain
the needed CEU’s in their counseling area. The project will seek a professional who has
experience in working with individuals with mental health, substance use disorders,
developmental disabilities, and the forensic population. There are currently approximately 107
individuals who are on a waiting list for counseling services who could benefit from counseling
but due to lack of resources have been underserved or not receiving any services. The Andrews
Center screens an average of 247 people per month with approximately 83% determined
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eligible for services. As the area population grows the demand for behavioral health services,
including therapy services, increases as well. Andrews Center has engaged in project planning
during DY2 by engaging stakeholders, identifying current capacity and needed resources,
determining timelines and documenting implementation plans. This work has paved the way
for a quick and effective implementation of this project. We will refine our ability to collect
and analyze hospitalization data in DY 3 to assist in our efforts to reduce the 30-day
readmission rate of persons from Henderson County to inpatient psychiatric facilities. Andrews
Center plans to decrease readmissions in general for patients receiving interventions through
our services, but will focus on reducing readmissions within 30 days by 3% and 5% in
demonstration years 4 and 5, respectively.
Quantifiable Patient Impact: This project will directly impact a minimum of 100 individuals per
demonstration year. Patients within the program will benefit from much improved access to
therapy services and shorter waits for appointments. We anticipate a minimum of 55% of
these patients will be from the Medicaid/indigent population. We estimate that 25% will be
Medicaid and 30% will be indigent at minimum.
Rationale: Evidence based therapies will be utilized to assist clients in the community to
improve stabilization. Therapy is a behavioral health intervention that is proven to provide
education about one’s diagnosis, to learn coping skills and techniques to manage issues related
to the diagnosis. Therapy has been shown to be effective in helping individuals with behavior
health issues to over time maintain a level of functioning in the community that allows them
independence on an outpatient basis rather than inpatient basis. The end result will be
improved overall global functioning and a decrease in symptoms.
Research indicates that evidence based therapies are effective tools in preventing psychiatric
hospital admissions and re-admissions. The goal of providing increased access to additional
therapy will impact the lives of persons with disabilities in a positive way. It would provide the
emotional support and coping skills needed to decrease admissions to the hospital, and reduce
emergency department visits. It would improve stabilization and assist in maintaining a high
level of functioning on an outpatient basis. Increased access for services will allow more clients
to receive assistance. Additionally, the addition of therapist will allow the Andrews Center to
relieve lengthy waiting list for therapy services, enabling the Center to meet community needs.
Project Core Components: Specific project components include the following:
a. In assessing the needs of Henderson County clients served by the Andrews Center
it was determined that approximately 107 people remain on the waiting list for
therapy services and have been unable to access services due to lack of resources.
These individuals have a mental health diagnosis of major depression,
schizophrenia, bipolar disorder, and other major mental illnesses. This rate is the
highest per capita of our five-county catchment area, and the reason for the
narrower focus of this project proposal.
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b. A review of the current literature on CBT or Cognitive Behavioral Therapy was
undertaken as a part of existing 1115 project 751281410.2.3 and the conclusions
drawn from this review are fully applicable to this project proposal as well. The
goals of Cognitive Behavioral Therapy are to correct cognitive distortions, reduce
emotional stress, and to cope with problems actively. There is evidence to
support that CBT has been successful in the treatment of anxiety disorders,
depression, eating disorders, low back pain, personality disorders, psychosis,
schizophrenia, substance use disorders, fibromyalgia, spinal-cord injuries etc.
Evidence states that CBT is superior in the long run to the use of benzodiazepines
and insomnia medications. In a review of 150 research studies 87% of individuals
with panic disorder improved with only a 10% relapse rate. The University of
Michigan Depression Center found CBT achieved “significant improvements “in
more than 75% of patients.
c. Individuals who receive therapy services will be assessed using standardized
instruments, such the GAF, (Global Assessment of Functioning) initially and at the
completion of their course of therapy to determine if they have shown a decrease,
increase or stabilization in their functioning level.
d. Andrews Center services will offer community‐based specialized interventions
based on individual needs for behavioral health patients needing outpatient
therapy, including: Specialized behavioral therapies, psychiatric services, case
management and mental health rehabilitation training.
e. Throughout the course of the project outcomes will be assessed to determine the
impact of interventions based on results of a standardized instrument, such as the
GAF for those receiving therapy as well as correlation of improvement on the GAF
and mental health diagnosis. It is anticipated that individuals receiving specialized
interventions who demonstrate improved functional status on standardized
instruments will be at a baseline of 50% (50 individuals) in DY3, and improve over
this baseline by 10%, (55 individuals) in DY 4 and 20% (60 individuals) in DY5.
Related Category 3 Outcome Measures:
Expanded outpatient therapy services in Henderson County will help Andrews Center expand
upon plans to decrease re-admissions to psychiatric hospitals overall, and within the 30-day
measurement period in particular. Evidence shows a clear positive correlation between
available outpatient therapy services and reduced inpatient admissions. Andrews Center will
develop enhanced ability to track hospitalization information to allow for a more targeted
response to identified issues. While a current ability to track this information exists we will
develop a fully functional tracking methodology within DY3, and use this methodology to
provide a fully valid baseline for inpatient admissions and readmissions. We believe that
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patients receiving interventions through expanded outpatient therapy services will
demonstrate a significantly decreased incidence of inpatient admission, and will strive to
reduce such admissions by 3% in DY4 and 5% in DY5.
Relationship to Other Projects: All four of Andrew Center’s existing and initially approved1115
project plans work together to expand behavioral health services and to prevent potential
admissions, readmissions, and ED visits. This project will integrate with these plans and build
upon the overall success and improvements they offer to the community. The first step is to
intervene at the ED and appropriately send behavioral health patients to a Regional Crisis
Response Centers or other more appropriate and less restrictive and stressful alternative. Crisis
intervention and stabilization centers (751281410.1.1) more efficiently serve behavioral health
needs and get them specialized, cost effective care. Another intervention point is the criminal
justice system through our jail diversion program (751281410.2.1). Similar to the crisis
stabilization program, our community health workers and criminal justice system stakeholders
will work together to keep behavioral health patients out of jail in the first place and provide
interventions proven to reduce the chances of them returning to incarceration. Along with
crisis stabilization and jail diversion, patients will be guided to the appropriate follow up care in
our proposed physical-behavioral health integration program (751281410.2.2). Patients will
have access to our psychiatrists and primary care physicians, in order to meet their physical and
behavioral health needs. In order to maintain the appropriate follow-up care, Andrews Center
has a need to expand outpatient therapy services with two new licensed therapists
(751281410.2.3). This project will add a third new therapist that is focused exclusively on the
geographic area of highest need.
Relationship to Other Performing Providers’ Projects in the RHP: Andrews Center has ensured
that all project plans meet the community needs and operate in conjunction with the RHP-wide
initiatives. Our proposed projects meet the needs of specific populations and will not duplicate
services of similar projects in the RHP. We will communicate freely and openly with other
providers within our RHP and strive to find ways in which cooperation and information sharing
will yield cost savings and improved consumer outcomes. Furthermore, we will participate in
learning collaboratives to support this project and share best practices, new ideas, and
solutions with similar projects across the RHP.
Plan for Learning Collaborative: Andrews Center will participate in RHP-wide learning
collaboratives with other providers. Engaging in learning collaboratives will promote sharing
challenges and best practices, and testing new ideas and solutions between providers
implementing similar projects.
Project Valuation: The Andrews Center cost per inpatient psychiatric bed per day can exceed
$850, compared to one therapy session with an average cost of $120. We estimate that the
new therapist will be able to provide 1,125 sessions (appointments). The average client
caseload for a therapist such as the one targeted by this project is approximately 100 unique
individuals. Providing therapy for 100 clients rather than inpatient services can reap substantial
savings.
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Estimated Annual Cost Savings
Outpatient Therapy Versus Inpatient Admissions
Cost of Therapy Per Session
Sessions Per Patient
Cost per Patient

$

Typical Caseload (Patients)
Total Therapy Cost

$

120
10
1,200

$

100
120,000

$

Inpatient Cost per Bed Day
Average Length of Stay
Cost Per Patient

$
86%

Savings Per Patient

850
10
8,500
$7,300

If even 45 inpatient hospitalizations of persons served annually by this intervention are avoided
the savings would offset the entire three year cost the project.
Outpatient Therapy Versus Inpatient Admission
Annual Savings Potential
Admissions Avoided
15
20
25
30
35
40
45
Annual DSRIP Value₁
Three Year DSRIP Value₁
₁ Ca tegory 1 a nd 2 Onl y

3.6%
27.7%
42.2%
51.8%
58.7%
63.9%
67.9%

Savings
$
$
$
$
$
$
$
$
$

109,500.00
146,000.00
182,500.00
219,000.00
255,500.00
292,000.00
328,500.00
105,511.00
316,533.00

Once the indirect costs associated with an inpatient hospitalization are included the value of
the project becomes even more dramatic. Transportation to a state inpatient psychiatric
facility often requires many hours of time for law enforcement along with fuel and vehicle
related costs. Andrews Center staff spends significant time locating available inpatient beds
and processing the required paperwork, and the stress and inconvenience for the admitted
individuals and their families has a difficult to define but clearly evident cost as well.
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Project Option: 1.7.1 – Introduce, Expand or Enhance Telemedicine
Unique Project ID Number: 177870603.1.100
Performing Provider Name/TPI: Red River Regional Hospital 177870603
Regional Priority: 8 of 8
Project Abstract
Provider: Red River Regional Hospital (RRRH) is a 25-bed critical access hospital that provides
inpatient, outpatient, and emergency services to its communities. RRRH’s primary service area
is Fannin County, but the secondary service area extends to surrounding communities. The
service area population is estimated at around 33,915.
Intervention: At RRRH we are looking to provide specialty physician consultations in select
specialties through the use of telemedicine.
Need for the Project: As sited in the community needs assessment (CN.1, CN.4, and CN.5), our
region has insufficient access to specialty care services, high costs due to potentially
preventable hospitalizations, and inappropriate emergency room utilization. Telemedicine
Consults will give patients better access to specialty care.
Target Population: The target population is service area residents that currently do not have
sufficient access to specialty care. We expect to serve an average of 240 telemedicine consults
with a Medicaid and indigent share of at least 15%.
Category 1 or 2 Expected Patient Benefits: The project seeks to provide capacity, as evidenced
by 360 telemedicine consults by DY 5. Patients will benefit from more appointment availability
and expanded access.
Category 3 Outcomes: The related category 3 outcome measure is IT-2.11: Ambulatory Care
Sensitive Conditions Admissions Rate. Our goal is to decrease the number of acute care
hospitalizations for ambulatory care sensitive conditions under age 75 years by 3% in DY 4 and
6% in DY 5.
Project Narrative
Project Description: At RRRH we are looking to provide specialty physician consultations in
select specialties through the use of telemedicine. This will increase the services that we are
able to deliver to our community within the walls of RRRH. By increasing the services we offer,
less patients will have to travel outside of their primary community for specialty care which will
reduce healthcare costs and improve the care that patients receive at RRRH. This approach
could be applied in a number of specialties including the following examples:
Cardiology and pulmonary/intensivist coverage can be accessed for consultative purposes in
the ER and then the attending physician can consult the specialist for daily follow-up while the
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patient is in-house. This additional service provides a specialist’s expertise to the robust skill
set of our internists which will allow them to treat more patients to RRRH instead of
transferring patients unnecessarily for fear of an acute event occurring without any specialist
backup.
Adding neurology coverage through telemedicine is a life-saving addition to the care that we
deliver to our community. The current guidelines for the administration of “clot busting” or
thrombolytic therapy require administration within four hours from the onset of symptoms.
Many times patients arrive to the emergency room after 2 or 3 hours have elapsed and if RRRH
does not have the ability to administer the thrombolytic the symptoms could remain
permanent or even worse, the patient could succumb to the acute event. With a neurologist
providing consultative assistance in the ER, the expertise is then available to give direction to
the ER physician to administer the life-saving medication.
East Texas communities have a growing share of people with multiple chronic conditions and
various other challenges with access to care. Without regular primary care, chronic conditions
are likely to become acute episodes, putting patients at risk for disability and premature death.
Extended delays in appointment scheduling and long waiting times have a significant negative
impact on patient and provider satisfaction and quality of care and discourage people from
using health care proactively.
Consistent with the overarching goal and vision of RHP 1, RRRH is moving toward a realization
of the triple aim to improve the patient experience of care (including quality and satisfaction),
improve the health of populations, and reduce the per capita cost of health care. In addition,
addressing gaps in access to care is a key focus of RRRH. Northeast Texas is an area where
patients face many challenges in accessing primary care. Northeast Texas is older, poorer, and
less educated than the state average. As a result, over half of counties in Region 1 are in the
bottom quartile of Texas counties in health outcomes.
In order to meet the healthcare needs of our population within Northeast Texas, RRRH is
proposing to implement a telemedicine program to provide specialist referral services in the
region. More specifically, the program will also provide patient consultations by medical and
surgical specialists as well as other types of health professional using telecommunications and
conduct quality improvement for project to scale all or part of the project ensure broad patient
participation.
Implementing telemedicine services meets several community needs outlined by RHP 1,
including: As sited in the community needs assessment (CN.1, CN.4, and CN.5), our region has
insufficient access to specialty care services, high costs due to potentially preventable
hospitalizations, and inappropriate emergency room utilization. Telemedicine Consults will give
patients better access to specialty care.
Starting Point/Baseline: RRRH has conducted a study of physician needs by specialty to
pinpoint a recruitment focus on underserved areas. This study shows a great need for primary
care services. Fannin County is currently underserved by more than 60 physicians.
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Service Area Physician Need
Primary Care/Medical Specialties

PHYSICIAN NEED RATIO
(PER 100,000 POPULATION)

SPECIALTY GROUPING

PHYSICIAN SPECIALTY

Primary Care
Primary Care
Primary Care
Primary Care
Primary Care
Medical Specialties
Medical Specialties
Medical Specialties
Medical Specialties
Medical Specialties
Medical Specialties
Medical Specialties
Medical Specialties
Medical Specialties
Medical Specialties
Medical Specialties
Medical Specialties
Medical Specialties
Medical Specialties
Medical Specialties

Family Practice
Geriatric Medicine
Internal Medicine
Pediatrics
Primary Care
Allergy/Immunology
Cardiology
Dermatology
Endocrinology
Gastroenterology
Hematology/Oncology
Infectious Disease
Nephrology
Neurology
Physical Medicine
Psychiatry
Pulmonology
Rheumatology
Other Medical Specialties
Medical Specialties
SUBTOTAL

GMENAC

Hicks &
Glenn

25.20
28.80
12.80

33.70
17.60
12.90

0.80
3.20
2.90
0.80
2.70
3.70
0.90
1.10
2.30
15.90
1.50
0.70
-

1.00
3.80
2.10
0.70
1.70
2.30
0.60
0.90
2.20
10.00
1.50
0.70
-

DGA
(Base)
Hybrid

PHYSICIAN DEMAND

Solu- Blended
cient
Ratio

2013

29.45
2.60
23.20
12.85

2.60

1.10

2.00

2018
10
1
8
4
23
1
1
1
1
1
4
1
1
11
34

0.90
3.50
2.50
0.75
2.20
3.00
0.75
1.00
2.25
1.10
12.95
1.50
0.70
2.00

PHYSICIAN
SUPPLY

PHYSICIAN
SURPLUS
(SHORTAGE)

2013

2013

10
1
8
4
23
1
1
1
1
1
5
1
1
12
35

4

(6)
(1)
(5)
(4)
(16)
(1)
(1)
(1)
(1)
(1)
(4)
(1)
(1)
(11)
(27)

3
7
7
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Service Area Physician Need
Surgical & Hospital Based Specialties

PHYSICIAN NEED RATIO
(PER 100,000 POPULATION)

SPECIALTY GROUPING

PHYSICIAN SPECIALTY

Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Hospital-Based
Hospital-Based
Hospital-Based
Hospital-Based
Hospital-Based
Hospital-Based
Pediatric Subspecialties
Pediatric Subspecialties
Pediatric Subspecialties
Pediatric Subspecialties
Pediatric Subspecialties

Cardiothoracic Surgery
General Surgery
Neurosurgery
OB/GYN
Opthalmology
Orthopedic Surgery
Otolaryngology
Plastic Surgery
Urology
Other Surgical Specialties
Surgical Specialties
Anesthesiology
Emergency
Hospitalist
Radiology
Pathology
Hospital-Based
Pediatric Cardiology
Pediatric Gastroenterology
Pediatric Hematology/Oncology
Pediatric Neurology
Pediatric Subspecialties
SUBTOTAL
TOTAL, ALL

Total

GMENAC
9.70
1.10
9.90
4.80
6.20
1.10
3.20
-

Hicks &
Glenn

DGA
(Base)
Hybrid

0.70
13.60
1.30
11.10
4.80
5.40
2.40
1.20
2.90
-

PHYSICIAN DEMAND

Solu- Blended
cient
Ratio

2.20

0.70
11.65
1.20
10.50
4.80
5.80
2.40
1.15
3.05
2.20

8.30
8.50
8.90
5.60

3.00
-

2.70

8.30
5.75
2.70
8.90
5.60

-

-

0.40
0.20
0.60
0.60

0.40
0.20
0.60
0.60

2013

2018
-

4

-

PHYSICIAN
SUPPLY

PHYSICIAN
SURPLUS
(SHORTAGE)

2013

2013
-

4
-

4
2
2
1

4
2
2
1

-

-

1
1
15
3
2
1
3
2
11
26
60

1
1
15
3
2
1
3
2
11
26
61

1

(3)

-

(4)
(2)
(2)
(1)
(1)
(1)
(14)
(3)
(2)
(1)
(3)
(2)
(11)
(25)
(52)

1
1
8

NOTE: Blended ratio based upon average of GMENAC and Hick s & Glenn; Where no blended ratio available, other source used as detailed above.
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In order to estimate the physician need, we used a blended ratio based upon an average of the
GMENAC and Hicks & Glenn studies. The Graduate Medical Education National Advisory
Committee (GMENAC) study uses expert testimony to model physician need based on current
physician supply, and whether it is adequate given the population base, growth, and future
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demand. The Hicks & Glenn study is largely a productivity model based on demand for service
and the capacity of the respective specialty to serve that demand (MGMA, NAHCMS).
Quantifiable Patient Impact: In pursuit of this project, RRRH aims to serve 120 telemedicine
consults in DY4 and 240 consults in DY5. The total quantifiable patient impact will be 360
consults over the final two years of the project.
Rationale: Formally defined, telemedicine is the use of medical information exchanged from
one site to another via electronic communications to improve a patient’s clinical health status.
Telemedicine includes a growing variety of applications and services using two-way video,
email, smart phones, wireless tools and other forms of telecommunications technology.
Starting out over forty years ago with demonstrations of hospitals extending care to patients in
remote areas, the use of telemedicine has spread rapidly and is now becoming integrated into
the ongoing operations of hospitals, specialty departments, home health agencies, private
physician offices as well as consumer’s homes and workplaces.
Specialist consultation services may involve a primary care or allied health professional
providing a consultation with a patient or a specialist assisting the primary care physician in
rendering a diagnosis. This may involve the use of live interactive video or the use of store and
forward transmission of diagnostic images, vital signs and/or video clips along with patient data
for later review.
Telemedicine is a significant and rapidly growing component of healthcare in the United States.
There are currently about 200 telemedicine networks, with 3,500 service sites in the US. Nearly
1 million Americans are currently using remote cardiac monitors and in 2011, the Veterans
Health Administration delivered over 300,000 remote consultations using telemedicine. Over
half of all U.S. hospitals now use some form of telemedicine. Around the world, millions of
patients use telemedicine to monitor their vital signs, remain healthy and out of hospitals and
emergency rooms. Consumers and physicians download health and wellness applications for
use on their cell phones.
Telemedicine is viewed as a cost‐effective alternative to the more traditional face‐to‐face way
of providing medical care (e.g., face‐to‐face consultations or examinations between provider
and patient) that states can choose to cover under Medicaid. This definition is modeled on
Medicare’s definition of telehealth services (42 CFR 410.78). Note that the federal Medicaid
statute does not recognize telemedicine as a distinct service.
RRRH believes that the application of telemedicine consult services would be an effective
means of expanding access to specialty services for patients in the service area in a cost
effective manner that ultimately improves population health by providing care close to home.
(Source: American Telemedicine Association and www.medicaid.gov)
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Project Core Components: In pursuit of this initiative, RRRH will complete the following core
components:
A) Provide patient consultations by medical and surgical specialists as well as other types of
health professional using telecommunications
B) 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.
Customizable Milestones: In pursuit of this project, RRRH will not be using customizable
milestones.
Related Category 3 Outcome Measures: The related category 3 outcome measure is IT-2.11:
Ambulatory Care Sensitive Conditions Admissions Rate in the Potentially Preventable
Admissions domain (OD-2). RRRH's goal is to reduce the number of acute care hospitalizations
for ambulatory care sensitive conditions under age 75 years through a series of primary care
expansion initiatives. Our goal is to decrease the number of acute care hospitalizations for
ambulatory care sensitive conditions under age 75 years by 3% in DY 4 and 6% in DY 5.
The previously stated project description and rationale further describes how offering
telemedicine consult services may prevent future ambulatory care sensitive admissions.
Relationship to Other Projects: RRRH has developed a number of DSRIP initiatives including:
RRRH clinic will begin offering extended hours and additional physician staffing (177870603.1.1)
to provide expanded access to primary care and preventive services. The expansion of access
to primary care providers will help patients manage chronic disease and improve patient health
outcomes. The expansion of primary care access will decrease the number of acute care
hospitalizations for ambulatory care sensitive conditions under age 75 years (177870603.3.1)
due to enhanced physician-patient relationships, preventive care, and chronic disease
management.
Providing primary care to more patients through our extended hours and staffing will allow
RRRH to make a significant impact in disease management. Managing the care of diabetic
patients (177870603.2.1) will improve health outcomes (177870603.3.2) and decrease the cost
of acute inpatient care.
The structured outpatient program (SOP) for geriatric, behavioral health patients will improve
the functional status of individuals receiving specialized interventions (177870603.2.3).
Providing this outpatient program for geriatric, behavioral health patients will effectively
decrease the 30 day readmission rate for the same population (177870603.3.101).
While clinic hours, staffing, and behavioral therapy reduce preventable admissions, redesigning
to improve the patient experience (177870603.2.2) will improve overall patient satisfaction for
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inpatient admissions that could not be prevented. We will increase patient satisfaction scores
(177870603.3.3) by implementing a mix of administrative rounding and discharge planning
programs.
Relationships to Other Performing Provider Projects in the RHP: RRRH has ensured that all
project plans meet fulfill the community needs and operate in conjunction with the RHP-wide
initiatives. Our proposed projects meet the needs of specific populations and will not duplicate
services of other performing provider projects in the RHP. Furthermore, we will participate in a
learning collaborative to support this project and share best practices, new ideas, and solutions
with similar projects across the RHP.
Plan for Learning Collaborative: RRRH plans to participate in RHP-wide learning collaboratives
with other providers with similar primary care access projects. Engaging in learning
collaboratives will promote sharing challenges and best practices, and testing new ideas and
solutions between providers implementing similar projects.
Project Valuation: Since 2002, Merritt Hawkins—a national physician search and consulting
company—has conducted a study on “Physician Inpatient/Outpatient Revenue” that provides
benchmark data on the value of physician impact on the community. The graph below
indicates incremental patient access to healthcare as measured by average net annual income
generated by a specialist physician on behalf of his/her affiliated hospital. This data
demonstrates the expansive impact of each additional specialist. The chart below values access
from a specialist at $1.5M. Accordingly, RRRH’s average DSRIP funding request of
approximately $600,000 per year (including Category 1 and 3) is targeted to be less than the
savings so that the Medicare program accrues a net benefit.
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177870603.1.100

1.7.1

1.7.1.P3

Red River Regional Hospital
Related Category 3 Outcome
Measure(s):
Year 2

Introduce or Expand Telemedicine
177870603

Year 3
Milestone 1: ( P-3)
Implement or expand telemedicine
program for selected specialties based
on regional or community need.

Year 4
Milestone 2: (i-12)
Implement or expand telemedicine
program for selected specialties based
on regional or community need.

Ambulatory Care Sensitive Conditions
Admissions Rate
Year 5
Milestone 3: (i-12)
Implement or expand telemedicine
program for selected specialties based
on regional or community need.

Metric: 1 (P-3.2)
Implement program and establish
baseline level of telemedicine consults.

Metric: 2 (i-12.1)
Documentation of increased number of
telemedicine consults. Demonstrate
improvement over prior reporting
period.

Metric: 3 (i-12.1)
Documentation of increased number of
telemedicine consults. Demonstrate
improvement over prior reporting
period.

Baseline/Goal:
Increase visits by 120 over baseline of
120 visits for a total of 240 telemedicine
visits in DY4.

Baseline/Goal:
Increase visits by 240 over baseline of
120 visits for a total of 360 telemedicine
visits in DY5.

Data Source:
Registry, EHR, claims or other
Performing Provider source

Data Source:
Registry, EHR, claims or other
Performing Provider source

Data Source:
Registry, EHR, claims or other
Performing Provider source

Milestone 1 Estimated Incentive
Payment: $583,047 562,202

Milestone 3 Estimated Incentive
Payment: $595,728 553,054

Milestone 4 Estimated Incentive
Payment: $495,651 448,882

Year 3 Estimated Total DSRIP:

Year 4 Estimated Total DSRIP:

Year 5 Estimated Total DSRIP:

$568,519 562,202

$599,698 553,054

$570,010 448,882

177870603.3.1

Baseline/Goal:
Establish a baseline for telemedicine
visits. We estimate a baseline of 60
telemedicine visits (10 per month for 6
months) will be achieved in DY3.

3.IT‐2.11

TOTAL EST DSRIP FUNDING FOR 3 YEARS (add amounts of Estimated DSRIP Funding for Years 3‐5): $1,738,227 1,564,138
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Project Option: 1.9.2 – Improve Access to Specialty Care
Unique Project ID Number: 177870603.1.101
Performing Provider Name/TPI: Red River Regional Hospital 177870603
Regional Priority: 5 of 8
Project Abstract
Provider: Red River Regional Hospital (RRRH) is a 25-bed critical access hospital that provides
inpatient, outpatient, and emergency services to its communities. RRRH’s primary service area
is Fannin County, but the secondary service area extends to surrounding communities. The
service area population is estimated at around 33,915.
Intervention: This project increases access to specialty healthcare through recruiting a full-time
orthopedic surgeon to establish a specialty clinic.
Need for the Project: As sited in the community needs assessment (CN.1, CN.4, and CN.5), our
region has insufficient access to specialty care services, high costs due to potentially
preventable hospitalizations, and inappropriate emergency room utilization. An orthopedic
surgeon will give patients better access to specialty care.
Target Population The target population is service area residents that currently do not have
sufficient access to specialty care. We expect to serve an average of 1,880 new clinic patients
per year per provider with a Medicaid and indigent share of 40%.
Category 1 or 2 Expected Patient Benefits: The project seeks to improve RRRH’s specialty care
capacity, as evidenced by a 66% increase in orthopedic clinic visits over baseline by DY 5,
estimated at 2,350 visits per new hire. Patients will benefit from more appointment availability
and expanded specialty access.
Category 3 Outcomes: The related category 3 outcome measure is surgical site infection (SSI)
rate (IT-4.4) in the Potentially Preventable Complications and Healthcare Acquired Conditions
domain (OD-4). RRRH plans to decrease the surgical site infection (SSI) rate —for surgery
patients—by 4% and 8% in demonstration years 4 and 5, respectively.
Project Narrative
Project Description: RRRH ’s goal is to be able to treat more patients in the specialty care
setting where they can receive more appropriate and proactive care, more efficiently. RRRH
plans to expand its specialty care access to providers by recruiting an orthopedic surgeon. The
four-year goal is to see a 66% increase in the orthopedic surgery clinic visits.
Historically, resources for specialty services have been extremely limited in the community.
There is an imbalance of demand and supply of specialty services due to a shortage of providers
in several medical specialties, creating excessive scheduling delays. Under these circumstances,
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residents have been forced to travel to surrounding areas for their specialty care needs.
Without regular access to specialty services, conditions are likely to become acute episodes,
putting patients at risk for disability and inpatient admissions. The lack of specialty providers
has a significant negative impact on patient satisfaction and quality of care and discourages
people from using health care proactively.
Consistent with the overarching goal and vision of RHP 1, RRRH is moving toward a realization
of the triple aim to improve the patient experience of care (including quality and satisfaction),
improve the health of populations, and reduce the per capita cost of health care. In addition,
addressing gaps in access to care is a key focus of RRRH. Northeast Texas is an area where
patients face many challenges in accessing primary and specialty care. Northeast Texas is older,
poorer, and less educated than the state average. As a result, over half of counties in Region 1
are in the bottom quartile of Texas counties in health outcomes.
In order to meet the healthcare needs of our population within Northeast Texas, RRRH is
proposing to expand specialty care capacity. Expanding specialty care access meets several
community needs outlined by RHP 1, including: insufficient access to specialty care services
(CN.1), high costs due to potentially preventable hospitalizations (CN.4), and inappropriate
emergency room utilization (CN.5).
The orthopedic surgery clinic locations will increase service availability in the community.
Maximizing efficiency and specialty care access, the clinics will strive to standardize referrals
across the system and conduct quality improvement activities to identify project impacts and
opportunities to scale the project to a broader patient population.
Specialty Care Information: In pursuit of expanding specialty care services:
A) This project will recruit only providers who specialize in orthopedic surgery
B) RRRH’s service area has a current need of 14 surgical specialists
C) As outlined by the RHP community needs assessment, is current insufficient access to
specialty care services among the Medicaid and indigent populations
Starting point/Baseline: RRRH conducted a study of physician needs by region by specialty to
pinpoint a recruitment focus on underserved areas. This study shows a great need for surgical
specialties in several markets; specifically, the RRRH’s service area is currently underserved by
14 surgical specialists. Patients must travel to Tyler or other larger cities to have access to
orthopedic surgery and surgery.
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Service Area Physician Need
Surgical & Hospital Based Specialties

PHYSICIAN NEED RATIO
(PER 100,000 POPULATION)

SPECIALTY GROUPING

PHYSICIAN SPECIALTY

Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Surgical Specialties
Hospital-Based
Hospital-Based
Hospital-Based
Hospital-Based
Hospital-Based
Hospital-Based
Pediatric Subspecialties
Pediatric Subspecialties
Pediatric Subspecialties
Pediatric Subspecialties
Pediatric Subspecialties

Cardiothoracic Surgery
General Surgery
Neurosurgery
OB/GYN
Opthalmology
Orthopedic Surgery
Otolaryngology
Plastic Surgery
Urology
Other Surgical Specialties
Surgical Specialties
Anesthesiology
Emergency
Hospitalist
Radiology
Pathology
Hospital-Based
Pediatric Cardiology
Pediatric Gastroenterology
Pediatric Hematology/Oncology
Pediatric Neurology
Pediatric Subspecialties
SUBTOTAL
TOTAL, ALL

Total

GMENAC
9.70
1.10
9.90
4.80
6.20
1.10
3.20
8.30
8.50
8.90
5.60
-

Hicks &
Glenn

DGA
(Base)
Hybrid

0.70
13.60
1.30
11.10
4.80
5.40
2.40
1.20
2.90
3.00
-

PHYSICIAN DEMAND

Solucient

Blended
Ratio

2.20

0.70
11.65
1.20
10.50
4.80
5.80
2.40
1.15
3.05
2.20

2.70

8.30
5.75
2.70
8.90
5.60

0.40
0.20
0.60
0.60

0.40
0.20
0.60
0.60

2013

2018
-

4

-

PHYSICIAN
SUPPLY

PHYSICIAN
SURPLUS
(SHORTAGE)

2013

2013
-

4
-

4
2
2
1

4
2
2
1

-

-

1
1
15
3
2
1
3
2
11
26
60

1
1
15
3
2
1
3
2
11
26
61

1

(3)

-

(4)
(2)
(2)
(1)
(1)
(1)
(14)
(3)
(2)
(1)
(3)
(2)
(11)
(25)
(52)

1
1
8

NOTE: Blended ratio based upon average of GMENAC and Hick s & Glenn; Where no blended ratio available, other source used as detailed above.
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In order to estimate the physician need, we used a blended ratio based upon an average of the
GMENAC and Hicks & Glenn studies. The Graduate Medical Education National Advisory
Committee (GMENAC) study uses expert testimony and data to model physician need based on
current physician supply by specialty, and whether it is adequate given the population base,
growth, and future demand. It is a collaborative approach by a range of experts that utilizes
comprehensive data sources. The Hicks & Glenn study is largely a productivity model based on
demand for service and the capacity of the respective specialty to serve that demand. This
methodology is ideal for projecting needs and uses well regarded source data (MGMA,
NAHCMS).
Quantifiable Patient Impact: Over the life of this initiative, RRRH aims to provide 470
orthopedic surgery encounters in DY4 and 940 encounters in DY5. The total quantifiable patient
impact will be 1,410 encounters over the lifetime of the project.
Rationale: Expansion of specialty care is a prerequisite for system-wide improvement, and will
have a ripple effect throughout the system. With expanded specialty care access, more
patients will have the opportunity to treat episodes early, maintain follow up care, and prevent
future hospital stays. Since RRRH currently does not have an orthopedic surgeon and patients
must travel for their care, this project represents a new initiative for the performing provider.
Waiting months and/or traveling for a specialty appointment is both frustrating and dangerous:
patients and referring physicians are dissatisfied, and the delays in diagnosis and treatment risk
preventable patient harm. As sited in the community needs assessment (CN.1), more
appointment availability will allow patients to come at their convenience and have better
access to specialty care services. In addition, these issues have less obvious but equally harmful
operational consequences: referring physicians must make extreme communication and
advocacy efforts to get urgent patients seen, and these patients are then over-booked, which
disrupts efficient patient flow and creates further patient waits and dissatisfaction. This project

RHP Plan for RHP 1

64

will significantly reduce this system dysfunction for orthopedic surgery and provide better
access to an underserved area.
Core Components: In pursuit of achieving this initiative, the following core components will be
completed:
A) Increase service availability with extended hours
B) Increase number of specialty clinic locations
C) Implement transparent, standardized referrals across the system.
D) Conduct quality improvement for project using methods such as rapid cycle
improvement. Activities may include, but are not limited to, identifying project impacts,
identifying “lessons learned,” opportunities to scale all or part of the project to a
broader patient population, and identifying key challenges associated with expansion of
the project, including special considerations for safety-net populations.
Customizable Milestones: In pursuit of this project, RRRH will not be using customizable
milestones.
Related Category 3 Outcome Measures: The related category 3 outcome measure is IT-4.4:
Surgical site infections (SSI) rates in the Potentially Preventable Complications and Healthcare
Acquired Conditions domain (OD-4). RRRH’s goal is to reduce the number of surgical site
infections (SSI) for orthopedic surgery cases. RRRH plans to develop and test data systems to
measure surgical site infections (SSI) rates during DY 2. We will collect preliminary data in DY 3
to serve as a baseline for improvement in the surgical site infection (SSI) rate. RRRH plans to
decrease the surgical site infection (SSI) rate —for orthopedic surgery patients—by 4% and 8%
in demonstration years 4 and 5, respectively.
We propose to increase the overall quality of care and improve the health status of our target
population orthopedic surgery patients at RRRH. Recruiting an orthopedic surgeon will increase
access to specialty care and promote higher quality healthcare to our patients at an overall
lower cost to payers. With quality improvement oversight, a local orthopedic surgeon and will
decrease surgical site infection (SSI) rates, which are directly related high costs due to
potentially preventable hospitalizations (CN.4).
Relationship to Other Projects: The community has a shortage of specialty care access and
specific need for an orthopedic surgeon.
Recruitment of an orthopedic surgeon
(177870603.1.101) will expand specialty access to those that have untreated surgery needs and
improve the overall health of the population.
Recruiting these providers will improve patient health outcomes. The expansion of specialty
care access through a local orthopedic surgeon will expand specialty access and decrease
surgical site infections (SSI) rates (177870603.3.3).
Relationships to Other Performing Provider Projects in the RHP: RRRH has ensured that all
project plans meet fulfill the community needs and operate in conjunction with the RHP-wide
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initiatives. Our proposed projects meet the needs of specific populations and will not duplicate
services of other performing provider projects in the RHP. Furthermore, we will participate in a
learning collaborative to support this project and share best practices, new ideas, and solutions
with similar projects across the RHP.
Plan for Learning Collaborative: RRRH plans to participate in RHP-wide learning collaboratives
with other providers with similar primary care access projects. Engaging in learning
collaboratives will promote sharing challenges and best practices, and testing new ideas and
solutions between providers implementing similar projects.
Project Valuation: Since 2002, Merritt Hawkins—a national physician search and consulting
company—has conducted a study on “Physician Inpatient/Outpatient Revenue” that provides
benchmark data on the value of physician impact on the community. The graph below
indicates incremental patient access to healthcare as measured by average net annual income
generated by an orthopedic surgeon on behalf of his/her affiliated hospital. This data
demonstrates the expansive impact of each additional orthopedic surgeon.
The charts below value the access expansion of an orthopedic surgeon at $2,117,764.
Accordingly, RRRH’s DSRIP funding request of approximately $600,000 per year (including
Category 1 and 3) is targeted to be less than the value of specialty access expansion so that the
CMS program accrues a net benefit.
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177870603.1.101

1.9.2

1.9.2.B

Increase number of specialty clinic locations

Red River Regional Hospital

177870603

Related Category 3 Outcome Measure(s):

177870603.3.3

3.IT‐4.4

Surgical site infections (SSI) rates

Year 2

Year 3

Year 4

Year 5

Milestone 3: 1.9.2. I-23
Increase specialty care clinic volume of visits
and evidence of improved access for patients
seeking services
Metric 1: 1.9.2.I-23.1
Documentation of increased number of
visits. Demonstrate improvement over prior
reporting period (baseline for DY2).

Milestone 4: 1.9.2. I-23
Increase specialty care clinic volume of visits
and evidence of improved access for patients
seeking services.
Metric 1: 1.9.2.I-23.1
Documentation of increased number of visits.
Demonstrate improvement over prior
reporting period (baseline for DY2).

Baseline/Goal:
33% [470] increase in orthopedic surgery
clinic visits over baseline of 1410

Baseline/Goal:
66% [940] increase in orthopedic surgery
clinic visits over baseline of 1410

Metric 2: 1.9.2.I-23.1
Documentation of increased number of
Medicaid/Indigent visits. Demonstrate
improvement over prior reporting period
(baseline for DY2).

Metric 2: 1.9.2.I-23.1
Documentation of increased number of
Medicaid/Indigent visits. Demonstrate
improvement over prior reporting period
(baseline for DY2).

Baseline/Goal:
Serve 188 (40%) of total 470 orthopedic
surgery clinic visits as Medicaid/Indigent
visits

Baseline/Goal:
Serve 376 (40%) of total 940 orthopedic
surgery clinic visits as Medicaid/Indigent
visits

Data Source:
Registry, EHR, claims or other PP source

Data Source:
Registry, EHR, claims or other PP source

Milestone 6 Estimated Incentive Payment:
$ 399,799 368,703
Year 4 Estimated Total DSRIP:
$399,799 368,703

Milestone 8 Estimated Incentive Payment:
$ 380,007 299,255
Year 5 Estimated Total DSRIP:
$380,007 299,255

Milestone 1: 1.9.2.P-11
Launch a specialty care clinic—orthopedic
surgery.
Metric 1: 1.9.2.P-11.1
Establish specialty care clinics.
Baseline/Goal:
Documentation of specialty care clinic.
Data Source:
Registry, EHR, claims or other Performing
Provider source
Milestone 2: 1.9.2. I-23
Increase specialty care clinic volume of
visits and evidence of improved access for
patients seeking services.
Metric: 1.9.2.I-23.1
Documentation of baseline number of
orthopedic surgery visits.
Baseline/Goal:
Establish a baseline for specialty clinic
volume – estimated at 1410 clinic visits per
year - orthopedic surgery
Data Source:
Registry, EHR, claims or other Performing
Provider source
Milestone 1&2 Est. Incentive Payment:
$ 379,012 375,601
Year 3 Estimated Total DSRIP:
$379,012 375,601

TOTAL EST DSRIP FUNDING FOR 3 YEARS (add amounts of Estimated DSRIP Funding for Years 3‐5): $1,158,818 1,043,559

RHP Plan for RHP 1

67

C. Category 3: Quality Improvements
Narratives for Category 3 measures will not need to be submitted at this time with the 3-year
projects. Once revisions to Category 3 of the RHP Planning Protocol are approved, HHSC will ask
providers to submit narratives for Category 3. For now, providers will indicate the value of the
Category 3 measures in the Milestones and Metrics Table Excel file.
Anchor Comment: Some performing providers submitted preliminary
Category 3 narratives even though Category 3 narratives are not
specifically required at this time. The Anchor is including those
narratives with this submission, but they are subject to change based on
revisions to the RHP Planning Protocol.
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Outcome Measure (Improvement Target): IT-1.18 Follow-Up after Hospitalization for Mental
Illness-NQF0576
Unique RHP Outcome Identification Number: 111411803.3.100
Performing Provider & TPI: ACCESS 111411803
Outcome Measure Description: We propose to support access to behavioral health providers
in the underserved area by recruiting a full-time psychiatrist or other mental health provider for
adult, outpatient services. This outcome measure for the new mental health provider assesses
the percentage of discharges who were hospitalized for treatment of selected mental health
disorders and who had a follow-up outpatient visit or an intensive outpatient encounter with a
mental health practitioner. Two rates are reported:
Rate 1 - The percentage of members who received follow-up within 30 days of discharge
Rate 2 - The percentage of members who received follow-up within 7 days of discharge
ACCESS plans to collect preliminary data in DY 3 to serve as a baseline for increasing follow-up
after hospitalization for mental illness. ACCESS will increase the number of patients who
received follow-up within 30 days and 7 days of discharge by 4% and 8% in demonstration years
4 and 5, respectively.
Rationale: Historically, resources for behavioral health services have been limited across the
country. In line with the national trends, the RHP community needs assessment cited a critical
shortage of behavioral health providers that leads to inappropriate ED utilization (CN.2 and
CN.5) as a concern in its region. There is an imbalance of demand and supply of behavioral
health services due to the shortage of providers and the nationally delayed development of
mental health services. Without regular access to these services, conditions are likely to
become acute episodes—putting patients at risk for disability and long term illness. The lack of
behavioral health providers has a significant negative impact on patient satisfaction and quality
of care and discourages people from using health care proactively.
Expansion of behavioral health services is crucial for the national healthcare system to cover
the entire continuum of care. The historic lack of providers and attention to mental health
needs has created a serious shortage of behavioral health services. While ACCESS has used its
facilities to take the lead on behavioral services, there is still a significant shortage for
outpatient services in our service area. With expanded behavioral health access, more patients
will have the opportunity to treat episodes early, maintain follow up care, and prevent future
inpatient utilization. Recruitment of a psychiatrist or other mental health provider will be
another step in providing better mental health access to an underserved population.
Outcome Measure Valuation: AABH studies have shown a direct savings of 40-60% over
inpatient benefits. There are also indirect savings of outpatient psychiatric services because an
employee may be able to work on at least a limited basis, thus maintaining productivity.
Furthermore, there is evidence that those who successfully complete outpatient psychiatric
treatment generally will require less treatment in the future.
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Since 2002, Merritt Hawkins—a national physician search and consulting company—has
conducted a study on “Physician Inpatient/Outpatient Revenue” that provides benchmark data
on the value of physician impact on the community. The graph below indicates incremental
patient access to healthcare as measured by average net annual income generated by a
psychiatrist on behalf of his/her affiliated hospital. This data demonstrates the expansive
impact of each additional psychiatrist.
The charts below value outpatient services at $866,062 per year and access from a psychiatrist
at $1.29M. Accordingly, ACCESS’s average DSRIP funding request of approximately $287,000
per year (including Category 1 and 3) is targeted to be less than the savings so that the CMS
program accrues a net benefit.
Estimated Savings
Cherokee County Psychiatric Clinic Expansion
Estimated New Patients Served

365

ED Visits per SMI patient 1

0.84

ED Visits

306

Prevented ED Visits @ 60% Reduction

184

ED Cost per Psych Patient 2

$

2,264

ED Savings

$

416,257

Inpatient Admissions per SMI patient 1

0.20

Inpatient Admissions

73

Prevented Admissions @ 60% Reduction

44

Inpatient Psych ALOS
Cost per Inpatient Psych day 3
Inpatient Savings

15
$
$

685
449,805

Total Estimated Savings
$
866,062
1) Emergency Medicine International , 2012
2) CMS, Inpatient Psychiatric Facility Prospective
Payment System, June 2011
3) National Alliance on Mental Illness
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111411803.3.100

3.IT-1.18

Follow-Up After Hospitalization for Mental Illness-NQF0576
111411803
111411803.1.100
Baseline to be determined in DY3
Year 4
Year 5
Outcome Improvement Target 1: IT-1.18
Outcome Improvement Target 2: IT-1.18
Increase percentage of patients receiving Follow-Up After
Increase percentage of patients receiving Follow-Up After
Hospitalization for Mental Illness within 30 days AND 7 days Hospitalization for Mental Illness within 30 days AND 7 days
of discharge.
of discharge.
ACCESS

Related Category 1 or 2 Projects:
Starting Point/Baseline:
Year 2
Year 3
Process Milestone 1: P-2
Establish baseline % of patients receiving FollowUp After Hospitalization for Mental Illness within
30 days AND 7 days of discharge. Baseline
estimated at 20% and 10%, respectively.

Numerator: Rate 1: An outpatient visit, intensive
outpatient encounter or partial hospitalization with a
mental health practitioner within 30 days after discharge.
Include visits that occur on the date of discharge. Rate 2:
An outpatient visit, intensive outpatient encounter or
partial hospitalization with a mental health practitioner
within 7 days after discharge. Include visits that occur on
the date of discharge.
Denominator: Members 6 years and older as of the date
of discharge who were discharged alive from an acute
inpatient setting with a principal mental health diagnosis.
The denominator for this measure is based on discharges.

Numerator: Rate 1: An outpatient visit, intensive
outpatient encounter or partial hospitalization with a
mental health practitioner within 30 days after discharge.
Include visits that occur on the date of discharge. Rate 2:
An outpatient visit, intensive outpatient encounter or partial
hospitalization with a mental health practitioner within 7
days after discharge. Include visits that occur on the date of
discharge.
Denominator: Members 6 years and older as of the date
of discharge who were discharged alive from an acute
inpatient setting with a principal mental health diagnosis.
The denominator for this measure is based on discharges.

Improvement Target:
4% [estimated 20.8% of pts] increase in patients receiving
Follow-Up After Hospitalization for Mental Illness within 30
days of discharge.
Calculated as (new # -baseline) /baseline

Improvement Target:
8% [estimated 21.6% of pts] increase in patients receiving
Follow-Up After Hospitalization for Mental Illness within 30
days of discharge.
Calculated as (new # -baseline) /baseline

4% [estimated 10.4% of pts] increase in patients receiving
Follow-Up After Hospitalization for Mental Illness within 7
days of discharge.
Calculated as (new # -baseline) /baseline

8% [estimated 10.8% of pts] increase in patients receiving
Follow-Up After Hospitalization for Mental Illness within 7
days of discharge.
Calculated as (new # -baseline) /baseline

Data Source:
Registry, EHR, claims or other Performing Provider
source

Data Source:
Registry, EHR, claims or other Performing Provider source

Data Source:
Registry, EHR, claims or other Performing Provider source

Process Milestone 1 Estimated Incentive Payment:
$ 27,073

Outcome Improvement Target 1 Estimated Incentive
Payment: $ 28,557 28,558

Outcome Improvement Target 2 Estimated Incentive
Payment: $ 61,073

Numerator: Rate 1: An outpatient visit, intensive
outpatient encounter or partial hospitalization with
a mental health practitioner within 30 days after
discharge. Include visits that occur on the date of
discharge. Rate 2: An outpatient visit, intensive
outpatient encounter or partial hospitalization with
a mental health practitioner within 7 days after
discharge. Include visits that occur on the date of
discharge.
Denominator: Members 6 years and older as of
the date of discharge who were discharged alive
from an acute inpatient setting with a principal
mental health diagnosis. The denominator for this
measure is based on discharges.
Metric:
Documentation of baseline percentage of
members who received follow-up within 30 days of
discharge.
Documentation of baseline percentage of
members who received follow-up within 7 days of
discharge.
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Year 3 Estimated Total DSRIP Funding:
Year 4 Estimated Total DSRIP Funding:
Year 5 Estimated Total DSRIP Funding:
$ 28,557 28,558
$ 27,073
$ 61,073
TOTAL EST DSRIP FUNDING FOR 3 YEARS (add amounts of Estimated DSRIP Funding for Years 3‐5): $116,702 116,704
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Outcome Measure (Improvement Target): IT‐9.2 ED Appropriate Utilization
Unique RHP Outcome Identification Number: 111411803.3.101
Performing Provider & TPI: ACCESS 111411803
Outcome Measure Description: Establishing an outpatient supportive substance abuse
program (111411803.1.101) will prevent inappropriate ED utilization and effectively reduce
emergency department visits for targeted substance abuse patients. ACCESS plans to collect
preliminary data in DY 3 to serve as a baseline for improvement in ED visit reduction. ACCESS
will then decrease ED visits for patients receiving supportive substance abuse services by 4%
and 8% in demonstration years 4 and 5, respectively.
According to the Texas Department of State Health Services, nearly 50% of 2008
hospitalizations in Texas had a secondary diagnosis of a mental health condition. A vast
majority of these hospitalizations could have been prevented with outpatient substance abuse
programs.
Rationale:
Inappropriate ED utilization is harmful to recovery from behavioral
health/substance abuse disorders. Patients in crisis currently have very few options other than
local hospital emergency rooms in which to receive care. This is especially true after business
hours when EDs are truly the only option. Once these patients arrive at the emergency room,
patients often find that ED staff is not trained to deal with mental health, substance abuse and
suicide prevention issues. The ED provides no immediate psychiatric intervention during crisis
assessment and leads to long psychiatric holds while incurring higher costs than specialized
mental health care. After lengthy, costly, and ineffective ED stays, follow up appointments to
see a psychiatrist are sometimes weeks and months away. Furthermore, law enforcement is
often required to stay with patients during their emergency room stay—adding to the costly
assortment of resources required to care for behavioral health patients in the ED. Moreover,
emergency room discharge planning is often impeded by no mental health deputy on site for
situations that warrant law enforcement intervention, and the lack of designated staff that can
physically accompany the patient from crisis episode to referral resources and appointments.
Evidence based, supportive therapies will be utilized to assist clients in the community to
improve stabilization from substance abuse disorders. It will assist in helping them to maintain
a level of functioning in the community that allows them independence on an outpatient basis
rather than inpatient basis. The end result will be improved overall global functioning and a
decrease in symptoms.
Outcome Measure Valuation: Studies have demonstrated the adverse effects of emergency
department boarding of behavioral health patients. Excessive resource utilization, throughput,
and financial impact of psychiatric patients awaiting inpatient placement places a burden on
hospital EDs and negatively impacts appropriate care for the behavioral health population.
Furthermore, emergency department length of stay is significantly longer for psychiatric
admissions when compared to non-psychiatric admissions. The financial impact of psychiatric
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boarding accounts for a direct loss of $1,198 compared to non-psychiatric admissions. Factoring
the loss of bed turnover for waiting patients and opportunity cost due to loss of those patients,
psychiatric patient boarding cost the department $2,264 per patient. Lastly, psychiatric
patients awaiting inpatient placement remain in the ED 3.2 times longer than non-psychiatric
patients, preventing 2.2 bed turnovers (additional patients) per psychiatric patient—decreasing
financial revenue for the ED and costing the healthcare system more reimbursement dollars. In
addition to excessive ED cost, patients also incur costs for being admitted to an inpatient facility
and/or jail. These costs, along with Sheriff’s Deputy oversight in the ED, often build on the
initial ED cost since the ED is the typical initial access point.
The charts below value outpatient supportive substance abuse services at $573,868 per year.
Accordingly, ACCESS’s average DSRIP funding request of approximately $115,000 per year
(including Category 1 and 3) is targeted to be less than the savings so that the CMS program
accrues a net benefit.
Estimated Annual Savings for
Outpatient Supportive Substance Abuse Services
500 Pts Served @ 15% reduction of services

75

ED Cost per Psych/Sub Abuse Patient 1

$

ED Savings
Inpatient Admit from ED @ 35.1% 1

$ 169,800

Inpatient Sub Abuse ALOS
Cost per Inpatient Sub Abuse day 2

15
$

Inpatient Savings

$ 270,493

2,264
26

Sub Abuse ED Patients Jailed @ 5%
Days in Jail per Offender3

685
4
260

Cost of Sub Abuse Inmate per Day 3

$

Jail Savings

$ 133,575

Total Estimated Savings

$ 573,868

137

1) Emergency Medicine International , 2012
2) CMS, Inpatient Psychiatric Facility Prospective
Payment System, June 2011
3) National Alliance on Mental Illness
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111411803.3.101

3.IT-9.2

ED Appropriate Utilization

ACCESS

111411803

Related Category 1 or 2
Projects:

111411803.1.101

Starting Point/Baseline:

Baseline to be determined in DY3

Year 2

Year 3
Process Milestone 1: P-2
Establish baseline rate of ED
visits for behavioral
health/substance abuse
patients. Baseline estimated at
10%.
Numerator: The number of
individuals receiving substance
abuse services that had an ED
visit
Denominator: The number of
individuals receiving substance
abuse services
Metric:
Documentation of baseline
rate of ED visits for behavioral
health/substance abuse
patients receiving substance
abuse services
Data Source:
Claims/ encounter and clinical
record data; anchor hospital
and other hospitals, criminal
justice system records, local
MH authority and state MH
(CARE) data system records
Process Milestone 1 Estimated
Incentive Payment:
$ 10,829
Year 3 Estimated Total DSRIP
Funding:

Year 4
Outcome Improvement
Target 1: IT-9.2
ED Appropriate Utilization:
Reduce Emergency
Department visits for
behavioral health/substance
abuse patients

Year 5
Outcome Improvement Target
2: IT-9.2
ED Appropriate Utilization:
Reduce Emergency
Department visits for
behavioral health/substance
abuse patients

Numerator: The number of
individuals receiving substance
abuse services that had an ED
visit
Denominator: The number of
individuals receiving substance
abuse services
Improvement Target:
4% [estimated 9.6% of pts]
decrease in Emergency
Department visits for
behavioral health/substance
abuse patients receiving
substance abuse services,
calculated as: (new # baseline) /baseline

Numerator: The number of
individuals receiving substance
abuse services that had an ED
visit
Denominator: The number of
individuals receiving substance
abuse services
Improvement Target:
8% [estimated 9.2% of pts]
decrease in Emergency
Department visits for
behavioral health/substance
abuse patients receiving
substance abuse services,
calculated as: (new # baseline) /baseline

Data Source:
Claims/ encounter and clinical
record data; anchor hospital
and other hospitals, criminal
justice system records, local
MH authority and state MH
(CARE) data system records

Data Source:
Claims/ encounter and clinical
record data; anchor hospital
and other hospitals, criminal
justice system records, local
MH authority and state MH
(CARE) data system records

Outcome Improvement
Target 1 Estimated Incentive
Payment:
$ 11,423
Year 4 Estimated Total DSRIP
Funding:

Outcome Improvement Target
2 Estimated Incentive
Payment:
$ 24,429
Year 5 Estimated Total DSRIP
Funding:

$ 10,829
$ 11,423
$ 24,429
TOTAL EST DSRIP FUNDING FOR 3 YEARS (add amounts of Estimated DSRIP Funding for Years 3‐5): $46,681
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Outcome Measure (Improvement Target): IT-1.18 Follow-Up after Hospitalization for Mental
Illness-NQF0576
Unique RHP Outcome Identification Number: 111411803.3.102
Performing Provider & TPI: ACCESS 111411803
Outcome Measure Description: We propose to support access to behavioral health providers
in the underserved Anderson County by developing a program to use consumers of mental
health services who have made substantial progress in managing their own illness and
recovering a successful life in the community to provide peer support services. This outcome
measure for the peer support program assesses the percentage of discharges who were
hospitalized for treatment of selected mental health disorders and who had a follow-up
outpatient visit. Two rates are reported:
Rate 1 - The percentage of members who received follow-up within 30 days of discharge
Rate 2 - The percentage of members who received follow-up within 7 days of discharge
ACCESS plans to collect preliminary data in DY 3 to serve as a baseline for increasing follow-up
after hospitalization for mental illness. ACCESS will increase the number of patients who
received follow-up within 30 days and 7 days of discharge by 4% and 8% in demonstration years
4 and 5, respectively.
Rationale: Historically, resources for behavioral health services have been limited across the
country. In line with the national trends, the RHP community needs assessment cited a critical
shortage of behavioral health providers that leads to inappropriate ED utilization (CN.2 and
CN.5) as a concern in its region. There is an imbalance of demand and supply of behavioral
health services due to the shortage of providers and the nationally delayed development of
mental health services. Without regular access to these services, conditions are likely to
become acute episodes—putting patients at risk for disability and long term illness. The lack of
behavioral health providers has a significant negative impact on patient satisfaction and quality
of care and discourages people from using health care proactively.
Expansion of behavioral health services is crucial for the national healthcare system to cover
the entire continuum of care. The historic lack of providers and attention to mental health
needs has created a serious shortage of behavioral health services. While ACCESS has used its
facilities to take the lead on behavioral services, there is still a significant shortage for
outpatient services in our service area. With expanded behavioral health access, more patients
will have the opportunity to treat episodes early, maintain follow up care, and prevent future
inpatient utilization. Establishing a peer support program in Anderson County will be another
step in providing better mental health access to an underserved population.
Outcome Measure Valuation: The project reduces inappropriate use of the ED, inpatient
services, and jail time by this population which improves their lives through stable outpatient
support and improves community health by opening access for those who truly need the ED.
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The project seeks to provide services for 50 visits in DY4 and 75 in DY5 at the new Anderson
County location.
AABH studies have shown a direct savings of 40-60% over inpatient benefits. There are also
indirect savings of outpatient services because an employee may be able to work on at least a
limited basis, thus maintaining productivity. Furthermore, there is evidence that those who
seek outpatient psychiatric services will require less treatment in the future.
The charts below value peer support services at $86,080 per year. Accordingly, ACCESS’s
average DSRIP funding request of approximately $76,500 per year (including Category 2 and 3)
is targeted to be less than the savings so that the CMS program accrues a net benefit.
Estimated Annual Savings for
Peer Support Services
75 Pts Served @ 15% reduction of services

11

ED Cost per Psych/Sub Abuse Patient 1

$

2,264

ED Savings
Inpatient Admit from ED @ 35.1% 1

$

25,470
4

Inpatient Psych ALOS
Cost per Inpatient Psych day 2

15
$

685

Inpatient Savings

$

40,574

Psych ED Patients Jailed @ 5%
Days in Jail per Offender3

1
260

Cost of Psych Inmate per Day 3

$

137

Jail Savings

$

20,036

Total Estimated Savings

$

86,080

1) Emergency Medicine International , 2012
2) CMS, Inpatient Psychiatric Facility Prospective
Payment System, June 2011
3) National Alliance on Mental Illness
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111411803.3.102

3.IT-1.18

Follow-Up After Hospitalization for Mental Illness-NQF0576
111411803
111411803.2.100
Baseline to be determined in DY3
Year 4
Year 5
Outcome Improvement Target 1: IT-1.18
Outcome Improvement Target 2: IT-1.18
Increase percentage of patients receiving Follow-Up After
Increase percentage of patients receiving Follow-Up After
Hospitalization for Mental Illness within 30 days AND 7 days Hospitalization for Mental Illness within 30 days AND 7 days
of discharge.
of discharge.
ACCESS

Related Category 1 or 2 Projects:
Starting Point/Baseline:
Year 2
Year 3
Process Milestone 1: P-2
Establish baseline % of patients receiving FollowUp After Hospitalization for Mental Illness within
30 days AND 7 days of discharge. Baseline
estimated at 20% and 10%, respectively.

Numerator: Rate 1: An outpatient visit, intensive
outpatient encounter or partial hospitalization with a
mental health practitioner within 30 days after discharge.
Include visits that occur on the date of discharge. Rate 2:
An outpatient visit, intensive outpatient encounter or
partial hospitalization with a mental health practitioner
within 7 days after discharge. Include visits that occur on
the date of discharge.
Denominator: Members 6 years and older as of the date
of discharge who were discharged alive from an acute
inpatient setting with a principal mental health diagnosis.
The denominator for this measure is based on discharges.

Numerator: Rate 1: An outpatient visit, intensive
outpatient encounter or partial hospitalization with a
mental health practitioner within 30 days after discharge.
Include visits that occur on the date of discharge. Rate 2:
An outpatient visit, intensive outpatient encounter or partial
hospitalization with a mental health practitioner within 7
days after discharge. Include visits that occur on the date of
discharge.
Denominator: Members 6 years and older as of the date
of discharge who were discharged alive from an acute
inpatient setting with a principal mental health diagnosis.
The denominator for this measure is based on discharges.

Improvement Target:
4% [estimated 20.8% of pts] increase in patients receiving
Follow-Up After Hospitalization for Mental Illness within 30
days of discharge.
Calculated as (new # -baseline) /baseline

Improvement Target:
8% [estimated 21.6% of pts] increase in patients receiving
Follow-Up After Hospitalization for Mental Illness within 30
days of discharge.
Calculated as (new # -baseline) /baseline

4% [estimated 10.4% of pts] increase in patients receiving
Follow-Up After Hospitalization for Mental Illness within 7
days of discharge.
Calculated as (new # -baseline) /baseline

8% [estimated 10.8% of pts] increase in patients receiving
Follow-Up After Hospitalization for Mental Illness within 7
days of discharge.
Calculated as (new # -baseline) /baseline

Data Source:
Registry, EHR, claims or other Performing Provider
source

Data Source:
Registry, EHR, claims or other Performing Provider source

Data Source:
Registry, EHR, claims or other Performing Provider source

Process Milestone 1 Estimated Incentive Payment:
$ 7,219 7,220

Outcome Improvement Target 1 Estimated Incentive
Payment: $ 7,615 7,616

Outcome Improvement Target 2 Estimated Incentive
Payment: $ 16,286

Numerator: Rate 1: An outpatient visit, intensive
outpatient encounter or partial hospitalization with
a mental health practitioner within 30 days after
discharge. Include visits that occur on the date of
discharge. Rate 2: An outpatient visit, intensive
outpatient encounter or partial hospitalization with
a mental health practitioner within 7 days after
discharge. Include visits that occur on the date of
discharge.
Denominator: Members 6 years and older as of
the date of discharge who were discharged alive
from an acute inpatient setting with a principal
mental health diagnosis. The denominator for this
measure is based on discharges.
Metric:
Documentation of baseline percentage of
members who received follow-up within 30 days of
discharge.
Documentation of baseline percentage of
members who received follow-up within 7 days of
discharge.
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Year 3 Estimated Total DSRIP Funding:
Year 4 Estimated Total DSRIP Funding:
Year 5 Estimated Total DSRIP Funding:
$ 7,219 7,220
$ 7,615 7,616
$ 16,286
TOTAL EST DSRIP FUNDING FOR 3 YEARS (add amounts of Estimated DSRIP Funding for Years 3‐5): $31,121 31,122
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Outcome Measure (Improvement Target): IT‐3.8 30-day Behavioral Health Readmission Rate
Unique RHP Outcome Identification Number: 751281410.3.100
Performing Provider & TPI: Andrews Center 17512814108000
Outcome Measure Description: Expanded outpatient therapy services in Henderson County will help
Andrews Center expand upon plans to decrease re-admissions to psychiatric hospitals overall, and
within the 30-day measurement period in particular. Evidence shows a clear positive correlation
between available outpatient therapy services and reduced inpatient admissions. Andrews Center will
develop enhanced ability to track hospitalization information to allow for a more targeted response to
identified issues. While a current ability to track this information exists we will develop a fully
functional tracking methodology within DY3, and use this methodology to provide a fully valid baseline
for inpatient admissions and readmissions. We believe that patients receiving interventions through
expanded outpatient therapy services will demonstrate a significantly decreased incidence of inpatient
admission, and will strive to reduce such admissions by 3% in DY4 and 5% in DY5.
Rationale: Evidence based therapies will be utilized to assist clients in the community to improve
stabilization once a crisis episode, hospital stay, or ED visit has occurred. It will assist in helping them
to maintain a level of functioning in the community that allows them independence on an outpatient
basis rather than inpatient basis. The end result will be improved overall global functioning and a
decrease in symptoms.
Research indicates that evidence based therapies are effective tools in preventing psychiatric hospital
admissions/re-admissions. Adding an additional therapist would give us the opportunity to impact the
lives of patients in Henderson County in a positive way. It could provide the emotional support and
coping skills needed to decrease admissions to the hospital. It would improve stabilization and assist in
maintaining a high level of functioning on an outpatient basis. Adding additional staff would also
enable us to relieve the lengthy waiting list for therapy services.
Patients who are re-admitted to an inpatient treatment facility within 30-days of discharge clearly fall
into one of two categories, either they were discharged before they were genuinely ready to be, or, as
is more often the case, do not receive the follow-up treatment and case management they require to
remain in the community. This project will provide a far more ready access to these crucial services
that can make the difference in determining the trajectory of an individual patient’s recovery process.
Outcome Measure Valuation: The Andrews Center cost per inpatient psychiatric bed per day can
exceed $850, compared to one therapy session with an average cost of $120. We estimate that the
new therapist will be able to provide 1,125 sessions (appointments). The average client caseload for a
therapist such as the one targeted by this project is approximately 100 unique individuals. Providing
therapy for these clients rather than inpatient services can reap substantial savings.
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Estimated Annual Cost Savings
Outpatient Therapy Versus Inpatient Admissions
Cost of Therapy Per Session
Sessions Per Patient
Cost per Patient

$

Typical Caseload (Patients)
Total Therapy Cost

$

120
10
1,200

$

100
120,000

$

Inpatient Cost per Bed Day
Average Length of Stay
Cost Per Patient

$
86%

Savings Per Patient

850
10
8,500
$7,300

If 50 inpatient hospitalizations of persons served by this intervention are avoided the savings would
more than offset the entire Category 1,2,and 3 DSRIP values for the entire three-year span of the
project.
Outpatient Therapy Versus Inpatient Admission
Annual Savings Potential
Admissions Avoided
20
25
30
35
40
45
50
Annual DSRIP Value₁
Three Year DSRIP Value₁
₁ Ca tegory 1, 2, a nd 3 DSRIP combi ned

RHP Plan for RHP 1

Savings
$
$
$
$
$
$
$
$
$

146,000.00
182,500.00
219,000.00
255,500.00
292,000.00
328,500.00
365,000.00
119,047.00
357,141.00
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751281410.3.100

Behavioral Health 30-day Readmission Rate

3.IT-3.8
Andrews Center

Related Category
1 or 2 Projects:
Starting
Point/Baseline:
Year 2
Process
Milestone 1: P-1
This column not
applicable to 3year DSRIP
projects.

751281410.2.100
Baseline to be verified in DY3
Year 3
Outcome Improvement Target 1:
IT-3.8
Verify estimated baseline percentage
of readmissions that occur within 30days of discharge
Numerator: The number of
readmissions, for patients 18 years
and older, for any cause, within 30
days of discharge from the index
behavioral health and substance
abuse admission is indicated as
either the primary or secondary
diagnosis. If an index admission has
more than 1 readmission, only the
first is counted as a readmission.
Denominator: The number of
admissions, for patients 18 years and
older, for patients discharged from
the hospital with a principal or
secondary diagnosis of behavioral
health and substance abuse and with
a complete claims history for the 12
months prior to admission
Estimated Baseline: 30%
Metric:
Documentation of baseline rate of ED
visits for behavioral health/substance
abuse patients receiving outpatient
therapy interventions

Data Source:
Hospital and internal EHR records
NA

17512814108000

Process Milestone 2 Estimated
Incentive Payment:
$ 13,536
Year 3 Estimated Total DSRIP
Funding:
NA

$13,536

Year 4
Outcome Improvement Target 2:
IT-3.8

Year 5
Outcome Improvement Target 3:
IT-3.8

Numerator: The number of
readmissions, for patients 18 years and
older, for any cause, within 30 days of
discharge from the index behavioral
health and substance abuse admission is
indicated as either the primary or
secondary diagnosis. If an index
admission has more than 1 readmission,
only the first is counted as a
readmission.

Numerator: The number of
readmissions, for patients 18 years and
older, for any cause, within 30 days of
discharge from the index behavioral
health and substance abuse admission
is indicated as either the primary or
secondary diagnosis. If an index
admission has more than 1
readmission, only the first is counted
as a readmission.

Denominator: The number of
admissions, for patients 18 years and
older, for patients discharged from the
hospital with a principal or secondary
diagnosis of behavioral health and
substance abuse and with a complete
claims history for the 12 months prior to
admission

Denominator: The number of
admissions, for patients 18 years and
older, for patients discharged from the
hospital with a principal or secondary
diagnosis of behavioral health and
substance abuse and with a complete
claims history for the 12 months prior
to admission

Improvement Target:
3% decrease in 30-day readmission rate
for behavioral health/substance abuse
patients receiving outpatient therapy
interventions, calculated as: (new # baseline) /baseline

Improvement Target:
5% decrease in 30-day readmission
rate for behavioral health/substance
abuse patients receiving outpatient
therapy interventions, calculated as:
(new # -baseline) /baseline

Data Source:
Hospital and internal EHR records

Data Source:
Hospital and internal EHR records

Outcome Improvement Target 1
Estimated Incentive Payment:
$ 13,536

Outcome Improvement Target 2
Estimated Incentive Payment:
$ 13,536

Year 4 Estimated Total DSRIP Funding:

Year 5 Estimated Total DSRIP Funding:

Behavioral Health 30-day Readmission
Rate : Reduce 30-day readmission rate
behavioral health/substance abuse
patients

$13,536

Behavioral Health 30-day Readmission
Rate : Reduce Emergency Department
visits for behavioral health/substance
abuse patients

$13,536

TOTAL EST DSRIP FUNDING FOR 3 YEARS (add amounts of Estimated DSRIP Funding for Years 3‐5): $40,608

RHP Plan for RHP 1

82

Outcome Measure: IT-2.11: Ambulatory Care Sensitive Conditions Admissions Rate
Unique Outcome ID Number: 177870603.3.100
Performing Provider Name/TPI: Red River Regional Hospital 177870603
Outcome Measure Description: Red River Regional Hospital’s goal is to reduce the number of acute
care hospitalizations for ambulatory care sensitive conditions under age 75 years through primary care
expansion initiatives (177870603.1.1). RRRH plans to engage in project planning for DY 2 by engaging
stakeholders, identifying current capacity and needed resources, determining timelines and
documenting implementation plans. We will collect preliminary data in DY 3 to serve as a baseline for
improvement in the Ambulatory Care Sensitive Conditions Admissions Rate. RRRH plans to decrease
the Ambulatory Care Sensitive Conditions Admissions Rate—for new RRRH primary care clinic patients
as of DY 3—by 3% and 6% in demonstration years 4 and 5, respectively.
Rationale: Hospitalization for an ambulatory care sensitive condition (ACSC) is considered to be a
measure of access to appropriate primary health care. While not all admissions for these conditions
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. The Texas Department of State Health Services suggests that in Fannin County alone there
were approximately 3,937 potentially preventable hospitalizations from 2005-2010. These patients
represented more than $90M in charges.

Outcome Measure Valuation: In its March 2012 Executive Newsletter, HealthGrades reported that
WellPoint, Inc. members “experienced an 18% decrease in inpatient admissions and a 15% decrease in
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ED visits during patient-centered medical home (PCMH) pilots.” Decreasing admissions and ED visits
will create a large opportunity for savings.
Since 2002, Merritt Hawkins—a national physician search and consulting company—has conducted a
study on “Physician Inpatient/Outpatient Revenue” that provides benchmark data on the value of
physician impact on the community. The graph below indicates incremental patient access to
healthcare as measured by average net annual income generated by a primary care physician on behalf
of his/her affiliated hospital. This data demonstrates the expansive impact of each additional primary
care physician.
The charts below value the access expansion impact of a primary care physician at $1.3M per year and
decreased utilization savings at $.7M per year. Accordingly, RRRH’s DSRIP funding request of
approximately $684,000 per year (including Category 1 and 3) is targeted to be less than the total
savings so that the CMS program accrues a net benefit.
Estimated Savings
Expand Primary Care Capacity
Total New Clinic Patients
2,442
0.45
ED visits / year / person
Potential ED Visits
1,101
ED Visits Reduced @ 15%
165
$425
Avg ED Payment
ED Savings
$
70,197
0.11
IP Admissions / year / person
Potential IP Admissions
278
Admissions Reduced @ 18%
50
$12,354
Avg Total Medicare Cost / Discharge
IP Admission Savings
$ 618,717
Total Estimated Savings
$ 688,913
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177870603.3.100

3.IT-2.11

Ambulatory Care Sensitive Conditions Admissions Rate

Red River Regional Hospital

177870603

Related Category 1 or 2
Projects:

177870603.1.100

Starting Point/Baseline:

Baseline to be determined in DY3

Year 2

Year 3
Process Milestone 1: P-2
Establish baseline rate of
Ambulatory Care Sensitive
Conditions Admissions Rate
under age 75
Numerator: Total number of
acute care hospitalizations for
ambulatory care sensitive
conditions under age 75 years
(for new clinic patients as of DY
3).
Denominator: Total mid-year
patients under age 75 (for new
clinic patients as of DY 3).
Metric:
Documentation of baseline
Ambulatory Care Sensitive
Conditions Admissions Rate
under age 75
Data Source:
EHR and claims
Process Milestone 1 Estimated
Incentive Payment:
$63,169 69,486
Year 3 Estimated Total DSRIP
Funding:

Year 4
Outcome Improvement
Target 1: IT-2.11
Decrease Ambulatory Care
Sensitive Conditions
Admissions Rate under age 75

Year 5
Outcome Improvement Target
2: IT-2.11
Decrease Ambulatory Care
Sensitive Conditions
Admissions Rate under age 75

Numerator: Total number of
acute care hospitalizations for
ambulatory care sensitive
conditions under age 75 years
(for new clinic patients as of
DY 3).
Denominator: Total mid-year
patients under age 75 (for new
clinic patients as of DY 3).

Numerator: Total number of
acute care hospitalizations for
ambulatory care sensitive
conditions under age 75 years
(for new clinic patients as of
DY 3).
Denominator: Total mid-year
patients under age 75 (for new
clinic patients as of DY 3).

Improvement Target:
3% decrease in Ambulatory
Care Sensitive Conditions
Admissions Rate, calculated as
(new # -baseline) /baseline

Improvement Target:
6% decrease in Ambulatory
Care Sensitive Conditions
Admissions Rate, calculated as
(new # -baseline) /baseline

Data Source:
EHR and claims

Data Source:
EHR and claims

Outcome Improvement
Target 1 Estimated Incentive
Payment:
$66,633 113,227
Year 4 Estimated Total DSRIP
Funding:

Outcome Improvement Target
2 Estimated Incentive
Payment:
$142,502 263,630
Year 5 Estimated Total DSRIP
Funding:

$63,169 69,486
$66,633 113,277
$142,502 263,630
TOTAL EST DSRIP FUNDING FOR 3 YEARS (add amounts of Estimated DSRIP Funding for Years 3‐5): $272,304 446,393
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Outcome Measure: IT-2.11: Ambulatory Care Sensitive Conditions Admissions Rate
Unique Outcome ID Number: 177870603.3.101
Performing Provider Name/TPI: Red River Regional Hospital 177870603
Outcome Measure Description: Red River Regional Hospital’s goal is to reduce the number of acute
care hospitalizations for ambulatory care sensitive conditions under age 75 years through primary care
expansion initiatives (177870603.1.1). RRRH plans to engage in project planning for DY 2 by engaging
stakeholders, identifying current capacity and needed resources, determining timelines and
documenting implementation plans. We will collect preliminary data in DY 3 to serve as a baseline for
improvement in the Ambulatory Care Sensitive Conditions Admissions Rate. RRRH plans to decrease
the Ambulatory Care Sensitive Conditions Admissions Rate—for new RRRH primary care clinic patients
as of DY 3—by 3% and 6% in demonstration years 4 and 5, respectively.
Rationale: Hospitalization for an ambulatory care sensitive condition (ACSC) is considered to be a
measure of access to appropriate primary health care. While not all admissions for these conditions
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. The Texas Department of State Health Services suggests that in Fannin County alone there
were approximately 3,937 potentially preventable hospitalizations from 2005-2010. These patients
represented more than $90M in charges.

Outcome Measure Valuation: In its March 2012 Executive Newsletter, HealthGrades reported that
WellPoint, Inc. members “experienced an 18% decrease in inpatient admissions and a 15% decrease in
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ED visits during patient-centered medical home (PCMH) pilots.” Decreasing admissions and ED visits
will create a large opportunity for savings.
Since 2002, Merritt Hawkins—a national physician search and consulting company—has conducted a
study on “Physician Inpatient/Outpatient Revenue” that provides benchmark data on the value of
physician impact on the community. The graph below indicates incremental patient access to
healthcare as measured by average net annual income generated by a primary care physician on behalf
of his/her affiliated hospital. This data demonstrates the expansive impact of each additional primary
care physician.
The charts below value the access expansion impact of a primary care physician at $1.3M per year and
decreased utilization savings at $.7M per year. Accordingly, RRRH’s DSRIP funding request of
approximately $684,000 per year (including Category 1 and 3) is targeted to be less than the total
savings so that the CMS program accrues a net benefit.
Estimated Savings
Expand Primary Care Capacity
Total New Clinic Patients
2,442
0.45
ED visits / year / person
Potential ED Visits
1,101
ED Visits Reduced @ 15%
165
$425
Avg ED Payment
ED Savings
$
70,197
0.11
IP Admissions / year / person
Potential IP Admissions
278
Admissions Reduced @ 18%
50
$12,354
Avg Total Medicare Cost / Discharge
IP Admission Savings
$ 618,717
Total Estimated Savings
$ 688,913
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177870603.3.101

3.IT-2.11

Ambulatory Care Sensitive Conditions Admissions Rate

Red River Regional Hospital

177870603

Related Category 1 or 2
Projects:

177870603.1.101

Starting Point/Baseline:

Baseline to be determined in DY3

Year 2

Year 3
Process Milestone 1: P-2
Establish baseline rate of
Ambulatory Care Sensitive
Conditions Admissions Rate
under age 75
Numerator: Total number of
acute care hospitalizations for
ambulatory care sensitive
conditions under age 75 years
(for new clinic patients as of DY
3).
Denominator: Total mid-year
patients under age 75 (for new
clinic patients as of DY 3).
Metric:
Documentation of baseline
Ambulatory Care Sensitive
Conditions Admissions Rate
under age 75
Data Source:
EHR and claims
Process Milestone 1 Estimated
Incentive Payment:
$42,112 46,423
Year 3 Estimated Total DSRIP
Funding:

Year 4
Outcome Improvement
Target 1: IT-2.11
Decrease Ambulatory Care
Sensitive Conditions
Admissions Rate under age 75

Year 5
Outcome Improvement Target
2: IT-2.11
Decrease Ambulatory Care
Sensitive Conditions
Admissions Rate under age 75

Numerator: Total number of
acute care hospitalizations for
ambulatory care sensitive
conditions under age 75 years
(for new clinic patients as of
DY 3).
Denominator: Total mid-year
patients under age 75 (for new
clinic patients as of DY 3).

Numerator: Total number of
acute care hospitalizations for
ambulatory care sensitive
conditions under age 75 years
(for new clinic patients as of
DY 3).
Denominator: Total mid-year
patients under age 75 (for new
clinic patients as of DY 3).

Improvement Target:
3% decrease in Ambulatory
Care Sensitive Conditions
Admissions Rate, calculated as
(new # -baseline) /baseline

Improvement Target:
6% decrease in Ambulatory
Care Sensitive Conditions
Admissions Rate, calculated as
(new # -baseline) /baseline

Data Source:
EHR and claims

Data Source:
EHR and claims

Outcome Improvement
Target 1 Estimated Incentive
Payment:
$44,422 75,518
Year 4 Estimated Total DSRIP
Funding:

Outcome Improvement Target
2 Estimated Incentive
Payment:
$95,002 175,754
Year 5 Estimated Total DSRIP
Funding:

$42,112 46,423
$44,422 75,518
$95,002 175,754
TOTAL EST DSRIP FUNDING FOR 3 YEARS (add amounts of Estimated DSRIP Funding for Years 3‐5): $181,536 297,695
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D. Category 4: Population-Focused Improvements (Hospitals only)
Population-focused improvements are “pay for reporting” measures reported by hospitals that
demonstrate the impact of delivery system reform investments made under the demonstration.
Category 4 will only be required of new hospital providers. Current hospital providers will not be
updating their Category 4 selection and description.

Anchor Comment: No new hospital providers are submitting projects in
this submission. This section is intentionally left blank.
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Section IV. RHP Participation Certifications
Each RHP participant that will be providing State match or receiving pool payments must sign the
following certification. For the December 20, 2013 submission of new three-year projects, this
certification only needs to be signed by the IGT Entities and Performing Providers for the proposed
three-year projects along with any IGT Entities/Performing Providers that were not included in the
December 2012 RHP Plan submission that joined the RHP between then and now.

Anchor Comment: RHP Participation Certifications are included in
the addendum.
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